
Fernandes et al. BMC Women’s Health          (2022) 22:515  
https://doi.org/10.1186/s12905-022-02097-y

RESEARCH ARTICLE

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver (http:// creat iveco 
mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Open Access

Conservative non-pharmacological 
interventions in women with pelvic floor 
dysfunction: a systematic review of qualitative 
studies
Ana Carolina Nociti Lopes Fernandes1, Domingo Palacios‑Ceña2, Caroline Caetano Pena1, 
Thaiana Bezerra Duarte3, Aura Maria Paternina de la Ossa1 and Cristine Homsi Jorge1*   

Abstract 

Background: Women’s adherence is essential to physiotherapeutic treatment of pelvic floor dysfunction, but its 
related factors are not usually considered in the development of treatment approaches. This study aims to under‑
stand how women with pelvic floor dysfunction experience pelvic floor conservative non‑pharmacological treatment 
options.

Methods: A systematic review of qualitative studies. The electronic search was performed in MEDLINE/PubMed, 
CINAHL, Lilacs, SCOPUS, and Web of Science databases. Primary articles on qualitative methods focused on the 
experience of women regarding pelvic floor conservative non‑pharmacological interventions, i.e., pelvic floor muscle 
training (PFMT), either associated or not with biofeedback, perineal massage, vaginal dilators, and others. A meta‑
aggregation was performed.

Results: It was included 22 manuscripts in this review. It was found seven studies about the use of vaginal devices, 
two about manual intervention and 14 studies on women’s experience with PFMT. The findings were synthesized as 
follows: I) women’s experience of manual interventions; II) women’s experience using vaginal devices changes accord‑
ing to health professional attitudes; III) women’s experiences using vaginal devices varied depending on their pelvic 
floor dysfunction; IV) reported side effects due to the use of vaginal devices; V) external factors influencing PFMT 
performance; VI) women’s perception of their own personal factors influencing PFMT performance; VII) PFMT charac‑
teristics influencing women’s adherence; VIII) strategies used by women to include PFMT in their routine.

Conclusion: Women’s experience with pelvic floor conservative non‑pharmacological treatment options is a com‑
plex phenomenon that involves many more variables than simply personal aspects. This is a systematic review of 
qualitative studies registered in the PROSPERO (CRD42018080244).
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Background
Pelvic floor dysfunction (PFD) is a term used to 
describe any disturbance in the active (i.e., pelvic floor 
muscle) and/or passive (i.e., fascia and ligaments) 
components of the pelvic floor [1]. In the current lit-
erature, pelvic floor muscle training (PFMT) is known 
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to be the gold standard treatment for PFD, specifically 
for urinary incontinence (UI) and pelvic organ pro-
lapse (POP) in women [2, 3]. Other conservative non-
pharmacological treatment options for PFD include 
electrical nerve stimulation, perineal massage, vaginal 
dilators and pessaries [4, 5].

Women’s adherence is an essential component to be 
considered during conservative non-pharmacological 
treatments for PFD [6]. Adherence and its related fac-
tors are not usually considered in the development of 
different treatment approaches, nor as a primary out-
come measure in randomized controlled trials (RCT), 
which is the appropriate study design to determine 
the effectiveness of any pelvic floor conservative non-
pharmacological interventions [7–9].

A recognized limitation of RCTs is they do not allow 
an understanding of women’s experience with the 
intervention under investigation, nor aspects that may 
influence their adherence to treatment [9–11]. Thus, 
qualitative research aiming to understand the expe-
rience of women with conservative non-pharmaco-
logical treatments for PFD can fill this important gap 
[10]. To date, no specific systematic reviews about this 
important topic was found.

Thus, the aim of this study was to perform a sys-
tematic review of qualitative studies to answer the fol-
lowing question: how do women with PFD symptoms 
experience conservative non-pharmacological treat-
ment options?

