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Abstract
Urinary incontinence (UI) is a debilitating condition that affects up to 40% of 
women in the UK. The National Institute for Health and Care Excellence guidelines 
and the National Health Service Long Term Plan recommend involving multidis-
ciplinary teams in the management of pelvic floor disorders, and also the adoption 
of a clear management strategy. The aim of this study was to provide a snapshot 
of healthcare professionals’ (HCPs’) current knowledge of UI, and the provisions 
made for the management of the condition in primary care, where women with 
UI may routinely present. The authors conducted semi- structured interviews with 
general practitioners, practice nurses and physiotherapists. An interview guide was 
prepared in advance. The transcripts were analysed using the framework method 
of analysis in order to identify key themes associated with the management of UI. 
The findings suggest that it is unusual for women to present with UI as their pri-
mary condition, but rather, that this is often mentioned as a side issue. The HCPs 
interviewed were not aware of any clearly defined local strategies for onward man-
agement. It was further suggested that only younger women would benefit from 
pelvic floor rehabilitation, and there was an overarching belief that physiotherapy 
was only relevant for this group. Older women were referred for continence ad-
vice in the expectation that this would result in pharmaceutical treatment, and/or 
pads for protection rather than rehabilitation. The recent Independent Medicines 
and Medical Devices Safety Review highlights the need for all women presenting 
with UI to be initially offered conservative treatment. The results of this study 
suggest that important factors in providing this will be ensuring that robust local 
management strategies exist, and that HCPs working in primary care receive better 
education about appropriate treatment protocols.

Keywords: management practices, pelvic floor muscle training, physiotherapy, primary care, 
urinary incontinence.

Introduction

Background
Urinary incontinence (UI) is defined as the in-
voluntary loss of urine (Haylen et al. 2010). This 
common problem has been reported to affect as 
many as 40% of the adult population of women 
in the UK (Cooper et al. 2015). The condition 
can include: stress UI (SUI), which is associ-
ated with an impact or increased abdominal/

pelvic pressure; urgency UI (UUI), which is 
associated with increased urgency or desire to 
void; and mixed UI (MUI), which is a combi-
nation of SUI and UUI (Haylen et al. 2010). 
Both embarrassing and debilitating, it can have 
an impact on all aspects of life, including: em-
ployment as a result of absence from the work-
place (Fultz et al. 2005); personal relationships 
(Nilsson et al. 2009); and participation in sports 
and exercise (Nygaard et al. 2005; Menezes 
et al. 2015). Traditionally, UI has been asso-
ciated with childbirth, obesity and the ageing 
process (Danforth et al. 2006), but levels of UI 
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in young, nulliparous athletes are high, ranging 
from 23% to 41% (Carls 2007; Bø et al. 2011; 
Jácome et al. 2011; Alves et al. 2017). Indeed, 
UI in athletic women has been reported to be 
almost double that in a matched group of seden-
tary women (Carvalhais et al. 2018).

Despite the high prevalence of UI, fewer than 
half of those affected present to healthcare pro-
fessionals (HCPs) for help (Cooper et al. 2015). 
This is potentially an even bigger issue in young 
athletes: 90% of those who reported symptoms 
via questionnaires had never mentioned the is-
sue to either a coach or member of the medi-
cal team (Carls 2007). It has been suggested that 
low levels of help- seeking behaviour may be the 
result of a number of factors: lack of awareness 
regarding the condition and potential treatments; 
embarrassment; fear that the symptoms are too 
trivial to mention; and a belief that it is a nor-
mal consequence of having children or ageing 
(Shaw et al. 2001; Tinetti et al. 2018). The edu-
cation of both women and HCPs regarding pel-
vic floor disorders and potential treatments has 
been recommended in order to encourage more 
women to seek help (Shaw et al. 2007; Chen  
et al. 2019).

There is robust evidence to support pelvic floor 
muscle (PFM) training (PFMT) for UI (Cacciari 
et al. 2017). A minimum of 3 months of super-
vised PMFT is recommended by the National 
Institute for Health and Care Excellence (NICE) 
as the first- line treatment for SUI (NICE 2019). 
In reality, management strategies for pelvic floor 
disorders can vary widely between professional 
disciplines, and it has been suggested that prior-
itizing key areas may provide a more consistent 
strategy: improved access to specialist services; 
improved collaboration between professions; in-
creased education and research around pelvic 
floor dysfunction; improved public and profes-
sional awareness of pelvic health; and increased 
funding (Davis et al. 2010). This is also reflected 
in the National Health Service (NHS) Long Term 
Plan, under provision for maternity and neo natal 
services, where it is proposed that collaboration 
between primary and secondary care should be 
improved, and that women should have access to 
multidisciplinary pelvic health clinics throughout 
England (NHS 2019). Moreover, this plan also 
reflects the NICE (2019) guidelines, which state 
that the first- line treatment of UI should include 
a 3- month trial of supervised PFMT:

“Physiotherapy is by far the most cost- 
effective intervention for preventing and 

treating mild to moderate incontinence and 
prolapse.” (NHS 2019, p. 49)

Therefore, it is important to explore whether 
current services for the management of UI in 
the primary care setting reflect these recommen-
dations. Thus, the aim of the present study was 
to provide a snapshot of current knowledge of 
UI and management practice for women with 
this condition in primary care. Primary care 
settings were chosen because these are where 
women with UI are likely to present in the first 
instance.

