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ABSTRACT
Introduction: There is an increasing recognition of the impact of ageing on pelvic floor health and the consequences in

populations with rising proportions of women over the age of 65 years. A think tank was held at the ICI‐RS 2024 to discuss the

evidence to support the personalisation of women's pelvic floor health during the perinatal and perimenopausal period.

Methods: Data was collected and presented on the evidence to support the development of tools to personalise pelvic floor

health care. Epidemiological, imaging, patient‐reported outcomes, and evidence of tool development questionnaires were

discussed. The current evidence and research gaps for potential intervention to prevent the pelvic floor disorders of pelvic organ

prolapse, overactive bladder, urinary incontinence and faecal incontinence during the perinatal and perimenopasual time

periods were discussed and identified.

Results: Epidemiological studies highlight that vaginal delivery and in particular operative vaginal delivery is the single biggest

modifiable risk factor for the future development of pelvic floor dysfunction. The oestrogen depletion resulting from the

perimenopause and menopause can lead to the development of Genitourinary syndrome of menopause (GSM) which is

associated with the risk of developing pelvic floor dysfunction. Ultrasound is a useful technique for assessing the pelvic floor

and has been used to assess bladder neck mobility, distensibility of the puborectalis muscle and the striated urethral sphincter

volume antenatally with some studies reporting a correlation between these measurements and the need for Caesarean section

and development of postpartum stress urinary incontinence. Further studies are needed to standardise these measurements.

There are no patient reported outcome questionnaires validated for use in the perinatal and postmenopausal period. The UR‐
choice tool has been developed to counsel women on the risk of postpartum pelvic floor disorders occurring. However, further

evaluation in larger numbers is required.

Conclusion: There is significant interest in developing tools to counsel women on the risks of developing pelvic floor dys-

function post partum and after the menopause. Further evaluation of the UR‐choice tool was considered a research priority. The
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timepoint of cervical screening for research into interventions such as pelvic floor health education, lifestyle optimisation and

perimenopausal vaginal oestrogen supplementation was identified.

1 | Introduction

Every country is experiencing growth in the size and proportion
of the population over the age of 65 years. By 2030, 1 in 6 people
in the world will be aged 60 or older [1]. The prevalence of
pelvic floor health problems increases with age with significant
physical, economic and socio‐psychological consequences [2].
In 2023 the Royal College of Obstetricians and Gynaecologists
published its position statement on pelvic floor health which
recommended expanding access to information and early
interventions to improve pelvic floor health including a rec-
ommendation for maternity professionals to improve the iden-
tification of women at highest risk of pelvic floor dysfunction
[3]. Childbirth is the single biggest modifiable risk factor for the
development of pelvic floor dysfunction (PFD) and a time when
many healthy women first engage with the healthcare system
over a sustained period of time. The changes women experience
around the menopause may accelerate the development of
pelvic floor symptoms and there is increasing awareness of the
importance of perimenopausal health. The perinatal and peri-
menopausal periods are windows of opportunity for interven-
tions to reduce the lifetime burden of pelvic floor dysfunction.

The Health Foundation has defined person‐centred care as a
framework with four main principles; affording people compas-
sion, dignity and respect, offering coordinated care, support or
treatment, offering personalised care and enabling people to rec-
ognize and develop their own strengths and abilities so they can
live an independent life [4]. Shared decision making is an integral
part of personalised care and it is the responsibility of health care
professionals to work with patients to codevelop high quality
evidence‐based tools to support and enable informed personalised
healthcare decisions. There is a need to develop tools that can
enable the identification of women who are at high risk of devel-
oping PFD after childbirth and the menopause. This would allow
the opportunity to study the impact of targeted interventions such
as elective caesarean delivery, pelvic floor muscle training, weight
loss interventions and vaginal oestrogen therapy.

The ICI‐RS group in June 2024 discussed the evidence available to
produce tools to enable the personalisation of pelvic floor health
in the perinatal and perimenopausal period. The discussion
focused on evidence from epidemiological, imaging and
questionnaire‐based studies. Common pelvic floor disorders such
as pelvic organ prolapse, urinary and faecal incontinence were
considered in the literature reviews and presentations. This paper
outlines the evidence reviews that supported this discussion, the
discussion that took place and the research questions that were
developed as a basis for future research proposals.

