
Chevalier et al. BMC Women's Health 2014, 14:143
http://www.biomedcentral.com/1472-6874/14/143
RESEARCH ARTICLE Open Access
Normal reference values of strength in pelvic floor
muscle of women: a descriptive and inferential
study
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Abstract

Background: To describe the clinical, functional and quality of life characteristics in women with Stress Urinary
Incontinence (SUI). In addition, to analyse the relationship between the variables reported by the patients and
those informed by the clinicians, and the relationship between instrumented variables and the manual pelvic floor
strength assessment.

Methods: Two hundred and eighteen women participated in this observational, analytical study. An interview about
Urinary Incontinence and the quality of life questionnaires (EuroQoL-5D and SF-12) were developed as outcomes
reported by the patients. Manual muscle testing and perineometry as outcomes informed by the clinician were
assessed. Descriptive and correlation analysis were carried out.

Results: The average age of the subjects was (39.93 ± 12.27 years), (24.49 ± 3.54 BMI). The strength evaluated by
manual testing of the right levator ani muscles was 7.79 ± 2.88, the strength of left levator ani muscles was 7.51 ± 2.91
and the strength assessed with the perineometer was 7.64 ± 2.55. A positive correlation was found between manual
muscle testing and perineometry of the pelvic floor muscles (p < .001). No correlation was found between outcomes
of quality of life reported by the patients and outcomes of functional capacity informed by the physiotherapist.

Conclusion: A stratification of the strength of pelvic floor muscles in a normal distribution of a large sample of women
with SUI was done, which provided the clinic with a baseline. There is a relationship between the strength of the
pelvic muscles assessed manually and that obtained by a perineometer in women with SUI. There was no relationship
between these values of strength and quality of life perceived.
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Background
The International Continence Society (ICS) defines Urinary
Incontinence (IU) as “the complaint of involuntary leakage
of urine.” Abrams P et al. [1] One of the three described
types of UI, Stress Urinary Incontinence (SUI), is considered
to be a burden that has a critical impact on the quality of life
for women and is a common condition that affects from
20% to 40% of older women: this prevalence increases with
the advance of age [2]. SUI is the most common type of UI
and involves an objectively demonstrable and involuntary
loss of urine that causes a social problem [3]. This loss of
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urine occurs during efforts, sneezing, coughing, laughing,
etc. [1].
The etiology of UI is multifactorial [4]; there are many fac-

tors influencing the perception of this complaint as a health
problem. These factors are related to age, obesity [5,6], deliv-
ery circumstances [5,7], menopause [8] and others conditions.
The strengthening of pelvic floor muscles is one of the

first recommendations for the treatment of mild and
moderate SUI. Different modalities include pelvic floor
muscle training alone or in combination with biofeedback
and vaginal cones or balls [9,10]. Training of pelvic floor
muscle during SUI has reached success rates of 56% to
75% [11]. According to a Cochrane review, strengthening
should be recommended in conservative programs of the
first-line of treatments for SUI [12].
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Manual palpation is a technique used today by most
physiotherapists to assess the correct contraction of the
pelvic floor muscles. It was first described by Kegel [9,13]
as a method to evaluate the function of the pelvic floor
and is considered to be an essential part of the assessment.
The assessment of muscular strength and endurance pro-
vides information about the severity of muscle weakness
and is the basis for the planning of specific exercise pro-
grams for each patient. There are several techniques for
the evaluation of pelvic floor muscles, which include the
aforementioned digital palpation, pressure manometry,
electromyography, ultrasound and magnetic resonance
imaging [14]. Among them, the use of perineometers or
pressure manometers are often some of the most com-
monly used alternatives, these instruments have proved
their reliability [15,14] and should not be used in isolation,
but simultaneously with other methods for the correct
observation of the contraction [16].

Objective
The aim of this study was to describe normal reference
values of the strength of the pelvic floor muscles in women
with SUI. Second, we analysed the relationship between the
variables reported by the patients and those informed by
the clinicians, and the relationship between instrumented
variables and the manual pelvic floor strength assessment.

Methods
Participants
Two hundred and eighteen women between 22 and
85 years of age participated in this observational, analytical
study. The patients were recruited from the Community
Physiotherapy and Sport Center (specifically the Women’s
Health Area) after confirming the diagnosis of urodynamic
SUI [17] in specialized units. The diagnosis consisted of
having: a) no detrusor over-activity, b) a positive cough
stress test and c) a pad test with less than 3 g of leakage
with a standardised bladder volume of 200 ml [18]. All
women had been suffering from SUI for at least six months,
and they had all been examined for SUI. Exclusion criteria
were: a) having a cognitive disability, b) physical disability,
or c) psychiatric limitations that inhibited participation on
the study tests. Two physiotherapists from Torremolinos,
Málaga (Spain) voluntarily participated in the study.
The Malaga University Ethics Committee, following the

Helsinki declaration, gave ethical clearance for the study.
All participants in this study signed an informed consent
form before their inclusion.

