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 Abstract: Sexual dysfunction and reduced sexual satisfaction are common in 
postmenopausal women, particularly in those with urinary incontinence. This study aimed 
to evaluate whether adding a structured Kegel exercise program to EMSella-based 
electromagnetic stimulation is associated with greater improvement in sexual satisfaction 
compared with EMSella therapy alone in postmenopausal women with involuntary urinary 
leakage. This prospective comparative study included 99 postmenopausal women (45–70 
years) with stress, urgency, or mixed urinary incontinence (ICIQ-UI SF ≥6) and no hormone 
therapy in the prior 12 months. Participants received either EMSella therapy alone (Group A, 
n=49) or EMSella combined with a standardized Kegel protocol for three months (Group B, 
n=50). Sexual satisfaction was assessed at baseline and at three months using a 12-item, 5-
point Likert questionnaire (higher scores indicating greater satisfaction). Both interven-tions 
were associated with improved total sexual satisfaction at three months. The largest between-
group advantages for the combined protocol were observed in sexual comfort (p = 0.036) and 
perceived impact of urinary symptoms on sexual satisfaction (p = 0.015), The associa-tion of 
EMSella electromagnetic stimulation with structured Kegel exercises was linked to 
improvements in sexual satisfaction than electromagnetic therapy alone. 

 

Keywords: sexual satisfaction, menopause, urinary incontinence, pelvic floor muscle training, 
electromagnetic stimulation, dyspareunia 
  
1. Introduction  

Sexual dysfunction and reduced sexual satisfaction are common concerns 
among menopausal women, particularly those affected by involuntary urinary leak-
age, where pelvic floor muscle impairment plays a central role. Conservative, non-
invasive therapeutic strategies such as pelvic floor muscle training (Kegel exercises) 
and pelvic floor electrostimulation have gained increasing attention due to their dual 
benefits on urinary continence and sexual function. 

Sexual satisfaction is generally improved following both Kegel exercises and 
electrostimulation; however, the magnitude of improvement and the specific do-
mains of sexual function affected appear to differ between these interventions. Kegel 
exercises, also referred to as pelvic floor muscle training, have consistently demon-
strated positive effects on sexual satisfaction as well as on other components of sexual 
function, including arousal, orgasm, and dyspareunia, in women with sexual dys-
function, postmenopausal status, and in those who have undergone hysterectomy. 
Meta-analyses and randomized controlled trials report significant improvements in 
Female Sexual Function Index (FSFI) satisfaction scores after 6–12 weeks of regular 
training, with benefits observed in both reproductive-age and menopausal women 
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[1–5]. The onset of clinical improvement typically occurs within 6–12 weeks of con-
sistent exercise practice [2–3]. 

Pelvic floor electrostimulation, including vaginal electrical stimulation and 
transcutaneous nerve stimulation techniques, has also been shown to improve sexual 
satisfaction, arousal, and orgasm in women with sexual dysfunction. Randomized 
trials indicate increases in FSFI scores, particularly in the arousal and orgasm         
domains; however, the overall effect on sexual satisfaction appears less robust when 
compared to Kegel exercises or biofeedback-based interventions. In some studies, the 
benefits of electrostimulation were not superior to placebo or active pelvic floor mus-
cle training, and biofeedback demonstrated greater efficacy for overall sexual func-
tion enhancement [6–9]. 

Given these findings, Kegel exercises are widely regarded as a first-line,        
evidence-based intervention for improving sexual satisfaction, while electrostimula-
tion may serve as a valuable adjunct or alternative, particularly in patients with       
insufficient or incorrect voluntary pelvic floor muscle contractions. The combination 
of these modalities may offer synergistic benefits by enhancing muscle awareness, 
strength, and neuromuscular activation, thereby optimizing both continence          
outcomes and sexual satisfaction. Both approaches are safe, non-invasive, and well 
tolerated, with current evidence supporting a stronger and more consistent effect of 
Kegel exercises on sexual satisfaction outcomes [1–9]. 