2 | Epidemiology Studies

Pelvic Floor Dysfunction can occur any time in a woman's life,
although the prevalence of symptoms increases with age. In a

lifespan model DeLancey et al [5] described the importance of
predisposing, inciting and intervening causal factors of PFDs
(Figure 1). Birth injury, ageing, lifestyle factors and activity can
contribute to women developing symptoms of pelvic floor dys-
function such as pelvic organ prolapse, urinary and faecal
incontinence.

Pregnancy and childbirth have always been related to the
development of PFD with mode of delivery and vaginal birth in
particular consistently reported as one of the most important
inciting causal factors. This has been confirmed by Blomquist
et al who followed up women after their first delivery and
looked at the incidence of PFDs in relation to mode of delivery
after one or two decades [6]. The cumulative incidence since
delivery of stress urinary incontinence, overactive bladder, anal
incontinence and pelvic organ prolapse was more positively
correlated with operative vaginal delivery and spontaneous
vaginal delivery compared to caesarean section.

A large registry based national cohort study of primipara who
delivered one child by either vaginal delivery or caesarean section
with no further births reported a prevalence of 46.5% for any PFD
symptom 20 years later [7]. Two or more PFD symptoms occurred
in 14.8% and doubled after vaginal delivery (17.1%) compared
with caesarean section (8.4%) with the strongest association
between vaginal delivery and having all three symptoms; pro-
lapse, urinary and anal incontinence (OR 5.2) (Figure 2). Another
prospective cohort study of 670 nulliparous women from early
pregnancy to 1 year postpartum reported that the presence of
stress urinary incontinence during pregnancy increased the risk
of stress urinary incontinence (SUI) symptoms at 1‐year post-
partum (RR2.48) [8]. Urgency incontinence (UUI) during preg-
nancy also increased the risk of persistent urgency incontinence
postpartum (RR4.07). Vaginal delivery increased the risk of SUI
postpartum but not UUI (RR 2.63).

Other contributing factors to the development of PFD other
than mode of delivery should be considered and in the last
few years, researchers have focused their efforts on trying to
identify the modifiable and the inevitable ones. In 2021 The
National Institute of Clinical Excellence in the UK produced a
guideline (NG210) on the prevention and nonsurgical man-
agement of PFDs [9]. They reviewed the available literature and
classified risk factors as obstetric or non‐obstetric (Table 1).
Non‐obstetric modifiable risk factors in this guideline included
a BMI over 25 kg/m2, smoking, lack of exercise, constipation
and diabetes. Obstetric risk factors were related to pregnancy
(maternal age > 30 years and multiparity) and related to labour
(operative vaginal delivery, occipito‐posterior position, second
stage of labour longer than 1 h and anal sphincter injury).
Non‐obstetric risk factors from other studies include age, family
history of PFD, ethnicity, previous hysterectomy, obesity, irri-
table bowel syndrome, dementia, diabetes, neurological illness
such as multiple sclerosis, Parkinson's disease and recurrent
UTIs (Table 2) [10]. Epidemiological studies have demonstrated
ethnic differences in the occurrence of pelvic floor injury
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and types of pelvic floor dysfunction. Urgency urinary
incontinence is more prevalent in black women and stress
urinary incontinence in white women [11]. Asian women are
more likely to sustain an obstetric anal sphincter injury than
white women [12].

In general, PFDs have a prevalence that increases with age, and
this can have multifactorial reasons such as the reduction/ces-
sation of oestrogen production in the perimenopausal period,
the ageing process per sé and comorbidities. Menopause is
certainly the most important factor because the genital and the
lower urinary tract have oestrogen receptors. The lack of oes-
trogens correlates with histological and functional changes and
the onset of genital and urinary symptoms. For this reason, the
term Genitourinary Syndrome of Menopause (GSM) has been
proposed. Genitourinary syndrome of menopause (GSM) is a
term that describes the multiple changes occurring in the ex-
ternal genitalia, pelvic floor tissues, bladder and urethra, and

the sexual sequelae of loss of sexual function and libido, caused
by hypoestrogenism during the menopause transition and
postmenopause [13]. The prevalence of GSM is 4% during
perimenopause, rising after menopause to 25% after 1 year and
to 47% after 3 years [14].

