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THE PELVICON STORY

PelviConners
don’t just learn.

We lead.

WHAT WE BEL IEVE . . .
Multi-Disciplinary Symposium. Many conditions require a multi-disciplinary approach
and understanding for best care. The gold standard is always going to be collaborative
care - the symposium is designed to elevate our patient results.

Practical Takeaways. Not just a bunch of research and statistics, but practical takeaways
you can use the next day in the treatment room.

Learn From the Best. Who you learn from matters! We bring the leading minds in
pelvic health together from all over the world to share their knowledge and experience.

Connection. We’re better together. Attending a PelviCon conference or symposium
brings you into a community of like-minded practitioners. We’re passionate about
growing our skills and always providing the best possible care for our patients.

BE ING A PELVICONNER. . .
is more than attending a conference or an educational
event. It’s stepping into a movement.

We can’t do this in isolation. PelviCon is about connection.
Learning from the best in the world.
Knowing you belong.

Welcome to PelviCon Symposium 2026:
Pelvic Organ Prolapse

It’s the promise to keep learning and never stop improving

It’s the commitment to give patients the care they deserve

It’s the courage to seek out community

It’s the vision for a long, joyful career in pelvic health
And it’s a simple truth - by continuing to learn and grow,
you’ve become a leader in the field.



PELVICON 2022: “THE FIRST ONE”
We booked a small Atlanta hotel, invited a world-class lineup of pelvic
health speakers, and crossed our fingers. Would anyone share the
vision?

The answer came fast. The 200 tickets sold out in just 3 minutes.
We moved hotels, added more people and the rest is history.

The energy in that first room was electric. PelviCon wasn’t just another
conference. It was the movement our field had been waiting for.

PELVICON 2023: IT STARTS WITH US
The second year of PelviCon was all about leveling up.  We expanded to
a larger hotel, elevated the experience and brought in another world-
class speaker lineup.

Our theme, It Starts with Us, challenged every attendee to recognize
we can’t wait for someone else to move our field forward.  The change
begins here and now.

PELVICON 2024: IGNITE!
In 2024, our theme was “Ignite.” We brought our most international
lineup ever and sold out tickets in less than 5 hours on Black Friday.

The energy sparked in that room carried into practices around the
world. PelviCon became the place where new ideas, new techniques,
and new friendships caught fire.

"This conference
can and will

change your life."
- Sandra S.

"It's pelvic rehab's
Super Bowl!

Best conference
I've ever been to."

- Kathryn N.

PELVICON 2025: ELEVATE
Last year, we wanted to ‘elevate’ together.  Elevate our skills.  Our
confidence.  Our voices.  Our impact on patients everywhere.

Tickets sold out in less than 29 minutes, and we celebrated educating
more than 2,500 practitioners at a PelviCon event!

PELVICON 2026: DISRUPT
For our 5  year, we’ll be in Atlanta on September 25-26 to disrupt.  We want to break
out of our clinical ruts.  Break through our limitations and barriers.  And learn from
the absolute best.

th

In-person tickets sold out in 4 minutes this year, and hundreds more are joining the
Live Virtual + Recorded version to get all of the great material and this unique chance
to learn from the leaders in the field.



Taryn Hallam Dr. Shweta Desai Gaynor Morgan
International pelvic PT
educator translating
research into practical,
high-impact prolapse
treatment strategies.

Urogynecologist
providing insight into

surgical and
comprehensive
prolapse care.

Pessary expert, inventor,
and global educator
training thousands in
conservative prolapse

management.

SYMPOSIUM SPEAKERS

Kelsey Bates Dr. Lori Forner Dr. Hans Peter Dietz
Mental health specialist

helping clinicians
address emotional and
psychological impacts of
pelvic health conditions.

Researcher and clinician
specializing in strength
training, pelvic floor

function, and complex
pelvic conditions.

Renowned researcher
whose work defines our
understanding of the
pelvic floor and birth

injuries



F O U N D E R S

Jessica Reale, PT, DPT, WCS
Jessica is the Founder of Southern Pelvic Health in
Atlanta, GA, a multi-clinician, multi-site practice.

Jessica has a deep passion for the pelvic health
rehabilitation field and loves supporting other
clinicians in being the best they can for their patients.