Outcomes reported by the patient
Interview about urinary incontinence (ad hoc)
Questions were asked about gender, height and weight,
and Body Mass Index (BMI) was calculated. A specific
clinical interview was developed with the aim of analysing
the principal components of pelvic floor dysfunction. A
physiotherapist from the Consulting Unit of Physio-
therapy of the Pelvic Floor conducted every question.
The questionnaire consisted of 38 items, where items
1–11 referred to delivery conditions, items 12–23 pre-
sented information about faecal and urinary incontinence
and items 24–38 were related to medical conditions and
lifestyle (Additional file 1).
Adaptation of Modified Oxford Grading System to

evaluate the strength of the pelvic floor muscles by using
vaginal palpation by Laycock. This scale was divided in
fifteen categories, as follow:
0= “0”: No active muscular contraction
1=”1-”
2=“1”: Very slight muscular contraction
3=“1+”:
4=“2-”
5=“2”: Full-motion overcome the force of gravity
6=“2+”
7=“3-”
8=“3”: Full-motion against gravity
9=“3+”
10=“4-”
11=“4”: Full-motion against slight resistance
12=“4+”
13=“5-”
14=“5”: Full-motion against strong resistance
15=“5+”

EuroQol 5D (EQ-5D) questionnaire
The EQ-5D questionnaire is a widely used tool consisting
of non-specific illness questions to evaluate the quality of
life related to health [19]. It is composed of two parts. Part
I: (auto-informed) consists of health problems related to
mobility, self-care, usual activities, pain/discomfort and
anxiety/depression. Each dimension has three levels: no
problems, some problems or extreme problems. Answers
are given related to the day when patient completes the
questionnaire. Part II: a self-rated Visual Analogue Scale
(VAS), where the endpoints are labelled ‘Best imaginable
health state’ (100) and ‘Worst imaginable health state’ (0).
The EQ-5D has a reliability score between 0.86 and 0.90,
and was validated in Spanish by Badia et al. [19].

SF-12 health survey scoring demonstration
The SF-12 is a generic instrument that asks questions
about quality of life. It consists of a subset of 12 items
from the SF-36 selected by multiple regression (two
elements from each dimension of physical functioning,
physical role, emotional role and mental health, and an
element from each dimension of bodily pain, general
health, vitality and social functioning) from which the
physical and mental component of the SF-12 scores
were constructed. The questionnaire has demonstrated



Table 1 Sociodemographic anthropometric and quality of
life characteristics

n = 212 (m ± SD)

Age (years) 39.93 ± 12.27

Weight (Kg) 70.75 ± 25.94

Height (cm) 164.48 ± 7.41

BMI 24.49 ± 3.54

EuroQol (VAS) 69.32 ± 17.23

EuroQol (Index) 0.85 ± 0.18

SF-12 PCS 47.54 ± 10.14

SF-12 MCS 48.90 ± 9.73

Physical Function 50.10 ± 10.54

Physical Role 38.92 ± 12.15

Bodily Pain 49.89 ± 9.62

General Health 50.17 ± 6.72

Vitality 47.74 ± 10.44

Social Function 51.70 ± 8.10

Emotional Role 38.06 ± 14. 49

Mental Health 40.02 ± 12.14

Values expressed as mean ± Standard Deviation.
SF-12 PCS. Physical Component Summary.
SF-12 MCS. Mental Component Summary.
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a reliability score of 0.70 [20], and the Spanish version
was validated by Vilagut et al. [21].
Outcomes informed by the clinician
Manual muscle testing
Laycock [18] developed the Modified Oxford Grading
System to evaluate the strength of the pelvic floor muscles
by using vaginal palpation. It consists of a six-point
Table 2 Items’ 1–11 IU questionnaire (deliveries information)

n = 212

Mean pregnancies (SD) 1.89 ± 1.21

Mean deliveries (SD) 1.56 ± 0.84

Mean weight (gr) (SD) 1st labour

3327.43 ± 1.19

Type of delivery 1 (%) Normal

125 (64.4%)

Type of delivery 2 (%) Normal

65 (78.3%)

Type of delivery 3 (%) Normal

22 (81.5%)

Multiple deliveries (%) Yes

5 (2.45%)

Episiotomy (%) Yes

149 (73%)

Values expressed as mean ± Standard Deviation (95% Confidence Interval) and abso
scale: 0 = no contraction, 1 = flicker, 2 = weak, 3 =moder-
ate, 4 = good (with lift) and 5 = strong. This measurement
scale is widely used by physiotherapists since it can be
used with vaginal palpation in the clinical evaluation.
For its correct use, manual skill of the physiotherapist
is considered essential. All assessments were carried out
for the same physiotherapist (FC). It is an easy method to
use and does not require expensive equipment [14]. Inter-
rater reliability for vaginal palpation was high (κ =0.33,
95% confidence interval 0.09 to 0.57) [22].