The importance of oestrogen depletion in the occurrence of
pelvic floor dysfunction has been described by Erekson et al
who showed a correlation of vulvovaginal symptoms with PFD
in postmenopausal women [15]. When these women were
compared to a group of women without vulvovaginal symp-
toms, the authors showed that all urinary symptoms (urinary
stress incontinence, overactive bladder and dysuria), anal
incontinence and pelvic organ prolapse were significantly more
common in women with associated vulvovaginal symptoms.
Moreover, the severity of GSM symptoms is worse in women
who had iatrogenic causes (surgical, radiotherapy etc) com-
pared to spontaneous menopause.

FIGURE 1 | Pelvic floor injury during vaginal birth is life‐altering and preventable: what can we do about it? Reprinted with permission from J.

O. L. DeLancey et al., American Journal of Obstetrics & Gynecology, 2024, Volume 230, Issue 3, 279‐294.e2. © 2023 Elsevier Inc.
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3 | Imaging Studies

Ultrasound is a useful noninvasive method of visualising the
anatomy of the lower urinary tract either as a static or dynamic
technique. Interpretation of ultrasound studies is influenced by
parity and ethnicity. Findings may differ if the individuals

studied are nulliparous, parous or pregnant [16–19]. There also
are racial differences in urethral sphincter volume with black
women having larger rhabdosphincter volumes than white
women which may explain differences in urinary symptoms
after vaginal delivery [20]. It is important when interpreting the
measurements or diagnostic parameters of ultrasound studies
that both techniques, particularly for dynamic studies and the
individuals being studied are comparable.

Transperineal ultrasound is a technique where the ultrasound
probe is applied to the perineum and the urethra and bladder
are visualised usually in the supine position, but a seated device
has also been reported which may allow easier ultrasound
assessment of prolapse [21]. The pelvic organs and in particular
bladder neck mobility can be visualised at rest and at Valsalva.
The technique for increasing intra‐abdominal pressure should
be standardised. Due to the external application of the ultra-
sound probe, this technique is useful for imaging in pregnancy.
Bladder neck mobility has been assessed in nonpregnant,
asymptomatic, nulliparous women and ranges for coughing and
Valsalva have been reported [16, 22]. However, there are a
number of problems as the techniques used to produce bladder
neck mobility have varied between a fixed Valsalva pressure to
maximum straining without a specified instruction. The
instruction to produce the strain given varies the amount of
intra‐abdominal pressure as well as whether the pelvic floor
contracts or relaxes. The number of times the Valsalva is
attempted alters the degree of bladder neck movement [23, 24].
There are eight studies which have assessed bladder neck
movement in pregnancy [19, 25–33]. The studies where bladder
neck movement was assessed before 20 weeks showed less
movement than those carried out after 28 weeks. Importantly
those studies assessing bladder neck mobility after 28 weeks
correlated with post‐partum stress urinary incontinence. King
and Freeman used a standardised method of Valsalva and
assessed antenatal bladder neck movement greater than 1 cm or

FIGURE 2 | Clustering of pelvic floor disorders 20 years after one vaginal or one caesarean birth. Reprinted with permission from M. Gyhagen et

al., International Urogynecology Journal, 2015, Volume 26, Issue 8, 1115-1121. © 2015 Springer Nature.

TABLE 1 | Risk factors for pelvic floor dysfunction identified in

NICE NG 210 [9].