Through the Pelvic Pro Collective, Jessica runs the
Clinical Rockstar Membership, giving rehab providers
access to clinical mentorship.  She and her husband
Andrew also provide support for business owners.

@SouthernPelvicHealth

Nicole Cozean, PT, DPT, WCS
Dedicated to changing the way we do pelvic health,
Nicole founded PelvicSanity to provide exceptional
care for complex pelvic patients.

Through Pelvic PT Rising, Nicole has helped 900+
pelvic rehab businesses grow and scale.  Her clinical
courses challenge practitioners to ‘be better.’

She’s the creator of the Pelvic PT Rising podcast (with
1M+ downloads!) for providers and authored the
bestselling IC Solution for patients.

@NicoleCozeanDPT



9AM MORNING SESSIONS

TARYN HALLAM, PT
ANTERIOR VERSUS POSTERIOR WALL
PROLAPSE - SIBLINGS OF THE SAME PARENT?

DR. SHWETA DESAI
POP SURGERY AND MESH: WHERE WE’VE BEEN
AND WHERE WE ARE NOW

GAYNOR MORGAN, FRSA
PESSARIES: BEYOND THE FITTING KIT

KELSEY BATES, LMHC, CRC
HELP PATIENTS WITH PROLAPSE THRIVE
WITH CBT TOOLS

LORI FORNER, PT, PHD
UPDATED THINKING ON POP + EXERCISE:
LOAD & IMPACT

JESSICA REALE & NICOLE COZEAN
PRACTICAL STRATEGIES FOR EVALUATION &
TREATMENT OF PELVIC ORGAN PROLAPSE

HANS PETER DIETZ, MD, PHD
IMAGING OF MATERNAL BIRTH TRAUMA AND
LEVATOR AVULSIONS

1:30PM AFTERNOON SESSIONS
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Anterior vs Posterior
Vaginal Wall Prolapse

Taryn Hallam

-- siblings of the same parent?

Taryn Hallam

About Me
Pelvic Health PT in Sydney, Australia (26years)

10 years Hospital – maternity / gynae / outpt

10 years Private Practice – O&G

MAIN ROLE NOW

Owner / Director / Primary Educator at Women’s 
Health Training Associates (WHTA)

organisation whose main goal is to facilitate clinician
access to the latest clinical practice research in the
area of women’s health physical therapy

☺ !! EDUCATION AND TRAINING !! ☺
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Disclosures

No disclosures

Introduction

For hundreds of years, official prolapse terminology was ‘organ’ based:

�

2



More Recent Terminology

In the late 1990s / early 2000s we saw a shift in opinion: 

More Recent Terminology

In the late 1990s / early 2000s we saw a shift in opinion: 

Bump et al 19961 explained that: 

due to the fact most prolapse is only
assessed via observation of the 
vaginal canal (as opposed to 
ultrasound or MRI)…

“use of the terms cystocele, 
rectocele, or urethrovesical 
junction… 

e, or urethrovesical 
imply an unrealistic juj nctiiono ……  jj

certaintycecececcecertrtrtrtrtaiaiaiaiaintntntntntyyyyyyyyyyyyyyy as to the structures on the 
other side of the vaginal bulge”1p10

most are cystocele and rectocele
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More Recent Terminology

In the late 1990s / early 2000s we saw a shift in opinion: 

Bump et al 19961 explained that: 

due to the fact most prolapse is only
assessed via observation of the 
vaginal canal (as opposed to 
ultrasound or MRI)…

“use of the terms cystocele, 
rectocele, or urethrovesical 
junction… imply an unrealistic 
certainty as to the structures on the 
other side of the vaginal bulge”1p10

and…, by not naming them as 
cystocele and rectocele…

More Recent Terminology

In the late 1990s / early 2000s we saw a shift in opinion: 

Bump et al 19961 explained that: 

due to the fact most prolapse is only
assessed via observation of the 
vaginal canal (as opposed to 
ultrasound or MRI)…

“use of the terms cystocele, 
rectocele, or urethrovesical 
junction… imply an unrealistic 
certainty as to the structures on the 
other side of the vaginal bulge”1p10

and, by instead naming them
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REMAINDER  OF  TODAY’S  TALK…

THREE MAIN GOALS

Understand in what ways anterior and posterior vaginal wall prolapse are similar, and in
what ways they are different

Understand how their differences can impact both the approach and success rates for
treatment (both conservative and surgical)