Perineometer
We used a vaginal pressure device connected to a pressure
manometer that shows the air pressure through an arbi-
trary scale from 0 to 12 (PFX 2-Pelvic Floor Exerciser
Biofeedback [Cardio Design, Australia]) to assess the
strength of pelvic floor muscles [23]. The perineometer
reliability was studied by Isherwood and Rane [24] by
comparing results with vaginal palpation using the Modi-
fied Oxford Grading System. They found high reliability
with a kappa value of 0.73.

Statistical analysis
The descriptive analysis was developed by calculating the
means and standard deviations for quantitative variables.
For the analysis of categorical variables, we calculated the
absolute frequencies and quartiles. The normality of the
variables was assessed by the Kolmogorov-Smirnov test.
The Pearson correlation coefficient was calculated to test
the association between the variables. All tests were inter-
preted as statistically significant when p < 0.05. IBM SPSS
Statistics (version 22.0) for Windows was used for this
statistical analysis.
2nd labour 3rd labour

3422.72 ± 533.12 3468.04 ± 58.14

Cesarean Instrumented

34 (17.5%) 35 (18%)

Cesarean Instrumented

10 (12.0%) 8 (9.6%)

Cesarean Instrumented

5 (18.5%) 0 (0%)

No

201 (97.55%)

No

54 (26.6%)

lute percentages.



Table 3 Items 12–23 UI questionnaire (Urinary and fecal
incontinence)

n = 212

Micturitions/day (SD) 7.40 ± 2.45

Micturitions/night (SD) 0.80 ± 1.17

Volume of fluid ingested/
day (%)

<1 l 1 l >1 l

20 (9.3%) 44 (20.3%) 152 (70.4%)

Reduction of liquid
ingested (%)

Yes No

69 (31.8%) 148 (68.2%)

Suffer loss of urine (%) Yes No

89 (41.4%) 126 (58.6%)

Loss during strain or stress (%) Yes No

100 (46.3%) 116 (53.7%)

Loss during:

a) coughing. laughing or
jumping (%)

Yes No

147 (68.1%) 69 (31.9%)

b) listening the sound of
water (%)

Yes No

121 (56.3%) 94 (43.7%)

c) after the coition (%) Yes No

95 (44.6%) 118 (55.4%)

Feeling strong and imperiously
desire of urinate (%)

Yes No

106 (49.1%) 110 (50.9%)

Need to use pads (%) Yes No

88 (40.7%) 128 (59.3%)

Number of pads/day (SD) 2.38 ± 1.147

Suffer constipation (%) Yes No

118 (54.4%) 99 (45.6)

Suffer fecal incontinence (%) Yes No

66 (30.4%) 150 (69.1%)

Urodynamic test (%) Yes No

88 (40.6%) 129 (40.4%)

Values expressed as mean ± Standard Deviation (95% Confidence Interval) and
absolute percentages.

Chevalier et al. BMC Women's Health 2014, 14:143 Page 4 of 9
http://www.biomedcentral.com/1472-6874/14/143
Results
The study sample consisted of 218 women aged 28 to
85 years (35.42 ± 9.30). The main characteristics of the
patients were presented together with the results con-
cerning the study of quality of life in Table 1.
Regarding the gynaecological screening, the results

were as follows. One hundred-thirteen (53.6%) patients
had bladder prolapse, while the remaining 98 (46.4%)
did not; 92 (43.6% ) women had womb prolapse, and
119 (56.4%) did not; the presence of rectum prolapse
was evident in 41.2% (87 patients).
The results concerning the manual muscle test were

the following: the strength of the right levator ani
muscles (SD 7.79 ± 2.88), the cut-off points were 6, 7
and 10 for percentile 25, 50 and 75, respectively. The
distribution of four categories was 60 (27.9%) in the
category very weak, 39 (17.8%) in the category weak, 37
(17.8%) in the category strong and 80 (37.5%) in the
category very strong. The strength of left levator ani
muscles was 7.51 ± 2.91. The cut-off points were 4, 7
and 10 for percentile 25, 50 and 75, respectively. The
distribution of 4 categories was 64 (30.8%) in the
category very weak, 41 (18%) in the category weak, 46
(20.3%) in the category strong and 64 (30.8%) in the
category very strong.
According to the assessment with the perineometer,

the patient group showed strength (7.64 ± 2.55). The cut-
off points were 6, 8 and 10 to percentile 25, 50 and 75,
respectively. The distribution of the sample categories was
55 (26.1%) in the category very weak (quartile 4), 21
(1.4%) in the category weak, 69 (36.2%) in the category
strong. Finally, 169 (82.4%) women had automation effort,
versus 35 (17.1%) women who did not.
The results concerning the SUI questionnaire about

the deliveries, urinary and faecal incontinence and the
information catalogued as heterogeneous, are presented
in Tables 2, 3, and 4, respectively.
Analysis of the relationship between different outcome

variables reported by a clinical examination of the pelvic
floor is shown in Table 5.
The analysis of the relationship between the different

outcome variables reported by the patients and those
reported by a clinical examination of the pelvic floor is
shown in Table 6.