Modifiable risk factors
A body mass index (BMI) over 25 kg/m2

Smoking
Lack of exercise
Constipation
Diabetes
Non‐modifiable risk factors
Age (risk increases with increasing age)
Family history of urinary incontinence, overactive bladder
or faecal incontinence
Gynaecological cancer and any treatments for this
Gynaecological surgery (such as a hysterectomy)
Fibromyalgia
Chronic respiratory disease and cough (chronic cough may
increase the risk of faecal incontinence and flatus
incontinence)
Related to pregnancy
Being over 30 years when having a baby
Having given birth before their current pregnancy
Related to labour
Assisted vaginal birth (forceps or vacuum)
A vaginal birth when the baby is lying face up (occipito‐
posterior)
An active second stage of labour taking more than 1 h
Injury to the anal sphincter during birth
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30 degrees as being associated with an increased risk of post‐
partum stress incontinence with a RR of 8.7 which was superior
to the symptom of antenatal stress urinary incontinence pre-
dicting post‐natal urinary incontinence with a RR of 3.3 [19]. A
subsequent randomised study showed that selecting nulliparous
women who have antenatal bladder neck hypermobility and
given supervised physiotherapy by a physiotherapist reduced
the rate of post‐partum stress urinary incontinence to 19.2%
compared with 32.7% in the control group who received verbal
instructions on pelvic floor exercises alone (RR 0.59 [0.37‐
0.92]) [34].

Three‐dimensional ultrasound can be used to measure the
urethral sphincter volume. This is a reproducible measurement
and a urethral striated sphincter volume less than 1.4cc is
associated with urodynamics stress incontinence as well as
predicting less good outcome of continence surgery [35–37].
Toozs‐Hobson showed that the sphincter volume decreased
with vaginal delivery by 10% on average and if emergency
Caesarean section was carried out after 5 cm cervical dilation.
This suggests the data on comparing the pelvic floor outcomes
and delivery method need to separate elective from emergency
Caesarean section [31].

Assessment of the pelvic floor and levator ani hiatus has been
carried out antenatally and postnatally with MRI and 3D ultra-
sound [38–41]. These techniques do not predict the development
of incontinence or prolapse. However, some studies suggest that
the levator ani hiatus which can be measured with 2D, and 3D
ultrasound may predict the need for emergency Caesarean section
in labour with one study showing that women who delivered
vaginally had more distensible puborectalis muscles measured by
ultrasound at 32 weeks compared to women who delivered by
caesarean section [42, 43]. A larger study is needed to further
evaluate the role of antenatal puborectalis distensibility in the
prediction of vaginal delivery and whether this correlates with
future risk of pelvic floor dysfunction.

4 | Patient‐Reported Assessment Questionnaires

Although many patient‐reported outcome measures (PROMs)
have been developed to evaluate pelvic health for use in ur-
ogynaecology populations [44], few have been specifically
validated for use in the perinatal period [45]. In 2017 the
International Consortium for Health Outcomes Measurement

(ICHOM) group devised a standardised outcome set, that
includes a series of PROMs/PREMs to evaluate care during
pregnancy and up to 6 months post‐partum [46] These have
been used so far mostly in a research capacity, but also in a
clinical context [47]. However, recent systematic reviews have
highlighted the limitations of existing PROMs in evaluating
post‐partum recovery and the need for the robust development
of a new and comprehensive tool [45, 48]. Currently, few tools
specifically assess patient‐reported PFDs in pregnancy and post‐
partum in a complete and integrated way. One has been deve-
loped in the German language [49] and was based on the widely
used Australian Pelvic Floor Questionnaire [50]. A recent
development in the English language is the Perinatal Pelvic
Health Self‐Assessment Questionnaire (PPSAQ) [51]. The aim is
to enable women to self‐report risk factors and monitor PFD
symptoms throughout the perinatal period, and to inform
appropriate referrals to new pelvic health centres that are es-
tablished in England. This questionnaire has been developed
alongside the existing modular International Consultation in
Incontinence Questionnaires (ICIQ) [52]. The availability of
self‐completed questionnaires validated in the perinatal popu-
lation shows promise, however, the integration of PROMs/
PREMs in‐network healthcare systems such as perinatal care
has many complexities, given the intricate patient pathway and
appointment schedules. Challenges remain to the provision of
information technology infrastructures that integrate with the
local healthcare systems, including solutions to cultural, liter-
acy and language barriers to ensure tools remain accessible to
completion by all [47].