Aims
The specific objectives of the study were to:
(1) identify the current knowledge of HCPs re-

garding the management of UI in women;
(2) identify treatment strategies and referral 

pathways offered to women with UI; and 
in particular,

(3) explore any variation in the management of 
athletic women with UI in comparison to 
all women.

Participants and methods
Ethical approval for the study was given by 
the Faculty of Medicine and Health Sciences 
Research Ethics Committee of the University of 
Nottingham (Reference: 280- 1904).

Recruitment
The present authors planned to recruit be-
tween six and eight local HCPs from within the 
Derbyshire and Nottinghamshire areas for inter-
views. The number of participants was intended 
to provide a snapshot of the key issues, but was 
also partly dictated by the time and resources 
that were available. The use of “information 
power” as opposed to “saturation” has been 
proposed by Malterud et al. (2016), i.e. when 
the aim is narrow and the sample specificity is 
dense, then the quality of the dialogue will be 
strong, so smaller sample sizes may be justi-
fied. Furthermore, when studying a subject that 
has previously been investigated in other stud-
ies, a smaller sample size can be justified. The 
HCPs selected included general practitioners 
(GPs), nurses and physiotherapists, since these 
professionals are likely to be the first point of 
contact for many women with UI in the com-
munity. The aim was to recruit similar numbers 
from each professional group.

The participants were recruited by e- mail 
and word of mouth from primary care centres 
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and physiotherapy clinics within Derbyshire 
and Nottinghamshire. All of them provided in-
formed, written consent before any data were  
collected.

Interviews
Individual, face- to- face interviews were con-
ducted at an appropriate time and place for 
the participant; for example, during breaks at 
their place of work. All interviews were semi- 
structured, and followed a topic guide that was 
designed for the study (Table 1). This was de-
vised after the available literature, and anecdo-
tal reports from patients regarding their clini-
cal experiences, were taken into consideration. 
The guide covered six broad topics: the types 
of patient who most commonly present to these 
HCPs; management strategies for urinary incon-
tinence; understanding of the policies and guide-
lines for the management of UI, both locally and 
nationally; management of UI in athletic women 
in particular; access to pelvic health physiother-
apy; and any locally recommended referral strat-
egies for the management of UI that the HCPs 
could follow. The interviews were piloted with 
two researchers from within the wider rehabili-
tation research team (F.N. and J.A.). They are 

both experienced qualitative researchers within 
the field, and in this case, acted as study par-
ticipants in order to pilot the interview schedule. 
They commented on the style and format of the 
questions, and the guide was modified accord-
ingly. These data were not included in the find-
ings of the study.

All the interviews were conducted by a spe-
cialist pelvic health physiotherapist researcher 
who had some understanding of the available  
local services (K.G.C.). The interviews were dig-
itally recorded and stored in a secure, password- 
protected file on a dedicated web server at the 
University of Nottingham. Personal identifi-
ers were removed, and the anonymized files 
were sent electronically to an approved tran-
scribing service. Transcripts were checked by 
the researcher who had conducted the inter-
views (K.G.C.), and were then uploaded into 
a qualitative software package for line- by- line  
coding.

Analysis
The data were analysed thematically using the 
framework method (Gale et al. 2013). The ini-
tial coding structure was developed by three re-
searchers (K.G.C., C.C. and J.A.), but was refined 

Table 1. Topics and prompts for interviews with healthcare professionals: (UI) urinary incontinence; (NICE) National Institute for 
Health and Care Excellence; (PFMs) pelvic floor muscles; and (PFMT) PFM training

Topic Prompt

Current area of practice What type of patients do you see?
Do they mention UI?
Do they come to you with UI as their primary concern?
If you don’t see any women with UI, why do you think that might be?
Do you specifically ask about these symptoms?

Current management strategy for UI How would you manage UI if a woman presents with it?
Do you examine their PFMs?
Do you have time?
What would you advise?

Policy and guidelines Are you aware of any specific local or practice policies or guidelines on the 
management of UI?
If so, are these based on NICE guidelines?
If not, are you aware of the key points within the NICE guidelines regarding the 
management of UI?
Do you feel that your patients would comply with the guidelines?
What is your understanding of “supervised” PFMT?
Do you think that a specialist is required for supervision?