Discussion
The main contribution of this study is the stratification
of the strength of the pelvic floor muscle (PFM) in a
normal distribution of a large sample of women with
SUI, allowing reference baseline data for the clinic in
order to have a preventive paper and to establish levels
of severity. We also found significant relationships
between the values obtained by evaluating the manual
strength assessment by the therapist and the values
found by the perineometer. Another important point is
the absence of a significant relationship between muscle
strength and informed quality of life values of patients.
Most of the studied women had a muscular strength

of three or lower on the Oxford Scale in both right and
left levator ani muscles, which makes the average strength
being in the moderate range. This fact is consistent with a
previous epidemiological study developed in 1,732 Spanish
women [25], where strength was evaluated by manual
palpation. However, our results are not consistent with
those presented by Ferreira et al. [22], who studied a
group of students with a mean age less than that pre-
sented in our study and whose subjects were nulliparous.
Moreover, the average values of muscular strength

reported by the perineometer were moderate (seven on
a 0–12 scale) and most of the patients were allocated



Table 4 Items 23–38 UI questionnaire (heterogeneous)

n = 218

Occupation (%) Standing Sitting Carrying weights All Stand +Weight Stand + Sitting Not clear Sitting +Weight

31 (14.4%) 48 (22.2%) 1 (0.5%) 31 (14.4%) 53 (24.5%) 40 (18.5%) 2 (0.9%) 10 (4.6%)

Quality of life affectation (%) Yes No

122 (50.6%) 94 (43.5%)

Comments with relatives/friends (%) Yes No

137 (63.4%) 79 (33.6%)

Comments with a specialist (%) Yes No

185 (87.3%) 27 (12.7%)

Type of specialist (%) Gynecologist Matron Family doctor Others

96 (57.2%) 74 (40.7%) 4 (1.8%) 8 (3.7%)

Urgency of micturition (%) Yes No

113 (52.3%) 103 (47.7%)

Heritage (prolapse, UI, hysterectomy) (%) Yes No

147 (68.1%) 69 (31.9%)

Can not contain gas Can not contain the sediments

Anal incontinence (%) 55 (25.3%) 162 (74.7%)

Sufferings during coition:

Pain (%) Yes No

117 (55.7%) 93 (44.3%)

Loss of urine (%) Yes No

78 (37.3%) 131 (62.7%)

Feeling of abdominal heaviness (%) Yes No

128 (59.5%) 87 (40.5%)

Important diseases Cardiovasc Cancer Psycol Dis Musculosk Others Different types No disease

14 (6.5%) 15 (6.9%) 0 (0%) 30 (13.9%) 105 (48.6%) 30 (13.9%) 21 (9.7%)

Surgical proced. Reumatol Oncol Urol/Gine Cardiov Others Different types No surgery

5 (2.3%) 9 (4.1%) 10 (4.6%) 1 (0.5%) 134 (61.8%) 43 (19.8%) 15 (6.9%)

Menopause (%) Yes No

79 (37.3%) 133 (62.7%)

Hormonal treatment (%) Yes No

19 (23.2%) 63 (76.8%)

Age of menopause (D.E.) 47.23 ± 8.05

Physical exercise (%) Pelvic floor impact No impact No exercise

81 (37.3%) 111 (51.2%) 25 (11.5%)

Values expressed as mean ± Standard Deviation (95% Confidence Interval) and absolute percentages.
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between quartiles 2 and 4. These findings agree with
Isherwood and Rane [24] who showed a similar value
of strength in a group of 210 patients with previous
deliveries; they are in contrast with the values of 59
nulliparous women. According a recent study the pelvic
floor muscle function of multiparous women was lower
than that of nulliparous women, regarding electrical
activity andmuscle strength [26].
The current study shows a high correlation between

values obtained with the “perineometer” and the manual
evaluation of the PFM, matching with Isherwood and
Rane [24] who used the same systems for the assessment
of the PFM and reported an agreement between the two
systems (kappa value 0.73). Further, Morin et al. [27]
obtained significant correlations between the two ways
of measurement in groups of continent and incontinent
women r =0.727 and r =0.450, respectively (p < 0.01).
Other previous work suggested a good correlation between
the maximum pressure obtained using a perineometer and
manual palpation with the Brink Scale [26,28]. However,



