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ICS STANDARDS 2024

ICS Standards 2024 encompasses a wide range of significant initiatives by the Inter-
national Continence Society to support healthcare professionals in providing care
and advancing knowledge. This collection includes the latest documents created
by the ICS community.

Included are the ICS Consensus Statements, which represent authoritative view-
points on challenging areas of practice. The Fundamentals of Assessment section
comprises concise reviews that outline the essential components for acquiring or
strengthening clinical knowledge in lower urinary tract symptoms, incontinence,
and prolapse. These reviews provide examples to illustrate key concepts.

The Standardisations serve as cutting-edge reference sources for specialised pro-
fessionals. They are developed by expert working groups under the guidance of the
ICS Standardisation Steering Committee. These resources aim to provide the most
up-to-date information in the field.

The International Consultation on Incontinence algorithms consist of therapy path-
ways created by expert committees. These committees conduct thorough literature
reviews and interpretations as part of the regular Consultations process. The algo-
rithms were most recently published this year.

These documents collectively form a valuable resource intended to assist all health-
care professionals who deal with the wide range of clinical issues within this field.

We hope that this compilation proves to be highly valuable for your needs.

John Heesakkers
43> [CS General Secretary
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1.1CS STANDARDISATIONS

The updated ICS Standards book contains the Standardisations Reports, as applica-
blein July 2023. Several new reports have been added since its previous publication
in 2022.The ICS Standardisation Reports are the flagship of ICS documents and con-
stitute the reference for the terminology used in all relevant clinical areas but also in
research of the lower urinary tract, anorectum and pelvis.

Standardisation of terminology used in the scientific literature and in daily clinical
practice is essential for ensuring flawless communication between scientists and cli-
nicians from different specialties, countries but also different cultural backgrounds.
The Standardisation Reports have been developed by the ICS Standardisation Com-
mittee, in cooperation with specific ICS Standardisation Subcommittees, the Board
of Trustees and all ICS members, often in partnership with other professional bod-
ies. These reports ensure that the term for a specific symptom, condition or disease
and related topics has the same meaning for all healthcare professionals but also for
patients, health organizations and other stakeholders. In this respect, it is evident
that the Standardization Steering Committee plays a prominent role in promoting
standards.

The Standardisation Reports are a collection of evidence-based pragmatic docu-
ments developed by recognized experts mainly in the field of urology and uro-gy-
naecology, following a defined process and covering the substantial majority of
relevant areas. The updated 2023 terminology underlines the current development
of research and clinical practice which, however, is an ongoing and continuous pro-
cess. The Standards Book has incorporated all published ICS Standardisation Re-
ports for the benefit of health care professionals and patients. The definitions of
all terms can be reviewed in the single reports but are also summarized in the ICS
glossary for a quick search on individual terms: www.ics.org/glossary. The ICS also
offers a historical compilation of older Standardisation Reports that have been su-
perseded.

On behalf of the ICS Standardisation Committee

.. Matthias Oelke; MD, PhD, FEBU
~ Chairman of the Standardisation Steering Committee

1.1CS Standardisations
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ARTICLE INFO ABSTRACT

Keywords: Aims: The terminology of obstetric pelvic floor disorders should be defined and reported as part of a wider
Obstetric pelvic floor disorders clinically oriented consensus.

Peljme?l trauma Methods: This Report combines the input of members of two International Organizations, the International
Chﬂdblfth‘ trauma Continence Society (ICS) and the International Urogynecological Association (IUGA). The process was sup-
Obstetric injuries . o . e .
Terminology ported by external referees. Appropriate clinical categories and a sub-classification were developed to give

coding to definitions. An extensive process of 12 main rounds of internal and 2 rounds of external review was
involved to exhaustively examine each definition, with decision-making by consensus.

Results: A terminology report for obstetric pelvic floor disorders, encompassing 357 separate definitions, has
been developed. It is clinically-based with the most common diagnoses defined. Clarity and user-friendliness
have been key aims to make it usable by different specialty groups and disciplines involved in the study and
management of pregnancy, childbirth and female pelvic floor disorders. Clinical assessment, investigations,
diagnosis, conservative and surgical treatments are major components. Illustrations have been included to
supplement and clarify the text. Emerging concepts, in use in the literature and offering further research
potential but requiring further validation, have been included as an appendix. As with similar reports, interval
(5-10 year) review is anticipated to maintain relevance of the document and ensure it remains as widely
applicable as possible.

Conclusion: A consensus-based Terminology Report for obstetric pelvic floor disorders has been produced to
support clinical practice and research.

* Standardization Steering Committees ICS, Joint ICS — IUGA Working Group on the Terminology for Obstetric Pelvic Floor Disorders.
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S.K. Doumouchtsis, R. de Tayrac, J. Lee et al.
0. Introduction

Obstetric pelvic floor disorders encompass a range of anatomi-
cal and functional changes associated with pregnancy and childbirth.
Pelvic floor trauma refers to injuries of the different anatomical struc-
tures of the pelvic floor and commonly occurs at the time of the
first vaginal childbirth. Perineal and vaginal as well as anal sphincter
trauma following delivery are the most commonly described types of
obstetric trauma. However, different aspects of the pelvic floor may
become affected through tissue rupture, compression, stretching, with
associated nerve, muscle and connective tissue damage.

Perineal trauma affects millions of women with an incidence of over
91% in nulliparous women and over 70% in multiparous women [1]
and has a potentially significant impact on daily activities, psycho-
logical wellbeing, sexual function and overall quality of life [2]. Anal
sphincter injury is clinically diagnosed in 1%-11% of women following
vaginal delivery [3]. Recently documented increases in the reported
incidence have been attributed to improved training and awareness
around anal sphincter injury [3,4].

No single document encompasses all elements required for classifi-
cation, diagnosis and treatment of obstetric pelvic floor disorders. Such
a report requires a full outline of the terminology for the different types
of obstetric trauma, symptoms, signs, clinical assessments, imaging
and functional investigations, the most common diagnoses, prediction,
prevention, and management.

The aim of this Working Group was to develop a Terminology
Report as a definitional document, collating the definitions of those
terms, related to obstetric pelvic floor disorders. This document will
include definitions of perineal and pelvic floor trauma and associ-
ated disorders. Definitions of pelvic floor disorders that occur during
pregnancy and up to 12 months postpartum will be considered for
inclusion, for the purpose of this document. The rationale for this
choice was based on evidence around the effect of pregnancy, childbirth
and postnatal factors on the pelvic floor and the natural history of
pelvic floor function recovery postnatally as well as possible influences
of breastfeeding.

As obstetric pelvic floor disorders encompass a wide range of
anatomical and functional changes, it could potentially give rise to all
definitional terms involving the entire pelvic floor. Important defini-
tions already defined in existing terminology documents are acknowl-
edged and presented where relevant. Explanatory notes on definitions
have been expanded, where applicable as footnotes. Emphasis has been
on the inclusion of terms in the relevant peer-reviewed literature. The
aim is to assist clinical practice as well as research by developing a
repository of appropriately selected and defined terms that will advise
communication among professionals at different levels in the area of
pelvic floor clinical practice as well as obstetric practice and research.
Disorder is a disruption of normal physical function, a disease or
abnormal condition. (NEW)

Trauma is defined as physical injury or a deeply distressing or disturb-
ing experience. (NEW)

Injury is a form of physical trauma that refers to impact on the relevant
anatomical tissues and structures. (NEW)

Obstetric pelvic floor disorders refer to effects of pregnancy and
childbirth on anatomy and function of the pelvic floor appearing up
to 12 months postpartum. (NEW)

Postpartum period refers to the period that begins upon the delivery
of the infant to 12 months after the delivery. (NEW)

The methodology followed for the selection of terms and the process
of consensus on definitions is presented in Appendix A.

This Terminology Report is inherently and appropriately a defini-
tional document, collating the definitions of those terms, i.e. “words
used to express a defined concept in a particular branch of study” [5]
concerning obstetric pelvic floor disorders. Existing, new and revised
terms have been included.

In line with all the other joint ICS-IUGA female-specific terminology
reports, every effort has been made to ensure this Report is:

1.1CS Standardisations
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Table 1

Total, new and changed definitions (compared with previous ICS Reports).
Section New defini- Changed defini- Unchanged Total

tions/descriptors  tions/descriptors*

Introduction & 50 1 30 81
symptoms
Signs 24 3 48 75
Investigations 14 n/a 33 47
Diagnoses 48 1 29 78
Prediction and 36 n/a 11 47
prevention
Management 11 n/a 18 29
Total 181(51%) 5 (1%) 169 (48%) 357

(1) User-friendly: It should be able to be understood by all clinical and
research users.

(2) Clinically-based: Symptoms, signs and validated assessments/
investigations should be presented for use in forming workable diag-
noses for obstetric pelvic floor disorders and associated dysfunctions.
Sections 1-4 will address symptoms, signs, investigations, diagnoses for
associated dysfunctions. Sections 5 and 6 will list the terminology for
prediction, prevention and evidence-based management for obstetric
pelvic floor disorders.

(3) Origin: Where a term’s existing definition (from one of multiple
sources used) is deemed appropriate, that definition will be included
and duly referenced. A large number of terms in obstetric pelvic floor
disorders, have now become generic because of their long-term use, as
apparent by their listing in medical dictionaries.

(4) Able to provide explanations: Where a specific explanation is
deemed appropriate to describe a change from earlier definitions or to
qualify the current definition, this will be included as an addendum to
this paper. Wherever possible, evidence-based medical principles will
be followed (see Table 1).

Previous ICS and ICS/IUGA Terminology Reports that will be ref-
erenced are the 2010 IUGA-ICS Joint Terminology Report on Female
Pelvic Floor Dysfunction [6], 2019 the International Continence Society
(ICS) report on the terminology for adult male lower urinary tract
and pelvic floor symptoms and dysfunction [7], 2016 ICS-IUGA Joint
Terminology Report on Female Pelvic Organ Prolapse [8], 2017 ICS-
IUGA Joint Terminology Report on Female Anorectal Dysfunction [9]
and 2020 ICS Report on the Terminology for Female Pelvic Floor
Fistulas [10].

It is suggested that acknowledgment of these standards in written
publications related to obstetric pelvic floor disorders, be indicated by
a footnote to read as follows: “Methods, definitions and units conform
to the standards jointly recommended by the International Continence
Society and International Urogynecological Association except where
specifically noted”.

1. Symptoms

1.1. Symptom: Any morbid phenomenon or departure from the normal
in structure, function or sensation, experienced by the woman and
indicative of disease or a health problem. [11]gy ;

1.2 Lower urinary tract symptoms

1.2.1 Storage symptoms: Lower urinary tract symptoms occurring
during the bladder storage phase [7].

1.2.1.1 Bladder filling (sensory) symptoms: Abnormal sensations
experienced during bladder filling [7].

1.2.1.2. Urinary incontinence (UI): Complaint of involuntary loss of
urine experienced during the bladder storage phase [7].

1.2.1.2.1 Stress urinary incontinence (SUI): Complaint of involun-
tary loss of urine on effort or physical exertion including sporting
activities, or on sneezing or coughing [7].
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1.2.1.2.2 Urgency urinary incontinence (UUI): Complaint of invol-
untary loss of urine associated with urgency [7].

1.2.1.2.3 Mixed urinary incontinence (MUI): Complaints of both
stress and urgency urinary incontinence, i.e. involuntary loss of urine
associated with urgency and also with effort or physical exertion in-
cluding sporting activities or on sneezing or coughing [7].

1.2.1.2.4 Coital urinary incontinence: Complaint of involuntary
urine loss during or after coitus. This symptom might be further divided
into that occurring with penetration and that occurring at orgasm [12].
1.2.1.2.5 Nocturnal enuresis: Complaint of involuntary voiding that
occurs at night during the main sleep period (i.e. bedwetting) [13].
1.2.1.3 Urgency: Complaint of a sudden, compelling desire to pass
urine which is difficult to defer [6,7,14,15].

1.2.1.3.1 Coital urinary urgency: Feeling of urgency to void during
vaginal intercourse [12].

1.2.1.4 Nocturia: Complaint that urine is passed during the main sleep
period. Having woken to pass urine for the first time, each urination
must be followed by sleep or the intention to sleep. This should be
quantified using a bladder diary [7,13].

1.2.2 Voiding symptoms: Lower urinary tract symptoms experienced
during the voiding phase (experienced during micturition) [7].
1.2.2.1 Hesitancy: Complaint of a delay in initiating voiding (when
the individual is ready to pass urine). [7]

1.2.2.2 Slow (urinary) stream: Complaint of a urinary stream per-
ceived as overall slower than previous performance or in comparison
with others [7].

1.2.2.3 Intermittency (intermittent stream): Complaint of urine flow
that stops and starts on one or more occasions during one voiding
episode [7].

1.2.2.4 Straining to void: Complaint of the need to make an intensive
effort to either initiate, maintain or improve voiding or the urinary
stream [7].

1.2.2.5 Spraying (splitting) of urinary stream: Complaint that the
urine passage is a spray or split rather than a single directional
stream [7].

1.2.2.6 Position-dependent voiding: Complaint of having to take
specific positions to be able to void spontaneously or improve bladder
emptying, e.g. leaning forwards or backwards on the toilet seat or
voiding in a semi-standing position [6].

1.2.2.7 Dysuria: Complaint of pain, burning or other discomfort dur-
ing voiding. Discomfort may be intrinsic to the lower urinary tract
(e.g. bladder or urethra), external or referred from other adjacent
similarly innervated structures e.g. lower ureter [7].

1.2.3 Post micturition symptoms

1.2.3.1 Need to immediately re-void (“encore” or “double” void-
ing): Complaint that further micturition is necessary soon after passing
urine (cessation of flow) [7].

1.2.3.2 Post-micturition leakage (incontinence): Complaint of a
further involuntary passage of urine following the completion of void-
ing [6]

1.3 Anorectal and defecatory symptoms

1.3.1 Feeling of incomplete bowel evacuation: Complaint that the
rectum does not feel empty after defecation. May be accompanied by
the desire to defecate again [7].

1.3.2 Straining to defecate: Complaint of the need to make an in-
tensive effort, by abdominal straining, or to use abdominal massage to
either initiate, maintain or improve defecation [7,16,17].

1.3.3 Manual defecatory assistance:

1.3.3.1 Splinting: Support perineum or buttocks manually (usually
with thumb or fingers) to assist in evacuation of stool content [9,18].
1.3.3.2 Splinting/digitation: Complaint of the need to digitally ma-
nipulate the vaginal wall or to otherwise apply manual pressure e.g. to
the vagina or perineum (splinting), or to the vagina or rectum (digita-
tion) to assist defecation. (NEW) [8,14]py 5.

1.3.4 Fecal (rectal) urgency: Complaint of a sudden compelling desire
to defecate that is difficult to defer [9,18].

1.1CS Standardisations
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1.3.5 Post-defecatory soiling: Complaint of soiling (passing of stool
into clothing) occurring after defecation [7].

1.4 Pelvic organ prolapse symptoms

1.4.1 Vaginal bulging: Complaint of a “bulge”, lump or “something
coming down” or “falling out” through the vaginal introitus. The
woman may state, or not, she can either feel the bulge by direct
palpation or see it, perhaps aided with a mirror [8].

1.4.2 Pelvic pressure: Complaint of increased heaviness or drag-
ging (pain or discomfort) in the suprapubic area and/or pelvis [8]
(CHANGED).

1.4.3 Splinting/Digitation due to POP: Complaint of the need to
digitally replace the prolapse or to otherwise apply manual pressure,
e.g. to the vagina or perineum (splinting), or to the vagina or rectum
(digitation) to assist voiding or defecation [8].

1.4.4 Urethral Prolapse: Complaint of “lump” at the external urethral
meatus [8].

1.4.5 Rectal Prolapse: Complaint of a “bulge” or “something coming
down” towards or through the anus/rectum. The woman may state she
can either feel the bulge by direct palpation or see it perhaps aided with
a mirror [9,18].gn13

1.5 Obstetric pelvic floor trauma related pelvic symptoms: Obstet-
ric pelvic floor trauma may cause anatomical changes to pelvic floor
musculature, connective tissue, nerves and vulvo-vaginal surrounding
organs, bladder and rectum most commonly. This can lead to abnormal
function, most commonly storage and voiding symptoms affecting the
bladder and bowel (NEW).

1.6. Obstetric pelvic floor trauma related urinary tract symp-
tomsgy; 4

1.6.1 Pregnancy and postpartum storage symptoms

1.6.1.1 Pregnancy associated urinary incontinence: Complaint of
involuntary loss of urine during pregnancy (NEW)gy 5.

1.6.1.2 Postpartum urinary incontinence (PPUI): Complaint of in-
voluntary loss of urine experienced during the postpartum period and
up to 12 months after delivery (NEW) [7]gx 6.

1.6.1.2.1 Postpartum stress urinary incontinence (PPSUI) (symp-
tom): Complaint of involuntary loss of urine on effort or physical
exertion including sporting activities, or on sneezing or coughing ex-
perienced for the first time during the postpartum period and up to 12
months after delivery (NEW) [7].

1.6.1.2.2 Postpartum urgency urinary incontinence (PPUUI): Com-
plaint of involuntary loss of urine associated with the sensation of
a sudden, compelling desire to pass urine which is difficult to defer
experienced for the first time during the postpartum period and up to
12 months after delivery (NEW).

1.6.1.2.3 Postpartum mixed urinary incontinence (PPMUI): Com-
plaints of both stress and urgency urinary incontinence, i.e. involuntary
loss of urine associated with urgency and also with effort or physical
exertion including sporting activities or on sneezing or coughing expe-
rienced for the first time during the postpartum period and up to 12
months after delivery (NEW) [7].

1.6.1.2.4 Postpartum coital urinary incontinence:

Complaint of involuntary urine loss during or after coitus experi-
enced for the first time during the postpartum period and up to 12
months after delivery. This symptom might be further divided into that
occurring with penetration and that occurring at orgasm (NEW) [12].
1.6.1.2.5 Postpartum daytime urinary frequency: Complaint that
voiding occurs more frequently during waking hours than previously
deemed normal by the woman during the postpartum period and up to
12 months after delivery (NEW) [7].

1.6.2 Postpartum voiding symptoms: Lower urinary tract symptoms
related to the voiding phase that appeared during the postpartum
period and up to 12 months after delivery [7] (NEW).

1.6.2.1 Postpartum de novo urinary retention: Complaint of inabil-
ity to empty the bladder as before (to distinguish from predelivery/pre-
pregnancy difficulties), despite the ability to pass some urine during the
postpartum period and up to 12 months after delivery. (NEW)gy 7
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1.6.2.2 Postpartum hesitancy: Complaint of inability to initiate mic-
turition during the postpartum period and up to 12 months after
delivery. (NEW)

1.6.2.3 Postpartum voiding difficulty: Complaint of inability to
empty the bladder (regardless of whether emptying is complete or
not)gy g in relation to:

- characteristics of urination flow (spraying, slow stream etc...)

- how urination takes place (for example regarding the position to
be maintained during micturition, whether or not external pressure on
the abdominal or vaginal walls is applied, use of a catheter, etc.) and

- increased or reduced voiding interval (NEW)gy; o.
1.6.2.4 Postpartum urinary retention (PPUR): C [7] (NEW)gy .
1.6.2.5 Postpartum incomplete (bladder) emptying: Complaint that
the bladder does not feel empty, after voiding has ceased, during the
postpartum period and up to 12 months after delivery (NEW) [7].
1.6.2.6 Postpartum splinting to micturate: Complaint of the need to
digitally support perineum or buttocks manually (usually with thumb
or fingers) to assist voiding (micturition), eventually manually reducing
the prolapse, first experienced during postpartum period and up to 12
months after delivery (NEW).

1.7 Pregnancy and postpartum associated defecatory or post-
defecatory symptoms: Symptoms experienced during or following the
act of defecation during pregnancy, the postpartum period and up to
12 months after delivery [7] (NEW).

1.7.1 Postpartum constipation: Complaint that bowel movements
are infrequent and/or incomplete and/or there is a need for frequent
straining or manual assistance to defecate (Rome IV criteria [19,20])
during the postpartum period and up to 12 months after delivery (NEW)
FNI.10,FN1.11.

1.7.2 Postpartum post-defecatory pain: Complaint of pain occurring
during or after defecation during the postpartum period and up to 12
months after delivery (NEW).

1.7.3 Postpartum post-defecatory rectal bleeding: Complaint of rec-
tal bleeding occurring after defecation during the postpartum period
and up to 12 months after delivery (NEW).

1.7.4 Postpartum anal incontinence (symptom). Complaint of invol-
untary loss of flatus or feces during the postpartum period and up to
12 months after delivery (NEW).

1.7.4.1 Postpartum fecal incontinence: Complaint of involuntary loss
of feces (solid and/or liquid) during the postpartum period and up to
12 months after delivery [7] (NEW).

1.7.4.2 Postpartum flatal incontinence: Complaint of involuntary
loss of flatus (gas) during the postpartum period and up to 12 months
after delivery [9,18] (NEW).

1.7.4.3 Postpartum coital anal incontinence: Fecal or flatal inconti-
nence occurring with vaginal intercourse during the postpartum period
and up to 12 months after delivery [12] (NEW).

1.7.4.4 Postpartum passive fecal (insensible) incontinence: Fecal
soiling without sensation or warning or difficulty wiping clean during
the postpartum period and up to 12 months after delivery [9] (NEW).
1.7.4.5 Postpartum overflow fecal incontinence: Complaint of in-
voluntary loss of stool due to an overfull rectum or fecal impaction
during the postpartum period and up to 12 months after delivery [9,18]
(NEW).

1.7.4.6 Postpartum fecal urgency incontinence: Complaint of in-
voluntary loss of feces associated with the sensation of a sudden,
compelling desire to pass feces which is difficult to defer experienced
for the first time during the postpartum period and up to 12 months
after delivery (NEW).

1.7.4.7 Postpartum anal mucus incontinence. Complaint of the loss
of mucus per rectum during the postpartum period and up to 12 months
after delivery (NEW).

1.7.4.8 Postpartum double incontinence: Complaint of both anal
incontinence and urinary incontinence during the postpartum period
and up to 12 months after delivery (NEW).

1.8 Ante/Postpartum prolapse symptoms: A departure from normal
sensation, structure or function, experienced by the woman about the
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position of her pelvic organs during pregnancy or in the postpartum
period and up to 12 months after delivery (NEW)gy; ;.

1.9 Postpartum bleeding, discharge, infection: Complaint of ab-
normal vaginal and/or vulvo-perineal bleeding, mucus/pus discharge
during the postpartum period and up to 12 months after delivery
(NEW).

1.10. Obstetric pelvic floor trauma related sexual dysfunction
symptoms: [6,12,21]

1.10.1 Postpartum dyspareunia: Complaint of persistent or recurrent
pain or discomfort associated with attempted or complete vaginal
penetration during the postpartum period and up to 12 months after
delivery (NEW).

1.10.2 Postpartum vaginal laxity: Feeling of vaginal looseness during
the postpartum period and up to 12 months after delivery [12] (NEW).
1.10.3 Postpartum obstructed intercourse: New onset difficulty or
obstruction of vaginal intercourse that occurs during the postpartum
period and within 12 months after delivery (NEW).

1.10.4 Postpartum anorgasmia or difficulty in achieving orgasm:
Complaint of lack of orgasm during the postpartum period and within
12 months after delivery; the persistent or recurrent difficulty, delay in
or absence of attaining orgasm following sufficient sexual stimulation
and arousal, which causes personal distress (NEW).

1.10.5 Postpartum decreased arousal: Persistent or recurrent inabil-
ity to achieve or maintain sexual excitement during the postpartum
period and within 12 months after delivery. This may be expressed
as lack of excitement, lack of lubrication, lack of vaginal and clitoral
engorgement, or lack of expression of other somatic responses (NEW).
1.10.6 Postpartum decreased libido or sexual desire: Absent or
diminished feelings of sexual interest or desire, absent sexual thoughts
or fantasies, and a lack of responsive desire during the postpartum
period and up to 12 months after delivery. Motivations (here defined
as reasons/incentives) for attempting to become sexually aroused are
scarce or absent. The lack of interest is considered to be beyond the
normative lessening with lifecycle and relationship duration (NEW).
1.10.7 Postpartum reduced vulvo-vaginal sensation (symptom):
Reduced vulvo-vaginal sensation to touch, pressure, vibration or tem-
perature during the postpartum period and up to 12 months after
delivery (NEW).

1.11 Obstetric pelvic floor trauma related pain symptoms

1.11.1 Postpartum perineal pain: Complaint of pain felt between
the posterior fourchette (posterior lip of the vaginal introitus) and the
anus during the postpartum period and up to 12 months after delivery
(NEW).

1.11.2 Postpartum vulval pain. Complaint of pain felt between the
posterior fourchette (posterior lip of the vaginal introitus) and the mons
pubis limited by the inner thigh fold and including labial, clitoral and
periurethral pain during the postpartum period and up to 12 months
after delivery (NEW).

1.11.3 Postpartum pudendal pain. Complaint of pain, pressure or dis-
comfort referred to pubic symphysis, labia majora and minora, inferior
third of the vagina, urethral meatus, anus, perianal area, lower third
of the rectum and buttock (possible inflammation or entrapment of the
pudendal nerve and involving its dermatome) during the postpartum
period and up to 12 months after delivery [7] (NEW).

1.11.4 Postpartum pubic pain: Complaint of pain in the symphysis
pubic area during the postpartum period and up to 12 months after
delivery (NEW).

1.11.5 Postpartum coccygeal pain: Complaint of pain, pressure or
discomfort felt in the coccygeal region during the postpartum period
and up to 12 months after delivery [7] (NEW).

1.11.6 Postpartum pelvic joint, ligament or bone pain: Complaint
of joint and/or bony pain described at level of pelvic and perineal
area during the postpartum period and up to 12 months after delivery
(NEW).
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1.11.7 Obstetric pelvic girdle syndrome: A symptom syndrome
which involves pain in all three pelvic joints or unilateral/bilateral
sacroiliac joint pain, which may also occur before or after child-
birth [22] (NEW).

Footnotes for Section 1

1.1: Symptoms are generally worse in situations when gravity might
make the prolapse worse (e.g. after long periods of standing or exercise)
and better when gravity is not a factor e.g. lying supine. Symptoms may
also be more noticeable at times of abdominal straining e.g. defecation
or bearing down [6]. Straining is a different manoeuvre to Valsalva
and results in different effects on pelvic floor activity and pelvic organ
descent [16]. It has been proposed that Valsalva and straining have dif-
ferent PFM activation patterns. The pelvic floor is stiffer with Valsalva
resulting in better bladder neck (BN) support whereas straining leads
to more puborectalis and bladder neck descent [17].

Postpartum prolapse, urinary and in general pelvic floor symptoms
are often self-limiting and may resolve after the postpartum period,
however in some cases they may persist [23-25].

We acknowledge that definitions of pelvic floor symptoms are pre-
sented extensively in other relevant terminology reports. In order to
provide a comprehensive inventory of commonly encountered pelvic
floor symptoms in pregnancy and postpartum period, we provide a
selected list of generic pelvic floor definitions in addition to symptoms
and their definitions that have specific characteristics in pregnancy and
postpartum period for comprehensiveness and ease of reference. As
health care providers outside the area of pelvic floor (urogynecology,
female urology) such as obstetricians, midwives etc may find this report
useful without necessarily having access to other terminology reports,
we decided to allow such overlaps.

1.2: Manipulation of the vaginal wall also includes manual reposition-
ing, if prolapsed.

1.3: Anus does not prolapse in these patients, only rectum. Rectal
prolapse based is differentiated based on the degree of rectal intus-
susception in relation to the fixed landmark of anus as intrarectal,
intraanal and external. These may not be seen or felt by direct palpation
till they are external. The others present with symptoms. Intrarectal
prolapse presents with symptoms of obstructed defecation and in-
traanal prolapse presents with both obstructed defecation and fecal
incontinence.

1.4: In the postpartum period, voiding symptoms or other LUTS can be
secondary to regional anesthesia, indwelling transurethral
catheterization or overdistention bladder injury.

1.5: It was decided not to change the definition of the urinary symp-
toms experienced by women during pregnancy, considering their in-
cidence, duration and, last but not least, the possibility of hindering
documentation and reporting in clinical practice.

1.6: Pregnancy and childbirth cause temporary and sometimes perma-
nent changes to the anatomical structures of the pelvic floor. Sequelae
on pelvic organ function can be unpredictable both in the short and
long term. Epidemiological and comparative anatomy studies suggest
that postpartum pelvic floor dysfunction (for example urinary inconti-
nence) could have a different etiopathogenesis than those experienced
in a more advanced age [26].

1.7: If the woman experiences voiding difficulties and/or small fre-
quent voids during the first hours post childbirth, the post-void residual
volume should always be investigated. This should be performed even
in the absence of specific symptoms if voiding interval is longer than
3-4 h, especially after epidural/regional anesthesia.

1.8: Voiding difficulty has been defined as an abnormally slow or
incomplete voiding [27].

Voiding dysfunction is defined by symptoms and urodynamic in-
vestigations as abnormally slow and/or incomplete micturition, based
on abnormally slow urine flow rates and or abnormally high post-void
residuals, ideally on repeated measurement to confirm abnormality.
Pressure-flow studies can be required to determine the cause of voiding
dysfunction [8].
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1.9: Postpartum urinary retention (PPUR) is usually:

- an acute condition due to trauma or inflammatory/infection changes
to the lower urogenital tract associated with spontaneous or operative
(vaginal or abdominal) delivery;

- characterized by absent or reduced woman’ perceived bladder sensa-
tion;

- may be associated with acute pain in the initial phase of retention;

- may also be associated with small frequent voids that do not suffi-
ciently empty the bladder;

- resolves, if properly recognized and treated, in a few hours or days.

For the management of PPUR, optimal management of bladder
emptying is essential both during labor and in the postpartum period.
Timed voiding and, possibly, evaluation of postvoid bladder residual
is useful even if the woman does not report symptoms of incomplete
emptying if the voiding interval is abnormally prolonged. Long labor,
peridural analgesia, delivery trauma, prolonged surgical procedures
under anesthesia and sequelae of surgical repair (oedema and tissue
inflammation) can be the cause, mechanical and/or functional, of
diminished perception of the sensation of bladder filling and further
secondary damage of the bladder innervation by overdistension.

Overt PPUR (oPPUR) is inability to void spontaneously within
6hours after vaginal delivery or within 6hours after removal of an
indwelling bladder catheter after cesarean section, requiring catheteri-
zation [28].

Covert PPUR (cPPUR) refers to post void residual volume >150 mL
with voided volume of at least 150 ml [29] with no symptoms of
retention.

1.10: Rome IV Criteria for Constipation (1.2.3.1): Complaint that bowel
movements are

(i) infrequent (<3/wk);

(ii) need to strain;

(iii) lumpy or hard stool bloating;

(iv) sensation of incomplete evacuation;

(v) sensation of anorectal obstruction or blockage abdominal pain,
(vi) need for manual assistance, in more than one quarter of all defe-
cation.

1.11: During pregnancy and in the postpartum period, constipation
may be secondary to hormone related slow transit, or other changes
associated with anatomical or physiological alteration of the pelvic
floor function.

1.12: This is a symptom of intraanal and external rectal prolapse, as
well as postpartum hemorrhoids. It is reported and measured using
the Rockwood Fecal Incontinence Severity Index, and can be equally
bothersome to patients as soiling.

2. Signs

2.1 Sign: Any abnormality indicative of disease or a health problem,
discoverable on examination of the patient; an objective indication of
disease [11] or a health problem.

2.1.2 Vaginal signs of obstetric pelvic floor trauma

2.1.2.1 Vulvovaginal and perineal obstetric trauma: Trauma (in-
jury) occurring at the vulva, vagina or perineum at the time of vaginal
childbirth [30].

2.1.2.2 Postpartum discharge: Vaginal clear, bloody or mucus dis-
charge in the postpartum period and up to 12 months after delivery.
(NEW)

2.1.2.3 Obstetric cervical trauma: Trauma occurring to the cervix
during the process of cervical dilatation or at the time of childbirth.
(NEW)

2.1.2.4 Postpartum vulvovaginal and perineal oedema: swelling
of the vulvovaginal and perineal area characterized by watery fluid
collection. (NEW)

2.1.2.5 Postpartum vulvovaginal hematoma: Hematoma in the vulva
and/or vagina caused during childbirth. (NEW)
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2.1.2.6 Vaginal burst trauma: Multiple generalized multidirectional
vaginal tears, usually superficial, that occur during vaginal delivery.
(NEW)

2.1.2.7 Superficial/cutaneous perineal/vaginal trauma (also known
as first degree tear): Laceration of the vaginal epithelium or perineal
skin only. On inspection there is cutaneous laceration of the perineal
and/or vaginal epithelium. (CHANGED)

2.1.2.8 Postpartum vaginal skin tag: Excess vaginal skin resulting in
skin growth at the introitus diagnosed after vaginal childbirth. (NEW)
2.1.2.9 Vaginal mucosa avulsion/scalp: Vaginal tear occurring by
detachment of the vaginal mucosa from the underlying muscle during
vaginal childbirth, resulting in a superficial but wide raw bleeding
surface in the vagina. (NEW)

2.1.2.10 Postpartum vaginal granuloma: Small mass composed of
granulation tissue on the surface of a previous wound often secondary
to retained suture material or other causes provoking localized foreign
body inflammatory reaction following vaginal childbirth and vaginal
epithelial injury. (NEW)

2.1.3 Postpartum lower urinary tract signs

2.1.3.1 Obstetric bladder injury: Trauma or injury to the bladder
during childbirth. (NEW)

2.1.3.2 Postpartum urinary stress incontinence: Urinary stress in-
continence occurring after childbirth, that was not present before or
during pregnancy, observed on clinical examination during cough test,
Valsalva or physical exertion. (NEW)

2.1.4 Postpartum perineal and anorectal signs
2.1.4.1 Obstetric perineal muscle trauma (also known as second
degree): Trauma (injury) of the perineal muscles but not the anal
sphincter following vaginal childbirth. (CHANGED)
2.1.4.2 Obstetric anal sphincter trauma (injury) (also known as
third and fourth degree): Disruption of the anal sphincter muscles
following vaginal childbirth. (CHANGED)

The different types and classification of obstetric anal sphincter
trauma are discussed in the “Diagnoses” Section.
2.1.4.3 Perineal scar: Cutaneous scar resulting from trauma to the
perineum.
2.1.4.4 Deficient perineum: Reduced perineal body measuring less
than 2.5 cm and often associated with introital gaping [31] (NEW).
2.1.4.5 Perineal ridge (PR): Measurement performed at the hymenal
ring that describes the distance in centimeters from the midline of the
mid-hymenal ring to the commencement of the posterior vaginal skin
on the vaginal side of the PR as distinct from the perineal side (perineal
body) [31] (NEW).
2.1.4.6 Cloacal-like defect: A spectrum of tissue loss from the per-
ineal body and rectovaginal septum with variable appearance. This
may consist of a common cavity made up of the anterior vagina and
posterior anorectal walls or just an extremely thin septum between the
anorectum and vagina [12].

2.1.5 Postpartum vulval signs

2.1.5.1 Vulval and perineal ecchymosis (bruising): Vulval and per-
ineal skin discoloration secondary to subcutaneous blood leakage into
surrounding tissue from a broken capillary under the skin. (NEW)
2.1.5.2 Vulval gaping, enlarged (widened) genital hiatus: Non-
coaptation of vulva at rest, commonly associated with increased size
of genital hiatus. [12]gy,

2.1.5.3 Obstetric paraurethral trauma: injury of the vaginal epithe-
lium around the urethral meatus at the time of vaginal childbirth.
(NEW)

2.1.5.4 Obstetric paraclitoral/clitoral trauma: injury close to or of
the clitoris at the time of vaginal childbirth. It may or may not involve
clitoral tissues. (NEW)

2.1.6.1 Levator ani muscle trauma

2.1.6.1.1 Levator avulsion: The detachment of the levator ani muscle
(LAM) from its insertion on the inferior pubic ramus [8,14]. It can be
ascertained by per-vaginam palpation, especially during pelvic floor
muscles contraction and can be:
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« partial

« complete [32]
+ unilateral

« bilateralgy, »

2.1.7 Obstetric pelvic floor nerve trauma

2.1.7.1 Obstetric neuropathy: Decreased or absent sensation or tone
during examination of the vagina, vulva or perineal structures, follow-
ing childbirth

2.1.7.2 Obstetric pudendal nerve injury: Decreased or absent sen-
sation or tone during examination, in the distribution of the pudendal
nerve, secondary to injury to the pudendal nerve or its branches during
vaginal childbirth. (NEW)

2.1.8 Obstetric pelvic floor musculoskeletal/connective tissue
trauma

2.1.8.1 Pelvic organ prolapse (sign): The descent of one or more of
the anterior vaginal wall, posterior vaginal wall, the uterus (cervix)
or the apex of the vagina, or the perineum (perineal descent). The
presence of any such sign should be correlated with relevant POP
symptoms i.e. patient report of symptoms with maximal prolapse. More
commonly, this correlation would occur with descent to the level of the
hymen or beyond [8,14,33-361gy2 3-

2.1.9 Bone trauma/effects of pregnancy and childbirth on bones
and joints
2.1.9.1 Postpartum symphysis pubis diastasis: separation of the
symphysis pubis, without fracture, which allows excess lateral or an-
terior movement of the symphysis pubis and can result in symphysis
pubis dysfunction during the postpartum period and up to 12 months
after delivery. (NEW)
2.1.9.2 Postpartum coccygeal dislocation/fracture: The coccyx slips
anteriorly or posteriorly with respect to the sacrum during labor and/or
postpartum period and up to 12 months after delivery (NEW)
2.1.10 Obstetric fistula: Is an abnormal communication from the
urinary (bladder, ureter and/or urethral lumen) and/or anorectal tract
to the vagina or perineal area respectively characterized by the observa-
tion of urine leakage through channels other than the urethral meatus
(extra-urethral incontinence) [7] and of feces leakage through channels
other than the anal canal observed during postpartum period and up to
12 months after delivery. (NEW)gy, 4
2.1.10.1 Extra-urethral incontinence: Observation of urine leakage
through channels other than the urethral meatus, for example, fistula.
The fistula may be described anatomically from one structure to an-
other. Below are anatomical descriptions of pelvic floor fistula (PFF).
The PFF defects may occur between 2 or more structures [10].gx; 5
2.1.10.2 Lower urinary tract pelvic floor fistula (PFF) signs: Ob-
servation of a defect between the lower urinary tract structure (ure-
thra, bladder) and vagina (vesicovaginal fistula, Fig. 1) and/or uterus
(and/or cervix) that may occur across a spectrum of tissue loss (Fig. 2),
with variable appearance and with or without observation of a
- probe passing through the lumen of the two or more affected struc-
tures [10]
- a dyed irrigant fluid passing per defect at the time of retrograde fill
test of the bladder through a bladder catheter (positive blue test) [10]
- retrograde blue test after filling to the urethral lumen by a Trattner
catheter without filling the bladder [10].gy;6
2.1.10.3 Upper urinary tract pelvic floor fistula (PFF) signs:
Observation of a defect between the ureter(s) and vagina and/or
uterus (and/or cervix) that may occur across a spectrum of tissue loss,
with variable appearance and with or without observation of
- a probe passing through the lumen of the two or more affected
structures [10].
- urine pooling in the posterior vaginal fornix directly or passing
through the cervix.
- urine pooling in the posterior vaginal fornix at the time of retrograde
dyed irrigation fill test of the bladder through a bladder catheter
(negative dye test, positive urine) [10].
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Fig. 1. Obstetric vesico-vaginal fistula during repair [37].
Source: Reprinted by permission from Springer Nature.

