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Abstract

The evidence supporting conservative care strategies for pelvic floor dysfunctions
(urinary incontinence and pelvic organ prolapse) is strong, and international
recommendations endorse pelvic floor muscle training in particular as first-line
treatment. However, the availability and enactment of these care strategies are
variable. The reasons are complex and relate to several levels in the health care
system. Consequently, there is a need to describe the current status of conservative
care and point to opportunities for leveraging interprofessional care, especially
between physiotherapists and nurse practitioners who are both identified as key care
providers. Physiotherapists and nurse practitioners are well positioned to leverage their
skills within their respective scopes of practice to bridge the care gap that currently
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exists at the primary health care level regarding pelvic health.

INTRODUCTION

Despite a high prevalence of pelvic floor dysfunction, and
the availability of clinical practice guidelines for effective
conservative care, these conditions are not managed well at the
primary health care level. However, there lies great potential
for improved care by leveraging interprofessional teams and
mobilizing current evidence. Recent research in the Netherlands
demonstrates that family physicians adhere to clinical practice
guidelines in diagnosing urinary continence, but lack the time,
staff and competences to carry out interventions [1]. The
literature confirms under-treatment for related conditions [2].
As nurses, nurse practitioners (NPs) and physiotherapists (PTs)
provide effective conservative management for many pelvic floor
disorders [3-6], a primary health care team is well positioned
to promote collaboration and improve pelvic health. European
and Canadian guidelines on approaches to urinary incontinence
highlight the importance of conservative management [4,5] and
a collaborative model of practice may help achieve best practices.

Primary health care is an approach that encompasses
people across their lifespan, and takes into account the broader
determinants of health. The goals of primary health care in Canada
include increasing access to care, promoting interprofessional
collaboration, preventing and managing chronic diseases,
ensuring continuity across the system, as well as reducing
redundancies [7]. Nurse practitioners working in primary health
care organisations improve the delivery of evidence-based care

through health promotion and disease prevention for individuals,
families and communities [8].

The scope of practice for NPs and PTs varies by geographical
location, with some regulatory bodies requiring additional
training and registration for the ability to perform an internal
pelvic exam. In Canada, NPs have the legislative authority to order
and interpret diagnostic tests, perform internal pelvic exams,
make and communicate medical diagnoses, as well as prescribe
pharmaceutical agents [8]. Although NPs already perform
internal pelvic exams, typically they do not include assessment
or treatment of the pelvic floor and associated tissues. In Ontario,
NPs can gain this competency with additional training [9],
since these skills are not in the NP curriculum. The entry-level
scope of practice for PTs in Canada includes the assessment and
management of muscular, neurological and cardiopulmonary
systems, and communicating a diagnosis [10,11]. The ability
to assess and treat the pelvic floor via internal examination is
an additional skill performed by physiotherapists who have
completed post-graduate training [9] and registered with the
appropriate regulatory body [11]. A Cochrane Systematic Review
confirmed that tailored pelvic floor muscle training delivered by a
physiotherapist who performs internal exams should be the first-
line treatment for stress, urge and mixed urinary incontinence

[6].

Given their scope of practices, the efficacy of conservative
management and their roles in primary health care settings,
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there is a meaningful opportunity for PTs and NPs to collaborate
to bridge the practice gap that currently exists with respect to
pelvic floor dysfunction. As many pelvic floor disorders are
underreported or undiagnosed, an emphasis on autonomous
providers in primary health care may allow for prevention efforts
and earlier screening to improve outcomes and quality of life for
many people.

Pelvic floor dysfunction

The pelvic floor is located at the caudal aspect of the abdomen,
and is comprised of the coccygeus muscle and the levator ani
(pubococcygeus, puborectalis, iliococcygeus muscles). The
pelvic floor, along with ligaments and other connective tissue,
supports the pelvic organs (uterus, prostate, bladder, vagina,
seminal vesicles, small bowel and rectum). Although pelvic floor
dysfunction affects all people, the prevalence is highest among
those with female internal sex organs. One of the largest risk
factors for pelvic floor dysfunction is the process of childbirth.
Vaginal delivery causes trauma to the pelvic floor [12], and
additional complications from the use of forceps are common
[13]. Menopause is a risk factor for pelvic floor dysfunction
due to the drop in estrogen, while other contributors include
obesity and chronic coughing [14]. Many children experience
bladder and bowel dysfunction, which accounts for up to 40%
of consultations with paediatric urologists [15]. The prevalence
of urinary incontinence in males increases with age-from 15.5%
among those aged 55-64 years, to 24% among those aged 65-74
years, and 30% in those over 75 years old [16].