Although there are questionnaires available specifically for the
menopausal population, currently assessment centres around
broader health‐related quality of life domains such as physical,
emotional, and social functioning [53]. The assessment of pelvic
floor health in menopausal women is under‐researched and no
population‐specific tools have been developed for this patient
group. However, it is recommended by the ICI that existing
recommended questionnaires should be used, if possible, as this
standardises use and avoids the proliferation of new question-
naires [54].

5 | Perinatal Period

Large cohort studies contribute to our understanding of the
development of PFD following delivery. One of the largest was the
SWEPOP study, a national cohort study carried out in Sweden of
women who delivered in the 1980s (n= 5236 women who had a
single vaginal delivery or a single caesarean delivery) [55]. They
showed the greatest risk factors for developing symptomatic pel-
vic organ prolapse (POP) were vaginal delivery (OR 2.55 (95% CI
1.98–3.28)) and maternal height of less than 160 cm with a foetal
birthweight greater than 4 kg (OR 2.06 (95% CI 1.19–3.55)). The
same year, the ProLong study group published their 12‐year
findings, a longitudinal study assessing women at 3 months,
6 years and 12 years following delivery, carried out in Scotland,
England and New Zealand [56]. The most significant risk factor
for development of faecal incontinence was a single forceps
delivery (OR 2.08 (95% CI 1.53–2.85)) as well as raised BMI (OR
1.52 (95% CI 1.06–2.17)). Fu et al also found similar risk factors,
but in addition found urinary incontinence during pregnancy (OR

TABLE 2 | Additional risk factors for pelvic floor dysfunction fac-

tors discussed at ICI‐RS 2024.

Ethnicity
Irritable Bowel Syndrome
Neurological disease
Recurrent UTIs
Urethral sphincter volume on ultrasound less than 1.4cc
Antenatal stress urinary incontinence
Antenatal urge urinary incontinenceAntenatal bladder
neck movement on ultrasound greater than 1 cm or
30 degrees
Maternal height < 160 cm
Foetal birth weight > 4 Kg
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4.42), constipation (OR 2.46) and bi‐parietal diameter at 32 weeks
(OR 51.67) to increase risks for development of post‐partum
pelvic floor dysfunction [57].

With regard to the link between forceps delivery and pelvic
floor dysfunction, this has been well established. We know
there is a clear association between forceps and levator ani
avulsions (OR 4.35 (95% CI 2.56–7.40)) and those with levator
ani avulsions (OR 2.28 (95% CI 1.34–3.91)) and greater hiatal
area (OR 3.28 (95% CI 1.96–5.50)) are at greatest risk of devel-
oping symptomatic POP, demonstrated in a cross‐sectional
study of 850 women 20 years after their first delivery [58].

The detection of nerve injury related to delivery is more difficult
to diagnose. EMG studies of the external anal sphincter and
postpartum pudendal terminal motor latency studies showed
that multiparity, forceps delivery, increased length of second
stage, anal sphincter injury and high birth weight were
important factors linked to pudendal nerve damage [59].
Quantitative nerve testing has shown that mode of birth has a
significant impact on sensation with caesarean delivery being
neuroprotective and vaginal delivery showing a transient effect
but operative delivery being associated with more prolonged
neurological impairment [60].

Some risk factors for PFD are unmodifiable, the factors standing
out as amenable to change are mode of birth and the use of
forceps. In labour, if urgent delivery or assistance is required
during the second stage the options include ventouse, forceps or
caesarean section. Delivery by ventouse is not always feasible and
caesarean section at full dilation has significant maternal mor-
bidity and implications for mother and babies in future preg-
nancy, so forceps delivery is often considered. It is imperative to
ensure forceps are used appropriately and only when required
and training continues to optimise ventouse use. Women at high
risk for development of pelvic floor dysfunction should be offered
a planned caesarean section, if they wish, once they have con-
sidered the individualised risks presented to them including the
impact on future childbearing. Each woman will have a different
threshold for deciding whether the risks for developing pelvic
floor disorders are high enough to consider caesarean birth and
this should be an informed individual choice.