Vesicouterine fistula

Vesicovaginal fistula

Urethrovaginal -
fistula

Rectovaginal
|| fistula

Fig. 2. Pelvic floor fistula anatomy © Levent Efe [10].

- urine passing per cervical os; with or without pooling in the posterior
vaginal fornix at the time of retrograde dyed irrigant fill test of the
bladder through a bladder catheter (negative blue test, positive clear
urine) [10].gn26
2.1.10.4 Anorecto-vaginal fistula signs: Excoriation dermatitis at
level of inner thighs, external genitalia, perineum or vagina with or
without skin rashes, crusting or scabbing, soiling, discharge, scars,
sinus, deformities, hematoma. [10]
2.1.10.5 Recto-vaginal fistula signs: Abnormal connection between
the rectum to the vagina with or without observation of vaginal fla-
tus/feces. With or without the observation of:
- anorectal fluid per vagina [10],
- probe or examination finger passing per vagina through anus or per
anus through vagina [10],
- anorectal tract fluid per vagina, or with bubbles passing through the
abnormal connection through vaginal irrigant fluid after retrograde
injection of air per rectum [10].pn2¢

(NEW)

2.2 Clinical Examination
Clinical examination immediately after childbirth or in the post-
partum period is guided by parameters of labor, mode of delivery
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and associated/suspected injuries. Often, acute interventions includ-
ing emergency measures to arrest postpartum hemorrhage or surgical
repair of complex trauma require a thorough clinical examination
and accurate diagnosis as well as optimization of analgesia, adequate
exposure (positioning, lighting), co-operation and consent of the patient
and availability of equipment and assistance.py; 7

2.2.1 Postpartum digital vaginal-anorectal examination: An exam-
ination in which a doctor or midwife inserts a lubricated, gloved finger
into the rectum and a thumb in the vagina. The examiner observes to
identify injured structures and palpates the sphincter from 9-o’clock to
3 o’clock to detect lacerations or other injuries to the vaginal or rectal
epithelium, perineal muscles and anal sphincter muscles. Anal sphincter
tone may be altered by the effects of regional anesthesia. Following a
repair, an anorectal exam is performed to detect palpable sutures that
have been unintentionally perforated the anorectal epithelium. (NEW)
2.2.2 Vaginal examination: Examination for vaginal length and mo-
bility, presence of scarring and/or pain, and estrogenization. The loca-
tion of any vaginal pain should be noted [6].px; 5

2.2.3 Examination for levator defects/trauma: Per-vaginam palpa-
tion for levator injury/defect/“avulsion” [8,14].

2.2.4 Postpartum rectal examination: Examination of the rectum in
the immediate postpartum period and up to 12 months after delivery.
The gloved finger should be placed in the center of the anus with the
finger parallel to the skin of the perineum in the midline. The finger
should then be pressed gently into the anal canal but at the same time
pressed backwards against the skin of the posterior wall of the anal
canal and underlying sling of the puborectalis muscle. This overcomes
most of the tone of anal sphincter and allows the finger to straighten
and slip into the rectum [9,18] (NEW).p\, 9

2.2.5 Postpartum anorectal examination. A comprehensive anorectal
examination undertaken immediately after birth or during postpartum
and up to 12 months after delivery. The patient lies in the left lateral
position with hips flexed and ankles away from the examiner. Dorsal
lithotomy position is also commonly used. An anorectal examination
is essential to exclude/confirm obstetric anal sphincter or anorectal
injury [9,18] (NEW).

2.2.6 Postpartum perianal and perineal examination: Examination
of the perineal and perianal area is conducted around introital-vulvar
area, perineum and anus.

Exposure of the vaginal introitus is performed by gently parting the
labia majora and minora with inspection and palpation of the external
genitalia, the bulbocavernosus and transverse perineal muscles and the
vulvar and vaginal epithelium (NEW).gx» 10
2.2.6.1 Perianal sensation/reflex: In patients with possible neuro-
genic pelvic floor dysfunction there should be particular note of those
neurological signs related to $S2-4 but these should be complimented
by a more general neurological examination as indicated. Specific to
anorectal dysfunction, assessment of anal reflex, and perianal sensation
should be performed [9,18].
2.2.6.2 Sacral reflex testing: This measures the reflex arc of the spinal
cord and the sacral plexus including the pudendal nerve. Bulbocaver-
nosus and anal reflex are the most commonly evaluated.

Footnotes for Section 2

2.1: An enlarged hiatus has long been considered both a possible cause
and an effect of pelvic organ prolapse [38]. A large epidemiological
study [39] conducted for 10 years on a sample of 1198 women,
although not clarifying the causality or not, seems to correlate a larger
hiatus and its faster increase with the development of prolapse. A
genital hiatus larger than 3.16 cm increasing in the size at a mean rate
of more than 0.56 cm per 5-year period could identify women at highest
risk for developing prolapse.

2.2: Levator avulsion is a discontinuity of the levator muscle at its
attachment to the inferior pubic ramus. Discontinuity may represent
a partial tear, full tear, or thinning. Test for levator injury/avulsion:
palpation of levator tissue, by placing finger(s) between the side of the
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urethra and the edge of the muscle measured on each side. The test
is performed at rest and confirmed by asking the patient to contract
and feeling for the edge of the contractile tissue of the levator muscle.
RATING: (i) Absent: Palpable pelvic floor muscle contraction next to
the urethra on the inferior pubic ramus; (ii) Present: A distance of >3.5
finger widths between the two sides of puborectalis muscle insertion on
pelvic floor muscle contraction. Rate number of finger widths palpable
in the gap. Several rating scales exist. Under <3.5 cm may represent a
partial avulsion, however, digital palpation cannot reliably determine
this distance of discontinuity. [40]

2.3: For a more detailed definition, see IUGA/ICS joint report on the
terminology for female pelvic organ prolapse [8]

2.4: Obstetric fistulas is a rare condition and is usually secondary to
mechanical obstetric pelvic floor trauma provoked by a prolonged or
obstructed labor in women who do not have access to health care
facilities.

2.5: Basic categories of Pelvic Floor Fistula are classified defining each
in relation to the hollow organ system component involved in the
fistula defect (Fig. 2). These are localizing/descriptive terms and not
a classification system as such. The following acronyms will be used:
F (fistula); V (bladder/vesico); U (urethra); Va (vaginal); Vt (vaginal
vault); Ut (uterine); Cx (cervical); Ur (ureteric); R (rectal); Co (colon);
Pe (perineal); AC (ano-cutaneous).

- UVaF: Abnormal connection between the urethra and the vagina. [10]
- Vesico-vaginal fistula (VVaF): Abnormal connection between the blad-
der and the vagina. [10]

- Vesico-uterine fistula (VUtF): Abnormal connection between the blad-
der and the uterus. [10]

- Uretero-vaginal fistula (UrVaF): Abnormal connection between the
ureter and the vagina. [10]

- (Colo)-recto-vaginal fistula (RVaF): Abnormal connection between the
rectum (colon) and the vagina. [10] (Fig. 3)

- (Colo)-rectal to urinary tract: Any abnormal connection between the
rectum (colon) and any part of the urinary tract, without vaginal
involvement. [10]

- Partial UVaF: Urethral structure is evident, with a demonstrable fistula
defect (Fig. 2). [10]

- Total UVaF: Urethral structure is not evident (Fig. 3). [10]

- Circumferential fistula (genito-urinary): An entire segment (anterior,
posterior, lateral urethra) from the anterior vaginal wall to the posterior
aspect of the pubic symphysis is absent and destroyed. 23,24 The cir-
cumferential fistula almost always involves the urethra and the fistula
totally separates the proximal urethra/bladder from the distal portion.
Bladder involvement with a circumferential fistula is common [10].

- VVaF: Fistula affecting anterior vaginal wall and posterior bladder
wall with or without involvement of the ureteric orifices

- Circumferential fistula (genito-urinary): It almost always involves the
urethra [10].

- Vesico-vaginal vault fistula (VVtF): VVaF located at vaginal vault
(cuff) following hysterectomy [10].

- Vesico-cervical fistula (VCxF): Abnormal connection between the
bladder and the cervix. May occur after cesarean section, procedures
to the cervix, supra-cervical hysterectomy [10].

- VUtF: Abnormal connection between the bladder and the body of the
uterus [10].

- UrVaF: Abnormal connection between the ureter and the vagina [10].
- UrVaF may be congenital (ectopic ureter) [10] or

- Acquired (e.g., following surgery or obstructed labor) [10]

- Uretero-vesical-vaginal fistula (UrVVaF): Fistula involving the
ureter(s), bladder, and vagina. This may be seen with a large obstetric
fistula and the ureter is outside the VVaF [10].

- Uretero-uterine (cervical) fistula (UrUtF/UrCxF): Abnormal connec-
tion between the ureter and the uterus (cervix). Predominantly post-
cesarean or postsupracervical hysterectomy [10].

- Fourth-degree tears: Obstetric anal sphincter injury with disruption of
the perineal body, connecting the vagina to the anorectum. The internal
and external anal sphincters are disrupted [10].
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- Acute fourth degree tear—Occurs at time of childbirth or other
trauma [10].

- Chronic fourth degree tear—Unrepaired or dehiscence following re-
pair at time of childbirth or other trauma, resulting in an absent
perineal body with a total perineal defect [10].

- RVaF: Abnormal connection between the rectum and the vagina [10].
- Non-circumferential RVaF: Involves the posterior vaginal wall and
anterior rectum [10].

- Circumferential RVaF: Involves an entire segment of the rectum,
involving the posterior vaginal wall, anterior and posterior rectum. The
proximal rectal part of the fistula is completely separated from the
distal portion [10].

- Rectal/vaginal/perineal fistula (RVaPeF): An abnormal communica-
tion from the anorectum to the vagina or perineal area [10].

- Recto-uterine/cervical fistula (RUtF/RCxF): An abnormal connection
from the rectum to the uterus or cervix [10].

- Fistula in ano (FIA)/ano-cutaneous fistula (ACF): An abnormal con-
nection between the anal canal epithelium and the skin epithelium.

- Colo-vesical fistula (CoVF): Abnormal connection between the rectum
(colon) and the bladder. [10]

- Recto (colo)-ureteric fistula (RUrF/CoUrF): Abnormal connection be-
tween the rectum (colon) and the ureter. [10]

2.6: For a more detailed definition see ICS report on the terminology
for female pelvic organ fistulas [10].

2.7: Training on postpartum management is an essential part of ob-
stetric and gynecological training curriculum [41]. In some countries,
childbirth assistance is carried out by doctors who are not special-
ized in gynecology and few countries provide a specific training in
urogynecology during a general obstetrics and gynecology residency
[42,43].

2.8: A full vaginal examination should be performed to examine the
perineum and vaginal tissues and evaluate the extent of any vaginal
tear. Although parting the labia and vaginal walls by the fingers is
usually adequate, deep tears may necessitate the use of a Kristeller,
Kallmorgen or Sims Vaginal Specula. Evaluation for cervical tear with
the sponge-holding forceps gently grasping the cervix to systematically
inspect for any disruption is important. A digital rectal examination
should be performed to evaluate the anal sphincter complex and to
exclude buttonhole tears. The woman can be asked to contract her anal
sphincter around the examiners finger.

2.9: Postpartum rectal examination allows assessment of:

(a) Resting anal tone, voluntary squeeze of the anal sphincter as well as
the levator muscles, sustained squeeze over 5 s and involuntary contrac-
tion elicited during a cough. Immediately after delivery, especially in
cases with epidural analgesia, clinicians may not be able to adequately
assess the integrity of the sphincter and its tone, which may only to be
determined through direct visual examination and its palpation.

(b) Obvious hemorrhoids can be palpated but grade II and grade III
hemorrhoids are better assessed by proctoscopy. Painful examination
may be associated with fistula in ano, fissure in ano, infection or
pilonidal abscess.

(c) Palpable anal sphincter gap. An assessment can be made of a palpa-
ble anal sphincter gap to assess if there has been recent or previous
obstetric or surgical damage. The perineal body can be assessed for
deficiency.

(d) Rectal contents. The contents of the rectum can be assessed. The
feces may be hard or soft, the rectum may be empty or collapsed and
sometimes ballooned out. This allows assessment of fecal impaction.
(e) Confirmation of presence of rectocele, enterocele, or perineocele.
Use of POP-Q for staging of prolapse.

(f) Bidigital examination is defined as a concurrent digital examination
of the vagina and rectum and may be carried out with the patient
supine in a gynecological examining position. The index finger is
inserted in the vagina and the middle finger in the rectum, in order to
identify fascial rectovaginal defects, exclude a rectovaginal perforation
(buttonhole injury) and differentiate a rectocele from an enterocele,
during an abdominal straining manoeuvre [9,18].
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2.10: Perianal and perineal examination aim to assess:

(i) Perineal body and superficial perineal musculature integrity,
consistence and lacerations
(ii) Excoriation: perianal excoriation, skin rashes [9,18]
(iii) Soiling: perianal fecal soiling or vaginal fecal soiling [9,18]
(iv) Discharge: perianal or vaginal bloody or mucus discharge [9,18]
(v) Gaping anus: non-coaptation of anal mucosa at rest [9,18]
(vi) Scars, sinuses, deformities, condylomata, papillomata,
hematoma
(vii) “Dovetail” sign: where the anterior perianal folds are absent,
indicating a defect in the external anal sphincter [23]
(viii) Others described individually: anal fissure, hemorrhoids, anorec-
tal prolapse, fistula-in-ano, recto-vaginal fistula, anorectal/ vagi-
nal/perineal fistula [9,18] (Fig. 3)

3. Investigations

3.1 Assessment of possible impact of obstetric trauma on voiding
function

Labor, regional anesthesia and delivery and specifically obstetric
pelvic floor trauma can have a negative impact on voiding function,
screening for which involves a bladder postvoid residual volume mea-
surement and ideally uroflowmetry. Voiding cystometry may clarify the
cause of any voiding dysfunction.

However, invasive urodynamic investigations in the postpartum
period are usually delayed and non-invasive assessment (post void
residual measurement) is the common investigation of choice for first
line assessment of voiding symptoms. (NEW)

3.1.1 Postpartum urodynamic investigations: Measurement of phys-
iological parameters relevant to the function of the lower urinary
tract [7].

These usually take place in a special clinical room and involve
post void residual urine volume (PVR) measurement after a sponta-
neous micturition flow. Uroflowmetry, filling cystometry with (artifi-
cial) bladder filling with a specified liquid (ICS recommends physio-
logical saline solution or X-ray contrast if video studies) at a specified
rate and pressure-flow studies are unnecessary in the most, [44] if not,
in almost all cases during postpartum period and up 12 months after
delivery.pys (NEW)
3.1.1.1 Postpartum post void residual (PPVR) measurement: Vol-
ume of urine left in the bladder at the completion of voiding in the
early post-partum period (up to 4 weeks), that may be measured by
catheter or ultrasound [6,7,15,45] (NEW).gy3.5
3.1.1.2 Postpartum free (no catheter) uroflowmetry: Measurement
of urine flow rates during micturition. A test that measures the flow
rate of the external urinary stream as voided volume per unit time in
milliliters per second (mL/s) [46] (Fig. 4).pn33
3.2 Assessment of possible impact of obstetric trauma on defeca-
tory and anorectal function
3.2.1 Anorectal manometry: Assessment of resting, squeeze pressures
as measured with air or water charged or solid state pressure manome-
ter. As normal values can differ substantially between laboratories
according to the style of catheter used, each unit is encouraged to
generate its own normal data [9,18].

3.3 Imaging

3.3.1 Ultrasound 3D and 4D: The potential of 3D ultrasound in
urogynecology and female urology is currently being researched with
validated applications likely to be included in future updates of this
report and/or separate ultrasound reports. Applications with the most
current research include: (i) major morphological abnormalities such as
levator defects, (ii) excessive distensibility of the puborectalis muscle
and levator hiatus (“ballooning”) and anal sphincter integrity. The
additional diagnostic potential of 4D (i.e., the addition of movement)
ultrasound awaits clarification by further research [6].

Continence 4 (2022) 100502

&

e A
——

Cervix

Perineal body

Fig. 3. Rectovaginal fistula [10]. Fig. 3A: Recto-vaginal fistula, low in the vagina, just
proximal to the anus © J Goh; 3B: © Levent Efe.

3.3.2 Endoanal ultrasound (EAUS) or anal endosonography (AES):
Ultrasound of the anal canal performed with a pole-like ultrasound
probe placed in the anal canal giving a 360 degree image of the
anal canal (Figure). It is usually performed with the patient placed
in the lithotomy, prone position or sometime left lateral. Two dimen-
sional AES; three dimensional AES—three-dimensional reconstruction
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Fig. 4. Uroflowmetry A schematic representation of urine flow over time and
parameters of uroflowmetry [10].

(Republished with permission of John Wiley & Sons -
through Copyright Clearance Center, Inc).

Books, permission conveyed

of the anal canal is performed using either axial or sagittal images [7]
(Fig. 5).pn3.4

3.3.3 Ultrasound imaging modalities [6]: The practice parameters
for terminology and the practice parameters for performance of urog-
ynecological examinations were established by the American Institute
of Ultrasound in Medicine (AIUM) and IUGA in collaboration with the
AUGS, AUA, ACR, and SRU in 2019 [48].

3.3.3.1 Perineal: Curved array probe applied to the perineum. This
term incorporates transperineal and translabial ultrasound.

3.3.3.2 Introital: Sector probe applied to the vaginal introitus.
3.3.3.3 Transvaginal (T-V): Intravaginal curvilinear, linear array or
sector scanning. An endocavity transducer is inserted into the vagina.
3.3.3.4 Transabdominal (T-A): Curvilinear scanning applied to the
abdomen.

3.3.3.5 Ultrasound 3D imaging of levator ani trauma: The presence
of levator ani trauma has been postulated to be associated with an
increased risk of pelvic organ prolapse. This can be evaluated us-
ing a tomographic ultrasound imaging assessment of the levator ani
muscles [8].

3.3.3.5.1 Transperineal ultrasound imaging criteria for levator ani
avulsion are defined as:

3.3.3.5.2. Levator avulsion complete: A defect in 3 central slices as
identified on transperineal imaging (Fig. 6) (NEW).

3.3.3.5.3 Levator avulsion partial: Defect in 1 —2/3 central slices as
identified on transperineal imaging (NEW)

3.3.3.5.4 Tomographic ultrasound imaging (TUI): Can be used for
assessment for puborectalis avulsion should be performed on volumes
obtained during a pelvic floor muscle contraction at 2.5-mm slice
intervals, from 5 mm below to 12.5 mm above the plane of minimal
hiatal dimensions [50] (Fig. 7).

3.3.3.5.5 3D ultrasound imaging of ballooning of the genital hia-
tus: The presence of ballooning of the genital hiatus (= excessive
distensibility of the levator hiatus) on straining manoeuvre has also
been associated to the severity of urogenital prolapse. An area of more
than 25 cm?, 30 cm?, 35 cm? and 40 cm? has been defined as mild,
moderate, marked and severe ballooning respectively (Fig. 8) [8,14,
51].

3.3.3.5.6 Clinical applications of pelvic floor Ultrasound

+ Bladder neck descent/mobility. The position of the bladder neck
at rest and on straining.

1.1CS Standardisations
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Urethral funneling: i.e., opening of the proximal third of the
urethra during coughing or on straining.pys 5

Post void residual: Several formulas have been described in the
literature to measure the bladder volume by ultrasound [7].
Rectal intussusception [9]

EAS, IAS injury

Degree of anal mucosa coaptation [52]

3.3.3.5.7 Postpartum ultrasound imaging modalities limitations
and benefits: endovaginal, transanal, and translabial/
transperineal

+ Endovaginal ultrasound imaging may inadvertently compress tis-
sues thus distorting the anatomy.

Transanal ultrasound approach requires an expensive and dedi-
cated transducer, and it is a more uncomfortable and embarrass-
ing test for the woman. Its most common clinical indication is
the assessment of sphincter integrity following obstetric trauma.
It is the reference standard for imaging of the anal sphincters and
diagnosis of sphincter defects and correlates with symptoms and
histological diagnosis [53].

Translabial/transperineal approach overcomes the limitations of
endovaginal and transrectal techniques providing minimal pres-
sure on local structures and it is least likely to alter surround-
ing anatomy. There is ongoing research validating this against
the transanal approach for diagnosis of sphincter integrity and
correlation with symptoms. (NEW)

3.3.3.5.8 Postpartum imaging evaluations:
The following pelvic floor abnormalities can be evaluated following
childbirth:

trauma (injury/damage) of the levator ani muscle (LAM)
excessive distensibility of the puborectalis muscle and levator
hiatus (“ballooning”)

pathologies of the anterior vaginal compartment like urethral
diverticula.

anal sphincter integrity

hematomas

voiding symptoms

defecatory symptoms

excessive pain or pressure (NEW).

3.3.4 Magnetic resonance imaging (MRI) of the pelvic floor: MRI
allows the detection of ligamentous and muscular pelvic floor structures
in fine detail. Although it does not use ionizing radiation, it is a high
cost technique, may not be suitable for all patients and, in most centers,
is not a dynamic study.gy;3 ¢

3.3.4.1 Static MRI relies on static sequences and high spatial resolution
images, to delineate the passive and active elements of the pelvic organ
support system. Most commonly, images are acquired in axial, sagittal
and coronal planes. MRI has been proposed to be a useful method for
diagnosing and staging POP. Several lines and levels of reference have
been described in the literature. The most commonly used ones are
either a line drawn from the inferior margin of the symphysis pubis
to the last coccygeal joint (pubococcygeal line—PCL), in the sagittal
plane, noted as midpubic line (MPL). Other applications of MRI are
the assessment of the LAM morphology (size, thickness volume) and
detection of LAM injuries/defects/(“avulsion”).

3.3.4.1.1 Levator trauma MRI based diagnosis

3.3.4.1.2 Levator avulsion unilateral: The disruption of the levator
ani on only one side visualized on MRI. Levator avulsion refers to
the discontinuity of the levator muscle at its attachment to the inferior
pubic ramus. (NEW)

3.3.4.1.3 Levator Avulsion Bilateral: The disruption of the levator
ani on both sides visualized on MRI. Levator avulsion refers to the
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Fig. 5. Endoanal ultrasound images showing normal appearance of the internal (IAS) and external (EAS) anal sphincters [47].
Source: Reprinted by permission from Springer Nature.

discontinuity of the levator muscle at its attachment to the inferior
pubic ramus [54] (NEW).

3.3.4.2 Dynamic MRI is a technique that enables imaging of the
mobility of the pelvic floor structures on straining. (NEW)

3.3.5 Computed tomography (CT) of the pelvic floor: Computed
tomography (CT) may offer an accurate visualization of the pelvic floor
soft and bony structures by reconstruction of axial images using 1 mm
thick slices without gaps thus increasing the diagnostic accuracy of
pelvic floor anatomical disorders (i.e. LAM trauma). However, multipla-
nar spiral CT is not routinely recommended for imaging the pelvic floor,
in the postpartum period or during the breastfeeding period, mainly
due to irradiation and poor soft tissue contrast. (NEW)

3.4 Electrophysiologic Testing

3.4.1 Electromyography (EMG) is the recording of electrical poten-
tials generated by the depolarization of muscle fibers. Electromyo-
graphic diagnosis is made by evaluating the state of the muscle (muscle
pathology) by recording and analyzing the electrical activity generated
by the muscle. 1. Intramuscular EMG: insertion of a wire or needle elec-
trode into the muscle to record motor unit action potentials. 2. Surface
electromyography: electrodes placed on the skin of the perineum or
inside the urethra, vaginal or rectum [55].

3.4.2 Pudendal nerve terminal motor latency testing is a mea-
surement of time from stimulation of the pudendal nerve to muscular
contraction of the bulbocavernosus or external anal sphincter. The St.
Mark’s pudendal electrode (Medtronic functional diagnostics A/S) can
be used to stimulate the nerve via the rectum or vagina. (NEW)

3.4.3 Transvaginal pudendal nerve terminal motor latency testing:
The St. Mark’s pudendal electrode (Medtronic functional diagnostics
A/S) may be used to measure time from stimulation of the pudendal
nerve to muscular contraction of the bulbocavernosus or external anal
sphincter (NEW).

1.1CS Standardisations

3.4.4 Transient pudendal nerve terminal motor latency: Increased
pudendal nerve terminal motor latency identified postpartum that re-
solves in a short time interval within 8 weeks [56] (NEW).

3.5 Associated radiological modalities:

Defecography demonstrates normal anatomy of the anorectum as well
as disorders of rectal evacuation. Barium paste is inserted rectally prior
to defecation over a translucent commode. Measurement of the anorec-
tal angle is allowed with evidence of the presence, size or emptying of
any rectocele. Enterocele, rectal intussusception and mucosal prolapse
might be diagnosed as well as a spastic pelvic floor (anismus) [6].
(Unchanged)

3.6 Dye and bubble tests for pelvic floor fistulas: Dye tests may
be used to detect small or unusual fistulas (less useful for large or
multiple fistulas), such as utero-vaginal or cervico-vaginal fistulas and
to differentiate ureteric fistula (clear or yellow urine in vault, “negative
dye test with urine in vault”) from bladder fistula (“positive dye test”)
or to detect small or distorted anorectal fistula (positive vaginal bubble
or rectal dye test) [10].

3.6.1 Simple dye test for urinary tract fistulas: The bladder is filled
retrograde through a urethral catheter using a dye to change the color
of the irrigation fluid, for example, methylene blue or indigo carmine
to turn the irrigation fluid blue (Fig. 10). Observation may begin with
or without retractor(s) in the vagina, depending on digital and visual
exam signs and patient symptoms, or following careful dissection. Blue
fluid leakage per genital tract or per anus indicates a bladder or urethral
fistula. Lack of blue fluid leakage combined with visualization of extra-
meatal clear urine leakage increases suspicion of an upper urinary tract
ureteric fistula [10].

3.6.2 Triple swab test for urinary tract fistula: Three separate
sponge swabs, one above the other, are placed in the upper, middle,
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Fig. 6. Ultrasound image of the pelvic floor in a woman following forceps vaginal delivery, showing avulsion of the levator plate from the right pubic ramus. Courtesy of Professor

HP Dietz [49].
Source: Reproduced with permission of the Licensor through PLSclear.

and lower vagina. The bladder is then filled with a pigmented irrigant
such as diluted methylene blue, and the swabs are removed after 10 min
(it can take up to 30 min for urine to come through a tiny tortuous
fistula especially if it is in the cervix or uterus). Discoloration of only
the lowest swab supports diagnosis of a low urethral fistula or urethral
leakage. Diagnosis of a uretero-genital fistula is supported when the
uppermost swab is wet but not discolored. A VVaF fistula diagnosis is
supported when the upper swabs are wet with blue irrigant. Careful
observation for backflow of blue irrigant per meatus must be ongoing
to avoid false-positive test reporting [10].pn37

Complex of multiple urinary tract fistulas concurrent between the
ureter and uterus/cervix and between the bladder and uterus/cervix are
often diagnosed by hysterosalpingogram (HSG) or contrast-enhanced
MRI [10].

Footnotes for Section 3

3.1: During pregnancy significant changes in the anatomy (macro
and microscopic) and physiology of the lower urinary tract due to
mechanical and hormonal factors that together with the expansion
of the uterus and the weight of the foetus, especially in predisposed
women, can result in the occurrence of UI [57].

The prevalence of UI goes from 26% of the prepregnant state to
58% in the third trimester of pregnancy even if it is mainly a mild SUI
characterized by only droplet losses, less than once a week [58].

The prevalence and incidence of urinary incontinence in pregnancy
are always less than 54% and 67% respectively, in the postpartum de-
creasing respectively below 21% and 45% with the multiparous women
reaching values higher than about 10% compared to primiparous in

pregnancy and vice versa in the puerperium [59]. More than half of
women who experience any type of urinary loss during pregnancy,
whether the symptom was present before pregnancy (55%) or who
experience it for the first time in pregnancy (60%), consider it a minor
problem or ignore it [60]. Lifestyle changes, including pelvic floor
muscle training, before and/or during pregnancy and in the postpartum
period could be effective (reaching a grade of recommendation A
or B) in preventing UI [61] and urodynamic investigations are not
necessary before rehabilitation treatment. This, together with lifestyle
modification represents the first therapeutic choice in pregnancy and in
the postpartum period [62]. In the first six months after childbirth there
is a slow recovery of the pre-gravid anatomical-functional conditions
even if some of these will never return as before pregnancy [63]. Breast-
feeding itself may delay the reestablishment of a regular hormonal
cycle. In pregnancy and postpartum, more invasive, pharmacological
or surgical interventions should not be carried out [57,62,63].

3.2: Conditions for PVR measurement: PVR reading is erroneously
elevated by delayed measurement due to additional urine production
(1-14 mL/min). Ultrasonic techniques (transvaginal, translabial most
accurately) allow immediate (within 60 s of micturition) measurement
and possible repeat measurement. A short plastic female catheter pro-
vides the most effective bladder drainage for PVR measurement by
catheterization [8].

Assessment of normality of PVR: Quoted upper limits of normal may
reflect the accuracy of measurement. Studies using “immediate” PVR
measurement (e.g., transvaginal ultrasound) suggest an upper limit of
normal of 30 mL. Studies using urethral catheterization (up to 10 min
delay) quote higher upper limits of normal of 50 or 100 mL. An isolated
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Fig. 7. Tomographic ultrasound imaging assessment of the levator ani muscles Intact LAM [8,14]. (Republished with permission of John Wiley & Sons - Books, permission conveyed

through Copyright Clearance Center, Inc).

Fig. 8. Ballooning of the genital hiatus on straining manoeuvre—levator defect [8,14]. (Republished with permission of John Wiley & Sons - Books, permission conveyed through

Copyright Clearance Center, Inc).

finding of a raised PVR requires confirmation before being considered
significant [6].

The accuracy of bladder scanners for measuring PVR in the post-
partum period has been questioned, [64,65] however a number of
validation studies have shown they are precise and reliable, and pre-
ferred over catheterization [66,67]. If in doubt in/out catheterization
may be performed.

The postvoid residuals (PVRs) of women more than 4 weeks post-
partum can generally be regarded as for other women with symptoms
of lower urinary tract dysfunction. Normal: zero mls; Small: under 30
mls (ultrasound measurement) or 50 mls (catheter measurement); Mod-
erate: 30 mls to 100 mls; High: Over 100 mls. In the early postpartum
period (up to 4 weeks) [68,69]

1.1CS Standardisations
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3.3: For a more detailed definition see ICS report on the terminology
for female pelvic organ fistulas [10].

3.4: EAUS can be used in the assessment of sphincter integrity follow-
ing obstetric trauma. Although, clinical assessment remains the most
commonly used modality to diagnose perineal trauma in the immediate
postpartum period, ultrasound has been also used. Postpartum ultra-
sound examination can be associated with an improvement in diagnosis
of anal sphincter tears [70].

3.5: A deep urethral funneling >50% of the urethra is a sign of SUI or
occult SUT [71].

3.6: Clinical applications of MRI:

Fecal incontinence: Endoanal ultrasound and endoanal magnetic res-
onance imaging (MRI) have been demonstrated to be comparable in the
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detection of external sphincter defects. External phased array coil MRI
can replace endoluminal MRI with comparable results.

Levator ani injuries: Abnormalities of the LAM are identified on MRI
as present or absent. Defect severity is further scored in each muscle
from O (no defect) to 3 (complete loss). A summed score for the two
sides (0-6) is assigned and grouped as minor (0-3) or major (4-6).
Obstructed defecation: During maximal straining manoeuvre, dy-
namic MRI may be used to demonstrate: Rectocele: measured as the
depth of wall protrusion beyond the expected margin of the normal
anorectal wall. Based on sagittal MR-sections through mid of pelvis,
rectoceles are graded as small (<2 cm), moderate (from 2 to 4 cm),
and large (>4 cm).

Rectal intussusception: The infolding of the rectal mucosa occurring
during defecation. Depending on the location, an intrarectal intus-
susception, limited to the rectum, is distinguished from an intra-anal
intussusception extending into the anal canal. The location of the in-
tussusception may be anteriorly, posteriorly, or circumferentially. The
intussusception either involves only the mucosa or the full thickness of
the rectal wall.

Enterocele: Defined as a herniation of the peritoneal sac, which con-
tains omental fat (peritoneocele), small bowel (enterocele) or sigmoid
(sigmoidocele), into the rectovaginal or rectovesical space below the
PCL. The largest distance between the PCL and the most inferior point
of the enterocele is measured with a perpendicular line. Depending on
this distance, small (<3 cm), moderate (3-6 cm), and large (>6 cm)
enteroceles are distinguished.

Dyssynergic defecation: Different structural imaging findings can be
seen on dynamic pelvic MRI, including prominent impression of the
puborectal sling, narrow anal canal, prolonged evacuation, a lack of
descent of the pelvic floor and thus a failure to increase the ARA.

The anorectal angle is the angle created by a line drawn through
the central axis of the anal canal and a line drawn through either the
central axis of the distal rectum or a line drawn parallel to the posterior
wall of the distal rectum [72].

In comparison with clinical examination (POP-Q), dynamic MRI
has no additional value in the prediction of symptoms with increasing
degree of POP.

Perianal abscesses and fistulas [9].
Bladder neck and cervical descent/mobility:

» Position of bladder neck and cervix at rest and on straining

» Pubo-coccygeal line: A line extending from the inferior border
of the pubic symphysis to last coccygeal joint (pubococcygeal
line—PCL) Bladder neck or cervical descent >2 cm below this line
with straining indicates weakness of the pelvic floor. If alternative
landmarks are used in scientific papers they should be clearly
described [73].

PICS line (Pelvic Inclination Correction System line): this line
takes into account the pelvic inclination during straining or Val-
salva. The use of this line is recommended for dynamic MRI. For
measurements outside the midsagittal plane, the 3D PICS is the
most advanced measurement system for any kind of pelvic floor
disorders [74,75].

3.7: Other dye and bubble tests for Pelvic Floor Fistulas are:

- Double dye test for urinary tract fistula: This includes oral intake
of phenazopyridine (pyridium) 200 mg three times a day for one to
two days until urine is bright orange, followed by retrograde bladder
filling with blue irrigant through a bladder catheter. Diagnosis of a
bladder or urethral fistula to the vagina (VVaF, UVaF) is supported if
the vaginal swab turns blue. Diagnosis of a ureteric fistula to the vagina
is supported if the swab turns orange, combination upper and lower
urinary tract fistula to the vagina is supported if the swab turns both
blue and orange. Careful observation for backflow of blue irrigant per
meatus must be ongoing to avoid false-positive test reporting [10].
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Fig. 9. External appearance of a third degree tear [47].
Source: Reprinted by permission from Springer Nature.

- Trattner double balloon catheter test for urethral fistula: The
Trattner catheter has two balloons, one sits intravesically and the other
inflates outside of the meatus to block efflux from the urethra. The
irrigant flows out through a lumen that sits between the balloons,
isolating fill to the urethra [10].

- Posterior wall irrigant/fluid per rectum for anorectal tract fis-
tula: As with bladder dye testing, dye irrigation fluid may be instilled
per rectal catheter. If colored irrigant passes per vagina, an anorectal
fistula to the genital tract is confirmed [10].

- Posterior wall “bubble test” for anorectal tract fistula: With
anterior vaginal wall retraction permitting visualization of the posterior
vaginal wall, a Foley catheter is inserted into the rectum, the balloon
inflated, and held under gentle traction against the anus. Irrigant fluid
is placed per vagina. A catheter-tipped, air-filled syringe is inserted
into the catheter and slowly decompressed to insert air into the rec-
tum. Vaginal inspection allows visualization of bubbles emanating per
vagina through a fistula defect [10].

4. Diagnoses (including complications)

This Report highlights the need to base diagnoses for the different
types of obstetric pelvic floor trauma on the correlation between a
woman’s symptoms, signs and any relevant assessment based on clinical
examination and diagnostic investigations.

4.1 Pelvic floor, vaginal and perineal diagnoses

4.1.1 Obstetric perineal injury: Injury to perineum occurring at the
time of vaginal childbirth [30] (NEW) and usually classified using the
RCOG criteria.pyy

This is further subdivided into:

4.1.1.1 First-degree tear: Injury to perineal skin and/or vaginal mu-
cosa. (NEW)

4.1.1.2 Second-degree tear: Injury to perineum involving perineal
muscles but not involving the anal sphincter. (NEW)

4.1.1.3 Third-degree tear: Injury to perineum involving the anal
sphincter complex (Fig. 9). Tears involving the external anal sphincter
can be:

+ Partial EAS tears
+ Complete EAS tears (NEW)

4.1.1.3.1 Grade 3A tear: <50% thickness of external anal sphincter
torn. (NEW)

4.1.1.3.2 Grade 3B tear >50% thickness of external anal sphincter
torn. (NEW)

4.1.1.3.3 Grade 3C tear: External and internal sphincters torn
(Fig. 10). (NEW)
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Fig. 10. Third-degree perineal tear, with complete division of the internal and external
anal sphincters [49].
Source: Reproduced with permission of the Licensor through PLSclear.

4.1.1.4 Fourth degree tear: Injury to perineum involving the anal
sphincter complex (EAS and IAS) and anorectal mucosa. (Figs. 11, 12)
(NEW)

4.1.1.5 Obstetric rectovaginal perforation (also known as
“buttonhole” tear): Trauma (injury) of the anal mucosa and the
vaginal epithelium without involvement of the anal sphincters. (NEW)
4.1.1.6 Cloacal defect: A confluence of the anus and vagina with no
perineum to divide the vagina and anus, leaving one large opening.
(NEW)

4.1.1.7 Obstetric fistula (OF): De novo fistula due to prolonged ob-
structed labor causing pressure necrosis of soft pelvic tissues between
the impacted fetal presenting part and the bony maternal pelvis caused
by ischemia and necrosis resulting in an abnormal communication
between the urinary/colorectal tract and the vagina or perineal area
during the postpartum period and up to 12 months after delivery.
(NEW)gNy 2

4.1.1.7.1 Iatrogenic childbirth-related postpartum fistula (ICRF):
Fistula is directly due to inadvertent injury to urinary/colorectal tract
during operative delivery (cesarean section/cesarean hysterectomy or
instrumental delivery including episiotomy) [10]. (NEW)

4.1.1.7.2 Mixed obstetric and iatrogenic fistula (MOIF): Fistula re-
lated to operative delivery for prolonged obstructed labor [10]. Tissue
integrity already compromised by obstructed labor prior to operative
delivery.

