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ABSTRACT

Objective: The pelvic floor muscles (PFM) are essential for structural support for the pelvic organs. Loss of PFM
function can lead to urinary incontinence (UI), a common condition in parous women. This study investigated the
efficacy of High-Intensity Focused Electromagnetic (HIFEM) compared to conventional pelvic floor muscle training
(PEMT) for the improvement of Ul in women.

Methods: Thirty-eight women (27-66 years) underwent six treatments scheduled twice a week for three weeks with
either a HIFEM procedure or a standardized pelvic floor exercise. Follow-up visits were performed at 1, 3, 6, 9, and
12 months after the final treatment session. Outcome measures included quality-oflife questionnaires (ICIQ-BD,
UDL6, ICIQ-LUTSqol), pad usage, therapy satisfaction, and therapy comfort.

Results: Analysis of ICIQ-LUTSqol at 6 months showed significant Ul improvement in the HIFEM group (-15.2
points, 35%, p=4.4-10-10) but not in the PFMT group (-5.1 points, 13%, p=1.8-10-1). The HIFEM group maintained
significant improvement over baseline at 12 months (24%, p=3.4-10-2) while the PFMT group’s score regressed (3%,
p=9.3-10-1). ICIQ-BD demonstrated greater improvement in urgency symptoms in the HIFEM vs. PEMT group
(32% vs. 5%) at 12 months. 86% of HIFEM subjects reported less leakage at 12 months compared to 71% of PEMT
subjects. Pad usage decreased by -1.7/day in the HIFEM group vs. -1.0/day in the PEMT group.

Conclusion: The HIFEM procedure appears to be safe and effective for improving female continence and quality

of life to 1-year.
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INTRODUCTION

Urinary incontinence (UI) is defined as a complaint of any
involuntary and uncontrolled leakage of urine occurring more
than twice a month, with the most common forms noted to be
stress (SUI; loss of urine on effort, physical exertion, or sneezing
or coughing) and urge (UUI; the immediate urge to urinate) [1-
3]. The combination of SUI and UUI is present in over 30% of
incontinent women and is described as mixed urinary incontinence
(MUI) [4-6]. UI symptoms are highly prevalent among adult women
(nearly 50% may experience UI*7), negatively impacts the quality
of life, and are associated with considerable personal and societal

economic impact [7-9]. The prevalence of Ul increases with age but
is not a normal part of healthy aging. Significant risk factors include
childbirth, hormonal changes, and chronic medical conditions
such as diabetes, hysterectomy, obesity, and sedentary behaviour
[10-12]. All these factors consequently can result in weakening
or trauma to the pelvic floor muscles (PFM), increasing the
probability of Ul Pelvic floor muscle training (PFMT), commonly
known as Kegel exercises is considered first-line therapy [13-14].
However, the efficacy of PEMT relies on patient compliance and
physical ability to perform proper PFM contractions [13,15].
Furthermore, biofeedback training with a physical therapist using
a vaginal or rectal probe as well as the addition of passive electrical
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stimulation (ES) may be more effective than PFMT alone [16].
A novel technology to strengthen and improve the function of
the PFM using High-Intensity Focused Electromagnetic Therapy
(HIFEM) has recently been developed. HIFEM utilizes an alternating
magnetic field passing through the tissue, inducing brain-independent
contractions. These contractions are of higher tension and frequency
than can be achieved with voluntary contractions or biofeedback
during PFMT and are, therefore, defined as supramaximal. Moreover,
since the magnetic field penetrates living tissues without attenuation,
the induced contractions achieve greater depth and intensity [17,18].
The purpose of this study is to compare the efficiency of PEMT with
biofeedback to the HIFEM procedure for the treatment of female UL

MATERIALS AND METHODS

Inclusion and Exclusion Criteria

This study included adult female subjects diagnosed with UI (either
SUI, UUI, or MUI). Inclusion criteria were as follows: female aged
25-70 years, voluntarily signed informed consent, abstinence from
any additional treatment of Ul including a two-week wash-out
period from any prior Ul treatment. Exclusion criteria were any
contraindication to either HIFEM or PEMT, inability to consent to
the protocol or inability to comply with the protocol.