Of pelvic floor disorders, urinary incontinence (UI) and
pelvic organ prolapse (POP) are the most prevalent. Both
issues, however, are underreported since many believe the
signs and symptoms of dysfunction are a normal part of ageing,
especially after childbirth [17]. These conditions contribute
to social isolation, reduced mobility, a higher risk of falls, and
reduced quality of life [18]. Among women with POP with
similar objective measurements, those who are symptomatic
have more depressive symptoms, distress and a poorer quality
of life [19]. With such sequelae of pelvic floor dysfunction, there
is a concomitant increase in the use of the health care system
for medical and surgical management. Urinary incontinence,
in particular, leads to a high economic burden because it is a
factor for admittance to long-term care facilities for many older
adults [4,18]. Consequently, identification and management in
primary health care may prevent the progression of pelvic floor
dysfunction and mitigate other health care problems and costs.

Urinary incontinence

Urinary incontinence (UI) denotes the involuntary leakage
of urine with three common subtypes-stress, urge and mixed-for
which conservative management is the recommended treatment
[6]. Stress Ul, which accounts for 50% of incontinence cases in
Canada, is the leakage of urine when intra-abdominal pressure
increases, such as during physical exertion, sneezing or coughing
[4]. The primary mechanism of stress Ul is the suboptimal
contractile properties of the pelvic floor, which may be weakness,
excessive tension or impaired co-ordination [20,21].

Urge Ul is urinary leakage immediately preceded by, or
associated with, a sudden urge to void, and represents 14% of

reported Ul. Symptoms of urgency and frequency usually occur
from involuntary contractions of the bladder muscle (detrusor
muscle) atthe wrongtime [20],and urge Ul ultimately results from
longstanding over activity in the detrusor muscle. Behaviours
such as frequent, unnecessary voiding to compensate for a poorly
functioning pelvic floor can establish overactive bladder, which
often leads to urge Ul [22,23]. Mixed Ul is a combination of stress
and urge Ul, and accounts for a third of reported Ul [4].

Pelvic organ prolapse

Pelvic organ prolapse (POP) is defined as a downward
movement of pelvic organs, which can result in herniation into
or through the vagina (uterovaginal prolapse) or anal canal
(rectal intussusception and rectal prolapse).24An anterior
prolapse consists of bladder prolapse (cystocele) and uterine
prolapse or vaginal apex (vaginal vault after hysterectomy). The
posterior prolapse includes the rectal ampulla dropping into
the vagina (rectocele) and may also include part of the sigmoid
colon herniating into the vagina [24]. Prolapse is considered a
neuromuscular condition due to trauma from vaginal childbirth,
and to a lesser extent, obesity [25,26]. Over time, weakness and
poor neuromuscular control of pelvic floor muscles translates to
a lack of caudal support for pelvic organs, and leads to additional
damage to the connective tissue that provide cranial support
[22]. When support from the uterosacral ligaments, vaginal walls,
endopelvic fascia and perineal membrane fail, prolapse occurs
[22]

Collaborative care

There is significant high-quality evidence to support the
assessment and conservative management of pelvic floor
dysfunction by nurses and PTs alike. Management by nurses
reduces episodes of Ul with high patient satisfaction and
improves quality of life [1], while PT management has shown
high efficacy and is first-line treatment for Ul [6]. In primary
health care, access to and flow of care for pelvic floor dysfunction
can be improved through collaboration. As many NPs and PTs in
primary health care work with populations with chronic diseases,
they can prevent pelvic floor dysfunction or begin treatment
early by identifying people at high risk, and translating chronic
disease self-management principles. Communication amongst
health care disciplines, and improved knowledge of resources
available for care may lower the threshold for patients to seek
help [1]. Having a nurse who specialises in continence care work
alongside family physicians may improve detection rates of pelvic
floor dysfunction [27]. In such an environment, one clinician may
identify and assess pelvic floor dysfunction, while another effects
treatment, and communication is within the patient’s circle of
care.

Assessment

An assessment for pelvic floor dysfunction includes initial
investigations, a subjective interview, and an internal physical
exam. Ideally for the primary health care setting, an NP with
training in pelvic floor muscle assessment would carry out the
exam, and communicate relevant results to a PT to follow through
on a management plan.

Asubjective examincludes questions aboutvoiding frequency,
post-voiding issues [4], fluid intake habits, pelvic girdle pain,
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obstetrics history, urogynaecological history and other sensory
information. Reports of urine leaking during exercise, laughing
or coughing may indicate stress Ul, while sudden urgency with or
without specific triggers may point to urge Ul Validated patient
questionnaires can assess the severity and impact of Ul on quality
of life, such as the Urogenital Distress Inventory (UDI) and the
Incontinence Impact Questionnaire (I11Q) [28]. A discussion about
Ul is indicated for patients with associated comorbid conditions,
such as congestive heart failure, chronic obstructive pulmonary
disease, diabetes, Parkinson’s disease and multiple sclerosis
[22]. When POP has become symptomatic, patients may report a
vaginal bulge or protrusion, vaginal laxity, heaviness or dragging
sensation, dyspareunia (difficult or painful intercourse),
hesitancy or change in urinary stream due to compression of
urethra, feelings of incomplete defecation or manual removal
of stool due to herniation of bowel, recurrent urinary tract
infections, and night time voiding (nocturia) [24].