Table 5 Correlation between outcomes informed by the clinician (n = 208)

Functional capacity:
Perineometer
assessment

Functional capacity:
Manual testing right
levator ani

Functional capacity:
Manual testing left
levator ani

Functional capacity:
Strain reflex
contraction

Functional capacity:
Perineometer assessment

Pearson correlation 1 0,844** 0,855** 0,021

p 0,000 0,000 0,807

Functional capacity: Manual
testing right levator ani

Pearson correlation 0,844** 1 0,952** −0,066

p 0,000 0,000 0,348

Functional capacity: Manual
Testing left levator ani

Pearson correlation 0,855** 0,952** 1 −0,139*

p 0,000 0,000 0,047

Functional capacity: Strain
reflex contraction

Pearson correlation 0,021 −0,066 −0,139* 1

p 0,807 0,348 0,047

**Significative correlation p ≤ 0,001.
*Significative correlation p ≤ 0,05.
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Bø and Finckenhagen [29] found no significant differences
between manual assessment and the value obtained with
the pressure manometer, but they defend manual palpa-
tion as an important method in pelvic floor rehabilitation.
This study also has consistent values in terms of the

quality of life measured by the SF-12 questionnaire with
a previous study [30], which evaluated a sample of 312
Spanish women aged between 50 and 64 years who
showed very similar means in physical and mental
scales. The results also agree with Fialkow et al. [31],
who investigated a population of 342 women with urin-
ary incontinence. The quality of life, as assessed by the
EQ-ED questionnaire, showed results that matched
with a sample of Spanish patients included in a study
[32] of 9,487 women with UI in 15 European countries;
however, our results are lower where compared with
other countries included in the analysis [33]. This fact
suggests a poorer self-perceived quality of life in the
Spanish women, which could be related to the lack of
information and understanding by health professionals
and the environment. This could also explain the lack of
correlation between functional variables and the values
reported on the impact on quality of life.
The mean age of the women studied was 39.93, as

opposed to a previous study that established a mean age
of 43.39 in the Spanish population of women with UI
[32]. However, it is lower than the 55.8 and 54.32 mean
ages presented by Espuña-Pons in 2004 and 2007
[24,34], respectively. The BMI of our sample, 24.49, is in
accordance with a previous study in Spanish women
[33], but is lower than in other studies that show BMIs
of 25.53 [35] or 27.54 [24].
The average of 1.56 deliveries agrees with previous

studies showing 1.29 deliveries in the Spanish population
[33], but is slightly lower than the 2.2 shown in other
studies [29,36]. Eighteen per cent of the patients had
an instrumented delivery, which differs slightly from a
previous study showing that 5.8% of deliveries were instru-
mented in a population of 243 women from Taiwan [37].
The rates of episiotomy also contrast with a previous
study [36], which showed that 100% of deliveries used
episiotomies, as opposed to 26.6% in our study. There is
evidence that women who had a vaginal delivery were
more likely to suffer from urine loss during and after
pregnancy than those who had a caesarean [38,39].
Almost half of the sample suffered urine loss while

exerting effort, and it was in situations such as coughing,
laughing, jumping, hearing the sound of water or after
coitus. These data are partially consistent with those
reported in a previous study [40] developed in a sample
of 154 women with UI: 26% reported urine loss while
exerting great effort, 86.4% with coughing, laughing or
sneezing, 28.6% during fast walking or running. The
average number of micturitions during the day was 7.4,
and 0.8 was the average number of nocturnal micturi-
tions. These numbers do not fully agree with the study
of Martinez-Córcoles et al. [40], who reported that 60%
of patients urinate every 60–120 minutes at night: about
three times on average. Almost half of the patients con-
cerned had to wear pads to cope with the loss of urine,
and the mean number of pads used for were 2.38 daily.
These results are not consistent with a previous study
[41] in which 82.5% of patients used fewer than six pads
daily, although we have no data if they were used as
need or for prevention.
Among the limitations of this study is the fact that we

do not have all the socio-demographic data of the study
population. Other aspects, as pelvic floor dysfunction
could be included in the interview and SUI specific
questionnaires in future studies. This is due to the



Table 6 Correlations between outcomes reported by the patients and outcomes informed by the clinician

Functional capacity:
Perineometer assessment

Functional capacity:
Manual testing right
levator ani

Functional capacity:
Manual testing left
levator ani

Functional capacity:
Strain reflex contraction

SF-12
PCS

SF-12
MCS

EuroQol
(Index)

EuroQol
(VAS)