Enable clinicians to uniquely tailor education and advice based on whether the patient is
presenting with anterior vs posterior vaginal wall prolapse

Comparison #1:   Type of Fascial Defect
BACKGROUND KNOWLEDGEBACKGROUND KNOWLE

Anterior

Posterior
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Comparison #1:   Type of Fascial Defect
BACKGROUND KNOWLEDGEBACKGROUND KNOWLE

Anterior

Posterior

Defect

Defect

allows the 
bladder to 
push on the 
anterior 
vaginal wall

allows the 
rectum to 
push on the 
posterior 
vaginal wall

Comparison #1:   Type of Fascial Defect

Anterior Vaginal Wall Prolapse Posterior Vaginal Wall Prolapse
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Comparison #2:   First Line Surgical Approach

Anterior Vaginal Wall Prolapse Posterior Vaginal Wall Prolapse

� �

!! IMPORTANT NOTE !!
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!! IMPORTANT NOTE !!

≥

!! IMPORTANT NOTE !!

� ♀

�
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!! IMPORTANT NOTE !!

Anterior Vaginal Wall Prolapse Posterior Vaginal Wall Prolapse

☺

#3:   Success Rate of Native Tissue Repair
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Anterior Vaginal Wall Prolapse Posterior Vaginal Wall Prolapse

#3:   Success Rate of Native Tissue Repair

Anterior Vaginal Wall Prolapse Posterior Vaginal Wall Prolapse

#3:   Success Rate of Native Tissue Repair

�
♀
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REMEMBER…..

MUSCLE / FASCIA INTERPLAY

11



‘Ball in the Room’ Analogy

‘Ball in the Room’ Analogy
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Levator Hiatus
The structure of puborectalis is such that there is a hiatus (‘gap’) in the 
deep pelvic floor along the midline (from pubis to posterior aspect of 
anorectal junction)

This is known as the Levator Hiatus

Levator Hiatus and Pelvic Organ Support

The LH size varies between women and is known to increase 
after vaginal birth, but temporarily reduces with a voluntary 
pelvic floor contraction

The larger the levator hiatus the less support provided to the 
anterior compartment pelvic organs sitting on top.

13



Levator Hiatus and Pelvic Organ Support

One of the original papers….

Dietz, Shek, De Leon and Steensma 200811

Assessed the LH area via 3D/4D ultrasound of n = 544 with mean age 53.2yrs 

Levator Avulsion
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So let’s now go back

#3:   Success Rate of Native Tissue Repair

Anterior Vaginal Wall ProlapsePosterior Vaginal Wall Prolapse

15



#3:   Success Rate of Native Tissue Repair

Anterior Vaginal Wall Prolapse
Diez-Itza, Avila et al 2020 – LEV HIATUS13

Prospective multicenter study of 455 women 
with symptomatic anterior compartment 
prolapse undergoing primary vaginal surgery. 

� LH >25cm2  was a significant increased risk
for recurrence of both anatomical prolapse and
symptoms of prolapse

Dietz et al 2010 – LEVATOR AVULSION14

Found that 69% of women with major levator 
avulsion prior to anterior colporrhaphy, had 
anatomical recurrence of ≥ Stage 2 by 6 weeks 
post-op!

#3:   Success Rate of Native Tissue Repair
Diez-Itza, Avila et al 2020 – LEV HIATUS13

Prospective multicenter study of 455 women 
with symptomatic anterior compartment 
prolapse undergoing primary vaginal surgery. 

� LH >25cm2  was a significant increased risk
for recurrence of both anatomical prolapse and
symptoms of prolapse

Dietz et al 2010 – LEVATOR AVULSION14

Found that 69% of women with major levator 
avulsion prior to anterior colporrhaphy, had 
anatomical recurrence of ≥ Stage 2 by 6 weeks 
post-op!
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#3:   Success Rate of Native Tissue Repair
Diez-Itza, Avila et al 2020 – LEV HIATUS13

Prospective multicenter study of 455 women 
with symptomatic anterior compartment 
prolapse undergoing primary vaginal surgery. 

� LH >25cm2  was a significant increased risk
for recurrence of both anatomical prolapse and
symptoms of prolapse

Dietz et al 2010 – LEVATOR AVULSION14

Found that at 69% of women with major levator Found thaat
avulsion prior to anterior colporrhaphy, had 
anatomical recurrence of ≥ Stage 2 by 6 weeks 
post-op!