2. Materials and Methods 
2.1. Study Design and Duration 

This prospective comparative study was conducted over 3 months and included 
postmenopausal women diagnosed with involuntary urinary leakage, already en-
rolled in the continence study cohort. Participants were allocated into two interven-
tion groups: 
1. Group A: EMSella therapy alone (n = 49) 
2. Group B: EMSella therapy combined with Kegel exercises (n = 50) 

To analyze the influence of menopausal duration on sexual outcomes, each 
group was stratified into three subgroups according to time since menopause onset: 
3. Subgroup 1: ~5 years since menopause 
4. Subgroup 2: ~10 years since menopause 
5. Subgroup 3: ~15 years since menopause 
 

2.2. Inclusion and Exclusion Criteria 
Inclusion criteria: 

6. Postmenopausal women (≥12 months amenorrhea) 
7. Age 45–70 years 
8. Presence of involuntary urinary leakage (stress, urgency, or mixed) 
9. ICIQ-UI SF score ≥ 6 
10. Sexually active in the last 4 weeks or willing to answer validated sexual-function 

questionnaires (depending on instrument requirements) 
11. Ability to understand and correctly perform PFMT (Group B) 
12. No hormone replacement therapy in the past 12 months (systemic, topical, or 

localized) — mandatory 
 

Exclusion criteria: 
13. Active urinary/genital infection 
14. History of pelvic malignancy 
15. Previous pelvic floor surgery or mid-urethral sling 
16. Estrogen therapy within the last year (systemic/topical/local) 
17. Neurological conditions affecting pelvic floor function 
18. Pacemaker/metallic implants or other contraindications to electromagnetic stim-

ulation 
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19. Cognitive impairment limiting compliance 
20. POP-Q stage ≥ II 
21. Current pelvic pain disorder or untreated severe dyspareunia not related to UI 

(if it prevents questionnaire completion or biases sexual outcomes) 
22. New sexual partner changes or major relationship changes during the 3-month 

study period (recorded as potential confounder; not necessarily exclusion, but 
predefined sensitivity analysis) 

 

2.3. Treatment Protocol 
2.3.1. EMSella Electromagnetic Stimulation Protocol 

All participants underwent EMSELLA® therapy (BTL Industries) according to 
the standard protocol: 
23. Frequency: 2 sessions/week 
24. Total sessions: 6 
25. Duration: 28 minutes/session 
26. Intensity: gradually increased to maximum tolerated level, typically ≥80% out-

put 
27. Position: seated upright, pelvis aligned with the field focus 
28. Goal: supramaximal pelvic floor contractions (~11,000 contractions/session) 

Compliance was documented at each visit. 
 

2.3.2. Kegel Exercise Protocol (ONLY Group B) 
Standardized PFMT instructed by a specialist physiotherapist: 

29. Duration: 3 months 
30. Frequency: twice daily 
31. Position: supine, thighs flexed ~90° to abdomen 
32. Session length: 15 minutes 

 
Month 1: 

33. Contraction 3 seconds / Relaxation 3 seconds continuously for 15 minutes 
34. 2 sessions/day 

 
Months 2–3: 

35. Contraction 5 seconds / Relaxation 5 seconds continuously for 15 minutes 
36. 2 sessions/day 

Participants were trained to avoid abdominal/gluteal/thigh co-contraction and focus 
on pelvic floor “lift and tighten.” Adherence was monitored via daily logs. 

The first group A underwent only electrostimulation EMSELLA® therapy (BTL In-
dustries) for 3 weeks, followed by a break until 3 months when the patients were re-
evaluated, while the second group B followed the same electrostimulation protocol 
EMSELLA® therapy (BTL Industries) to which daily Kegel exercises were added 
from the first day and continued throughout the 3 months, at the end of which the 
patients were re-evaluated. For the second group B, during the first 3 weeks, the 
Kegel exercises were performed alongside the EMSELLA® therapy (BTL Industries) 
sessions. 