4.1.1.7.3 Obstetric genitourinary fistula: An abnormal connection
between the genital tract and urinary tract [10].
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Fig. 11. A, B: (A) Fourth degree rectovaginal tear with perineal body disruption.
Congenital defects of a similar configuration may also occur. © J Goh. (B) © Levent
Efe [10].

4.1.1.7 .4 Genito-anorectal tract fistula: An abnormal connection be-
tween the genital tract (vagina/uterus/cervix) and the anorectum [10].
4.1.1.8 Fistula in-ano: An anal fistula is an abnormal connection
between the anal canal epithelium (or rarely rectal epithelium) and the
skin epithelium. Patients may complain of pain, swelling, intermittent
discharge of blood or pus from the fistula and recurrent abscesses
formation [9].

4.1.1.9 Anal fissures: Longitudinal split in the skin of the anal canal,
exposing the internal anal sphincter muscle and causing anal spasm.
Often associated with pain, a tearing sensation and fresh blood with
defecation. Most fissures are found in the mid-line posteriorly and there
may be a skin tag associated with them. The second most common
gastrointestinal complication after hemorrhoids [9].

4.1.1.10 Hemorrhoids: Dilated and engorged blood vessels in swollen
tissue internally in the anal canal or externally around the anus, that
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Fig. 12. Classification of anal sphincter injuries [76].
Source: Reproduced with kind permission from publish-
ers.

may be characterized by bleeding, pain, or itching. Internal hemor-
rhoids may protrude through the anus [77]. (NEW)gyy, 3

4.1.1.11 Vulvovaginal complications in the postpartum period
4.1.1.11.1 Postpartum vaginal fusion (agglutination): Where the
walls of the vagina are stuck together during the postpartum period
and up to 12 months after delivery [12]. (NEW)

4.1.1.11.2 Vaginal narrowing: Decreased vaginal calibre.
4.1.1.12. Postpartum scarred vagina: Self-perception or perception
by the partner of a “stiff* vagina or a foreign body in the vagina in the
postpartum period and up to 12 months after delivery. (NEW)
4.1.1.13. Postpartum vulvo-vaginal hyperaesthesia: Increased
vulvo-vaginal sensitivity to touch, pressure, vibration or temperature
during the postpartum period and up to 12 months after delivery.
(NEW)

4.1.1.14. Postpartum vulvo-vaginal hypoaesthesia: Reduced vulvo-
vaginal sensitivity to touch, pressure, vibration or temperature during
the postpartum period and up to 12 months after delivery. (NEW)
4.1.1.15 Postpartum perineal wound infection: A surgical infection
of the perineal wound, associated bleeding, pain, offensive discharge
and signs of Redness, Edema, Ecchymosis, Discharge and disruption of
wound edge Approximation (REEDA) [78] (Fig. 13). (NEW)

4.1.1.16 Perineal/vulval cellulitis: Bacterial infection involving the
inner layers of the perineal and vulval skin. (NEW)

4.1.1.17 Necrotizing fasciitis: A severe soft tissue infection that is
caused by bacteria, and is marked by oedema and necrosis of subcu-
taneous tissues with involvement of adjacent fascia and by painful red
swollen skin over affected areas. It is associated with sepsis and the
associated systemic inflammatory response syndrome causing changes
in biochemical or hematologic parameters, but may be difficult to
distinguish from cellulitis, abscess or other soft tissue infection, in the
early stages. Risk scoring tools such as the Laboratory Risk Indicator
for Necrotizing Fasciitis score indicating systemic toxicity, may assist
in identifying those at intermediate (score 6-7) or high (>8) risk which
warrant urgent surgical evaluation and debridement [80] (Fig. 14).
(NEW)

4.1.1.18 Postpartum perineal wound dehiscence (breakdown): A
breakdown of the suture line resulting in a dehiscence of a perineal
wound during the postpartum period and up to 12 months after deliv-
ery. (NEW)gng4

4.1.2 Vulval Complications
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Fig. 13. Necrotizing perineal infection [79].
Source: Reprinted by permission from
Springer Nature.

4.1.2.1 Labial scarring and defects: Labial tissues are scarred, dis-
torted or asymmetrical following obstetric trauma and repair. (NEW)
4.1.2.3 Vulval fusion (agglutination): Labial lips fused. Vulval/labial
fusion is a spontaneous approximation of lacerations of the labia result-
ing in distorted anatomical healing, dyspareunia or obliteration of the
introitus. (NEW)

4.1.2.4 Introital narrowing: Vaginal entry or penetration is difficult
or impossible (penis or sexual device). (NEW)

4.1.3 Levator ani muscle injuries

4.1.3.1 Levator avulsion: The disconnection of the muscle from its
insertion on the inferior pubic ramus and the pelvic sidewall, and
may be complete, partial, unilateral or bilateral. Avulsion is a common
consequence of overstretching of the levator ani during the second
stage of labor and is detectable on palpation. Complete and partial
defects may be diagnosed on tomographic TVUS or TPUS modalities
using the criteria defined in the imaging section or on MRI. Defects
are usually visualized most clearly on maximal PFMC [81]. Levator ani
injuries affect the size of the levator hiatus and are associated with the
development of anatomical and symptomatic prolapse [9].

Levator avulsions can be:

4.1.3.1.1 Complete levator avulsion: Complete detachment of the
levator ani muscle from its insertion to the inferior pubic ramus (Type
1I defect). (NEW)

4.1.3.1.2 Partial levator avulsion: Partial detachment of the levator
ani muscle from its insertion to the inferior pubic ramus (Type I
defect) [82]. (see 3.3.3.5.3) (NEW)

4.1.4 Hiatal ballooning: Excessive distensibility of the levator hia-
tus. Levator ani injuries affect the size of the levator hiatus, with a
hiatal enlargement to over 25 cm? on straining manoeuvre defined as
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Fig. 14. Debridement of necrotizing perineal infection [79].
Source: Reprinted by permission from Springer Nature.

“ballooning”, and are related to symptoms and signs of prolapse. [8].
(NEW)

4.1.5 Pelvic organ prolapse: The diagnosis by symptoms and clinical
examination (POP-Q), assisted or not by any relevant imaging, of
descent of one or more of the anterior vaginal wall (central, paravagi-
nal or combination cystocele), posterior vaginal wall (rectocele), the
uterus (cervix) or the apex of the vagina (vaginal vault or cuff scar
after hysterectomy), or the perineum (perineal descent). The presence
of any such sign should correlate with relevant POP symptoms [6].
(CHANGED)gyy 5

4.1.6. Postpartum vaginismus: De novo recurrent or persistent spasm
of vaginal musculature that interferes with vaginal penetration in the
postpartum period and up to 12 months after delivery. (NEW)

4.2 Urinary tract diagnoses [83]

4.2.1. Voiding dysfunction: A diagnosis by symptoms and investi-
gations, including urodynamics, is defined as abnormally slow and/or
incomplete micturition, based on abnormally slow urine flow rates and
or abnormally high post-void residuals, ideally on repeated measure-
ment to confirm abnormality. Pressure-flow studies can be required to
determine the cause of the voiding dysfunction [8,14].p46

4.2.1.1 Postpartum urinary retention (PPUR): Inability to empty
the bladder completely during the postpartum period and up to 12
months after delivery characterized by high PVR accompanied or not
by symptoms of bladder distension. There is a generally (but not
always) evidence of painless and palpable or percussible bladder in the
postpartum period and up to 12 months after delivery, suggestive of a
chronic high PVR. The patient experiences slow flow and incomplete
bladder emptying. (NEW)

4.2.1.2 Acute Postpartum urinary retention (APPUR): A patient,
with or without symptoms of bladder distension, is unable to pass any
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urine despite having full bladder, which on examination is painfully
distended and readily palpable or percussible and on catheterization is
characterized by high PVR during the postpartum period and up to 12
months after delivery [7]. (NEW)

4.2.1.3 Postpartum voiding dysfunction—Retention with over-
flow: Involuntary loss of urine directly related to an excessively full
bladder in retention [7]. (NEW)

4.2.1.4 Postpartum chronic urinary retention: Complaint of chronic
or repeated inability to empty the bladder, despite the ability to pass
some urine. This may result in the frequent passage of small amounts of
urine or urinary incontinence and a distended bladder [7]. (NEW)gyy 7
4.2.1.5 Postpartum acute on chronic retention: An individual with
chronic retention goes into acute retention and is unable to void [7].
(NEW)

4.2.1.6 Covert postpartum urinary retention: Diagnosis of high PVR
with no or minimal voiding symptoms and a postvoid residual volume
greater than 100 ml, in the early postpartum period, up to 4 weeks [28,
68,69]. (NEW)gny s

4.3 Postpartum sexual dysfunction: A de novo postdelivery (in the
postpartum period and up to 12 months after delivery) diagnosis of
an abnormality or difficulty with sexual intercourse, experienced by
the woman or partner, confirmed by clinical history and/or signs. The
diagnosis may be associated with vaginal, urinary, anorectal, prolapse,
pain symptoms, and may include decreased libido, arousal or anorgas-
mia. This diagnosis may persist or develop to meet DSM V criteria
of Female Sexual Interest/Arousal Disorder (FSIAD) and/or DSM IV
criteria of genito-pelvic pain/penetration disorder (GPPPD), and/or
Female Orgasmic Disorder [8,12,84]. (NEW)
4.3.1 Postpartum Sexual Interest/Arousal disorder: Lack of, or sig-
nificantly reduced, sexual interest/arousal during the postpartum pe-
riod and up to 12 months after delivery as manifested by 3 of the
following:
1. Absent/reduced interest in sexual activity
2. Absent/reduced sexual/erotic thoughts or fantasies
3. No/reduced initiation of sexual activity and unreceptive to partner’s
attempts to initiate
4. Absent/reduced sexual excitement/pleasure during sexual activity in
almost all or all (75%-100%) sexual encounters.
5. Absent/reduced sexual interest/arousal in response to any internal
or external sexual/erotic cues (written, verbal, visual).
6. Absent/reduced genital or non-genital sensations during sexual ac-
tivity in almost all or all (75%-100%) sexual encounters. (NEW)
4.3.2 Postpartum Genito-Pelvic Pain/Penetration disorder: Persis-
tent or recurrent difficulties during the postpartum period and up to 12
months after delivery with 1 or more of the following:
1. Vaginal penetration during intercourse
2. Marked vulvovaginal or pelvic pain during intercourse or penetration
attempts
3. Marked fear or anxiety about vulvovaginal or pelvic pain in antici-
pation of, during, or as a result of vaginal penetration
4. Marked tensing or tightening of the pelvic floor muscles during
attempted vaginal penetration. (NEW)
4.3.3 Postpartum orgasmic disorder: Presence of either of the follow-
ing on all or almost all (75%-100%) occasions of sexual activity during
the postpartum period and up to 12 months after delivery:
1. Marked delay in, marked infrequency of, or absence of orgasm.
2. Markedly reduced intensity of orgasmic sensations. (NEW)

4.4 Postpartum vaginal hematomas: These diagnoses can be con-
firmed using imaging modalities.

4.4.1 Postpartum infralevator hematomas are defined as hematomas
(blood collections) in the infralevator space occurring following child-
birth and associated with massive swelling and ecchymosis of the labia,
perineum, and lower vagina with severe vulval and perineal pain.
Anorectal tenesmus may result from extension into the ischiorectal
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Fig. 15. Infralevator hematoma [79].
Source: Reprinted by permission from
Springer Nature.

fossa, while urinary retention may result from spread ventrally into the
paravesical space (Fig. 15). (NEW)

4.4.2 Postpartum supralevator hematoma, is a hematoma in the
supralevator space occurring following childbirth. It can be palpable
as a rubbery mass protruding into the vaginal wall and potentially oc-
cluding the vaginal and causing pain and pressure symptoms (Fig. 16).
(NEW)

4.4.3 Vulval hematoma is a blood collection subcutaneously in the
vulval area and usually results from injuries to the pudendal artery or
its branches during childbirth. (NEW)

4.5 Postpartum pain

4.5.1 Postpartum vaginal pain syndrome: The occurrence of persis-
tent or recurrent episodic vaginal pain following childbirth, during the
postpartum period and up to 12 months after delivery. There is no
proven vaginal infection or other obvious pathology [15,85]. (NEW)
4.5.1.1 Chronic (or persistent) vaginal pain: Chronic pelvic pain
during the postpartum period and up to 12 months after delivery, char-
acterized by persistent pain lasting longer than 6 months or recurrent
episodes of abdominal/pelvic pain, hypersensitivity or discomfort often
associated with elimination changes, and sexual dysfunction often in
the absence of organic etiology. (NEW)

4.5.1.2 Postpartum somatic nerve pain: Nerve injury (stretching,
blunt trauma, compression, entrapment, suture ligature) during the
postpartum period and up to 12 months after delivery. (NEW)

4.5.1.3 Postpartum pudendal neuralgia: Pudendal neuralgia is a
disabling form of pelvic pain during the postpartum period and up to 12
months after delivery. It is related to a ligamentous nerve compression
mechanism. This pain is associated with the second stage of labor,
vaginal injuries and repairs.

1. Unilateral or bilateral.

2. Lancinating burning pain in the clitoris, urethra, labia, perineum
and/or anus.

3. Worse with sitting.

4. Relieved by standing or supine position. (NEW)

4.5.2 Postpartum chronic pelvic joint, ligament or bone pain syn-
drome: Complaint of: 1. Joint pain: i. Sacroiliac or pubic symphysis
joint. 2. Ligament pain: i. Sacrospinous or sacrotuberous ligament. 3.
Bony pain: i. Pain described in or along the margins of the pubic ramus,
ilium, ischial spine or ischial tuberosity during the postpartum period
and up to 12 months after delivery. (NEW)

4.6. Postpartum anorectal complications

4.6.1 Postpartum anal incontinence: involuntary loss of flatus and/or
solid or liquid stool during the postpartum period and up to 12 months
after delivery. (NEW)gny 0 pva.10

4.7 Obstetric pelvic floor nerve trauma

4.7.1 Obstetric neuropathy: disease or dysfunction of one or more
peripheral nerves, secondary to childbirth. (NEW)

4.7.2 Obstetric pudendal nerve injury: injury to the pudendal nerve
or its branches during vaginal childbirth. (NEW)

Footnotes for Section 4:

4.1 RCOG classification for perineal and anal sphincter injuries:
Define perineal or genital trauma caused by either tearing or epi-

siotomy as follows:

« first degree—cutaneous trauma to the vaginal epithelium or per-
ineal skin only

+ second degree—injury to the perineal muscles but not the anal
sphincter

+ third degree—injury to the perineum involving the anal sphincter
complex:

o 3a—less than 50% of external anal sphincter thickness torn

o 3b—50% or more of the external anal sphincter thickness
torn

o 3c—internal anal sphincter torn.
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Fig. 16. Supralevator hematoma [79].
Source: Reprinted by permission from
Springer Nature.

+ fourth degree—injury to the perineum involving the anal sphinc-
ter complex (external and internal anal sphincter) and anal ep-
ithelium.

4.2: For a more detailed definition see ICS report on the terminology
for female pelvic organ fistulas [10]. The past two commonly used clas-
sification systems have been the Waaldijk and Goh classifications [86].
4.3: Hemorrhoids: Abnormality of the normal cushion of specialized,
highly vascular tissue in the anal canal in the submucosal space.
Hemorrhoids can be divided into those originating above the dentate
line which are termed internal and those originating below the dentate
line which are termed external. Internal hemorrhoids are graded as
follows:
Grade I—bleeding without prolapse.
Grade II—prolapse with spontaneous reduction.
Grade IlI—prolapse with manual reduction.
Grade IV—incarcerated, irreducible prolapse.
Grade II and Grade III hemorrhoids will become evident on asking the
patient to bear down and grade IV hemorrhoids are obvious at the
time of the examination. A proctoscopy is essential in examining for
hemorrhoids unless they are completely prolapsed.
4.4: Wound dehiscence: A bursting open, splitting or gaping along
natural or sutured lines. [87]
4.5: For a more detailed definition see IUGA/ICS joint report on the
terminology for Female Pelvic Organ Prolapse [8].
4.6: for a more detailed definition see IUGA/ICS joint report on the
Terminology for Female Pelvic Floor Dysfunction [6].
4.7: Persistent postpartum urinary retention has been defined as the
inability to void spontaneously by the third day postpartum despite the
use of intermittent catheterization [88].

Non-neurogenic chronic urinary retention (CUR) has been proposed
to refer to elevated post-void residual volumes of greater than 300 mL
that has persisted for at least 6 months and is documented on two or
more separate occasions [89].
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4.8: PVRs over 100 mls in women with symptoms of lower urinary
tract dysfunction are regarded as high. PVRs above 100 mls in the early
postpartum period (up to 4 weeks) should be monitored; after 4 weeks
further assessment should be considered depending on symptoms.
4.9: Postpartum anal incontinence could be due to:

1: Anal sphincter disruption of the external anal sphincter, internal anal
sphincter or both;

2: Hypocontractile/acontractile sphincter due to pudendal nerve neu-
ropathy;

3: Combined anal sphincter disruption and hypocontractile/acontractile
sphincter;

4: Rectal overactivity due to exaggerated smooth muscle contraction of
the rectum could also be associated with hypersensitivity;

5: Overflow incontinence seepage of stool due to fecal impaction [9].
4.10: Anal incontinence is usually most prevalent after one month
postpartum and resolving almost completely by 1 year [90]. Over-
all prevalence decreases further in the next 6 years so that only a
small percentage of women, especially with a history of operative
delivery and/or anal sphincter injury, will complain of persistent anal
incontinence 6 years later [91].

5. Prediction of obstetric pelvic floor disorders and prevention

5.1 Prediction of obstetric pelvic floor disorders: A process of
prospectively evaluating the risk of sustaining pelvic floor trauma at
childbirth. (NEW)gys

5.1.1 Antenatal predictors: Pre-existing risk factors for the develop-
ment of significant obstetric pelvic floor trauma, such as maternal age,
BMI and bladder neck descent [92,93]. (NEW)

5.1.2 Intrapartum predictors: Intrapartum risk factors for the devel-
opment of significant obstetric pelvic floor trauma, such as the use of
forceps and a prolonged second stage [94-97]. (NEW)
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5.2 Obstetric variable: A characteristic, quantity or attribute relating
to childbirth that can be measured in research [98]. (NEW)

5.2.1 Obstetric risk factors: Obstetric variables associated with an
increased risk of obstetric pelvic floor disorders [99] (NEW)gys,

5.3 Primary prevention of obstetric pelvic floor trauma: Measures
to prevent the occurrence of obstetric perineal trauma or postpartum
pelvic floor dysfunction by avoiding or modifying risk factors (NEW):
5.3.1 Primary prevention of obstetric pelvic floor trauma before
pregnancy: Lifestyle modifications; controlling diabetes mellitus, con-
trolling body mass index (NEW)

5.3.2 Primary prevention of obstetric pelvic floor trauma during
pregnancy: Lifestyle modifications, screening for gestational diabetes,
ultrasound screening for fetal macrosomia, controlling weight gain,
perineal massage, pelvic floor muscle training (controversial), induc-
tion labor for suspected macrosomia (controversial), elective cesarean
section (NEW)

5.3.3 Primary prevention of obstetric pelvic floor trauma during
labor/delivery: Maternal position, manual rotation of posterior po-
sition, avoidance of instrumental deliveries, preference for ventouse
rather than forceps, performing a 60° mediolateral episiotomy (con-
troversial), slowing the descent of the foetal head, manual perineal
protection (controversial), warm compresses, perineal massage, bladder
emptying before pushing, pushing without Valsalva (controversial),
manual perineal support; or bundle of two or more of these measures
(NEW)

5.3.4 Primary prevention of obstetric pelvic floor trauma after
delivery: Avoiding urinary retention, lifestyle modifications, pelvic
floor muscle training. (NEW)

5.3.5 Elective cesarean delivery: Delivery of the foetus via a cesarean
(lower abdominal) incision prior to the onset of labor. It has been
advocated as the only true primary prevention of perineal trauma
strategy. Cesarean delivery after the onset of labor is not protective of
trauma to the pelvic floor. (NEW)

5.3.6 Antenatal pelvic floor muscle training: Pelvic floor muscle
exercises during the antenatal period. (NEW)

5.3.7 Perineal massage, antenatally or during second stage: A
digital technique involving the insertion of one or two fingers into the
vagina to a depth of 3-4 cm to massage the posterior vaginal wall in
a U-shaped movement [100] to stretch the perineum and surrounding
structures antenatally or during the second stage. (NEW)

5.3.8 Warm compresses in second stage: Application of a com-
press (pack) soaked in warm (38-44 degrees centigrade) water at the
commencement of perineal stretching [101]. (NEW)

5.3.9 Maternal position during delivery: The position adopted by
women in the second stage of labor and may be associated with the
risk of perineal trauma. These may be defined as:

« Upright: sitting, standing, semi-recumbent at >45 degrees to the
horizontal, kneeling, squatting, all fours, walking.

» Recumbent: supine, semi-recumbent at <45 degrees to the hori-
zontal, lateral, Trendelenburg, lithotomy, knee-elbow [102].
(NEW)

5.3.10 Water immersion during labor and birth: Immersion in water
by a pregnant woman during any stage of labor (first, second, third)
where the woman’s abdomen is completely submerged. ‘Waterbirth’
refers to where the fetus is born under the water [103]. (NEW)
5.3.11 Avoidance of use of forceps: A primary or secondary preven-
tive measure of reducing the risk of levator injury, [104] obstetric anal
sphincter injury [4] and pelvic floor dysfunction when compared with
other modes of delivery. (NEW)

5.3.12 Manual Perineal support (protection) at birth: A bimanual
technique that requires support of the posterior fourchette with one
hand and cupping of the foetal head with the other to prevent the head
coming out with great force as it progresses at crowning. (Figs. 17-19)
(NEW)
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Fig. 17. Central palmar support Reprinted/adapted by permission from Springer Nature
Customer Service Centre GmbH Springer Nature: Perineal Mapping. in Perineal Trauma
at Childbirth (KMK Ismail) [COPYRIGHT] (2017) [105].

Fig. 18. Viennese method. Reprinted/adapted by permission from Springer Nature
Customer Service Centre GmbH Springer Nature: Perineal Mapping. in Perineal Trauma
at Childbirth (KMK Ismail)[COPYRIGHT] (2017) [105].

5.3.13 Bearing down in labor: A common technique during second
stage involving closed-glottis pushing (holding breath while pushing)
duration of 10 s or more. This is contrasted with other spontaneous
breathing techniques while pushing [106]. (NEW)
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Fig. 19. Finnish method. (a) Finnish method—application of the accoucheur’s hands on
the fetal head and perineum; (b) Finnish method—accoucheur’s dominant hand, view
from above; (c) Finnish method—accoucheur’s dominant hand, view from the front
Reprinted/adapted by permission from Springer Nature Customer Service Centre GmbH
Springer Nature: Perineal Mapping. in Perineal Trauma at Childbirth (KMK Ismail)
[COPYRIGHT] (2017) [105].

5.3.14 Delayed pushing in second stage: Once fully dilated, a delay
in the onset of pushing would allow spontaneous descent and rotation
of the foetal head to increase efficiency of pushing efforts and reducing
the risk of the parturient fatigue and instrumental delivery [15]. (NEW)
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5.3.15 Perineal hyaluronidase injection in second stage: The injec-
tion of hyaluronidase to the perineum to relax the connective tissue
around the skin or subcutaneous muscles and render them less vulner-
able to mechanical stress or extension during the passage of the fetus
through the vaginal canal [107]. (NEW)

5.4 Secondary prevention of obstetric pelvic floor trauma: mea-
sures to reduce severity of obstetric perineal trauma or postpartum
pelvic floor dysfunction on patients with known risk factors or with
mild to moderate symptoms. (NEW)

5.4.1 Secondary prevention of obstetric pelvic floor trauma be-
fore pregnancy: lifestyle modifications controlling diabetes mellitus,
controlling body mass index (NEW)gys 3

5.4.2 Secondary prevention of obstetric pelvic floor trauma during
pregnancy: lifestyle modifications, screening for gestational diabetes,
ultrasound screening for fetal macrosomia, controlling weight gain, per-
ineal massage, pelvic floor muscle training (controversial), induction of
labor for suspected macrosomia (controversial) [108]. (NEW)

5.4.3 Secondary prevention of obstetric pelvic floor trauma during
labor/delivery: maternal position, manual rotation of turn posterior
position, avoidance of instrumental deliveries, preference for ventouse
rather than forceps, performing a 60° mediolateral episiotomy (con-
troversial), slowing the descent of the foetal head, manual perineal
protection (controversial), warm compresses, perineal massage, bladder
emptying before pushing, pushing without Valsalva (controversial),
manual perineal support, or bundle of two or more of these measures
(NEW)

5.4.4 Secondary prevention of obstetric pelvic floor trauma after
delivery: avoiding urinary retention, lifestyle modifications. (NEW)
5.4.5 Episiotomy: Episiotomy is a surgical enlargement of the vaginal
orifice by an incision to the perineum during the last part of the second
stage of labor during vaginal delivery. [109] (NEW)

5.4.5.1 Types of episiotomy:

Main types of episiotomy include median, modified median, J
shaped, mediolateral, lateral, radical lateral, and anterior (Fig. 20).
5.4.5.1.1 Median (midline, medial) episiotomy: Median episiotomy
starts at the posterior fourchette and runs along the midline through the
central tendon of the perineal body *. The origin of the initial incision is
within 3 mm of the midline in the posterior fourchette and the direction
of the cut is between 0° and 25° of the sagittal plane [111]. The
extension of the incision is half of the length of the perineum. [112].
(NEW)
5.4.5.1.2 Modified median episiotomy: This is a modification of
median episiotomy. It involves extending the median episiotomy by
adding two transverse incisions bilaterally just above the anal sphinc-
ter [113]. The transverse incisions are perpendicular to the midline,
2-5 cm in total length. This type of episiotomy aims to increase the
diameter of the vaginal outlet by 83% compared with a standard
median episiotomy, possibly by separation of the perineal membrane
and sphincter attachments [114]. The origin of the initial incision
is within 3 mm of the midline in the posterior fourchette and the
direction of the cut is between 0° and 25° of the sagittal plane, with
two transverse cuts on each side added [111]. (NEW)
5.4.5.1.3 ‘J’-shaped episiotomy: This type starts with a midline inci-
sion and is then curved laterally to avoid the anus. In this technique
curved scissors are used starting in the midline of the vagina until the
incision is 2-5 c¢m from the anus. Then the ‘J’ is made by directing the
incision towards the ischial tuberosity away from the anal sphincter.
The origin of the initial incision is within 3 mm of the midline in the
posterior fourchette and the direction of the cut is at first midline, then
J is directed towards the ischial tuberosity [111]. (NEW)
5.4.5.1.4 Mediolateral episiotomy: This type of episiotomy involves
an incision beginning in the midline and directed laterally and down-
wards avoiding the anal sphincter [115]. The origin of the initial
incision is within 3 mm of the midline in the posterior fourchette and
the direction of the cut is laterally at an angle of at least 60° from the
midline towards the ischial tuberosity [111]. (NEW)
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Fig. 20. Types of episiotomy [110]. Key: a midline episiotomy; b modified median
episiotomy; ¢ J-shaped episiotomy; d mediolateral episiotomy; e lateral episiotomy; f
radical lateral (Schuchardt incision).

Source: Reprinted by permission from Springer Nature.

5.4.5.1.5 Lateral episiotomy: This type of episiotomy begins laterally
to the vaginal introitus and is directed towards the ischial tuberos-
ity [112]. The origin of the initial incision is more than 10 mm from
the midline in the posterior fourchette and the direction of the cut is
laterally towards the ischial tuberosity [111]. (NEW)
5.4.5.1.6 Radical lateral (Schuchardt incision): Radical lateral epi-
siotomy is often considered to be a non-obstetrical incision. It is a fully
extended episiotomy, deep into one vaginal sulcus and is curved down-
wards and laterally part way around the rectum. It may be performed at
the beginning of radical vaginal hysterectomy or trachelectomy to per-
mit easy access to the parametrium, or rarely to facilitate complicated
deliveries (large head, difficult breech or for management of shoulder
dystocia). The origin of the initial incision is more than 10 mm from
the midline and the direction of the cut is laterally towards the ischial
tuberosity and around the rectum [111]. (NEW)
5.4.5.1.7 Anterior episiotomy (deinfibulation): The anterior epi-
siotomy or deinfibulation is defined as a surgical incision usually
performed during delivery in women who previously had infibula-
tion [116]. Fused labia minora are incised in the midline anteriorly
until the level of the external urethral meatus. The clitoris and sur-
rounding tissues or clitoral remnants should not be incised. The origin
of the initial incision is midline and the direction of the cut is midline,
directed towards the pubis [111]. (NEW)
5.5 Tertiary prevention of obstetric pelvic floor trauma: measures
to manage women with previous obstetric trauma or severe pelvic floor
dysfunction and attempt to treat or prevent further complications.

- Lifestyle modifications

- Mode of delivery in subsequent pregnancies for women with
previous obstetric trauma or severe pelvic floor dysfunction (i.e. fecal
incontinence). (NEW)

Footnotes for Section 5
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5.1 Risk prediction model: a mathematical equation that uses a
number of predictors to estimate the probability of obstetric pelvic
floor trauma. It can assist in clinical decision making for clinicians and
patients. Before being used in clinical practice, risk prediction models
should be validated.

Recent risk prediction models for obstetric pelvic floor trauma
include OSIRIS and UR-CHOICE [117-120]. (NEW)
5.2 Instrumental delivery, especially forceps, midline episiotomy, and
a persistent occiput posterior position, have been associated with the
highest risk of developing severe perineal trauma [99].
5.3 Lifestyle modifications: Interventions that intentionally change the
way a person lives in order to improve health status to prevent or avoid
deterioration of any pelvic floor disorders (weight loss, avoid heavy
lifting or coughing, cease tobacco smoking, avoid or treat constipation,
modify occupational health parameters, avoid physical straining or
heavy weight lifting at work).

6. Management of obstetric pelvic floor trauma

6.1. Conservative treatments: Restricted to non-surgical and non-
pharmacological treatment. (NEW)

6.1.1. Conservative treatment of vaginal/perineal tears: The non-
surgical treatments that allow spontaneous healing of surgical trauma,
including topical hygiene measures (avoiding irritant soaps, detergents,
and douches) and expectant management. (NEW)gyg

6.1.1.1 Vulval hygiene: Involves maintaining a clean perineum by
means of washing the area on a regular basis and wearing cotton
underwear. To avoid vulval irritation, shampoo, perfumed creams, or
soap should be avoided [55].

6.1.1.2 Anal hygiene: Involves keeping the perianal region clean,
which is especially important when fecal seepage is present. Advice
includes using soft toilet paper or moist wipes (avoiding any with an
alcohol base), always wiping from front to back, washing after a bowel
movement, then gently patting dry [55].

6.1.1.3 Perineal cryotherapy: The application of substances that re-
move body heat and reduce the temperature of the tissues as a treat-
ment approach [121]. (NEW)

6.1.1.4 Sitz baths: Warm bath to which salt has been added [122].
(NEW)

6.1.1.5 Pelvic brace/belt: Tubigrip or trochanteric belts worn over the
lower abdomen and pelvic area, just cranial to the greater trochanters.
Exerts a small amount of force and aids in restoration and stability of
the pelvic ring [123]. (NEW)

6.1.2. Pudendal Nerve Infiltration: infiltration of local anesthetic like
bupivacaine and corticosteroid around the pudendal nerve to provide
symptom relief in cases of pudendal neuralgia [124].

6.1.3. Physical Therapies

6.1.3.1. Pelvic physiotherapy: Assessment, prevention and/or treat-
ment of pelvic floor dysfunction, performed by a pelvic physiotherapist.
The therapy aims at reducing pelvic floor symptoms and related bother
as well as improvement of pelvic floor function. Pelvic physiotherapy
covers many specialized therapies that can be used to train the pelvic
floor: physical activity, cognitive behavioral therapy, bladder training,
bowel habit training, muscle training (endurance, power), coordination
training, biofeedback, and electrical muscle stimulation. The physio-
therapist can use adjuvant treatments such as soft tissue therapies.py»
For the treatment of obstetric trauma associated POP it may be useful
to associate the use of devicespye; with physiotherapy.

6.2 Surgical Management

6.2.1 Surgical repair of vaginal and perineal trauma: Surgical treat-
ment of a tear by suturing and closure of the anatomical defect.
(NEW)gne4 (See Appendix)

6.2.2 Levator ani repair: Dissection from the ischial spine to the pubic
bone and suturing of the various divisions of the levator ani muscle to
recreate a functioning levator plate [125]. (NEW)
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6.2.3 Perineoplasty: Surgical procedure intended to narrow genital
hiatus, reduce introital gap and increase perineal body. It can be
performed as a stand-alone procedure or in combination with other
perineal or vaginal repairs [126]. (NEW)

6.2.4 Perineal scar revision: Surgical excision of symptomatic per-
ineal scar. It will usually include resuturing to create a new scar.
(NEW)

6.2.5 Fenton’s procedure: Surgical procedure to increase genital hia-
tus and widen the introitus by excising scar tissue and/or an area of
constriction at the entrance of the vagina. (NEW)

6.2.6 Z-plasty procedure to treat introital stenosis: Involves a cen-
tral incision along the length of the constriction and 2 lateral incisions
at an angle of 60° to form a Z as shown in the video. The lengths of
the three limbs and the angles formed between the central and lateral
limbs are equal. This creates two triangular tissue flaps which when
transposed change the length as well as orientation of the scar. This
is associated with a 40% gain in functional length along the central
incision once the flaps are transposed. (NEW)gys 5

Footnotes for Section 6
6.1 Whilst most practitioners tend to suture vaginal and perineal tears,
the debate of whether to leave the skin unsutured has been longstand-
ing. Overall, there does not seem to be enough consistent evidence
to support a change in practice of leaving perineal cutaneous trauma
unsutured.
6.2 Soft Tissue Therapies consist of:
Touch desensitization: The manipulation of the soft tissues of the
body for the purpose of affecting the nervous, muscular, respiratory,
and circulatory systems [55].
Massage: The manipulation of the soft tissues of the body for the
purpose of affecting the nervous, muscular, respiratory, and circulatory
systems [55].
Abdominal massage: Therapist or self-directed massage of the ab-
dominal wall with the aim of stimulating peristalsis and relieving
the symptoms of constipation. Generally, the technique follows the
ascending, transverse, and descending colon to aid emptying. The effect
may be mechanical or sensory [55].
Myofascial release techniques: The use of deep friction and stroking
of the fascia of the body to improve the ability of the fascia to deform
and move within the body [55].
Skin rolling: A manual technique in which skin is pulled away from
the underlying structures and elongated in various directions [55].
Scar massage: A specific application of soft-tissue mobilization to an
adherent scar [55].
Perineal massage: intravaginal massage by the woman, her partner,
or the clinician. Technique includes alternating downward and side-
ward pressure, using thumb and forefinger and a natural oil, with the
aim of stretching and elongating the tissue in preparation for vaginal
childbirth, or for treatment of adherent scarring in the perineum [55].
Transverse friction: the operator’s fingertip is placed on the exact site
of the lesion and rubbed firmly across the direction of the fibers of the
affected tissue [55].
Thiele’s massage: per-rectal digital massage of the levator ani, sweep-
ing lengthwise along the muscle fibers. Massage is begun lightly, and
pressure is increased as tenderness decreases [55]
TrP treatment: (sometimes called myofascial trigger point treatment):
Soft-tissue mobilization specifically targeting trigger points and may
include ischemic pressure, massage, myofascial release, electrotherapy,
ultrasound, laser, spray and-stretch, injection (a variety of chemicals
including local anesthetic, botulinum toxin or steroids), dry needling
(insertion of a solid needle into the TrP), and stretching [55].
6.3 Devices for the treatment of obstetric trauma associated POP
fundamentally are vaginal pessaries defined as a device that is
inserted into the vagina to provide structural support to one or more
of descending vaginal compartments, i.e., the uterus, anterior vaginal
wall (and bladder), posterior vaginal wall (and rectum) [127].
Vaginal pessaries can be broadly divided into two types:
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+ support pessaries Ring pessary with or without central support;
Gehrung, Hodge pessaries.

« Space filling pessaries Donut; cuboid; Gellhorn; inflatable; shelf
(similar to a Gellhorn but asymmetric) [8].

The most frequently used pessaries are [127]:

. Ring pessary with or without central support

. Gellhorn pessary; round solid pessary with a central stem
. Donut pessary

. Cuboid pessary

. Shelf pessary: Similar to a Gellhorn but asymmetric [8].

o AN T

6.4 Surgical repair of the anal sphincter: Re-apposition of the in-
jured external and/or internal anal sphincter. An incomplete external
sphincter or internal sphincter injury may be repaired with an end-to-
end technique, while a complete external sphincter injury may use an
end-to-end or overlapping technique [128].

An end-to-end technique involves apposition of the injured ends of
the sphincter with interrupted horizontal mattress sutures. The overlap-
ping technique involves using vertical mattress sutures to overlap one
edge of the injured sphincter over the other (Figs. 21-22).

6.5 Video:
https://academy.iuga.org/iuga/2014/39th/142301 /ruchi.singh.per
ineal.z.plasty.for.introital.stenosis.a.video.presentation.html
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Appendix A. Methodological criteria for the selection of defini-
tions

Potentially eligible terms for inclusion were identified and included
into a term inventory. Subsequently each member of the WG completed
a Delphi survey in order to prioritize the most relevant terms with a
Likert type scale (1-7) from 1 (least relevant) to 7 (most relevant).

The terms with the highest scores were the subject of group discus-
sion in order to decide a cut-off of relevance, with regards to pelvic
floor anatomy and function changes during pregnancy, the puerperium
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Fig. 22. The two different methods of external anal sphincter repair. A Overlapping technique. B End-to-end technique. Extract from: V. Letouzey, E. Mousty, B. Fatton, J.-
F. Bourgaux, M. Bertrand, M. Prudhomme, P. Marés, R. de Tayrac. Traumatisme anal chez la parturiente. EMC Gynecologie; Vol 11, n°3, July 2016: pp 1-12. Copyright © 2016
Elsevier Masson SAS. All rights reserved. http://dx.doi.org/10.1016/50246-1064(15)65086-1 [129].

and/or up to 12 months postpartum. Their definitions were reviewed
and those already existing in other documents were considered for
inclusion based on relevance to pregnancy, puerperium and postpar-
tum period of 12 months. Some definitions were modified and new
definitions were introduced where no previous definitions existed.

