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Intravaginal electrical stimulation increases voluntarily pelvic floor muscle
contractions in women who are unable to voluntarily contract their pelvic floor

muscles: a randomised trial
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A B S T R A C T

Question: In womenwho are unable to contract their pelvic floor muscles voluntarily, what is the effect of an
intravaginal electrical stimulation regimen on their ability to contract the pelvic floor muscles and on self-
reported urinary incontinence? Design: Randomised controlled trial with concealed allocation, blinded as-
sessors and intention-to-treat analysis. Participants: Sixty-four women with pelvic floor muscle function
assessed by bi-digital palpation to be grade 0 or 1 on the Modified Oxford Scale. Intervention: For 8 weeks,
participants randomised to the experimental group received weekly 20-minute sessions of intravaginal
electrical stimulation with instructions to attempt pelvic floor muscle contractions during the bursts of
electrical stimulation in the final 10 minutes of each session. The control group received no intervention.
Outcome measures: The primary outcome was ability to voluntarily contract the pelvic floor muscles,
evaluated through vaginal palpation using the Modified Oxford Scale. Secondary outcomes were prevalence
and severity of urinary incontinence symptoms assessed by the International Consultation on Incontinence
Questionnaire on Urinary Incontinence-Short Form (ICIQ-UI-SF) score from 0 to 21. Results: Sixty-one par-
ticipants provided outcome data. After the intervention, the ability to contract the pelvic floor muscles was
acquired by 36% of the experimental group and 12% of the control group (absolute risk difference 0.24, 95% CI
0.02 to 0.43). The experimental group also improved by a mean of 2 points more than the control group on
the ICIQ-UI-SF score (95% CI 0.02 to 3.97). Conclusion: In womenwho are unable to contract their pelvic floor
muscles voluntarily, 8 weeks of intravaginal electrical stimulation with voluntary contraction attempts
improved their ability to contract their pelvic floor muscles and reduced the overall severity and impact of
urinary incontinence on quality of life. Although the main estimates of these effects indicate that the effects
are large enough to be worthwhile, the precision of these estimates was low, so it is not possible to confirm
whether the effects are trivial or worthwhile. Trial registration: NCT03319095. [Ignácio Antônio F, Bø K,
Pena CC, Bueno SM, Mateus-Vasconcelos ECL, Fernandes ACNL, Ferreira CHJ (2022) Intravaginal electrical
stimulation increases voluntarily pelvic floor muscle contractions in women who are unable to
voluntarily contract their pelvic floor muscles: a randomised trial. Journal of Physiotherapy 68:37–42]
© 2021 Australian Physiotherapy Association. Published by Elsevier B.V. This is an open access article under

the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

There is level 1 evidence and grade A recommendation that pelvic
floor muscle training (PFMT) should be the first therapeutic option for
treatment of female stress urinary incontinence (UI).1,2 However, an
essential requirement for initiating PFMT is the ability to contract the
pelvic floor muscles (PFM) correctly.3 When a patient is able to
contract this musculature on verbal command, constriction and in-
ward (ventrocephalad) movement of the pelvic openings is demon-
strated, which can be assessed with visual observation.4 However,
vaginal palpation is considered essential in identifying the ability to
n. Published by Elsevier B.V. This is
contract the PFM, as this method captures both the squeeze and the
inward movement.4

Despite being carefully taught about the anatomy and function of
the pelvic floor, . 30% of women with pelvic floor dysfunction are
unable to distinguish PFM contraction from contractions of other
muscles such as the rectus abdominis, gluteus maximus and hip
adductors.5 Tibaek and Dehlendorff found that 70% of women with
pelvic floor dysfunction were unable to contract their PFM correctly
and 97% could perform only a weak contraction.6 Only half of women
who are able to contract their PFM perform a contraction of sufficient
force to increase the urethral pressure.7
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Box 1. Modified Oxford Scale for grading the function of the
pelvic floor muscles.