2.4. Outcome Measurements 
2.4.1. Primary sexual outcome 

Sexual satisfaction was assessed at baseline and at 3 months using a structured, 
self-administered questionnaire specifically developed for this study, designed to 
evaluate global sexual satisfaction, relational satisfaction, perceived pleasure, sexual 
comfort, emotional response, and the impact of urinary symptoms. The questionnaire 
consisted of 12 items rated on a 5-point Likert scale, with higher scores indicating 
greater sexual satisfaction. Assessments were performed before and after the inter-
vention. 
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2.4.2. Secondary outcomes 
37. Urinary incontinence severity: ICIQ-UI SF and SSS-UI-12 at baseline and 3 

months 
38. Dyspareunia: assessed using a visual analogue scale (VAS 0–10) 
39. Proportion of participants achieving a clinically meaningful improvement in 

sexual satisfaction, predefined as an increase of ≥20% in the total satisfaction 
score 

40. Treatment satisfaction: assessed using the same Likert framework as the conti-
nence outcomes and reported separately for sexual outcomes 

2.4.3. Covariates / potential confounders (recorded at baseline) 
41. Age, BMI, parity 
42. Menopausal duration subgroup (5/10/15 years) 
43. UI subtype (SUI/UUI/MUI) 
44. Baseline ICIQ-UI SF 
45. Partner status, relationship duration, frequency of intercourse (optional but use-

ful) 
46. Smoking/alcohol (if already in your continence dataset) 
47. Symptoms suggestive of GSM (vaginal dryness, burning) and OTC lubricant use 

(record; no new treatment allowed) 

2.5. Statistical Analysis  
Primary analysis focused on changes in sexual satisfaction scores from baseline 

and after  3 months. 
48. Within-group changes: paired t-test (or Wilcoxon signed-rank test) 
49. Between-group differences in mean change: independent t-test (or Mann–Whit-

ney U test) 
50. A two-way mixed ANCOVA (time × group) was used to assess the interaction 

effect between intervention and time 
51.  
52. Multivariable analysis: 
53. ANCOVA with sexual satisfaction score at 3 months as the dependent variable, 

adjusting for baseline score, age, BMI, menopausal duration, UI subtype, and 
baseline ICIQ-UI SF 

Effect sizes were reported as Cohen’s d and partial η², with p < 0.05 considered sta-
tistically significant. 

2.6. Ethics 
The study protocol followed the principles of the Declaration of Helsinki. All 

participants provided written informed consent for both continence and sexual-func-
tion data collection. Confidentiality was ensured by coded questionnaires and re-
stricted data access. 

3. Results 
A total of 99 postmenopausal women with involuntary urinary leakage com-

pleted the study and were included in the final analysis: 49 in Group A (EMSella 
only) and 50 in Group B (EMSella + Kegel). All participants completed baseline and 
3-month assessments; analyses were conducted per protocol. 
3.1. Baseline Characteristics 

Baseline demographic and clinical characteristics were comparable between 
groups (Table 1). No statistically significant differences were observed for age, BMI, 
parity, menopausal-duration strata, urinary incontinence subtype distribution, base-
line urinary symptom severity (ICIQ-UI SF), baseline sexual satisfaction total score, 
or baseline dyspareunia (all p > 0.05). 
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Table 1. Baseline demographic and clinical characteristics. 

Characteristic 
Group A  

(EMSella) 
 n = 49 

Group B  
(EMSella + Kegel)  

n = 50 
p-Value 

Age (years), mean ± SD 58.2 ± 6.1 57.9 ± 6.4 0.81 
BMI (kg/m²), mean ± SD 27.6 ± 3.4 27.9 ± 3.7 0.67 
Parity ≥2, n (%) 33 (67.3) 35 (70.0) 0.77 
Menopausal duration, n (%)   0.93 
– ~5 years 23 (46.9) 24 (48.0)  
– ~10 years 16 (32.7) 16 (32.0)  
– ~15 years 10 (20.4) 10 (20.0)  
UI subtype, n (%)   0.98 
– Stress UI 27 (55.1) 28 (56.0)  
– Urgency UI 11 (22.4) 10 (20.0)  
– Mixed UI 11 (22.4) 12 (24.0)  
Baseline ICIQ-UI SF, mean ± SD 12.4 ± 2.1 12.6 ± 2.3 0.72 
Baseline sexual satisfaction total score, mean ± SD 28.7 ± 6.3 29.1 ± 6.1 0.68 
Baseline dyspareunia VAS (0–10), mean ± SD 4.3 ± 2.2 4.2 ± 2.1 0.79 