Initially, a urinalysis may rule outabladder infection [4], while
a bladder diary that covers 24 hours [29] or 3-7 days [3,4,30],
may elicit valuable information about frequency, leakage, timing
of voids, fluid intake and bowel movements [23,31]. Although
rarely used [23], a diary can function as a springboard for
modifying voiding behaviours, habits3 and tracks changes.

The physical assessment includes an internal pelvic
examination to look for signs of atrophy and prolapsed [22]. A
digital exam of the patient’s pelvic floor muscles assesses their
function. Strength (power) of a muscle contraction is graded from
0-5 on the modified Oxford scale, while muscle co-ordination is
assessed by determining how and when the pelvic floor contracts

in response to a voluntary cough [22,32,33]. The assessor can
provide feedback on the quality of their muscle contraction to
ensure they are done appropriately during exercises. Muscles
are palpated for tenderness and trigger points [33-35]. To
assess for POP, the patients in crook-lying with the truck flexed,
while propped up on their forearms. The patient performs a
Valsalva maneuver (bearing down) so the clinician can assess the
downward mobility of the pelvic visceral structure. To determine
if a posterior prolapse is present, a rectal exam is completed
[36,37]. These examination techniques are described in Table 1.

The gold standard for staging pelvic organ prolapse is the
Pelvic Organ Prolapse Quantification (POP-Q), which has been
endorsed by the International Urogynecological Association/
International Continence Society. Although this classification
system is onerous (use of ruler to measure) and confusing, it has
standardized assessments. A simplified POP-Q has four ordinal
staging points instead of nine; several studies have reported near
perfect correlation between versions [38,39].

Management

Evidence-based clinical practice guidelines that reflect
approaches with high and very high degrees of efficacy have been
developed for the management of both Ul [4,6,40] and POP [40].
They include pelvic floor muscle training, general exercises, stress
reduction and behaviour modification. With only a few visits for
management, most people can learn techniques to lessen the
impact of pelvic floor dysfunction, and with an opportunity for
booster sessions at longer follow up intervals, adherence to self-
management plans is increased [41].

Table 1: Pelvic examination procedures for Ul and POP.

Examination Procedure | Description of Procedure

Indicator of MSK
Dysfunction

Reported Psychometric
Properties

P-power, modified Oxford grading scale:
0-no contraction

1-flicker

2-weak squeeze, no lift

3-fair squeeze, definite lift

4-good squeeze with lift

5-strong squeeze with a lift

ePositive test: <4/5

Pelvic floor muscle weakness | Kappa=0.48-0.7733

contraction can be sustained
ePositive test: <10 seconds

PERFECT
Manual muscle testing??

E-endurance, time (seconds) that a maximum

Decreased muscular

endurance Kappa=0.17-0.56%3

contractions
ePositive test: <10 repetitions

R-repetition, the number of maximum voluntary

Decreased muscular

endurance Kappa=0.48-0.77%

maximum contractions
ePositive Test: <10 repetitions

F-fast contractions, the number of fast (one second)

Decreased motor control Kappa=0.29-0.65

pelvic floor muscles with a cough

ECT-timing, sustained voluntary contraction of the

Positive Test: no contraction prior to cough®

Pelvic floor muscle

- _ 33
discoordination Kappa=0.14-0.53

Pelvic floor muscle

tenderness®*3° muscles

ePositive test: pain®*3®

Firm digital vaginal or anal palpation of pelvic floor

Muscular tenderness and/or

myofascial pain Kappa=0.76-0.91%

. Valsalva maneuver in supine
Pelvic organ prolapse

identification

descent®®

Observation of pelvic floor while person performs

ePositive test: visualisation of descent of posterior
or anterior vaginal wall, uterine, bladder or rectal

Weakened connective tissues

of pelvic organs Kappa=0.61-0.87%"
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Management of Ul differs based on the individual’s signs
and symptoms, and the impact on quality of life. For stress
incontinence, pelvic floor muscle training can help build strength
and voluntary control [6]. Behaviour modification for stress Ul
includes avoidance of bearing down during bowel movements,
and increased physical activity [40]. Weight loss may help reduce
the severity of stress Ul symptoms [40].

Urge incontinence may be effectively managed with
behaviour modification to address triggers and maladaptive
voiding patterns. For example, defensive voiding (urinating “just
in case”) can lead to the dysregulation of bladder reflexes, and
subsequently, overactive bladder syndrome [22,23]. Treatment
with education and techniques to counter such habits and feelings
of urgency reduces the impact of urge Ul If indicated during
assessment, interventions to reduce muscle tone in the pelvic
floor muscles include manual release, trigger point therapy,
diaphragmatic breathing, muscle energy inhibition strategies
and stress reduction [42-44]. When pelvic floor muscles are tight,
muscle training for strengthening-without attention to reducing
tone-is a misguided approach, and demonstrates the need to
tailor management to an individual’s examination findings [21].
Pelvic floor muscle training does play a role in managing urge
U], as it supports reductions in muscle tone through inhibition
pathways, and improved strength may be indicated after tone is
addressed [6].

