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ABSTRACT
Pelvic floor dysfunctions are a serious problem in today's society, being the most
common conditions the following ones: pelvic organ prolapse, faecal incontinence
and urinary incontinence (the most frequent problem).

Lack of both information and means of prevention makes the percentage of these
dysfunctions higher, especially in female population. It is therefore, that this health
education programme will be focused on that part of the population, with the aim of
highlighting the need to create discussions and workshops for the prevention of
pelvic floor dysfunctions, focusing on the young population, as well as making known
its function and the structures it comprises.

This programme will be focused on first degree female students of physiotherapy,
medicine and nursing at the University of La Laguna, to whom talks and workshops
will be given, and who will be tracked during the following years of the degree. The
goal is to create awareness in the population about the importance of pelvic floor and
to make it stop being a taboo subject.

Key words: Pelvic floor, exercises, health education programme, physiotherapy,
prevention

RESUMEN
Las disfunciones del suelo pélvico suponen un grave problema en la sociedad
actual. Entre ellas podemos encontrar: prolapso de órganos pélvicos, incontinencia
fecal e incontinencia urinaria, siendo esta última la más común.

La falta de información y de medios para su prevención hacen que el porcentaje
de padecer dichas patologías aumente considerablemente, en especial entre la
población femenina. Es por ello que en este programa de educación para la salud
nos centraremos en esta parte de la población. Con ello se pretende resaltar la
necesidad de realizar charlas y talleres para la prevención de disfunciones del suelo
pélvico centrándonos en la población joven, así como dar a conocer el
funcionamiento del mismo y de las estructuras que lo componen.

Este programa se centrará en alumnas de primero de fisioterapia, medicina y
enfermería de la Universidad de La Laguna, a las cuales se les impartirá charlas y
talleres, y se les hará un seguimiento a lo largo de los años que dure la carrera. Lo
que se pretende es crear conciencia en la población sobre la importancia del suelo
pélvico y conseguir que deje de ser un tema tabú.

Palabras clave: Suelo pélvico, ejercicios, programa de educación para la salud,
fisioterapia, prevención
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1. INTRODUCTION
1.1. Pelvic floor
1.1.1. Structures that form the pelvic floor

Bony pelvis
The bony pelvis is composed of two bones which are connected posteriorly to the
sacrum and anteriorly to the pubic symphysis. Each bone is composed of the
ischium, ilium and pubis.1
The pelvic bone can be divided into two basins known as the major (or greater)
and minor (or lesser) which are separated by the pelvic brim.1, 2.

Figure 1.1. Bony pelvis.
Modified from: http://www.theodora.com/anatomy/images/image242.gif

Fascia
The endopelvic fascia is a system made of connective tissue that links the bladder,
urethra and the vagina to the pelvic walls. It is underneath the peritoneum and it
continues with the visceral fascia which covers the organs. Both the ligaments and
the endopelvic fascia consist of collagen fibers interlocked with elastin while other
structures like the sidewall of the pelvis are predominantly made of collagen.
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There are three different compartments in the pelvic floor: anterior, middle and
posterior.1
● ANTERIOR
In the anterior compartment there are important structures for urethral support like
the pubourethral ligaments that are made of connective tissue and extend from the
urethra to the pubic bone. The distal support has been described as connective
tissue that attaches the tendinous arch (a part of the pelvic fascia that is also inserted
in the pubic bone) to the vaginal wall, levator muscles and periurethral tissue. The
support of the urethra to the anterior vaginal wall is made possible thanks to the
attachment to the levator muscles and the endopelvic fascia (tendinous arch). 1
Other important ligaments that support the female urethra are the periurethral
(coming from the puborectalis muscle) and the paraurethral ligaments (coming from
the lateral wall of the urethra and spreading to the periurethral ligaments).3
Between the base of the bladder and the vaginal muscularis there is a little
percentage of endopelvic fascia. The support of the base comes from the joining of
the vagina to the pelvic fascia, specifically to the tendinous arch. There is also
another fascia called pubocervical fascia that goes from the pubic symphysis to the
anterior vaginal wall and mixes with the fascia that encloses the cervix. It continues
laterally with the pubococcygeus muscle.1
The different structures in this compartment provide a hammock support beneath
the urethra and vesical neck. The layer that helps in the supporting work of the
anterior compartment (holding the urethra and the bladder) comprises the anterior
vaginal wall and the connective tissue that joins both of them to the bony pelvis
through the levator ani muscle (specifically the pubovaginal portion) and the cardinal
and uterosacral ligaments (part of the tendinous arch).4
● MIDDLE
The paracolpium is the connective tissue encircling the vagina, which is fused
laterally with the fascia and the pelvic wall. Moreover, the uterus is surrounded by
another kind of connective tissue called parametrium. In the middle compartment
there are the so-called cardinal ligaments. Those ligaments extend from the cervix
and the superior part of the vagina to the lateral pelvic walls. The transverse cervical
2