Urinary incontinence in athletic women Are you aware that this is a particular problem in athletes?
How would you manage an athletic woman with UI?
Do you feel that this population should be treated any differently to the general 
population?
What advice would you give an athlete regarding her sport?

Pelvic health physiotherapy Are you aware of this as a specialty?
Would you distinguish pelvic health physiotherapists from continence advisors?
If so, how would you decide whom to refer to?
Are you aware that not all people with pelvic floor issues have weak pelvic floors?

Local referral for specialist supervision If you wished to refer for specialist care for UI management, where would you 
send your patient?

 If there is a clear pathway, is there adequate provision?
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continuously as the interviews were conducted. 
A qualitative data package (NVivo 12, QSR 
International, Melbourne, Australia) was used 
to systematically code each transcript. Matrices 
were developed within NVivo to develop a work-
ing analytical framework, and chunks of data 
were transferred to the matrix. Potential themes 
and subthemes were identified and reviewed by 
the researchers (K.G.C., C.C. and J.A.).

Results
Seven participants were recruited; the sample 
comprised of two GPs, three practice nurses and 
two physiotherapists. All but one physiothera-
pist worked solely within the primary care set-
ting. The exception was the lead physiothera-
pist for an elite group of athletes who ranged 
from members of youth teams to professionals. 
Her responsibility was to oversee these athletes’ 
medical care, and to ensure that they were di-
rected to the correct treatment pathway for 
each presenting condition. This involved private 
healthcare in the case of the professional ath-
letes, and NHS provision for those not yet at 
that level. One further physiotherapist agreed to 
be interviewed, but then was not available dur-
ing the study period.

For each interview, the researcher (K.G.C.) at-
tended the participant’s place of work, and re-
corded the interview in a private office at a time 
that was made available between patient appoint-
ments. The interviews lasted for 16–33 min, with 
an average duration of 21 min. This short dura-
tion reflects the difficulty in engaging with busy 
professionals in primary care settings.

Themes
Five main themes with subthemes were identi-
fied from the data:
(1) reasons why women present with UI;
(2) beliefs regarding the management of UI in 

the community;
(3) conservative management of UI in primary 

care;
(a) supervised PFMT; and
(b) education for HCPs regarding pelvic 

floor assessment and exercises;
(4) management of athletic women with UI; 

and
(5) pelvic health physiotherapy as a specialty;

(a) the role of pelvic health physiothera-
py; and

(b) pelvic health physiotherapy versus 
continence advice.

1. Reasons why women present with urinary 
incontinence
The HCPs reported that women usually men-
tioned that they suffered from UI as an aside, 
having attended the clinic for another reason. As 
one might expect, the primary presenting con-
dition was largely dependent on the profession 
of the HCP; for example, women presented to 
nurses when attending for cervical screening, or 
for pessary advice and fitting:

“It’s probably, like, a few times women have 
talked to me when they’ve come in for their 
smear, so it’s like stress incontinence, which 
women do think is normal. And I would then 
inform them that, actually, it isn’t normal, al-
though a lot of us suffer from it, and there 
are things that they can do.” (Nurse C)

Similarly, if they presented to GPs with symp-
toms of pelvic organ prolapse, they might also 
comment that UI is an issue:

“[. . .S]ometimes it’s complicated, in that 
they’re talking about a prolapse and inconti-
nence at the same time.” (GP A)

At a physiotherapy consultation, it was more 
likely that women might refer to symptoms of 
UI during a musculoskeletal assessment when 
routine screening questions for cauda equina 
syndrome were asked:

“If they’ve come in with back pain, because 
of the special questions, then I think that’s 
probably when it happens most often. [. . .] 
So, once I’ve asked about bowel or bladder, 
they then may say, ‘Ooh, I’ve got a few is-
sues since I had the children.’ So yes, they 
would, they sometimes inadvertently mention 
it.” (Physiotherapist B)

All of the HCPs interviewed reported that, al-
though they had experience of women reporting 
symptoms of UI, this was not a condition that 
women would regularly present with as their 
primary complaint.

Although all of the HCPs were aware of the 
high prevalence of UI in women, none knew 
of any specific screening policies for UI with-
in their own practices. The physiotherapist who 
managed the healthcare of elite youth to adult 
sportswomen noted that only one of the athletes 
under her care had reported UI. She suggested 
that it might be useful to screen for potential pel-
vic floor issues as part of future annual athlete 
health checks. However, she also raised concerns 
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that this may lead to anxiety for the athlete if UI 
was suggested to be a significant problem:

“[. . .A]nxiety is quite prevalent too [in elite 
athletes], and the last thing you want to do 
with people that are maybe prone to [being] 
slightly anxious is make them paranoid about 
something that potentially they’re managing 
OK, so that’s the other flipside of it, I sup-
pose.” (Physiotherapist A)

