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Is pelvic floor muscle training a physical therapy or a behavioural

therapy?

This presentation will discuss whether pelvic floor muscle training
(PFMT), in the management of female urinary incontinence and prolapse,
is a physical or behavioral therapy. Our aim is to demonstrate it is both.
We will also show that the plethora of terms used for PFMT is potentially
confusing and current terminology inadequately represents the full
intent, content and delivery of this complex intervention. While Physical
Therapists (PT) may be familiar with exercise terms, the details are often
incompletely reported; furthermore PTs are less familiar with the
terminology to accurately represent cognitive and behavioral therapy
interventions, which results in these elements being even less well

reported. Thus, our additional aim is to provide greater clarity in the



terminology used in the reporting of PFMT interventions, specifically the
descriptions of the exercise and behavioral elements. First, we explain
PFMT as a physical and exercise therapy informed predominantly by the
discipline of physical therapy. However, effective implementation
requires that we utilize the cognitive and behavioral perspectives of the
discipline of psychology. Second, we summarise the theoretical
underpinning of psychology-informed elements of PFMT. Third, to
address some identified limitations and confusion in current terminology
and reporting we recommend how PTs can incorporate the
psychology-informed elements to PFMT alongside the more familiar
exercise therapy-informed elements. Fourth, we provide an example of
how both elements can be described and reported in a PFMT
intervention. In summary, this presentation will explore the underlying
concepts of PFMT to demonstrate that it is both a physical and a
behavioral intervention, can and needs to be described as such, and we
will provide an example of optimal description of integration of these

elements into clinical practice.
Vulvodynia

The International Society for the Study of Vulvovaginal Disease defines
vulvodynia as vulvar pain of at least 3 months’ duration without a clear
identifiable cause that may have potential associated factors. This
definition has been recently introduced in consensus with the
International Society for the Study of Women’s Sexual Health and the
International Pelvic Pain Society as a component of new terminology
around vulvar pain. It outlines vulvodynia as a multifactorial condition,
rather than a specific entity, in which the associated factors are

themselves pathophysiological components of the disease, with differing
8



relevance in each individual. Vestibulodynia describes the most common
localization, at the vulvar vestibule. Burning, pain, and introital
dyspareunia, the intensity of which may inhibit or prevent intercourse,
are often the presenting symptoms. The etiology of vulvodynia is not
fully understood. Many findings suggest that neuropathic mechanisms
may underlie the clinical symptoms of the disease including neural
hyperplasia, inflammation, central or peripheral nociceptive dysfunction,
and involvement of contiguous pelvic floor muscles. Central and
peripheral sensitization seems to be responsible for perpetuation of the
symptoms long after any “triggering factor” (infections, trauma, allergy,
hormonal factors,etc.) has been resolved. These sensitized afferent
nerve fibers discharge more readily and at lower thresholds, helping to
explain why apparently imperceptible or minimal stimulation sometimes

causes pain.

End-points for vulvodynia therapy can be summarized as follows:
@ Reduction of triggers and irritating stimuli

@ Peripheral nociceptive blockade

@ Central inhibition

@ Limit associated pelvic floor dysfunction

@ Limit psychosexual dysfunctions of the syndrome

Prolapse and pelvic floor muscle training — state of the science

Pelvic organ prolapse refers to the loss of support for the uterus, bladder,
colon or rectum leading to prolapse of one or more of these organs into

the vagina. Prolapse is characterised by a variety of pelvic floor



symptoms, the most commonly reported being a sensation of bulging
into the vagina, or “something coming down”. Treatment depends on
the severity of the prolapse and its symptoms, and the woman's general
health. Conservative treatment is generally considered for those with a
lesser degree of prolapse, those who wish to have more children, those

with frailty or those unwilling to undergo surgery.

Conservative management of prolapse includes the delivery of pelvic
floor muscle training. The pelvic floor muscles play a critical role in giving
structural support to the pelvic organs and pelvic openings. It is
hypothesized that improving pelvic floor muscle function may improve

this structural support for the pelvic organs.

More than 30 trials now exist relating to the role of pelvic floor muscle
training in the treatment of prolapse. The role of pelvic floor muscle
training as an adjunct to surgery or pessary has also been the subject of
randomised studies. A Cochrane review specifically addressing this
guestion was first published in 2004, and updated in 2011 and 2017, and
the International Consultation on Incontinence has also reviewed and
offered recommendations from the evidence in its 3rd, 4th, 5th and 6th

editions.

