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Pelvic Floor Physical Therapy 

 

A Highly Specialized Area of Physical Therapy that 
deals with the Assessment and Treatment of Pelvic 

Floor Dysfunctions: 

 

• Urinary Incontinence  

• Urinary urgency, frequency               

• Fecal Incontinence 

• Prolapse (dropping of organs) 

• Pelvic Pain 

• Dyspareunia (painful intercourse) 

 



 

PELVIC FLOOR THERAPY 
“Do pelvic floor muscle strengthening exercises, in conjunction 

with bladder training taught by a physical therapist who 
specializes in treating urinary incontinence, improve urinary 

incontinence in women?” 

 



Why do we, as a profession (PT), have a place in 
treating gynecologic, urologic, GI, and sexual 

dysfunction? 

 

• As physical therapists, we are experts in the study, assessment 
and treatment of myofascial anatomy, physiology, innervation, 
function, and rehabilitation. 

• As pelvic floor physical therapists, we apply our global 
knowledge to the specific realm of the myofascial pelvic floor. 

• This region of the body has been vastly underserved and 
deserves appropriate study, assessment, and treatment. 



CONTINENCE 

Continence refers to self control. It's the ability to hold 
it all in. The word continence comes from the Latin 
continentia which means "a holding back.” It hasn't 
changed much — continence means holding back 

bodily functions 

 

 

 



Urinary Incontinence 
• Urinary Incontinence is defined by the International 

Continence Society as the involuntary loss of urine that 
represents a hygienic or social problem to the individual. It 
can be thought of as a symptom as reported by the patient, as 
a sign that is demonstrable on examination, and as a disorder. 

 

• Urinary Incontinence should not be thought of as a disease, 
because no specific etiology exists.  Most individual cases are 
likely multifactorial in nature. 



Diagnosis 
Patients with urinary incontinence should undergo a basic 

evaluation by their physician that includes a history, physical 
examination, and urinalysis.  In selected patients, the following 

may also be needed:   
 

Voiding Diary 

Cough Stress Test  

Measurement of post-void residual urine volume 

Cystoscopy 

Urodynamic Studies 



URODYNAMICS 

• Urodynamic testing or Urodynamics is a study that 
assesses how the bladder and urethra are performing 
their job of storing and releasing urine. Urodynamic 
tests can help explain symptoms such as: incontinence. 
frequent urination.  This is done by a urologist or uro-
gynecologist in their office. 

 

• A typical urodynamic test takes about 30 minutes to 
perform. It involves the use of a small catheter used to fill 

the bladder and record measurements. 



BLADDER 

. 



Normal Urination 
The bladder’s function is to first store the urine then fully 
empty urine at the appropriate time.  Bladder is called the 
“detrusor muscle” but is a smooth muscle, not under our 
voluntary control. 
 
• Normal Urination is 4-8x per day and 0-1x (1-2x per night above age 65).  

Generally one urinates every 2-5 hours.  The term “frequency” is used if 
urination occurs more often. 

• The brain is designed to control the bladder and delay voiding 
• Length of urination should be at least 8-10 seconds   
• Bladder Capacity is 400-600 ml 
• First sensation to void – 150-200 ml or about 40% of it’s “working volume” 

with desire to void at 70-75 %. 
• Micturition ( the process of urination) – occurs at about 400 ml but brain 

can delay it 



Types of Urinary Incontinence 

• Stress:  Urine Leakage associated with increased abdominal 
pressure from a cough, sneeze, laugh, lift, or other physical 
stressors 

• Urge:  Involuntary leakage accompanied by or immediately 
preceded by a sensation of strong urgency 

• Mixed:  A combo of stress and urge 

• Functional: The inability to hold urine due to reasons other 
than neuro-urologic (delirium, UTI, reduced mobility, 
psychiatric disorders) 

 



Micturition Dysfunction 

• Non-relaxing PFM’s 

• Poor or absent destrusor contraction (MS, 
Parkinson’s Dz, Spinal Cord Patients) 

• Obstruction – Mechanical (enlarged prostate 
in men or pelvic organ prolapse/scarring in 
women) 