GH + PB on Valsalva

Has been found to be strongly correlated the 
assessment of levator hiatus area as measured on 

3D/4D Ultrasound (r = 0.722, p<0.001)15

ASSESSING RISK OF FAILURE FOR

ANTERIOR REPAIR

#3:   Success Rate of Native Tissue Repair

GH + PB on Valsalva

Has been found to be strongly correlated the 
assessment of levator hiatus area as measured on 

3D/4D Ultrasound (r = 0.722, p<0.001)15

ASSESSING RISK OF FAILURE FOR

ANTERIOR REPAIR
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Hypothetical Clinical Scenario

Hypothetical Clinical Scenario
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Hypothetical Clinical Scenario

Hypothetical Clinical Scenario
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#5. PFMT – anterior vs posterior POP 

Wang et al 202217

Performed a systematic review and meta-analysis on RCTs published in English with 
women aged 18 years and older with POP, whereby the intervention included any type 
of PFMT program 

An initial 10,022 records were identified

n = 6,324 records after duplicates removed

n = 30 selected for full text review after review of title and abstract

13 articles met criteria

#5. PFMT – anterior vs posterior POP 

20



Wang et al 202217

RESULTS: Anatomical Prolapse
The pooled results of n = 6 trials with a total of n = 911 patients demonstrated that on average, 
there was a statistically significant difference in  POP-Q stage compared to the control group after 
pelvic floor muscle training    

RR 1.51,  95% CI 1.14 – 2.01,  p = 0.004

ie PFMT gp was 1.51x more likely to show an improvement in POP-Q Stage than the control gp

However….. this included many different women with many different types of prolapse.

#5. PFMT – anterior vs posterior POP 

Wang et al 202217

RESULTS: Anatomical Prolapse
The pooled results of n = 6 trials with a total of n = 911 patients demonstrated that on average, 
there was a statistically significant difference in  POP-Q stage compared to the control group after 
pelvic floor muscle training    

RR 1.51,  95% CI 1.14 – 2.01,  p = 0.004

ie PFMT gp was 1.51x more likely to show an improvement in POP-Q Stage than the control gp

ANATOMICAL POP IMPROVEMENT – Split by Compartment!!!!!!

1. Anterior Compartment POP

Statistically significant improvement RR 2.06  95%CI CI 1.44 4 –4 – 2.94,  p < 0.0001

2. Posterior Compartment POP

No statistically significant improvement RR 1.23  95% CI CI 0.66 6 –6 – 2.27,  p = 0.52

#5. PFMT – anterior vs posterior POP 
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#5. PFMT – anterior vs posterior POP 

ANATOMICAL POP IMPROVEMENT – Split by Compartment!!!!!!

1. Anterior Compartment POP

Statistically significant improvement RR 2.06  95%CI CI 1.44 4 –4 – 2.94,  p < 0.0001

2. Posterior Compartment POP

No statistically significant improvement RR 1.23  95% CI CI 0.66 6 –6 – 2.27,  p = 0.52

The Prolapse / PFM Descent Link

22



COMMON SENSE THINKPOINTCOMMON SENSE THINKPOINT

#6. Secondary Vaginal Wall Descent
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#6. Secondary Vaginal Wall Descent
Anterior Vaginal Wall Prolapse Posterior Vaginal Wall Prolapseapseppse

One last comparison…

24



#7. Pessary Management

The main role of pessaries is to counteract the loss of fascial support 

Pubocervical Fascial Defect 

ANTERIOR VAGINAL WALL PROLAPSE

Uterosacral Ligament Defect

UTERINE PROLAPSE

#7. Pessary Management

Unfortunately, in isolated (primary) posterior vaginal wall prolapse
the direction of descent cannot be supported by a ring pessary

25



Takeaways to Change Your Practice

References
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References
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Shweta Desai, MD

SShwetaa Desai,, MD

Aboutt Me

Urogynecologist and Reconstructive
Pelvic Surgeon
Northside Center for Urogynecology
Atlanta, GA

Board Certified:
Obstetrics and Gynecology
Urogynecoloy and Reconstructive Pelvic
Surgery

28



Disclosures
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Expectant Management
Physical Therapy
Pessary
Surgery

If considering surgery:
Counsel on risk of de novo SUI
Urodynamics?