The following criteria were used to inform the inclusion and detail
required to define each term:

1. Is this term childbirth trauma related?

2. Is this a separate entity to other PFD types (eg Postpartum stress
urinary Incontinence vs generic SUI)?

. Is this term covered by other Terminology documents?

. Is this term covered or described in other literature?

. Does this term need to be modified?

. Is this term important or relevant enough to be repeated in this
document if it features in other reports?

. Is a footnote or appendix indicated/warranted for this term?

8. Does this term require an illustration?

9. Does this term require a video link?
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Appendix B. Repair of episiotomy

See Fig. 23.
Surgical repair of vaginal and perineal trauma
1 Repair of perineal and vaginal tears

Following informed consent and adequate pain relief, the position
of the woman should allow visualization of the vaginal and
perineal tear. This usually involves lithotomy position.

The first suture is applied above the apex of the vaginal compo-
nent of the tear to ensure haemostasis.

The vaginal part of the wound is sutured with a continuous,
non-locking technique. This is associated with less pain and dys-
pareunia compared to interrupted sutures.

The perineal muscles should be apposed and sutured with the
same continuous suture, aiming to approximate the muscle such
that the skin edges can be closed without tension. Two layers of
continuous sutures may be required in deep tears.

The perineal skin is usually closed with a continuous subcuticular
suture.
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« Following repair, a vaginal and rectal examination will ensure the
repair is complete and there is no other trauma.

2. Repair of anal sphincter injuries [4]

* Repair of anal sphincter injuries should be undertaken by a
clinician who is competent and ideally following formal training.
Ideally these injuries should be repaired immediately after birth
however there is no difference in functional outcome if the re-
pair is delayed by a few hours e.g. because of lack of trained
practitioner.

The repair should take place in an operating theatre environ-
ment under regional or general anaesthesia for more complete
examination and easier identification of the anatomy.

A rectovaginal perforation (buttonhole tear) this should be re-
paired using two layers of interrupted polyglactin sutures.

In the case of a fourth-degree tear, trauma to the anal epithelium
should be repaired with interrupted 3/0 polyglactin sutures with
the knots tied in the anal lumen.

+ Any trauma to the internal anal sphincter should be repaired
separately with interrupted horizontal mattress sutures using a
fine suture such as 3/0 polydioxanone (PDS) or 2/0 polyglactin
(Fig. 21). Separate identification and repair of the internal anal
sphincter is associated with better continence outcomes.

The torn ends of the external anal sphincter are held with Allis
tissue forceps and sutured using either an overlap (if the muscle
is completely torn, i.e. 3B/3C) or end-to end approximation,
using 3/0 polydioxanone (PDS) or 2/0 polyglactin. When an
overlapping technique is used, one or both sphincter ends may
need to be dissected from surrounding tissue to provide sufficient
length for the overlap. There is no difference in perineal pain,
dyspareunia, fecal incontinence or flatal incontinence between
the two techniques, although there is some evidence of a lower
incidence of fecal urgency and lower anal incontinence symptom
scores in the overlap group.

Following repair of the sphincter, it is important to perform
perineal reconstruction for support of the sphincter muscles.
Repair of the vagina and perineum should proceed as for a
second-degree tear.
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Fig. 23. Episiotomy repair using continuous non-locking suture (all layers) [110].

(a) Episiotomy repair, suturing of vaginal wall. Insert first stitch to the vagina above
the apex of episiotomy cut and tie a knot.

(b) Episiotomy repair, suturing of perineal muscles.

(c) Episiotomy repair, suturing of perineal skin. Starting from the bottom edge of the
episiotomy cut, close perineal skin in the opposite direction towards the vaginal orifice
using subcuticular continuous suture.

(d) Episiotomy repair, knotting of the stitch. Place the subcuticular stitch in the vagina
just above the level of the hymen and tie a knot.

Source: Reprinted by permission from Springer Nature.
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A rectal examination should be carried out to ensure that the
repair is complete and that no sutures have been placed inadver-
tently through the rectal mucosa.

An indwelling catheter should be left in the bladder for 12 to 24 h.
Broad spectrum antibiotics at the time of the repair, plus oral
antibiotics for 5 to 7 days after are recommended.

Laxatives are recommended in the post-natal period to avoid
constipation.
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Email: ervkoc@gmail.com ganized into a clinically based consensus terminology report. The aim of this
terminology report is to provide a definitional document within this context
that will assist clinical practice and research.

Methods: This report combines the input of the members of sexual health in
men with LUT and PF Dysfunction working group of the International Con-
tinence Society (ICS), assisted at intervals by external referees. Appropriate core
clinical categories and a sub-classification were developed to give coding to
definitions. An extensive process of 18 rounds of internal and external review
was involved to exhaustively examine each definition, with decision-making by
collective opinion (consensus). The Committee retained evidence-based defi-
nitions, identified gaps, and updated or discarded outdated definitions. Expert
opinions were used when evidence was insufficient or absent.

Results: A terminology report for sexual health in men with LUT and PF

dysfunction, encompassing 198 (178 NEW) separate definitions, has been
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developed. It is clinically based with the most common diagnoses defined.
Clarity and user-friendliness have been key aims to make it interpretable by
practitioners and trainees in all the different speciality groups involved.
Conservative and surgical managements are major additions and appropriate
figures have been included to supplement and clarify the text. Emerging
concepts and measurements, in use in the literature and offering further re-
search potential, but requiring further validation, have been included as an
appendix. Interval (5-10 years) review is anticipated to keep the document
updated.

Conclusion: A consensus-based terminology report for sexual health in men
with LUT and PF dysfunction has been produced to aid clinical practice and
research. The definitions that have been adopted are those that are most
strongly supported by the literature at this time or are considered clinical
principles or consensus of experts’ opinions.

KEYWORDS
Dysfunction, Lower urinary tract, Male, Pelvic floor, Sexual health

INTRODUCTION

Currently there is no comprehensive document addres-
sing all elements required for diagnoses applicable to
sexual health in men with lower urinary tract (LUT) and
pelvic floor (PF) dysfunction. The term “diagnosis” is
defined by “the determination of the nature of a disease”
by clinical symptoms and signs and laboratory in-
vestigations.' Such a specific report requires a full outline
of the terminology for all symptoms, signs, diagnostic
tools, and therapeutic options for sexual health in males
with LUT and PF dysfunction. Sexual dysfunctions are a
large group of conditions that have been classified by the
International Classification of Diseases, 10th Edition
(ICD-10) by the World Health Organization as organic or
as nonorganic even though a multifactorial etiology is
often presumed.”

This terminology report is inherently and appro-
priately a definitional document, collating the definitions
of terms, that is, words used to express a defined concept
in a particular branch of study; sexual health in men with
LUT and PF dysfunction. Emphasis has been on com-
prehensively including terms in current use in the re-
levant peer-reviewed literature. The aim is to assist
clinical practice and research. Explanatory notes on de-
finitions have been referred, where possible, to the
“Endnotes section.” Table 1 lists the number of defini-
tions: (i) new; (ii) changed; (iii) total by section, com-
pared with the previous male-inclusive reports.”™°

As in earlier ICS Reports, qualities for a male-specific
terminology report should be:

ICS Standards 2024: 1. ICS Standardisations
ICS report on the terminology for sexual health in men with LUT and PF dysfunction

(A) User-friendly: It should be able to be understood by
all clinical and research users.

(B) Clinically-based: Symptoms, signs, validated in-
vestigations and imaging should be presented for use
in forming diagnoses.

(C) Origin: Where a term's existing definition (from one
of multiple sources used) is deemed appropriate,
that definition will be included and duly referenced.

(D) Able to provide explanations: Where a specific ex-
planation is deemed appropriate to explain a
change from earlier definitions or to qualify the
current definition, this will be included as an ad-
dendum to this paper (Endnotes 1, 2, 3, etc.).
Wherever possible, evidence-based medical princi-
ples will be followed.

A previous “backbone” terminology ICS paper on
adult male LUT and PF symptoms and dysfunctions’ has
been previously published lacking the analysis of sexual
male aspects. Disorders in functional urology often
overlap with sexual dysfunctions, therefore we needed to
promote this update to focus on male sexual health fea-
tures. Dysfunctions in sexual health have been defined in
Section 1 and their anatomical relation has been reported
in Section 2. Clinical and diagnostic aspects of sexual
dysfunctions have been discussed in Sections 3-6. Ac-
cording to diagnosis, 7 sections have been developed to
define conservative and surgical treatments of male sex-
ual dysfunctions as primary conditions or as secondarily
related to benign prostatic obstruction (BPO), urethral
stricture disease, overactive bladder (OAB), chronic
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TABLE 1 Total, new, and changed definitions

New definitions/ Changed definitions/
Section descriptions descriptions Total
Possible definitions and dysfunctions 38 8 46
Anatomical definitions 13 0 13
Symptoms and questionnaires 12 2 14
Signs, examination, and investigations 34 7 41
Conservative and pharmacological treatment 17 0 17
Surgical treatment 6 0 6
BPO treatment and sexual health 9 0 9
Urethral stricture disease and sexual health 3 0 3
Overactive bladder and sexual health 11 2 13
Chronic prostatitis/chronic pelvic pain syndrome and 10 1 11
sexual health
Prostate cancer and sexual health 21 0 21
Treatments that warrant further investigation 4 0 4
Total 178 20 198

Abbreviation: BPO, benign prostatic obstruction.

prostatitis/chronic pelvic pain syndrome (CP/CPPS) and
prostate cancer.

Commonly accepted terminology is needed given its
influence on clinician approach to clinical diagnoses,
their studies and investigations of analyses, and for a
proper communication with the patients. Thus, this ter-
minology report has a crucial role as it is able to provide
definitions which are critical in facilitating research,
enabling clinicians to communicate accurately to each
other, to their patients, and health care systems. This
study also enhances the training of future clinicians.

SECTION 1: OUTLINE OF
DEFINITIONS AND
DYSFUNCTIONS IN SEXUAL
HEALTH

1.1 Erectile function: Complex mechanism of in-
voluntary, neuropsychological, hormone-mediated vas-
cular event that occurs when blood rapidly flows into the
penis and becomes trapped in its spongy cham-
bers. (NEW)

1.2 Sexual dysfunction: Difficulty experienced by an
individual or a couple during any stage of normal sexual
activity; including desire, arousal, and orgasm. Sexual
dysfunction involves significant distress and inter-
personal strain for at least 6 months.” (NEW)

ICS Standards 2024: 1. ICS Standardisations
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1.3 De-novo (postoperative) sexual dysfunction
symptoms: Symptoms related to sexual dysfunction that
were not reported before surgery.” (NEW)

1.4 Erectile function recovery: Return to baseline
erectile function after treatment. (NEW)

1.4.1 Erectile function after treatment for pros-
tate cancer: Ability to have successful intercourse by
patient self-report after any treatment for prostate can-
cer. (NEW)

1.5 Erectile dysfunction (ED): Consistent or re-
current inability to attain and/or maintain a penile
erection sufficient for sexual satisfaction and/or sexual
intercourse.” (CHANGED)

1.5.1 Vasculogenic ED: ED which is secondary to a
problem with arterial inflow (e.g., atherosclerosis) or
venous outflow (e.g., venous leak). (NEW)

1.5.2 Neurogenic ED: ED which is secondary to
pathology of the central (e.g., spinal cord injury) or per-
ipheral (e.g., diabetic neuropathy) nervous sys-
tem. (NEW)

1.5.3 End-organ ED: ED which is due to pathology
within the penis itself (e.g., Peyronie's disease). (NEW)

1.5.4 Situational ED: ED which only occurs in
certain circumstances (e.g., with a partner but not during
masturbation). Generally understood to be due to psy-
chological factors. (NEW)

1.5.5 Endocrine ED: ED secondary to an endocrine
pathology, most commonly hypogonadism, but may also
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be due to hyperprolactinemia, thyroid dysfunction and
diabetes mellitus. (NEW)

1.5.6 Mixed ED: ED which has an organic cause as
well psychogenic factors (e.g., anxiety or depression)
playing a role. (NEW)

1.6 Male hypoactive sexual desire disorder: Per-
sistent or recurrent deficiency or absence of sexual or
erotic thoughts or fantasies and desire for sexual
activity. " (NEW)

1.7 Sexual aversion disorder: Persistent or re-
current extreme aversion to, and avoidance of, all or al-
most all, genital sexual contact with a sexual partner
which causes distress or interpersonal difficulty.® (NEW)

1.8 Hypogonadism: A term introduced to signify low
testosterone levels associated with infertility, sexual
dysfunction, and systemic alterations (such as decreased
muscle mass, depressed mood, sleep disturbances, loss of
body hair, lethargy). It has more recently been used in-
terchangeably with the idea of low testosterone produc-
tion alone.” (NEW)

1.8.1 Low testosterone: Serum total testosterone
level being less than 300ng/dl.""’ Threshold for low
testosterone in the International System of Units:
11 nmol/1 (USA), 12 nmol/l (Europe). (NEW)

1.8.2 Testosterone deficiency (TD): A state of low
testosterone production combined with symptoms and/
or signs that are associated with low serum total testos-
terone.”'” (NEW)

1.9 Libido: A person's overall sexual drive or desire
for sexual activity. (NEW)

1.9.1 Altered libido: Complaint of change in interest
in sexual activity.’

1.9.2 Decreased libido: Complaint of decreased in-
terest in sexual activity in comparison with previous
experience.’

1.9.3 Increased libido: Complaint of increased in-
terest in sexual activity in comparison with previous
experience.’

1.10 Ejaculatory function

1.10.1 Ejaculation: Process related to semen expul-
sion from the urethra.'' (NEW)

1.10.2 Orgasm: Sensation of pleasure that accom-
panies sexual climax."' (NEW)

1.10.3 Emission: Process in which semen is de-
posited from the vas deferens into the urethra.'' (NEW)

1.10.4 Ejection: Synchronic contractions of the bul-
bospongiosus and ischiocavernosus muscles and external
urethral sphincter that allows semen to be expelled
antegrade through the urethra.'’ (NEW)

1.11 Ejaculatory dysfunction (EjD): Complaint of
alteration of the emission or expulsion of seminal fluids
during ejaculation.’
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1.11.1 Anejaculation: Complaint of absence of
seminal fluid emission or expulsion. May be associated
with the absence of the sensation of orgasm or
anorgasmia.’

1.11.2 Delayed ejaculation: Primary or acquired
complaint of an increase in the time taken for ejaculation
to occur.” (CHANGED)

1.11.2.1 Primary delayed ejaculation: A lifelong
experience of delayed ejaculation in all or almost all
(75%-100%) occasions of coital activity, which causes
distress.” (NEW)

1.11.2.2 Acquired delayed ejaculation: A distres-
sing lengthening of ejaculatory latency that occurs in
most (>50%) coital experiences after a period of normal
ejaculatory function and/or a clinically meaningful
change that results in distress.” (NEW)

1.11.3 Premature ejaculation (PE): Complaint of a
persistent or recurrent pattern of too rapid achievement
of ejaculation during partnered sexual activity, that is,
before the individual wishes it.” It is accompanied by
negative personal consequences, such as distress, bother,
frustration, and/or the avoidance of sexual intimacy.(’
(CHANGED)

1.11.3.1 Lifelong (primary) PE: Ejaculation that
always or nearly always occurs before or within about
1min of vaginal penetration from the first sexual
experience.'” (NEW)

1.11.3.2 Acquired PE: A clinically significant and
bothersome reduction in latency time, often to about
3 min or less."* (NEW)

1.11.4 Retrograde ejaculation: Expulsion of semi-
nal fluid into the bladder because of bladder neck dys-
function and/or disturbances involving the peri-
montanal area in the presence of otherwise normal
emission and expulsion. There can be no or small
amounts of antegrade ejaculation. Retrograde ejaculation
is defined independently from the sensation of
orgasm.” (NEW)

1.11.5 Anhedonic ejaculation: Ejaculation without
the pleasurable sensation of orgasm.’ (NEW)

1.11.6 Hematospermia: Complaint of the appear-
ance of visible blood in the seminal fluid. Color of the
seminal fluid may be red or brown."*

1.12 Orgasmic disorder: Presence of either of the
following on all or almost all (75%-100%) occasions of
sexual activity; marked delay in, marked infrequency of,
or absence of orgasm; markedly reduced intensity of
orgasmic sensations.’

1.12.1 Anorgasmia (male): The inability to reach
orgasm despite adequate and prolonged sexual stimula-
tion leading to adequate sexual arousal which might or
might not lead to personal distress.” (NEW)
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1.12.2 Hypohedonic orgasm: Lifelong or acquired
decreased or low level of sexual pleasure with or-
gasm.” (NEW)

1.13.3 Dysorgasmia: Painful orgasm. (NEW)

1.13 Postorgasmic illness syndrome: Flu-like in-
capacitating physical and mental symptoms occurring
within a few minutes to a few hours after an ejaculation,
which usually lasts 3-7 days.” (NEW)

1.14 Sexual arousal disorder: Lack of, or sig-
nificantly reduced, sexual interest or arousal.™’

1.15 Post-5-alpha reductase inhibitor (5-ARI)
syndrome: Persistent sexual, neurological, physical,
and mental adverse reactions in patients who have taken
5-alpha reductase enzyme inhibitors (finasteride and
dutasteride)."* (NEW)

1.16 Benign prostatic hyperplasia (BPH): A term
that is used exclusively to describe the histologic changes
related to benign prostatic growth.™" >'* (NEW)

1.17 Benign prostatic enlargement (BPE): A term
describing increased volume of the gland usually sec-
ondary to BPH. The precise volume that determines the
lower limit of BPE remains to be defined; 20 ml has been
suggested.”"*(NEW)

1.18 Benign prostatic obstruction (BPO): A term
used to describe bladder outlet obstruction (BOO) sec-
ondary to BPE and, therefore, usually due to
BPH.”"* (NEW)

1.19 Prostatitis: An inflammatory disease of the
prostate generally affecting younger men and causing
pain and discomfort mostly in the perineal and scrotal
region which can be associated with lower urinary tract
symptoms (LUTS) and/or sexual dysfunction.'” Prostati-
tis covers a wide range of clinical conditions including
acute bacterial prostatitis, chronic bacterial prostatitis,
CPPS (inflammatory and noninflammatory), and
asymptomatic inflammatory prostatitis. (NEW)

1.20 Overactive bladder (OAB) syndrome: Urinary
urgency, usually accompanied by increased daytime fre-
quency and/or nocturia, with urinary incontinence (UI)
(OAB-wet) or without (OAB-dry), in the absence of ur-
inary tract infection or other detectable disease.” "%

1.21 Sexual activity urinary incontinence or coital
urinary incontinence: Complaint of UI associated with or
during sexual activity and sexual arousal.””* (CHANGED)

1.22 Climacturia: Involuntary loss of urine at the
time of orgasm. (NEW)

1.23 Sexual arousal incontinence or foreplay in-
continence: Complaint of involuntary loss of urine during
sexual arousal, foreplay and/or masturbation.”*** (NEW)

1.24 Penile pain with intercourse (male dyspar-
eunia): Complaint of any penile discomfort occurring
during intercourse. May be caused by penile disease,
vaginal anatomy (e.g., vaginal tightening, scarring, or
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exposed mesh) and/or may relate to various positions
with intercourse.’

1.24.1 Hispareunia: Male partner pain with va-
ginal intercourse after female reconstructive
surgery.” (CHANGED)

1.25 Chronic sexual pain disorder: Sexual activity
may induce a central sensitization process characterized
by hypersensitivity or hyperalgesia before, during or after
sexual activity.” (CHANGED)

1.26 Pain: A subjective phenomenon described as an
unpleasant sensory and emotional experience associated
with actual or potential tissue damage, or described in
terms of such damage. Pain should be characterized by
site, type, frequency, duration, precipitating and relieving
factors. The word pain comes from the Latin "poena”
meaning a fine or a penalty.”

1.26.1 Acute pain: Pain related to acute trauma,
infection or other well-defined disease process.*®

1.26.2 Chronic pain: Persistent or continuous/re-
current pain for at least 6 months. If non-acute and
central sensitization pain mechanisms are well docu-
mented, then the pain may be regarded as chronic, ir-
respective of the time period.”®

1.26.3 Pelvic pain syndrome: Occurrence of per-
sistent or recurrent episodic pelvic pain associated with
symptoms suggestive of LUT, sexual, bowel or gyneco-
logical dysfunction. There is no proven infection or other
obvious disease.””

1.26.4 Perineal pain syndrome: Perineal pain
syndrome is the occurrence of persistent or recurrent
episodic perineal pain, which is either related to the
micturition cycle or associated with symptoms suggestive
of urinary tract or sexual dysfunction. There is no proven
infection or other obvious disease.”’

1.26.5 Scrotal pain syndrome: Scrotal pain syn-
drome is the occurrence of persistent or recurrent epi-
sodic scrotal pain which is associated with symptoms
suggestive of urinary tract or sexual dysfunction. There is
no proven epididymo-orchitis or other obvious disease.”’

1.26.6 Male chronic genital pain syndromes:
Male genital pain syndromes are often associated with
symptoms suggestive of LUT and sexual dysfunction.
Common complaints: genital pain, uncomfortable ur-
ination, dysuria, sensation of residual urine, increased
daytime frequency, slow stream, urgency, dyspareunia.
Absence of infection, previous operations, or other ob-
vious disease.”

1.26.6.1 Chronic (persistent or recurrent) epi-
didymal pain syndrome: Pain is specific/localized to
the epididymis. (i) Persistent or recurrent episodic pain.
(ii) Spontaneous, or reproduced by digital pressure and
physical activities. (iii) LUT symptoms or sexual
dysfunction.
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1.26.6.2 Chronic (persistent or recurrent) penile
pain syndrome: Pain within the penis that is not pri-
marily in the urethra and may be: (i) Persistent or re-
current. (ii) Spontaneous, or reproduced by digital
pressure and physical activities. (iii) LUT symptoms or
sexual dysfunction.

1.26.6.3 Chronic (persistent or recurrent) pros-
tate pain syndrome: See 1.30.

1.26.6.4 Chronic (persistent or recurrent) scro-
tal pain syndrome: Chronic scrotal pain (generic term
used when the site of pain is not clearly in the testis or
epididymis). (i) Persistent or recurrent episodic pain,
unilateral or bilateral. (ii) Spontaneous, or reproduced by
digital pressure and physical activities. (iii) Pain is not in
the skin of the scrotum but perceived within its contents.
(iv) LUT symptoms or sexual dysfunction.

1.26.6.5 Chronic (persistent or recurrent) testi-
cular pain syndrome: (i) Persistent or recurrent epi-
sodic pain. (ii) Spontaneous, or reproduced by digital
pressure and physical activities. (iii) LUT symptoms or
sexual dysfunction.

1.26.7 Chronic prostatitis/Chronic pelvic pain
syndrome (CCP/CPPS): Persistent or recurrent
prostate and/or pelvic pain, associated with symptoms
suggestive of urinary tract and/or sexual dysfunction.
No proven infection or other obvious pathology is
present to account for the symptoms. Pain may be re-
ferred to the bladder, perineum, testicles, penis and/or
groin.” (CHANGED)

1.26.7.1 Symptoms of CP/CPPS: Intermittent pain.
Persistent or recurrent pain. Dyspareunia and/or ED.
Voiding and post micturition symptoms (e.g., hesitancy,
intermittency, feeling of incomplete emptying, dysuria).
(CHANGED)

1.26.7.2 National Institutes of Health (NIH)
prostatitis classification system. Prostatitis is classi-
fied as acute bacterial prostatitis (category I), chronic
bacterial prostatitis (category II), CP/CPPS (category III)
and asymptomatic inflammatory prostatitis (category
IV).? §§,35,36

1.26.7.2.1 Acute bacterial prostatitis: Character-
ized by severe symptoms of prostatitis, systemic infection
and acute bacterial urinary tract infection, requires hos-
pitalization and parenteral fluid-antibiotic therapy.'”

1.26.7.2.2 Chronic bacterial prostatitis: Caused
by chronic bacterial infection of the prostate with or
without symptoms of prostatitis. It is usually associated
with recurrent urinary tract infections caused by the
same bacterial strain.'”

1.26.7.2.3 CPPS: Characterized by chronic pelvic
pain and LUT symptoms in the absence of urinary tract
infection. It is subdivided into inflammatory (3A) and
noninflammatory (3B) categories depending on the
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presence/absence of leukocytes in expressed prostatic
secretion.'”

1.26.7.2.4 Asymptomatic inflammatory prosta-
titis: Characterized by histopathological evidence of
prostatic inflammation in the absence of genitourinary
symptoms. This is usually an incidental finding during
evaluation for other conditions such as elevated PSA.”

SECTION 2: ANATOMICAL
DEFINITIONS RELATED TO
SEXUAL DYSFUNCTION

2.1 Urethral meatus: The distal termination of the ur-
ethra. An orthotopic urethral meatus is a vertically-
oriented slit-like opening located on the glans penis
(Figure 1).”” (NEW)

2.2 Fossa navicularis: The distal portion of the pe-
nile urethra, located within the glans penis, just proximal
to the urethral meatus. >’ (NEW)

2.3 Penile urethra: The portion of the urethra
extending from the urethral meatus to the distal part
of the bulbocavernosus muscle. The lumen is centered
in and completely invested by the corpus
spongiosum.” *7 (NEW)

2.4 Bulbar urethra: The portion of the urethra be-
tween the distal membranous urethra until the con-
junction of the left and right corpus cavernosum. The
lumen is surrounded by and sits eccentrically toward the
dorsal portion of the bulbospongiosus of the corpus
spongiosum.”” (NEW)
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FIGURE 2 Relationship of the nerves to the urethra. From
Palminteri et al.*

2.5 Membranous urethra: The portion of the ure-
thra which traverses the perineal membrane and is sur-
rounded by the striated external urethral
sphincter.”” (NEW)

2.6 Prostatic urethra: The portion of the urethra
extending from the bladder neck to the proximal edge of
the membranous urethra.”” (NEW)

2.7 Bladder neck: The most proximal part of the
urethra, creating its connection with the bladder. (NEW)

2.8 Cavernous nerves (“Nervi Erigentes”): These
nerves are formed from the distal end of the pelvic plexus
and supply sympathetic and parasympathetic innervation
to the corpora cavernosa. The cavernous nerves are lo-
cated at 3 and 9 O'clock positions at the level of the
membranous urethra and at 2 and 10 O'clock positions at
the level of the proximal bulbar urethra. These nerves are
at risk during pelvic fracture urethral injury (and its re-
pair) as well as bulbar urethroplasty (Figure 2).** (NEW)

2.9 Pudendal nerves: These nerves arise from the
S2-S4 spinal nerves and provide somatic innervation to
the pelvis and perineum. The pudendal nerve travels
with the pudendal vessels in Alcock's canal, before giving
off the inferior rectal nerve and perineal nerve, and then
terminating as the dorsal nerve of the penis.”*”** (NEW)

2.10 Perineal nerves: Branches of the pudendal
nerves (7.14), the perineal nerves supply motor in-
nervation to the bulbocavernosus and ischiocavernosus
muscles as well as sensory innervation via the posterior
scrotal and bulbourethral nerves.***° (NEW)

2.11 Dorsal nerves of the penis: These nerves are
the terminal branches of the pudendal nerves. They
travel through the deep perineal pouch, exiting just in-
ferior to the pubic symphysis and then run along the
dorsal surface of the corpora to reach the glans. The
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supply sensory innervation to the penis and in particular
the glans.”**" (NEW)

2.12 Neurovascular bundle (NVB): Concentration
of nerves that are situated posterolaterally and symme-
trically to the prostate that are important in preservation
of erectile function. The nerves running through the
NVB travel outside the capsule of the prostate and De-
novilliers fascia until branches perforate the capsule
where they enter the prostate (Figure 3)." (NEW)

SECTION 3: SYMPTOMS AND
QUESTIONNAIRES

(A) Symptoms

3.1 Symptom: Any morbid phenomenon or de-
parture from the normal in structure, function, or sen-
sation, possibly indicative of a disease or health problem.
Symptoms are either volunteered by, or elicited from the
individual, or may be described by the individual's part-
ner or caregiver.”"

3.2 Complaint: The description of the symptom.’

3.3 Main (Chief) complaint: The symptom that a
patient states as the main reason for seeking medical
advice." The degree of “bother (worry, concern)” for
other symptoms can be variable.*”

3.4 Lower urinary tract symptom (LUTS): A
symptom related to the LUT; it may originate from the
bladder, prostate, urethra, and/or adjacent PF or pelvic
organs, or at times be referred from similarly innervated
anatomy, for example, lower ureter. **%° (CHANGED)

3.5 Urgency: Complaint of sudden, compelling de-
sire to pass urine which is difficult to defer.”****

3.6 Urinary incontinence (UI): Complaint of in-
voluntary loss of urine.’

3.7 Urgency urinary incontinence (UUI): Com-
plaint of involuntary loss of urine associated with
urgency.’

3.8 Daytime (urinary) frequency: Number of
micturitions during daytime (awake hours).

3.9 Nocturia: The number of times urine is passed
during the main sleep period. Having woken to pass
urine for the first time, each urination must be followed
by sleep or the intention to sleep. This should be quan-
tified using a bladder diary.’

3.10 Ejaculatory pain: Complaint of pain, pressure,
or discomfort felt in the perineum, suprapubic region
and/or penis during ejaculation, but may continue for a
time afterwards.’

3.11 Decreased (low) semen volume: Complaint of
smaller amount of seminal fluid than normal or pre-
viously experienced.’
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3.12 Increased (high) semen volume: Complaint
of higher amount of seminal fluid than normal or pre-
viously experienced.’

3.13 Semen sequestration: Trapping of ejaculate in
the bulbar urethra, resulting in a decreased force and
volume of emission; often secondary to damage to the
perineal nerves and/or bulbospongiosus muscle. Manual
pressure on the perineum at the level of the bulbar ur-
ethra may be required to expel sequestrated
semen.*® (NEW)

3.14 Penile shortening: A subjective or objective
decrease in penile length. Well known to be associated
with plication procedures for Peyronie's disease, it is also
associated with penile revascularization procedures,
anastomotic and augmented urethroplasty, hypospadias

repair, and prostate cancer treatment such as radical
prostatectomy (RP).>*** (NEW)

3.15 Intimacy and sexual avoidance: Unwilling-
ness or reluctance of engaging in sexual activity or in-
timacy with others.”>"*® (NEW)

3.16 Pain: A subjective phenomenon described as an
unpleasant sensory and emotional experience associated
with actual or potential tissue damage, or described in
terms of such damage.”

3.17 Chronic pelvic pain: Characterized by persis-
tent pain lasting longer than 6 months or recurrent epi-
sodes of abdominal/pelvic pain, hypersensitivity or
discomfort often associated with elimination changes,
and sexual dysfunction often in the absence of organic
etiology.”*"”

TABLE 2 OAB questionnaires, and their correlation with sexual dysfunction

Questionnaire Contents

OAB-SS (OAB symptom score)

Total score is a sum of four-item scores based
on a self-administered questionnaire about
four symptoms: daytime frequency (0-2),
nighttime frequency (0-3), urgency (0-5),

Correlation with SD

In patients with diabetes, the component of urge
incontinence has the strongest impact on ED
(OR: 4.06, p=0.013), followed by nocturia
(OR: 2.71, p < 0.01) and urgency (OR: 1.87,

and urgency incontinence (0-5).% P =0.046). The OR of ED in patients with OAB

OAB-q (OAB Questionnaire)
and HRQL (Health-Related
Quality of Life)

and its impact on QOL.

OAB-q SF (OAB-q Short Form)

33 items that assess impact of OAB bother score

6 items that address urgency, urinary

or OAB wet compared with no OAB was 1.82
(p =0.056), and 3.6 (p =0.026),
respectively." %

63

Low correlation with SD.

No validation for sexual QOL

incontinence and nocturia and score them

from 1 to 6 based on bother.

IPSS See 3.22

CLSS (Core Lower UrinaryTract
Symptom Score)

urethral pain.

BFLUTS (Bristol Female Lower
Urinary Tract Symptoms

Questionnaire) urinary incontinence.

ICIQ-OAB (International
Consultation on
Incontinence Questionnaire)

64

10 symptoms: daytime frequency, nocturia,
urgency, urgency incontinence, stress
incontinence, slow stream, straining,
incomplete voiding, bladder pain, and score.

Among other LUTS, this questionnaire assesses
frequency, urgency, nocturia and urgency

4 items: frequency, urgency, nocturia and UUI
and bother scale from 0 to 10 of each item.

There is a strong correlation between IPSS and
erectile function, intercourse satisfaction,
orgasmic and sexual desire. IPSS is also
strongly correlated with TIEF.%”

Total score and all symptoms but daytime
frequency and incomplete voiding have a
significant relationship with total IIEF-5

66

OAB symptoms have a negative impact on sexual
life, especially in patients with OABwet.’>%”

The ICIQ-mLUTSsex is and add-on of 4 items to
assess impact of sex life: erection, ejaculation,
pain during ejaculation and impact of urinary
symptoms on sex life.

Abbreviations: ED, erectile dysfunction; IIEF, International Index of Erectile Function; LUTS, lower urinary tract symptoms; OAB, overactive bladder;

OR, odds ratio; UUI, urgency urinary incontinence.
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3.18 Penile sexual pain: Penile pain that occurs
before penetration (ie when an erection occurs), with
penetration or postcoital.*®

3.19 Perineal sexual pain: may occur during inter-
course or after intercourse.*

3.20 Orgasmic pain (during ejaculation): pain
may be felt on the penis, ano-rectum, perineum or in the
whole pelvis.”* (CHANGED)

(B) Questionnaires

3.21 American Urological Association (AUA)
Symptom Index (AUA-SI) for BPH: A symptom index
for BPH which was developed and validated by a multi-
disciplinary measurement committee of the AUA. It in-
cludes seven questions covering frequency, nocturia,
weak urinary stream, hesitancy, intermittency, in-
complete emptying, and urgency. "’ (NEW)

3.22 International Prostate Symptom Score
(IPSS): An 8-question written screening tool used to
screen for, rapidly diagnose, track the symptoms of, and
suggest management of the symptoms of BPH. It con-
tains the seven questions of the AUA symptom index for
BPH and one question related to the patient's perceived

3.23 International Index of Erectile Function
(IIEF): A multi-dimensional and validated self-report
instrument for the evaluation of male sexual
function.” "> (NEW)

3.24 Sexual Health Inventory for Men (SHIM):
The SHIM questionnaire (also known as the IIEF-5) is an
abridged and slightly modified 5-item version of the
15-item IIEF, to diagnose the presence and severity of ED
in clinical settings."**%>* (NEW)

3.25 Erection Hardness Score (EHS): A single-item
instrument that asks men to rate erection hardness on a
scale that ranges from O (penis does not enlarge) to 4
(penis is completely hard and fully rigid).”* (NEW)

3.26 Male Sexual Health Questionnaire (MSHQ):
A tool for assessing key domains of sexual function and
satisfaction in aging men with urogenital symptoms of
LUTS and sexual dysfunction. It consists of 25 questions
that constitute subscales for Erection, Ejaculation, and
Satisfaction.” *° (NEW)

3.27 Premature Ejaculation Profile (PEP): A self-
report questionnaire used to assess four components of
PE: satisfaction with sexual intercourse, control over
ejaculation, ejaculation-related distress, and inter-
personal difficulty. Each of the four individual items is
assessed on a 5-point scale, and the scores are averaged to
provide an index PE score.”® (NEW)

3.28 Index of Premature Ejaculation (IPE): A 10-
item validated tool which was developed to evaluate
sexual satisfaction, control, and distress in men with
PE.”” (NEW)
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3.29 Brief male sexual function inventory
(BMSFI): A validated, self-administered 11-item in-
ventory evaluating male sexual function. There are five
domains: Sexual Drive, Erections, Ejaculation, Problem
Assessment, and Overall Satisfaction.” "> (NEW)

(C) Questionnaires for overactive bladder and
correlation with sexual dysfunction

See Table 2.

SECTION 4: SIGNS AND
EXAMINATION

(A) General signs and examination findings

4.1 Cardiovascular examination: Part of the phy-
sical examination that should include assessment of vital
signs (especially blood pressure and pulse) and signs of
hypertensive or ischemic heart disease as well as per-
ipheral vascular disease. S8 (NEW)

4.2 Gynecomastia: Excessive development of male
breast tissue which may or may not be a sign of under-
lying endocrinological disorder.” (NEW)

4.3 Sarcopenia: A clinical condition characterized by
loss of skeletal muscle and function. It might be a sign of
hypogonadism. (NEW)

(B) Penile examination

4.4 Peyronie's disease: A connective tissue disorder
involving the growth of fibrous plaques in the soft tissue
of the penis. Specifically, scar tissue forms in the tunica
albuginea, causing pain, abnormal curvature, ED, in-
dentation, loss of girth and shortening. (NEW)

4.5 Stretched penile length: The penile length as
measured by a rigid centimeter ruler, which is placed
along the dorsal side of the penis (flaccid, and stretched
as comfortably as possible), extending in a parallel
fashion from the pubopenile skin junction to the tip of
the glans where the pre-pubic fat pad was pushed to the
bone.®® (NEW)

4.6 Penile curvature: Abnormal bend in the penis
occurring during erection which might lead to sexual
dysfunction by impairing the ability to penetrate and/or
causing pain in the tumescent state. (NEW)

4.7 Buried penis: A congenital or acquired condition
in which penis is partially or totally embedded under-
neath the skin of the abdomen, thigh, or scro-
tum. (NEW)

4.8 Phimosis: Partial or complete inability to retract
the prepuce due to adhesion between the glans and the
prepuce or a preputial ring.’

4.9 Paraphimosis: Entrapment of the prepuce be-
hind the glans.’

4.10 Hypospadias: Refers to the urethral meatus si-
ted on the ventral surface of the penis, either congenital
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or acquired, proximal to its normal position on the tip of
the glans.”

4.11 Epispadias: Refers to the urethral meatus sited
on dorsal surface of the penis, either congenital or ac-
quired, proximal to its normal position on the tip of the
glans.”