2. Beliefs regarding the management of urinary 
incontinence in the community
None of the HCPs spontaneously referred direct-
ly to the NICE (2019) guidelines, or indeed, any 
local or practice policy, when questioned about 
their routine management of UI. When prompt-
ed regarding national guidelines, and specifi-
cally, the recommendation to offer a trial of su-
pervised PFMT of at least 3 months in duration, 
most were not aware of this particular guidance. 
It was noted by one interviewee that, as a prac-
titioner dealing with multiple issues, it can be 
hard to be aware of every guideline, particularly 
when this is not one’s specific area of expertise:

“[. . .T]o highlight the guidelines, and re-
ally, so you know the correct pathway and 
the NICE guidelines, it’s really difficult in 
a world where you’re treating lots of dif-
ferent conditions to be able to keep on top 
of all those different groups of patients.” 
(Physiotherapist B)

It was suggested by some that not all women 
would be appropriate for PFMT, and that this 
approach would only be of benefit for younger 
women:

“[. . .P]ersonally, I don’t think that refer-
ring them for pelvic floor exercises[,] a 70-  
or 80- year- old lady, is the right thing to do. 
We’d talk about a ring pessary or something 
like that, so yeah, it’s the age and that con-
text.” (GP A)

It was further suggested that younger women 
with no other morbidities, such as low oestrogen 
levels, would be the most appropriate patients 
for PFMT:

“The younger, fitter cohort of patients, where 
it’s probably not oestrogen- level- dependent, 
where some significant pelvic floor improve-
ment may well give a significant improve-
ment in symptoms.” (GP B)

None of the interviewees were aware of any 
structured local strategies regarding the onward 

management of UI. They knew of the nurse- led 
continence advice service, and that pelvic health 
physiotherapy could be an option, but were not 
aware of how to access the latter. In general, 
their management plan was based on their own 
professional area of expertise. Some described 
educational talks and conversations with pelvic 
health physiotherapists as informing and shaping 
their practice, and referred to this when consid-
ering PFMT as a treatment option:

“We did have a physiotherapist come in once 
who specializes in these sorts of areas, so we 
had a talk. And she gave some cards out. So 
I guess I have some understanding of what 
might be the first line in terms of if you think 
someone has got pelvic floor issues, that the 
first line isn’t referral for surgery, it might be 
to see a physiotherapist.” (GP A)

Those who were aware of the NICE (2019) rec-
ommendations believed that, because they were 
not aware of any specific local recommended 
protocol, it was sometimes difficult for them to 
follow the national guidelines. One of the GPs 
went on to suggest that having a multidiscipli-
nary team that could be accessed easily for all 
treatment – from physiotherapy rehabilitation or 
medical management through to surgery, if re-
quired – would be the optimum way of organiz-
ing the service:

“[. . .S]o yes, we can refer people into the 
urogynae clinics, but there isn’t that urogynae– 
physio pathway accessibly easily[. . .] It 
seems to be, yes, OK, at this point, I’ve got 
to go, ‘I think it can be managed in the com-
munity, let’s get you seen by incontinence 
nurses,’ or ‘No, I’ve got to get you seen by a 
urogynaecologist.’ And there isn’t that initial 
pathway. And I hate to use the one- stop shop 
approach, but a pathway which goes, ‘This 
is the way in, they’ll be seen by an expert. 
We can arrange pelvic floor exercises, we can 
do bladder training. . .’ We can then go, ‘Yes, 
that’s worked,’ or ‘No, it hasn’t, let’s get you 
onto Bulkamid or whatever.’ There isn’t that 
one- path entry, which would be really useful, 
that’d be good.” (GP B)

The same GP went on to describe how, in the 
absence of a clearly defined structure for appro-
priate referral locally, he often chose to manage 
the majority of cases himself without referring 
onward to specialist care. It was again also be-
lieved that PFMT was only appropriate for the 
management of UI in younger women, and in 
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the majority of patients, the most appropriate 
route would be a trial of anticholinergics or hor-
mone replacement therapy.

The nurses who were interviewed believed that 
they were in a position where women were more 
likely to mention symptoms of UI, often while 
attending for other intimate procedures, such as 
pessary fitting or cervical screening:

“I think they just feel a bit more comfort-
able with the nurse rather than the doctor as 
well, and obviously, ’cause we’re seeing them 
regularly – we see them every sort of 3 to 
6 months – they sort of get a bit of relationship 
with you, so they probably feel a bit more 
comfortable telling you things.” (Nurse A)

However, none of the nurses had the autonomy 
to refer women directly for specialist treatment, 
and had to refer their patients back to the GP 
for management instead. This then involved 
making another appointment, and perhaps, a 
further examination for the woman to negotiate 
when attempting to seek help for a sensitive is-
sue. When asked specifically about local poli-
cies or guidelines on how these women might 
be managed, the nurses said that they had no 
specific pathway to manage the issues:

“No, if I’m honest. . . I see them here – they 
mention it as an issue, and I give them the 
encouragement to go and get it looked into.” 
(Nurse B)

The concern was raised that, having made the 
effort to come forward, a patient could then be 
lost within the system:

“[. . .T]he chances are, they [the doctors] don’t 
follow it up, and I don’t check that they fol-
low it up. So, I have the discussion with 
them, and make out that, actually, it isn’t nor-
mal and we shouldn’t be suffering like this 
as women, and that you can do something 
about it. . . I wouldn’t arrange any follow- up, 
so [. . .] I wouldn’t remember potentially.”  
(Nurse C)

The physiotherapists were aware that pelvic 
health physiotherapy could be beneficial in the 
treatment of UI, but were unsure where a spe-
cialist pelvic health service might be accessed 
locally.

The consensus from the GPs and nurses was 
that they believed that they needed more infor-
mation regarding local services for the conserva-
tive management of UI. While they knew about 
the nurse- led continence advice service, they 

were not aware of any specialist physiotherapy 
services that could be accessed via the NHS.

Those HCPs who had taken part in practice 
information sessions about pelvic health physio-
therapy run by specialist physiotherapists were 
more aware of the extent to which a conserva-
tive approach to treating UI could be effective. 
The GPs reported managing UI with the thera-
pies that were easily available to them (e.g. 
anti muscarinics or topical oestrogen, where ap-
propriate), and remarked that PFMT might be a 
treatment option for some. However, they would 
only refer to a specialist for PFMT if they be-
lieved that the women were unsure of how to do 
these exercises:

“No, I think, if they need pelvic floor exercis-
es and they give the impression that they’re 
not actually confident to do that themselves, 
then I would refer them.” (GP A)

In summary, although most of the HCPs knew 
that women with UI could potentially be re-
ferred for continence advice or for pelvic health 
physiotherapy, they were not always sure where 
they might be able to access specialist services 
in general and physiotherapy in particular. None 
had any awareness of formal pathways for the 
management of UI either within their own prac-
tices or, indeed, in the local area.

3. Conservative management of urinary 
incontinence in primary care
(a) “Supervised” pelvic floor muscle training. 
Given that the NICE (2019) guidelines recom-
mend at least 3 months of supervised PFMT, 
the interviewees were asked what they under-
stood by the term “supervised”. This was in or-
der to ascertain whether they believed that this 
was something that required specialist referral, 
or whether they felt that managing PFMT was 
within their own scope of practice. All believed 
that this would involve teaching the exercises 
and monitoring progress rather than just pro-
viding information and/or a leaflet. The major-
ity of participants did not feel that they had the 
knowledge or expertise to be able to assess or 
train women to perform their pelvic floor exer-
cises adequately. There was concern that they 
could potentially be causing harm by prescribing 
a woman a programme of exercises:

“It’s all right sort of handing out a leaflet, but 
you might not be doing the exercises correctly 
and things. I don’t know if that might cause 
more harm than good if you. . . I mean, it 



Management practices for urinary incontinence

33© 2021 Pelvic, Obstetric and Gynaecological Physiotherapy

certainly wouldn’t work, would it, I mean, if 
you’re doing the wrong exercises?” (Nurse A)

One GP felt that, although he was comfortable 
to suggest PFMT, he was not confident to be 
able to assess the muscle function:

“No, I don’t feel that confident. So, probably, 
I would look for prolapse. I will talk to them 
about whether coughing or straining will 
give rise to incontinence. And if they’re not 
sure, I’ll ask them if they’re OK to try that, 
and just see if that results in [incontinence]. 
But in terms of an assessment of the pelvic 
floor, I’m not entirely sure what that means.”  
(GP A)

Nor did he feel qualified to advise women about 
how to contract these muscles:

“OK, I have a concept of pelvic floor exer-
cises, but being a male, I don’t really under-
stand what it means. I don’t have a – it’s a 
little bit like what would it be like to give 
birth? I don’t know. Painful, distressing! So, 
you know, trying to explain to someone how 
to do pelvic floor exercises as a man just 
doesn’t seem a sensible thing to do. So, I 
will ask about it: ‘Are you doing pelvic floor 
exercises?’ And ask them what they mean by 
that, but that’s probably as far as it will go.” 
(GP A)

Although the physiotherapists were more com-
fortable with basic advice regarding muscle re-
cruitment and rehabilitation, they were unsure 
about when patients might require more special-
ist input:

“I think, because it’s such a specialized area, I 
think the tendency might be to just back away 
completely from it. And there may be a lot 
more that we could do, but it’s knowing how, 
knowing how far you should go with those 
patients, and how far, you know, and when 
it’s appropriate. No, you need to be seen by a 
specialist physio.” (Physiotherapist B)