This presentation will report on the now substantial body of evidence
relating to pelvic floor muscle training and its effectiveness in the

management of prolapse.
Overactive Bladder (OAB)

The overactive bladder syndrome is a prevalent condition in male and

female patients characterized by urgency. This is a clinical condition, not

10



limited to the presence of detrusor overactivity. Beside changes in
bladder activity during filling, other phenotypes also exist, which may be
based on dysfunctions of the urethra and or pelvic floor. Furthermore
changes in the peripheral or central nervous system as changes in the
genital or colorectal system may also influence symptoms of overactive
bladder. During the presentation, the data on diagnosis and treatment
of the different phenotypes will be discussed and the possible role of

pelvic floor physiotherapy will be highlighted.

11
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ICS CORE CURRICULUM (FREE): CONSERVATIVE MANAGEMENT OF
ADULT PELVIC FLOOR DYSFUNCTION: A PHYSIOTHERAPY APPROACH

The aims of this workshop are to provide:

1. An understanding of physiotherapy assessment of Ul and POP and the
clinical reasoning to diagnose and plan the conservative management of

Ul & POP.
2. An opportunity to revise functional anatomy of the pelvis and PFM.

3. Principles of clinical assessment of pelvic floor dysfunction including

PFM assessment.

12



4. A forum to discuss the principles of teaching PFM exercise for motor
control, strength training and functional training, including; rationale,

evidence base, clinical application and progression.

5. A basic understanding of the pelvic floor management in special

populations - older age, pregnancy.

6. Evidence for the use of electrical stimulation and biofeedback in pelvic

floor dysfun

13
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CHILDREN AND YOUNG ADULTS WORKSHOP COMMITTEE ON
TRANSITIONAL CARE FOR CONTINENCE IN CONGENITAL
MALFORMATIONS.

Spina bifida, bladder exstrophy/epispadia, posterior urethral valves,
hypospadia and anorectal malformations are surgically managed in childhood
but all these patients require life-long urological care for the treatment of
continence. There are critical aspects to define:

- Correct management in childhood to avoid procedure that impair adult life.

14



- Transition out of childhood, actually confusing.
- Lack of knowledge 1n paediatric and adult health care professionals, about
adult life problems and congenital pathologies respectively.

The objectives of workshop are to offer an overview with practical
suggestions for best practice management of bladder and bowel incontinence

in the above pathologies.
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Clinical Symptoms in Patients with Interstitial Cystitis

- Correlation between Bladder Urothelial Thicknessand
/ BladderPain Syndrome (IC/BPS)

Ming-Huei Lee'2 Jane-Dar Lee' 2, Wei-Chih Chen' , Huei-Ching Wu2

' Central Taiwan University of Science and Technology, Taiwan, ROC
Z Department of Urology, Feng-Yuan Hospital, Ministry of Health and Welfare, Taichung, Taiwan, ROC

Hypothesis / Aim of study :

Interstitial Cystitis / Bladder Pain Syndrome (IC/BEFPS) is a chronic bladder condition characterized by bladder
pain, urinary urgency, urinary frequency, and nocturia. Recent studies showed that increased apoptosis and
denudation/thinning of the bladder urothelium are commeon findings in IC/BPS patients. Thus, the aim of our
study is to investigate the relationship between urothelial thickness and clinical symptoms of IC/BPS patients

Study design, materials and methods :

The study group consisted of 30 patients with IC/BFS and the control group consisted of 12 volunteers
without any IC/BPS symptoms. Bladder biopsies were taken from both groups. We determined the thickness of
the bladder urothelium by immuno-histochemical staining for CKY (cytokeratin 7; an epithelial marker). There
are six clinical symptoms in consist of symptom questionnaire and potassium chloride sensitivity test (KCL
test). The five symptom guestionnaire including wvisual pain analogue scale (WAS-pain scale), visual urgency
analogue scale (WAS-urgency scale), O'Leary-Sant Symptom Index (ICS1), O'Leary-Sant Problem Index
(ICP1), and Pain and Urgency / Frequency symptom scale (PUF scale) were also recorded. The pain score of
KCL Test was also performed. We analyzed the correlation between bladder urothelial thickness and clinical
symptoms by using Spearman’s rho.