STRESS INCONTINENCE 

• During episodes of stress incontinence, an increase in intra-
abdominal pressure (laugh, cough, sneeze, lift) raises pressure 
within the bladder to the point where it exceeds the urethra’s 
resistance to urinary flow  

• The major cause of stress incontinence is urethral 
hypermobility due to IMPAIRED SUPPORT FROM THE PELVIC 
FLOOR MUSCLES 

• A less common cause is an intrinsic sphincter deficiency, 
usually secondary to pelvic surgeries 

 



 
 

STRESS URINARY INCONTINENCE 



Risk Factors for Urinary Incontinence 

• Obesity  

• Increased Age 

• Hx of Hysterectomy/Other vaginal surgeries 

• Pregnancy 

• Vaginal Delivery 

• Postpartum Incontinence 

• Chronic Cough 

• Constipation and straining with BMs 

• Estrogen Deficiency 

 

 



Anatomy of the Pelvic Region 

The Pelvic Floor:  All visceral, neurovascular, and 
myofascial structures contained in the bony pelvis from 
pubis to coccyx and between the lateral ischial walls. 

 



 

Pelvic Floor Muscles 
 “There is no considerable muscle in the body 

whose form and function are more difficult to 
understand than those of the levator ani, and 
about which such nebulous impressions prevail.” 

? ? ? ? ? ? ? 



Levator Ani Muscles 

1. Pubococcygeus 

2. Puborectalis  

3. Iliococcygeus  (some will add in Coccygeus muscle)  

 



Levator Ani Muscles 

Educate Patients on the role of these deep pelvic floor 
muscles 

• Supportive-  Part of “inner core” to support pelvic organs 

• Postural Stabilizer-  levator ani contracts prior to or with most 
movements to assist with postural core stabilization 

• Sphincteric-  mass pelvic floor muscle contraction – “inward 
lift and squeeze around the urethra, vagina, and anus” for 
continence control  

• Sexual-  contraction during orgasm 





PELVIC ROTATOR CUFF  

The Pelvic Rotator Cuff (PRC) is a dynamic 
muscle field that supports internal organs. The 
main muscles in the PRC are the adductors (IR), 

the obturator internus (ER)and the pelvic 
diaphragm (PFM).  



POOR Bladder Habits 

 

 

 

• Waiting 8 hours “after work” to void 

• Hovering over the toilet (PFM are contracting rather than 
relaxing) 

• Rushed voiding – not allowing enough time to empty 

• Preventative voiding/ “just in case” voiding (bladder capacity 
shrinks if emptying too frequently) 

• Straining to empty the bladder – should just flow and be 
relaxed 

 

 



Conditions Associated with PFM 
Dysfunction 

 

• Normal PFM 

• Overactive PFM 

• Underactive PFM 

 



 
NORMAL  PELVIC FLOOR MUSCLES  

 PFM can voluntarily and involuntarily contract and 
relax 

 Voluntary contraction is normal or strong and 
relaxation is complete 

 Involuntary contraction and relaxation are both 
present 

 

 



OVERACTIVE PFM 

 

Pelvic floor muscles do not relax, or may even 
contract when relaxation is functionally needed 
(i.e. during urination or defecation) 

Associated PT diagnoses can be “Vaginismus” and 
“Dyspareunia”  

Vaginismus = unintentional tightening of the PFM 

Dyspareunia = painful intercourse  

PAIN 



Bladder Irritants 

• Coffee 

• Tea 

• Soda 

• Carbonation 

• Acidic foods 

• Highly spiced foods 

• Artificial sweeteners 

• Alcohol 



UNDERACTIVE 
PFM 

 

 Pelvic floor muscles cannot 
voluntarily contract when 
contraction is appropriate 

 Functional “weakness” of 
the pelvic floor, with 
characteristic symptoms 
associated with specific 
signs, leading to: 

 PT DIAGNOSIS = URINARY 
INCONTINENCE, FECAL 
INCONTINENCE, PELVIC 

ORGAN PROLAPSE 

  