Methods
This is a systematic review of qualitative studies reg-
istered in the PROSPERO (CRD42018080244) which 
search was conducted in April 2020. The research was 
planned based on SPIDER: I) Sample—women with 
PFD symptoms; II) Phenomenon of Interest—conserva-
tive non-pharmacological treatment options (PFMT, 
vaginal dilators, biofeedback, perineal massage, pessary, 
and others); III) Design—qualitative research, thematic 
analysis, grounded theory, phenomenology; IV) Evalua-
tion—women’s experience; V) Research type—qualitative 
studies.

The inclusion criterion was original qualitative research 
regarding women’s experience with pelvic floor non-
pharmacological interventions. The exclusion criteria 
were: (1) not primary research; (2) quantitative or mixed 
methods studies; (3) studies about women’s experience 
with the treatment of their partners or children; (4) 
studies that included either only men or both men and 
women. Although systematic reviews, quantitative and 
mixed methods studies were not included in this review, 
their references were examined to identify any additional 
study that meet the inclusion criterion.

The electronic search was conducted by one researcher 
(ACNLF). No limit was set for year of publication. 
The last search was performed in April 2020. The pri-
mary research was conducted in MEDLINE/PubMed, 
CINAHL, SCOPUS, Lilacs and Web of Science data-
bases, and is summarised in Table 1.

Table 1 Search strategy

Database SPIDER Strategy

MEDLINE/
PubMed 
CINAHL
SCOPUS
Web of Sci‑
ence

Sample (“pelvic floor dysfunctions” OR “lower urinary tract symptoms” OR “urinary incontinence” OR “anal incontinence” 
OR constipation OR “fecal incontinence” OR “pelvic organ prolapse” OR “sexual dysfunction” OR vaginismus OR 
dyspareunia OR “pelvic floor”)

Phenomenon of Interest (physiotherap* OR “pelvic floor muscle training” OR “pelvic floor exercise” OR “Kegel exercise” OR “behav‑
ioral treatment” OR “behavioral therapy” OR “perineal massage” OR “vaginal dilators” OR “vaginal cones” OR 
biofeedback OR “electrical nerve stimulation” OR “electrical stimulation” OR pessaries OR “exercise therapy” OR 
treatment OR therap*)

Design (“qualitative research” OR “qualitative study” OR qualitative OR “thematic analysis” OR “grounded theory” OR 
phenomenology OR “focus group” OR “semi‑structured interview”)

Evaluation –

Research type –

Lilacs Sample (“lower urinary tract symptoms” OR incontinenc$ OR constipation OR constipação OR “pelvic organ pro‑
lapse” OR “prolapso dos órgãos pélvicos” OR “sexual dysfunction” OR "disfunção sexual" OR vaginism$ OR 
d?spareunia OR “pelvic floor” OR "assoalho pelvico")

Phenomenon of Interest (physiotherap$ OR fisioterapia OR treinamento OR exercicio$ OR tratamento OR massagem OR dilatador$ OR 
cone$ OR “estimulação elétrica” OR “electrical stimulation” OR training OR exercise OR treatment$ OR massage 
OR dilators OR biofeedback OR pessari$)

Design –

Evaluation –

Research type qualitative
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The search result was imported to the EndNote online 
platform where duplicates were excluded. The remaining 
references were first selected according to the relevance 
of their title and abstract to the research question. The 
selection was conducted by two independent research-
ers (ACNLF and TBD) who carefully read the full texts. 
Any disagreement was solved by discussion with a third 
reviewer (DPC). A secondary search was conducted 
manually using the selected articles and the reviews and 
mixed-method studies found during manual searching.

One researcher (CCP) was responsible for extracting 
the following information: bibliographic details, popu-
lation, setting, cultural information, aims of the study, 
specific qualitative methodology, sampling method and 
size, and main results. Data synthesis was conducted 
after data extraction and fragments of participant reports 
was used to support the finding of this review. A second 
researcher (ACNLF) checked the extracted information 
as well as the congruence between the findings and the 
text fragments used. Divergences on selected information 
were settled through discussion between researchers.

The quality of the selected studies was assessed based 
on the quality criteria for qualitative studies, the Criti-
cal Appraisal Skills Programme checklist. This 10-ques-
tion checklist covers three broad issues, named: are the 
results of the study valid (Section A—questions 1 to 6)? 
What are the results (Section B—questions 7 to 9)? Will 
the results help locally (Section C—question 10)?