ligaments of Mackenrodt (another way to name the cardinal ligaments) are originated
from the greater sciatic foramen above the piriformis muscles (located in the
sacroiliac joint). Medially, the parametrium and the paracolpium of the anterior
vaginal wall (pubocervical fascia) are the prolongation of these ligaments.
Other ligaments to take into account are the uterosacral; these are attached to the
cervix and upper vaginal fornices. Posteriorly, they are linked to the pre-sacral fascia
(in front of the sacroiliac joint). The connective tissue of the uterosacral ligaments are
a part of the cardinal ligaments that surround the cervix. Both of them hold the uterus
and the upper vagina in their place.1
● POSTERIOR
The rectovaginal fascia (part of the endopelvic fascia that goes from the posterior
wall of the vagina to the rectum anteriorly and links to the perineal body 3), which is
exceedingly thin, is found in this compartment. There is also a posterior rectovaginal
septum that consists of fibromuscular tissue (is extended from the peritoneum to the
perineal body). This septum allows the rectal and the vaginal walls to move freely. In
the distal part of the vagina, the wall is connected to the surrounding structures.
Anteriorly, the vagina fuses with the urethra and the muscles as well as the perineal
membrane. In the lateral parts it mixes with the levator muscles.
The lateral rectal ligaments (they are the fascial supports) extend from the sidewall
of the pelvis to the rectum.1

Figure 1.2. Ligaments of the endopelvic fascia.
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Perineum
It is a diamond-shaped area located superficial to the perineal membrane and
limited by the symphysis of the pubis, sacrotuberous ligaments, ischiopubic rami and
coccyx. In this area an arbitrary line that goes between the two ischial tuberosities
divides it into two triangles: the anterior urogenital (containing the female external
genitalia) and the posterior anal triangle.6

Pelvic Diaphragm
The pelvic diaphragm is basically formed by the levator ani muscle and coccygeus
muscle. The levator ani comprises three portions:
1. Puborectalis muscle: It originates from the posterior part of both sides of the
symphysis pubis. Innervated by the inferior anal nerve.7, 8
2. Pubococcygeus muscle: It is located laterally regarding to the puborectalis muscle,
and it goes from the pubis to the coccyx. Innervated by the inferior anal nerve. 8
3. Iliococcygeus muscle: It extends from the tendinous arch to the ischium.
Innervated by the inferior anal nerve.8

Figure 1.3. Parts of the levator ani muscle
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Moreover, the coccygeus muscle goes from the lower end of the sacrum to the
ischium. Innervated by the branches of the sacral plexus (S4-S5).8
4

Urogenital Diaphragm
The urogenital diaphragm is also called the perineal membrane. In the female
anatomy, the urogenital diaphragm links the ischiopubic rami to the urethra, vagina
and perineal body (structure formed by a smooth muscle which contains elastic
fibres).9
In this membrane there are two different areas: a dorsal (lateral to the perineal
body) and a ventral portion (lateral to the urethra). The dorsal portion is made of
connective tissue that attaches the perineal body and the vagina (the lateral part of it)
to the ischiopubic rami.
On the other hand, the ventral portion continues with the paravaginal and
paraurethral connective tissues and it holds the urethrovaginal sphincter muscle (it
surrounds the urethra8). There are two important surfaces: the caudal surface which
is fused with the vestibular bulbs and clitoris and the cranial surface which is
attached to the levator ani muscles. The ventral border is continuous with the
tendineus arch of the pelvis that is inserted into the pelvic bone. 10 All the muscles in
the urogenital diaphragm are innervated by the pudendal nerve (S2-S4).8

Figure 1.4. ATFP = Arcus tendineus, CL = Clitoris, VB = vestibular bulbs, PM = perineal membrane.
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Urethra
It is a complex structure that extends beneath the bladder to the external meatus. 1

Rectum
The last part of the gastrointestinal tract is formed by the rectum and anal canal.
The rectum is covered by the peritoneum in its upper third laterally but the other onethird of the rectum has not peritoneal cover. This portion of the rectum is covered by
the endopelvic fascia. The rectum is linked to this strong fascia (this area is known as
Waldeyer ring).11

Anal Sphincters
The anal canal is surrounded by two anal sphincter muscles: the internal and the
external sphincters. The first one is the extension of the smooth muscle layer of the
rectum, it is innervated by the sympathetic and parasympathetic (involuntary).The
levator ani muscles wrap this sphincter in its superior part, and in its distal part it is
wrapped by the superficial external sphincter muscle which is innervated by the
pudendal nerve.11, 8
Moreover, the external anal sphincter muscle is composed by subcutaneous and
superficial portions and it contains fast and slow twitch types. The muscle is attached
anteriorly to the perineal body and transverse perinei muscle, on the other hand in its
posterior part it is linked to the anococcygeal raphae.2

Figure 1.5. Anal sphincter muscles
Modified from: https://www.niddk.nih.gov/health-information/informacion-de-la-salud/enfermedadesdigestivas/control-intestinal

6

Relationship between pelvic floor, the transverse abdominis and the thoracic
diaphragm.