4.12 Urethral meatal stenosis: Narrowing of the distal
opening of the urethra which may be congenital or occur
secondary to infection, inflammation, or as a result of sur-
gical (open or endoscopic) intervention.” (CHANGED)

4.13 Lichen sclerosus (LS): A chronic, in-
flammatory disease affecting genital skin that is char-
acterized by hypomelanotic and sclerotic changes, often
resulting in phimosis, meatal stenosis, and even pan-
urethral strictures.”” (NEW)

(C) Scrotal examination findings

4.14 Epididymitis/epididymo-orchitis: The in-
flammatory condition involving epididymis + testis. Af-
fected structures may be swollen and tender, and if
severe, the inflammatory process may involve the whole
scrotal content and the scrotal skin as
well.” (CHANGED)

4.15 Cystic dilatations of the epididymis: Epidi-
dymal cysts (or spermatocele) and hydroceles (fluid col-
lections between the visceral tunica albuginea and
parietal layer of the testicular peritoneum) are usually
benign. The examination of these structures would be
generally non-tender and without pain.” (CHANGED)

4.16 Inguinal hernia:

4.16.1 Indirect inguinal hernia: Protrusion of ab-
dominal content through inguinal canal down to the
scrotal sac, causing swelling, discomfort and jeopardizing
the vascular supply of the herniated intestinal seg-
ment. (NEW)

4.16.2 Direct inguinal hernia: Protrusion of ab-
dominal content through a weakness of the posterior
wall of the inguinal canal medial to the inferior epigastric
vessels. (NEW)

4.17 Varicocele: Abnormal dilation of pampiniform
venous plexus which drains blood from each testicle.
Varicocele is graded based on the degree of dila-
tion. (NEW)

4.17.1 Subclinical varicocele: Seen on Doppler ul-
trasound imaging, no varicocele on exam. (NEW)

4.17.2 Grade 1 varicocele: Palpable with valsalva
maneuver. (NEW)

4.17.3 Grade 2 varicocele: Palpable when standing,
without valsalva maneuver. (NEW)

4.17.4 Grade 3 varicocele: Visible on inspec-
tion. (NEW)

4.18 Testicular mass: Palpation of a mass originat-
ing from testis. This might be originating from the tes-
ticular parenchyma or its appendages and may be cystic
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or solid in nature and related to a benign or malignant
(more commonly) neoplastic process. (NEW)

4.19 Nonpalpable testis: Absence of testis in the
hemiscrotum or inguinal canal. This can be a finding
related to cryptorchidism (undescended testicle), testi-
cular atrophy or vanishing testis. (NEW)

4.20 Testicular torsion: Torsion of the spermatic
cord structures that leads to vascular compromise in-
volving the ipsilateral testicle. Physical examination
might reveal a tender, swollen and erythematous hemi-
scrotum on the affected side. (NEW)

4.21 Absence of vas deferens: Congenital absence
of vas deferens in the hemiscrotum. It may be either
unilateral or bilateral. """ (NEW)

4.22 Atrophic testis: Testicular dimensions being
smaller than expected. Consistency of atrophic testes
might be softer than usual. Diminished t'r size may be
accompanied by loss of function. (NEW)

(D) Digital rectal examination (DRE) findings

4.23 Rectal and prostate examination: DRE that is
generally done with the patient standing and bent over
the examining table, or with the patient in the left lateral
knees bent position, or in the lithotomy position.” It
provides valuable information regarding prostate size,
consistency, PF muscle tone, anal sphincter tone, con-
stipation, and rectal/anal canal masses. It might also
raise suspicion for prostate cancer (see Endnote 11117).
(CHANGED)

4.24 Anal tone: increased or decreased anal sphinc-
ter tone might suggest similar changes in the urinary
sphincter and may indicate neurologic disease.”

4.25 Prostate tenderness: DRE of the prostate is
usually painless. Pain with prostatic palpation may be
indicative of CP/CPPS.*¥%%%%> (CHANGED)

(E) Neurological signs and examination findings

4.26 Overall neurological status: Assessment of the
abnormalities of speech, gait, as well as upper and lower
extremity dexterity which should be noted as they may
indicate a neurological cause for the sexual
dysfunction.” (CHANGED)

4.27 Penile, scrotal, or perianal sensory defi-
cits: Neurological examination findings that may
indicate damage or injury to sacral roots or
nerves.” (CHANGED)

4.28 Glans hypoesthesia: Reduced sensitivity of the
glans penis. This may be associated with hypospadias
and its treatment, penile revascularization procedures,
bulbar urethroplasty.” %% (NEW)

4.29 Bulbospongiosus reflex (BSR): A reflex
contraction of the striated muscle of the PF (anal
sphincter) and the bulbospongiosus muscle that oc-
curs in response to various stimuli in the perineum or
genitalia.’
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4.30 Cremasteric reflex: Contraction of the ipsilateral
cremaster muscle, drawing the testis upwards, when the
upper inner aspect of the thigh is stroked longitudinally.”

SECTION 5: INVESTIGATIONS

(A) Laboratory tests

Blood tests are not normally included in ICS termi-
nology reports. However, certain serum-based measure-
ments hold critical importance in the diagnosis and
treatment of ED.

5.1 Testosterone: Total testosterone can be mea-
sured in men with ED to determine if TD is
present.” T4 (NEW)

5.1.1 Free testosterone: Fraction of total testoster-
one that is unbound plasma to proteins. (NEW)

5.1.2 Sex hormone binding globulin (SHBG): A
plasma protein that is produced by the liver and trans-
ports sex hormones (estradiol, testosterone, dihy-
drotestosterone) in the blood as biologically inactive
forms. (NEW)

5.1.3 Bioavailable testosterone: Bioavailable tes-
tosterone represents an assessment of the biologically
active testosterone in serum. It includes the free plus
weakly protein bound fractions of testosterone and is
calculated by a formula integrating serum albumin,
SHBG, and total testosterone. (NEW)

5.2 Prostate specific antigen (PSA): Serum PSA
level is measured for prostate cancer screening and to
gather additional information about the size of the
prostate and associated inflammatory changes. :
(NEW)

(B) Imaging studies

5.3 Retrograde urethrography (RUG): Imaging of
the urethra with serial fluoroscopic images during ret-
rograde injection of contrast material. The patient should
be positioned obliquely to adequately visualize the ure-
thra. Used mainly to diagnose urethral strictures or di-
verticula, it is also of use to diagnose and stage urethral
trauma.”’’ (NEW)

5.4 Voiding cystourethrography (VCUG): Imaging
of the bladder, bladder neck, urethra, and prostate during
voiding. The principal use is determining the site of any
obstruction, for example, bladder neck or prostate. It can
also detect vesicoureteric reflux, vesical or urethral fis-
tulae, vesical or urethral diverticula and strictures.””’

5.5 Sonourethrography: Ultrasound examination of
the urethra, providing information on the location and
length of stricture as well as the degree of
spongiofibrosis.” (NEW)

5.6 Dynamic infusion cavernosometry and ca-
vernosography (DICC): A combined evaluation of
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intracavernosal pressures and radiographic assessment of
penile blood flow. It is used to identify vasculogenic leak
in patients being considered for penile vascular sur-
gery. §8§§888.39 (NEW)

5.7 Penile duplex ultrasonography: Use of real-
time ultrasound with and without vasoactive medications
for pharmacologically induced erection to evaluate the
flow velocities in the dorsal penile and cavernosal
arteries.”’ (NEW)

5.8 Pudendal angiography: Imaging of the pudendal
arteries for patency using ll‘l_]eCtIOIl of intravascular contrast
and fluoroscopic imaging. ~*° (NEW)

(C) Other diagnostic tests/procedures

5.9 Cystourethroscopy: Direct visual inspection of
the urethra and bladder with a rigid or flexible cysto-
scope. It is the gold-standard for diagnosing the presence
or absence of urethral stricture disease, however it is not
sufficient for complete staging.”” (NEW)

5.10 Urodynamic studies (UDS): Measurement of
all the physiological parameters relevant to the function
and any dysfunction of the LUT. Urodynamic investiga-
tions generally involve an individual attending with a
comfortably full bladder for free (no catheter) uro-
flowmetry and post-void residual (PVR) measurement
before  filling  cystometry and  pressure-flow
study.': Tt +5

5.11 Nocturnal penile tumescence (NPT) testing: A
diagnostic test for evaluating the penile veno-occlusive me-
chanism. Penile rigidity is monitored using a specialized
device (often the Rigiscan®) for at least two consecutive
nights. Three periods of penile tip rigidity of greater than
70%, lasting for at least 10 min each, each night, defines
normal nocturnal erectile function. HIS72 (NEW)

5.12 Pudendal somatosensory evoked potentials
(SEP): A neurophysiologic test which can be used to
support the diagnosis of a neurogenic cause of ED. The
test should be performed as per the International Fed-
eration of Clinical Neurophysiology guidelines. A latency
time >48 ms is considered abnormal (the mean normal
latency is 37ms).”*”* (NEW)

SECTION 6: DIAGNOSES

6.1 ED: Consistent or recurrent inability to attain and/or
maintain a penile erection sufficient for sexual satisfac-
tion and/or sexual intercourse.” (CHANGED)

6.2 Hypogonadism: A term introduced to signify low
testosterone levels associated with infertility. It has more
recently been used interchangeably with the idea of low
testosterone production alone.” (NEW)

6.3 PE: Complaint of a persistent or recurrent pattern
of too rapid achievement of ejaculation during partnered
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sexual activity, that is, before the individual wishes it It
is accompanied by negative personal consequences, such
as distress, bother, frustration, and/or the avoidance of
sexual intimacy.” (CHANGED)

6.4 Retrograde ejaculation: Expulsion of seminal
fluid into the bladder because of bladder neck dysfunc-
tion in the presence of otherwise normal emission and
expulsion. There can be no or small amounts of ante-
grade ejaculation. Retrograde ejaculation is defined in-
dependently from the sensation of orgasm.® (NEW)

6.5 BPO: A term used to describe BOO secondary to
BPE and, therefore, usually due to BPH. BOO is an ur-
odynamic entity and can only be diagnosed via pressure-
flow studies."* (NEW)

6.6 Prostatitis: An inflammatory disease of the
prostate generally affecting younger men and causing
pain and discomfort mostly in the perineal and scrotal
region which can be associated with LUTS and/or sexual
dysfunction."” (NEW)

6.7 OAB syndrome: Urinary urgency, usually ac-
companied by increased daytime frequency and/or noc-
turia, with UI (OAB-wet) or without (OAB-dry), in the
absence of urinary tract infection or other detectable
disease.”

6.8 Male chronic genital pain syndromes: Male
genital pain syndromes are often associated with symp-
toms suggestive of LUT and sexual dysfunction. Com-
mon complaints: genital pain, uncomfortable urination,
dysuria, sensation of residual urine, increased daytime
frequency, slow stream, urgency, dyspareunia. Absence
of infection, previous operations, or other obvious
pathology.”

6.9 CP/CPPS: Persistent or recurrent prostate and/or
pelvic pain, associated with symptoms suggestive of ur-
inary tract and/or sexual dysfunction. No proven infec-
tion or other obvious pathology is present to account for
the symptoms. Pain may be referred to the bladder,
perineum, testicles, penis and/or groin.”° (CHANGED)

6.10 Urethral stenosis: A narrowing of the anterior
urethra, caused by spongiofibrosis of the corpus spon-
giosum.”” (NEW)

6.11 Posterior urethral stenosis: Narrowing of the
membranous urethra, prostatic urethra, or bladder neck,
when the prostate is still in situ.*””* (NEW)

6.12 Vesicourethral anastomotic stenosis (VAS):
Narrowing of the posterior urethra after RP.”* (NEW)

6.13 Lichen sclerosus (LS): A chronic, in-
flammatory disease affecting genital skin that is char-
acterized by hypomelanotic and sclerotic changes, often
resulting in phimosis, meatal stenosis, and even pan-
urethral strictures.’¥$¥3558:%9 (NEW)

6.14 Urethral trauma
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6.14.1 Blunt urethral trauma: An injury to the
urethra from a non-penetrating injury. May include
straddle injuries, deceleration injuries, penile fracture,
and pelvic fracture urethral injuries.”” (NEW)

6.14.2 Iatrogenic urethral trauma: Injury to the
urethra resulting from instrumentation of the urethra,
such as with cystoscopy or catheterization, or treatment
of disease in the urethra or prostate, such as urethral
dilation, transurethral resection of the prostate, prostate
radiation, or RP.*” (NEW)

6.14.3 Pelvic fracture urethral injury (PFUI): A
urethral distraction injury, typically involving the bul-
bomembranous junction. Previously known as pelvic
fracture urethral distraction defects, this term should be
reserved for cases of PFUI with loss of urethral con-
tinuity.”””> (NEW)

6.14.4 Penetrating urethral trauma: Injury to the
urethra resulting from an object passing into or through
the urethra from outside the body. Gunshot wounds, stab
injuries, and penile amputation are examples of pene-
trating urethral trauma. (NEW)

6.14.5 Straddle Injury: Injury to the bulbar urethra
resulting from a blunt trauma which compresses the
bulbar urethra against the inferior pubic rami. May be
remote, or even not recalled by the patient.”” (NEW)

6.15 Post-infectious stricture: Urethral stricture dis-
ease developing as a result of gonococcal and nongonococcal
(Ureaplasma urealyticum, Mycoplasma genitalium, schisto-
somiasis, and tuberculosis) urethritis.””’® (NEW)

6.16 Prostate cancer (CaP): Development of cancer
from the prostate gland.” 39 (NEW)

6.16.1 Localized: Cancer confined to the gland of the
prostate.” 7 (NEW)

6.16.2 Locally advanced: Spread of prostate cancer
outside the prostate capsule, involvement of the seminal
vesicles or involvement of adjacent organs without dis-
tant metastasis. (NEW)

6.16.3 Metastatic: Distant spread of prostate cancer
to other areas of the body beyond the pelvis, most notably
bone and lymph nodes. Spread can also occur to the liver
and lungs."" * (NEW)

SECTION 7: CONSERVATIVE AND
PHARMACOLOGICAL
TREATMENTS FOR SEXUAL
DYSFUNCTION (GENERAL)

7.1 Psychotherapy: Psychotherapy and psychosexual
counseling focus on helping patients and their partners
improve communication about sexual concerns, reduce
anxiety related to entering a sexual situation and during a
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sexual situation, and discuss strategies for integrating ED
treatments into their sexual relationship.*® (NEW)

7.2 Lifestyle recommendations: Dietary changes,
weight loss, physical activity increases, and smoking
cessation that may improve overall health and ameliorate
the comorbidities associated with ED.** (NEW)

7.3 Herbal therapy: Plant-derived remedies that can
provide alternatives for men to improve their sexual
health. §§88§8888,78 (NE“’)

7.4 Phosphodiesterase type 5 inhibitors (PDES5i):
Oral medication used to block the action of phosphodies-
terase type 5 on cyclic guanosine monophosphate in the
smooth muscle cells causing a vasodilation of the arteries in
the corpora cavernosa of the penis facilitating an erection
during sexual stimulation,” T

7.4.1 On-demand dosing of PDE5i: PDES5i being
taken before anticipated sexual intercourse. (NEW)

7.4.2 Daily dosing of PDES5i: PDESi belng ta.ken on a
daily basis, irrespective of sexual activity." =

7.4.3 Instructions in the appropriate use of PDES5i:
Instructions that include the fact that sexual stimulation is
necessary and that more than one trial with the medication
may be required to establish efficacy. It should include in-
formation regarding the medications’ characteristics with
regard to the onset of action, duration of action, and whether
food intake limits efficacy. Discussion on side effects should
include common PDES5i side effects as well as drug-specific
side effects. (NEW)

7.5 Vacuum erection device (VED): Negative-
pressure chambers that provide passive engorgement of
the corpora cavernosa, together with a constrictor ring
placed at the base of the penis to retain blood within the
corpora.'” (NEW)

7.6 Intraurethral alprostadil: Topical application of
the vasoactive agent alprostadil, which is an analogue of
prostaglandin E1. Herein, a specific formulation of alpros-
tadil in a medicated pellet (MUSE™) that includes a per-
meation enhancer to facilitate absorption of alprostadil is
administered via the urethral meatus."”” (NEW)

7.6.1 In-office test of intraurethral alprostadil:
An in-office consultation that has to be made with every
patient being prescribed intraurethral alprostadil that
includes instructions about the method, initial dose-
titration, detailed counseling regarding possible adverse
reactions and actions to take in response to potentially
serious side effects.”* (NEW)

7.7 Intracavernous injection (ICI): Injecting vasoac-
tive agents into the corpus cavernosa of the penis to produce
an erection. The four substances commonly used in clinical
practice are alprostadil, papaverine, phentolamine, and
atropine. S84 (NEWY)

7.7.1 Single agent: ICI of alprostadil. (NEW)

7.7.2 Bimix: ICI of papaverine + phentolamine. (NEW)
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7.7.3 Trimix: ICI of alprostadil + papaverine +
phentolamine. (NEW)

7.7.4 Quadmix: ICI of alprostadil + papaverine +
phentolamine + atropine. (NEW)

7.8 In-office injection test: An in-office consulta-
tion that has to be made with every patient being re-
commended ICI of vasoactive agents which aims to
determine the appropriate dose and medication(s) to
produce sufficient duration of response and to minimize
AEs." (NEW)

7.9 Penile rehabilitation: Program that aims to help
men regain the ability to achieve erections sufficient for
satisfactory sexual intercourse during rehabilitation from
prostate cancer treatment, and ultimately return to pre-

treatment erectile function.”” T (NEW)

SECTION 8: SURGICAL
TREATMENTS FOR SEXUAL
DYSFUNCTION (GENERAL)

8.1 Implantation of penile prosthesis: The surgical
implantation of a penile prosthesis for patients who do
not respond to more conservative therapies or who prefer
a permanent solution to their ED."” (NEW)

8.1.1 Inflatable penile prosthesis (IPP): The pe-
nile prosthesis type which can be inflated by the patient
to create an erection on demand and deflated at other
times.'” (NEW)

8.1.1.1 3-piece IPP: The IPP type which consists of a
fluid-filled reservoir implanted under the abdominal
wall, a pump and a release valve placed in the scrotum,
and two inflatable cylinders inside the penis.'’ (NEW)

8.1.1.2 2-piece IPP: The IPP type which works in a
similar way as the 3-piece IPP, but the fluid reservoir is
part of the pump implanted in the scrotum.'’ (NEW)

8.1.2 Semirigid (malleable) penile prosthesis
(MPP): The penile prosthesis type which consists of two
flexible rods that are placed inside the penis. Once im-
planted with the malleable prosthesis, the penis can be
bent away from the body for sexual intercourse and to-
ward the body for concealment.'” (NEW)

8.2 Penile artery revascularization: A variety of
surgical techniques that may be used to reestablish ar-
terial flow to the penis. This is generally reserved for
patients with proven pudendal or penile arterial
anomalies secondary to posttraumatic lesions or con-
genital disorders.”> (NEW)

8.3 Treatments that warrant further investiga-
tion (see Appendix A): Low-intensity extracorporeal
shock-wave therapy (LI-SWT), Platelet-rich plasma
(PRP) therapy, Intracavernosal stem cell therapy, nerve
graft.
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TABLE 3 Potential sexual side
effects related to LUTS/BPH treatment

Treatment

Alpha-blockers

5-Alpha reductase inhibitors

Transurethral resection of

prostate (TURP)

Transurethral incision of

prostate (TUIP)

Simple prostatectomy

Laser prostatectomy

L:|IU IJmIOg!_W] LEY—I—ls3

Potential sexual side effect
Retrograde ejaculation, reversible anejaculation

Erectile dysfunction, loss of libido, reduction of
ejaculate volume, post-finasteride syndrome

Retrograde ejaculation, anejaculation, erectile
dysfunction

Retrograde ejaculation (lower risk than TURP)

Retrograde ejaculation, anejaculation

Retrograde ejaculation (lower risk than TURP)

Note: Interventions for LUTS/BPH have numerous sexual side effects, including retrograde ejaculation,
orgasmic dysfunction, and erectile dysfunction. Sexual side effects from surgical treatments are more
likely to be permanent than those from medical treatments, which can often be reversed by stopping
medical treatment or switching to an alternative treatment. Surgical interventions which involve resection
and/or incision at the level of bladder neck (TURP, TUIP, open prostatectomy) increase the risk of

retrograde ejaculation.

Abbreviations: BPH, benign prostatic hyperplasia; LUTS, lower urinary tract symptoms.

SECTION 9: TREATMENTS FOR
LUTS/BPH AND RELATED SEXUAL
DYSFUNCTIONS

(A) Conservative and pharmacological treatment
options for LUTS/BPH

9.1 Watchful waiting: Recommended treatment
option for patients with an IPSS score of less than 7 who
feel that their symptoms are manageable and do not have
signs of postrenal compromise. This treatment consists of
the patient decreasing their fluid intake, minimizing
caffeinated and alcoholic beverages, and avoiding choli-
nergic medications.">** (NEW)

9.2 Phytotherapy: Utilization of herbal preparation
(plant extracts) to address LUTS/BPH either alone or in
combination with oral pharmacotherapy.* S (NEW)

9.3 Alpha-blockers: The first-line pharmacother-
apeutic options for LUTS/BPH which are effective at
relieving emptying phase symptoms via blockade of the
alpha-adrenergic receptors in the prostate and the blad-
der neck.”’ (NEW)

9.3.1 Alpha-blocker and EjD: Alpha-adrenergic
antagonists may cause anejaculation. The effect of
alpha-blockers on EjD in men with LUTS is sig-
nificantly affected by two agents (tamsulosin and si-
lodosin). The other alpha-blockers have little or no
impact on EjD.® (NEW)

9.4 5-Alpha reductase inhibitors (5-ARI): Med-
ications that inhibit the enzyme responsible for the
conversion of testosterone to dihydrotestosterone
(DHT), which is a more potent androgen and is re-
sponsible for prostate growth and development. There
are two drugs in this category; finasteride inhibits only
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type 2 of 5-AR, and dutasteride inhibits both types 1
and 2. (NEW)

9.4.1 5-ARI and sexual dysfunction: The effect of
5ARI on sexual function in men with LUTS is modest
with effects on penile erection, ejaculation, sexual desire,
and includes a small risk of post-finasteride syn-
drome. SS8SSSSSSS80 (NERY)

9.5 Beta-3 agonists: A medication class which can be
used to improve storage phase LUTS. Mirabegron, a beta-
3 agonist, exerts its clinical effect via relaxation of the
bladder smooth muscle and increasing bladder storage
capacity. (NEW)

9.6 Anticholinergics (Antimuscarinics): Medica-
tions that exert their clinical effect via blocking muscarinic
(predominantly M3 type) receptors in the bladder and can
be used to address storage phase LUTS.*" (NEW)

9.7 PDE5i: PDES5i might be used to address LUTS/
BPH by inhibition of the PDES5 in the prostate, causing
smooth muscle relaxation by a mechanism similar to the
one postulated for alpha blockers. (NEW)

(B) Surgical treatment options for LUTS/BPH"’

See Table 3.

SECTION 10: TREATMENTS FOR
URETHRAL STRICTURE DISEASE
AND RELATED SEXUAL
DYSFUNCTIONS

(A) Nomenclature of urethral stricture disease

10.1 Urethral stenosis: A narrowing of the anterior
urethra, caused by spongiofibrosis of the corpus spon-
giosum.”” (NEW)
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TABLE 4 Treatment modalities addressing urethral stricture disease, and their sexual health-related side effects

Treatment

Direct visual internal
urethrotomy (DVIU)

Penile urethroplasty

Bulbar urethroplasty
sequestration

Posterior urethral reconstruction

Erectile dysfunction

Potential sexual side effects

Poor penile cosmesis, erectile dysfunction (lower risk than bulbar urethroplasty)

Erectile dysfunction, penile curvature, penile shortening, glans hypoesthesia, semen

Erectile dysfunction, penile curvature, penile shortening, glans hypoesthesia, semen

sequestration, retrograde ejaculation

Note: Other terms such as visual internal urethrotomy (VIU) and optical internal urethrotomy (OIU) are sometimes used, but DVIU is the preferred term.
Erectile dysfunction after DVIU occurs at a rate between around 2%-10% of cases; mechanisms include damage to the cavernous nerves, fistula creation
between corpus cavernosum and spongiosum, and fibrosis from extravasation of irrigant and infectious complications.®

10.2 Posterior urethral stenosis: Narrowing of
the membranous urethra, prostatic urethra, or blad-
der neck, when the prostate is still in
situ. o T, 37,74 (NEW)

10.3 Vesicourethral anastomotic stenosis (VAS):
Narrowing of the posterior urethra after RP (see Endnote
************).74 (NEW)

(B) Surgical treatment options for urethral stric-
ture disease®

See Table 4.

SECTION 11: TREATMENTS FOR
OAB AND RELATED SEXUAL
DYSFUNCTION

(A) Conservative and pharmacological treatment
options for OAB

11.1 Behavioral treatments for OAB: considered
first-line treatment, these therapies aim at symptomatic
improvement by changing behavioral and environmental
issues. (NEW)

11.1.1 Bladder training: It consists of a program of
patient education, along with a scheduled voiding reglmen
with gradually adjusted voiding intervals.”

11.1.2 Prompted voiding: is used to teach people to
initiate their own toileting through requests for help and
positive reinforcement from caregivers, often done in
combination with a scheduled voiding regimen, typically
every 2h.%

11.1.3 Double voiding: The patient is taught to ur-
inate, relax, and attempt to urinate again. It is especially
useful for patients with incomplete voiding and high
post-void residue.** (CHANGED)

11.1.4 Scheduled or timed voiding: A passive
toileting assistance program, initiated and maintained by
caregivers for patients who cannot participate in
independent toileting. It is a fixed voiding schedule.**

1.1CS Standardisations

11.1.5 Self-monitoring: This strategy is part of
bladder training and consists of registering voiding habits
in a bladder diary. (NEW)

11.1.6 Habit training: Consists of a toileting sche-
dule matched to the individual's voiding patterns based
on their voiding diary. The toileting schedule is assigned
to fit a time interval that is shorter than the person's
normal voiding pattern and precedes the time period
when incontinent episodes are expected.®*

11.1.7 Lifestyle modifications: Weight loss and
smoking cessation have been shown to reduce LUTS,
urgency and UI in patients with OAB.” (NEW)

11.1.8 Dietary modifications: Consists of reducing
or ehmlnatlng bladder irritants from  the
diet SSSSSSSSSSSSSY (OHANGED)

11.2 Pelvic floor muscle training (PFMT): Ex-
ercise to improve PFM strength, endurance, power, re-
laxation, or a combination of these parameters.84

11.3 Frequency volume chart (FVC): The re-
cording of the time of each micturition together with
the volume voided for at least 24 h. Ideally a minimum
of 3 days of recording (not necessarily consecutive) will
generally provide more useful clinical data. It is relevant
to discriminate between daytime and night-time
micturition.’

11.3.1 Bladder diary: Adds to the FVC, the fluid
intake, pad usage, incontinence episodes, the degree of
incontinence and the circumstances at the time of the
leakage. Episodes of urgency and sensation might also be
recorded, as might be the activities performed during or
immediately preceding the involuntary loss of urine.
Additional information obtained from the bladder diary
involves: severity of incontinence in terms of leakage
episodes and pad usage.’

11.4 Pharmacologic treatment for OAB: Con-
sidered second-line treatment, may be used in combi-
nation with first-line treatments. (NEW)

11.4.1 Antimuscarinics: See 9.6.



KOCJANCIC Er AL.

TABLE 5 Effect of OAB treatments on sexual dysfunction
Treatment Effect on SD

Lifestyle modifications

A healthy lifestyle has been shown to reduce OAB, SD, and their risk factors.
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89,90

Antimuscarinics Transdermal oxybutinin for OAB showed an improvement in patient's sex life, a positve effect on
relationships and an increase in sexual interest.”'

PDESi A well-known treatment for SD, daily tadalafil has been shown to also improve OAB symptoms.**

Sacral neuromodulation ~ Some studies have shown improvement in sexual function in neurogenic patients.”*”*

Abbreviations: OAB, overactive bladder; PDES5i, phosphodiesterase type 5 inhibitors; SD, sexual dysfunction.

11.4.2 Beta-3 agonists: See 9.5

11.4.3 Combination therapy: This treatment con-
sists of administering an antimuscarinic together with a
beta-3 agonist. %" (NEW)

11.4.4 PDES5i: This treatment reduces OAB symp-
toms through the phosphodiesterase-nitric oxide path-
Way.: PRI T,88 (NEW)

(B) Surgical (invasive) treatment options for OAB

11.5 Third-line treatment for OAB: These thera-
pies include intradetrusor botulinum toxin injection,
peripheral tibial nerve stimulation (PTNS) and sacral
neuromodulation (SNM). (NEW)

11.5.1 Intradetrusor botulinum toxin injection:
Injection of onabotulinumtoxinA in the bladder wall to
induce detrusor muscle relaxation. (NEW)

11.5.2 Peripheral (or posterior tibial) nerve stimu-
lation (PTNS): A neuromodulation technique that consists
in stimulating the posterior tibial nerve with a transcuta-
neous or percutaneous electrode to modulate the neuronal
activity of bladder nerves that share the same dorsal root as
the posterior tibial nerve (S3). (NEW)

11.5.3 Sacral neuromodulation (SNM): This neuro-
modulation technique consists in percutaneously implanting
a set of electrodes in the S3 foramen connected to an external
(temporary) or subcutaneous (permanent) stimulator to
modulate the activity of bladder nerves. (NEW)

11.6 Fourth-line treatment for OAB: Considered
as last resort for patients that have failed all previous
treatments, these include augmentation cystoplasty and
urinary diversion. (NEW)

See Table 5.

SECTION 12: TREATMENTS FOR
CP/CPPS AND RELATED SEXUAL
DYSFUNCTION?4"9¢

(A) Conservative and pharmacological treatment
options for CP/CPPS

12.1 Nonpharmacological therapies for CP/CPPS:
These therapies aim at symptomatic improvement by
changing behavioral and environmental issues and also
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include minimally invasive therapies with a low risk for
adverse events.”” (NEW)

12.1.1 Acupuncture: Procedure that consists in in-
serting acupuncture needles in specific anatomic loca-
tions or “acupoints.”” (NEW)

12.1.2 Lifestyle modifications: Treatment based on
avoiding irritant food, having a balanced diet, adopting
certain sexual habits, avoiding perineal trauma and
having a healthy lifestyle.”” (NEW)

12.1.3 Physical activity: Treatment based on a
regular exercise program.'”’ (NEW)

12.1.4 Extracorporeal shockwave therapy: Peri-
odic stimulation of the perineum with extracorporeal
low-energy shockwaves.'’" (NEW)

12.1.5 Transrectal thermotherapy: Application
of transrectal radiofrequency hyperthermia on the
prostate.'’> (NEW)

12.1.6 Cystoscopy and bladder hydrodistention:
Procedure that consists in distending the bladder during
cystoscopy, at a pressure of 80-100cm H,O, lasting
1-2min and up to two times.”*'"* (CHANGED)

12.1.7 Neuromodulation: See 11.5.3.

12.1.8 Transurethral resection: See 9.10.

12.1.9 PFMT: See 11.2.

12.2 Pharmacological therapies for CP/
CPPS: Different treatments that aim at alleviating and
controlling CP and CPPS via pharmacological
pathways.'”* (NEW)

12.2.1 Alpha blockers: See 9.3.

12.2.2 5-ARI: See 9.4.

12.2.3 Antibiotics: This treatment is indicated for
chronic bacterial prostatitis (category II of the NIH, see
1.30.2).'* (NEW)

12.2.4 Anti-inflammatories: Nonsteroidal anti-
inflammatory drugs (NSAIDs) treatment is based on
decreasing the pain mediated by inflammatory
pathways.'”* (NEW)

12.2.5 Phytotherapy: See 9.2.

12.2.6 Nerve blockade/Epidural pain pump:
Treatment based on the administration of analgesics di-
rectly into the epidural space with a small catheter and a
pump. (NEW)
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TABLE 6 Treatment modalities addressing CP/CPPS, and their sexual health-related side effects

Treatment

Tension reduction, relaxation, physical therapy, lifestyle
modifications

Psychotherapy and multidisciplinary pain management
Nonsteroidal anti-inflammatory drugs (NSAID)
Opioids

Tricyclic antidepressants (TCA)

Anticonvulsants
PDES5i
Pentosan polysulfate (PPS)

Intravesical therapy (Pentosan polysulfate, DMSO, hyaluronic
acid, chondroitin sulfate)

Bladder hydrodistention
Nerve blockade/Epidural pain pump
Botulinum toxin injection

Neuromodulation

Transurethral resection

Direct effect on SD

94-96

Usually beneficial

94-96

Usually beneficial
No direct effect on SD
106

Chronic use is associated with worsening of SD

Anmitriptyline may have a negative impact on arousal and libido,
especially on depressive patients'"”’

Pregabalin may cause ED, anorgasmia and loss of libido'**

May improve CPPS symptoms as well as SD'*’
No direct effect on SD

No direct effect on SD

No direct effect on SD
No direct effect on SD
No direct effect on SD

Some studies have shown improvement in sexual function in
neurogenic patients’””*

Retrograde ejaculation

Abbreviations: CP/CPPS, chronic prostatitis/chronic pelvic pain syndrome; ED, erectile dysfunction; PDESi, phosphodiesterase type 5 inhibitors; SD, sexual

dysfunction.

12.1.7 Botulinum toxin injections of the
prostate®’ and/or bladder: See 11.5.1.

12.1.8 PDES5i: See 7.4. PDES5i may alleviate Cp/CPPS
symptoms by reducing oxidative stress and inflammation
on the prostate and PF.'> (NEW)

See Table 6.

SECTION 13: TREATMENTS FOR
PROSTATE CANCER AND
RELATED SEXUAL
DYSFUNCTIONS

(A) Conservative, pharmacological, and nonsurgical
treatment options for prostate cancer

13.1 Active surveillance (AS): A treatment plan
that involves closely watching a patient's condition but
not giving any treatment unless there are changes in test
results that show the condition is getting worse. This is
suitable for men with favorable-risk prostate cancer (very
low to low-risk) who wish to avoid treatment associated
harm. Intervention for cure is pursued in those who ex-
perience disease progression while on AS.""’ (NEW).

13.2 Watchful waiting (WW): Waiting until the
disease progresses to intervene with a palliative ap-
proach. Historically the aim of WW was to avoid
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treatment altogether among men with a limited life ex-
pectancy and advanced disease detected in an era when
screening was not routine.”’ (NEW)

13.3 Androgen deprivation therapy (ADT): An
antihormone therapy used to control prostate cancer.
Prostate cancer cells require androgens to grow. ADT
reduces the levels of androgens in the body thereby
slowing prostate cancer growth and progres-
sion.** HRL22 (NEW)

13.4 Radiation therapy: Delivery of ionizing radia-
tion treatments to the prostate to control or kill malig-
nant cells, S$SSSSSSSSS88.123. NERY)

13.4.1 Brachytherapy: Delivery of radioactive ma-
terial sealed in needles, seeds, wires or catheters directly
into the prostate gland for curative management of
prostate cancer.''*'** (NEW)

13.4.1.1 Low-dose rate (LDR) brachytherapy:
Utilizes radioactive seeds that are implanted based on
pretreatment and intraoperative image-guidance accord-
ing to a computer plan.” % (NEW)

13.4.1.2 High-dose rate (HDR) brachytherapy:
Utilizes temporary catheters implanted in the prostate to
allow for the delivery of a high-activity radiation
source.”’ T2 (NEW)

13.4.2 External beam radiation therapy
(EBRT): A form of radiation therapy that uses
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multiple radiation beams and/or arcs to provide a
highly conformal treatment of the prostate with nor-
mal tissue sparing of adjacent organs, such as the
rectum and bladder.'** (NEW)

13.4.3 Conformal radiation therapy: A type of three-
dimensional (3D) radiation therapy that uses computer-
generated images to show the size and shape of the tumor.
As a result, a higher and more effective dose of radiation can
be delivered directly to cancerous cells.'> (NEW)

13.4.4 Intensity-modulated radiation therapy
(IMRT): A type of 3D radiation therapy that uses
computer-generated images to show the size and shape of
the tumor. Thin beams of radiation of different in-
tensities are aimed at the tumor from many angles. This
type of radiation therapy reduces the damage to healthy
tissue near the tumor.''’ (NEW)

13.4.5 Stereotactic body radiation therapy
(SBRT): A form of radiation therapy that uses photon-
based IMRT to deliver hypofractionated radiation usually
in five or fewer fractions of treatment to kill malignant
cells.'** (NEW)

13.4.6 Proton beam radiation therapy: A type of
radiation therapy that uses streams of protons (tiny
particles with a positive charge) to kill tumor cells.
This type of treatment can reduce the amount of
radiation damage to healthy tissue near a
tumor."'" (NEW)

13.5 Focal therapy: Tissue-preserving strategy aimed
to target the cancer and not the whole organ when it is
morphometrically possible to do so and thus reduce da-
mage to collateral tissues.''® (NEW)

13.5.1 Cryotherapy: Focal delivery of the cryop-
robe transrectally to the prostate to induce extremely
low temperatures with subsequent thawing. This
process results in direct cellular injury and a delayed
inflammation-mediated mechanism of cellular
destruction."'® (NEW)

TABLE 7 Potential sexual side
effects of each prostate cancer treatment

Treatment
Active surveillance (AS)

Androgen deprivation
therapy (ADT)

Focal therapy
Radiation therapy

Radical
prostatectomy (RP)

Watchful waiting (WW)
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13.5.2 High-intensity focused ultrasound
(HIFU): Focal delivery of ultrasonic waves (frequencies
0.8 to 3.5MHz) to selectively initiate cellular damage.
The energy of the ultrasonic waves is absorbed by the
target tissue and converted to heat causing coagulative
necrosis. Furthermore, inertial cavitation is caused by
alternating cycles of compression and rarefac-
tion."'® (NEW)

13.5.3 Irreversible electroporation: Delivery using
a Nanoknife system to deploy a low-energy direct current
to a targeted region within the prostate.'”® (NEW)

13.5.4 Laser ablation: Utilization of a laser to focally
ablate the tissue.'*° (NEW)

13.5.5 Photodynamic therapy: Use of pharmaco-
logical agents that become active in the presence of light
(photosensitizers) to kill malignant cells.'** (NEW)

13.5.6 Radiofrequency ablation (RFA): Use of a
bipolar radiofrequency ablation probe transperineally to
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FIGURE 3 Anatomical landmarks related to prostatic
neurovascular bundle (NVB)*’

Potential sexual side effect

Erectile dysfunction, loss of sexual desire''”'"*

Ejaculatory dysfunction, erectile dysfunction,
hypogonadism, loss of sexual desire, orgasmic
disorder, penile shortening'*'"*

Erectile dysfunction''*""”

Ejaculatory dysfunction, erectile dysfunction''®

Climacturia, ejaculatory dysfunction, erectile
dysfunction, orgasmic dysfunction, peyronie's, penile
shortening' "%~
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deliver radio waves that heat and destroy abnormal
cells."'*'*° (NEW)
(B) Surgical treatment options for prostate cancer

13.6 RP*

13.6.1 Nerve spare: Avoidance of electrocautery
and high anterior release with careful lateral dissec-
tion and gentle lateral traction preserves the NVBs
(Figure 3) as they course anterior to Denovilliers’
fascia at the posterolateral edge of the
prostate.’ SSNSSNSSNSSNNG 129 (N R

13.6.2 Salvage prostatectomy: Operative removal
of the prostate with the goal of successfully eradicating
locally recurrent cancer after definitive radiation
therapy,***************‘” (NEW)

See Table 7.