A meta-aggregation [12] was conducted as follows: (1) 
extraction of all findings (including narrative fragments 
and quotes); (2) developing categories; (3) developing syn-
thesised findings. Findings and categories were grouped 
based on similarity of concept and no software was used.

Results
The flowchart of the study is presented in Fig.  1. It 
included 22 manuscripts published between 1993 and 
2020, with a total of 304 participants.

Study characteristics
Table 4 in Appendix  presents the characteristics of the 
included studies. The studies were conducted in different 
parts of the world: two (9.1%) studies were from South 
America [13, 14]; four (18.2%) from North America [15–
18]; ten (45.4%) from Europe [19–28]; two (9.1%) from 
Asia [29, 30] and three (13.6%) from Oceania [31–33]. 
One study (4.5%) did not report where data collection 
was performed [34].

From the 22 manuscripts included, 13 (59%) aimed to 
understand women’s experience with PFMT [13, 14, 20, 
22–24, 27–30, 32–34], three (13.6%) with vaginal dila-
tors [21, 25, 31], three (13.6%) with pessaries [16–18] and 
one (4.5%) with perineal massage [26]. One (4.5%) study 

aimed to understand women’s experience using hands-on 
physiotherapeutic interventions treating sexual dysfunc-
tion [15], and another one (4.5%) investigated women’s 
experience with pessaries and PFMT use [19].

Synthesis of the results
The synthesis of qualitative results is presented as follows: 
I) women’s experience of manual interventions; II) wom-
en’s experience using vaginal devices changes according 
to health professional attitudes; III) women’s experiences 
using vaginal devices varied depending on their pelvic floor 
dysfunction; IV) reported side effects due to the use of 
vaginal devices; V) external factors influencing PFMT per-
formance; VI) women’s perception of their own personal 
factors influencing PFMT performance; VII) PFMT char-
acteristics influencing women’s adherence; VIII) strategies 
used by women to include PFMT in their routine. Narrative 
fragments of the findings are presented in Table 2.

Synthesised findings I: Women’s experience of manual 
interventions
Women undergoing physiotherapeutic treatment involv-
ing perineal massage to treat painful sexual complaints 
reported its deep impact on a physical, emotional and 
social level [15, 26]. They reported health professionals’ 
attention as careful, and they felt that their complaints 
were taken seriously. The treatment makes them have a 
better perception of their body sensations, as well as the 
feeling of great relief while muscle spasms decreased 
(Table  2—Q.1, Q.3). All women reported feeling “better 
and better” after treatment.

Synthesised findings II: Women’s experience using vaginal 
devices changes according to health professional attitudes
The studies presented the experience of women who had 
undergone pelvic radiotherapy [21, 31], as well as women 
diagnosed with vaginismus [25], POP or UI [16–19]. 
Although there are differences in the studied sample, 
a common point needs to be highlighted: the commu-
nication between health professional and patient. The 
communication aspect of the treatment seems to have a 
negative influence on women’s experience using vaginal 
dilators, while it has a more positive impact during the 
use of pessaries (Table 2—Q.4).

Women seems to become insecure using vaginal dila-
tors [21, 25, 31] due to conflicting information offered 
by health professionals with different levels of commu-
nication skills, however, some women described that 
health professional support was essential to providing a 
good experience during treatment [16–19]. Poor inter-
action between health professionals and patients was 
reported as a reason for discontinuation of treatment 
(Table 2—Q.5).
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Synthesised findings III: Women’s experiences using 
vaginal devices varied depending on their pelvic floor 
dysfunction
For some women, using vaginal devices was simply an 
aspect of their treatment to reduce discomfort with 
their symptoms (Table 2—Q.7), while others perceived 
the use of a vaginal dilator as a constant confrontation 
of the reality of cancer (Table 2—Q.8). Only those using 

pessaries reported having an active role in the process 
of choosing or not choosing this treatment option. Rea-
soning for not choosing this treatment was based on 
other women’s experiences.