Treatment
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https://www.youtube.com/watch?v=5Eb-a9jrPrc

Video Link
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Video Link
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Pessaries beyond 
the fitting kit
Gaynor Morgan FRSA

Gaynor Morgan

About Me

Pessary specialist, inventor, and
educator with 25+ years in conservative
pelvic floor management.
Fit-pro and advanced breathwork
instructor integrating pressure
management, movement, and pessary
optimization.
Bridging clinical practice, the fitness
industry, and lived patient experience to
improve conservative pelvic health care.
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Restore Your Core

Oxygen Advantage

Aria Breath

SomaFlex*
*Commission from SomaFlex is donated in full by Soma Therapies to Head for
Change and Headway UK (2 brain injury charities). The presenter receives no
personal income from this relationship.

Non-Financial Interests: None declared.

Full details available at www.pelvicangel.net/resource

Agenda

The Pressure Cylinder: Breath as a Management Tool
OTC
Support Pessaries
Space Filling Pessaries
Pessaries in Pregnancy
Pessary Options
Troubleshooting the "Three H’s“
Takeaways to Change your Practice
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The Pressure Cylinder
& The Orchestra

Measurement Normal / Quiet 
Breathing

Deep / 
Strenuous 
Breathing

Diaphragmatic 
Excursion 3–5 cm

7–8 cm (up to 10 
cm in highly 
conditioned)

Pelvic Floor 
Synergy

PFM descends 
slightly

PFM must 
lengthen & 
recoil

Bø, K., Driusso, P., & Jorge, C. H. (2023). Neurourol
Urodyn, 42, 1261–1279; Dumoulin, C., et al. (2018). 
Cochrane Database Syst Rev, CD005654

“Nonoptimal strategies for posture, movement, 
and/ or breathing create failed load transfer 
which can lead to UI [Urinary Incontinence]”

Evidence suggests that 
pessary fitting success 
relates more to:

Vaginal capacity
Introital dimensions
Symptom profile

than POP stage alone

KNOW YOUR
PESSARIES

Product images provided by Benetec Advanced 

Medical Systems and reproduced with permission.

(Lone & Palmer, 2019)
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Primary Pathway: IUGA 2025 Update 
advocates for conservative management 
as first-line therapy

(International Urogynecological Association [IUGA], 2025)

Vaginal atrophy compromises pessary 
comfort

POGP-supported guidance recommends topical oestrogen 
first-line to optimise tissue health prior to pessary use

Prevalence and Experience of Urinary 
Incontinence Among Elite Female Gaelic 
Sports Athletes 

Culleton-Quinn et al., 2024

OTC
Restifem             Contrelle Activgard          Efemia  

Diveen SomaFlex Uresta

All images used with permission

Revive

Typically suited to stages I – II POP/ 
SUI

Aim: Functional symptom control 
under load

Dependent on levator ani tone and 
pubic notch support 

Generally easy to insert, remove and 
manage

Commonly compatible with 
penetrative intercourse

SUPPORT PESSARIES

Images used with permission.  Benetec.  Bioteque 

America., Lauren Ohayon- Restore Your Core

netec.  Bio

Gehrung

Dish/knob

Shaatz Marland/support

Hodge/support/knob Oval

Hagen et al. (2023). 

Popy

Ring/support
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Symptoms & Load

Vaginal capacity & ‘shelf’

Tissue health

Voiding & bowel function

CONSIDER

Images used with permission. Lauren Ohayon-

Restore Your Core

Ring with knob

Typically suited to stages III -IV

GH + PB

Stage I prolapse when symptoms, load, 
or functional demands warrant
space-filling support

PFM function

Intercourse

Lifestyle

SPACE FILLING 

Cube

T Pessary Type R

Inflatable DonutDonut

Tandem

Gellhorn

(Zhou et al., 2024)

Reia

Shelf

(Jones et al., 2008)
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Prevention of preterm birth
Short cervix on ultrasound

Changes Cervo-uterine angle

May reduce cervical funnelling

Insert     : 16 – 24 weeks

Remove: 37 weeks

Pessaries in Pregnancy

Insertion and removal timing should always be 
individualised based on obstetric findings and 
maternal–foetal status.