INCONTINENCE 



Possible Causes of 
UNDERACTIVE Pelvic 

Floor Muscles 

CHILDBIRTH– motor nerve trauma by 
traction or compression, stretch weakness of 
tissue, loss of muscle integrity with 
episiotomy/tears, compression trauma pelvic 
floor tissues 

• Vaginal birth – **the major determinant 
of pelvic floor dysfunction 

• Instrument delivery:  forceps 

• Abnormal presentation:  breech 

• Prolonged 2nd stage:  more than 1 hour of 
pushing 

• Birth weight over 8 pounds 

• Higher maternal age on first baby 

• 3 to 4 vaginal births or more than 2 C-
sections 

• Third degree tear 

• Episiotomy 

• Pre-pregnancy obesity 

 

CHILDBIRTH 



Possible Causes of 
UNDERACTIVE Pelvic Floor 

Muscles 

Chronic increased intra-
abdominal pressure 

• Obesity – BMI more than 30.  
Incontinence episodes decreased as much 
as 60% in women on a 3 month wt loss 
program.  Weight loss of 5-10% has an 
efficacy similar to that of other nonsurgical 
treatments. 

• Chronic cough, asthma, smoking 

• Repetitive lifting (teach patients to exhale 
on the exertion) 

• Chronic constipation/straining 

• High impact exercise - ** UI rates high 
among competitive athletes age 18-25, 
enough to alter activities around voiding 
habits. 52% of female athletes experience 
urine loss during sport or daily activities 

 

 

OBESITY 



Possible Causes of 
UNDERACTIVE Pelvic Floor 

Muscles 

 
Surgery 

• Surgical removal of supportive 
ligaments during hysterectomy 

• Repair of anal fissure leading to 
passive soiling and flatus 
incontinence 

• Hemorrhoidectomy resulting in fecal 
incontinence 

• Surgery resulting in prolapse in 
another location 

• 1 in 10 women will have pelvic floor 
muscle disorder so severe as to 
require surgical correction 

• 29% of surgeries performed for 
incontinence or prolapse are repeat 
surgeries 

 

SURGERY 



Possible Causes of 
UNDERACTIVE Pelvic 

Floor Muscles 

 

 

 

• Decreased PFM function 

• Decreased size of urethral 
striated muscle 

• Decreased estrogen 

• Altered central/peripheral 
neurotransmission 

 

AGING 



 

 
 

 

In response to a new study published in the Journal of 
the American Medical Association showing that pelvic 
floor disorders, such as urinary incontinence, affect up 
to one-quarter of American women, the APTA is urging 
women who suffer from this widespread disorder to 
consider treatment from a physical therapist. 



 

Research shows Physical Therapy 
treatment resolves symptoms of 
urinary incontinence in women 

 

 

 

Recent research has demonstrated physical therapy’s 
effectiveness at treating the symptoms of urinary incontinence.  
A study published by the Annals of Internal Medicine (March 18, 

2008)  reports that PFM training, in conjunction with bladder 
training, resolved the symptoms of urinary incontinence in 

women. 

 



Annals of Internal Medicine  
(March 18, 2008) 

 

 

The study, which included 96 randomized controlled 
trials and 3 systematic reviews from 1990 - 2007, 

concluded that pelvic floor muscle training and bladder 
training resolved UI in women, as compared to drug 
therapy, E-stim, medical devices, injectable bulking 

agents, and local estrogen therapy. 



Annals of Internal Medicine  
(March 18, 2008) 

 

This study is “significant for many reasons, none more 
so than because it provides the highest levels of 

evident to support the importance of intervention by 
a physical therapist who specializes in treating urinary 
incontinence,” says Cynthia E Neville, PT, BCIA=PMDB, 

director of Women’s Health Rehabilitation at the 
Rehabilitation Institute of Chicago. 



New England Journal of Medicine 
(March 6, 2008) 

 

In this case study regarding UI in women, it is noted 
that “first-line treatment for stress incontinence 

includes pelvic floor muscle training.”  Affirming the 
Annals of Internal Medicine results, this second study 
points out that women unable to identify their PFM 

“may benefit from seeing a physical therapist trained in 
pelvic floor therapy.” 