Despite some women with vaginismus reported a positive 
experience, most of them described it as “painful”, “humili-
ating” and even “traumatic”. The smallest vaginal dilator 
was considered too big, leading women to seek alternatives 

Fig. 1 Study selection flow diagram
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Table 2 Synthesised findings and narrative fragments regarding women’s experience with vaginal devices, manual interventions and 
PFMT

Treatment category Synthesised findings Narrative fragments

Manual interventions Women’s experience of manual interventions Q.1: “Um, obviously it did feel as though someone was right 
inside so, when they were pushing down on it, obviously, it 
hurt. But, after, like, I think it was her thumb or her finger that 
had been there for ages, it would release off and then you 
couldn’t feel anything.” [26]
Q.2: “…It feels loads better now. I’ve only been, like, three, about 
three or four times, but it just feels loads different already.” [26]
Q.3: “It was helpful because it was very educational how much 
your muscles will tense up as a result of painful sex or actual 
pain […] You could see the activity of the muscles, [what] the 
tone of your muscles was, so if they were tight, you could see 
that on the screen and then see when you’re relaxing them […] 
you see it happening and so as a result you’re in better control 
of it.” [15]

Vaginal devices Women’s experience using vaginal devices changes according 
to health professionals’ attitudes

Q.4: “Here they’ve given me information. How to put it on, how 
to take it off, and everything. I felt better.” [16]
Q.5: "They sent me to see this lady to fit some sort of contrap‑
tion, and she brought out this dice which was about two inches 
square…block on a string, and she spent 15 min writhing and 
tugging and trying to get it there, gave up and said, do it your‑
self. So I had a go, and I said, there’s no way that is going to fit 
in there. Well, she said, you’ve had two babies. I said, yes, I have, 
I said, but your bones soften and everything’s different, your 
physiology’s different when you’re having babies. I said, that’s 
not going to go in there, and if it does go in there, it ain’t going 
to come out, so I’m not using it.” [19]
Q.6: “You lie down in a specific position that makes you feel 
quite vulnerable, and there is a doctor standing at the opposite 
end of you and she is trying to stick her finger in you [both 
laugh]. And then it doesn’t go in and she is saying ’Relax. Relax. 
Relax.’” [25]

Women reported varied experiences using vaginal devices 
depending on their pelvic floor dysfunction

Q.7: “I just looked at it as a furthering of the treatment basically.” 
[31]
Q.8: “The idea repulsed me a little. Well maybe because, just 
after that operation and brachytherapy and such, the medical 
world frequently inserted all kinds of objects [vaginally], and 
that made you feel like: not now.” [21]
Q.9: “I did feel a little scared of having this [pessary] inside of 
me…I thought I was going to feel more uncomfortable than I 
was already feeling. But no, I eventually got accustomed to it.” 
[16]
Q.10: “What do I like about my pessary? Well, it gives me more 
confidence that I can go out and be active. You know, it’s bad 
always trying to be close to a washroom wherever I go. I’m very 
comfortable using it, it gives me some security that I can go 
out and enjoy myself, either to a party, or to our lunches or play 
darts or whatever.” [17]

Side effects while using vaginal devices Q.11: “But it was also kind of scary [referring to blood loss during 
dilator use] (…)”[21]
Q.12: “The only thing that I’d change is that I had some bleeding 
when I first used the dilator. It would have been nice if someone 
had warned me about this.” [31]
Q.13: “Well, I perform... Yes, it’s weird, but I perform dilator use 
while listening to music from Wagner. Because it is a music 
piece that lasts exactly 10 min.” [21]
Q.14: “Those things [referring to dilators] aren’t enjoyable sex 
toys. [...] Then I think: then you also have to pay for them as well. 
[...] I also let them know that I found that very disturbing” [21]
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(e.g., vibrators and tampons). The transition between 
devices was difficult due to the jump in size. They stated 
that their journey would be easier if they cold count with 
partner, professional and peer support. In contrast, women 
using pessaries reported needing some time to learn how to 
use pessaries in an effective way, and once they learned how 
to manage it they perceived the treatment as a life-changing 
experience, using words such as “freedom”, “security” and 
“satisfaction” (Table 2—Q.9, Q.10).