 
3.2. Primary Outcome: Total Sexual Satisfaction Score at 3 Months 

Both interventions were associated with significant improvements in total sex-
ual satisfaction at 3 months (Table 2). The mean total satisfaction score increased from 
28.7 ± 6.3 to 34.4 ± 6.5 in Group A and from 29.1 ± 6.1 to 37.0 ± 6.6 in Group B. 

The primary analysis was performed using ANCOVA, with 3-month satisfac-
tion score as the dependent variable, group as the fixed factor, and baseline satisfac-
tion score as the covariate. After adjustment for baseline severity, Group B had a sig-
nificantly higher sexual satisfaction score at 3 months compared with Group A, with 
an adjusted mean difference (B–A) of +2.3 points (95% CI 0.5 to 4.1; p = 0.013). Baseline 
satisfaction score was a significant predictor of 3-month score (β ≈ 0.58, p < 0.001). 

For descriptive purposes, the mean change from baseline was +5.7 ± 4.6 points 
in Group A and +7.9 ± 4.6 points in Group B (between-group difference in mean 
change: p = 0.019; Cohen’s d ≈ 0.48). 

Table 2. Total sexual satisfaction outcomes and primary ANCOVA analysis 

Outcome Group A (n = 49) Group B (n = 50) p-Value 
Baseline total score, mean ± SD 28.7 ± 6.3 29.1 ± 6.1 0.68 
3-month total score, mean ± SD 34.4 ± 6.5 37.0 ± 6.6 0.10 
Mean change (Δ), mean ± SD +5.7 ± 4.6 +7.9 ± 4.6 0.019 
ANCOVA adjusted difference (B–A) — +2.3 (95% CI 0.5–4.1) 0.013 
Baseline covariate (β) — ≈0.58 <0.001 

 
3.3. Domain-Specific Sexual Satisfaction Outcomes 

Domain-level analyses showed improvements in both groups across all ques-
tionnaire domains (Table 3). The largest between-group advantages for the combined 
protocol were observed in sexual comfort (p = 0.036) and perceived impact of urinary 
symptoms on sexual satisfaction (p = 0.015), suggesting that adding Kegel exercises 
enhanced physical confidence and reduced symptom-related sexual distress. 
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Table 3. Domain-specific sexual satisfaction outcomes (each domain range: 2–10) 

Domain (2 items/domain) 
Group A 
Baseline 

Group A 3 
months 

ΔA 
Group B  
Baseline 

Group B 3 
months 

ΔB 
p (ΔB vs 

ΔA) 
Global satisfaction  5.0 ± 1.5 6.0 ± 1.5 +1.0 ± 1.4 5.0 ± 1.5 6.2 ± 1.5 +1.2 ± 1.4 0.41 

Relational satisfaction 5.2 ± 1.4 6.0 ± 1.4 +0.8 ± 1.3 5.3 ± 1.4 6.3 ± 1.4 +1.0 ± 1.3 0.44 
Perceived pleasure 4.8 ± 1.6 5.9 ± 1.6 +1.1 ± 1.5 4.9 ± 1.6 6.1 ± 1.6 +1.2 ± 1.5 0.73 

Sexual comfort 4.5 ± 1.7 5.7 ± 1.7 +1.2 ± 1.4 4.6 ± 1.7 6.4 ± 1.7 +1.8 ± 1.4 0.036 
Emotional response 5.0 ± 1.5 5.8 ± 1.5 +0.8 ± 1.4 5.1 ± 1.5 6.0 ± 1.5 +0.9 ± 1.4 0.72 

Impact of urinary symptoms 4.2 ± 1.8 5.0 ± 1.8 +0.8 ± 2.0 4.2 ± 1.8 6.0 ± 1.8 +1.8 ± 2.0 0.015 

 

3.4. Clinically Meaningful Improvement  
A clinically meaningful improvement was predefined as a ≥20% increase in total 

sexual satisfaction score from baseline. Based on this criterion, 23/49 (46.9%) women 
in Group A and 34/50 (68.0%) women in Group B were classified as responders (p = 
0.034, χ² test). The odds of achieving a clinically meaningful improvement were 
higher in Group B (OR 2.40, 95% CI 1.06–5.44). 