Ethical Consideration

The study design and treatment protocol was approved by the
Advarra Institutional Review Board (ClinicalTrials.gov identifier:
NCT03969368), and the study adhered to the ethical principles of
the 1975 Declaration of Helsinki.

Randomization

This is a prospective randomized multi-center open-label (no
masking) double-arm study. Subjects were recruited from the
Investigators’ existing pool of patients and were randomly

distributed into two study groups - HIFEM and PFMT by a

computer-generated list.
Treatment Protocol

At the baseline visit, medical history was reviewed and the diagnosis
of Ul from either SUI, UUI, or MUI was confirmed. Additional
causes such as medications, urinary tract infections, and urinary
retention were ruled out.

HIFEM Group

Six 28 minute standardized treatments were delivered twice a week,
over three consecutive weeks by BTL EMSELLA (BTL Industries
Inc., Boston, MA) device. A fully clothed patient was correctly
positioned to sit straight in the center of the chair applicator.
The device administered an alternating magnetic field of 2.5
Tesla by stimulation coil, to provide non-invasive electromagnetic
stimulation of pelvic floor musculature. The stimulation intensity
(0-100%) was adjusted according to the patient's feedback based on
maximum tolerance.

PFMT Group

A standardized biofeedback protocol adopted from Beth Israel
Deaconess Medical Center Physical Therapy department was
implemented at all sites. Six treatment visits were delivered twice
a week, over three consecutive weeks. During treatment, a vaginal
probe was inserted or palpation was performed to monitor therapy
and the subject performed the therapy in the supine position with
legs straight and slightly abducted.
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All patients were required to complete all treatments and five
follow-up visits at 1, 3, 6, 9, and 12 months. The occurrence of
adverse events was monitored by an investigator while patients
were also asked to report any sign of adverse event pain, injury, or
discomfort during treatments.

Main outcomes Evaluation and Data collection

Standardized questionnaires were administered to assess symptoms
at baseline and at each additional data point. UDIL-6 (Urinary
Distress Inventory) provided a brief assessment of the impact of
symptoms of urinary incontinence (frequency of urination, urine
leakage related to physical activity, bladder emptying, and pain or
discomfort in the lower abdominal or genital area). ICIQ-LUTSqol
(International Consultation on Incontinence Questionnaire Lower
Urinary Tract Symptoms Quality of Life Module) evaluated the
impact of urinary symptoms on physical activities, social activities/
relationships, and mood associated with the interference of Ul with the
patient’s everyday life. The evaluation of pelvic floor muscle strength
was conducted through the palpation assessment (in the distal one-
third of the vagina) according to the Oxford Grading system.

ICIQ-BD  (International
Questionnaire-Bladder Diary) was a three-day patient-completed
record for documentation of the drinking habits, micturition (to
determine urine frequency per 24 hours), bladder sensation (range
0-4; 0-no sensation of needing to pass urine, but passed urine for
“social reasons”, 1-normal desire to pass urine and no urgency,
2-urgency but it had passed away before you went to the toilet,
3-urgency but managed to get to the toilet, still with urgency,
but did not leak urine, 4-urgency and could not get to the toilet
in time so you leaked urine), and pad usage. In addition, a Pad
Usage Questionnaire was also utilized to document the number
of hygienic pads used by subjects per day. The Subject Satisfaction
Questionnaire (SSQ) evaluating patients’ satisfaction with the
therapy outcomes was designed as two open-ended questions for

Consultation on  Incontinence

summarising the patients' experiences during the therapy and after
the treatment. Therapy Comfort Questionnaire (TCQ; 5-point
Likert scale) recorded the patients’ comfort during treatments.

Statistical Methods

The descriptive statistic was calculated (mean, standard error of
the mean). All data were analysed for normality (Shapiro-Wilk
test). Based on the paired and independent variables measured
at multiple time points, parametric tests (paired T-test, One-
way Repeated measures ANOVA) and their non-parametric
alternatives (Wilcoxon test, Friedman test), were used. The
significance level was set to a=0.05 (5%). The analysis was
performed using the Microsoft Excel and Real Statistics
Resource Pack add-in [19].

RESULTS

Out of the forty-nine patients recruited, thirty-eight (27-76 years
old) completed the study, HIFEM (N=23) and PFMT (N=15) as
shown in [Figure 1].