6 | Perimenopausal Period

The menopause has a significant impact on pelvic floor func-
tion, and it is well‐recognised that the consequences of age‐
related pelvic floor weakness combined with a reduction in
oestrogen are important factors. It has been known for
many years that a substantial proportion of incontinence‐free
post‐menopausal women develop urinary incontinence later in
life. A prospective study of women over 2 years recruited aged
55–75 years showed that among the 345 women without any
incontinence at baseline 19% reported some incontinence at 1
and 2 years. Independent predictors of incontinence included
white race, use of vaginal oestrogen cream, vaginal dryness,
vaginal discharge, 6 or more lifetime urinary tract infections,
vaginal colonisation with E. coli and diabetic peripheral neu-
ropathy. A history of hysterectomy and any vaginal symptoms
were also strong predictors (OR 1.8, 1.7) [61].

A recent Swedish study based on a national cohort of nullipa-
rous women aged 25–64 years (N= 624,049) presented detailed
descriptive measures of accidental leakage of liquid or solid
stool and gas and identified abnormal stool consistency with gas
and liquid stool as the strongest risk factor for accidental bowel
leakage. The low rates of isolated leakage of solid stool were felt
to support the impression that dysfunction of the continence
mechanism of the pelvic floor had a negligible role in bowel
incontinence. This study provides important data that can be
considered for comparisons with parous women who may have
birth‐related injuries [62].

In addition to the pre‐existing obstetric‐related risk factors,
other medical conditions such as diabetes and obesity and
certain occupations such as cleaning or nursing have been
highlighted as significant for some women in developing uri-
nary or faecal incontinence or pelvic organ prolapse [63, 64]
The additional risk factors in postmenopausal women have not
been investigated as extensively but the perimenopause appears
to be a moment in a woman's life that intervention for or
modification of risk factors could be introduced.

7 | Tools

There has been enormous interest in the development of models
to predict outcomes relating to pelvic floor disorders. This work
will potentially allow the identification of women at higher risk of
developing urinary or faecal incontinence and allow preventative
strategies to be applied, examples being pelvic floor muscle
training, weight control, and the choice of an elective caesarean
section rather than vaginal delivery, which might help improve
their outcome. A study looking at the possibility of developing a
predictive model looked at variables from 2 previous study
cohorts of 20,000 women, half each from the ProLong and Swe-
POP studies and reported that models were able to discriminate
between women who experienced bothersome symptoms or had
received treatment at 12 and 20 years. Route of delivery and
family history were strong predictors of each PFD. Urinary
incontinence before and during index pregnancy was a strong
predictor for the development of all PFDs in most models 12 years
after delivery. Further refinement and external validation of these
models are required [65].

Using risk factors identified before and during childbirth,
prognostic models have been also developed to predict the risk
of developing urinary incontinence, faecal incontinence and
PFDs [65]. The UR‐choice tool was developed as a scoring tool
to counsel women antenatally on the risk of developing PFD
after vaginal delivery based on risk factors [66]. No prognostic
tools have been developed to predict the onset of PFD in the
peri or postmenopausal period.

8 | Conclusion

There have been few studies investigating interventions to
address modifiable risk factors to prevent the onset of pelvic
floor dysfunction. The NICE guideline on prevention of pelvic
floor dysfunction identified 7 studies of lifestyle interventions
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and 15 studies of pelvic floor muscle training to prevent pelvic
floor dysfunction [9]. Six studies assessed the effectiveness of
lifestyle changes on the development of urinary incontinence
and one study assessed fibre intake and the development of
faecal incontinence. All lifestyle intervention studies were
considered to provide very low‐quality evidence. Of the 15
studies assessing PFMT 6 recruited antenatal women and 7
postnatal women. The 2 community‐based studies provided
low‐quality conflicting evidence of the benefit of PFMT in
reducing urinary symptoms. Obstetric studies showed low to
moderate‐quality evidence of effect of PFMT in reducing uri-
nary incontinence and pelvic organ prolapse in the short term
postpartum.

In the UK, the Women's Health Strategy published in 2022
encourages the expansion of women's health hubs around the
country and other models of ‘one‐stop clinics’, bringing essen-
tial women's services together to support women to maintain
good health and create efficiencies for the NHS [67]. The wo-
men's health hubs cover a range of conditions but pelvic floor
health is considered an optional area for development. Inte-
grating pelvic floor health into reproductive and gynaecology
care in women's health hubs and maternity care will improve
access to preventative treatment such as pelvic floor muscle
training, encourage optimisation of pelvic floor health before
pregnancy and promote better pelvic floor health in the peri and
postmenopausal period.