0 no contraction
1 very weak contraction
2 weak contraction
3 moderate contraction
4 good contraction
5 strong contraction
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In addition to the lack of knowledge of how to perform a correct
and efficient contraction of the PFM in the general population, the
pelvic region is susceptible to impairments resulting from pregnancy
and childbirth, physical efforts with increases in intra-abdominal
pressure and ground reaction forces, and decrease in oestrogen pro-
duction. All of these factors may contribute to inadequate PFM
function, constituting aetiological factors for the development of
pelvic organ prolapse, UI, anal incontinence and sexual dysfunction.8

Because PFM are not directly visible to the patient, teaching cor-
rect contractions can be a challenge for physiotherapists. According to
a systematic review, manual feedback and biofeedback improve PFM
contractions.9 Recent evidence suggests that electrical stimulation
may be more effective than no treatment for UI;10 however, to date
there is limited knowledge on the effect of intravaginal electrical
stimulation (iES) to improve the ability to contract the PFM in women
with pelvic floor dysfunction.11

The few studies on iES have flaws such as a small sample size12

and no comparison control group.12,13 One randomised trial investi-
gated three interventions that could promote PFM contraction in
women unable to contract and among those interventions iES was
found to be the least effective in promoting contraction;5 however,
iES was used without simultaneous attempts to voluntarily contract
the PFM.

Therefore, the research question for this randomised trial was:

In women who are unable to contract their pelvic floor muscles
voluntarily, what is the effect of an intravaginal electrical stimu-
lation regimen on their ability to contract the pelvic floor muscles
and on self-reported urinary incontinence?

Method

Design

A randomised controlled trial was conducted with concealed
allocation, assessor blinding and intention-to-treat analysis. Women
who were routinely referred to a tertiary care unit with pelvic floor
dysfunction were approached about participating in the study.
Women who expressed interest in participating received verbal and
written information, and were required to give their informed con-
sent before being allocated to a group and undergoing their baseline
assessment. Allocation was conducted using computer-generated
random numbers from a randomisation website, thereby conceal-
ing the upcoming random allocations. Participants in the experi-
mental group were allocated to receive an 8-week regimen of iES,
whereas participants allocated to the control group received no
intervention. At the first session, demographic data were collected
and baseline measures were recorded for all participants. All par-
ticipants underwent these measures again after the 8-week inter-
vention period.

Participants, therapist

Women were eligible for inclusion in the study if they were aged
. 18 years, had pelvic floor dysfunction with PFM function grade 0 or
1 classified with the Modified Oxford Scale (MOS).14 Exclusion criteria
were: neurological diseases; symptoms of vaginal or urinary tract
infection; pelvic organ prolapse . stage 2; suspected or confirmed
pregnancy; and cognitive impairments. The intervention sessions
were conducted by a single physiotherapist who had 20 years of
experience in women’s health physiotherapy and who had no contact
with the assessor or the participants’ results.

Interventions

The intervention was performed using a commercial electrical
stimulatora once a week for 8 weeks in a physiotherapy clinic at the
hospital. A biphasic current was used and the stimulation parameters
were: 50 Hz frequency, pulse width of 200 ms, contraction time (Time
on) of 5 seconds, relaxation time (Time off) of 10 seconds, current
intensity defined by the motor threshold adjusted according to the
occurrence of accommodation and the participant’s tolerance, with a
total stimulation time of 20 minutes. During the last 10 minutes of
the session, the participants were encouraged to attempt to volun-
tarily contract during the bursts of electrical activity, with in-
structions from the physiotherapist.

The control group did not receive any treatment during the
intervention period. After cessation of the intervention and comple-
tion of the post-intervention outcome measurements, the control
group participants were referred to physiotherapy.
Outcomes measures

Primary outcome
The primary outcome was ability to contract the PFM, as assessed

by bidigital palpation. Vaginal palpation is considered a valid
method to assess ability to contract, with an intra-rater ICC of 0.69
between sessions.15 Assessment of the ability to contract involved
the following sequence of procedures.16 First, the participant
received information about the procedure and basic PFM anatomy, as
well as instructions on the correct way to perform a PFM contraction.
After consent was obtained, the participant was placed in the supine
position with the hips and knees flexed, feet supported and legs
apart. The physiotherapist then asked the participant to perform a
PFM contraction and visually observed the contraction. The in-
struction given to the participant before the observation was:
‘Squeeze your PFM in the vagina as if you were holding urine’.17,18

The participant was instructed to squeeze and lift the PFM and to
maintain the contraction for 3 seconds. During assessment, the
command was: ‘Contract and maintain the strongest contraction you
can’. The physiotherapist graded the PFM contraction during the
contraction. Finally, the participant was instructed to completely
relax the PFM. PFM function was graded according to the MOS,14 as
shown in Box 1. A MOS score of � 2 was used as evidence of the
ability to perform a correct PFM contraction.
Secondary outcomes
Reports of UI were evaluated using the Portuguese version of the