Functional capacity:
Perineometer assessment

Pearson Correlation 1 -,064 -,066 -,132 ,076 -,396* -,142 -,023

p ,719 ,675 ,400 ,654 ,015 ,371 ,886

Functional capacity: Manual
Testing right levator ani

Pearson Correlation -,064 1 ,821** ,838** ,118 ,112 -,168 ,114

p ,719 ,000 ,000 ,541 ,562 ,350 ,528

Functional capacity: Manual
testing left levator ani

Pearson Correlation -,066 ,821** 1 ,983** ,009 ,063 -,172 ,194

p ,675 ,000 ,000 ,956 ,712 ,282 ,224

Functional capacity: Strain
reflex contraction

Pearson Correlation -,132 ,838** ,983** 1 ,010 ,110 -,197 ,198

p ,400 ,000 ,000 ,955 ,516 ,217 ,214

SF-12 PCS Pearson Correlation ,076 ,118 ,009 ,010 1 -,223 ,494** ,298

p ,654 ,541 ,956 ,955 ,178 ,002 ,077

SF-12 MCS Pearson Correlation -,396* ,112 ,063 ,110 -,223 1 ,239 ,310

p ,015 ,562 ,712 ,516 ,178 ,161 ,066

EuroQol (Index) Pearson Correlation -,142 -,168 -,172 -,197 ,494** ,239 1 ,275

p ,371 ,350 ,282 ,217 ,002 ,161 ,074

EuroQol (VAS) Pearson Correlation -,023 ,114 ,194 ,198 ,298 ,310 ,275 1

p ,886 ,528 ,224 ,214 ,077 ,066 ,074

**Significative correlation p ≤ 0,001.
*Significative correlation p ≤ 0,05.
SF-12 PCS. Physical Component Summary.
SF-12 MCS. Mental Component Summary.
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sample selection, which was made directly through the
Consulting Unit of Physiotherapy of the Pelvic Floor, and
which had to follow the dynamics posed for inclusion of
patients in this service. However, the authors consider that
the volume of descriptive data presented is very important
since many aspects of previously validated questionnaires
were collected and can be referenced by future studies
looking to make more extensive comparisons regarding
population subgroups. It would be necessary to recruit a
stratified sample to export the results to the general
population.
This paper adds important findings in terms of estab-

lishing cut-off points of patient groups according to the
strength of the PFM and the relationship of clinical vari-
ables obtained by the physiotherapist and those reported
by the patients. Future studies should be carried out in
order to analyse the strength of the PFM before and
after an intervention and to determine the sensitivity to
change of the strength of the pelvic floor muscles.

Conclusion
The strength of PFM has been stratified in a normal dis-
tribution of a large sample of women with SUI creating
a baseline for the clinic, to both prevent and establish
levels of severity. There is a relationship between the
strength of the pelvic muscles assessed manually and
that obtained by a perineometer in women with SUI.
There is no relationship between these values of strength
and general health and quality of life perceived by them.

Additional file

Additional file 1: Pelvic floor assessment.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
AIC-V has made contributions to the conception and design of this study.
AIC-V and FC participated in the acquisition of data. AIC-V and CF-L participated
in the analysis and interpretation of data and were involved in drafting the
manuscript and revising it critically for important intellectual content. All the
authors have given final approval of the version to be published.

Acknowledgments
The authors are grateful to the volunteers for their participation.

Author details
1Patronato Municipal de Deportes de Torremolinos, Málaga, Spain.
2Departamento de Fisioterapia, Universidad de Granada, Granada, Spain.
3Departmento de Fisioterapia, Universidad de Malaga, Málaga, Spain. 4School
of Clinical Sciences of the Faculty of Health at the Queensland University of
Technology, Brisbane, Australia.

Received: 19 June 2014 Accepted: 28 October 2014

References
1. Abrams P, Cardozo L, Fall M, Griffiths D, Rosier P, Ulmsten U, Van Kerrebroeck P,

Victor A, Wein A, Standardisation Sub-Committee of the International
Continence Society: The standardisation of terminology in lower urinary
tract function: report from the standardisation sub-committee of the
International Continence Society. Urology 2003, 61:37–49.

2. Hunskaar S, Van Geelen JM: The epidemiology of female urinary
incontinence. Eur Clin Obstet Gynecol 2005, 1(1):3–11.

3. Martínez Agulló E: Terminología de la función del tracto urinario inferior.
Actas Urol Esp 2005, 29(1):5–7.

4. Botlero R, Davis SR, Urquhart DM, Shortreed S, Bell RJ: Age-specific
prevalence of, and factors associated with, different types of urinary
incontinence in community-dwelling Australian women assessed with a
validated questionnaire. Maturitas 2009, 62(2):134–139.

5. Milsom I, Ekelund P, Molander U, Arvidsson L, Areskoug B: The influence
of age, parity, oral contraception, hysterectomy and menopause on
the prevalence of urinary incontinence in women. J Urol 1993,
149(6):1459–1462.