Pessary Optionsry Options
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Troubleshooting 3 Hs

The 3 H’s turn “it didn’t work” into a plan:
Height tells you where it fails, Hole tells you what needs 
changing, and Habit tells you why it keeps happening.

Height = Position fails under load
Hole = Size or category mismatch
Habit = Unmanaged pressure or behaviours

Takeaways to Change Your Practice
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Third Wave CBT Tools to 
Help Patients Thrive with 
Pelvic Organ Prolapse

Kelsey Bates, LMHC, CRC

Kelsey Bates, LMHC, CRC

Kelsey Bates, LMHC, CRC

•Attended George Washington University
•MA Ed Rehabilitation Counseling,
concentration in Clinical Mental Health
Counseling

•Founded New York Women’s CBT
•Niched individual and group therapy for
women with chronic illness, including
endometriosis, adenomyosis, chronic pelvic
pain, Ehlers-Danlos Syndrome/Hypermobility
Spectrum Disorder, Dysautonomia and MCAS

•Third Wave approaches: CBT, DBT, ACT
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Disclosures

• No relevant disclosures.

• Fear
•Disgust
•Confusion
• Anger
•Depression
• Anxiety
• Body image issues
• Birth trauma

Emotional Experience
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•Defined as “set of psychological and
physiological responses to pain, injury,
serious illness, medical procedures and
frightening treatment experiences”
(International Society for Traumatic Stress
Studies, 2024).

•What does this look like with your patient?

•C-PTSD result of “repeated or chronic
exposure to extremely threatening events
from which escape is impossible” (Schwartz,
2021).

•Complex PTSD Framework

Medical Trauma

Increased Pain Signals

What You May See
• Pain does not match

physical findings (Vij et al.,
2021)
•Nervous system is in over-

drive
• Pain is centralized

(Harthan & Starrels, 2023)

Message to Patients
• Your pain is real.
• Pain is information.
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Third Wave Tools

•Reframing alone misses the mark!

•CBT paired with mindfulness tools is an effective tool
for chronic pain (Dydyk et al., 2025).

• Information about the brain and body is power.

• Talk to your amygdala!
(Pittman, 2015)

•Window of Tolerance
(Schwartz, 2021)

•Distress Tolerance tools

•Wise Mind

Message to Patients
•Down regulation comes first!
• Yogic breathing
• Tapping
• Bilateral beats
•Guided meditations

•Make a distress tolerance
menu.
• Two opposing things can both

be true=dialectics.

Dialectical Behavior Therapy
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•CBT tools can help
manage central
sensitization issues
(Sutton et. al, 2018).

•Cognitive distortions

•Reframing & adaptations

Message to Patients
• Your emotions matter-we

don’t minimize them.
•Notice when you are

experiencing a cognitive
distortion.
• Look for evidence that

challenges stuck points.

Cognitive Behavior Therapy

• ACT effective in treating
chronic pain (Hughes et
al., 2017).

• “The reality gap is the
gap between what we
want and what we’ve
got.” (Harris, 2018)

Message to Patients
•Radical acceptance is

not giving up.
• Small steps are important

committed actions.
•Committed actions=close

the gap.
• Live in the bullseye.

Acceptance and Commitment Therapy
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•Healing does not occur in a
vacuum.

•We need both physical treatment
and mental health treatment to
help prolapse patients thrive.

•Who can you add to your
patient’s team?

It takes a team.

Takeaways to Change Your Practice
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Updated thinking on 
POP & exercise: 
load and impact

Dr. Lori Forner 
PhD, MPhtySt, BScH

Dr. Lori Forner

About Me

Pelvic health physiotherapist 18 years
Previous MSK physio, exercise
physiologist
PhD at UQ
The Pelvic Health Podcast
Medical O&G sonography student
Rebel
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Online courses for
physiotherapists

No financial incentive
from new textbook but
so excited for it

Disclosures

Benefits of strength training
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Impact of pop on 
exercise

Symptoms of POP – 37% 
stopped exercise
Worry, social isolation, 
fitness
Frustration, loss of identity, 
depression

Dakic JG, Cook J, Hay-Smith J, et al. Pelvic floor disorders stop women exercising: A survey of 4556 symptomatic women. J Sci Med Sport 2021;24:1211–7. 
https://doi.org/10.1016/j.jsams.2021.06.003.