The thoracic diaphragm has three portions:
1. Costal portion: it goes from the 7th to 12th ribs to the central tendon.
2. Lumbar portion: its origin is in the medial part of the vertebral body (L1-L3),
intervertebral discs and right and left abutments. This portion is inserted in the
central tendon.
3. Sternal portion: it extends from the xiphoid process to the central tendon.

This muscle is innervated by the phrenic nerve (C3-C5). It is the main muscle
involved in the respiration and it also contributes to the abdominal viscera
compression. 8
The transverse abdominis is a deep muscle that goes from the costal cartilage,
lumbar-thoracic fascia and the iliac crest to the linea alba. It is innervated by the
intercostal nerves, iliohypogastric nerve and ilioinguinal nerve. Its function is to rotate
the body to the same side (unilateral) and compress the abdominal viscera
(bilateral).8
The transverse abdominis (TA) and the pelvic floor are synergists, which mean
that both of them contracts at the same time. The diaphragm also helps and works
with the pelvic floor in the maintenance of the posture together with breathing 12. It has
been found that the contraction of the diaphragm and the transverse abdominis
produce an increase of the intra-abdominal pressure which contributes to the lumbarpelvic stability (which is also a function of the pelvic floor), and decrease the stiffness
of the lumbar area.12, 13
Posture control is also very important for the continence of the sphincters and
pelvic stability. On the other hand, the co-relation between the transverse abdominis,
the diaphragm and the pelvic floor is necessary to coordinate different process such
as: coughing, micturition, parturition and defecation. Furthermore, it has been proved
that in the defecation process, the IAP increases when the TA and the diaphragm
contract at the same time, this causing a raise of the rectal pressure at the same time
that the pelvic floor muscles and anal sphincters relax to perform the defecation
process14.
7

Although more studies are still needed to corroborate these claims, it is known
that a dysfunction in the diaphragm can also cause problems of the pelvic floor
structures due to increased intra-abdominal pressure, which would promote the
development of pelvic floor disorders such as POP.12

1.1.2. Functions

Pelvic floor muscles (PFM) have an important function in the maintenance of the
abdominal and pelvic viscera. PFM also play an important role in standing and
sitting15.
Furthermore, PFM contribute to: 12
● Respiratory function
● Lumbo-pelvic stability: the pelvic floor, the transverse abdominis and the
diaphragm are related to the intra-abdominal pressure, so they contribute
directly to the lumbo-pelvic stability.13
● Sexual function
● Urinary continence: The urethra has two constrictor muscles by its own: the
smooth muscle sphincter and the external urethra sphincter that provides the
closurement of the urethra. 2
● Defecatory continence: The continence of the defecatory system is possible
thanks to both the internal anal sphincter and the external anal sphincter that
close the anal canal.2
● Expulsive function

8

1.2. What causes pelvic floor disorders? Risk factors
The development of pelvic floor dysfunctions is not clear nowadays. However,
there are certain conditions that contribute to its evolution:
 Vaginal childbirth: There is no specific cause that associates vaginal
childbirth with pelvic floor disorders but the efforts performed in the vaginal
delivery can cause the weakness of the PFM. Besides, it can trigger
neurological and muscle-aponeurotic injuries16,

17

. All the physiological

changes that a pregnant woman can experience, e.g. pressure increase
(because of the growing uterus and the weight of the fetus) can cause PFD.
Also the pregnancy-related hormonal changes (such as ascended level of
progesterone) can decrease the strength and supportive functions of the
sphincters of the pelvic floor18.
 Obesity: Obese people can be at risk of developing PFD (pelvic floor
dysfunction) because of their overweight. Although more studies are still
needed in this field to determine how obesity can affect and cause PFD 19.
 Ageing: In elderly people muscles get weaker and this causes a decline in
their muscle mass. Also the decline of estrogens origin the loss of tone and
sagging in the perineal muscles16, 20.

 Constipation: The most common problem is that the person who suffers
constipation tenses the sphincters and the pelvic floor muscles in a wrong
way, instead of relaxing them, so it causes a bowel control problem. A clear
example is when the person with constipation tries to defecate and
experiences pain, so unconsciously squeezes the sphincters to avoid ache 21.