6. MacLennan AH, Taylor AW, Wilson DH, Wilson D: The prevalence of pelvic
floor disorders and their relationship to gender, age, parity and mode of
delivery. BJOG 2000, 107(12):1460–1470.

7. Minassian VA, Stewart WF, Wood GC: Urinary incontinence inwomen:
variation in prevalence estimates and risk factors. Obstet Gynecol 2008,
111(2 Pt. 1):324–331.

8. Rekers H, Drogendijk AC, Valkenburg HA, Riphagen F: The menopause,
urinary incontinence and other symptoms of the genito-urinary tract.
Maturitas 1992, 15:101–111.

9. Kegel AH: Progressive resistance exercise in the functional restoration of
the perineal muscle. Am J Obstet Gynecol 1948, 56:238–248.

10. Thakar R, Stanton S: Management of urinary incontinence in women. Br Med J
2000, 321:1326–1331.

11. Freeman RM: The role of pelvic floor muscle training in urinary
incontinence. Br J Obstet Gynaecol 2004, 111:37–40.

12. Hay-Smith E, Bø K, Berghmans L, Hendriks H, deBie R, van Waalwijk van Doorn
ES: Pelvic floor muscle training for urinary incontinence in women.
Cochrane Database Syst Rev 2007,(1):CD001407.

13. Kegel AH: Stress incontinence and genital relaxation. Ciba Clin Symp 1952,
4(2):35–51.

14. Bø K, Sherburn M: Evaluation of female pelvic floor muscle function and
strength. Phys Ther 2005, 85:269–282.

15. Bø K, Kvarstein B, Hagen R, Larsen S: Pelvic floor muscle exercise for the
treatment of female stress urinary incontinence: I. Reliability of vaginal
pressure measurements of pelvic floor muscle strength. Neurourol Urodyn
1990, 9:471–477.

16. Bø K, Kvarstein B, Hagen R, Larsen S: Pelvic floor muscle exercise for the
treatment of female stress urinary incontinence: II.Validity of vaginal
pressure measurements of pelvic floor muscle strength and the
necessity of supplementary methods for control of correct contraction.
Neurourol Urodyn 1990, 9:479–487.

17. Abrams P, Andersson K, Brubaker LT, Cardozo L, Cottenden A, Denis L:
Evaluation and treatment of urinary incontinence, pelvic organ prolapse,
and faecal incontinence. In 3rd International Consultation on Incontinence.
Edited by Abrams P, Cardozo L, Khoury S, Wein A. Plymouth, UK: Health
Publication Ltd; 2005:1589–1630.

18. Laycock J: Clinical evaluation of the pelvic floor. In Pelvic Floor Re-education.
Edited by Schussler B, Laycock J, Norton P, Stanton SL. London, United
Kingdom: Springer-Verlag; 1994:42–48.

19. Badía X, Roset M, Montserrat S, Herdman M, Segura A: The Spanish version
of EuroQol: a description and its applications. European Quality of Life
scale. Med Clin (Barc) 1999, 112:79–85.

20. Luo X, Lynn George M, Kakouras I, Edwards C, Pietrobon R, Richardson W:
Rieability, validity and responsiveness of the short form 12–item survey
(SF–12) in patients with back pain. Spine 2003, 1:1739–1745.

21. Vilagut G, Valderas JM, Ferrer M, Garin O, Lopez-Garcia E, Alonso J:
Interpretation of SF-36 and SF-12 questionnaires in Spain: physical and
mental components. Med Clin (Barc) 2008, 130:726–735.

22. Ferreira CH, Barbosa PB, de Oliveira Souza F, Antônio FI, Franco MM, Bø K:
Inter-rater reliability study of the modified Oxford grading scale and the
Peritron manometer. Physiotherapy 2011, 97(2):132–138.

23. Kegel AH: Progressive resistance exercise in the functional restoration of
the perineal muscles. Am J Obstet Gynecol 1948, 56:238–249.

24. Isherwood P, Rane A: Comparative assessment of pelvic floor strength
using a perineometer and digital examination. Br J Obstet Gynecol 2000,
107:1007–1011.

http://www.biomedcentral.com/content/supplementary/s12905-014-0143-4-s1.docx


Chevalier et al. BMC Women's Health 2014, 14:143 Page 9 of 9
http://www.biomedcentral.com/1472-6874/14/143
25. Espuña Pons M, Puig Clota M, Pérez González A, Rebollo Alvarez P: Stress
urinary incontinence: first cause of incontinence among women referred
to an urogynecologic unit. Arch Esp Urol 2004, 57(6):633–640.

26. Petricelli CD, Resende AP, Elito Júnior J, Araujo Júnior E, Alexandre SM,
Zanetti MR, Nakamura MU: Distensibility and strength of the pelvic floor
muscles of women in the third trimester of pregnancy. Biomed Res Int
2014, 2014:437867. doi:10.1155/2014/437867. Epub 2014 Apr 28.