AREAS FOR FURTHER RESEARCH

This consultation was performed by several experts in the
field of male sexual dysfunction and functional urology.
The definitions have different levels of empirical support,
and some are based on expert clinical opinion, rather
than a strong evidence base. Further research should be
conducted to determine the support for these definitions
and that, where necessary, appropriate modifications will
be made to reflect these research findings.
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structural changes, redactions, and revisions with regard to
scientific content. We are extremely grateful for the valuable
inputs and extensive comments provided by the six expert
external reviewers (Kari Tikkinen, Tufan Tarcan, Sherif
Mourad, Carlos D'Ancona, Roger Dmochowski, Mehri
Mehrad). Version 14 was reviewed by Dr. Matthias Oelke
(Chair, ICS SSC) and further revisions were applied based on
his recommendations. Version 15 was subject to ICS website
publication and an open public forum discussion again
through the ICS website and ICS social media accounts. We
would like to express our sincere gratitude to everyone who
provided formal and/or informal feedback throughout this
process. Version 16 was sent for SSC review. Version 17 was
subject to ICS Board review. Version 18 was submitted to
Neurourology and Urodynamics. This document and all the
NEW or CHANGED definitions will be uploaded to the
ICS GLOSSARY (www.ics.org/glossary) where immediate
electronic access to definitions and document download is
available.
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ENDNOTES

*History should include duration of symptoms, identification of
disorder, impact on quality of life, and partner relationship.
Partner interviews may be very helpful as erectile dysfunction,
delayed or premature ejaculation in males with hypoactive sexual
desire disorder result in a 4-30 times increased risk of female
partner desire, arousal or orgasmic disorder.

"The diagnosis of low testosterone should be made only after two
total testosterone measurements taken on separate occasions
with both conducted in the morning (until 10 a.m.).”

*This disorder should include three of the following: (i) Absent/
reduced interest in sexual activity; (ii) Absent/reduced sexual/
erotic thoughts or fantasies; (iii) No/reduced initiation of sexual
activity and unreceptive to partner's attempts to initiate; (iv)
Absent/reduced sexual excitement/pleasure during sexual activ-
ity in almost all or all (75%-100%) sexual encounters; (v) Absent/
reduced sexual interest/arousal in response to any internal or
external sexual/erotic cues (written, verbal, visual); (vi) Absent/
reduced genital or nongenital sensations during sexual activity in
almost all or all (75%-100%) sexual encounters.

¥ Epidemiological studies have demonstrated consistent evidence
for an association between lower urinary tract symptoms (LUTS)/
benign prostatic hyperplasia (BPH) and sexual dysfunction, re-
gardless of age, other comorbidities and various lifestyle factors.'”

" Several possible pathophysiological mechanisms exist, including
NOS/NO (the nitric oxide synthase) and the Rho-kinase activa-
tion pathways, autonomic hyperactivity, pelvic ischemia and
microvascular dysfunction, inflammatory pathways, sex hor-
mones, iatrogenic and psychological factors.'®

“According to the EpiLUTS study, patients with ED had 3 times
more storage LUTS, 2.6 times more voiding LUTS and 4 times
more voiding and storage LUTS.'®'” In this study, both OAB wet
and OAB dry were associated with worse sexual health, reduced
sexual activity, and diminished enjoyment of sex (p <0.0001)
when compared with patients without OAB."®' Coyne et al.
conclude that the impact of OAB in sexual health is evident in
both men and women, and sexual health should be assessed in
patients presenting with OAB.”” This was also shown by a nested
case-control study, where not only was ED more frequent in
OAB patients, but this group had significantly reduced sexual
activity and sexual enjoyment because of urinary symptoms”'
(including first void after waking up from sleep and last void
before sleep).’

* Several factors have been proposed to establish a connection
between chronic pelvic pain and sexual dysfunction, including

vasculogenic, endocrine, neurogenic and psychological de-
terminants. Shoskes et al. established that patients with chronic
pelvic pain are more likely to have nitric oxide-mediated vas-
cular endothelial dysfunction compared to asymptomatic con-
trols, which could contribute to sexual dysfunction.”®
Psychological factors including anxiety have been described by
Mo et al. and Cortes et al.,””*” and depression is more frequent
in men with chronic pelvic pain and SD.*”*'

$$CP/CPPS patients are more likely to present with sexual dys-
function or depression.* Lee et al. found that SD was present in
72% of patients with CP/CPPS and most of them (42%) had both
ED and ejaculatory dysfunction.”* Also, patients with SD and
CP/CPPS had significantly worse symptoms and quality of life.
Another study designed to estimate the prevalence of CP/CPPS
in Austria found that IIEF-5 was significantly worse in patients
with moderate or severe symptoms, thus showing a negative
impact of CP/CPPS on sexual function.”” These patients are also
more likely to present with erectile dysfunction and premature
ejaculation.’”

™" An older term “glanular urethra” should not be used.”’
" The term pendulous urethra is no longer used.
#* As per the 2002 Stockholm WHO conference and according to
the 2010 International Consultation on Urethral Strictures, the

terms “anterior” and “posterior” urethra should not be used.”’

SSSLUTS are often associated with male sexual dysfunctions.

e

History taking in a man presenting with ED should include
questions about; age, comorbid medical (endocrinopathies,
cardiovascular diseases, neurological disorders) and psycholo-
gical conditions, prior surgeries, medications, family history of
vascular disease, substance use, tobacco use.*

77 The specific LUTS can be divided into storage symptoms (ur-

gency, frequency, nocturia, and urge incontinence) and void-
ing symptoms (poor stream, hesitancy, feeling of incomplete
emptying). Patients are classified into having none or mild,
moderate, or severe LUTS based on the IPSS (0-7, 8-21, and
21-35 points, respectively).”’

##The IIEF consists of 15 questions that quantify 5 domains
(sexual desire, erectile function, intercourse satisfaction, eja-
culatory/orgasmic function, overall sexual satisfaction). The
erectile function domain quantifies ED severity on a scale of 5-
30, with scores of: 26-30: normal erectile function; 18-25: mild
ED; 11-17: moderate ED; <10: severe ED.

$888 The SHIM score characterizes the severity of the patient's ED
in the following manner: 22-25: no ED; 17-21: mild ED; 12-16:
mild-to-moderate ED; 8-11: moderate ED; 5-7: severe ED.

e

A 4-question version of the ejaculation subscale of MSHQ is
also available to measure ejaculatory dysfunction.
17 The BMFSI originally developed by O’Leary has been adapted
for use in patient with urethral stricture disease by Erickson
et al.”®

should be assessed and documented during ED work-up.

$385 Abdominal or femoral artery bruits and asymmetric or absent

lower extremity pulses may be indicative of underlying
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vasculogenic etiology. Skin and hair pattern evidence of vas-
cular insufficiency should be noted.

—

General physical examination of patients with ED should
include assessment for signs of testosterone deficiency (e.g.,
gynecomastia, underdeveloped facial/pubic/axillary hair),
penile skin lesions and placement/configuration of the ure-
thral meatus, documentation of flaccid stretched penile length
(especially if the man is considering penile prosthesis im-
plantation or surgical intervention), the presence/absence of a
palpable plaque, general assessment of the scrotal skin and
palpation of the testicles to assess for size, consistency, and
location.
I Congenital absence of vas deferens is commonly associated
with cystic fibrosis that occurs as a result of a mutation in the
CFTR gene. A smaller percentage of patients might have
unilateral renal agenesis.
¥ Digital rectal examination (DRE) is not required for evalua-
tion of ED; however, BPH is a common comorbid condition
in men with ED and may merit evaluation and treatment.
During DRE, prostate size and consistency can be estimated,
although DRE tends to underestimate true prostate size.
DRE may also allow assessment of the bulbocavernosus re-
flex, which provides information on neural integrity of the
pelvis. Anal tone can help in the assessment of pelvic floor
muscle tone and may be used to teach and tailor pelvic floor
muscle exercises."”

$333%¥ Non-urological conditions such as anal fissure, abscess or
hemorrhoids or other painful situations of the anal canal can
elicit pain upon DRE.

-

Although less recognized, penile hypoesthesia may not be
limited to the glans. Procedures requiring penile disassembly
may also result in penile shaft hypoesthesia.

TITHT Routine blood work-up of ED that includes the measure-
ments of serum testosterone, glucose/hemoglobin Alc, and
in some cases serum lipids.**

HHHE Studies that might be appropriate in some men if recent
laboratory results are not available. These include; serum
BUN/Cr, fasting lipids, fasting glucose or hemoglobin Alc,
and morning testosterone, thyroid function studies (i.e.,
thyroid-stimulating hormone, free T4) and PSA.*

SSSS$8Y DICC useful in patients with a history of pelvic trauma or

those with primary (lifelong) erectile dysfunction. Never-
theless, it is not commonly used within the context of ED
diagnostic work-up.

P

After PFUI, if neither pudendal artery is intact, the patient
may benefit from penile artery revascularization before
PFUI repair to improve erectile potency.

T Urodynamic studies might need to be conducted if sexual
dysfunction is thought to be originating from lower urinary
tract dysfunction. Better assessment and treatment of the
underlying urinary condition with the help of urodynamic
studies might serve to improve the management of sexual
health-related problems.

# A normal NPT rules out a veno-occlusive cause of erectile
dysfunction, but other etiologies are still possible.

ICS Standards 2024: 1. ICS Standardisations
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SS88998 Lichen sclerosus was previously known as Balanitis Xer-

otica Obliterans (BXO), but this term is no longer in wide-
spread use.

rm——

The most common pathologic subtype of prostate cancer is
adenocarcinoma. Other types include small cell carcinoma,
neuroendocrine  tumor, urothelial carcinoma and
sarcoma.”’

I Localized prostate cancer can be categorized based on
PSA, PSA density, clinical stage digital rectal exam, grade
group, amount of cancer on biopsy and imaging results.
This risk stratification allows for better prediction of sur-
vival and appropriate counseling regarding treatment
options.””

HEEHEE This section is composed of a selection of relevant diag-
noses which have been included in other sections of this
terminology report. Therefore, the number of “NEW” and
“CHANGED” definitions of Section 6 is not included in
Table 1.

SSSS39888 panax ginseng, Butea superba, Epimedium herbs (icariin),
Tribulus terrestris, Securidaca longipedunculata, Piper
guineense, and yohimbine have been investigated
for ED.”®

[rem——

The FDA-approved oral PDESi available for management
of ED in the United States include sildenafil, tadalafil,
vardenafil, and avanafil. Several other PDESi have been
approved for use in other countries.*

I For men with LUTS/BPH and ED, sildenafil and tadalafil
appear to have similar efficacy to treat ED. There are no
studies of vardenafil or avanafil that focused on men with
LUTS/BPH and ED. All studies of men with LUTS/BPH
and ED used daily dosing because of the beneficial ur-
inary tract effects of PDE5i.*

HEEHEEE This approach is particularly suitable for tadalafil 5 mg.

SSSSS8888S Only alprostadil is FDA-approved in the United States for
IcL*

e ——

This in-office test also helps the man achieve confidence
with the technique and to facilitate adherence."®
FITTTTH777 The use of any intervention or interventions whose goal
is broadly thought of as being aimed at restoring sa-

tisfactory erectile functioning.”’

HEEHIEE They are derived from the roots, seeds, bark, or fruits of
the various plants used. Saw palmetto (serenoa repens),
pygeum africanum, cucurbita pepo, secale cerelae, ur-
tica dioica and quercetin have all been reported as
possible treatments for LUTS/BPH.®

SSSSSSSSSSN The impact on ejaculation is likely more significant than
that on erection and libido. There seems to be no sig-
nificant difference between the two agents that are cur-
rently available.®

[rer—

Commonly secondary to treatment for prostate cancer
such as brachytherapy or external beam radiation. May
also be secondary to treatments for BPH such as TURP.
TITTHTTTTT97 posterior urethral stenosis and vesicourethral anasto-
motic stricture are preferred over other terms such as
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bladder neck stenosis or contracture, prostatic urethral
stenosis, and bulbomembranous stricture.

In the past, bladder training has also been referred to as
bladder drill, bladder discipline, bladder re-education,
and bladder retraining. Specific goals are to correct
faulty habit patterns of frequent urination, improve
control over bladder urgency, prolong voiding intervals,
increase bladder capacity, reduce incontinent episodes,
and restore patient confidence in controlling bladder
function.

SSSSSSSSSSSY Bladder irritants include oxalate-rich food (ie spinach,
orange, berries, chocolate, coffee, black tea, tofu, soya,
sodas), alcoholic drinks and spicy food.

[r—

PDESi have also been combined with 3-adrenoceptor
agonists with good results.*

FIFFTTITTTTTT Despite it has not been officially recommended in in-
ternational guidelines, the effects of PDE5i have been
well established in randomized clinical trials and have
a positive effect in patients with SD.**

#* ADT is used as a radiosensitizer with radiation therapy to

cure localized prostate cancer or alone to control locally-
advanced or metastatic prostate cancer.

SSSSSSSSSSSSS Radiation therapy is used in combination with andro-
gen deprivation therapy to treat localized prostate
cancer with curative intent.'”*

AR

Standard LDR brachytherapy is 120 Gy.'**

FITTTTTTTTTT Standard HDR brachytherapy is 38 Gy delivered in
four fractions, two times daily for 2 days.'**

The sparing of nerves during radical prostatectomy is
the only method to date that can preserve erectile
function.'*”'**

SSSSSSSSSSSSSS A meta-analysis of studies with >12 months follow-up
post RP reported that use of bilateral nerve spare with
associated with a 60% erectile function recovery rate
(95% confidence interval [CI]: 58.0-62.0; 21 studies)
compared to a rate of 47% (95% CI: 42.0-53.0; 12
studies for use of a wunilateral nerve-sparing
technique).'*’

AR AR R

To be a candidate the patient must have excellent
health with a life expectancy of more than 15 years, no
evidence of metastatic disease with prostate biopsy,
histologic grade, clinical examination findings and
serum PSA levels suggesting localized disease).”
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APPENDIX A

Low-intensity extracorporeal shock-wave therapy
(LI-SWT)

Extracorporeal application of low-intensity shockwave
which is a kind of acoustic wave that carries energy and
that, when propagating through a medium, can be tar-
geted and focused noninvasively to affect a distant se-
lected anatomic region. When LI-ESWT is applied to
penis, the shockwaves interact with the targeted tissues
and induce a cascade of biological reactions which in
turn triggers neovascularization with subsequent im-
provement of the blood supply.’*’ (NEW)

Platelet-rich plasma (PRP) therapy

PRP is an autologous product obtained from whole blood
that contains high concentrations of platelet-derived
growth factors and provides a fibrin framework over
platelets that has the potential to support the re-
generative matrix and promote recovery in damaged
tissues. PRP therapy denotes intracavernosal injection of
autologous platelet-rich plasma concentrates to address
ED."*' (NEW)

Intracavernosal stem cell therapy

Intracavernosal injection of stem cells, which are derived
from multiple tissue sources (such as bone marrow,
adipose tissue) and have the potential for self-replication,
proliferation and differentiation, to restore erectile
function.'** (NEW)

Nerve graft

Interposition of sural nerve graft at the time of RP is
proposed to help recovery of erectile function in men
who had both cavernous nerves resected.'** (NEW)
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INTRODUCTION
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and to describe the assessment method and interpretation of the finding, to
standardize assessment procedures and aid diagnostic decision making.
Methods: This report combines the input of members of the Standardi-
sation Committee of the International Continence Society (ICS) Working
Group 16, with contributions from recognized experts in the field and
external referees. A logical, sequential, clinically directed assessment
framework was created against which the assessment process was mapped.
Within categories and subclassifications, each term was assigned a nu-
meric coding. A transparent process of 12 rounds of full working group
and external review was undertaken to exhaustively examine each defi-
nition, plus additional extensive internal development, with decision
making by collective opinion (consensus).

Results: A Terminology Report for the symptoms, signs, investigations, and
diagnoses associated with PFM function and dysfunction, encompassing 185
separate definitions/descriptors, has been developed. It is clinically based with
the most common assessment processes defined. Clarity and user-friendliness
have been key aims to make it interpretable by clinicians and researchers of
different disciplines.

Conclusion: A consensus-based Terminology Report for assessment of PFM
function and dysfunction has been produced to aid clinical practice and be a
stimulus for research.

KEYWORDS
clinical assessment, diagnosis, muscle dysfunction, pelvic floor

bulbocavernosus, ischiocavernosus, and the superficial
transverse perinei), and the deep urogenital muscles

The current terminology used in the assessment and di-
agnosis of pelvic floor muscle (PFM) function and dys-
function is both diverse and variably defined, with no
current consensus which captures, defines, and describes
all terms. This document lists and describes terms which
are used in the neuro-myo-fascial assessment and diag-
nosis of the PFM to aid teaching and standardization of
terminology in this field. The terminology covers the
assessment of both structure and function of the PFM.
The pelvic floor structures defined in this document in-
clude muscular tissues in the pelvic floor and their neural
connections, and the fascial (connective tissue) layers
surrounding the PFM fibers/fascicles. In this document,
assessment of the PFM is presented according to the
perineal and pelvic regions of PFM. While PFM anatomy
nomenclature varies according to texts, the following
structures are considered to be the muscles that make up
the perineum and the pelvic floor/levator ani.' The
perineal region is divided into the anterior and posterior
triangles. The anterior urogenital triangle comprises the
superficial —urogenital muscles (bulbospongiosus/

ICS Standards 2024: 1.1CS Standardisations
ICS report on the terminology for pelvic floor muscle assessment

(external urethral sphincter and deep transverse perinei).
The posterior (anal) triangle comprises the external anal
sphincter. The levator ani is comprised of pubococcygeus
(which includes puborectalis, pubovisceralis, pub-
ovaginalis, etc.), iliococcygeus, and ischiococcygeus/coc-
cygeus (considered vestigial). The female and male
perineal and PFM, inferior and superior views, are illu-
strated in Figure 1 (see page 3).

When referencing this document, the reader is asked
to keep the term in context with PFM assessment. The
PFM terms included apply to adult females and males
presenting with different types of pelvic floor disorders.
Assessment techniques are undertaken externally (per
perineum [PP], and internally (per vaginam [PV] or per
rectum [PR]). Where the definition or description of the
term requires modification to differentiate between
female (f) and male (m) assessment, this is indicated.

The search strategy used for this document was
performed according to International Continence
Society (ICS) Standardisation Steering Committee
guidelines. The working group of multinational and
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FIGURE 1 (A) Muscles of the female
perineum and pelvic floor inferior view
(reprinted with permission from Primal
pictures?). (B) Muscles of the female perineum
and pelvic floor superior view (reprinted with
permission from Primal pictures®). (C) Muscles
of the male perineum and pelvic floor inferior
superior view (reprinted with permission from
Primal pictures®). (D) Muscles of the male
perineum and pelvic floor superior view
(reprinted with permission from Primal
pictures”)

multidisciplinary committee members applied expert
opinion to identify existing terms that refer to PFM as-
sessment. Existing published ICS Standardization of
Terminology documents were searched and terms added
to cover all published terms or in common clinical use
that refer to the assessment of PFM function and dys-
function. Inclusion of the final list of terms was achieved
via a consensus process, which took place between 2017
and 2019. The final list of terms serves as a reference for
future refinement and testing for clinical utility. This
document is not a clinical protocol or guideline for how
to perform a PFM assessment, it defines and describes
terms which may be used in a clinical assessment of PFM
function. As such, this document does not include within
its scope other important considerations when under-
taking a PFM assessment. These include but are not
limited to competency of the assessor, clinical reasoning
required for diagnostic decision making, protocol when
conducting a sensitive examination of an intimate body
part, appropriate informed consent, and ethical and legal
considerations.® Further, only a brief, introductory-level
description of how to undertake the test is provided, not

TABLE 1 Total, new, and changed ICS definition terms

New
definitions/
Section descriptors
Introduction and symptoms 1
Signs 31
Investigations 80
Diagnoses 7
Total 119 (64%)

Abbreviation: ICS, International Continence Society.

i rn: I.umlng}u_Wl LEY_Iﬁ

a detailed description of the exercise protocol using that
tool, with the reader directed to other texts for more
detailed description.

The number of total, new, and changed ICS definition
terms relevant to PFM assessment are shown in Table 1
(see below). If a term does not currently exist in an ICS
Standardisation of Terminology document, it is indicated
here as a “NEW” term. When a term appears in an ex-
isting ICS Standardisation of Terminology document, the
term definition and description is reproduced here with
reference to the original terminology document, to pre-
sent a complete framework of PFM assessment. When a
modification to the existing term occurs, the word
“CHANGED?” is used. If the change is a significant al-
teration from the existing term, a footnote is used to
explain the reason for modification, and a reference to
the original term cited. Several of the terms related to
ultrasound imaging have been drawn from the AIUM/
IUGA practice parameter for the performance of Ur-
ogynecological ultrasound examinations document.” Si-
milarly, terms in the algometry section already exist in
the field of pain science, and terms related to muscle

Changed Unchanged

definitions/ definitions/

descriptors descriptors Total
1 0 2

15 12 58

18 17 115

3 0 10

37 (20%) 29 (16%) 185
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function exist in the field of exercise physiology, and so
forth. These terms are labeled NEW for the purposes of
this document however we acknowledge that these terms
are already published and may be in widespread use.

There is a plethora of existing terms and conceptual
and operational definitions related to PFM function and
dysfunction.” Saltiel et al.” observed inconsistency and
redundancy in PFM function terminology and suggested
that a further consideration of PFM function terms re-
levant to research and to clinical practice is required.” A
mapping of PFM function terms to the WHO Interna-
tional Classification of Functioning, Disability and
Health (ICF) framework has been recently proposed,’
leading to a list of the most frequently used terms.” In
this paper, we define the assessment term, describe the
application of the test and interpretation of its finding
within a framework of diagnostic decision making and
clinical reasoning. This follows the usual order of as-
sessment undertaken by a clinician or researcher (re-
ferred to in this paper as an “assessor”), leading to a
presumed diagnosis and formulation of a treatment plan,
to help guide clinical practice. This process includes the
use of a patient's history, patient-reported symptoms/
outcomes, and information gained from clinical signs
and the results of investigations. It is important to re-
cognize that neuro-musculo-skeletal structures beyond
the PFM muscles (e.g., intra- and extra-pelvic muscles,
the bony pelvis and pelvic girdle joints, and central
nervous system factors) may impact on PFM function,
however, terminology relating to the assessment of these
structures and systems is beyond the scope of this paper.

We hope the terminology sited within this framework
provides greater clarity and aids standardization of the
usage of these terms. Where possible, the sequence of the
terminology follows this order: the region of assessment,
the type of evaluation being undertaken, the name
(“term”) of the test/assessment being undertaken, the
definition of that term, the description of how that as-
sessment method is undertaken, how the assessment is
rated and the terminology used to describe the finding.
Limitations

Normative data of PFM structure and function are
lacking for the majority of PFM terms, which hinders the
ability to rate or interpret the finding as “normal” or “ab-
normal.” In addition, due to the lack of known validity,
reliability, and responsiveness to change and diagnostic test
accuracy (sensitivity, specificity) of many of the commonly
used PFM clinical assessment methods, investigations, and
diagnoses, the clinical utility of these terms remains un-
known. Therefore, this document is not intended to be an
evidence-based recommendation of which tests should be
included in a PFM assessment; rather our aim is to define
and describe currently used terms, which subsequent

ICS Standards 2024: 1.1CS Standardisations
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research may recommend for or against using in PFM as-
sessment. Evidence to support or abandon the use of any of
these terms and assessment methods is eagerly awaited. In
the meantime, we advise assessors to exercise great caution
in their interpretation of clinical findings, especially those
measured with visual observation, digital palpation, and
outputs of some of the available assessment tools, as despite
their widespread clinical usage, these tests can yield sub-
jective and highly variable findings. Due to the abundance
and variety of terms used in the literature related to
methods and techniques of measurements, word count has
necessitated that this document describes only the most
frequently published, or methods and techniques using that
particular tool in common clinical usage.

With these limitations in mind, we recommend rating
of PFM symptoms as present or absent; if present, a se-
verity and/or bother scale can be added to aid reassess-
ment in response to an intervention. Some of the signs
and investigations terms have rating scales associated
with their method and these should be used; if not, we
recommend that assessors employ linear measurements
(mm/cm) or specify ISI international units of measure-
ment (e.g., s=seconds) where applicable to aid objec-
tivity of the assessment method. If “normal” observations
or values are not known, we recommend avoidance of
the term “abnormal” or suggestion of pathology or dis-
order, as this cannot be confirmed with current knowl-
edge. When using assessment methods which measure
on a continuous scale but lack reference data of a “nor-
mal” value, the terms “increased”/“elevated”/“higher”/
“faster,” or “decreased”/“reduced”/“lower”/“slower”
may be used as this is the limit of our certainty at this
point in time. Nevertheless, we acknowledge the sub-
jectivity of these relative rating terms.

2 | SECTION 1: SYMPTOMS

This section lists symptoms a patient may use to describe
a sensation which could be related to a disorder of PFM
structure or function. We recommend the assessor ac-
curately documents the term the patient uses to describe
the symptom, rather than an assessor-interpreted term,
as symptoms may be used as a patient-reported outcome.
A patient-reported outcome is any report of the status of
a patient's health condition that comes directly from the
patient, without interpretation of the patient's response
by an assessor.*’

PFM-related symptoms are divided into sensory and
motor categories. PFM-related symptoms may coexist
with symptoms of pelvic floor disorders such as urinary
incontinence, voiding dysfunction, fecal incontinence,
defecatory dysfunction, sexual dysfunction, or pelvic
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organ prolapse, as well as coexist with other disorders of
neuro-musculo-skeletal structures in the pelvis or spine'’:
the assessor should document the patient's symptoms
and identify which of these s/he considers to be related to
the PFM. Examples are provided of words a patient may
use to describe their symptoms to the assessor. These
words are not specific to neural or myofascial structures
in the PFM—they are generic and may be used by a
patient to describe altered sensation in any body part—
and are therefore not different to standard definitions of
these terms in English dictionaries. For this reason, de-
finitions are not provided for these terms in this docu-
ment, as they are not PFM-specific. The likely exception
is the term “wind,” which is defined below. In addition to
documenting the patient's symptom (term) and any other
descriptors the patient uses to describe the symptom, the
assessor documents the perceived location, frequency of
occurrence, severity, distress, bother or impact of these
symptoms to the patient.

1.1 PFM sensory symptoms: Patient terms may
include numbness, reduced feeling, decreased sensation,
tingling, pins and needles, sensitivity/hypersensitivity, or
increased or unusual sensation in the region the patient
perceives to be related to the PFM. Terms used to de-
scribe painful symptoms may include pain, tender, ache,
burning, or discomfort in the region the patient perceives
to be related to the PFM; use of existing descriptors in
published scales'’ is recommended.

1.2 PFM motor symptoms: Patient terms may in-
clude loose, lax, gaping, sagging, open, weak, bulging,
heaviness, full, loss of control, or difficulty to relax, tight,
tense, narrow, or constricted. A patient may describe
“wind” as a noise or passage of gas.

1.2.1 Vaginal wind: An involuntary passage of
odorless air through the vagina, which is often audible
and/or sensible, and usually associated with a change in
posture (CHANGED).""'*" This may occur when legs
are abducted and a change of position occurs and during
times of low estrogen (e.g., breast-feeding).

1.2.2 Anal wind"": Complaint of involuntary loss of
flatus (gas). (NEW)

Following the assessment of a patient's symptom(s),
the assessor will formulate provisional differential diag-
noses which will be refined following the clinical
examination.

3 | SECTION 2: SIGNS

Signs are elicited from the clinical examination, which
includes visual observation, physical inspection, and
simple tests."” The majority of PFM clinical signs are
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tested using digital palpation. The term “palpation” (latin
origin: palpare) means to touch gently or to use the fin-
gers or hands to examine.'* Palpation allows the assessor
to feel the texture, size, consistency, and location of
certain body parts with the hands, or in the case of PFM
assessment, with the fingers or finger-tips.” Due to the
inherent subjective nature of visual and digital assess-
ment, many of these characteristics and properties of the
PFM are more accurately assessed using investigations.
While some terms will be defined in signs, the mea-
surement of that term may be better done in investiga-
tions. If an assessor does not have access to
investigations, findings from signs may be used to guide
practice, however, subsequent research may cast doubt
on the certainty of findings from signs.

There are several aspects for the assessor to be aware
of during the clinical assessment which apply to all
measured aspects of PFM function, as variations in the
examination conditions or maneuvers may alter the re-
sults of the test and reduce the certainty of the finding.
These are listed in Box 1 (see page 6). We recommend all
of these aspects should be reported by assessors to enable
reproducibility of assessment. Akin to published check-
lists for exercise prescription,” checklists of clinical as-
sessment may improve completeness and quality of
research reports.

This section divides the clinical examination into an
external PP assessment and an internal PV or PR as-
sessment. The order of examination for PP assessment is
visual observation before digital palpation. The full de-
scription of each term appears in the subsequent tables
and text. Not all tests may be applicable for each patient;
the decision to perform a test should be based upon
clinical judgment.

2.1 External assessment per perineum

Visual observation: All terms related to the visual ob-
servation per perineum under different PFM states (at rest,
on contraction, and with raised intra-abdominal pressure
[IAP]) are listed and defined in Table 2 (see page 7).

Digital palpation: All terms related to digital pal-
pation per perineum under different PFM states (at rest,
on contraction, and with raised IAP) are listed and de-
fined in Table 3 (see page 8).

2.2 Internal assessment per vaginam (PV) or per
rectum (PR) by digital palpation

Resting state: The following terms (in Tables 4 (see
page 9) and 5 (see page 10)) are used to define, describe
and rate PFM assessment in the resting state per vaginam
(PV) or per rectum (PR) by digital palpation. Terms re-
lated to muscle tone are expanded upon in subsequent
text to provide greater explanation of the term definitions
and descriptions.

Ulro
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Aspect to standardize

1. Patient's body position for the PFM assessment

2. Testing of left and right sides of PFM. Symmetry: A measure
of comparability of resting tone or shape between left and
right sides of the muscle. If examining in side-lying, there
will be a gravity effect and the dependent side may have a
different feel to the upper side and appear as asymmetrical.
This may affect assessor perception of PFM resting tone

3. Amount of pressure (light/moderate/strong) applied during
digital palpation tests. Particular care is required when
undertaking a PFM assessment in the presence of pelvic
floor pain, however, even in an asymptomatic individual,
the assessor may provoke pain or discomfort due to undue
pressure applied during palpation or application of an
instrument

4. Number of digits (and which digit) used during digital
palpation

5. Orientation (e.g., lateral placement or posterior midline) and
depth of examining finger(s) during internal digital
palpation examination"'

6. Instruction to perform a maximum voluntary
contraction (MVC)

7. Contraction of muscles other than those of the pelvic floor

1.1CS Standardisations

ICS report on the terminology for pelvic floor muscle assessment

Box 1 Checklist of PFM clinical assessment, applicable to signs and investigations

Details to record

« Lying or upright

« If lying, hip/knee flexion, supine, side-lying, or lithotomy
« Number of pillows, +/— support from assessor's body

« Bladder empty or not

Record if symmetry/asymmetry is present at rest and on
activity (contraction/relaxation). Rate as:

« Symmetry between left and right (on a particular aspect/
parameter)

« Asymmetry present. Identify what aspect/parameter is
asymmetrical, e.g., tone, L<R'’

If discomfort or pain is provoked, note pain location,
intensity, duration (transient or persistent), if it
reproduces the pain the patient complains of, and if
referral of pain occurs to other locations

For single digit examination (PV or PR), usually the index
finger is used

For two-digit examination (PV), usually the index and
middle digits are used

« The examining finger must be as close as possible to the
PFM tissue to assess PFM response

When performing a PV examination, assessor decision as
to which side or midline to examine will be determined
by lumen capacity, presence of tenderness or defect and
presence of firm stool within the rectum

When performing a PR examination, external anal
sphincter and puborectalis strength should be assessed
separately

Record depth of insertion of examining finger for
differential assessment of perineal versus levator ani
muscle layers. Further identification of individual
muscles is not possible in all individuals

.

.

Provide details of the instruction (wording, number of
repetitions, and rest between repetitions) to ensure the
test can be reproduced as an MVC

« if this is perceived to influence the PFM assessment, an
attempt to minimize this should be made unless the
purpose is to assess function of the other muscle.

List specific muscle, such as abdominal, hip adductor, etc.

Abbreviations: L, left; MVC, maximum voluntary contraction; PFM, pelvic floor muscle(s); PR, per rectum;
PV, per vaginam; R, right.
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TABLE 2 External assessment per perineum: Visual observation
Test
Tests of visual observation per perineum at rest

2.1.1 Perineal skin assessment: Assessment of the perineal
skin to note presence of: scars, lesions (e.g., fissure), trophic
changes/atrophy, color, erythema, swelling, and other
conditions which could affect the function of the
PFM (NEW)

2.1.2 Perineal body length (f): Distance from posterior margin
of vestibule to anterior anal verge'®

2.1.3 Perineal body position at rest: Relationship of the
position of the perineal body to ischial tuberosities” ( NEW).
Palpate ischial tuberosity and visually estimate the
relationship

2.1.4 Introital gaping: Opening, or noncoaptation of vagina at
rest. (NEW) If the introitus is not visible at rest the labia may
need to be parted

2.1.5 Keyhole deformity at anus: Characteristic posterior
midline furrow deformity. This complication is seen when the
anus is inspected by gently retracting the buttocks laterally.
The anus is no longer slit-like, but appears in shape like a
keyhole”*(NEW)

2.1.6 Anal gaping: Noncoaptation of anal mucosa at rest"'

Tests of visual observation per perineum with a PFM contraction

2.1.7 Voluntary contraction of the PFM: Self-initiated
activation of the PFM. (CHANGED)** Contraction of the
bulbospongiosus/bulbocavernosus, ischiocavernosus,
transverse perinei muscles may be observed”. The assessor
may need to gently move the external genitalia (parting of the
labia, lifting of the scrotum to one side) to effectively visualize
the perineal response

2.1.8 Relaxation of the PFM: Return of the perineum to its
original resting position following the voluntary
contraction (NEW)

Ulro

Rating

» Normal skin
Altered (detail the observation including extent of alteration)

State if < or >3 cm'"*"

2.1.3.1 Descended perineum: Perineal body rests below the
plane of the ischial tuberosities”' (NEW)

Normal: At or slightly above the level of the ischial tuberosities
Elevated: Significantly indrawn perineum at rest

Present
Absent

Present

Note location of deformity with reference to a clock-face (where
12 o'clock is anterior/ventral)

Absent

Present
Note location of deformity with reference to a clock-face
Absent

Present

Uncertain

Absent

Response can be further described according to perineal
movement observed:

2.1.7.1 Perineal elevation: Inward (ventrocephalad)
movement of the vulva (f), perineum, and anus'"** = normal
finding

No change

Sex-specific changes on perineal elevation:

f: closure of the urethral meatus (“wink”); a clitoral “nod”
m: Closure of the anus, cephalad testicular lift and penile
retraction (the shaft of the penis draws in“)”> "

2.1.7.2 Perineal descent: Dorsocaudal movement of the
perineum, or anus 1cm or greater beyond resting level
(CHANGED)**

If present, rate as:

« Yes: Full relaxation visible directly after instruction; normal
finding'”

« Partial or delayed relaxation'”

+ 2.1.8.1 Nonrelaxing PFM: No relaxation visualized of the PFM
(CHANGED)>*".

Tests of visual observation per perineum with an increase in intra-abdominal pressure (IAP)

2.1.9 Perineal movement with a sustained increase in IAP:
Direction of perineal movement during a sustained effort*.
(NEW). As there may be a difference in PFM response to

ICS Standards 2024: 1.1CS Standardisations
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« Perineal elevation (see 2.1.7.1)"
» No change
« Perineal descent (see 2.1.7.2)°

(Continues)
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TABLE 2 (Continued)

Test Rating
bearing down versus valsalva,” it is important to state exact « 2.1.9.3 Excessive perineal descent with bearing down:
test instruction depending on the test, as the observed Movement of the perineum 3 cm or more below resting
response may vary position””" (NEW)

« 2.1.9.1 Valsalva: Forceful exhalation against a closed mouth,
glottis, and nose.”*(NEW) Valsalva has been shown to result
in an increase in IAP and usually an increase in PFM
activation™

2.1.9.2 Bearing down (as if defecating): A strain or push,
which results in an increase in IAP which exerts a downward
pressure, usually accompanied by PFM relaxation (NEW)

231

2.1.10 Perineal movement with rapid increase in IAP: Perineal elevation (see 2.1.7.1)
direction of perineal movement during a rapid increase in May be due to:

IAP such as coughing, lifting, throwing. (NEW) Clarify if the Voluntary contraction (see 2.1.19)—precontraction may be a
patient is instructed to contract PFM before cough to learned response”

differentiate voluntary (learned) response from an 2.1.10.1 Involuntary contraction: A contraction which occurs
involuntary response (un-learned) reflexively or automatically, without volition or conscious
control. Observe this response before instructing in a voluntary
pre-contraction to differentiate from the voluntary pre-
contraction response. (CHANGED)*’

No change

Perineal descent'

Abbreviations: f, female; IAP, intra-abdominal pressure; m, male; PFM, pelvic floor muscles.

2Visual observation of the exact position maybe influenced by variations in adipose tissue over the ischial tuberosities.”" >’

b5As the levator ani are likely to be co-contracting with the superficial PEM, the observed response is unlikely to be due to the superficial PFM layer alone, as
the levator ani contraction is likely to be contributing to the observed response.

“These movements may be observed alongside perineal elevation and may be better visualized in standing than supine. These observations to be checked
against movement of the scrotum and the whole penis.

23

9The term “nonrelaxing PFM” was previously used as a diagnosis, however, this term describes a sign, and is not recommended to be used as a diagnosis.
This sign may be combined with symptoms to inform a clinical diagnosis.

“The term “involuntary relaxation” is not recommended to define perineal movement as it not possible to determine if the downward PFM movement is related
to voluntary muscle relaxation or passive elongation of noncontractile tissue.

Some patients will not allow full relaxation during assessment for fear of releasing gas or urine, therefore may voluntarily contract during this test.

EModification: The word "excessive” has been removed from the previous definition** as some downward movement of the perineum is normal with coughing
or bearing down such as in defecation.

hAdipose tissue at the ischial tuberosities will affect the measurement.”’

iPerineal elevation with cough is expected but not always present.