International Consultation on Incontinence Questionnaire on Urinary
Incontinence – Short Form (ICIQ-UI-SF), which was translated and
validated by Tamanini et al.19 It evaluates the symptoms, severity of
UI, and impact that UI has on women’s quality of life. It is a short
questionnaire that enables a consistent and unified assessment of UI
symptoms and their impact on quality of life, and facilitates com-
parison of data from different studies. It also has good construct
validity and discriminates among different groups of UI. It has high
internal consistency, good reliability and moderate to very good
stability in test-retest analysis. The Cronbach’s alpha is 0.95.20
Adherence
Adherence to the intervention was recorded by the researcher

who applied the intervention. Eight iES sessions were to be
completed within 8 weeks.
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Excluded (n = 108)
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electrical 
stimulation
1 session per week
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Week 8

Measured ability to contract pelvic floor muscles and severity of urinary incontinence 

(n = 28) (n = 33)

Lost to follow-up (n = 3)
declined further 
participation (n = 3)

Figure 1. Design and flow of participants through the trial.
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Data analysis

The analyses were conducted using R softwareb. Data were first
tested for normality. For comparison between groups, continuous
variables were analysed using a t-test; the Anderson-Darling test was
used for variables with normal distribution and a non-parametric test
(Mann-Whitney/Brunner-Munzel) was used for the remaining vari-
ables. A Fisher test was used for categorical variables. The primary
outcome was analysed using logistic regression and the secondary
outcomes were analysed using a mixed regression model. The level of
significance was set to 0.05.

Two sample size calculations were performed. These were based
on a pilot sample of 9 and 14 women in receiving the experimental
and control conditions, respectively. Neither calculation included
allowance for loss to follow-up. The first calculation was for the pri-
mary outcome (ie, an improvement to � 2 on the MOS, anticipating
the proportion with a favourable outcome of 0.0 in the control group
Table 1
Baseline characteristics of the study participants.

Characteristic Exp
(n = 31)

Con
(n = 33)

Age (yr), mean (SD) 53 (12) 54 (13)
Body mass index (kg/m2), mean (SD) 29.3 (4.3) 29.8 (4.7)
Self-reported ethnicity, n (%)

white 22 (71) 20 (61)
black 2 (6) 4 (12)
other 7 (23) 9 (27)

Married, n (%) 23 (74) 17 (56)
Education (yr), n (%)

, 10 23 (74) 17 (52)
11 to 12 3 (10) 14 (42)
. 12 5 (16) 2 (6)

Pregnancies (n), mean (SD) 3.6 (2.3) 3.7 (2.6)
Pregnancies (n), range 0 to 11 0 to 11
Parity (n), mean (SD) 2.8 (2.1) 2.2 (1.6)
Parity classification, n (%)

nullipara 1 (3) 2 (6)
primipara 8 (26) 14 (40)
multipara 22 (71) 17 (54)

Delivery mode, n (%)
vaginal 22 (71) 25 (76)
caesarean section 14 (45) 13 (39)

Using hormone therapy, n (%) 3 (10) 3 (9)
Urinary incontinence, n (%) 31 (100) 33 (100)
Anal incontinence, n (%) 3 (10) 3 (9)

Con = control group, Exp = experimental group.
Some percentages do not sum to 100, due to the effects of rounding or because more
than one category may apply.
and 0.44 in the experimental group). Adopting a significance level of
5% and a test power of 90%, this sample size calculation indicated 14
participants per group. The second sample size calculation was in
relation to a higher threshold (ie, an improvement to � 3 on the MOS,
anticipating the proportion with a favourable outcome of 0.0 in the
control group and 0.22 in the experimental group). Adopting a sig-
nificance level of 5% and a test power of 80%, the sample size calcu-
lation indicated 28 participants per group.
Results

Compliance with the trial protocol

Recruitment exceeded the minimum sample size calculation. All
enrolled participants met the eligibility criteria. All of the outcome
measures in the registered protocol are reported. No additional out-
comes were measured or reported.
Flow of participants through the study

Recruitment and data collection took place between December
2017 and June 2019. A total of 172 women were assessed for eligi-
bility, of whom 64 met the inclusion criteria and agreed to participate
in the study. Figure 1 shows the flow of the participants in the study.
Demographic data are presented in Table 1. Sixty-one women pro-
vided data that could be included in the regression analysis (28 in the
experimental group and 33 in the control group). Three participants
in the experimental group declined further participation during the
8-week intervention period. Among the experimental group partici-
pants who completed the study, 20 completed all eight iES sessions,
three completed seven sessions, three completed six sessions, one
Table 2
Assessment of pelvic floor muscle function by vaginal palpation and graded according
to the Modified Oxford Scale, after intervention.