Synthesised findings IV: Reported side effects due 
to the use of vaginal devices
Only studies on vaginal dilators presented reports of 
side effects, including blood loss, pain and vaginal dis-
charge (Table  2—Q.11, Q.12). These negative experi-
ences seem to result in anxiety, but also as a motivation 
to continue using dilators. Reported strategies to reduce 
negative feelings were increasing positivity and inte-
grating the treatment into daily life, such as during a 

PFMT pelvic floor muscle training; Q quotes

Table 2 (continued)

Treatment category Synthesised findings Narrative fragments

PFMT External factors influencing PFMT performance Q.15: “My family encourages me to do pelvic floor muscle 
exercise. Sometimes while I am sitting and watching television, 
my daughter will remind me to do it. She says, “You should 
work harder, otherwise it will not be so good”. They are very 
supportive.” [30]
Q.16: “You showed me exactly what to do, and went through it, 
and made it easier‑ I thought well I’m not so [uncoordinated] as 
I thought.” [32]
Q.17: “I was given a leaflet, ehm nobody really demonstrated or 
kind of showed you how to do the pelvic floor exercises." [23]

Women´s perception of their own personal factors influenc‑
ing PFMT performance

Q.18: “I think being in control it just sort of contributes to your 
well‑being.” [33]
Q.19: “Pelvic floor muscle exercises are pretty tough. […] It’s easy 
to pick the wrong muscles although you might be thinking 
you’re doing well. It would be nice to have an expert to check it; 
in the computer cannot do that.” [27]
Q.20: "For me because I don’t have a lot of confidence in my 
own abilities I would probably want somebody else to check.” 
[28]
Q.21: "I quite enjoy being quite competitive with myself and try‑
ing to achieve wee goals and being on my own with exercise." 
(about an app) [23]
Q.22: “In the beginning, when you asked me to contract there 
(vaginal muscle), I associated with that thing (sex). When I 
twitched and contracted there (the vagina) I felt embarrassed.” 
[29]
Q.23: “It’s a bit tough, I think, difficult. I don’t know if I’m doing it 
right.” [24]
Q.24: “I never tried to squeeze underneath (the vagina) before. I 
remember when you taught me to contract there (vagina), my 
first thought was: Could they be contracted? I didn’t even know 
where they were. I couldn’t feel them, because they could not 
be touched and also, you are not touching them.” [29]
Q.25: "No, it’s more that I’ve tested it out and feel that I’m 
becoming successively stronger and stronger, so I have got‑
ten that confirmation, that this was something important. Of 
course, the support in the instructions, what I would experi‑
ence, that I would feel it dropping, feel it relaxing, and that’s 
exactly what I felt." [20]

PFMT characteristics influence women’s adherence Q.26: “It [PFMT] was different, because it wasn’t what you would 
call real exercise, I know that’s silly, ‘cause it was, just a different 
area, and not everybody can see you doing it. The silent, private 
exercise.” [32]

Strategies used by women to include PFMT in their routine Q.27: “Yeah yeah so the last thing I’ve been thinking about 
(laughter) is my pelvic floor exercises.” [33]
Q.28: “I have a habit of touching my ear lobe each morning to 
remind myself of the things that I have to do… each day when 
I touch my earlobe, I will remember to do the exercise. I abso‑
lutely will keep on with it.” [30]
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bath (Table  2—Q.13). The sexuality involved in the use 
of the vaginal dilator was a controversial experience 
(Table 2—Q.14).

Synthesised findings V: External factors influencing PFMT 
performance
The extrinsic factors appearing to influence PFMT per-
formance are health care professional and family support 
(Table  2—Q.15). Health professionals were considered 
possible facilitators or barriers to PFMT performance 
(Table 2—Q.16). For some women their complaints were 
not properly accept by some health professionals, and 
they felt the need for further instructions to be able to 
perform PFMT. These women complained that when 
they received the information it was not in an appropri-
ate manner (Table 2—Q.17). However, when the informa-
tion and support were given properly, it helped them in 
adhering to PFMT.