 Radiation treatment: The conditions that have to be treated with radiation
(like endometrial or cervical cancer) damage PFM22.
9

1.3. Pelvic floor dysfunctions and symptoms
 Urinary incontinence: It is a loss of the control of the bladder. Usually most
of these problems occur when the muscles are too weak or hyperactive. The
most common types of urinary incontinence are23:
o Stress urinary incontinence: It occurs when pressure has been exerted
on the bladder, for example: when coughing, laughing, or sneezing. In
this case the bladder is too hyperactive24.
o Urge incontinence: It occurs when the person has sudden need to
urinate but is unable to contain it enough time to reach the bathroom.
This happens because the bladder and surrounding muscles are too
weak24.
− Faecal incontinence: Bowel control problem happens when liquid or solid
faeces or mucus pass accidentally from the rectum. People who suffer this
condition cannot control their bowel movement until reaching a toilet 21.
Faecal incontinence can be linked to some problems related to21:
1. Excessive quantity of faeces (or diarrhea)21
2. Dysfunction of the rectum21
3. Dysfunction of the anal canal closure

2

Constipation can cause that the largest, hard faeces stretch the rectum and
relax the internal sphincters. The liquid faeces can leak around the hard
stools16, 21.
− Pelvic Organ Prolapse (POP): It is a condition which is characterized by the
descent of the uterus, the vagina, the bladder or the bowel in the vaginal
interior or through it25.
The degree of affectation of the organs of the pelvis can depend on the
weakness of the pelvic floor and its location26:
10

o If the weakness occurs in the front side of the vaginal wall the outcome
is a cystocele26.
o On the other hand if the vaginal ceiling shows a weakness this can
cause an enterocele which occurs when the uterus is descended 26.
o And finally, rectocele is a defect in the backside of the vaginal wall
(close to the rectum) that can cause pelvic pain and difficulties to
defecate26, 27.
There are also two types of POP depending on the symptoms25, 26:
− Asymptomatic: The organs are descended but have not expanded
beyond the vaginal opening.
− Symptomatic: The organs and the tissues go through the vagina
opening.

11

2. THEORETICAL BACKGROUND

2.1.

Data on Pelvic Floor Dysfunctions

In order to make an evidence-based comparison, a considerable amount of
material is needed, so revisions with updated data require long periods of time. In
addition to that, the most common condition is urinary incontinence so it is harder to
find enough material about both POP and faecal incontinence.

2.2.

Surveys in the USA

Jennifer M. Wu et al used the National Health and Nutritional Examination Survey
from 2005 to 2010. In the survey, non-pregnant women (a total of 7,924) were
categorized as having:

- Urinary incontinence: moderate to severe
- Faecal incontinence
- Pelvic organ prolapse: seeing or feeling a bump

The results show that the prevalence of one or more PFD was 25%, the most
prevalent condition was UI with 17.1%, the faecal incontinence with 9.4% and finally
with 2.9% pelvic organ prolapse. In the study 95% confidence interval, weighted chi
square analysis and multivariate logistic regression models with odds ratios (OR) and
sampling weights were used.
The results can show that although rates did not change, pelvic floor conditions
are common in a quarter of adult women in USA who reported to have at least one
condition between UI, FI and POP.
Although rates of pelvic floor disorders did not change from 2005–2010, these
conditions remain common in one quarter of adult U.S. women reporting having at
least one condition.28
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2.3.

Surveys in Europe

A first survey was conducted in four European countries: Spain, France, Germany
and the United Kingdom. Out of the 29,500 questionnaires, 2960 women who had UI
symptoms were randomly selected to send a detailed follow-up questionnaire. In the
second questionnaire the following information was collected:

- Impact in their quality of life
- Severity of the symptoms
- How bothersome their incontinence was

The questionnaire was replied by 1573 women, of which more than an 80%
informed that the symptoms they have because of the urinary incontinence were
bothersome. This revealed that the urinary incontinence produced a high impact in
their quality of life because of the annoyance, which worsened depending on the
severity of UI.29

2.3.1 Spain
On the other hand, in Spain an interview was carried out in four population groups
of which the one we are more interested in is the working women (25-64 years-old).
The prevalence of urinary incontinence in this group was 4,01%.
The results show that urinary incontinence and hypertension have a prevalence of
10% in Spain.30

2.3.2 Germany and Denmark
A postal survey was displayed in Germany and Denmark which included 8000
women (age 18+ years). Thanks to this survey, which response rate was 46,20% in
Germany and 66,6% in Denmark, Schreiber Pedersen et al found that 48,3% and
46,4% were the prevalence of UI in Germany and Denmark, respectively. Vaginal
delivery, ageing and other factors have been associated with urinary incontinence.
The results can evidence that the prevalence rates were similar in Germany and
Denmark.31
13

3.