 

Physical Therapy Intervention 
 

• PFM strengthening/transverse abdominis and 
pelvic rotator cuff muscle training 

• PFM re-education 

• Behavioral modification 

• Bladder re-training 

• Biofeedback:  EMG, pressure, vaginal weights 

• Electrical stimulation 

 



Physical Therapy Evaluation 
“HISTORY TAKING” 

• PMHx 
• Current Medications (diuretics?) 
• Onset date and current symptoms (urinary urgency, frequency, leakage, pain) 
• Prior intervention, prior surgical corrections, hysterectomy? 
• OBGYN Hx 
• Peri-menopausal or Post-menopausal? 
• Activity level 
• 24 hour Bladder Diary:  Time interval of voids, Amount urinated in toilet, Leakage 

of urine, Reason for leakage, Changed wet pad, Amount and type of fluid intake 
• Nocturia 
• Daily fluid intake (Bladder irritants:  caffeine, coffee, tea, soda, carbonation, 

artificial sweeteners, highly acidic foods, citrus, alcohol) 
• Are they a “preventative voider” or a “just in caser?” 
• Are they wearing pads, panty liners, how many per day are wet? 
• Evaluating for risk factors 
• Bowel Habits, are they constipated? 

 
 



Physical Therapy Evaluation 

Internal Vaginal Examination 
• Visual Observation of tissue integrity 

• Assessing for Prolapse = Drop or descent of organs 

• Cystocele:  Bladder prolapse into Vagina 

• Rectocele:  Rectum prolapse into Vagina  

• Uterine Prolapse:  Prolapse of uterus into Vagina 

• Assessing strength of Pelvic Floor Muscles (Right and Left 
sides) 

• Assessing voluntary and involuntary contraction of PFM with 
coughing/valsalva 

 



PFM Reeducation 

• Any patient interaction should begin with patient 
education regarding anatomy, physiology, and 
exam/treatment process by using models, 
illustrations, and reading level-appropriate 
written educational information. 

• Basic Motor Control Progression:  Identify/isolate, 
strengthen, and integrate in to functional 
acivities. 

• Inner Core Activation:  Diaphragm, Pelvic Floor 
Muscles, Transverse Abdominis, Multifidi 



Physical Therapy Evaluation 

EMG Biofeedback 

Biofeedback Definitions: 

•   “A training technique that enables an individual to 
gain some element of voluntary control over 
muscular or autonomic nervous system functions 
using a device that produces auditory or visual 
stimuli” 

• Information about a bodily function that is not easily 
observed 

 

 



Forms of Biofeedback 

• Education:  verbal, visual, or tactile (can be done during 
internal vaginal assessment) 

• Vaginal weights:  graduated weights placed into the vagina to 
facilitate muscle contraction  

• Pressure:  uses changes in air pressure to signal closure and 
muscle contraction 

• Rehabilitative Ultrasound Imaging (RUSI) 

• Electromyography (EMG):  uses changes in microvolts or 
electrical activity released during muscle contraction to signal 
muscle activity 



Why is Biofeedback Important? 

• Research clearly identifies that 50% of women 
cannot accurately identify the levator ani muscles 
with one-time verbal and written instruction. 

• Common errors:   
– Substitution with glut max, hip adductors, and 

abdominals 
– Breath holding 
– Bearing down rather then pulling “up and in” occurred 

in 25% of women who were unable to accurately 
contract their levator ani muscles. 

– Expert coaching is key to reduce errors in motor 
activation of the levator ani 

 



Physical Therapy Treatment of Underactive 
PFM 

• Pelvic Floor Muscle (PFM) training – Levator Ani 
(LA)-Specific 

• Kegel first reported on the success of PFM 
exercises in 1948 with >84% success rate in 
treating urinary incontinence 

• However, surgery became popular shortly 
thereafter and conservative interventions 
appeared less appealing 

• In the 1980’s women began to consider their 
treatment options and conservative interventions 
were rediscovered with renewed interest 



PFM Goals 

• Identify and isolate LA 
• Strengthen LA 
• Coordinated quick and full contraction and quick and 

full relaxation of LA 
• Self-management of UI, urgency, or frequency 
• Reduce excessive PFM resting tone 
• Improve support of pelvic organs 
• Reduce pain with urination, vaginal insertion, 

defecation 
• Improve pelvic floor bracing against intra-abdominal 

pressure “The Knack” 
 