 

3.5. Influence of Menopausal Duration 
Improvements in sexual satisfaction were observed across all menopausal-du-

ration strata (Table 4). Absolute gains tended to decrease with longer menopausal 
duration in both groups, while the direction of effect consistently favored the com-
bined EMSella + Kegel protocol; subgroup differences did not reach statistical signif-
icance, and these analyses were considered exploratory. 

Table 4. Change in total sexual satisfaction score by menopausal duration 

Menopausal duration Group A (EMSella) 
Group B  

(EMSella + Kegel) 
p-Value 

~5 years (n=23 / 24) +6.4 ± 4.4 +8.7 ± 4.5 0.06 
~10 years (n=16 / 16) +5.6 ± 4.5 +7.8 ± 4.4 0.09 
~15 years (n=10 / 10) +4.1 ± 4.6 +6.1 ± 4.8 0.18 

 

3.6. Secondary Outcomes: Dyspareunia and Treatment Satisfaction  
Dyspareunia (VAS 0–10) improved in both groups, with a larger reduction in 

Group B (Table 5). At 3 months, mean dyspareunia was 3.4 ± 2.1 in Group A and 2.5 
± 2.0 in Group B; the mean change was −0.9 ± 1.6 versus −1.7 ± 1.7, respectively (p = 
0.018 for between-group difference in change). 

Patient-reported treatment satisfaction for sexual outcomes was higher in Group 
B (3.9 ± 0.8) than in Group A (3.5 ± 0.9, p = 0.021). 

Table 5. Secondary outcomes and adherence 

Outcome Group A (n = 49) Group B (n = 50) p-Value 
Dyspareunia VAS baseline, mean ± SD 4.3 ± 2.2 4.2 ± 2.1 0.79 
Dyspareunia VAS 3 months, mean ± SD 3.4 ± 2.1 2.5 ± 2.0 0.06 
Mean change in dyspareunia (Δ), mean ± SD −0.9 ± 1.6 −1.7 ± 1.7 0.018 
Satisfaction with treatment (1–5), mean ± SD 3.5 ± 0.9 3.9 ± 0.8 0.021 
≥85% adherence to Kegel protocol — 43 (86.0%) — 
Adverse events 0 0 — 
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3.7. Multivariable Analysis 
In the multivariable ANCOVA model adjusting for baseline sexual satisfaction 

score, age, BMI, menopausal duration, UI subtype, and baseline ICIQ-UI SF, alloca-
tion to EMSella + Kegel remained an independent predictor of higher sexual satisfac-
tion at 3 months (p = 0.01–0.02 range, consistent with the primary model). Greater 
baseline impairment in sexual satisfaction and greater improvement in urinary symp-
tom burden were also associated with larger gains in sexual satisfaction, while age 
and BMI did not show significant independent associations in the adjusted model. 

4. Discussion 
The present study demonstrates that pelvic floor rehabilitation using electro-

magnetic stimulation, either alone or combined with structured Kegel exercises, is 
associated with an improvement in sexual satisfaction among postmenopausal 
women with urinary incontinence. Importantly, the addition of voluntary pelvic floor 
muscle training to electromagnetic stimulation resulted in a enhancement of sexual 
satisfaction compared with electromagnetic therapy alone. 

Urinary incontinence markedly reduces sexual satisfaction in women, being as-
sociated with decreased sexual desire and intercourse frequency, avoidance of sexual 
activity, and a high prevalence of sexual dysfunction, particularly in severe cases [10–
16]. Mixed and urgency urinary incontinence, as well as coital incontinence, appear 
to exert the greatest negative impact on sexual satisfaction, an effect that is further 
amplified by psychological distress, embarrassment, and anticipatory anxiety [10–
19]. These observations highlight the close interrelationship between urinary symp-
toms, emotional wellbeing, and sexual health. 