Dakic JG, Hay-Smith J, Cook J, et al. Effect of Pelvic Floor Symptoms on Women’s Participation in Exercise: A Mixed-Methods Systematic Review With Meta-analysis. J Orthop
Sports Phys Ther 2021;51:345–61. https://doi.org/10.2519/jospt.2021.10200.
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Exercise and POP

Risk factors for pelvic floor 
trauma & dysfunction

@L
oriF
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Intra-abdominal pressure
IAP

@LoriF
orner

@LoriF
orner

Back
Front

Dietze-Hermosa, Hitchcock, R., Nygaard, I. E., & Shaw, J. M. (2020). Intra-abdominal Pressure and Pelvic 
Floor Health: Should We Be Thinking About This Relationship Differently? Female Pelvic Medicine & 
Reconstructive Surgery, 26(7), 409–414. 

Bø, & Nygaard, I. E. (2019). Is Physical Activity Good or Bad for the Female Pelvic Floor? A Narrative Review. Sports 
Medicine (Auckland), 50(3), 471–484. 

Occupational vs Exercise-based
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What happens to pelvic floor support under heavy 
load?
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SIGNIFICANT FACTORS ASSOCIATED 
WITH THE PRESENCE OF A BULGE

Age

Vaginal parity

Family history of…

Constipation/hae…

Inactive vs Heavy

Light vs Heavy

Moderate vs Heavy

Adjusted odds ratio (95% CI)

Increased risk 

% bulge symptoms

POP Bulge AI MUI

PR
EV

A
LE

N
C

E 
PE

RC
EN

TA
G

E

Running

CrossFit®-brand training 

Prevalence of specific conditions

*

*

UUI SUI

Nulliparous

Parous

*

PrPrPrPrPrPrPrPrPrPPrPrPrPrPrPrPrPrreveevevevevevevevevevevevevevevevevalalalenenencecece ooofff spspspecific conditioooooo
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Are heavy lifters 
structurally different?

n = 70, 18-35y
Nulliparous

Before/After

No significant difference between groups

History of strenuous exercise doesn’t alter 
resting support

Exercise decreases support regardless of 
strenuous/impact/load

CrossFit
Walking
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n = 36, asymptomatic
Mixed null/parous

No significant difference between groups

Report prevalence of POP as 38.9% CrossFit 
and 44.4% non-CF

Pubic
Symphysis

PuP bicb
mpSymmphhphysishy

Under Review
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Pubic
Symphysis

Transperineal ultrasound measures of the female pelvic floor

21

20

31.5

3

Levator ani defect

Data presented as mean (SD), unless specified otherwise

44

36

44

34

21

20

26

Vaginal parity

1

1

2

2 3+

3+

POP Stage BUT…

2
2

1

1

0
0

No difference to hymen

45 – 153 kg1RM 22
25

< 15kg
29
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21

20

31.5

3

Levator ani defect

Data presented as mean (SD), unless specified otherwise

44

36

44

34

21

20

26

Vaginal parity

1

1

2

2 3+

3+

POP Stage BUT…

2
2

1

1

0
0

No difference to hymen

45 – 153 kg1RM 22
25

< 15kg
29

20

3

333

Levator ani defect31.531.5

Data presented as mean (SD), unless specified otherwise

44

36

44

34

1

20

26

Vaginal parity

1

11

2

2 3+

3+

POP Stage BUT…

2
2

1

1

0
0

No difference to hymen

22
25

29

Heavy lifters weren’t different 
than non-lifters

Most physically active women 
who have had at least one 
vaginal delivery are within 

normal range

Does a single session 
of exercise change 

support?
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Data presented as median, unless specified otherwise

42.5 – 110 kg

Data presented as median, unless specified otherwise

424242 55.5 42 5 ––– 111111000 kgkgkg110 kg

Under Review

Data presented as median, unless specified otherwise

Heavy Lifters – vaginally parous
n=37

42.5 – 110 kg

60kg

5 x 5 @ 80% 1RMOnly difference after single 
session was less closure LHA 
of PFC

No differences in bladder 
support or LHA at rest or 
bearing down
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What about running?WWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWWhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhhat about runningggggggggggggggggggggggg??????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????????

n = 38

Parous, 45%

n = 47
Nulliparous, 18-35y

Before/AfterBefore/After

Single session of heavy lifting did not 
affect PFM strength or endurance

No correlations b/w PFM strength and 
1RM or relative strength
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Does this change in 
pregnancy?