Results:

<Table 1> Demographics of IC/BPS patients
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<Table 2> The correlation between urothelial thickness and symptoms in IC/BEPS patients
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<Figure 1> The bladder urothelium in IC/BPS and control group
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Urothelial thickness (um)

Conclusions :

The bladder urcthelial thickness was significantly decreased (approximately 30% less) in the
IC/BPS group compared with that in the control group. Additionally, the pain score of KCl test has significantly
negative correlation with urothelial thinner group than in thicker group of IC/BPS patients.




@ Morbidity and medical utilization of Interstitial
Cystitis/Painful Bladder Syndrome in Taiwan

-A nationwide population-based study

Ming-Huei Lee™?, Kun-Min Chang®3, Huei-Ching Wu'Z Wei-Chih Chen’
1 Department of Urology, Feng-Yuan Hospital, Ministry of Health and \Welfare, Taichung, Taiwan, ROC

2 Central Taiwan University of Science and Technology, Taiwan, ROC
3 Departrment of Obstetrics and Gynecology, Feng-Yuan Hospital, Ministry of Health and ‘Welfare, Taichung, Taiwan, ROC

H! [Eothesis inm of stud![ M & teralemciderce =l maie rodmor - wesloruie pervalence = e prevalenoe

The morbidity (incidence and prevalence) of
IC/PBES wvaries greatly depends on the definition of
studies among distinctive areas. Contradictory
findings exist among these available reports.

We calculated the morbidity rate and medical
utilization of IC/PBS overtwelve years using a
nationwide database of Taiwan.

Study design, materials and methods :
Figure 2, Interstitial Cystitis / Painful Bladder Syndrome incidence and

This was a cohort study of the Longitudinal Health  prevalence between 2002~2013 (by sex) in LHID 2010 (per 100,000)
Insurance Database 2010 with new diagnoses of
IC/PES from 2002 through 2013. The morbidity rate |
was adjusted for age, sex, and calendar date using |-
density methods. Moreover, medical utilization |
during the study period was measured. [
Inclusion criteria for IC/PBS: Diagnosis with ICD
code 595.1 at least once in the LHID2010, age =18
years, first date was before 2002. |
Incidence = Mumber of new IC/PBS cases each year |
+ Number of people observed in the population each |
year |
Yearly Prevalence = Number of new IC/PBES cases
that occurred within two years = Mumber of people
observed inthe population eachyear , prgvalenc:e between 2!'{;02~Zﬂ13{byage:| in LHID 2010 (per 100,000)
Surgery fees: fee for cystoscope-hydrodistention;
Total fee: includes drug, non-drug and procedure or
surgery fee

«a oo« mean admission time —l— mean outpatient visit

Results:

It was observed that the incidence of IC/PBS was
21.8/100,000 in 2002 and 21.1/100,000 in 2013. The
prevalence of IC/IPBS was 21.8/100,000 in 2002 and
40.2/ 100,000 in 2013, In 2003, the incidence and
prevalence of females was 28.6/100,000 and
63.5/100,000, respectively. The incidence and 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
prevalence of males was 123/100.000 and Figure 4 . Distribution of hospitalizations and outpatient visits for
19.4/100,000, respectively. In 2002, the incidence t -
was 45,500,000 32 41100.000, and 9/100.000 1 C/7ES patients between2002-2013in LHID 2010
ages above 63, 40-62 and under 40 vyears, Table Surgery fees (US8) and percentages between 2002~2013
respectively. The prevalence in 2003 was  inLHID2010 (n=28%)
86.3/100,000, 63.1/100,000, and 16.4/100,000 in [
ages above 65, 40-65 and under 40 vyears, U | | i median
respectively. This pattern was similar until 2013. The | |
mean outpatient and inpatient visit time was 4.8 and
1.8 times per year, respectively. The mean surgical
fee (USH 246.62304.3) was 23.6% of the total fee.