JMesselink et al.”* described the response of perineal elevation to a rapid increase in IAP as the test for an involuntary contraction. However, it is not possible to
say if this is an involuntary or reflex activation of muscle spindles resulting in a contraction, or a voluntary pre-contraction of the PFM before increased IAP.
Strategies may differ or be combined.”

This manoeuvre is also called “the knack.”*

'A small degree of descent may be normal.**

TABLE 3 External assessment per perineum: Digital palpation
Test Rating

Tests of digital palpation per perineum at rest

2.1.11 Sensation: Test for presence, absence or altered quality of Allodynic, anesthetic, dysesthetic, hyperalgesic,
sensation in dermatomal distributions especially S2-4. May hyperesthesic, hypoalgesic, hypoesthesic, paresthesic,
include light touch, blunt, sharp, pain, cold, vibration neuralgic™*
modalities (NEW)

Present

Degree of healing

Location of scar in relation to vulva/scrotum or anus
Location of adhesion

Extent/magnitude of scar mobility

Absent

2.1.12 Perineal scarring: Presence of scar tissue on
perineum (NEW). Using a finger-tip, attempt to slide the scar in
all directions. Assess for adhesion or lack of skin mobility over
underlying tissue”

ICS Standards 2024: 1.1CS Standardisations
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TABLE 3 (Continued)

Test

2.1.13 Tone: state of the muscle, usually defined by its resting tension,
clinically determined by resistance to passive movement.”* The
recommended position of the examining digit(s) is to place the palmar
surface of the examining finger on the ischiocavernosus,
bulbospongiosus (f)/bulbocavernosus () or transverse perineal
muscle belly at the thickest portion of the muscle belly, per perineum.
Pressure or stretch is applied perpendicular to the muscle fibers to
assess tone. Tone is described in more detail in 2.2.3

2.1.14 Tenderness: Sensation of discomfort with or without pain;
discomfort elicited through palpation of any tissue indicates
unusual sensitivity to pressure or touch.”* May be generalized
within a muscle

2.1.14.1 Tender point: Area of localized tenderness occurring in
muscle, muscle-tendon junction, bursa, or fat pad
(CHANGED)**"

2.1.15 Pudendal nerve neurodynamics: Neurodynamic
assessment evaluates the length and mobility of the nerve to
assess neurogenic origin of pain’’(NEW). Tension is applied to
the nerve or specific component of the nerve by lengthening the
nerve or by distracting imposing tissues.’’

2.1.16 Cotton swab test (f): A test for vestibular tissue sensitivity.
(NEW) The test is performed with a cotton swab moistened with
water or lubricating gel. Gentle pressure is applied to the
following areas of the vaginal vestibule in random order: 12:00,
and quadrants 12-3:00, 3:00-6:00, 6:00-9:00, 9:00-12:00°

Tests of digital palpation per perineum for sacral reflex function

2.1.17 Sacral reflex testing: a measure of the involuntary function
of sacral nerves. (CHANGED)'* Tests are described below.

2.1.17.1 Bulbocavernosus reflex (f ): A reflex contraction of the
anal sphincter and bulbocavernosus in response to squeezing the
clitoris (CHANGED)”

2.1.17.2 Bulbospongiosus reflex (m ): A reflex contraction of the
striated muscles of the pelvic floor (anal sphincter) including
bulbospongiosus muscles that occurs in response to various stimuli in
the perineum or genitalia. Most commonly tested by placing a finger
in the rectum and then squeezing the glans penis™

2.1.17.3 Anal reflex: A reflex contraction of the anal sphincter in
response to a painful pin prick delivered to the perianal
skin'*(CHANGED)?

Tests of digital palpation per perineum with PEM contraction”

2.1.18 Voluntary contraction of the PFM: Self-initiated activation of
the PFM (same term as 2.1.7). Each of the bulbospongiosus/
bulbocavernosus, ischiocavernosus, and transverse perinei muscles
may be palpated separately. The assessor may need to gently move the
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Rating

Normal
Decreased tone (see 2.2.3.4)
Increased tone (see 2.2.3.5)

Note location of pressure application

Note location of pain (where pressure applied, or if pain
referral present, note location of pain referral)

Rate severity of pain on a numeric rating scale (NRS) 0-10

36

Positive: If pain, sensation of burning or stabbing are
experienced in the distribution of the nerve. This
assessment can be uncomfortable in asymptomatic
individuals, however, reproduction of patient's pain is
suggestive of a neurogenic origin of pain

Negative

Positive if gentle pressure reproduces patient's pain
Report location of pain and severity on NRS 0-10*°
Negative

Present: Observation of anal sphincter contraction.
Indicative of intact spinal reflex arcs (S2-S4 spinal
segments) with afferent and efferent nerves through the
pudendal nerve*®

Absent: No sphincter activity

Present
Absent

Present
Absent

Present
Absent

Present
Absent
Uncertain

(Continues)
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TABLE 3 (Continued)

Test Rating

external genitalia (parting of the labia, lifting of the scrotum to one
side) to effectively palpate the perineal response

Abbreviations: f, female; m, male; NRS, numeric rating scale; PFM, pelvic floor muscles.

“Adherent skin could impact function of PFM beneath the scar.

"Tender points (2.1.15.1) differ from trigger points (see 2.2.3) therefore the terms should not be used interchangeably.”

This test is also referred to as the "Q Tip test." "Cotton swab" is preferred to avoid proprietary names.

dExcessive pressure could provoke underlying structures (such as the PFM) misleading the report of pain to vestibular tissues.

°Examination tip: In patients with high irritability, it is reccommended to test the most severe pain area last to avoid an amplified response due to carry-over
irritation as the test progresses.”’** In addition if an area provokes increased pain, it is important to wait for the pain to subside before testing other locations.
This term is listed as a modification of the term in Rogers et al."?

#In contrast to the bulbocavernosus reflex the anal reflex is a nociceptive reflex and the correct stimulus is painful. If a single stimulus does not activate the
reflex, several pricks in a fast sequence should be delivered. It is often difficult to elicit in the elderly, and it should not be declared absent if only a single
stimulus is used. A “voluntary” movement away from the (painful) stimulus (pin prick) can usually be interpreted correctly. The patient should be told that
painful stimuli are going to be delivered, and usually they can “keep still” and only the reflex contraction of the anal sphincter is observed. It is often absent
even in patients without a neural lesion.

hSome of the tests performed in the external examination section may be repeated during the internal examination.

TABLE 4 Tests of digital palpation per vaginam/per rectum, resting state

Test Rating
2.2.1 Sensation: test for presence, absence, or altered quality of light touch sensation « Present
as for 2.1.12 » Absent
« Altered: increased or
decreased
2.2.2 Presence of scarring: Presence of scar tissue along vaginal walls or apex. « Present

Location of adhesion
Degree of healing

(NEW). Using a finger-tip, attempt to slide the scar in all directions. Assess for
adhesion or lack of mucosal/vaginal wall mobility over underlying tissue®

+ Extent/magnitude
amount of scar
mobility

« Absent

2.2.3 Tone: see 2.1.13. « Normal
The recommended position of the examining digit(s) is to place the palmar surface of : Decr;azszd‘ltone
the examining finger on the levator ani, PV, or PR. Pressure or stretch is applied (see 2.2.3.4)
. « Increased tone
perpendicular to the muscle fibers to assess tone
(see 2.2.3.5)
Further details regarding terminology and assessment of muscle tone are provided in
text section 2.2.3
2.2.4 Fasciculation: individual brief twitches in a muscle. They may occur at rest or « Present
after muscle contraction and may last several minutes®"** « Absent
2.2.5 Tenderness: See 2.1.15 and 2.1.15.1 See 2.1.15 and 2.1.15.1
2.2.6 Pudendal nerve provocation test: Palpation of the pudendal nerve to « Positive (pain
reproduce patient's pain if entrapment is suspected. The nerve may be palpated at response)
the ischial spine, sacrospinous and sacrotuberous ligaments, or pudendal » Negative

canal™"? (NEW)
Per rectum only

39

2.2.7 Digital rectal examination (DRE)": Palpatory examination of the anorectal tissues” (CHANGED)
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TABLE 4 (Continued)
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Test Rating
2.2.8 Palpable anal sphincter gap (PR): a clear “gap” in the anal sphincter on « Present
digital examination indicates an anal sphincter tear (CHANGED)' « Absent

Abbreviations: NRS, numeric rating scale; PR, per rectum.

“Adherent skin could impact function of PFM beneath the scar.

« Note location

bDespite the name (DRE), the purpose of the examination is usually to assess anal canal tissue, not rectal tissue.

°DRE may be less useful in male urinary dysfunctions where the urethral sphincter, inaccessible to DRE, has a more important role.

46

9An assessment can be made of a palpable anal sphincter gap to assess if there has been previous obstetric or surgical damage.'’

TABLE 5 Tests of digital palpation per vaginam only with the PFM in a resting state

Test

2.2.9 Flexibility of the vaginal opening: The capacity of the
vaginal opening to expand in response to stretching. (NEW)
Assessed by separating index and middle finger in the medio-
lateral direction.”” Digital assessment of the vaginal opening is
likely to represent the width of the levator hiatus®

2.2.10 Levator injury/avulsion: A discontinuity of the levator
muscle at its attachment to the inferior pubic ramus. (NEW)
Discontinuity may represent a partial tear, full tear, or thinning.
Test for levator injury/avulsion: palpation of levator tissue, by
placing finger(s) between the side of the urethra and the edge of
the muscle measured on each side. The test is performed at rest
and confirmed by asking the patient to contract and feeling for
the edge of the contractile tissue of the levator muscle

Abbreviation: PFM, pelvic floor muscles.

“Levator hiatus may be better measured with instruments (see Section 3).

Rating

Estimate the number of finger widths between the muscle
bellies

Can be converted to cm width for the recording from that
assessor

.

Absent: Palpable PFM contraction next to the urethra on the
inferior pubic ramus

Present: A distance of >3.5 finger widths between the two
sides of puborectalis muscle insertion on PFM contraction®*”
Rate number of finger widths palpable in the gap.

Several rating scales exist’**’

<3.5cm may represent a partial avulsion, however, digital palpation cannot reliably determine this distance of discontinuity

2.2.3 Muscle tone

Tone exists on a continuum, from hypotonicity (low
tone) to hypertonicity (high tone). Normal tone may
overlap with abnormally decreased muscle tone or ab-
normally increased muscle tone at either end of the tone
spectrum, as illustrated in Figure 2. Tone is a dynamic
physiological state modulated by many inputs: spinal
cord, cortex, brainstem relays, stretch reflexes and cuta-
neous receptors, visceromotor reflex pathways, emotions,
and pain (anticipation or experience of pain).

‘We recommend terms to indicate alterations to normal
tone are differentiated according to the presence or ab-
sence of a neurological disorder, as illustrated in Figure 3
(see page 12). Abnormal tone related to a neurological
disorder (hypotonicity, hypertonicity, dystonia) should not
be used when describing PFM tone in a patient who does
not have a diagnosed neurological disorder.
Physiological basis of muscle tone

Muscle tone has two components: the physiologi-
cal contractile component, created by the activation of

ICS Standards 2024: 1.1CS Standardisations
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motor units, and the noncontractile viscoelastic, or
biomechanical component. The active component
(EMG activity) of tone is the component that is related
to the neural drive, therefore it is subject to variation
and ongoing adjustment. The viscoelastic component
is independent of neural activity and reflects the

No

Muscle
tone tone
| ]

Abnormally
high muscle
tone

Abnormally low
muscle tone

FIGURE 2 Spectrum of muscle tone (adapted from Allen
and Widener 2009, with permission™)
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(A)
Neurological
tone disorders

Hypertonicity (2.2.3.2) Dystonia
(includes spasticity, rigidity) (2.2.3.3)

Hypotonicity
(2.2.3.1) f flaccidity

B (
(B) Non-neurological
tone disorders

[ Decreased tone ‘ Increased tone
(2.2.3.4) (2.2.3.5)

Transient(2.2.3.5.1) | [ Persistent/ spasm
/ mild (2.2.3.5.2)

FIGURE 3 Terms for disorders of tone due to a neurological
disorder (A) and a nonneurological disorder (B)

passive physical properties of the viscoelastic tension
of the muscle tissues (e.g., the extensibility of actin-
myosin cross-bridges); noncontractile cytoskeleton
proteins and connective tissues surrounding the en-
tire muscle (epimysium), muscle fascicle (perimy-
sium), and muscle fiber (endomysium) as well as the
osmotic pressure of the cells. Alterations in either the
active or passive component can affect the resting
tone; digital palpation cannot differentiate between
these elements however investigations that combine
EMG with another measure that assesses passive
properties can identify specific components.

A localized area of increased tone within a muscle
may be referred to as a taut band.”" A trigger point is
considered to be a tender nodule within a taut band.”'
The trigger point is considered by some authors to be
part of the active component of tone”' given the local
disturbance in electrical activity, and by others as a
separate category distinct from the active or passive
components of tone.”> Given the uncertainty about
the characterization of a trigger point,”*>* we propose
describing palpatory findings by use of the terms
“tender point” (2.1.15.1) and “increased tone”
(2.2.3.4) if both observations coincide at the tested
site, or use only “tender point” (2.1.15.1) or “in-
creased tone” (2.2.3.4) if only one of those signs is
observed at the tested site.

Assessment and rating

Tone can be assessed by application of digital site-

specific compression and/or overall muscle stretch.
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Digital palpation is inherently subjective and may be
limited by pain provocation.

Several scales to quantify resting PFM tone in the
absence of a neurological disorder have been proposed
using either a 3-point,”>® 6-point,*® or 7-point™” scale.
Definitions and descriptions

2.2.3.1 Hypotonicity: A decrease in muscle tone in a
patient with a neurological disorder. It may be due to a
lower motor neuron or a muscle disorder. The term
flaccidity™ is often used interchangeably. (NEW)

2.2.3.2 Hypertonicity: An increase in muscle tone in a
patient with a neurological disorder. It may be due to an
upper motor neuron or extrapyramidal lesion, which in turn
may lead to spasticity”™ or rigidity.”® (NEW)

2.2.3.3 Dystonia: A disorder characterized by ab-
normalities of muscle tone and movements/postures in a
patient with a neurological disorder.’” It is often due to
damage to the basal ganglia or other brain regions that
control movement. (NEW)

2.2.3.4 Decreased PFM tone: A decrease in resting
muscle tone in a patient without a neurological condi-
tion (CHANGED)*

2.2.3.5 Increased PFM tone: An increase in muscle
resting tone in a patient without a neurological disorder.
(CHANGED)." Increased tone may occur without pa-
tient report of pain.

2.2.3.5.1 Transient increased muscle tone: Increased
muscle tone that decreases with verbal instruction, re-
assurance, or gentle pressure (NEW). Transient increase in
tone may occur at any time during the examination.

2.2.3.5.2 Muscle spasm: Persistent contraction
of muscle that cannot be reduced voluntarily.''?**3
Spasms may occur at irregular intervals with variable
frequency and extent, and over time may lead to in-
creased viscoelastic stiffness and shortening in the
muscular and connective tissues.'"""

Resting state per vaginam (PV') only (f): Terms
related to digital palpation of the vaginal tissues with the
PFMs in a resting state are listed in Table 5.

PFM contraction: The following terms in Table 6 (see
page 13) are used in the definition and the ratings of digital
assessment per vaginam/per rectum of the PFMs during
contraction.

PFM contraction per vaginam (PV) only (f):
Terms related to digital palpation per vaginam only (f),
on PFM contraction are listed in Table 7 (see page 14).
PFM response to intra-abdominal pressure per va-
gina morper rectum

2.2.22 Direction of PFM movement during sus-
tained increase in IAP: As per 2.1.9. Specify task instruc-
tion, as response may differ depending on wording. Rate as
elevation, no change, descent (normal finding), excessive
descent.

vii,viii
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TABLE 6 Tests of digital palpation per vaginam/per rectum on PFM contraction

Test

2.2.11 Voluntary contraction of the PFM: Self-initiated
activation of the PFM (same term as 2.1.7). A contraction is
felt as a tightening, lifting, and squeezing action under the
examining finger. Technique:

The recommended position of the examining digit(s) to
assess levator ani contraction (PV) unilaterally is to place the
palmar surface of the examining finger on the lateral levator
ani muscle belly surface or “edge,” which may be identified
by asking the patient to contract then relax

The recommended position of the examining digit to assess
anal sphincter and puborectalis muscle function (PR) is to
place the palmar surface of the well-lubricated examining
finger at the anal verge initially, wait for relaxation of EAS,
then insert gently along the posterior wall of the anal canal.®”
Once anal sphincter function is assessed the examining digit
remains pressed against the posterior wall and is inserted
slowly into the rectum, passing over puborectalis at the
anorectal junction

.

2.2.12 Digital muscle test (DMT): A test to evaluate PFM
strength (NEW).

2.2.12.1 Strength: Force-generating capacity of a muscle.
Usually expressed as a maximum voluntary contraction
measurement (MVC).”* A manual muscle test (MMT)
evaluates the strength of a muscle by moving the muscle
through its full-range of motion against gravity and then
against gravity with resistance.'* However, because joint
range of motion is not being assessed in the pelvic floor and
PFM examination is performed with a digit, not a hand, the
term DMT is preferred. There are more than 25 published
DMT scales’”*’ which provide grade of strength ranging
from absence, to weakness to increasing strength

2.2.13 Direction of pelvic floor movement: Direction of
pelvic floor movement during voluntary PFM contraction
palpated PV (on the posterior vaginal wall) or PR (NEW)

2.2.14 Endurance: Muscular endurance refers to the ability of a
muscle or muscle group to perform repeated contractions or
to maintain a contraction for a predetermined period of
time***” (CHANGED)**

2.2.14.2 Sustained contraction endurance test: the number
of seconds the patient can hold near maximal or maximal
PFM contraction (NEW)

2.2.14.3 Repeatability of contraction: The ability to repeatedly
develop near maximal or maximal force determined by
assessing the maximum number of repetitions the patient
can perform (CHANGED)**

2.2.15 Number of rapid contractions performed: The
number of repeated, quick MVCs performed (NEW). This
can be measured in two ways, according to the instruction:

ICS Standards 2024: 1.1CS Standardisations
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Rating

Presence of contraction may be rated as:

« No contraction

« correct contraction (cephalad and ventral movement)
+ Contraction only with help from other muscles

» Uncertain

« Straining”’

Absent: 2.2.11.1 Noncontracting PFM: During palpation there is
no palpable voluntary or involuntary contraction of the PFM***

Commonly used scales include: ICS scale: absent, weak, normal
(we propose the word “moderate” instead of normal), or strong”’
modified Oxford grading scale 0-5°*

Brink scale®” grades 3 components (pressure, displacement, and
time) on a scale of 1-4

many others®***

Pelvic floor elevation: normal finding

Pelvic floor descent: palpation of downward movement of the
PFM during attempted PFM contraction

+ No change

2.2.14.1 Fatigue: A decreased capacity to perform a maximum
voluntary muscle action or a series of repetitive contractions.
(NEW) Fatigue may occur due to central or peripheral
mechanisms.’® A fatigued muscle is unable to continue working
even when the type of activity is changed”

Record the time at which fatigue starts to occur, or the number of
contractions in a row before onset of fatigue

« Record number of seconds contraction is sustained at near
maximal or maximal intensity

« Record number of contractions in a row

Use the rating appropriate to the instruction:

(Continues)
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TABLE 6 (Continued)
Test

1. Number of contractions repeated within a specific duration
(i.e., a 10-s period®)

2. The elapsed time to perform a pre-specified number of
contractions (e.g., 10s°”)A contraction should comprise an
ascending and a descending phase with the PFM force
returning to the resting state in between. If the maximal
force declines, the assessment ceases

2.2.16 Relaxation postcontraction: Return of the PFM to its
original resting tone following the voluntary contraction
(CHANGED)**, The patient is able to relax the PFMs on
demand, after a contraction has been performed. Relaxation
is felt as a termination of the contraction

2.2.17 Co-ordination: The ability to use different parts of the
body together smoothly and efficiently.” In the pelvic floor,
co-ordination may be an action between PFMs and organ
function (e.g., PFM relaxation during voiding), PFMs and an
external environmental event (e.g., movement of a limb) and
PFMs and a rise in IAP (e.g., PFM contraction before a
cough). Co-ordination is an aspect of motor control.

2.2.17.1 Co-contraction: Contraction of two or more muscles at the
same time.”* Co-contraction of muscles can be synergistic (e.g.,
resulting in an augmentation of motor activity) or it could be
counterproductive to normal function (e.g., contraction of
antagonistic muscles resulting in abnormal movement or
training other muscles instead of the targeted ones, e.g., training
of gluteal muscles instead of the PEM).** Activation or inhibition
of PFM contraction may be task-dependent

Rating

Record the number of contractions repeated and the duration
allowed to perform them

Specify the exact number of contractions to be repeated and
record the number of seconds to completion.

Qualitative descriptions can include quality and extent of
contraction and relaxation phases

Yes: Relaxation felt directly after instruction: normal finding
Partial or delayed relaxation
No: Absent = nonrelaxing PFM (see 2.1.8.1)

Present

Absent. If absent, describe pattern of incoordination. e.g.,
paradoxical contraction: the inability to maintain PFM
relaxation when it is expected; or lack of PFM contraction when
it is expected

If present, identify which muscles are co-contracting, and
whether the co-contraction is synergistic or counter-productive”

Abbreviations: DMT, digital muscle test; EAS, external anal sphincter; f, female; IAP, intra-abdominal pressure; m, male; MVC, maximum voluntary

contraction; PFM, pelvic floor muscles; PR, per rectum; PV, per vaginam.

“This term is referring to a sign and not recommended to be used as a diagnosis. This sign may be combined with symptoms to inform a clinical diagnosis.

*Endurance training can delay the onset of fatigue.””

“Modification from Bo et al.”*: removal of “at a given percentage of 1 RM” as definition already states “near maximal or maximal force.”

9This can only be graded if the patient is able to generate a PFM contraction.

“Antagonistic contraction has not been included in this document as there is not a muscle whose action counteracts the action of the PFM.

TABLE 7 Tests of digital palpation per vaginam only (f), on PFM contraction®

Test

2.2.19 Urethral lift: Elevation of the urethra in a cephalad
direction.'’(NEW) Index finger is placed along the line of
the urethra (on the anterior vaginal wall)

2.2.20 Levator closure: Movement of right and left muscle bellies
closer together during a PFM contraction (palpated on the

lateral vaginal wall).'”"(NEW) May be tested unilaterally if bi-
digital assessment is uncomfortable for the patient

2.2.21 Levator hiatus size: The size of the levator hiatus
measured during maximal contraction by a digital
examination”'” (NEW)

Abbreviations: LH, levator hiatus; PV, per vaginam.

Rating

« Yes: Urethral lift palpable
« No: No urethral lift palpable

« Yes: Levator closure movement palpable

Partial/uncertain: Some closure movement palpable, but could be
un-certain, or asymmetrical

No: No levator closure movement palpable

With 2 fingers in the vagina, distance measured in centimeters
(converted approximately from finger widths) during PFM contraction
LH transverse: The distance between the left and right muscle
bellies just inferior to the pubic bone

LH sagittal: The distance between the back of the pubic symphysis
and the midline raphe of the puborectalis’*

“These tests are likely to produce more accurate results if measured using ultrasound imaging.

This test was performed in patients with POP; the same technique may be uncomfortable in women with pelvic floor pain or increased tone.
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Following the assessment of a patient's clinical signs,
the assessor will formulate a provisional differential di-
agnosis which will be refined following the results of the
investigations.

4 | SECTION 3: INVESTIGATIONS

An investigation is part of the differential diagnostic
decision-making process. A PFM investigation is the
measurement of the morphometry or function of
the PFMs using mechanical or technological methods.
The findings may be considered more accurate than
findings from a clinical evaluation which relies on
digital palpation. Some points to note regarding PFM
investigations that should be considered in clinical
and research application and interpretation of the
finding: all devices are different and may not give the
same information of a specific PFM physiological
parameter or function. In addition, device specifica-
tions and analysis software options influence both the
availability and measurement of PFM parameters,’>”>
the size and shape of a probe/sensor/electrode/
transducer also influence the interpretation of
findings’*”* and raw values may need to be normal-
ized. New devices to measure PFM properties may
become available in the near future which do not fit
the existing categories entirely, and new categories
may need to be added to this living document.

3.1 Dynamometry: An investigation that measures
both muscle power and force (CHANGED). Both active
(contractile) and passive (noncontractile) forces can be
detected.

3.1.a Intra-vaginal PFM dynamometry: Mea-
surement of PFM resting and contractile forces using
strain gauges mounted on a speculum (a dynam-
ometer), which is inserted into the vagina’®
(CHANGED).

Several PFM dynamometers have been developed to
assess the PFM function in women.”*** Different con-
figurations have been proposed in terms of the number,
shape and the sizes of the branches, the force vector re-
corded (i.e., antero-posterior, latero-lateral or multi-
directional forces) and the device specifications (e.g.,
configuration of strain gauges to avoid a lever-arm
effect—the influence of the force location in regard to
the gauges). In some dynamometers, the branches can be
separated at a constant speed either manually or with
a motorized unit to assess the passive properties
during dynamic stretches.**> Elastometry is a type of
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intra-vaginal PFM dynamometer used for this specific
application of evaluating the passive properties during
dynamic stretches.”'

Table 8 (see page 16) describes the most frequent
parameters measured with intra-vaginal dynamometers
as well as their definitions, specifications and findings.
Parameters can be assessed at different fixed vaginal
apertures or during stretching (i.e., while imposing an
elongation to the tissues by separating the speculum
branches).”** The parameters measured with the dy-
namometer alone reflect the summative contribution of
the active and passive components of tone. When com-
bined with EMG, it enables the assessment of the dif-
ferential contributions of tone components,* that
is, during passive stretch of the PFM, concurrent EMG
activity detects any electrogenic contributions. The pas-
sive component can then be identified when the EMG
remains negligible.***’

3.2 Myotonometry: An investigation that mea-
sures muscle tone characteristics by applying a me-
chanical impulse to the tissue.***' (NEW) The device
elicits oscillations of muscle after a probe applies a
brief mechanical impulse with quick release under
constant preload to the skin over the muscle belly.
Myotonometry has been used externally on the peri-
neum to measure superficial PFM stiffness. It cannot
be used intra-vaginally to measure levator ani func-
tion as the probe must be perpendicular to the muscle
and therefore cannot be used to interpret levator ani
function. Table 9 (see page 17) describes the most
frequent parameters measured with myotonometry
that can be computed from the oscillation curve as
well as their definitions, specifications and findings.”
It should be noted that the tissues that lie between the
probe and the muscle (e.g., skin, adipose tissues,
connective and fascial tissues) can also influence the
measurements.

3.3 Manometry: An investigation that measures
pressure”"’’

3.3.1 Pelvic floor manometry: Measurement of
resting pressure or pressure rise generated during con-
traction of the PFM using a manometer connected to a
sensor, which is inserted into the urethra, vagina or
rectum.”*

3.3.1.a) Intra-urethral manometry: Manometry
performed via the urethra. One example is the urethral
pressure profile that is undertaken as part of a
urodynamic investigation.”* (NEW)

3.3.1.b) Intra-vaginal manometry: Manometry
performed via the vaginal canal. (NEW)

Ulro
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TABLE 8 Parameters and findings evaluated with intravaginal dynamometry

Parameters, specifications (units of measure) and

ement processe

(a) Parameters assessed at rest

3.1.1 Passive forces: The average forces in N recorded at
rest®* (NEW)

Specify:
- Opening (distance between the two branches e.g., minimal

opening, selected opening or maximal opening)
- While stretching (dynamic opening)

3.1.2 Maximal aperture: The maximal vaginal opening in mm or
cm of the dynamometer branches, without provoking a pain
response”® (NEW)

3.1.3 Viscoelastic stress relaxation during a static (sustained)
stretch: The percentage loss in passive force during the
application of a steady stretch over a prolonged period (e.g.,

1 min)*** (NEW)

(b) Parameters assessed at rest during dynamic stretching

Outputs and interpretation of findings

The finding is the resting forces of the PFMs which are indicative
of PFM tone, i.e., the summative contribution of the active
and passive components of tone

This aperture can be used to evaluate the flexibility” of the PFMs

Higher percentage of force decline is indicative of an enhanced
viscoelastic stress relaxation response and muscle relaxation.
This could be useful in quantifying tissue relaxation following
stretching or lower force decline associated with strength
training™

Dynamic stretches are applied by repeatedly separating the speculum branches at a constant speed until maximal vaginal aperture
(lengthening phase) and then, closing back to the minimal aperture (shortening phase)

3.1.4 Stiffness: The resistance to deformation. Passive elastic
stiffness is defined as the ratio of the change in the passive
resistance or passive force (AF) to the change in the length
displacement (AL) or AF/AL (N/mm)****7*", Passive elastic
stiffness should be computed for specific vaginal apertures®**

3.1.5 Compliance: the reciprocal of muscle stiffness (mm/
N)* (NEW)

3.1.6 Hysteresis: The area between the lengthening and
shortening curves (N X mm). It corresponds to the loss of energy
associated with lengthening of viscoelastic tissues® (NEW)

(c) Parameters evaluating contractile properties

3.1.7 Maximal strength: Peak force in N generated during a MVC.
(NEW). The resting forces recorded before the effort are usually
subtracted from the peak value’®

Specify:
- The length of hold for the MVC, e.g., 10 s contraction duration

- How the peak score was obtained, e.g., peak during a single
MVC, best of or average of 3 contractions

3.1.8 Speed of contraction: Rate of force development measured
as the mean slope of the ascending curve in N/s during a fast
MVC” (NEW)

3.1.9 Speed of relaxation: Rate of force reduction measured as the
mean slope of the descending curve in N/s during PFM
relaxation®® (NEW)

3.1.10 Number of rapid contractions: See section 2.2.16 for
definition and rating. A contraction must comprise an
ascending and a descending phase with the amplitude of the
PFM forces returning to the resting state post contraction’’

ICS Standards 2024: 1.1CS Standardisations
ICS report on the terminology for pelvic floor muscle assessment

The higher the N/mm value, the stiffer the muscle. This is a
physiological property of muscle which contributes to the
overall measurement of tone

The higher the mm/N, the more compliant the tissue

Increased area indicates higher energy dissipated

Higher peak value indicates higher muscle strength

Higher rate of force (steeper slope) is indicative of a faster
generation of force

Lower values are indicative of slower relaxation

Higher number of contractions are suggestive of higher speed of
contraction but also better motor control, as the task requires
alternation between MVC and complete rest
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TABLE 8 (Continued)

Parameters, specifications (units of measure) and
measurement processes

3.1.11 Normalized area under the force curve: The area under
the force curve divided by maximal force and multiplied by 100
(in % x prescribed s) during a sustained MVC”’ (NEW)

Ulro

Outputs and interpretation of findings

Higher normalized area is indicative of better muscle endurance

Abbreviations: MVC, maximum voluntary contraction; N, Newtons; PFM, pelvic floor muscles.

“See section 2.2.9 for definition.

bUsing the dynamometer alone, the stiffness value will reflect the summative contribution of the active and passive components of tone. If dynamometry is

combined with EMG, the passive contribution can be identified.*

3.3.1.c) Intra-anal manometry™: Manometry
performed via the anal canal. (NEW)

Pelvic floor manometric tools traditionally have
measured pressure in mmHg, hPa, or cmH,0, however,
new and future devices may provide output using dif-
ferent units. It should be specified whether the device is
calibrated to zero/atmospheric pressure before inser-
tion.”* The most common parameters assessed with
pelvic floor manometry (intra-vaginal and intra-anal) and
their findings are described in Table 10 (see page 18).

TABLE 9 Parameters and findings evaluated with myotonometry

Parameters, specifications (units of measure) and
measurement processes

3.2.1 Oscillation frequency: Characterizes the intrinsic tension of
the muscle in its passive or resting state in the absence of
voluntary contraction.”” (NEW) Measured in Hz

(a). Biomechanical properties

3.2.2 Stiffness: As defined in 3.1.4 for dynamometry. However, the
method of application of the force is different to that described in
3.2.2; with this device, an external sensor applies a deformation
perpendicular to the tissue

3.2.3 Logarithmic decrement: Characterizes elasticity and
dissipation of mechanical energy. Measured as 1n (D =1n [al/
a3]).” It indicates the ability of the tissue (including muscle) to
recover its shape after being deformed (NEW)

(b) Viscoelastic properties

3.2.4 Mechanical stress relaxation time: The time for a muscle to
recover its shape from deformation after a voluntary contraction
or removal of an external force (NEW). Measured in
milliseconds’*

3.2.5 Creep: The gradual elongation of a tissue over time when
placed under a constant tensile stress. (NEW): Measured by the
the ratio of relaxation time to deformation time (Deborah
number)

Abbreviations: Hz, hertz; N/m, newtons/meter.
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Several common parameters are illustrated in Figure 4
(see page 19).

3.3.2 Anorectal manometry™: Is a pressure test
to assess the structure and physiological function of
the anorectal complex (CHANGED)."" Water
perfused and solid-state pressure transducers are
used in combination with a balloon positioned in the
anal canal.”® The most commonly used PFM para-
meters and findings are described in Table 11 (see
page 20)."!

Outputs and interpretation of findings

A higher oscillation frequency (Hz value) indicates higher
muscle tone’***

A higher N/m value indicates higher muscle stiffness.

Elasticity is inversely proportional to decrement, therefore, if
the decrement of a muscle decreases, the muscle elasticity
increases. The smaller the decrement value, the smaller will
be the dissipation of mechanical energy and the higher the
elasticity of a tissue

The longer the time the more relaxation has occurred in the
tissue

The higher the creep, the less elasticity the tissue has and the
more likely is permanent stretch or deformation
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TABLE 10 Parameters and findings evaluated with pelvic floor manometry

Parameters, specifications (units of measure)
and measurement processes

(a) Parameters assessed at rest

3.3.1.1 Resting pressure: The pressure recorded at rest in mmHg, hPa or
cmH,0. For greater accuracy, a mean resting pressure may be calculated
over a specified period to account for fluctuations”*® (NEW)

Resting pressure may be influenced by PFM tone (i.e., summative contribution
of the active and passive components)

(b) Parameters evaluating contractile properties

3.3.1.2 Peak pressure during a maximum voluntary contraction: highest
pressure recorded during a PFM MVC in mmHg, hPa or cmH,0 (NEW)

As the pressure measured does not confirm its origin, it is important to ensure
the validity of intra-vaginal measurement: (1) perform vaginal palpation
before using the manometer to ensure the patient is able to correctly
contract her PFMs; (2) observe the cranial movement of the vaginal probe
during measurement of the muscle contraction, and (3) ignore contractions
associated with elevated intra-abdominal pressure (e.g., Valsalva
maneuver), hip muscle contraction or any movement of the pelvis

Specify:
- The length of hold for the MVC, e.g., 35/5s/10s contraction duration

- How the peak score was obtained, e.g., peak during a single MVC/best of or
average of 3 contractions”™ '°

97,98a

3.3.1.3 Time to peak pressure: Time in seconds from onset of muscle
contraction to maximal pressure (NEW)

3.3.1.4 Speed of contraction: Rate of pressure rise measured as the mean
slope of the ascending curve in hPa/s during a fast MVC (NEW)

3.3.1.5 Speed of relaxation: Rate of pressure reduction measured as the mean
slope of the descending curve in hPa/s during PFM relaxation (NEW)

3.3.1.6 Number of rapid contractions: See 2.2.16 and 3.1.10 for definitions
and ratings

3.3.1.7 Time to return to baseline pressure: Time in seconds from maximal
pressure to relaxation state (NEW)

3.3.1.8 Duration of a sustained contraction: The length of time in seconds
that a contraction can be sustained during MVC or at a specific % of MVC.
(NEW).Specify if it is a maximal contraction or a % of MVC, e.g.,
60%°*7% 101102105 and the threshold used to indicate that the target is no
longer maintained

3.3.1.9 Area under the pressure curve during a sustained contraction:
The area under the pressure curve in hPa multiplied by time in s during a
sustained MVC or at a specific percentage of MVC. This represents the total
work performed. (NEW). Specify the duration of the contraction, e.g., 10s,
30 s, etC.L); 100

Abbreviations: MVC, maximum voluntary contraction; PFM, pelvic floor muscles.

Outputs and interpretation of findings

Higher resting pressure may be a surrogate measure of
increased PFM tone. However, the value should be
interpreted with caution as the measurement is not
limited to pressure originating from the PFMs (e.g.,
intra-abdominal pressure, vaginal tissue scaring,
rectal contents may contribute to resting pressure)

Maximal pressure is often used as a surrogate of muscle
strength, e.g., higher pressure being related to higher
strength

Shorter time to peak is indicative of a faster generation
of pressure

Higher rate of force (steeper slope) is indicative of a
faster generation of pressure

Lower values are indicative of a slower relaxation

See 3.1.10 for interpretation

Longer duration suggests slower relaxation

A shorter duration suggests a lower endurance.
Duration of contraction could be used as an
indication of endurance, e.g., longer contraction
being related to better endurance

Higher area under the pressure curve above resting
pressure reflects better muscle endurance

It is not recommended to use intravaginal pressure manometry to assess the reflex contraction of the PFM during coughing.'”” Bo and Constantinou'’’

78

explained that pressure measurement is a summation of signals including PFM and intra-abdominal pressure caused by the cough itself and therefore, it is
unlikely that the PFM reflex can be assessed in isolation using pressure manometry. In contrast, ano-rectal manometry can be used to assess a reflex during an
involuntary PFM contraction'* if the transducer is located in the anus, caudal to the puborectalis/ano-rectal junction; therefore it is not impacted directly by

intra-abdominal pressure.
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FIGURE 4 Graphical illustration of pelvic floor muscle
manometry readings (modified from Ingeborg H Braekken, with
permission)

3.3.2.9 Vector manometry: A three-dimensional
pressure profile of the anal canal. (CHANGED)."
Measures of total anal canal pressure and symmetry are
made. The vector volume is the volume of the 3D shape
generated and provides a value which reflects the overall
length and symmetry of the sphincter.

3.3.2.10 High resolution manometry: Complete
definition of the intra-anal pressure environment using a
catheter with a large number of pressure sensors spaced
less than 0.5 mm apart along the length of the catheter."’

3.3.2.11 Ambulatory anorectal manometry: Is a
test performed using solid-state catheters in ambulant
subjects an over an extended period of time
(CHANGED)."

3.4 Electromyography (EMG): Is the recording of
electrical potentials generated by the depolarization of
muscle fiber membranes.”* Investigators reporting PFM
EMG studies should state the position of the patient, the
recording equipment™ and conditions used as summar-
ized in Box 2 (see page 21). Nerve conduction studies, for
example, pudendal nerve testing, are beyond the scope of
this document.