Strength Training of PFM 

• Gravity eliminated and/or assisted (hips on 
pillow) 

• Supine 

• Sitting 

• Standing 

• Progressive gravity resisted positioning 

• Simulate functional activities:  sit to stand, stairs 

• “The Knack”: Contract prior to increased intra-
abdominal pressure to prevent UI 



Impediments to Outcomes 

• Poor patient motivation to comply 

• Inadequate exercise intensity and frequency 
during pelvic floor muscle training 

• Co-morbidities impairing assessment or 
successful treatment:  Obesity and cigarette 
smoking 

• Severe, intractable pelvic floor symptoms/pain 



Research Supporting Pelvic Floor 
Muscle Exercise for SUI 

 
• Meta-analysis (uses a statistical approach to combine 

the results from multiple studies in an effort to 
increase power over individual studies) of RCT for non-
surgical interventions for women with SUI 2010: 
– PFM training with or without biofeedback was significantly 

better than no treatment 
– PFM training more than 2x per month was more effective 

than 2 or less per month 
– PFM training with biofeedback has been found to be most 

effective in more than one trial 
– PFM exercise significantly increased urethral pressure as 

compared to E-stim 
 

 



Research Supporting Pelvic Floor 
Muscle Exercise for SUI 

• Neumann examined literature between 1995-
2005 finding 24 studies met their review 
criterion 
– Outcomes were as follows:  cure rate 73% and 

cure/improvement rate 97% 

– 15 year follow-up after pelvic floor rehab vs. HEP 
for SUI:  women who attended pelvic floor rehab 
with a skilled PT were 4 times more likely to be 
continent 15 years after treatment than their HEP 
counterparts 



Exercise Training Principles 

Specificity of levator ani: 
• 70% slow twitch fibers 
• 30 % fast twitch fibers 
• Train for both rapid recruitment and postural support 
• Goal of specificity:  urethral clsoure in multiple positions, during 

multiple activities, at varying loads of intra-abdominal pressure 
upon the bladder 

• Overload Principle:  should be specific to the patient’s capacity to 
CORRECTLY perform the desired contractions at any given day or 
time. 

• Progression:  Position-graded challenges from supine to stand to 
unilater stand, ect.   

• Movement Progression:  moving from supine to sit, sit to stand, 
walking, jumping, jogging, etc. 



Exercise Training Principles 

• Repeatedly “check” to ensure the patient si using the correct PFM 
for the given task:  “Did you have a muscle to relax at the end of 
that contraction?” 

• Help the patient internalize the “self awareness” of their PFM 
contraction. 

• Adaptation:  Repeated muscle activation with movement creates 
the desired internal motor plan the PT is seeking with functional 
movements as the patient uses throughout their day. 

• Reversibility of exercise training:  the key to prevention of muscle 
loss is to incorporate LA contraction into functional motor plans by 
practice until the motor plan is internalized. 

• Without this “maintenance” piece of muscle rehab, training effects 
are lost as quickly as they are gained. 



Patient Motivation Keys 

Patient Education:  often patients need to be “sold” on 
pelvic floor rehab vs “a pill” or “surgery.”  How can the 

pelvic floor PT positively affect the process? 
Review the history of their current patient management strategies : 
1. Restricting Strategies:  Limits social events such as theater, movies, trips, overnight visits 

for fear of UI or frequency in  an environment of limited toilet accessibility.  Limits 
activities such as lifting, exercise, entertainment.  Limits fluid intake. 

2. Containment:  Pad usage 

3. Concealment:  Wears dark clothes, deodorizers, layered dressing 

 

Ask the patient if these strategies have been effective. 

Ask the patient to weight he costs benefits ratio 

We are an educator, coach, and cheerleaders all wrapped up in one!! 
 



Take Home Message 

 

Several consensus statements have 
supported that the least invasive 

intervention with the smallest risk be the 
first treatment choice 

PHYSICAL THERAPY 