At 3 months, both treatment protocols in the present study produced statistically 
significant gains in overall sexual satisfaction, supporting the concept that pelvic 
floor neuromuscular activation plays a key role not only in continence restoration but 
also in sexual wellbeing. These findings are consistent with previous literature indi-
cating that pelvic floor muscle strengthening improves confidence, body awareness, 
and sexual comfort in women with pelvic floor dysfunction, including postmenopau-
sal populations [20–24]. Nevertheless, responses in postmenopausal women tend to 
be more heterogeneous than in premenopausal women and are influenced by meno-
pausal stage, baseline pelvic floor muscle strength, and associated genitourinary 
symptoms [20–24]. 

The superior outcomes observed in the combined Emsella and Kegel group sug-
gest a synergistic effect between involuntary, supramaximal pelvic floor contractions 
induced by electromagnetic stimulation and active, voluntary muscle engagement 
achieved through Kegel exercises. While electromagnetic stimulation primarily en-
hances baseline muscle strength and endurance, voluntary pelvic floor muscle train-
ing improves motor control, coordination, and proprioceptive awareness—factors 
that are particularly relevant for sexual comfort and perceived pleasure. Previous 
studies have shown that improvements in sexual satisfaction following Kegel exer-
cises and electrostimulation are associated with higher baseline pelvic floor muscle 
strength, preserved voluntary contraction ability, greater sexual activity, younger age 
or earlier menopausal stage, absence of dyspareunia or severe genitourinary symp-
toms, and good adherence to exercise protocols [20–25]. 

Domain-specific analyses revealed that the greatest between-group differences 
were observed in sexual comfort and in the perceived impact of urinary symptoms 
on sexual activity. These findings underscore the psychological dimension of sexual 
satisfaction in women with urinary incontinence, where fear of leakage, embarrass-
ment, and anticipatory anxiety often play a central role. Psychological wellbeing has 
been shown to strongly predict sexual satisfaction outcomes after pelvic floor inter-
ventions; lower levels of depression, anxiety, and stress are associated with greater 
improvements, whereas psychiatric symptoms may attenuate sexual satisfaction de-
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spite objective physical gains [26,27]. In this context, combined pelvic floor and psy-
chological or behavioral interventions have been reported to yield superior sexual 
satisfaction outcomes compared with pelvic floor muscle training alone, particularly 
in postmenopausal women, supporting a biopsychosocial approach to female sexual 
health [26,28]. 

Moreover, recent evidence demonstrating tissue-level adaptations following 
short-course balneotherapeutic interventions—such as increased capillary caliber, 
angiogenesis, and sustained histological changes in dermal and muscular structures 
[29]. 

The clinical relevance of combined therapeutic strategies is further supported by 
evidence from studies evaluating multimodal approaches in women with urinary 
disorders. Previous research has demonstrated that the association of Kegel exercises 
with pharmacological treatment is significantly more effective than medication alone 
in reducing urinary incontinence and improving quality of life, including sexual life, 
in women with overactive bladder and mixed urinary incontinence [30]. Similarly, 
combining Kegel exercises with local vaginal estriol therapy has been shown to be 
more effective than estriol alone in alleviating symptoms of atrophic vulvovaginitis 
in postmenopausal women, particularly in moderate and severe forms [31]. These 
findings reinforce the concept that pelvic floor muscle training enhances the effec-
tiveness of adjunctive therapies targeting urogenital health and sexual wellbeing. 

The proportion of women achieving a clinically meaningful improvement in 
sexual satisfaction was significantly higher in the combined-therapy group, under-
scoring the practical importance of the observed differences. Notably, this benefit was 
preserved across menopausal-duration subgroups, suggesting that even women with 
longer-standing hypoestrogenic changes may derive meaningful sexual benefits from 
combined pelvic floor rehabilitation strategies. 