DESIGN OF A HEALTH EDUCATION PROGRAMME

3.1.

Technical data identifying the programme

− Programme

title:

“Prevent

conditions

associated

with

Pelvic

Floor

Dysfunction.” (Banner -own elaboration-: Appendix 1)
− Location of the Programme and who is it for: This programme is for all female
students in their first year of physiotherapy, medicine and nursing degrees that
want to know how to prevent pelvic floor dysfunctions in the future. The
location is the Faculty of Health Sciences, University of La Laguna.
− Trainer: Stefanía Viñas Medina, Physiotherapist

3.2.

Programme justification

This programme has been made with the purpose of being aware of the pelvic
floor and its function. It is aimed at all young women who in the future can become
pregnant to try to prevent the appearance of one or more dysfunctions that can occur
during or after this period.
It is intended to make women aware of both the importance of the pelvic floor and
of obtaining a good maintenance of it, so in the future the appearance of dysfunctions
associated with it can be avoided.
The problem is due to the great general ignorance or lack of information that the
population, particularly the younger one, has about the incidence of this condition
and how to prevent it or in case the dysfunction is already established how to treat it.
Over the years, the pelvic floor gets weaker, so it is more convenient to treat it from
an early age in order to strengthen it and avoid and / or reduce as much as possible
the occurrence of dysfunctions associated with the pelvic floor.
The lack of knowledge on great part of the population causes an increase in the
prevalence of the different conditions (urinary incontinence, pelvic organ prolapse
and faecal incontinence), so this causes a significant increase in socioeconomic cost,
that is to say, a lack of information may lead to a failure to perform the appropriate
14

treatments. Therefore, if the condition can get worse, the treatment of a more severe
dysfunction increases the cost of a suitable treatment.
This programme also aims at the pelvic floor to stop being a taboo subject, since
many women try to hide these types of problems due to fear or embarrassment.

3.3.

Programme goals

Main goals:
● To provide information about the pelvic floor and its dysfunctions
● To prevent these conditions from happening and reoccurring
● To raise awareness of the importance of pelvic floor

Secondary goals:
● To try to make the pelvic floor not a taboo subject
● To decrease socio-economic cost in the long term

3.4.

Timing

The programme will be 4 weeks long and it will be divided into 4 sections:
− Talks: The first part will include talks lasting one and a half hours, to be held in
one week for three days (Monday, Wednesday and Friday). In total there will
be three talks. They will consist of a physiotherapist explaining the most
common dysfunctions of the pelvic floor and their causes, together with a talk
about data on pelvic floor conditions and how to prevent them. There will also
be a talk about the importance of the pelvic floor and its lack of awareness
among general population. This issue will also couple with a series of
workshops so that female students who attend the programme will be clear
about both theoretical and hands-on issues.

15

− Workshops: The second part consists of practical activities and some
explanations about the importance of breathing correctly. It will be run twice
per week for three weeks, except in the second week when one workshop will
be held. The programme will comprise a total of five workshops. In the first
one, female students will be handed out a specific questionnaire to know if
they have some kind of condition related to pelvic floor and another
questionnaire about their quality of life also related to pelvic floor. The other
four will entail practical workshops for female students to learn to perform
exercises for the strengthening of the pelvic floor as well as to work their
breathing and to learn to stretch their muscles correctly.
− Assessment: This is going to take place on the last day and it will help us to
know if the attendants have learned what we have taught them throughout
these 5 weeks.
− Annual follow-up: Every year interviews will be made with the students to
know if they are doing all the exercises and how often and finally if they have
noticed any change.

3.5. Spending plan
A spending plan has been made to know an estimate of the total costs which
will be involved if this programme will carry out. (-Own elaboration-)
Item

Expense

Mats

360€

Balls

1800€

Ropes

1080€

TOTAL

3240€

Table 3.1. Spending plan
Source: Own elaboration
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3.6. Schedule
The students will be divided into 6 groups composed of 30 people each. Talks
and workshops will be performed in different hours. Groups will be chosen at
random. (-Own elaboration-)

Table 3.2. Schedule
Source: Own elaboration

Table 3.3. Caption
Source: Own elaboration

17

3.7.