There was a wide consensus that further validation of the UR
choice tool would be helpful and that it would be important to
involve women in this evaluation. Recently developed PROMs
validated specifically for the self‐reporting of PFDs and risk
factors within the perinatal period show promise if successfully
integrated into clinical practice. Whilst there is growing
awareness of the impact of birth pelvic floor trauma, it is not
routinely discussed by midwives and obstetricians. This means
that women experiencing stress urinary incontinence antena-
tally are not always identified and referred for PFMT. The
benefits of interventions such as PMFT need to be better eval-
uated in this context. Personalised risk calculators should dif-
ferentiate between the benefits of elective and emergency
caesarean delivery. It is recognized that although forceps
delivery is a significant risk factor for the development of PFD,
caesarean delivery at full dilatation is also associated with
morbidity and long‐term consequences for future deliveries.

Research should focus on what women want to know in
advance of pregnancy and antenatally and when and how they
want to receive information on their personalised risk of pelvic
floor dysfunction. It was recognised that women do not always
report symptoms and there was a need for research on the best
way to elicit them.

Regarding the perimenopausal period, it was considered that the
3 yearly cervical smear screening provided an opportunity to
discuss pelvic floor health before the menopause but qualitative
research is needed to understand when and how women would
like to discuss their pelvic floor health. The availability of oes-
tradiol vaginal preparations over the counter in the UK increases
access for women with symptoms of GSM and research on
whether starting this before onset of GSM was considered

relevant. Providing women with information was considered very
important to educate on common pelvic floor symptoms and
advise on lifestyle treatments, interventions and where to access
help. The age of 45‐50 was considered a critical period for this.
The paucity of data on long‐term use of vaginal oestrogens was
discussed and the fact that the enclosed safety information is the
same as that of the combined oral contraceptive pill which con-
tains much higher dose of oestrogen overstates the risks of
potential side effects and complications. Risk of drug interaction
with other medications is also unclear.

9 | Research Questions

What is the optimum gestation to assess bladder neck move-
ment on ultrasound in pregnancy?

∘ Further longitudinal study is required.

Can antenatal 3D ultrasound of urethral sphincter volume
predict post‐natal stress urinary incontinence?

∘ Larger cohort study measuring volume and symptoms
antenatally and postnatally is required.

Is it possible to standardise the method of increasing abdominal
pressure for ultrasound assessment of bladder neck and ure-
thral mobility?

∘ Feasibility study required to determine reproducibility and
reliability of methods to increase intrabdominal pressure.

What are the predictors for pelvic organ prolapse, urinary and
faecal incontinence, both postnatally and in menopause?

∘ Larger epidemiological studies are required.

What is the core outcome set for evaluating pelvic floor symp-
toms in postnatal and perimenopausal women?

∘ Codesign and evaluation studies of questionnaires and
other tools investigating symptoms are required.

Is it necessary to establish a pelvic floor condition‐specific
PROM for women in the perimenopause?

∘ A qualitative study with service users to explore their needs
regarding perimenopausal health is required.

Can UR choice tool be used routinely to advise women of the
risk of pelvic floor dysfunction associated with delivery and is it
acceptable to women?

∘ A longitudinal cohort study evaluating the UR choice tool
is required.

How and when do women wish to receive information on PFD?

∘ A qualitative study exploring women's needs and wishes
regarding information of PFD is required.
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Is there a role for vaginal oestrogen treatment in asymptomatic
women perimenopausally to prevent the onset of GSM
and PFD?

∘ An RCT to assess the effectiveness of vaginal oestrogen to
prevent the onset of GSM and PFD is required.

What is the long‐term safety of vaginal oestrogen in women
with contraindications to systemic oestrogen?

∘ A prospective study of women using vaginal oestrogen is
required.

What is the risk of drug interactions with vaginal oestrogen and
other medications such as warfarin?
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