ICIQ-LUTSqol, UDL-6, and Palpation examination
a) HIFEM group

The ICIQ-LUTSqol score improvement [Figure 2] was observed after
the last treatment (-8.2 points, p=7.2-10-3, N=21) compared with
ICIQ-LUTSqol baseline value (43.0+2.4 points), and continued
improvement to 6-months with improvement of 35% (-15.2
points, p=4.4-10-10, N=15). Improvement (N=7) was maintained
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Figure 2: UDI-6 score improvement in the HIFEM (black) and PFMT group (grey) during the whole follow-up
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to 12 months with an average value of 27.9+2.7 points (p=3.4-10-
2). For the ICIQLUTSqol questionnaire, the HIFEM group,
patients showed a 34% (-32.8 points, p=2.6-10-3) improvement
in bother score immediately after the treatment compared to a
baseline of 95.5+10.0 points, and a 68% (-65.1 points, p=1.2-10-8)
improvement at 6 months, which was maintained (43%) with a
slight decline at 12 months as well.

The UDI-6 [Figure 3] showed an average score of 51.3+4.1 points
at baseline which significantly decreased to 25.7+3.7 points (N=
19, p=6.3-10-5) and was maintained to 6 months (24.5+3.5 points,
N=16) with a 52% improvement (p=1.5-10-6). The improvement
in the UDI-6 score was maintained at 12 months (27.8+4.7 points,
N=7, p=2.2-10-2).

The average palpation value using the Oxford scale in HIFEM-
treated subjects showed a significant improvement of +1.2 points

at the first follow-up (73%, p=6.8-10-4, N=18).
b) PEMT group

ICIQ-LUTSqol score and bother rate did not show a statistically
significant change (p>5.0-10-2) at any follow-up period as shown
in Fig. 2. The baseline value of 38.5+2.6 points declined the most
at 6 months by -5.1 points (13%, N=7). The bother rate decreased
immediately after the treatment from a baseline value of 94.2+12.6
points to 59.9t14.3 points and was maintained at 67.0+26.2
points 6 months posttreatment (-27.2 points, 29%, p=8.1-10-1).
The UDI-6 score significantly decreased exact time by -21.1 points
(42%, N=15, p=1.9-10-2), and was maintained to 6 months (-28.6
points, N=7, p=3.0-10-6). At 12 months, the changes in UDI-6

did not achieve statistical significance. Palpation using the Oxford
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scale achieved a significant improvement value of +1.1 points at the

first follow-up (64%, p=7.4-10-3, N=15).
ICIQ-BD & Pad usage questionnaire

The micturition frequency (per 24 hours, the sum of day and night
urine micturition frequency) and average bladder sensation were
assessed from the ICIQ-BD questionnaire showing the improved
trends following both investigated modalities. The averaged ICIQ-
BD records for both groups are shown in [Table 1].

The micturition frequency (per 24 hours) decreased in both
groups. This was true for both nocturia and daytime micturition.
Improvement was observed in both groups from 8-9 voids per day
to a normal frequency of 7-voids per day. Nocturia was reduced
from 0.8 to 0.5 points (PFMT group) and 0.9 to 0.5 points (HIFEM
group).

In the HIFEM group, average bladder sensation decreased from a
baseline value of 2.0+0.1 to 1.4+0.1 points after the last treatment
(N=15). This level of improvement was maintained to 1 year,
peaking at 9 months posttreatment (1.320.1, N=7) with a 34%
change against the baseline. In the PFMT group, a minor treatment
effect on decreasing average bladder sensation improvement was
observed as shown in Tab.2. The highest change was achieved at 1
month (N=5) showing a 17% decrease. The effect then regressed at
later follow-ups, returning and even exceeding the baseline values.