Sequence of activities. Educational development programme

3.7.1. Talks
● Talk 1: Anatomy of the pelvic floor
o Talk about the different structures that form the pelvic floor: bones, fascias
and muscles.
o Parts of the bony pelvis (with a model)
− Ischium
− Ilium
− Pubis
o Fascias (with images):
− The endopelvic fascia
− Structures that form the anterior fascia
− Structures that form the middle fascia
− Structures that form the posterior fascia
o Muscles (with a model of the pelvic floor):
− What does the pelvic diaphragm form part of?
− What does the urogenital diaphragm belong to?
o Structures that are part of the pelvic floor (with models)
− Brief summary of the urethra, rectum and the anal sphincters

● Talk 2: Functions, conditions, risk factors and data about pelvic floor
dysfunctions
o Functions of the pelvic floor
− Maintenance of the abdominal and pelvic viscera
18

− Respiratory function
− Sexual function
− Lumbo-pelvic stability
− Urinary continence
− Faecal continence
− Expulsive function
o Causes of pelvic floor dysfunctions and risk factors
− Vaginal childbirth
− Obesity
− Constipation
− Ageing
− Radiation treatment
o Pelvic floor dysfunctions and symptoms
− Urinary incontinence and its types
− Faecal incontinence
− Pelvic Organ Prolapse (POP)
o Data on pelvic floor conditions
− USA: The National Health and Nutritional Examination Survey from
2005-2010 revealed that pelvic floor conditions remain common in
one quarter of female adults in USA.
− EUROPE: Related to urinary incontinence (UI), a survey conducted
in Spain, Germany, France and UK revealed that UI produced a high
impact in the quality of life of females that are affected with this
condition.
● Talk 3: Importance of posture and lack of information related to PF
o Importance of posture:
− Talk about the importance of keeping a good posture in order to
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maintain the lumbo-pelvic stability
− Importance of breathing in order to hold the pelvic and abdominal
viscera
o Pelvic floor: a taboo subject
− Talk about the lack of information related to pelvic floor conditions
and their treatments.
− Discuss the relationship between population ignorance and increase
of the socio-economic cost.

o Doubts and questions

3.7.2. Workshops
● Workshop 1: Survey and discussion
A survey -own elaboration- will be passed on (Appendix 2) to know about some
symptoms that female students may have related to pelvic floor dysfunctions. We
will discuss what kind of problems can be developed and how to recognize them
in time. All exercises will be performed on a mat except those exercises that
require a ball or a chair.
● Workshop 2: Explanation of the exercises and how to breathe correctly
We will explain the importance of breathing and how to perform it. It will also be
explained why we will strengthen the muscles and what the stretching exercises
are.
To make the workshop more enjoyable the students have to play a role: one of
them is the physiotherapist and the other one is the patient. The students that
play the physiotherapist’s role have to make sure that the students that are
playing the patient’s role are breathing correctly. Afterwards, when the students
breathe perfectly, the roles will change.
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How to breathe correctly?
First of all, we will lie on our back on the mat, with our legs and arms
fully stretched. We will place our hands on both sides of the ribs to help us
direct our breathing properly. Then we will inhale by the nose, inflating the
lungs, and later we will exhale the air slowly by the mouth carrying the navel
upwards and inwards. (Figures 3.1. and 3.2.)
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Figure 3.1.
Source: Own elaboration
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Figure 3.2.
Source: Own elaboration

● Workshop 3: Exercises combined with breathing
In this workshop we will combine breathing (taught in the second workshop) and
exercises. These exercises are designed to work all the pelvic muscles together with
abdominal and leg muscles.
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o First exercise: With both knees bent, we tell the students to breathe in and
when they breathe out they have to lift one leg up off the mat (still bending)
and bring it to the chest. Then the students have to inhale and when they
exhale again they have to place their legs as they were in the starting
position. They must repeat the exercise 5 times with each leg.
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Figure 3.3.
Source: Own elaboration

o Second exercise: With one knee bent and the other one extended, we tell
the students to breathe in and when they breathe out they have to lift up
the extended leg off the mat without bending the knee. Then, they have to
breathe in again and exhale while returning the leg to the starting position.
They should repeat the exercise 5 times with each leg.
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Figure 3.4.
Source: Own elaboration

o Third exercise: With both knees bent, the students have to inhale and when
they exhale 1/3 parts of the air, they have to raise both legs off the mat and
straighten them up at the same time while they are exhaling. Next, they
22

have to breathe in and while they breathe out, they have to carry the leg to
the starting position. They must repeat 5 times with each leg.
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Figure 3.5.
Source: Own elaboration

o Fourth exercise: With both knees bent, the students have to breathe in and
while they are breathing out they have to lift up the buttocks off the mat and
put them in tension. Then, breathe in and while they are exhaling they have
to return very slowly to the starting position. They should repeat 5 times.
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Figure 3.6.
Source: Own elaboration

o Fifth exercise: This exercise is designed to work the transversus
abdominis. First of all, we tell the students to bend both knees and place
their hands in front of their faces, with the back of their hands upwards
(looking at their nails). We invite them to tense their arms and hands (as if
we wanted to touch both hands and at the same time we wanted to
separate them). We tell them to inhale and while they are exhaling we ask
them to lift up both legs off the mat at the same time until they reach a 90
degree angle. Then breathe in again, and breathe out while they bring their
legs back to the starting position. They must repeat 5 times.
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34