Modified Oxford
Scale, n (%)

Exp
(n = 28)

Con
(n = 33)

0 6 (21) 12 (36)
1 12 (43) 17 (52)
2 6 (21) 4 (12)
3 3 (11) 0 (0)
4 1 (4) 0 (0)

Con = control group, Exp = experimental group.



Table 3
Number (%) of participants in each group who changed their Modified Oxford Scale
grade to the threshold shown, and the absolute risk difference (95% CI) between the
groups.

Change in Modified
Oxford Scale grade

Groups Absolute risk
difference (95% CI)

Exp
(n = 28)

Con
(n = 33)

Exp relative to Con

Improvement to � 2 10
(36)

4
(12)

0.24
(0.02 to 0.43)

Improvement to � 3 4
(14)

0
(0)

0.14
(0.01 to 0.31)

Con = control group, Exp = experimental group.
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completed three sessions and one completed one session. There were
no reports of adverse effects.
Effect of electrical stimulation on the ability to contract the pelvic
floor muscles

The MOS grades achieved by participants in each group at the end
of the intervention period are summarised in Table 2.

When change of MOS from grades 0 or 1 to � 2 was used as the
outcome criterion for the ability to perform a voluntary contraction,
this ability was acquired by 36% of participants in the experimental
group versus 12% of participants in the control group (absolute risk
difference 0.24, 95% CI 0.02 to 0.43). In other words, the experimental
intervention increased the likelihood of being able to perform a
voluntary PFM contraction by 24% (absolute), as shown in Table 3.

When change of MOS from grades 0 or 1 to � 3 was used as the
outcome criterion for the ability to perform a voluntary contraction,
this ability was acquired by 14% of participants in the experimental
group versus 0% of participants in the control group (absolute risk
difference 0.14, 95% CI 0.01 to 0.31). In other words, the experimental
intervention increased the likelihood of being able to perform a
voluntary PFM contraction by 14% (absolute), as shown in Table 3.
Effect of electrical stimulation on urinary incontinence

The effect of the experimental intervention on the overall severity
and impact of UI on quality of life was estimated as a 2-point greater
reduction on the 21-point ICIQ-UI-SF questionnaire (Table 4). The
confidence interval around this estimate ranged from an arguably
worthwhile effect (around a 4-point greater reduction) to a negligible
effect (a 0.02-point reduction). Therefore, although the experimental
intervention has a beneficial effect on UI-related quality of life, it
remains unclear whether that benefit is large enough to typically be
clinically worthwhile for women with UI.

Whilst at baseline all participants of both groups had reported UI,
there was some improvement in both groups at the end of the
intervention period. Two of 28 participants (7%) in the experimental
group and one of 33 participants in the control group (3%) reported
resolution of their UI (RR 2.36, 95% CI 0.23 to 24.64). This was a very
uncertain estimate, so the effect of experimental intervention on
resolving UI remains unclear.
Table 4
Mean (SD) of groups, mean (SD) difference within groups, and mean (95% CI) difference be
measured by the International Consultation on Incontinence Questionnaire-Urinary Incont

Outcomes Groups

Week 0 Week 8

Exp
(n = 31)

Con
(n = 33)

Exp
(n = 28)

Co
(n =

ICIQ-UI-SF
(0 to 21)

16.2
(3.1)

14.2
(3.6)

13.5
(5.3)

13
(4.

Con = control group, Exp = experimental group, ICIQ-SF = International Consultation on In
a Analysis using mixed regression model.
Questions on the ICIQ-UI-SF questionnaire also elicited informa-
tion about the presence or absence of specific types of UI (Table 5).
The estimates were also very uncertain, with the confidence intervals
around the estimated effect of the experimental intervention on each
type of UI generally spanning both markedly favourable and unfav-
ourable effects. Therefore, the effect of the experimental intervention
on specific types of UI remains unclear.

Individual participant data are presented in Table 6 on the
eAddenda.
Discussion

The current study shows that use of an iES regimen caused the
experimental group to achieve greater acquisition of the ability to
contract the PFMs voluntarily compared to the control group. The
mean estimates of this effect (ie, a 24% absolute increase in the
likelihood of being able to contract the PFMs after treatment) might
well be considered worthwhile by many women in this clinical
population, but the confidence interval was unable to exclude the
possibility that the effect might be negligibly small (ie, the lower limit
of the 95% CI was 0.02).