(b) Education for HCPs regarding pelvic floor 
assessment and exercises. The majority of those 
interviewed expressed an interest in learning 
more about PFM assessment and training, and 
suggested that it would be appropriate to be 
able to advise patients, even if only to start their 
treatment prior to specialist referral. They felt 
that their current lack of confidence regarding 
their knowledge would prevent them from doing 
so. Opinions regarding what form this education 

should take varied between the professions. 
One GP expressed a need to have more patient- 
centred information that he could pass on:

“But maybe to have some information about 
how you do it, or access to YouTube videos 
or whatever explaining it, that would be quite 
useful.” (GP A)

However, the nurses all expressed an interest in 
learning how to assess the muscles and teach 
their patients how to contract these. Nurses be-
lieved that, with the correct training, they were 
in a prime position to be able to do this because 
women who mention having UI often do so dur-
ing an intimate examination. Therefore, it was 
felt that any potential barrier had already been 
overcome:

“I’d be interested in . . . yeah, definitely. 
Because very often it’s quite a personal thing 
coming for a smear, and you’re chatting 
about things down there anyway . . . to assess 
the pelvic floor. Yeah, yeah, I’d like to know 
how to do that.” (Nurse B)
“So, I think it is important that we raise 
awareness, and I would like more training or 
education in it really.” (Nurse C)

The physiotherapists were more confident about 
where they might access reliable information:

“I’m always quite careful in terms of the in-
formation I give them, so I’d go to the spe-
cial interest group [POGP] and get that be-
cause I know that that’s going to be the latest 
kind of . . . because thinking changes [. . .], 
doesn’t it?” (Physiotherapist B)

Overall, the consensus was that it was appropri-
ate to refer women with UI to a pelvic health 
specialist, but that this was not easy to do. 
Therefore, more training or access to reliable in-
formation would be helpful. The GPs suggested 
that this could be in the form of self- help videos  
on YouTube, or in the case of the nurses, access 
to courses to learn more about basic PFM as-
sessment in order to ensure that patients could 
safely embark on an exercise programme.

4. Management of athletic women with urinary 
incontinence
The interviewees were asked whether they knew 
that there was a higher prevalence of UI in ath-
letic women than in their sedentary counterparts 
since this was a particular focus within the pre-
sent study. There was a mixed reaction to this, 
and some participants expressed surprise:
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“You’d think the opposite. I mean, they’re fit 
they’re healthy, they’re younger, um . . . you 
just think the opposite, don’t you?” (Nurse A)

However, others suggested that, when one takes 
into account the extra stress that running and 
other high- impact activities might have on the 
PFMs, then the increased prevalence of UI 
could be related to that:

“Does it surprise? I suppose the answer 
is, ‘No,’ because, inevitably, it’s leading to 
raised abdominal pressure. Hence, someone 
who, not doing any exercise, can just about 
cope, the moment they try and do something, 
they will have that issue.” (GP B)

When asked if they thought that athletic women 
should alter their sporting activity in order to 
manage their UI, the HCPs all felt strongly that 
these individuals should be encouraged to con-
tinue with their sport despite the symptoms. It 
was believed that taking part in sport had multi-
ple health benefits that would outweigh the risk 
of harm to the PFMs:

“My view on exercise is that, if I don’t know 
if it’s doing any harm, then I would normally 
say, ‘Carry on exercising, and we’ll try and 
find out how to manage your issue.’” (GP A)

Where an elite athlete was experiencing UI, it 
was considered that continuing training was par-
ticularly important because of the detrimental 
effects of pausing training on performance and 
mental well- being:

“Absolutely, yes, absolutely! I would be very 
much encouraging them to continue with 
it and not to stop it. But I think, based on 
those quite serious systems that could be cat-
astrophic to their training and to their sport, 
then I’d be much more proactive in terms 
of, you know, we need to be much more 
responsive to it and get something done.” 
(Physiotherapist A)

This was also reflected by those who treated 
recreational athletes:

“They’d rather put up with the symptoms 
than miss out on a couple of weeks training, 
basically.” (Physiotherapist B)

In order to ensure that the women’s urinary 
symptoms did not preclude them from their ath-
letic activities, it was strongly suggested that 
treatment should be more proactive in this group 
than it might be for sedentary women:

“I think, in an athlete, I would tend to be 
more – aggressive is the word – more proactive 
in getting them help.” (GP A)

5. Pelvic health physiotherapy as a specialty
The participants were asked what knowledge 
they had about pelvic health as a physiotherapy 
specialty, and which patients they would choose 
to refer to physiotherapy, as opposed to conti-
nence advice.