Synthesised findings VI: Women’s perception of their own 
personal factors influencing PFMT performance
This theme has three subthemes:

Category I: Positive personal factors. A positive experi-
ence for women undergoing PFMT was reported as the 
feeling of control over their body (Table  2—Q.18). To 
avoid incorrect training, the ability to perceive and con-
firm their capacity to contract their PFM was considered 
important by women, in order to improve their com-
mitment and confidence in their own ability to perform 
PFMT (Table 2—Q.19, Q.20) and to diminish their symp-
toms. A participant mentioned putting her own competi-
tiveness in playing mobile apps games as a positive factor 
to perform PFMT (Table 2—Q.21).

Category II: Negative personal factors. Women men-
tioned the following negative factors: lack of motivation; 
previous negative experience with PFMT; uncertainties 
about the results or lack of good results; limited under-
standing about how PFMT works; embarrassments or 
conflicting feelings about erotization (Table 2—Q.22); dif-
ficulties in PFMT performance, including the “invisibil-
ity” of the muscle; uncertainty whether or not they were 
correctly contracting their PFM (Table  2—Q.23); emo-
tional, mood and climactic factors; guilty for not perform-
ing PFMT; worsening of the symptoms; loneliness while 
performing PFMT; perception that PFMT is boring or a 
waste of time; and the naturalisation of PFD symptoms.

Category III: Perineal perception. While some women 
reported an inability to perceive a correct PFM contrac-
tion, some highlighted that they could progressively per-
ceive it and notice whether or not they were performing 
it correctly (Table 2—Q.24, Q.25).

Synthesised findings VII: PFMT characteristics influence 
women’s adherence
Some women considered they have a better adherence to 
PFMT performed in groups, while others classified PFMT 
as a quiet, “private exercise” (Table  2—Q.26). While for 
some women PFMT could be done at any time of day 
without anyone else knowing, others emphasized their 
need to have a quiet place to focus on it. A positive point 
highlighted was the association of PFMT with other ben-
efits, such as improving their self-confidence. The com-
mitment involved in becoming a participant in clinical 
studies was perceived as one’s own obligation to adhere to 
treatment. It is worth noting that PFMT was not seen as a 
“real exercise” by some participants (Table 2—Q.26). This 
deconstruction of PFMT as physical exercise was justified 
by the anatomical region of the PFM, and by the possibility 
of performing contractions during penetrative vaginal sex.

Synthesised findings VIII: Strategies used by women 
to include PFMT in their routine
Some participants justified their lack of adherence to PFMT 
due to the lack of time to perform it. Other participants were 
able to include PFMT in their routine by associating it with 
daily life activities, such as performing the exercise while 
waiting for the bus or doing it every time they sit in their 
computer chair, among other situations (Table 2—Q.28).

Quality criteria assessment
Table 4 shows that only four studies reported the use of 
any form of quality criterion and only one manuscript 
reported the use of the Consolidate Criteria for Report-
ing Qualitative Research (COREQ).

Table  3 presents the studies’ results of quality criteria 
analysis. Only six (26.1%) articles received the maximum 
score of section A, and 21 (91.3%) articles were consid-
ered to have clear (section B) or relevant results (section 
C). The quality of most included manuscripts was limited 
in aspects of methodology. There was a high number of 
manuscripts that did not present clear information about 
the recruitment strategies, nor regarding the relationship 
between the researchers and the participants.

Discussion
This study aimed to understand how women with PFD 
experienced pelvic floor conservative non-pharmacolog-
ical treatment options. We included studies reporting 
women’s experience with different conservative non-
pharmacological options to treat PFD.