Conservative management for POP includes lifestyle
modifications such as weight loss and avoidance of heavy lifting,
education to lessen and prevent constipation, and pelvic floor
muscle training.40A randomized controlled trial showed that
one-on-one training of pelvic floor muscles improves endurance,
strength, and coordination of the levator ani muscles, which
in turn increases structural support for the pelvic floor [45]. A
subsequent non-surgical option is the insertion of a vaginal
pessary, fitted by a clinician. Pessaries have various shapes and
sizes, and a ring shape is used successfully in over 80% of women
[46].

Pelvic floor muscle training is important for people with Ul
and POP alike, and consists of more than conventional “Kegels;”
key elements are education on the function of muscles, their
coordination with other inner and outer unit muscles, strength
training and building endurance [6]. Muscle activation in
isolation, then during movement, and with co-activation of core
and skeletal muscle groups, fosters a functional use of the pelvic
floor contraction. A training method called PFilates (pelvic floor
pilates), developed by urogynaecologist Dr. Bruce Crawford,
exemplifies this approach and has been widely adopted. The
key principles of pelvic floor muscle training in PFilates are to
address multiple fitness parameters of the pelvic floor muscles
(not just strength) and to integrate the function of deep inner
unit core muscles in a synergistic and functional manner with
outer unit muscles [47].

CONCLUSION

Conservative care for people with pelvic floor dysfunction
is recommended by clinical practice guidelines [4,5] and has
shown to be effective by high quality evidence [6]. A collaborative
approach that utilises the skills, resources and accessibility of
multiple health care providers including nurse practitioners and
physiotherapists, would enhance primary care management of

urinary incontinence and pelvic organ prolapse by increasing
patient access and improving outcomes. This collaboration
builds on the growing recognition of the need to manage chronic
conditions and to prevent sequelae that impact people’s quality of
life. Physiotherapists and nurse practitioners are well positioned
to leverage their skills within their respective scopes of practice
to bridge the care gap that currently exists at the primary health
care level regarding pelvic health.

REFERENCES

1. Albers-Heitner P, Berghmans B, Nieman F, Lagro-Janssen T, Winkens
R. Adherence to professional guidelines for patients with urinary
incontinence by general practitioners: a cross-sectional study. ] Eval
Clin Pract. 2008; 14: 807-811.

2. Helfand BT, Evans RM, McVary KT. A comparison of the frequencies of
medical therapies for overactive bladder in men and women: analysis
of more than 7.2 million aging patients. Eur Urol. 2010; 57: 586-591.

3. Wyman JF, Burgio KL, Newman DK. Practical aspects of lifestyle
modifications and behavioural interventions in the treatment of
overactive bladder and urgency urinary incontinence. Int J Clin Pract.
2009; 63:1177-1191.

4. Bettez M, Tu LM, Carlson K, Corcos ], Gajewski ], Jolivet M, et al. 2012
update: guidelines for adult urinary incontinence collaborative
consensus document for the Canadian Urological Association. Can
Urol AssocJ. 2012; 6: 354-363.

5. Thiiroff JW, Abrams P, Andersson KE, Artibani W, Chapple CR, Drake
M], et al. EAU guidelines on urinary incontinence. Eur Urol. 2011; 59:
387-400.

6. Dumoulin C, Hay-Smith EJ, Mac Habée-Séguin G. Pelvic floor muscle
training versus no treatment, or inactive control treatments, for
urinary incontinence in women. Cochrane Database Syst Rev. 2014;
14.

7. Government of Canada. About primary health care. Ottawa: The
Government; c2012.2018.

8. College of Nurses of Ontario. Nurse Practitioner.Toronto:College of
Nurses of Ontario, 2017.

9. Pelvic Health Solutions. For the Professional. Ontario: The Company;
c2010.2017

10.Canadian Physiotherapy Association. Description of physiotherapy in
Canada. Ottawa: Canadian Physiotherapy Association; 2012.

11.Physiotherapy Act of 1991. S.0. 199, c. 37. Consolidation Period: from
Sept 12011 to the e-Laws currency date. 2011.

12.Herbert]. Pregnancy and childbirth: the effects on pelvic floor muscles.
Nurs Times. 2009; 105: 38-41.

13.Smith LA, Price N, Simonite V, Burns EE. Incidence of and risk
factors for perineal trauma: a prospective observational study. BMC
Pregnancy Childbirth. 2013; 13: 59.