(a) The role of pelvic health physiotherapy. 
Although one interviewee said that she had not 
been aware of pelvic health physiotherapy at all 
prior to the interview, the majority of HCPs had 
come across the specialty or had worked with those 
involved professionally. Because physiotherapists 
are traditionally involved in muscle rehabilitation, 
trunk strengthening and control, the consensus was 
that it was be expected that they would work in this 
field:

“[. . .] I would say [it was] to do with the pel-
vic floor, core strengthening, so, yeah, I can 
see where it would have a part.” (Nurse B)

However, it was noted that there may only be 
small numbers of physiotherapists working in 
this area:

“[. . .I]t is quite a niche area, I think, as far 
as I’m aware.” (Nurse A)

The comments suggested that physiotherapy 
would be more relevant for younger and athletic 
women with UI than for sedentary patients:

“I guess, if it was a sports- related thing, I 
would probably [be] more likely to get to a 
physio than I would do if it was a non- sport- 
related one.” (GP A)

(b) Pelvic health physiotherapy versus continence 
advice. All the HCPs interviewed were aware 
of nurse- led continence advice clinics, and 
believed that this was a different type of service 
to pelvic health physiotherapy. The age of the 
patient was a significant factor when deciding 
where to refer women. The suggestion was that 
continence advice was generally for those for 
whom rehabilitation was inappropriate, and 
referral was for pharmaceutical management or 
even for protective pads alone. It should be noted 
that, for most interviewees, those who were aged 
≥ 50 years were referred to as being older women, 
and therefore, were less likely to need proactive 
treatment:
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“Well, just from my experience with the con-
tinence nurse, different information. So, some-
times it can be hormonal treatment, which 
she can initiate, and then also [incontinence] 
products to use . . . and then [physiotherapy] 
working on those core muscles.” (Nurse B)
“Yeah, for older people, and it would be – we 
would refer to a continence nurse for that 
reason because then they can get pads on the 
NHS, can’t they? But that would be older 
people rather than younger women . . . so, 
if it’s a younger female, I would say physio 
probably . . . helping to improve pelvic floor 
to reduce risk of incontinence. Whereas the 
incontinence nurse, I’d say, is when you’re 
just accepting that you’re incontinent and we 
need to manage it.” (Nurse C)

Thus, the other suggestions that PFMT was only 
relevant for younger women were reiterated.

Discussion
Although UI is a common condition, the par-
ticipants reported that it was rare for women to 
present specifically for this issue alone. Instead, 
patients usually mentioned their UI as an aside 
when attending an appointment for another con-
dition. This reflects the findings of a previous 
study that found that patients may perceive UI 
to be too trivial to report (Shaw et al. 2001). It 
has been suggested that a reluctance to seek help 
may be a result of embarrassment, or because it 
is not perceived to be a medical issue and wom-
en will not seek help for issues that they per-
ceive as normal (Tinetti et al. 2018). Although 
there have been recommendations that annual 
screening for UI should be performed (O’Reilly 
et al. 2018), this was not reported to be usual 
practice by any of the HCPs interviewed.

The NICE (2019) guidelines on the conserva-
tive management of UI recommend supervised 
PFMT for a minimum of 3 months prior to em-
barking on other treatment strategies. Within the 
group of HCPs interviewed in the present study, 
most were not aware of the specifics of these 
guidelines, and those who were well- informed 
were unsure of where they might access pelvic 
health physiotherapy within the locality. None 
reported any knowledge of local protocols for the 
management of UI, but all wanted more informa-
tion regarding both local services and in- house 
management strategies. Interestingly, this region 
currently does have the facility both for GP re-
ferral and self- referral to pelvic health physio-
therapy services, although the interviewees did 

not seem to be aware of this. It is not known 
why this might be, but again, this suggests that 
better education and/or advertising is required. 
Future investigations should investigate which 
primary care centres actually use these existing 
sites, and why some HCPs are aware of such fa-
cilities when others are clearly not. Furthermore, 
it would be important to explore the experiences 
of women with UI, and investigate whether they 
have attempted to seek treatment and what their 
thoughts about this might have been.

All the HCPs agreed that “supervised” PFMT 
should mean specialist assessment, prescription 
of exercises and monitoring of the programme, 
as opposed to providing generic leaflets or ad-
vice sheets. Other authors have documented a 
lack of confidence among GPs regarding both 
their ability to teach PFMT and the likelihood 
of those exercises leading to successful treatment 
(Grealish & O’Dowd 1998). Similarly, none of 
the interviewees in the present study felt confi-
dent about either assessing or monitoring a pro-
gramme of PFMT. However, all the nurses inter-
viewed expressed an interest in acquiring further 
knowledge. Furthermore, since they were already 
performing intimate examinations, the nurses be-
lieved that they would be in a prime position to 
initiate a PFMT programme, even if this was just 
to initiate treatment prior to specialist referral. 
Others have previously argued that practice nurs-
es should be involved in the provision of PFMT 
(Shaw et al. 2007; Waterfield 2011; Child et al. 
2013). However, in the wider context, there may 
be barriers to such a scheme because of the lim-
ited time available in the primary care setting, as 
has been found when exploring similar provision 
of PFMT via midwifery- led care (Salmon et al. 
2020).