The number of hygienic pads used for protection during urine
leakage was documented by ICIQ-BD and Pad usage Questionnaire.
Pad records from ICIQ-BD and Pad usage questionnaires were
merged and averaged to obtain usage per 24 hours at respective
follow-ups [Table 2]. The number of pads declined after the last

@ PFMT group

3M 6M LY zmMm

Figure 3: ICIQ-LUTSqol score improvement in the HIFEM (black) and PFMT group (grey) during follow-up including linear trendlines

Table 1: Averaged ICIQ-BD records for HIFEM and PEMT groups. Each visit is an average of the subject's three-day records. The average bladder sensation
was counted by dividing the summary score of bladder sensation (assigned to the urgency of each micturition) in a day by Frequency per 24 hours

PFEMT group Baseline After M 3M 6M IM 12M
Frequency per day 8.0 7.0 6.8 6.8 6.9 6.9 6.9
Frequency per night 0.8 0.5 0.5 0.3 0.5 0.5 0.5
Frequency 24 hours 8.8 7.5 7.3 7.2 7.2 7.4 7.4
Average bladder sensation 1.8 1.7 1.5 1.7 1.9 1.8 1.9

HIFEM group Baseline After M 3M 6M IM 12M
Frequency day 7.5 6.7 6.9 6.8 6.7 5.6 6.8
Frequency night 0.9 0.7 0.3 0.4 0.5 0.4 0.5
Frequency 24 hours 8.3 1.4 6.9 73 7.1 6.0 73
Average bladder sensation 2.0 1.4 1.3 1.3 1.4 1.3 1.4
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Table 2: Average numbers of hygienic pads (average+SEM) used for protection from urine leakage during the whole study.

Baseline After M 3M 6M M 12M
HIFEM group 3.0+0.4 1.9+0.5 1.5+0.4 1.40.2 1.320.3 1.4+0.4 1.320.5
PFMT group 2.8+0.6 2.3+0.7 2.0+0.6 2.2+1.1 1.8+1.4 1.8+1.1 1.8+1.1

treatment in both groups. Baseline values of HIFEM=3.0+0.4 pads
and PFMT=2.840.6 pads. In the HIFEM group (N=15), 86.7%
reported an improvement in pad use at 6 months (p=8.4-10-3).
The average improvement showed a decrease of 1.7 pad/24 hours,
and this effect was maintained for up to 1 year (p=1.7-10-3). In the
PEMT group (N=8), 62.5% decreased their pad usage. Significant
improvement in the PFMT groups was observed only after 9
months (p=4.2.10-2) and was maintained up to 1 year (p=4.2-10-2)
with -1.0 pad/24 hours.

Therapy Comfort and Satisfaction evaluation

Therapy comfort questionnaire showed on average 3.0£0.4 points
in the HIFEM group and 2.2+0.4 points in the PEMT group.
Throughout the subjective experiences from two open-ended
questions for satisfaction evaluation, 86.4% of patients from
the HIFEM group (N=22) reported less urine leakage and
frequency. In addition, 63.6% noted less urgency, and the ease
of therapy was appreciated by 54.5% of patients. In the PFMT
group (N=14), 78.6% of patients endorsed the effect of PFM
exercise, 71.4% noted less urine leakage and its frequency,
and 64.3% declared that they are more informed about UI
symptoms and treatment than before concerning adjustment of
their liquid input.

Minimal Clinically Important Difference (MCID)

A MCID analysis was performed for ICIQ-LUTSqol and UDI-
6. Previous studies identified the MCIDs for the ICIQ-LUTSqol
questionnaire as a difference of 4-6 points®® and for UDI-6 as 11
points?!. Considering the formerly inferred threshold values, it
can be concluded that the improvement achieved in the HIFEM
group was clinically significant, due to sufficient differences in
both questionnaires (minimal difference of ICIQ-LUTSqol=8.2
points and UDI-6=25.6 points). In the PFMT group, the MCID
was achieved for UDI-6 (21.1 points), however, this was not the
case for changes in the ICIQ-LUTSqol with a maximum change
of 5.1 points.

DISCUSSION

Pelvic Floor Therapy with or without biofeedback as reported by
[22, 23, 24] has traditionally been considered the standard for
pelvic floor rehabilitation. This modality, however, has significant
limitations. Most women with poor pelvic floor control have, by
definition, poor muscle and nerve function. Any therapy requiring
the patient to engage neurologically compromised and traumatized
muscles can be challenging. Electrical stimulation has been used to
overcome this limitation; however, it predominantly stimulates the
muscles in close proximity to the electrodes, limiting the efficacy of
this method due to the dependence on the electrode placement.
The HIFEM technology overcomes this limitation by creating an
electromagnetic field encompassing the entire pelvic area and
engaging all pelvic floor and accessory musculature. Further, the
HIFEM is supraphysiologic, engaging the muscles more intensely
and more rapidly than is otherwise possible. Prior single-arm
studies have supported HIFEM’s success, demonstrating significant
improvement in continence and quality of life to 6 months
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posttreatment [17,18,25,26] reported on HIFEM compared to
electrical stimulation for Ul treatment using electromyographic
measurements and 3D transperineal ultrasonography of the pelvic
floor with the HIFEM group demonstrating superior results.