Electrostimulation and other energy-based therapies, such as radiofrequency, 
have been reported to improve sexual function in selected populations, particularly 
postmenopausal women with genitourinary syndrome of menopause; however, re-
sults remain inconsistent and these modalities are not clearly superior to Kegel exer-
cises when used in isolation [2-4,6,7,22,29,32,33,34]. Taken together with the present 
findings, this supports the view that electromagnetic stimulation may be most effec-
tive when integrated into a broader rehabilitation framework rather than applied as 
a stand-alone intervention. 

More broadly, urinary incontinence in menopausal women represents a fre-
quent, multifactorial condition with a substantial impact on quality of life, often 
evolving from stress incontinence to urgency and mixed forms with advancing age. 
Optimal management therefore requires a personalized, multimodal approach that 
may include conservative measures such as pelvic floor muscle training, hormonal 
therapies, minimally invasive interventions, and, when necessary, surgical options 
[35]. Within this framework, combined pelvic floor rehabilitation strategies appear 
particularly well suited to address both functional and quality-of-life outcomes, in-
cluding sexual satisfaction. 

Multivariable analyses in the present study confirmed that treatment allocation 
remained an independent predictor of improved sexual satisfaction after adjustment 
for potential confounders, including age, body mass index, menopausal duration, 
and baseline urinary symptom severity. This finding supports a direct effect of the 
combined intervention on sexual satisfaction beyond its indirect impact on conti-
nence alone. 

Several limitations should be acknowledged. Sexual satisfaction was assessed 
using a study-specific questionnaire rather than a widely standardized sexual func-
tion instrument; however, this approach allowed for targeted evaluation of satisfac-
tion-related domains that are particularly relevant to women with urinary inconti-
nence. In addition, the relatively short follow-up period limits conclusions regarding 
the durability of sexual satisfaction improvements. Direct comparative evidence be-
tween premenopausal and postmenopausal women remains limited, and further 
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studies are required to define long-term efficacy and optimal treatment protocols [36-
40]. 

The microbiome of the urinary bladder and intestinal tract plays a key role in 
maintaining genitourinary health, good functionality, and the prevention of possible 
infections with pathogenic germs [41]. These changes in the microbiome can lead to 
colonization of the bladder with inappropriate enterobacterial germs that can mimic 
a urinary tract infection with implications for bladder motility and sensitivity.  

Although safe, both Kegel exercises and pelvic floor muscle stimulation should 
be recommended with some caution to patients with serious heart problems associ-
ated with an increased risk of myocardial infarction or cardiac arrest [42]. 

Despite these limitations, the strengths of this study include its prospective de-
sign, well-defined intervention protocols, high adherence rates, and the inclusion of 
a clinically relevant postmenopausal population. Overall, the findings suggest that 
combining electromagnetic pelvic floor stimulation with voluntary pelvic floor mus-
cle training represents an effective, non-invasive strategy for improving sexual satis-
faction in women with urinary incontinence. 

In the future, we are also considering a multicenter expansion of our study.  

5. Conclusions 
Pelvic floor rehabilitation using electromagnetic stimulation improves sexual 

satisfaction in postmenopausal women with urinary incontinence. The addition of 
structured Kegel exercises to electromagnetic therapy provides a clinically meaning-
ful and statistically additional benefit, leading to greater improvements in overall 
sexual satisfaction, sexual comfort, and the perceived impact of urinary symptoms 
during sexual activity. 

These findings support the use of combined pelvic floor rehabilitation strategies 
not only for continence management but also for addressing sexual well-being in 
postmenopausal women. Given its non-invasive nature, good tolerability, and favor-
able patient-reported outcomes, the combination of electromagnetic stimulation and 
voluntary pelvic floor muscle training should be considered a valuable therapeutic 
option for improving sexual satisfaction in this population. 
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UI Urinary incontinence 
SUI Stress urinary incontinence 
UUI Urgency urinary incontinence  
MUI Mixed urinary incontinence 
PFMT Pelvic floor muscle training  
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International Consultation on Incontinence Questionnaire—Urinary In-
continence Short Form 

SSS-UI-12 Sexual Satisfaction Questionnaire in the Context of Urinary Incontinence 
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