14.Tegerstedt G, Miedel A, Maehle-Schmidt M, Nyrén O, Hammarstrom M.
Obstetric risk factors for symptomatic prolapse: a population-based
approach. Am ] Obstet Gynecol. 2006; 194: 75-81.

15.Santos JD, Lopes RI, Koyle MA. Bladder and bowel dysfunction in
children: An update on the diagnosis and treatment of a common, but
underdiagnosed pediatric problem. Can Urol Assoc . 2017; 11: 64-72.

16.Diokno AC, Estanol MV, Ibrahim IA, Balasubramaniam M. Prevalence
of urinary incontinence in community dwelling men: a cross sectional
nationwide epidemiological survey. Int Urol Nephrol. 2007; 39: 129-
136.

Ann Reprod Med Treat 3(1): 1020 (2018)

4/5


https://www.ncbi.nlm.nih.gov/pubmed/18462277
https://www.ncbi.nlm.nih.gov/pubmed/18462277
https://www.ncbi.nlm.nih.gov/pubmed/18462277
https://www.ncbi.nlm.nih.gov/pubmed/18462277
https://www.ncbi.nlm.nih.gov/pubmed/20036783
https://www.ncbi.nlm.nih.gov/pubmed/20036783
https://www.ncbi.nlm.nih.gov/pubmed/20036783
https://www.ncbi.nlm.nih.gov/pubmed/19575724
https://www.ncbi.nlm.nih.gov/pubmed/19575724
https://www.ncbi.nlm.nih.gov/pubmed/19575724
https://www.ncbi.nlm.nih.gov/pubmed/19575724
https://www.ncbi.nlm.nih.gov/pubmed/23093627
https://www.ncbi.nlm.nih.gov/pubmed/23093627
https://www.ncbi.nlm.nih.gov/pubmed/23093627
https://www.ncbi.nlm.nih.gov/pubmed/23093627
http://www.ncbi.nlm.nih.gov/pubmed/21130559
http://www.ncbi.nlm.nih.gov/pubmed/21130559
http://www.ncbi.nlm.nih.gov/pubmed/21130559
https://www.ncbi.nlm.nih.gov/pubmed/24823491
https://www.ncbi.nlm.nih.gov/pubmed/24823491
https://www.ncbi.nlm.nih.gov/pubmed/24823491
https://www.ncbi.nlm.nih.gov/pubmed/24823491
https://www.canada.ca/en/health-canada/services/primary-health-care/about-primary-health-care.html
https://www.canada.ca/en/health-canada/services/primary-health-care/about-primary-health-care.html
https://www.cno.org/globalassets/docs/prac/41038_strdrnec.pdf
https://www.cno.org/globalassets/docs/prac/41038_strdrnec.pdf
http://pelvichealthsolutions.ca/for-the-professional/
http://pelvichealthsolutions.ca/for-the-professional/
https://physiotherapy.ca/sites/default/files/site_documents/dopen-en.pdf
https://physiotherapy.ca/sites/default/files/site_documents/dopen-en.pdf
https://www.ontario.ca/laws/statute/91p37
https://www.ontario.ca/laws/statute/91p37
http://www.ncbi.nlm.nih.gov/pubmed/19326654
http://www.ncbi.nlm.nih.gov/pubmed/19326654
http://www.ncbi.nlm.nih.gov/pubmed/23497085
http://www.ncbi.nlm.nih.gov/pubmed/23497085
http://www.ncbi.nlm.nih.gov/pubmed/23497085
http://www.ncbi.nlm.nih.gov/pubmed/16389012
http://www.ncbi.nlm.nih.gov/pubmed/16389012
http://www.ncbi.nlm.nih.gov/pubmed/16389012
http://www.ncbi.nlm.nih.gov/pubmed/28265323
http://www.ncbi.nlm.nih.gov/pubmed/28265323
http://www.ncbi.nlm.nih.gov/pubmed/28265323
https://www.ncbi.nlm.nih.gov/pubmed/17086446
https://www.ncbi.nlm.nih.gov/pubmed/17086446
https://www.ncbi.nlm.nih.gov/pubmed/17086446
https://www.ncbi.nlm.nih.gov/pubmed/17086446

Dufour et al. (2018)
Email: sdufour@mcmaster.ca

@SCﬂ\/lCdCentrai

17.Schiissler-FiorenzaRose SM, Gangnon RE, Chewning B, Wald A.
Increasing discussion rates of incontinence in primary care: a
randomized controlled trial. ] Womens Health. 2015; 24: 940-949.

18.Parvaiz M. Improving the care pathway for women with incontinence.
Womens Health (Lond). 2015; 11: 105-108.

19.Pizarro-Berdichevsky ], Hitschfeld MJ, Pattillo A, Blumel B, Gonzalez S,
Arellano M, et al. Association between pelvic floor disorder symptoms
and QoL scores with depressive symptoms among pelvic organ
prolapse patients. Aust N Z ] Obstet Gynaecol. 2016; 56: 391-397.