The experience of women with PFMT seems to be 
related to several personal factors. The understanding 
by physiotherapists of factors modulating the quality of 
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women’s experiences with this intervention seems to be 
essential to improve it. Although the large amount of sci-
entific evidence showing PFMT as a treatment for some 
PFD symptoms is well-established in the literature, adher-
ence remains the most challenging aspect of this treatment 
[2, 3, 9, 35]. PFMT adherence is a complex phenomenon 
that involves the active participation of patients. This study 
reinforces the need of women to receive further appropri-
ate information to modify their behaviour, incorporating 
PFMT practice in their routine [9, 35]. This perception 
is aligned with the results of studies showing women’s 
general lack of knowledge related to PFM function, dys-
function and options of treatment, including PFMT [36]. 
Women with different background can acquire basic 
knowledge about PFMT after receiving information about 
the pelvic floor location/anatomy and PFM function [37]. 
Other studies have indicated that when women receive 
information about the pelvic floor they have a higher 
chance of adherence to PFD conservative interventions [6, 
8]. Still, many women consider they don’t receive informa-
tion based on their specific background and needs.

Another important aspect to be considered is women’s 
belief in their ability to perform PFMT, commonly known 
as self-efficacy. This belief is the core of social cognitive 
theory, one of the many theories and methods described 
in the literature that can be used as a guide while work-
ing with health behaviour [6]. The use of a more patient-
centred approach may improve not only self-efficacy but 
other personal factors as technical abilities that deeply 
influence women’s experience with PFMT. Additionally, 
women referred to their ability to perceive or not per-
ceive their PFM contraction, respectively, as a facilita-
tor or barrier to PFMT. Self-perception as a modifier of 
PFMT adherence is an aspect which could be considered 
and worked on, as one study shows that women’s estima-
tion of their PFM contraction intensity is poor, especially 
in women with a non-contracting or a weak PFM [38]. 
An increase in women’s perception of their PFM contrac-
tion seems to be another positive result of PFMT that 
could be further explored using a self-efficacy approach.

Similarly, to the strategies suggested to improve 
PFMT adherence, health behavioural theories have 
been used to identify and fill knowledge gaps related 
to continence promotion [39, 40]. The study conducted 
by Chiarelli and Cockburn [39] identified, through 
focus groups, gaps related to women’s knowledge after 
delivery and, using Health Belief Model as a theoretical 
guide, proposed an education program aiming to pro-
mote urinary continence (UI). To verify the program’s 
effectiveness, a RCT was conducted and concluded 
that the intervention group showed reduced preva-
lence of UI with adequate levels of PFMT adherence, 

compared to the standard care procedure group three 
months after childbirth [40]. It is important to highlight 
that these are the few studies in women’s health physi-
otherapy which used this approach and no studies were 
found specifically for the use of vaginal devices. Unfor-
tunately, there is a small number of studies using this 
approach to improve women’s adherence to other inter-
ventions such as vaginal dilators.

This systematic review found reports of some nega-
tive experiences of women using vaginal dilators. How-
ever, women’s reports of intentionally associating the use 
of vaginal dilators with pleasant situations was identi-
fied as an important coping strategy that improved their 
experience.

The experiences reported after the use of pessaries 
were varied, but they underline the importance of wom-
en’s participation in the process of choosing the interven-
tion, and the essential role of the health professional in 
either continuity or interruption of the treatment. In the 
only two studies investigating pelvic floor manual inter-
ventions, women stated having had a good experience 
while using it, especially due to the support given by the 
health professional.

We must state the limitation of this systematic review 
reflects the limitation of the included studies. Most of 
the included studies had methodological shortcomes and 
none of those articles were excluded from the review. 
Nevertheless, this review brings together the experi-
ences of women with a variety of conservative interven-
tions, highlighting important aspects that may contribute 
to better healthcare assistance related to PFD and to 
improve both treatment adherence and satisfaction.

The results showed relevant aspects that should be 
considered during treatment approach (e.g., adequate 
communication, adequate provision of information, and 
appropriate support from health professionals), to par-
ticularly improve women’s experience and adherence to 
the interventions.

This review also uncovered the need for more quali-
tative studies with a strong methodology to better 
understand women’s experience with pelvic floor con-
servative non-pharmacological interventions, espe-
cially those regarding manual interventions and vaginal 
devices.

Conclusion
Women’s experience with pelvic floor conservative 
non-pharmacological treatment options is a complex 
phenomenon that involves many more variables than 
just personal aspects. A more patient-centred approach 
should be considered to improve women’s experience 
with and adherence to conservative options.
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