The ability to perform a voluntary PFM contraction represents a
prerequisite to PFMT, which is considered a first-line therapeutic
option for the treatment of non-neurogenic UI in women.3 As far as
we have ascertained, this is the first randomised trial to investigate
the effect of electrical stimulation with simultaneous instruction to
attempt voluntary contractions of the PFM to improve women’s
ability to perform a correct PFM contraction.

The electrical parameters used in the present study follow rec-
ommendations for electrical stimulation for UI.16 However, the only
studies on electrical stimulation that were found did not combine it
with attempts at voluntary contraction.5,12,13 Li et al assessed the
effects of different protocols of electrical stimulation in the treatment
of postpartumwomenwith extremely weak muscle strength (ie, MOS
� 1).13 A total of 67 women were randomised to two intervention
groups. Both received transvaginal electrical stimulation but one
group also received some electromyographically triggered neuro-
muscular stimulation. The study found similar results to ours in the
group that received electrical stimulation only; 32% of those partici-
pants learned how to perform a voluntary PFM contraction. This
group also improved the mean electromyographic signal they could
sustain for 10 seconds and for 60 seconds. Unfortunately, there was
no untreated control group for comparison.13

Mateus-Vasconcelos et al investigated three therapy interventions
aimed at facilitating a voluntary PFM contraction, including iES, in
132 womenwith extremely weak muscle strength (ie, MOS � 1).5 The
iES group again had a similar percentage who could voluntarily
contract their PFMs after treatment (33%). This was greater than the
control group (18%), who received only verbal instructions in PFM
contraction. However, the iES was less effective than vaginal palpa-
tion with and without posterior pelvic tilt, and vaginal palpation was
also the most effective in improving urinary incontinence.

The electrostimulation parameters used in the study by Mateus-
Vasconcelos et al5 were exactly the same as those used in the current
study; however, the current participants were instructed to attempt a
contraction of the PFM during the stimulus of the electric current. The
tween groups for the severity and impact of urinary incontinence on quality of life, as
inence-Short Form total score.

Within-group difference Between-group differencea

Week 8 minus Week 0 Exp minus Con

n
33)

Exp
(n = 28)

Con
(n = 33)

.4
6)

–2.7
(3.6)

–0.8
(3.9)

–2.0
(–3.97 to –0.02)

continence Questionnaire on Urinary Incontinence-Short Form.



Table 5
Number (%) of participants in each group reporting each type of urinary incontinence on the Incontinence Consultation on Incontinence Questionnaire-Short Form at baseline and
Week 8, and the relative risk (95% CI) of each type of urinary incontinence between groups at Week 8.

Type of UI reported Groups Relative risk
(95% CI)

Week 0 Week 8

Exp
(n = 31)

Con
(n = 33)

Exp
(n = 28)

Con
(n = 33)

Exp relative to Con

Leaks before you can get to the toilet 22 (79) 27 (82) 21 (75) 29 (88) 0.85 (0.67 to 1.09)
Leaks when you cough or sneeze 24 (86) 26 (79) 22 (79) 24 (73) 1.08 (0.81 to 1.44)
Leaks when you are asleep 8 (29) 10 (30) 2 (7) 8 (24) 0.29 (0.07 to 1.28)
Leaks when you are physically active 12 (43) 19 (58) 13 (46) 16 (48) 0.96 (0.56 to 1.63)
Leaks when you have finished urinating and
are dressed

11 (40) 11 (33) 12 (43) 13 (39) 1.09 (0.60 to 1.99)

Leaks for no obvious reason 13 (46) 13 (39) 8 (29) 16 (48) 0.59 (0.30 to 1.17)
Leaks all the time 7 (25) 3 (9) 2 (7) 8 (24) 0.29 (0.07 to 1.28)