13 13 4
[EPRUU YT EL S T e O
'..1-.-.{_-:1--.‘?{1-‘-‘-; 'T} ‘1_2 13

Surgery fee

Total fee

R T

185 0

Conclusion :

The morbidity rate of IC/IPBES showed a higher
incidence and prevalence in females and older
patients during our study period (2002-2013). The use
of a new drug for treatment of IC/PBS is a factor of the
peak in the morbidity rate of IC/PBS. The increase in
Figure 1. Interstitial Gystitis { Painful Blad der Syndrome medical utilization could be explained by the
incidence and prevalence between2002~2013 in LHID 2010 awareness of physicians and patients seeki o
fg-zgsu&ﬂmqs:ammaa?m Syndrome: LHID 2010: medical help. Research to identify IC/PBS p

ongitudinal Heakh insurance Database 2010 an important step in motivating patien

obtain medical help.
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Comparison Study on Qutpatient Reimbursementbetween
nterstitial Cystitis/ BladderPain Syndrome and Rheumatoid
Arthritis Patients in Taiwan Public Health Insurance

Hsiu-Ying Lin', Ming-Huei Lee?®, Kun-Min Chang®*, Huei-Ching Wu??
! Department of Anesthesiology, Feng-Yuan Hospital, Ministry of Health and Welfare, Taichung, Taiwan, ROC
2 Central Taiwan University of Science and Technology, Taiwan, ROC
# Department of Urology, Feng-Yuan Hospital, Ministry of Health and Welfare, Taichung, Taiwan, ROC
“Department of Obstetrics and Gynecology, Feng-Yuan Hospital, Ministry of Health and Welfare, Taichung, Taiwan, ROC

Hypothesis / Aim of study :

Interstitial cystitis/bladder pain syndrome (IC/BFS) is
an enigmatic chronic pain disease. Studies have
investigated differences in medical utilization between
IC/BPS and non-IC/BPS. However, no study has
compared medical expenditures between IC/BPS and
rheumatoid arthritis (RA). This study is aimed to
compare outpatient reimbursement between IC/BPS
and RA in Taiwan public health insurance.

Study design, materials and methods :

This was an observational study using Taiwan
Longitudinal Health Insurance Database between
2002- 2013. Patients with ICD-9-CM codes for
IC/BPS or RA were selected and matched under 1:5
ratioc based on index year. Possible confounders,
including age, sex, income, hospital levels and the
reimbursements from 24 comorbidities (modified
from an automated risk-adjustment model [RxRisk])
were surveyed and adjusted. Yearly and each visit of
pharmacy, non-pharmacy and total claims were
determined.

[ Tiotal pacwrts " (=95 591) ]

ICBFS Inchamon criteria (withoot amry PA lnchesca cznena {Witkom sy
maligmancy nor RA diamonic): Bemg malignusey soe HOBPS daguernia)
aguosed of ICBPS during the year Seing duagnoned of RA during the yrar
2000-2012, which meam bein coded 0021002, ko sseans beussp coded
of 595 by JCD.SUCM codet in amy SETHO-THI b ICDAOM codeid =
outpatient virt {one of first 3 digm) or 2oy petpatrst e (oo of Exe 3
sdmisicn (one of Sret § diis) dang dipim) oe mivension (oo of e

e veas 20021012 i) g dhe yeur 10023003

i i
[ A C/BPS cshort of 1511 patients { A RA coboct o 17051 patests J

Enchise Criena age- 13 1% (14 Exchuve Crerix: age--18 yo
ol Pt withnt sy cxtpationy (=197 and it witind

seecpds ¥ () T ket ecods (o= L)
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Tabls 1. Chagactenistics and ourpatient rembursements of comorbidities berween
ICBPS and RA coborts
Variable ICTBFS (n=1438) RA (m=7190)

Age. meam (5D), veur A5.6(15.382) GETTED)
Female_ n (%) B4 (79.5%) S157(70.4%)
Inconse, mean (5D . § BOX9.T (TO5.600 1061 9 (759 33)
Hewpital Level m (%)

1 medical cemes 3B (20.0%) 1207 (16 5%)

2. regronal bospital 460 [ 10%) 1460 (20004a)

3 local hospital 208 {14.3%) IHIIET)

4, el 454 (337 I200 {44 %)

Comabading® i free 5. mean(SD) N, fee 5. mean SD)
ICER SO (m  median max ) {mm . median, max