74



Does this change in women 
with POP?
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So all women 
can lift heavy and 
run/jump….?

Some women will not 
tolerate heavy lifting

Early postpartum
Sedentary history
Large LHA at rest and PFC (standing)
?Bilat avulsion
Weak PFM support
Unsuccessful pessary fitting
Pessary complications
Moderate to severe POP
Post-surgical POP repair

FFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFFCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCCC  (((((((ssssssssssstttttttttttttttttttttttttttttttttttttttttttttttttttttttttaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaannnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnddddddddddddddddddddddddiiiiiiiiiiiiiiiiinnnnnnnnnnnnnnnnnnnnnnnngggggggggggggggggggg)))))))))))))))))))))))))
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Where we need to go

Women with POP
Indigenous

Para-athletes

Longitudinal heavy lifters

Effects of pessaries on 
support

Takeaways to Change Your Practice
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https://www.iawr.com.au

GOOD SPIRIT, GOOD 
LIFE

THANK YOU
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Imaging of 
Maternal Birth Trauma

H. P. Dietz 
Sydney, Australia

1

DeLancey 2012

Procedures in US:

Prolapse 
200.000

Urinary Incontinence 
120.000

Fecal incontinence
10.000

Fecal Incontinence

Urinary Incontinence

Prolapse

1.6

Since then: PROLONG, SWEPOP, MOAD… all showing the same2 .
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Potential pathways

Fascia
Nerves

Muscle: 
Levator ani and Anal sphincters

Potential pathways

Fascia
Nerves

Muscle: 
Levator ani and Anal sphincters
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I
The Levator Ani

 7

and this 
is the 
main 
reason...
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9

10
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Intrapartum         3D translabial US            MR Imaging 

see also: Shek KL et al.  Ultrasound Obstet Gynecol 2015; DOI: 10.1002/uog.1485611
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Translabial ultrasound
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A B

C D

15

16
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see also: Volloyhaug I, Morkved S, Salvesen KA. Int Urogynecol J 2016;27(1):39-45.

Automated tomography

Manual Automatic112



Manual Automatic

Normal

Bilateral avulsion

2020113
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see also: Albrich SB, Welker K, Wolpert B, et al. Arch Gynecol Obstet. 2017;295(1):103-109.

Automatic              Manual114



Automatic Manual

Normal

Marked Ballooning

24115
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n=334, mean f.up 2.5 years
see also: Svabik et al., UOG 2014;DOI: 10.1002/uog.13305(43):365-71.
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• Avulsion is common (2-25%) and the primary
modifiable risk factor for pelvic organ prolapse.

• Main risk factors for avulsion are maternal age at
first birth and Forceps, but prediction is difficult.

• Healing of complete avulsion is very unlikely, but
partial trauma may improve through compensatory
hypertrophy.

• Avulsion is the primary risk factor for prolapse
recurrence. It ought to be diagnosed in clinical
practice and accounted for in surgical research.

• AI will simplify data acquisition and diagnosis.

Conclusions- Avulsion

29

II
The Anal Sphincter

30118



OASI

119



Defect angle measurements in two patients with 3b perineal tears after primary 
repair. In (A) there is a residual defect of well over 30 degrees in 6/6 slices. In (B) 

the (overlap) repair was much more effective, with defects of well below 30 
degrees in only 2/6 slices.

What’s significant trauma? Scar or defect? 
Size of defect?
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Tear or cut?

Adequacy of Episiotomy
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Gillor score: Grading of trauma: Scar or defect?

Grading of tears

Short- versus 
longterm 
findings
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Friedman 2016

 (n=1909439 forceps, n=11992201 vacuum)

Delivery Mode
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AI for Sphincter Imaging

Williams et al, IUGA 2025

Automated tomography

Automatic Manual
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• OASI is the primary modifiable risk factor for faecal
incontinence in women.

• Forceps is the main modifiable risk factor for OASI.

• Exo- anal tomographic ultrasound is the method of
choice in diagnosing OASI and should become
routine in ‘perineal clinic’ follow-up.

• This method shows great promise both in clinical
audit and research on perineal trauma, including
episiotomy.

• AI will simplify data acquisition and diagnosis

Conclusions- OASI

https://www.iuga.org/education/pfic/pfic-overview

Thank You!
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