This evidence also provided further insight to support the earlier
findings [25, 26].

This study was designed to prospectively compare PFMT with
biofeedback to HIFEM for improvement in female urinary
continence. The study results demonstrated a significant
improvement in the ICIQ-LUTS qol score in the HIFEM group.
The improvement achieved statistical significance at the first follow-
up and was maintained to 12 months. A peak improvement of
35% was noted at 6 months. Conversely, the PFMT group subjects
did not show a statistical improvement in ICIQ-LUTSqol scores at
any follow-up interval. The UDI-6 indicated improvement in both
the HIFEM and PFMT groups up to 52% and 42% respectively
to 12-month follow-up. Of particular note is the ICIQ-LUTSqol
bother rate evaluation. In this analysis, the HIFEM group achieved
about 2.4 times higher improvement (P<0.01) in QoL than in the
PEMT group (P>0.05) at the 6-month follow-up interval.

Evaluation with the ICIQ-BD indicated the micturition frequency
per 24 hours decreased in both groups from 8-9 times per day to 7
times per day. Bladder sensation improvement was seen only in the
HIFEM group and was most prominent at 9 months (-34%). PEMT
appeared to have minimal effect on bladder sensation.

Regarding pad usage and SSQ, in the HIFEM group, 86.7% of
subjects reported an improvement in pad use at 6 months, and
86.4% of patients reported less leakage and frequency. In the PEMT
group, 62.5% of subjects reported improvement in pad usage
and 71.4% reported less leakage and frequency. Quantitatively,
the HIFEM group reduced pad usage by 1.7 pads/24 hours and
the PEMT group reduced pad usage by 1.0 pad/24 hours. This
was maintained for 1 year. The clinical significance of results was
demonstrated in the HIFEM group for the ICIQ-LUTSqol but not
in the PEMT group. UDL6 scores initially demonstrated clinically
significant improvement in both groups but the PFMT group
did not show significant (P>0.05) improvement at 12 months
compared to the HIFEM group.

The strengths of this study were the randomized prospective multi-
center design and standardization of both therapy arms. This is
the first study to evaluate PFMT and HIFEM in a prospective
comparative way. There were also limitations to the study.
The most significant was the drop-out rate exacerbated by the
COVID-19 pandemic. This may have led to certain aspects of the
study being underpowered. Numerous key measures, however,

achieved statistical significance.

CONCLUSION

The HIFEM procedure appears to be a safe and effective modality
for improving female continence and related quality of life to
l-year. When compared to the conventional pelvic floor exercise,
the HIFEM procedure may be more effective and better tolerated.
Larger, higher-powered studies are warranted.



Guerette N, et al.

DECLARATION OF INTEREST

The authors have declared they have no conflicts of interest

ACKNOWLEDGEMENT

None

FUNDING STATEMENT

This

IRB-approved  study  (ClinicalTrials.gov  Identifier:

NCT03969368) was sponsored by BTL Industries.
REFERENCES

1.

10.

11.

12.

13.

Hunskaar S, Arnold EP, Burgio KE, Diokno AC, Herzog AR, Mallett
VT. Epidemiology and natural history of urinary incontinence. Int
Urogynecol J. 2000;11:301-19.

Lukacz ES, Santiago-Lastra Y, Albo ME, Brubaker L. Urinary
incontinence in women: a review. JAMA. 2017;318(16):1592-604.

Minassian VA, Drutz HP, Al-Badr A. Urinary incontinence as a
worldwide problem. Int ] Gynaecol Obstet. 2003;82(3):327-38.

Wood LN, Anger JT. Urinary incontinence in women. BMJ. 2014;349.

Saboia DM, Firmiano ML, Bezerra KD, Vasconcelos Neto JA, Oria
MO, Vasconcelos CT. Impacto dos tipos de incontinéncia urinaria na

qualidade de vida de mulheres. Rev Esc Enferm USP. 2017;51:e03266.