20.Tulikangas P. Pathophysiology of incontinence and pelvic floor
dysfunction. In: Culligan, P], Goldberg RP, editors. Urogynecology in
primary care. London: Springer; 2007; 34-39.

21.Dufour S, Vandyken B, Forget M], Vandyken C. Association between
lumbopelvic pain and pelvic floor dysfunction in women: across
sectional study. Musculoskelet Sci Pract 2018; 34: 47-53.

22.Rosenblatt PL, ElkadryE. Diagnosing incontinence and pelvic floor
problems: an efficient, cost-effective approach for primary care
providers. In: Culligan, PJ, Goldberg RP, editors. Urogynecology in
primary care. London: Springer; 2007; 40-59.

23.Khullar V. Patient-reported outcomes and different approaches to
urinary parameters in overactive bladder: what should we measure?
Int Urogynecol J. 2012; 23: 179-192.

24.Dietz HP. Pelvic organ prolapse - a review. Aust Fam Physician. 2015;
44: 446-452.

25.Handa VL, Harris TA, Ostergard DR. Protecting the pelvic floor:
obstetric management to prevent incontinence and pelvic organ
prolapse. Obstet Gynecol. 1996; 88: 470-478.

26.Rodriguez-Mias NL, Martinez-Franco E, Aguado ], Sdnchez E, Amat-
Tardiu L. Pelvic organ prolapse and stress urinary incontinence, do
they share the same risk factors? Eur ] Obstet Gynecol Reprod Biol.
2015; 190: 52-57.

27.Albers-Heitner P, Berghmans B, Joore M, Lagro-Janssen T, Severens J,
Nieman F, etal. The effects of involving a nurse practitioner in primary
care for adult patients with urinary incontinence: the PromoCon study
(promoting continence). BMC Health Serv Res. 2008; 8: 84.

28.Uebersax JS, Wyman, JF, Shumaker SA, McClish DK, Fantl JA. Short
forms to assess life quality and symptom distress for urinary
incontinence in women: the incontinence impact questionnaire and
the urogenital distress inventory. Program for Women Research
Group. Neurourol Urodyn.1995; 14: 131-139.

29.Naoemova I, De Wachter S, Wuyts FL, Wyndaele ]J. Reliability of
the 24-h sensation-related bladder diary in women with urinary
incontinence. Int Urogynecol ] Pelvic Floor Dysfunct. 2008; 19: 955-9.

30.Basra R, Kelleher C. Disease burden of overactive bladder: quality-
of-life data assessed using ICl-recommended instruments.
Pharmacoeconomics. 2007; 25: 129-142.

31.Rosenberg MT, Newman DK, Tallman CT, Page SA. Overactive bladder:
recognition requires vigilance for symptoms. Cleve Clin ] Med. 2007;
74:21-29.

32.Morrison P. Musculoskeletal conditions related to pelvic floor muscle
overactivity. In: Padoa A, Rosenbaum T, editors. The overactive pelvic

Cite this article

floor. Switzerland: Springer International Publishing; 2016.91-111.

33.Neville CE, Fitzgerald CM, Mallinson T, Badillo S, Hynes C, Tu F. A
preliminary report of musculoskeletal dysfunction in female chronic
pelvic pain: a blinded study of examination findings. ] Bodyw Mov
Ther. 2012; 16: 50-56.

34.Sapsford R. Rehabilitation of pelvic floor muscles utilizing trunk
stabilization. Man Ther. 2004; 9: 3-12.

35.Schmitz MR, Campbell SE, Fajardo RS, Kadrmas WR. Identification of
acetabular labral pathological changes in asymptomatic volunteers
using optimized, noncontrast 1.5-T magnetic resonance imaging. Am ]
Sports Med. 2012; 40: 1337-1341.

36.Bg K, Sherburn M. Evaluation of female pelvic-floor muscle function
and strength. Phys Ther. 2005; 85: 269-282.

37.Slieker-ten Hove MC, Pool-Goudzwaard AL, Eijkemans M], Steegers-
Theunissen RP, Burger CW, Vierhout ME. Face validity and reliability
of the first digital assessment scheme of pelvic floor muscle function
conform the new standardized terminology of the International
Continence Society. Neurourol Urodyn. 2009; 28: 295-300.

38.Swift S, Morris S, McKinnie V, Freeman R, Petri E, Scotti R], et al.
Validation of a simplified technique for using the POPQ pelvic organ
prolapse classification system. Int Urogynecol ] Pelvic Floor Dysfunct.
2006; 17: 615-620.

39.Zhang H, Zhu L, Xu T, Lang JH. Utilize the simplified POP-Q system in
the clinical practice of staging for pelvic organ prolapse: comparative
analysis with standard POP-Q system. Zhonghua Fu Chan Ke Za Zhi.
2016; 51: 510-514.