Con = control group, Exp = experimental group.
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current studyconfirmsthefindingsofMateus-Vasconcelosetal,where33%
womenwho received iES acquired the ability to perform a voluntary PFM
contraction after the intervention. Although the present study protocol
added guidance for women to contract their PFM during electrical stimu-
lation, thisdidnot improvetheefficacyof iEScomparedtothe formerstudy.
However, the study groups may not be directly comparable. Another dif-
ference between the studies is that the control group in the study by
Mateus-Vasconceloset alwasnot inactive; theparticipantswere instructed
to perform10PFMcontractions once adayat home. After the intervention,
18% could voluntarily contract their PFMs. In the present study the partic-
ipants did not receive any instruction to perform PFMT at home. Despite
this, 12% of them could voluntarily contract their PFMs after the interven-
tion. Thismight be explained by a learning effect of their first consultation,
increased awareness of the pelvic floor, practice on their own or some
combination of these mechanisms. Hence, thorough instruction and feed-
backduringassessmentof the ability to contractmaybe sufficient for some
womentomasteravoluntarilycontraction.21 Inaprospectiveobservational
study of 500 women within 1 week after childbirth who were unable to
performacorrectPFMcontraction,52%of thewomenwereable toperform
a contraction with inward displacement/lift of the perineum after verbal
instruction alone.21

The secondary aim of the current study was to evaluate change in
UI. The mean estimates of the effect on overall UI-related quality of
life (ie, a 2-point reduction in severity on the 21-point ICIQ-UI-SF)
might well be considered worthwhile by some women in this clin-
ical population; however, the confidence interval was unable to
exclude the possibility that the effect might be negligibly small (ie,
the lower limit of the 95% CI was a reduction of 0.02 points). The
effects of the iES regimen on specific types of UI, however, could not
be estimated with a useful degree of precision from the present study.

A recent systematic review did not identify sufficient evidence to esti-
mate the effects of different types of electrical stimulation on improving or
resolving stress urinary incontinence.10 The reviewers stated that electrical
stimulationmaybemore effective than sham treatment, but thedifference
foundinfavourofelectricalstimulationcomparedwiththeshamtreatment
was too small to have clinical importance.

The results of the current study suggest that iES with simultaneous
attempts to contract the PFMsmay be used as an intervention to improve
the ability to perform a PFM contraction. The strengths of this study
include randomisation, concealed allocation, intention-to-treat analysis
and use of a trained, blinded assessor. It also used valid and reliable
outcome measures: the intra-rater reproducibility of the scale used to
assess the primary outcome was good15,22 and some studies have indi-
catedamoderate-to-strongcorrelationbetween theMOSandassessment
ofPFMfunctionusingultrasound.23,24 Inaddition,participants’adherence
to the interventionwashigh and loss to follow-upwasminor. A limitation
of thecurrentstudywasthat the interventionwasperformedonceaweek,
which is considered avery lowdosage for electrical stimulation, andwith
no additional homeuse (such aswith a portable iES device). Although the
frequency, dosage anddurationof iES treatment forUI varies considerably
in different studies,3,10most of the trials had programs ranging between6
and 12 weeks (two to three times per week)25–27 so some readers may
consider our intervention regimen of weekly sessions for 8 weeks to be
inadequate. The optimal dosage for electrical stimulation is still unknown
and needs further investigation,10 especially in relation towomen unable
to perform a PFM contraction. Future larger studies using different pro-
tocols should be conducted to evaluate the effect of electrical stimulation
on UI in such women.

In conclusion, among women who were unable to perform a PFM
contraction, iES with instruction to attempt simultaneous voluntary
PFM contractions improved the ability to contract the PFMs. Although
the estimated effect appears worthwhile, the precision of the esti-
mate was insufficient to exclude the possibility of a negligible effect.
Similarly, the regimen of iES with attempted contractions improved
overall UI-related quality of life, but the confidence interval spanned
both clinically worthwhile and negligible effects.
What was already known on this topic: Pelvic floor muscle
training reduces female stress urinary incontinence. A prerequi-
site for initiating the training is the ability to contract the pelvic
floor muscles voluntarily. Because the pelvic floor muscles are
not directly visible to the patient, teaching correct contractions
can be a challenge for physiotherapists.
What this study adds: In women who are unable to contract
their pelvic floor muscles voluntarily, 8 weeks of intravaginal
electrical stimulation with simultaneous attempts to voluntarily
contract the muscles improved their ability to contract their
pelvic floor muscles and improved urinary incontinence-related
quality of life. Although these effects seem worthwhile, the
precision of these estimates was low so it is not possible to
confirm whether the effects are trivial or worthwhile.

Footnotes: a Dualpex Quark®, Quark Produtos Médicos, Piraci-
caba, São Paulo, Brazil.

b R software V3.6.1, R Core Team, Vienna, Austria.
eAddenda: Table 6 can be found online at https://doi.org/10.1016/j.

jphys.2021.12.004.
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