There was a mixed reaction to the high preva-
lence rates of UI in athletic women. Some par-
ticipants felt that this was to be expected given 
the high- impact nature of some athletic activities, 
while others were surprised that these women 
should suffer from a condition that they more 
often associated with age and poor health. All 
agreed that it was a priority for athletic women 
to continue with their sport as the benefits of ex-
ercise would outweigh any risks to their pelvic 
floors. They further believed that these women 
should be a higher priority for help in order that 
they could continue with exercise. It was fur-
ther suggested that younger athletic women were 
more likely to benefit from PFMT programmes, 
and that physiotherapists would be better placed 
to provide this.
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When questioned regarding their understanding 
of pelvic health physiotherapy, most were aware 
of this as a specialty, but did not know where 
this service might be available locally. However, 
they were all aware of the local nurse-led conti-
nence advice service, and knew how to refer to 
this. It was surprising that the general belief was 
that this service would only treat pharmaceuti-
cally, provide protective pads and teach manage-
ment strategies rather than offering PFMT as the 
first-line treatment. In reality, this is not the case. 
It was further suggested that only older women 
should be referred to the continence advice ser-
vice since they were unlikely to improve, and 
therefore, should learn to manage the condition. 
This highlights two misconceptions: first, that 
PFMT is only suitable for younger women and 
that physiotherapy is the only route to provide 
this service; and secondly, that continence advi-
sors only manage UI with medication or with 
protection, such as pads. This raises the poten-
tial question, are “younger” women being re-
ferred directly to secondary care for surgery or 
bulking injections without being offered PFMT  
at all?

The recent review chaired by Baroness 
Cumberlege, which included an investigation 
into the use of mesh implants for the treatment 
of SUI and pelvic organ prolapse, has underlined 
that women must be offered conservative treat-
ment for UI prior to being referred for surgery 
(Cumberlege 2020). This only serves to empha-
size the importance of offering all women su-
pervised PFMT as the first- line treatment of UI. 
This was first recommended in the 2006 NICE 
guideline (NCCWCH 2006), and confirmed in 
the later revisions (NCCWCH 2013; NICE 2019). 
Furthermore, the NHS Long Term Plan proposes 
that women should have “access to multidisci-
plinary pelvic health clinics and pathways across 
England via referral” (NHS 2019, p. 49).

Despite these recommendations, the present 
findings confirm those of previous research, 
which found that the strategy for implementing 
the management of UI in the primary care setting 
appears to be fragmented and variable (Davis 
et al. 2010).

Improvements in the conservative manage-
ment of UI require not only clear guidelines and 
planning, but also the capacity for that policy to 
be applied within primary care. Enhancing the 
care of women with UI would require consul-
tation between the relevant professional bodies 
to establish the most practical ways in which 
to implement the guidelines and NHS policy. 

Physiotherapy as a profession should be inte-
gral to this strategic planning. The recent col-
laboration between the Chartered Society of 
Physiotherapy, and in particular, POGP and the 
Royal College of Midwives to improve access to 
women’s health specialists in the perinatal period 
should act as a template for future consultations. 
There is a need to establish clear pathways that 
enable women to be referred for specialist con-
servative management. Furthermore, it is vital to 
establish expert multidisciplinary teams of spe-
cialist physiotherapists, continence advisors and 
urogynaecologists to facilitate the referral of pa-
tients and the appropriate management of UI by 
primary care practitioners. Although this sugges-
tion was previously referred to in the NHS Long 
Term Plan, this was specifically with regard to 
women in the child- bearing year (NHS 2019). 
Women of all ages should be able to access such 
a service.

Limitations of the study
The potential limitations of the present study 
are that it was restricted to a small locality and 
a small group. Nevertheless, the findings pro-
vide a snapshot of current practice in primary 
care with regard to the management of UI, and 
moreover, confirm those of previous research.

A single researcher who had a good knowledge 
of local services, such as pelvic health physio-
therapy and the nurse- led continence advice 
service, conducted all the interviews (K.G.C.). 
This was a potential limitation, but it could also 
be argued that it was a strength. A good work-
ing knowledge of the existing referral pathways 
could ensure that the right questions were asked 
to reveal whether the interviewees were aware  
of such services, and the available methods of  
accessing these.

It might have been interesting to include oth-
er professions (e.g. midwives or health visitors) 
within the sample in order to gain an insight into 
any variability in management strategies, particu-
larly around the perinatal period. However, this 
has already been done in a very recent compre-
hensive qualitative investigation into the chal-
lenges and opportunities faced by midwives, oth-
er HCPs, and indeed, women themselves in the 
antenatal period (Terry et al. 2020). This showed 
that there is lack of confidence about teaching 
PFMT and managing UI within the antenatal 
care pathway. It also underlined that policies and 
guidelines were inconsistent at both the local and 
national levels (Terry et al. 2020).
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