40.Dumoulin C, Hunter KF, Moore K, Bradley CS, Burgio KL, Hagen S, et
al. Conservative management for female urinary incontinence and
pelvic organ prolapse review 2013: summary of the 5™ international
consultation on incontinence. Neurourol Urodyn. 2016; 35:15-20.

41.Dumoulin C, Hay-Smith ], Frawley H, McClurg D, Alewijnse D, Bo K,
et al. 2014 Consensus Statement on Improving Pelvic Floor Muscle
Training Adherence: International Continence Society 2011 State-of-
the-Science Seminar. Neurourol Urodyn. 2015; 34: 600-605.

42.Fitz Gerald MP, Kotarinos R. Rehabilitation of the short pelvic floor. II:
Treatment of the patient with the short pelvic floor. Int Urogynecol ]
Pelvic Floor Dysfunct. 2003; 14: 269-275.

43.Loving S, Thomsen T, Jaszczal P, Nordling J. Pelvic floor muscle
dysfunction are prevalent in pelvic pain: a cross-sectional
populational-based study. Eur ] Pain. 2014; 18: 1259-1270.

44.Tu FF, Fitzgerald CM, Kuiken T, Farrell T, Norman Harden R. Vaginal
pressure-pain thresholds: initial validation and reliability assessment
in healthy women. Clin ] Pain. 2008; 24: 45-50.

45.Hagen S, Stark, D, Glazener C, Dickson S, Barry S, Elders A, et al.
Individualised pelvic floor muscle training in women with pelvic
organ prolapse (POPPY): a multicentre randomised controlled trial.
Lancet. 2014; 383:796-806.

46.Bordman R, Telner D. Practice tips. Pessary insertion: choosing
appropriate patients. Can Fam Physician. 2007; 53: 424-425.

47.Crawford, B. Bladder control is a fitness issue. Top Geriatr Rehabil.
2017; 33: 40-42.

Dufour S, Hondronicols A, Flanigan KMN (2018) Conservative Primary Care of Urinary Incontinence and Pelvic Organ Prolapse in Primary Health Care. Ann

Reprod Med Treat 3(1): 1020.

Ann Reprod Med Treat 3(1): 1020 (2018)