B30 1571.0 (4685 70) T4, 72840 (MT207)
ESRD

(FES) (514, 850, 17015 6) 1.8, 3557, 23546 8) oo

JC/BPS mterstitial cystitis. bliadder pan syndrome; KA rheumatond arthntis

Table 2. Outpatient reimbarsensent* compansons between ICBPS cohor (= 1438) and

R cobsort (1=7 1 40). without confounders adjisted

ICTBES: fee § R fee §
Vaiable P
mean (S0 ramge mean {50y range

phanmacy claim 5030142800  Oe2%0G5  S43(41335) (el3E0T 0000
nen-pharmacy elaim T(ME03) 0416 929(27TT) 0-170833 018

total ¢laim L4 B3} 3045056 15T.E(RM083) A0-17REEE Q004

phimmacy claim per visit 82(1200) o 112 (24 D30 000
ped-pharmacy chiim pervisl  2THALSE)  B0SST  EOGTAK) 016952 o0l
otal laim pes visi ISIMIT0) BBSSET  T2(5280) 016952 0193

JC/BPS interstitial q--ml-blmidﬂ mu} \3.1|d.tou;=_ﬂ{|h¢un{1mid..1—|1luin~ )

Table 3. Outpaticnt reimbursement comparisens with regard 1C/BPS colort (n=1438) o

RA cobiont (n=7190), with confounders adjusted. *

W arisble Regression coefficsent; £ (954 confidence intervad; 1)
Py cliss . e (R E Ty
Soneplacusacy ¢laim 18 {-14.2-178)

Toual claim ETL
[ P—— st

Lormphasnmey clain per Vil L5
s et wisit 0t

JCEPS interstitial cystite bladder pain syndrome; £4 sheamatoid arthritis
* adiusted confoundeérs of ape, sox. hospital bevel snd end stage remal discase

timdscate g 08

15, manched by mfen vea |

Limitations:

[Anmxnrswmuswem I [_a.m.mhmommpmm§ ]

E/BPS imterstital cyeita bladder pain ryndreme; 4 rheumutsid

Fizura |. The procadurss of salacting outpatisnt [C/BPS and FA cohorts.

Results:

A Total of 1438 IC/BPS patients and 7190 RA
patients were identified. IC/BPS patients were
significantly younger and with higher female ratio.
Income of IC/BPS was lower, but no statistically
different. Both cohorts had no significant difference
in the reimbursements from comorbidities, except
end stage renal disease, which reimbursement was
higher in  RA.  After confounders adjusted,
Regression co-efficient of IC/BPS to RA were
significantly lower in yearly total pharmacy claim (3-
65.8), yearly total claim ($-64.1), pharmacy claim per

visit ($ -3.4) and total claim per visit ($-2.0).

The limitations of using outpatient reimbursement
representative of medical utilization are (1) outpatient
reimbursement is not the whole picture of medical
utilization; (2) without outcome information, and
inefficient 1C/BPS management possibly causing
reluctant follow-up; (3) self-pay and pay for alternative
medicine not available.

Conclusion :

The results suggest that, outpatient reimbursement
of IC/BPS was significantly lower than FA, mainly on
the pharmacy expenditure. Less reimbursement
indicates less medical utilization possibly due to
unsatisfied outcome. Further advance in IC/EPS
treatment should be emphasized. ’
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A Cohort Study of Caesarean Section and
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Y Winene Introduction

- IC/BPS is a clinical syndrome of the bladder
that is characterized by pelvic pain and
urinary urgency and frequency in the absence
of identifiable causes.

« Clinicians have noted that large proportions
of patients with IC/BPS had a history of pelvic
surgery, including cesarean section.

- Delivery itself is a trauma to pelvic area that
was one of the hypothetic causes of IC/BPS.

I Driscoll A et al, 2001; Almeida
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- To investigate the causal effect of cesarean section on
IC/BPS after controlling confounding factors in a large
nationwide cohort study.

« Compare the risk of developing IC/BPS between different
delivery method (cesarean section vs. vaginal delivery).

+ Compare the incidence density of IC/BPS among general
female population and female of different delivery type.

* Wl

wursr  Materials and methods:

» Thisis a cohort study of Longitudinal Health Insurance Database from
2002 through 2013.

» Inclusion criteria for IC/PBS:
Women received caesarean section or vaginal delivery between 2002
and 2013 were included.

e Exclusion criteria :
Age <18
Those with both methods of delivering.
IC/BPS diagnosed before delivery or occurred within lyear after
delivery.

- Sample size: 8368 C/S cohort and 8368 vaginal delivery chort.

» All included women were followed until the end of 2013 to detect the
event of IC/BPS. &

-— i

[995591 paticnts between 2002 and 2013 from the NHIRD in the year 2010 out of 1 million insured patients |

i
Female .