Figure 3.7.
Source: Own elaboration

● Workshop 4: Stretching exercises
For this workshop we are going to do the stretching, first with a rope and then
without it. These exercises are for the posterior part of the legs to stretch all the
structures like muscles (calf muscles, hamstrings, adductors and abductors muscles
among others) and fascia.
− USING A ROPE:
o First exercise: With their back on the mat and both legs straight and
aligned with the hip, we tell the students to take the rope and hold both
ends passing the middle of it to the middle of the sole. Next, we ask them
to breathe in and while they are breathing out they have to lift up the leg off
the mat without bending the knee and then put the sole in a 90 degree
angle to stretch the posterior part of the leg. As always, they have to
breathe in and while they are breathing out, place the leg in the starting
position. They have to keep the stretching one minute and then repeat with
the other leg. They should repeat 3 times with each leg.

34

Figure 3.8.
Source: Own elaboration
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o Second exercise: With the same position as the first exercise we tell the
students to hold the rope and pass the middle of it to the middle of the sole
grabbing the rope with the hand on the same side as the leg. They have to
put the other arm in a 90 degree angle to try keeping the posture. When
the students breathe out they have to carry the leg outwards (abduction).
They have to keep the stretching one minute and then repeat with the other
leg. They must repeat 3 times with each leg.
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Figure 3.9.
Source: Own elaboration

o Third exercise: Same posture. Now, they have to grab the rope with the
opposite hand and pass the middle of it to the middle of the sole and while
they are exhaling they have to take the leg inwards (adduction). They have
to keep the stretching one minute and then repeat with the other leg. They
should repeat 3 times with each leg.

34

Figure 3.10.
Source: Own elaboration

o Fourth exercise: The same posture. In this exercise we tell the students to
grab the ends of the rope with both hands each and pass the middle of it to
the middle of both soles. Then we ask them to breathe in and when they
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are breathing out they have to press the butt downwards and lift up both
legs off the mat without bending the knees. They have to keep the
stretching for one minute, repeating 3 times.
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Figure 3.11.
Source: Own elaboration

− WITHOUT A ROPE
o First exercise: Stretching the pyramidalis muscle. In this exercise the
students have to sit down on a hard pillow and with their backs straight,
they have to extend one leg and bend the other, then cross the bending leg
above the extended one and next they “hug” the leg with the opposite arm
and finally rotate the body to the opposite side (this has to be performed
while breathing out). They have to keep the stretching one minute and then
do it again with the other leg. They must repeat 3 times with each leg.

34

Figure 3.12.
Source: Own elaboration
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o Second exercise: With the same position except that this time both legs
have to be extended and slightly separated. They must bring their hands
forwards to try to touch their feet. They have to keep the stretching one
minute, repeating 3 times.
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Figure 3.13.
Source: Own elaboration

o Third exercise: Stretching the psoas major muscle. First of all we tell the
students to kneel down on the mat and bring one leg forwards (with the
knee still bent) and the other one straightened backwards. They have to
keep the stretching for one minute and then repeat with the other leg. They
must repeat 3 times with each leg.

34

Figure 3.14.
Source: Own elaboration
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● Workshop 5: Exercises with ball. Survey and tips

In this final workshop we are going to do some exercises with the ball and then we
are going to conduct a survey (Appendix 3) to know if the students have enjoyed and
have taken advantage of both talks and workshops and also if they would like
something else or disliked anything. Finally we are going to give them some tips to
perform those exercises at home. In these exercises we will work different muscles
like pelvic floor muscles, thoracic diaphragm and transversus abdominis among
others.
o First exercise: pelvic retroversion and anteversion. The students have to sit
on the ball and move the bony pelvis backwards and upwards. All the
movements have to be performed while they are breathing out.
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Figure 3.15.
Source: Own elaboration

o Second exercise: We tell the students to do circular motions with the bony
pelvis.

o Third exercise: Stability work. The students have to try to keep the posture
and the balance while they are with one leg lifted off the floor and straight.
28

We can increase the difficulty if we ask them to maintain the leg straight
and put both arms up.

