Supplementary B
Measurements of pelvic floor muscle strength and urinary incontinence 
There is concern that some instruments did not measure pelvic floor muscle (PFM) strength alone. For example, most measures do not differentiate between increases in intraabdominal pressure and increases due to PFM contraction [1]. There was large variability in measurement psychometrics with some values indicating poor reliability or poor precision. For example, PFM strength was measured by an intravaginal device or by fingers placed vaginally. The device (e.g., balloon devices, dynamometer, or perineometer) reports the signal occurring, whereas the examiner reports on the perceived sensation on the fingers (e.g., modified Oxford scale) when a woman is asked to perform a PFM contraction. Kappa for the modified Oxford scale ranged from 0.27 to 0.95 [2-5] and test-retest reliability for intravaginal balloon devices ranged from 0.52 to 0.85 [6]. 

Kegel’s exercises regimen
There was variability across Kegel’s exercise regimen dosing, delivery, support, and supports to increase compliance for strength training. Of the 11 articles, four focused on Kegel’s exercises at home only [7-10]; all others combined therapist supervision in individual or group exercises with home exercises. All home sessions were unsupervised, all office sessions were supervised. Dosing of at home Kegel’s varied widely in relation to number of sessions per week or day, length of sessions, and number of contractions per session. Dosing of office Kegel’s exercise sessions also varied widely in relation to the number of sessions per week or month, length of each session, and number of contractions.
Many studies did not provide details on session length, whether at home or in office, or number of contractions. Length of the study period also varied from six weeks to 18 months. The total numbers of contractions daily varied across the Kegel’s exercises regimens. In addition, some Kegel’s exercises programs asked women to perform the contractions in different positions such as sitting, standing, or supine [11, 12], with fast or slow contraction [11], sustained contraction [13, 14], or during jumping or coughing [15]. 
Support for performing pelvic floor muscle training (PFMT) (Kegel’s exercises) and increasing the treatment effect included therapist supervision, assistance of biofeedback [11, 13, 14], audio cassette tape recording [10], added fitness exercises [16], using an application and adding Knack timing [8], or trainer device [17] to increase awareness of the contractions, with one study [11] added biofeedback and electrical stimulation only for women who had two incidents of incontinence after completing basic training or had weak PFM strength from active training. The majority of these studies delivered Kegel’s exercise training in person, except one study [8] which used an application. Women were required to meet with a therapist weekly, or receive telephone calls and exercise reminder cards, or submit written records regularly per week during the study period to increase compliance of with the Kegel’s exercise program [10, 12, 14].

The Knack combined with pelvic floor muscle training regimen
Both studies involved Maximized Awareness of Timing in daily life although the PFMT regimens were different (Table 5). One [18] asked women to attend a 30-minute private office visit to perform 20 contractions (10 forceful + 10 slow maximal) under supervision while gradually increasing the number of contractions in later visits according to the women’s capacity, twice per week for 10 weeks. Women were also asked to practice the contractions and the skill of contracting to maximize urethral closure pressure at home as frequently as possible. Another one [19] applied a specific PFMT rehabilitation program that consisted of a bladder neck effective PFM contraction, precontraction before coughing (the Knack), precontraction before urge triggers (urge strategies), and a co-contraction of transversus abdominis muscle, with no formal PFMT purposely for strengthening. Women were encouraged to use the precontraction in daily life. Women with overactive bladder also received behavioral advice and were instructed to perform submaximal and gentle precontractions to delay urgency. Perineal ultrasound was used as biofeedback to assist contractions during office sessions. The initial session lasted about 60 minutes and additional sessions were added as needed (Md=2, range 1-6). Each session lasted between 15 and 90 minutes, with a total of treatment time of 60 to 240 minutes (Md=120 minutes, M=133 minutes) for 4 to 6 weeks. Follow up was at 1 to 16 months (Md=7, Mean=7.6). No statistics on the association between the transverse abdominus training component and UI were reported.
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