Norton P, Brubaker L. Urinary incontinence in women. Lancet.

2006;367(9504):57-67.

Kim S, Harvey MA, Johnston S. A review of the epidemiology and
pathophysiology of pelvic floor dysfunction: do racial differences
matter! ] Obstet Gynaecol Can. 2005;27(3):251-9.

Aoki Y, Brown HW, Brubaker L, Cornu JN, Daly JO, Cartwright R.

Urinary incontinence in women. Nat Rev Dis Primers. 2017;3(1):1-20.

Riss P, Kargl J. Quality of life and urinary incontinence in women.

Maturitas. 2011;68(2):137-42.

Vaughan CP, Markland AD. Urinary incontinence in women. Ann
Intern Med. 2020;172(3):ITC17-32.

Thiroff JW, Abrams P, Andersson KE, Artibani W, Chapple CR,
Drake MJ, et al. EAU guidelines on urinary incontinence. Eur Urol.
2011;35(7):373-88.

Brown JS, Sawaya G, Thom DH, Grady D. Hysterectomy and urinary
incontinence: a systematic review. Lancet. 2000;356(9229):535-9.

Herderschee R, Hay-Smith EJ, Herbison GP, Roovers JP, Heineman
MYJ. Feedback or biofeedback to augment pelvic floor muscle training
for urinary incontinence in women. Cochrane Database Syst Rev.

20115(7).

] Women’s Health Care, Vol. 12 Iss. 9 No: 680

14.

15.

16.

17.

18.

19.
20.

21.

22.

23.

24.

25.

26.

OPEN aACCESS Freely available online

Paiva LL, Ferla L, Darski C, Catarino BM, Ramos ]JG. Pelvic floor
muscle training in groups versus individual or home treatment of
women with urinary incontinence: systematic review and meta-

analysis. Int Urogynecol J. 2017;28:351-9.

Elneil S. Complex pelvic floor failure and associated problems. Best

Pract Res Clin Gastroenterol. 2009;23(4):555-73.

Alouini S, Memic S, Couillandre A. Pelvic floor muscle training for
urinary incontinence with or without biofeedback or electrostimulation
in women: a systematic review. Int | Environ Res Public Health.

2022;19(5):2789.

Elena S, Dragana Z, Ramina S, Evgeniia A, Orazov M.
Electromyographic evaluation of the pelvic muscles activity after high-

intensity focused electromagnetic procedure and electrical stimulation
in women with pelvic floor dysfunction. Sex Med. 2020;8(2):282-9.

Silantyeva E, Zarkovic D, Astafeva E, Soldatskaia R, Orazov M,
Belkovskaya M, et al. A comparative study on the effects of high-
intensity focused electromagnetic technology and electrostimulation
for the treatment of pelvic floor muscles and urinary incontinence
in parous women: analysis of posttreatment data. Female Pelvic Med

Reconstr Surg. 2021;27(4):269.
Zaiontz C. Real statistics resource pack software.

Lim R, Liong ML, Lim KK, Leong WS, Yuen KH. The minimum
clinically important difference of the international consultation
on incontinence questionnaires (ICIQ-UI SF and ICIQ-LUTSqol).
Urology. 2019;133:91.5.

Allan BB, Bell S, Husarek K. Early feasibility study to evaluate the
Viveve system for female stress urinary incontinence: Interim 6-month

report. ] Womens Health. 2020;29(3):383-9.

Kegel AH. Progressive resistance exercise in the functional restoration

of the perineal muscles. Am ] Obstet Gynecol. 1948;56(2):238-48.

Bo K. Pelvic floor muscle training is effective in treatment of female
stress urinary incontinence, but how does it work? Int Urogynecol ].

2004;15:76-84.

Castro RA, Arruda RM, Zanetti MR, Santos PD, Sartori MG,
Girdo M]. Single-blind, randomized, controlled trial of pelvic floor
muscle training, electrical stimulation, vaginal cones, and no active
treatment in the management of stress urinary incontinence. Clinics.

2008;63:465-72.