27. Morin M, Dumoulin C, Bourbonnais D, Gravel D, Lemieux MC: Pelvic floor
maximal strength using vaginal digital assessment compared to
dynamometric measurements. Neurourol Urodyn 2004, 23(4):336–341.

28. Hundley AF, Wu JM, Visco AG: A comparison of perineometer to brink
score for assessment of pelvic floor muscle strength. Am J Obstet Gynecol
2005, 192(5):1583–1591.

29. Bø K, Finckenhagen HB: Vaginal palpation of pelvic floor muscle strength:
inter-test reproducibility and the comparison between palpation and
vaginal squeeze pressure. Acta Obstet Gynecol Scand 2001, 80:883–887.

30. Martínez Agulló E, Ruíz Cerdá JL, Gómez Pérez L, Rebollo P, Pérez M, Chaves J:
Impact of urinary incontinence and overactive bladder syndrome on
health-related quality of life of working middle-aged patients and
institutionalized elderly patients. Actas Urol Esp 2010, 34(3):242–250.

31. Fialkow MF, Melville JL, Lentz GM, Miller EA, Miller J, Fenner DE: The
functional and psychosocial impact of fecal incontinence on women
with urinary incontinence. Am J Obstet Gynecol 2003, 189(1):127–129.

32. Monz B, Pons ME, Hampel C, Hunskaar S, Quail D, Samsioe G, Sykes D,
Wagg A, Papanicolaou S: Patient-reported impact of urinary
incontinence–results from treatment seeking women in 14 European
countries. Maturitas 2005, 30;52(Suppl 2):S24–S34.

33. Martínez-Agulló E, Ruíz Cerda JL, Arlandis Guzmán S, Rebollo P, Pérez M,
Chaves J, Grupode Estudio Cooperativo EPICC: Prevalence of urinary
incontinence and hyperactive bladder in the Spanish population: results
of the EPICC study. Actas Urol Esp 2009, 33(2):159–166.

34. Espuña Pons M, Castro Díaz D, Carbonell C, Dilla T: Comparison between
the “ICIQ-UI Short Form” Questionnaire and the “King’s Health
Questionnaire” as assessment tools of urinary incontinence among
women. Actas Urol Esp 2007, 31(5):502–510.

35. Seshan V, Muliira JK: Self-reported urinary incontinence and factors associated
with symptom severity in community dwelling adult women: implications
for women’s health promotion. BMC Womens Health 2013, 13:16.

36. Sykes D, Castro R, Pons ME, Hampel C, Hunskaar S, Papanicolaou S, Quail D,
Samsioe G, Voss S, Wagg A, Monz BU: Characteristics of female outpatients
with urinary incontinence participating in a 6-month observational study in
14 European countries. Maturitas 2005, 52(Suppl 2):S13–S23.

37. Chang SR, Chen KH, Lin HH, Chao YM, Lai YH: Comparison of the effects of
episiotomy and no episiotomy on pain, urinary incontinence, and sexual
function 3 months postpartum: a prospective follow-up study. Int J Nurs Stud
2011, 48(4):409–418.

38. Klein MC, Gauthier RJ, Robbins JM, Kaczorowski J, Jorgensen SH, Franco ED,
Johnson B, Waghorn K, Gelfand MM, Guralnick MS: Relationship of
episiotomy to perineal trauma and morbidity, sexual dysfunction, and
pelvic floor relaxation. Am J Obstet Gynecol 1994, 171(3):591–598.

39. Eason E, Labrecque M, Marcoux S, Mondor M: Effects of carrying a
pregnancy and of method of delivery on urinary incontinence: a
prospective cohort study. BMC Pregnancy Childbirth 2004, 19;4(1):4.

40. de Souza Santos CR, Santos VL: Prevalence of urinary incontinence in a
random sample of the urban population of Pouso Alegre, Minas Gerais,
Brazil. Rev Lat Am Enfermagem 2010, 18(5):903–910.

41. Córcoles MB, Sánchez SA, Bachs GJ, Moreno DM, Navarro PH, Rodríguez VJ:
Quality of life in patients with urinary incontinence. Actas Urol Esp 2008,
32(2):202–210.

doi:10.1186/s12905-014-0143-4
Cite this article as: Chevalier et al.: Normal reference values of strength in
pelvic floor muscle of women: a descriptive and inferential study. BMC
Women's Health 2014 14:143.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Objective

	Methods
	Participants
	Outcomes reported by the patient
	Interview about urinary incontinence (ad hoc)
	EuroQol 5D (EQ-5D) questionnaire
	SF-12 health survey scoring demonstration

	Outcomes informed by the clinician
	Manual muscle testing
	Perineometer

	Statistical analysis

	Results
	Discussion
	Conclusion
	Additional file
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References