34

Figure 3.16.
Source: Own elaboration

34

Figure 3.17.
Source: Own elaboration
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After finishing the exercises we will conduct the survey (Appendix 4). Then, we will
tell them some tips to do the exercises at home:
1. Don’t forget to do the movements when you are breathing out
2. It is important to maintain a good posture
3. The best way to increase the elasticity and strengthening of the pelvic floor
muscles and structures is to perform these exercises everyday but if this is not
possible, at least do them 3 times a week.

Finally, we will invite them to ask any doubts or questions.

3.8.

Evaluation of results

The programme evaluation is a useful tool to analyze and improve the programme.
This helps to know if it is needed for the population, and if there can be some problems
to carry out the programme, such as financing and implementing it. The evaluation of the
results refers to those programme outcomes that can be associated with dimensions of
quality of life and human development.
In short, the expected results for this health programme are that the young female
population can avoid or reduce pelvic floor dysfunctions in order to improve their quality
of life.
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4.

CONCLUSIONS AND FINAL CONSIDERATIONS
1) It is essential for the female population to acquire a profound knowledge of
pelvic floor dysfunctions in order to make their prevention possible.

2) Young population should be fully aware of the importance of pelvic floor,
with the aim of achieving an improvement in their quality of life, especially
because of the great prevalence of urinary incontinence.

3) Where programme activities are concerned, creating a pleasant and
stimulating environment in the workshops is indispensable for the
students, with a view to feel comfortable and unafraid of being judged.

4) Due to the lack of information about this issue, our health education
programme aims to help to create public awareness of pelvic floor
dysfunctions as well as to decrease their incidence, in an attempt to avoid
their future appearance.

5) This pilot programme will be offered to a very specific sample; hence, only
female students from three different health science degrees at the
University of La Laguna will be involved. Nevertheless, this project could
be expanded on a broad scale considering other groups and collectives,
both inside and outside university.

6) This

health

education

programme

also

intends

to

reduce

the

socioeconomic cost in the long term, since an early prevention of pelvic
floor conditions, leading to a consequent unnecessary treatment, will
generate less or no expenses at all.
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Appendix 1: Banner
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Appendix 2: Survey in Spanish

Edad: ___
Grado: ____________

1. ¿Practica algún deporte de riesgo?

2. ¿Tiene sobrepeso?

3. ¿Sufre o ha sufrido estreñimiento crónico?

4. ¿Alguna vez ha tenido pérdidas de orina mientras realizaba algún tipo de
esfuerzo como reír o toser?

5. ¿Sufre infecciones de orina frecuentes?

6. ¿Alguna vez ha tenido un parto vaginal?

7. ¿Tiene algún tipo de problema a la hora de retener gases?

8. Cuando está manteniendo relaciones sexuales, ¿nota alguna molestia?

9. ¿Tiene la necesidad de ir al baño con urgencia?

10. ¿Ha estado sometida a algún tratamiento con radiación?

11. ¿Sufre dolor pélvico crónico?

12. ¿Alguna vez ha tenido una cirugía pélvica?
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Appendix 3: Survey in English

Age: ___
Degree: ___________

1. Do you practise any extreme sport?

2. Are you overweight?

3. Do you have or have suffered from chronic constipation?

4. Have you ever had leakage of urine while making efforts like laughing or
coughing?

5. Do you suffer from frequent urinary infections?

6. Have you ever had a vaginal childbirth?

7. Do you have any kind of problems holding back gases?

8. When you are maintaining sexual relations, do you notice any pain?

9. Do you feel the urgency to go to the bathroom frequently?

10. Have you been on radiation treatments?

11. Do you suffer chronic pelvic pain?

12. Have you ever had a pelvic surgery?
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Appendix 4: Satisfaction survey in Spanish

Edad: ___
Grado: ____________

1. ¿Te ha gustado el programa?

2. ¿Qué te parecieron las charlas?

3. La información que se te ha dado, ¿te ha parecido útil?

4. ¿Harías los talleres otra vez?

5. ¿Han sido útiles los ejercicios que has aprendido?

6. ¿Piensas que el programa debe mejorar?

7. ¿Dirías que el programa es útil?

8. ¿Añadirías algo al programa? Y si es así, ¿el qué?

9. ¿Las charlas te han parecido interactivas?

10. ¿Consideras que el programa te ha proporcionado suficiente información
sobre el suelo pélvico y su función?
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Appendix 5: Satisfaction survey in English

Age: ___
Degree: ____________

1. Did you like the programme?

2. What do you think about the talks?

3. Was the information given useful to you?

4. Would you do the workshops again?

5. Have the exercises you have learned been useful?

6. Do you think the programme should be improved?

7. Would you say the programme is useful?

8. Would you add anything to the programme? And if so, what?

9. Have the talks been interactive?

10. Do you think the programme has given you enough information about pelvic
floor and its function?
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