Samuels JB, Pezzella A, Berenholz ], Alinsod R. Safety and efficacy of
a non-invasive high-intensity focused electromagnetic field (HIFEM)
device for treatment of urinary incontinence and enhancement of

quality of life. Lasers Surg Med. 2019;51(9):760-6.
Hlavinka TC, Turcan P, Bader A. The use of HIFEM technology

in the treatment of pelvic floor muscles as a cause of female sexual
dysfunction: a multi-center pilot study. ] Womens Health Care.
2019;8(455):2167-0420.


https://link.springer.com/article/10.1007/s001920070021
https://jamanetwork.com/journals/jama/article-abstract/2658327
https://jamanetwork.com/journals/jama/article-abstract/2658327
https://www.sciencedirect.com/science/article/pii/S0020729203002200
https://www.sciencedirect.com/science/article/pii/S0020729203002200
https://www.bmj.com/content/349/bmj.g4531.full
https://www.scielo.br/j/reeusp/a/yFxrVGDnRy5sfVdv6R5zGqs/
https://www.scielo.br/j/reeusp/a/yFxrVGDnRy5sfVdv6R5zGqs/
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(06)67925-7/fulltext
https://www.sciencedirect.com/science/article/pii/S1701216316305187
https://www.sciencedirect.com/science/article/pii/S1701216316305187
https://www.sciencedirect.com/science/article/pii/S1701216316305187
https://www.nature.com/articles/nrdp201742
https://www.sciencedirect.com/science/article/pii/S0378512210004172
https://www.acpjournals.org/doi/abs/10.7326/AITC202002040
https://www.sciencedirect.com/science/article/pii/S2173578611000394
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(00)02577-0/fulltext
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(00)02577-0/fulltext
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD009252/abstract
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD009252/abstract
https://link.springer.com/article/10.1007/s00192-016-3133-2
https://link.springer.com/article/10.1007/s00192-016-3133-2
https://link.springer.com/article/10.1007/s00192-016-3133-2
https://link.springer.com/article/10.1007/s00192-016-3133-2
https://www.sciencedirect.com/science/article/pii/S1521691809000687
https://www.mdpi.com/1660-4601/19/5/2789
https://www.mdpi.com/1660-4601/19/5/2789
https://www.mdpi.com/1660-4601/19/5/2789
https://academic.oup.com/smoa/article-abstract/8/2/282/6956592
https://academic.oup.com/smoa/article-abstract/8/2/282/6956592
https://academic.oup.com/smoa/article-abstract/8/2/282/6956592
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8016513/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8016513/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8016513/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8016513/
https://www.sciencedirect.com/science/article/pii/S0090429519307125
https://www.sciencedirect.com/science/article/pii/S0090429519307125
https://www.sciencedirect.com/science/article/pii/S0090429519307125
https://www.liebertpub.com/doi/abs/10.1089/jwh.2018.7567
https://www.liebertpub.com/doi/abs/10.1089/jwh.2018.7567
https://www.liebertpub.com/doi/abs/10.1089/jwh.2018.7567
https://www.sciencedirect.com/science/article/pii/000293784890266X
https://www.sciencedirect.com/science/article/pii/000293784890266X
https://link.springer.com/article/10.1007/s00192-004-1125-0
https://link.springer.com/article/10.1007/s00192-004-1125-0
https://www.scielo.br/j/clin/a/jCKz5Sr8GPxR6WfJMs5zDgD/?lang=en&format=html
https://www.scielo.br/j/clin/a/jCKz5Sr8GPxR6WfJMs5zDgD/?lang=en&format=html
https://www.scielo.br/j/clin/a/jCKz5Sr8GPxR6WfJMs5zDgD/?lang=en&format=html
https://onlinelibrary.wiley.com/doi/abs/10.1002/lsm.23106
https://onlinelibrary.wiley.com/doi/abs/10.1002/lsm.23106
https://onlinelibrary.wiley.com/doi/abs/10.1002/lsm.23106
https://onlinelibrary.wiley.com/doi/abs/10.1002/lsm.23106
https://easyfairsassets.com/sites/113/2021/01/BTL-Emsella_Use-of-HIFEM-as-a-cause-of-sexual-dysfunction.pdf
https://easyfairsassets.com/sites/113/2021/01/BTL-Emsella_Use-of-HIFEM-as-a-cause-of-sexual-dysfunction.pdf
https://easyfairsassets.com/sites/113/2021/01/BTL-Emsella_Use-of-HIFEM-as-a-cause-of-sexual-dysfunction.pdf