C/S :ICD 74.0:74.1:74.2: 74.4,74.9:74.99% n=25000)
va nal delivery:ICD 72.0-72.9:73.59% n=43264)

Excluded:

® Both C/S and NSD Hx. (n=2561) ®  diagnosis of IC/BPS before delivery (n=64)

®  The first date before 2002 (n=658) ®  diagnosis of IC/BPS within lyr after delivery (n=8)
® First date=End date (n=40)

22158 female of O/S
40214 fi r delivery

Excluded 4 confounding factors: (n—C/S:2440, NSD:4123)
Endometriosis. Chronic fatigue syndrome. Migrane. Chronic urinary tract infection

19718 female of C/S
36091 femalc of vaginal delivery

C/S and NSD 1:1
and 13 comorbidit

ng factors of 15 variables (age. insurance amount

*Eleven co-morbi
1.Fibromyalgia (729.1)

sorder (311)

(300.00)

4.8 nence (625.6)

5_Pelvic organ prol

n medical visit

8. Adenomyosis (617.0)
9.Leciomyomata (218.X)

6.Irritable bowel syndrom

7.Pelvic inflammation dis

13.Pelvic pain

se (614-615)

8368 C/S cohort
8368 vaginal delivery cohort
Flow chart .
I Modle 2 Cox analysis I
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%9 Wisers =¥ Demographics &%
Variable (n, %) C/S cohort (n=8368) NSD cohort (n=8368)] p |
Age (y/0) 29.59 = 4.74 (15.55- _
. 45 .70) 29-58 £4.74(13.64-47.75) 0.918
i 3347 (40.00%) 3348 (40.01%%) 1.000
Depressive disorder 7 (0.08%) 5 (0.06%) 0.581
Anxiety state 1064 (12.72%) 1065 (12.73%) 1.000
Stress incontinence 4 (0.05%) 4 (0.05%) 1.000
Pelvic organ prolapse 2 (0.02%) 3 (0.04%) 0.687
Irritable bowel syndrome 748 (8.94%) 698 (8.34%) 0.169
Pelvic inflammation o °
T 3399 (40.62%) 3399 (40.62%) 1.000
Adenomyosis 3 (0.04%) 0 (0.00%) 0.250
Leiomyomata 2 (0.02%) 5 (0.06%) 0.289
Urolithiasis 3 (0.04%) 1(0.01%) 0.625
Auto-immune disease 1 (0.01%) 0 (0.00%%) 1.000
2 (0.02%) 0 (0.00%) 0.500
2 (0.02%) 2 (0.02%) 1.000

%y iiber: == Hazard ratio of IC/BPS &5

L=  FENG YUAN HOSPITALS

C/S cohort vs. vaginal delivery
C/S (yes/no) cohort
HR* (95%CI)

Model 1" (n=62372) 1.370 (0.903-2.079)
Model 2* (Nn=16736) 0.725 (0.358-1.471)

IC/BPS interstitial cystitis/bladder pain syndrome; C/S Cesarean section; HR
Hazard ratio, Cl confidence interval

* Adjusted confounders: age, insurance amount, fibromyalgia, depressive
disorder, anxiety state, stress incontinence, pelvic organ prolapse, irritable
bowel syndrome, pelvic inflammation disease, adenomyosis, leiomyomata,
urolithiasis, auto-immune disease, adhesion, pelvic pain. ‘
t compared unmatched C/S cohort with vaginal delivery cohort

‘iﬁared matched C/S cohort with vaginal delivery co

~y Wit == Incidence density g3

A FENG YUAN HOSPITALO

Incidence

Person-year density”

C/S cohort 8368 93680.83

Vaginal delivery
cobort 8368 21 93205.80 0.225

BTN VIECL I 486545 1533 5255336.25 0.292

*per 1,000 person-years. -

-
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Y Wimessr Conclusion

« Risk of IC/BPS was not different between
caesarean and vaginal delivery cohorts after
controlling the confounding factors.

-« Cesarean section has no causal effect on IC/BPS.

» The incidence density of IC/BPS among the two
cohorts and the general female population
were similar.

« There was no causal effect of IC/BPS by delivery.

— 8

Ex
, . .
. F "y K >
5 [6) 4 B W K [e) 1595 2
Taiwan Interstitial Cystitis Association s

e T
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