5/5


https://www.ncbi.nlm.nih.gov/pubmed/26555779
https://www.ncbi.nlm.nih.gov/pubmed/26555779
https://www.ncbi.nlm.nih.gov/pubmed/26555779
http://www.ncbi.nlm.nih.gov/pubmed/25776284
http://www.ncbi.nlm.nih.gov/pubmed/25776284
https://www.ncbi.nlm.nih.gov/pubmed/27135639
https://www.ncbi.nlm.nih.gov/pubmed/27135639
https://www.ncbi.nlm.nih.gov/pubmed/27135639
https://www.ncbi.nlm.nih.gov/pubmed/27135639
https://www.ncbi.nlm.nih.gov/pubmed/29268147
https://www.ncbi.nlm.nih.gov/pubmed/29268147
https://www.ncbi.nlm.nih.gov/pubmed/29268147
https://link.springer.com/chapter/10.1007%2F978-1-84628-167-9_5
https://link.springer.com/chapter/10.1007%2F978-1-84628-167-9_5
https://link.springer.com/chapter/10.1007%2F978-1-84628-167-9_5
https://link.springer.com/chapter/10.1007%2F978-1-84628-167-9_5
https://www.ncbi.nlm.nih.gov/pubmed/22011932
https://www.ncbi.nlm.nih.gov/pubmed/22011932
https://www.ncbi.nlm.nih.gov/pubmed/22011932
http://www.ncbi.nlm.nih.gov/pubmed/26590487
http://www.ncbi.nlm.nih.gov/pubmed/26590487
http://www.ncbi.nlm.nih.gov/pubmed/8752261
http://www.ncbi.nlm.nih.gov/pubmed/8752261
http://www.ncbi.nlm.nih.gov/pubmed/8752261
http://www.ncbi.nlm.nih.gov/pubmed/25984809
http://www.ncbi.nlm.nih.gov/pubmed/25984809
http://www.ncbi.nlm.nih.gov/pubmed/25984809
http://www.ncbi.nlm.nih.gov/pubmed/25984809
https://www.ncbi.nlm.nih.gov/pubmed/18412964
https://www.ncbi.nlm.nih.gov/pubmed/18412964
https://www.ncbi.nlm.nih.gov/pubmed/18412964
https://www.ncbi.nlm.nih.gov/pubmed/18412964
https://www.ncbi.nlm.nih.gov/pubmed/7780440
https://www.ncbi.nlm.nih.gov/pubmed/7780440
https://www.ncbi.nlm.nih.gov/pubmed/7780440
https://www.ncbi.nlm.nih.gov/pubmed/7780440
https://www.ncbi.nlm.nih.gov/pubmed/7780440
http://www.ncbi.nlm.nih.gov/pubmed/18235981
http://www.ncbi.nlm.nih.gov/pubmed/18235981
http://www.ncbi.nlm.nih.gov/pubmed/18235981
https://www.ncbi.nlm.nih.gov/pubmed/17249855
https://www.ncbi.nlm.nih.gov/pubmed/17249855
https://www.ncbi.nlm.nih.gov/pubmed/17249855
http://www.ncbi.nlm.nih.gov/pubmed/17546830
http://www.ncbi.nlm.nih.gov/pubmed/17546830
http://www.ncbi.nlm.nih.gov/pubmed/17546830
https://link.springer.com/chapter/10.1007/978-3-319-22150-2_7
https://link.springer.com/chapter/10.1007/978-3-319-22150-2_7
https://link.springer.com/chapter/10.1007/978-3-319-22150-2_7
https://www.ncbi.nlm.nih.gov/pubmed/22196427
https://www.ncbi.nlm.nih.gov/pubmed/22196427
https://www.ncbi.nlm.nih.gov/pubmed/22196427
https://www.ncbi.nlm.nih.gov/pubmed/22196427
http://www.ncbi.nlm.nih.gov/pubmed/14723856
http://www.ncbi.nlm.nih.gov/pubmed/14723856
https://www.ncbi.nlm.nih.gov/pubmed/22422932
https://www.ncbi.nlm.nih.gov/pubmed/22422932
https://www.ncbi.nlm.nih.gov/pubmed/22422932
https://www.ncbi.nlm.nih.gov/pubmed/22422932
http://www.ncbi.nlm.nih.gov/pubmed/15733051
http://www.ncbi.nlm.nih.gov/pubmed/15733051
https://www.ncbi.nlm.nih.gov/pubmed/19090583
https://www.ncbi.nlm.nih.gov/pubmed/19090583
https://www.ncbi.nlm.nih.gov/pubmed/19090583
https://www.ncbi.nlm.nih.gov/pubmed/19090583
https://www.ncbi.nlm.nih.gov/pubmed/19090583
https://www.ncbi.nlm.nih.gov/pubmed/16598414
https://www.ncbi.nlm.nih.gov/pubmed/16598414
https://www.ncbi.nlm.nih.gov/pubmed/16598414
https://www.ncbi.nlm.nih.gov/pubmed/16598414
https://www.ncbi.nlm.nih.gov/pubmed/27465870
https://www.ncbi.nlm.nih.gov/pubmed/27465870
https://www.ncbi.nlm.nih.gov/pubmed/27465870
https://www.ncbi.nlm.nih.gov/pubmed/27465870
https://www.ncbi.nlm.nih.gov/pubmed/25400065
https://www.ncbi.nlm.nih.gov/pubmed/25400065
https://www.ncbi.nlm.nih.gov/pubmed/25400065
https://www.ncbi.nlm.nih.gov/pubmed/25400065
https://www.ncbi.nlm.nih.gov/pubmed/25998603
https://www.ncbi.nlm.nih.gov/pubmed/25998603
https://www.ncbi.nlm.nih.gov/pubmed/25998603
https://www.ncbi.nlm.nih.gov/pubmed/25998603
http://www.ncbi.nlm.nih.gov/pubmed/14530840
http://www.ncbi.nlm.nih.gov/pubmed/14530840
http://www.ncbi.nlm.nih.gov/pubmed/14530840
https://www.ncbi.nlm.nih.gov/pubmed/24700500
https://www.ncbi.nlm.nih.gov/pubmed/24700500
https://www.ncbi.nlm.nih.gov/pubmed/24700500
http://www.ncbi.nlm.nih.gov/pubmed/18180636
http://www.ncbi.nlm.nih.gov/pubmed/18180636
http://www.ncbi.nlm.nih.gov/pubmed/18180636
https://www.ncbi.nlm.nih.gov/pubmed/24290404
https://www.ncbi.nlm.nih.gov/pubmed/24290404
https://www.ncbi.nlm.nih.gov/pubmed/24290404
https://www.ncbi.nlm.nih.gov/pubmed/24290404
http://www.ncbi.nlm.nih.gov/pubmed/17872675
http://www.ncbi.nlm.nih.gov/pubmed/17872675
https://journals.lww.com/topicsingeriatricrehabilitation/Abstract/2017/01000/Bladder_Control_Is_a_Fitness_Issue.8.aspx
https://journals.lww.com/topicsingeriatricrehabilitation/Abstract/2017/01000/Bladder_Control_Is_a_Fitness_Issue.8.aspx

	Conservative Primary Care of Urinary Incontinence and Pelvic Organ Prolapse in Primary Health Care
	Abstract
	Introduction
	Pelvic floor dysfunction 
	Urinary incontinence 
	Pelvic organ prolapse 
	Collaborative care

	Assessment
	Management
	Conclusion
	References
	Table 1