Important considerations when interpreting EMG sig-
nals: Baseline and contractile SEMG amplitude is affected
by properties of the electrode, configuration of electrodes,
recording system, and patient/individual characteristics.
Raw amplitude cannot be compared between individuals
because the signal's amplitude is affected by many factors
(e.g., cutaneous/mucosal tissue thickness, vaginal lubrica-
tion, positioning/direction of electrodes with respect to the
muscle and muscle fibers, and properties of the detection
system™ ). As a consequence, normalization of the
SEMG amplitude is considered critical when comparing
data across individuals.'"”

3.4.a Artifact: Extraneous information in the EMG
signal from sources other than the target muscle, such as
the environment (e.g., electromagnetic radiation) or

ICS Standards 2024: 1.1CS Standardisations
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other body functions. Artifact examples include move-
ment or contact quality artifact, heart rate, skin electrode
shear, and electrode bridging (CHANGED).”*

3.4.b Crosstalk: Muscle activity from nearby muscles
that can contribute to the recorded EMG amplitude and
be misinterpreted as PFM activation.”**/"

3.4.1 Intramuscular EMG: Is a recording of motor
unit action potentials using needle (concentric or mono-
polar) or wire electrodes inserted into mus-
cles”"¥ (CHANGED).” This is not typically used in
clinical assessment. The electrodes can be inserted to assess
the superficial (e.g., bulbocavernosus) and deep layers (e.g.,
levator ani) of the PFMs as well as the urethral and anal
sphincters.'* This assessment as a rule focuses on the motor
units to investigate motor unit physiology and pathophy-
siology. Parameters evaluated with concentric needle EMG
can be used to differentiate between normal, denervated,
reinnervated and myopathic muscle'*"'** Quantitative EMG
includes analysis such as the multi-motor unit potential
analysis'** and the interference pattern analysis (turns/zero
crossing or amplitude).'*

3.4.2 Surface electromyography (sEMG): Is a re-
cording of motor unit action potentials using surface
electrodes placed on the skin or mucosa close to the
muscle of interest. Recordings are also used in assess-
ment of the activation pattern/“behavior” (sometimes
referred to as kinesiological electromyography) of a par-
ticular muscle during a defined activity."”' SEMG re-
quires electrodes placed on the skin of the perineum or
inside the urethra, vagina or rectum (CHANGED).'**
Parameters and findings evaluated with sEMG are de-
scribed in Table 12 (see page 22). Several common
parameters are illustrated in Figure 5 (see page 23).

3.5 Imaging: Refers to the process of creating
images using high-energy modalities to allow visuali-
zation of body tissues. Imaging provides tissue-specific
evaluation to identify if morphological properties (e.g.,
trauma or deficit) are present, which may relate to an
individual's presenting symptoms.”*’”> In this docu-
ment, we focus on ultrasound and MRI assessment and
the terms related to PFM morphology and function, as
well as the influence of other structures on PFM sup-
port and contractility investigated using these tools. It
is not within the scope of this document to describe
imaging of organ structures.

Ultrasound imaging: Pelvic floor ultrasound
imaging measures PFM morphology and function
via trans-abdominal, trans-perineal, trans-vaginal
and trans-anal placement of the transducer
(CHANGED).">** This investigation applies diagnostic
techniques taken in B-mode that use high-frequency sound
waves to image internal structures. The image is formed by
the differing reflection signals produced when a beam of

Ulro
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TABLE 11 Parameters and findings evaluated with anorectal manometry

Parameters, specifications (units of measure)
and measurement processes

(a) Parameters assessed at rest

3.3.2.1 Functional anal length: The length (mm) of the anal canal
over which resting pressure exceeds that of the rectum.
(CHANGED)"' The length of the canal is measured either by
station pull-through or continuous pull-through'’

3.3.2.2 Maximum resting pressure: The highest pressure (in mmHg,
hPa, or cmH,0) along the anal canal measured in the axial plane at
a specific point (CHANGED)"'

(b) Parameters evaluating contractile properties

3.3.2.3 Maximum pressure during MVC/maximum squeeze
pressure: Is the anal canal pressure (in mmHg, hPa or cmH,0)
measured during maximum voluntary contraction (MVC) in a
specific location (CHANGED) "'

3.3.2.4 Duration of sustained contraction MVC/endurance
squeeze pressure: Is the length of time (in seconds) the individual
is able to maintain the pressure during the MVC (CHANGED)"'

3.3.2.5 Number of rapid contractions: See 2.2.16 and 3.1.10 for
definitions and ratings

3.3.2.6 Involuntary maximum squeeze pressure: The pressure (in
mmHg, hPa, or cmH,0) created involuntarily by the PFM during a
maximal cough'**(CHANGED)' **

3.3.2.7 Balloon expulsion pressure: The anal canal pressure (in
mmHg, hPa, or cmH,0) during straining with a filled balloon in the
rectum'’

3.3.2.8 Rectoanal inhibitory reflex (RAIR): The relaxation response
in the IAS following rectal distension (in mmHg, hPa, or cmH,0).""
1t is elicited by rapid inflation to first sensation of a balloon
positioned in the distal rectum during anal manometry at the level
of the proximal high-pressure zone

Outputs and interpretation of findings

Functional anal canal length has been shown to be shorter in
females with fecal incontinence and longer in females
with chronic constipation'”’

Internal anal sphincter (IAS) (smooth muscle) is responsible
for 55%-85% of the anal pressure, and is variable along the
length of the anal canal with the proximal two-thirds
being more reliant on IAS tone to maintain adequate
resting pressures. Low anal resting pressure is associated
with passive fecal soiling. High anal resting pressure may
be a feature of constipation'"’

The pressure increment above resting pressure during these
maneuvers is primarily a representation of EAS function.
Range of normative values varies according to the
particular measurement device in a laboratory."'
Decreased voluntary anal sphincter contraction is
associated with fecal incontinence especially fecal

urgency' '’

Shorter duration suggests a lower endurance. To assess the
endurance squeeze pressure, measurements are taken
during a 5-10's squeeze. By calculating fatigability, the
fatigue rate (using reduction of the mean pressure over 1-s
periods throughout the endurance squeeze) can be
derived"’

See 3.1.10 for interpretation.

Present; numerical values of pressure change may be used
to further quantify
Absent; associated with fecal incontinence'"'

Increase from resting pressure suggests paradoxical
contraction (see 4.3.1) and is associated with evacuation
dysfunctions

No change

Decrease from resting pressure (normal)

Present: a drop of at least 25% of resting pressure has to
occur with subsequent restoration to at least two-thirds of
resting pressure for the RAIR to be deemed present. This
reflex is thought to underlie the sampling response that
allows rectal contents to be sensed by the anal mucosa,
thus ensuring continence of flatus and stool'"'"*
Absent: seen in Hirschsprung disease, fecal incontinence,
constipation, and after anorectal surgery' '’

Abbreviations: IAS internal anal sphincter; MVC, maximum voluntary contraction; PFM, pelvic floor muscles.

“This contrast with vaginal manometry where the source of pressure during an involuntary contraction cannot be assumed to be the levator ani contraction.

ICS Standards 2024: 1.1CS Standardisations
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Box 2 EMG system specifications

Recommendations for reporting EMG studies
(based on the recommendations of the
International Society of Electrophysiology and
Kinesiology''®).

Reports on surface EMG should include:

- electrode material (e.g., Ag/AgCl)

- electrode geometry (discs, bars, rectangular)

- number and size (e.g., diameter, radius, width,
length)

- interelectrode distance

- use of gel or paste

- skin/mucosal preparation (e.g., alcohol applied to
cleanse skin, skin abrasion, shaving of hair, etc.)

— electrode location, orientation over muscle with
respect to tendons, motor point (if known) and
muscle fiber direction.

- type of ground electrode used, location

Reports on intramuscular wire electrodes should
include:

- wire material (e.g., stainless steel)

- if single- or multistrand

- if single or bipolar wire

- interelectrode distance

- insulation material

- length of exposed tip

- method of insertion (e.g., hypodermic needle)

- depth of insertion/method of insertion guidance
- location of insertion in the muscle

- type of ground electrode used, location

Amplifiers should be described by the following:

- type (monopolar, differential, double
differential, etc.)

- pre-amplification at the level of the electrode

- input impedance

- Common Mode Rejection Ratio (CMRR)

- actual gain range used

XIT,

Filtering of the raw EMG should be specified by™ :

- low and/or high pass filter properties (e.g., cut-off
frequencies, order)

- filter types (e.g., Butterworth, Chebyshev,
Notch, etc.)

- notch filter

sound waves is projected into the body and bounces back at
interfaces between those structures. Ultrasound evaluation
may be undertaken as:

3.5.1.a Two-dimensional (2D) ultrasound: The
transducer sends and receives ultrasound waves in one

ICS Standards 2024: 1.1CS Standardisations
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anatomical plane. The reflected waves are used to
generate gray scale images of structures in the field of
view in this anatomical plane.

3.5.1.b Three-dimensional (3D) ultrasound: Creates
volume data from multiple 2D images which are gathered
by reflected waves at a variety of angles. Software integrates
this information to create a single static 3D image.

3.5.1.c Four-dimensional (4D) ultrasound: Is similar
to 3D US, but the image is repeated at intervals over time.
This technique requires the use of a 3D/4D transducer
and enables real-time visualization of 3D images.

3.5.1.d Tomographic ultrasound: Is viewing US
imaging in sections. It allows the depiction of arbitrarily
defined planes from volume data obtained in 3D or 4D
Us.l,&i.l}%

Measurements are best understood by referring to
anatomical planes of the body, that is, coronal (frontal),
sagittal, and axial (horizontal or transverse) planes.

3.5.1.1 Trans-abdominal pelvic floor ultrasound: A
2D imaging technique to scan pelvic floor structures, using a
convex transducer is placed in the supra-pubic region.
(NEW) It can be oriented longitudinally to measure bladder
base displacement in the mid-sagittal or parasagittal plane or
oriented transversely to measure bladder base symmetry and
displacement in the transverse plane. Trans-abdominal pel-
vic floor ultrasound is primarily used in clinical settings ra-
ther than for research purposes due to limitations measuring
the image (no bony landmarks in view and difficulties for
operator to keep transducer in plane—operator error is
high). Artifact in measurement may also occur with in-
correct PFM contraction when abdominal muscle contrac-
tion occurs (which pushes the transducer ventrally) and
varying levels of bladder fullness (adherence to a fluid intake
protocol may mitigate this limitation). Poor agreement be-
tween transverse and sagittal findings suggests measurement
in the two planes evaluate displacement at different locations
during a PFM contraction."*® Table 13 (see page 25), de-
scribes the parameters and anatomical landmarks evaluated
in the mid-sagittal plane, during different activity states of
the PFM: rest, contraction and bearing down.

Parameters and findings evaluated with trans-
abdominal imaging in the transverse plane—during dif-
ferent activity states of the PFM (rest, contraction, and
bearing down)—are described in Table 14 (see page 26).

3.5.1.2 Introital pelvic floor ultrasound: 2D/
3D/4D imaging technique to scan pelvic floor struc-
tures using an endocavity*' transducer placed against
the vaginal introitus/vulva or perineum.” (NEW) The
transducer may be oriented ventrally/anteriorly to
assess the pelvic floor structures (prolapse, levator ani
muscle anatomy and function, and periurethral area),
or oriented posteriorly to assess the anal sphincter
structures.

Ulro
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TABLE 12 Parameters and findings evaluated with SEMG

Parameters, specifications (units of measure)
and measurement processes Outputs and interpretation of findings

(a) Parameters assessed at rest

3.4.2.1 Baseline muscle activity: The amount of microvolts generated by 3.4.2.1.1 Inconsistent resting baseline: The
activation of motor units in the target muscle during rest**”**" variation of baseline between contractions,
between sets, or between days*"’”

3.4.2.1.2 Elevated resting activity: An increase in
the active component of muscle tone; (the passive/
viscoelastic component is not captured by
SEMG) (NEW)

(b) Parameters evaluating contractile properties

3.4.2.2 Signal amplitude: Microvolts (V) a muscle generates™* SEMG amplitude reflects muscle activation.""”
Increase in SEMG amplitude is related to the
recruitment of motor units and increased firing

Specify: MVC contraction duration (s)—how the signal was processed. Signals rate.''® The amplitude of the signal should not be
are usually rectified and filtered to measure amplitude,''* i.e., average interpreted as a direct force measurement because
rectified value or root-mean-square'"* the relationship between force and EMG is

3.4.2.3 Peak amplitude: The highest sSEMG amplitude achieved measured in generally not linear and is affected by type of
microvolts.**’” Specify the duration (s). Measured during an MVC or contraction (concentric/isometric/eccentric),
functional activities such as postural tasks or incontinence provocative speed of contraction.). During strength training,
activities! 2124 early gains in force output are mainly related to an

increase in motor unit recruitment and discharge
frequency which will result in a higher signal
amplitude. Later gains explained by hypertrophy*
are not reflected in increased SEMG amplitude

3.4.2.4 Normalization of the amplitude: The value obtained during a specific
task as a percent relative to the electrical activity detected during a
MVC!13117 (NEW)

3.4.2.5 Time to peak muscle activation: Time in ms or s from onset of muscle 3.4.2.5.1 Slow recruitment: A longer time to peak

activity to peak activity (NEW) muscle activation in s or a slower rate of
Rate of change: The mean slope of the ascending curve in uVs during a fast change'”” (CHANGED)***
MVC. (NEW)

3.4.2.6 Reaction time: The latency (time in ms) between a stimulus (or the 3.4.2.6.1 Slow reaction time: A longer time to
command) and the onset of muscle activation'** (NEW)' initiate muscle activation (NEW)

3.4.2.7 Time from command to peak: Time in ms from stimulus to peak
activity (NEW) This term encompasses both the reaction time and the time
to peak muscle activation

3.4.2.8 Time to return to baseline muscle activity: Time in s from peak 3.4.2.8.1 Slow de-recruitment: Slow relaxation of
activity to resting activity (NEW) the muscle contraction®*

Rate of change: The mean slope of the descending curve in uV/s during a

fast MVC
3.4.2.9 Rate of change of amplitude during sustained contraction: The A higher rate of change will be indicative of lower
change in SEMG amplitude divided by the duration of the contraction: endurance

EMGgna — EMGipar/time(s)."”” (NEW). The contraction could be sustained
or intermittent at different % of MVC'*’

3.4.2.10 Timing of muscle activity: Onset of the activation in milliseconds can « Normal
be assessed in relation to onset of activation in other muscles, provocative « Delayed: delayed activation of the PFM relative to
activities or other aspects of a task (NEW) the onset of a cough or a postural perturbation has
been found in women with stress urinary
incontinence'**

ICS Standards 2024: 1.1CS Standardisations
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TABLE 12 (Continued)

Parameters, specifications (units of measure)
and rement processe:
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Outputs and interpretation of findings

3.4.2.11 Duration of a sustained contraction: The duration in seconds that a A shorter duration suggests lower endurance

contraction could be sustained at a specific % of MVC'*’ (NEW)

3.4.2.12 Power spectrum: The distribution of frequency components of the The median frequency of the SEMG power spectrum

SEMG signals, measured in Hz''* (NEW)

shifts to lower frequencies as a muscle fatigues due
to altered muscle fiber recruitment and other
changes in the contractile properties'**"'*’

Abbreviations: MVC, maximum voluntary contraction; PFM, pelvic floor muscles; SEMG, surface electromyography; uV microvolts.

“The recording of resting activity is highly susceptible to contamination by ambient noise. A low proportion of noise in the signal (or higher signal-to-noise

ratio) is necessary for accurate assessment.
Unlike many other skeletal muscles,'**'*!

abdominal contents.

the PFMs are thought to have a level of constant EMG activity to maintain continence and support of pelvic/

“Advanced EMG techniques are needed to prevent inaccurate interpretation from artifacts and muscle crosstalk.

dSlow recruitment could be a sign of PFM dysfunction if it leads to leakage during coughing and sneezing when a quick muscle contraction is needed to

24,75

counteract increased intra-abdominal pressure.

°The definition for this term used in Bo et al.”* is the definition this document calls “slow reaction time.”

This may also be considered in the motor control domain.
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FIGURE 5 Parameters measured using electromyography.
Parts of the EMG tracing: A =signal to contract, B = onset of
muscle activity, C = peak muscle recruitment, D = signal to relax,
E =return to baseline; 1 = Reaction time, 2 = Time to peak
activation, 3 = Time from command to peak, 4 = Time to return to
baseline muscle activity
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FIGURE 6 Perineal ultrasound parameters and anatomical
landmarks assessed in the mid-sagittal plane using a horizontal
reference line drawn from infero-posterior margin of the pubic
symphysis

Bladder
rech
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of the pubic o the pubic
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FIGURE 7 Perineal ultrasound parameter (gamma angle)
assessed in the mid-sagittal plane using a reference line drawn
from the anterior to the posterior margin of the pubic symphysis

3.5.1.3 Perineal pelvic floor ultrasound: 2D/3D/
4D imaging technique to scan pelvic floor structures
using a convex transducer placed against the perineum/
vulva." (NEW) The transducer may be oriented long-
itudinally/sagittally (for bladder neck/urethra, prolapse,
and levator ani muscle assessment), or oriented trans-
versely (for assessment of anal canal, sphincters). The
terms transperineal and translabial ultrasound are both
used to refer to perineal ultrasound. Parameters and
findings evaluated with perineal and introital pelvic floor
ultrasound—during different activity states of the PFM
or actions (rest, contraction, and bearing down)—are
presented in Table 15 (see page 26).

3.5.1.4 Endovaginal pelvic floor ultrasound: an
endocavity transducer is inserted into the vagina (rota-
tional mechanical probe or radial electronic probe)’ to

83
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MU - Mid-urethra
BF - Bulb of the penis

assess pelvic floor morphology. (NEW) It can be used to
evaluate bladder neck/urethra, levator ani muscle, anal
canal, and sphincters during different activity states of
the PFM (rest, contraction and bearing down), as de-
scribed in Table 16 (see page 29).

3.5.1.5 Endoanal ultrasound (EAUS): An en-
docavity transducer is inserted into the anus (linear array
3600 3D transducer or radial array 3600 3D transdu-
cer).” (NEW) It can be used to assess the external anal

Pubic symphysis

-
LHap

LHtransverse _

LHarea

FIGURE 9 Levator hiatal dimensions measured using perineal
ultrasound. LHap, levator hiatus antero-posterior diameter;
LHarea, levator hiatus area; LHtransverse, levator hiatus transverse
diameter; t, pubovisceral thickness

1.1CS Standardisations

FIGURE 8 Parameters and anatomical
landmarks assessed in the mid-sagittal plane
using a two-dimensional transducer oriented
longitudinally/sagittally in men (reproduced
with permission from Stafford et al.'**). The
sketch overlays two images illustrating the
anatomy at rest (continuous lines) and
during maximal pelvic floor contraction
(dotted-lines)

UV - Urethrovesical junction
ARJ- Ano-rectaljunction

sphincter (EAS) and internal anal sphincter (IAS).
Parameters and findings evaluated with endoanal ultra-
sound imaging—during different activity states of the
PFM (rest, contraction, and bearing down)—are de-
scribed in Table 17 (see page 30).

3.5.1.6 Ultrasound elastography: A noninvasive
imaging technique that allows quantification of me-
chanical and elastic tissue properties following applica-
tion of physical stress.'”* (NEW). Elastography imaging
uses either compression/strain elastography or shear-
wave elastography.”®'”>'”? The primary differences
between elastography techniques relate to the type or
source of applied stress, and the methods of detecting
displacement of the examined structures. Comparison
between the elastography types and B-mode ultrasound
is shown in Figure 11 (see page 31).

Parameters and findings evaluated with ultrasound
elastography imaging are described in Table 18 (see page 31).

3.5.2 Magnetic resonance imaging (MRI): Is a
noninvasive diagnostic technique that produces computer-
ized images of internal body tissues and is based on nuclear
magnetic resonance of atoms within the body induced by
the application of radio waves.'®* (NEW) This technique
can be applied for many purposes in urology/gynecology/
gastroenterology including the assessment of PFM injury,
morphometry and positioning of the PFMs and related
organs as well as anorectal functioning. Considering that
MRI is rarely used in clinic to assess PFM morphometry
and function, only a brief overview is provided in Table 19
(see page 32) and further details are available in other
standardization documents.'""*’
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FIGURE 10 Assessment of the integrity of the anal sphincter complex assessed with tomographic ultrasound imaging plane

(reproduced with permission from Guzman Rojas et al."*)

3.6 Algometry: A test to assess the pain response to
application of blunt pressure. It is used to evaluate the
pain threshold and pain tolerance. (NEW) Responses
may reflect increased sensitivity (allodynia, hyperalgesia,
hyperpathia) or loss of sensation. Algometry does not

provide objective information regarding pathology or
neurophysiological function, as do other more sophisti-
cated quantitative sensory testing methods.

Parameters and findings evaluated with algometry
are described in Table 20 (see page 33).

TABLE 13 Parameters and findings evaluated with trans-abdominal ultrasound imaging in the mid-sagittal plane

Parameters, specifications (units of measure)
and measurement processes

3.5.1.1.1 Bladder base displacement™: A marker is placed at the
point of greatest displacement (mm or cm) of the infero-
posterior bladder wall at rest and at maximal contraction or
bearing down."*” Direction and displacement of the bladder
base movement from rest to final position. (NEW). The bladder
base is the most infero-posterior aspect of the bladder wall

Abbreviation: PFM, pelvic floor muscles.

Outputs and interpretation of findings

PFM contraction: Displacement from rest of the bladder base
during (attempted) PFM contraction'*":

Elevation (normal response): Movement of the bladder base in
a cephalad and ventral direction toward the pubic bone infers
contraction of the levator ani/puborectalis

No change

Descent: Movement of the bladder base caudal and posterior
away from the pubic bone infers elevated intra-abdominal
pressure—PFMs may be active but this cannot be confirmed

Bearing down: Displacement of the bladder base during sustained
increased intra-abdominal pressure:

« Elevation
« No change
« Descent

“Factors that may compromise the measurement of bladder base displacement include: the lack of bony landmark as a fixed starting point and the fact that
movement of the bladder base does not always reflect movement of the bladder neck.'*’
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TABLE 14 Parameters and findings evaluated with trans-abdominal ultrasound imaging in the transverse plane

Parameters, specifications (units of measure)
and measurement processes

3.5.1.1.2 Symmetry of the bladder base: Equal curvature of
bladder base with probe placed in the transverse plane (NEW)

3.5.1.1.3 Bladder base displacement”: See 3.5.1.1.1. Movement
of the bladder base (in mm or cm) is used as a surrogate
measure for activity of the PFM

Abbreviation: PFM, pelvic floor muscles.

Outputs and interpretation of findings

Rest: Symmetrical or asymmetrical. Asymmetry can be related to
unilateral increased tone, unilateral decreased tone, operator
error in probe position, or asymmetry of passive support (e.g.,
unilateral ligament damage/trauma)”

PFM contraction: Displacement of the bladder base during
attempted PFM contraction:

« Elevation (normal response): Movement of the bladder base in
a cephalad/ventral direction. No change

« Descent: Movement of the bladder base in a caudal/dorsal
direction

Bearing down: Displacement of the bladder base during sustained
increased intra-abdominal pressure:

« Elevation
« No change
» Descent (normal response)

“This finding must be correlated with findings of other tests and signs (especially digital vaginal/rectal palpation) to determine reason for asymmetry.

Factors that may affect the measurement of bladder base displacement include: the lack of boney landmark as a fixed starting point and the fact that

movement of the bladder base does not always reflect movement of the bladder neck.'*’

TABLE 15 Parameters and findings evaluated with perineal and introital ultrasound imaging assessed in the mid-sagittal plane using a

2D/4D transducer oriented longitudinally/sagittally

Parameters, specifications (units of measure)
and measurement processes

Outputs and interpretation of findings

(a) Parameters and anatomical landmarks assessed in the mid-sagittal plane using a 2D/4D transducer oriented longitudinally (f)

Bladder neck parameters: Measurement of bladder neck
position

3.5.1.3.1 Bladder neck position: Refers to the bladder
neck position relative to the pubic symphysis (PS)."*
The position is analyzed in a horizontal (x-axis) and
vertical position (y-axis) relative to a horizontal
reference line (measured in mm or cm) (NEW)

Specify if using: the infero-posterior margin (Figure 6 on
page 23),"*" the lowest margin,'*" or the central axis

Rest: Quantification of bladder neck position at rest from the horizontal

and vertical distances from the PS'**'** Resting position of the
bladder neck was found to be higher after PFM training'*’

PEM contraction: Cranio-ventral displacement of the bladder neck '*

measured as: a decrease in x-value and increase in y-value. The
ventro-cranial displacement of the bladder neck is measured as
displacement = 1/(Ax + Ay?)."**'%° The higher the value, the
greater the ventro-cranial displacement of the bladder neck (bladder
neck lift), which reflects the lifting action of the PEM'**!*7 149

(line drawn from the anterior to the posterior margin) of Bearing down: On bearing down with the instruction to relax the PFM,

the PS (Figure 7 on page 23)'**; the middle of the
proximal urethra for the internal meatus,'*’ the anterior
bladder neck'** or equidistant points along the urethra
from bladder neck to external urethral meatus'"

3.5.1.3.2 Angle y (Gamma)/Pubo-urethral angle: Is the
angle (in degrees) between the bladder neck and a line
drawn from the anterior to the posterior margin of the
pubic symphysis'*’ (NEW) (see Figure 7)

Rest: Quantification of the angle at rest
PFM contraction: A change of the angle y from rest to a maximal PFM

the dorso-caudal displacement is measured at the point of maximal
displacement during the manoeuvre.'** As the proximal urethra
descends, the x-value increases and the y-value decreases. The
higher the value, the greater the dorso-caudal displacement of the
bladder neck (bladder neck descent or mobility).'*'**'* Higher
mobility is observed in incontinent women

151

contraction. A reduction of the angle is expected as the bladder neck
displaces ventrally and caudally.

Bearing down: Method to assess bladder neck descent/mobility."*” A

ICS Standards 2024: 1.1CS Standardisations
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larger angle indicates a greater descent of the bladder neck,'*’ which
has been related to incontinence
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TABLE 15 (Continued)

Parameters, specifications (units of measure)
and rement processe:

3.5.1.3.3 Perineal body: Should appear as a triangular
shaped, slightly hyperechoic (white) structure anterior to
the anal sphincter'’

3.5.1.3.4 Levator plate angle: The angle (in degrees)
between a horizontal reference line at the level of the
infero-posterior margin of the PS intersecting a line from
the infero-posterior margin of the PS to the anorectal
angle'**>*(NEW) (see Figure 6)

3.5.1.3.5 Levator hiatus length: The distance (mm or cm)
between the infero-posterior margin of the pubic
symphysis to the anorectal angle, representing the
levator hiatus antero-posterior diameter in the mid-
sagittal view' "> (NEW) (see Figure 6)

3.5.1.3.6 Anorectal angle: The angle (in degrees), formed
by the longitudinal axis of the anal canal and the
posterior rectal wall''

Ulro

Outputs and interpretation of findings

Indicates if the integrity of the perineal body is normal or compromised.

Rest: Quantification of the levator angle at rest. Elevated levator plate
angle may be indicative of increased tone in the PFM'**

PFM contraction: An increase of the levator plate angle in comparison to
the angle at rest. Levator plate excursion is calculated by subtracting
the angle at rest from the angle during contraction'**

Bearing down: A decrease of the levator plate angle in comparison to the
angle at rest. Levator plate excursion is measured as per contraction,
smaller angle is expected'*®

Rest: Quantification of the levator hiatus? at rest. Smaller levator plate
length could be suggestive of high tone in PFM'**

PFM contraction: A reduction of the levator hiatus It has been
demonstrated to reflect a PFM contraction' """

Bearing down: An increase of the levator plate length is expected

Rest: Quantification of the anorectal angle at rest. Smaller anorectal
angle could be suggestive of increased tone in the PFM'**

PFM Contraction: A reduction in the anorectal angle during a PFM
contraction. The excursion of the anorectal angle is calculated as the
angle during contraction of the levator ani muscle minus the angle at
rest. Larger excursion could be suggestive of stronger activation of
the PFMHS. 153,154

Bearing down: Widening of the anorectal angle is expected.'* If absent,
PFM dyssynergia may be present

(b) Parameters and anatomical landmarks assessed in the mid-sagittal plane using a 2D transducer oriented longitudinally/sagittally (m)

Displacement or position (in mm or cm) of anatomical
landmarks are assessed to interpret activation of
individual PFM***’

3.5.1.3.7 Urethro-vesical junction: The point of maximal
inflection of a line drawn along the dorsal border of the
urethra and the bladder neck’”*’(NEW)

3.5.1.3.8 Anorectal junction: The ventral-most point of a
line drawn along the ventral aspect of the rectum at the
anorectal junction (NEW)

3.5.1.3.9 Bulb of the penis: the dorsal-most point on a line
drawn around the bulb of the corpus cavernosum
penis (NEW)

3.5.1.3.10 Mid-urethra: A point on the ventral border of the
membranous urethra that undergoes the greatest dorsal
movement during contraction. This point is located
within 2.5 mm either side of a line drawn between the

ICS Standards 2024: 1.1CS Standardisations
ICS report on the terminology for pelvic floor muscle assessment

For the displacement of the anatomical landmarks described below, the
displacement during contraction and cough are measured in relation
to the resting position values.””'*> Movement of these landmarks
has been correlated with activation of levator ani (puborectalis)”’

For 3.5.1.3.7 and 3.5.1.3.8:

Rest: The position of these landmarks in the caudo-cranial and antero-
posterior planes can be quantified relative to the dorsal pole of the
PS at rest (see Figure 8 on page 24). Lower resting position has been
observed in incontinent men'°”

PFM contraction: Cranio-ventral displacement is expected
Cough: Caudal-dorsal motion can be observed during the pressurization
phase of cough due to levator ani muscle lengthening (probable

eccentric contraction, but this cannot be confirmed from US
imaging) during the phase when intra-abdominal pressure increases.
This is followed by cranial-ventral displacement that occurs due to
PFM shortening (concentric contraction)

25,156

Contraction: Cranio-ventral displacement is expected due to
bulbocavernosus shortening”>*”'>

Cough: Cranio-ventral displacement is expected due to bulbocavernosus
shortening”’

PFM contraction: Dorsal displacement is expected due to striated
urethral sphincter shortening”*’
Cough: Dorsal displacement of the mid-urethra due to striated urethral

25,27

sphincter shortening™

(Continues)
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TABLE 15 (Continued)

Parameters, specifications (units of measure)
and measurement processes

dorsal pole of the pubic symphysis and the most dorsal
aspect of the bulb of the penis (NEW) (see Figure 8)

Outputs and interpretation of findings

(c) Parameters and anatomical landmarks assessed in the axial plane using the 4D transducer oriented longitudinally (f)

3.5.1.3.11 Hiatal dimensions: Cross-sectional area of the pelvic floor/levator hiatus, including antero-posterior and transverse distances™
Measured in the plane of minimal hiatal dimensions.'® A transverse view is obtained and the plane of minimal hiatal dimensions is
identified by moving the field of view cranially and caudally until the distance between the hyperechogenic posterior aspect of the PS

and the hyperechogenic anterior border of the pubovisceral muscle is at a minimum

3.5.1.3.11.1 Levator hiatus antero-posterior diameter:
The distance (in mm or cm) delineated from the PS
(anteriorly) to the edge of the of the puborectalis muscle
(posteriorly) (NEW)

3.5.1.3.11.2 Levator hiatus left-right/latero-lateral/
transverse diameter: Latero-lateral diameter of the
levator hiatus (in mm or cm) in the plane of minimal
hiatal dimensions. (NEW) The diameter from right to
left is measured at the widest part, and perpendicular to
the antero-posterior diameter' """’

3.5.1.3.11.3 Levator hiatus area: Defined and measured as
the area (in mm? or cm?) bordered by the pubovisceral
muscle, PS and inferior pubic ramus in the plane of
minimal hiatal dimensions'*’ (NEW)

3.5.1.3.12 Maximal levator ani muscle thickness: Is the
maximum diameter of the levator ani muscle measured
in two locations bilaterally (in mm or cm). (NEW) (see
Figure 9 (see page 24)). This is usually located 1-1.5 cm
above the minimal levator hiatus dimension. Measured
perpendicular to the presumed levator ani fiber
direction'**"*”

3.5.1.3.13 Levator ani muscle cross-sectional area: Is the
area (in mm? or cm?) delineated by tracing the outline of
the levator ani muscle at the level of maximal muscle
thickness (NEW)

3.5.1.3.14 Integrity of the anterior/medial fibers of the
levator ani: To assess if a disruption or disconnection of
the insertion is present, direct the patient to perform a
PFM contraction, and identify the plane of minimal
hiatal dimensions at maximal PFM contraction. Use this
plane for tomographic ultrasound imaging of the
puborectalis component of the levator ani, with an
interslice interval of 2.5 mm"* (NEW)

3.5.1.3.15 Urethral sphincter volume: Ultrasound
imaging of the urethral sphincter (morphometry of the
rhabdosphincter)."*(NEW) The internal sphincter
volume (in mm?® or cm?) including the longitudinal
smooth muscle and the lumen is seen as a hypoechoic
(black) core whereas the external sphincter volume or
the circular striated muscle of the rhabdosphincter is
seen as a hyperechoic (white) ellipsoid structure'®' '

ICS Standards 2024: 1.1CS Standardisations
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Findings below apply to all measurements of hiatal dimensions.

Rest: Quantification of the levator hiatus diameters/area at rest. Smaller
diameter/area has been observed in women with pelvic pain and is
may suggest increased tone in the PFM.'*® Conversely, a larger
hiatus has been observed in women with pelvic organ prolapse

PFM contraction: A reduction of the area/diameter is expected during a
maximal PFM contraction. Hiatus reductions during contraction can
be calculated as the percentage of change from baseline (i.e., levator
hiatus narrowing = (levator hiatus at rest — levator hiatus at
contraction)/levator hiatus at rest x100)"**

Bearing down: An increase in the levator hiatus diameter/area is
expected on bearing down with the instruction to relax the PEM."”’
The difference (or percentage of change) between the diameter at
rest and on bearing down determines the degree of hiatal
distension.'" Higher distension has been observed in women with
pelvic organ prolapse' ™

Provides morphologic measurements of the muscle diameter and area at
rest.'”’

Rest: Increased thickness has been observed after PFM training.'”’
Increased thickness may be indirectly related to strength'>

3.5.1.3.14.1 Complete avulsion” is diagnosed when the 3 central slices
show a loss of integrity or defect in the anterior/medial fiber of the
levator ani muscle on the inferior pubic ramus resulting in a levator-
urethra gap*(NEW). A gap of more than 2.5 cm has been suggested
as an indicator of avulsion'’3.5.1.3.14.2 Partial avulsion: Is
diagnosed when at one or two of the 3 central slices show a loss of
integrity/defect of the medial fiber of the levator ani muscle
(CHANGED)**

Smaller sphincter volume is related to urinary incontinence severity'**
and urethral pressure.'® PFM training results in increased sphincter

volume'®’
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TABLE 15 (Continued)

Parameters, specifications (units of measure)
and rement processe: Outputs and interpretation of findings

(d) Parameters and anatomical landmarks assessed with tomographic ultrasound imaging plane using the 4D transducer oriented transversely

3.5.1.3.16 Integrity of the anal sphincter complex: PFM contraction: A “significant” defect is diagnosed if four out of these
assessment of the internal and external anal sphincter to six slices show a defect in >300 of the circumference of the external
identify presence/absence of a defect (measured in anal sphincter.*'*

degrees). (NEW) Using tomographic ultrasound
imaging, the anal canal is visualized in the mid-sagittal
plane and a set of 8 transverse slices is placed to
encompass the entire external anal sphincter by locating
one slice cranial to the external anal sphincter (at level of
puborectalis, Slice 1) and another caudal to the internal
anal sphincter (at level of subcutaneous part of external
anal sphincter, Slice 8), leaving six slices to delineate the
entire muscle (Slices 2-7) (see Figure 10 on page 25).
Interslice interval is varied depending on external anal
sphincter dimensions'**'%°

Abbreviations: f, females; m, males; MVC, maximum voluntary contraction; PFM, pelvic floor muscles; PS, pubic symphysis.
“The horizontal reference line drawn from antero-posterior margin or the lowest margin of the PS may be influenced by the angle of the transducer.

“Synonyms are puborectalis/pubovisceralis defects or injury.

TABLE 16 Parameters and findings evaluated with endovaginal ultrasound imaging

Parameters, specifications (units of measure)
and rement processe: Outputs and interpretation of findings

(a) Parameters and anatomical landmarks assessed in the sagittal plane (2D)

3.5.1.4.1 Levator plate position: the distance (in mm or cm) between Rest: Quantification of the distance between the levator plate
the levator plate and endovaginal probe'*’(NEW) and the probe with the PEM at rest.
PFM contraction: A reduction of the distance between the

levator plate and the probe is expected during a maximal
PFM contraction; may be called levator plate lift. A greater
levator plate lift ratio (lift/rest X 100) detected by dynamic
endovaginal sonography has been associated with higher
PFM strength as determined by the Modified Oxford

Scale'®’
3.5.1.4.2 Perineal body: See 3.5.1.3.3. The depth (antero-posterior Rest: Visibility of the structure and biometric measurements
diameter) and height (supero-inferior diameter) of the perineal are identified at rest; indicate if the perineal body is visible

11,168 168

body can be measured in mm or cm in this plane or not visible

3.5.1.4.3 Anorectal angle: See 3.5.1.3.6. Rest: Quantification of the anorectal angle at rest'®’

(b) Parameters and anatomical landmarks assessed in the axial plane (3D)

3.5.1.4.4 Hiatal dimensions: measurements of the following Rest: Quantification of the levator hiatus diameters/area at
parameters are taken in the place of minimal hiatal dimension,” as rest"’
described in Table 17

3.5.1.4.4.1: Hiatal antero-posterior diameter: Antero-posterior
diameter (in mm or cm) of the levator hiatus measured at the level
of minimum dimension (NEW)

3.5.1.4.4.2 Hiatal transverse diameter: The diameter (in mm or cm)
from right to left is measured at the widest part, and perpendicular
to antero-posterior diameter (NEW)

(Continues)
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TABLE 16 (Continued)

Parameters, specifications (units of measure)
and measurement processes

3.5.1.4.4.3 Hiatal area: Defined and measured as the area (in mm? or
cm?) bordered by the pubovisceral muscle, PS, and inferior pubic
ramus in the plane of minimal hiatal dimensions (NEW)

3.5.1.4.5 Levator ani thickness: Defined as the diameter of the
levator ani muscle (in mm or cm) at the “9 o'clock” and “3 o'clock”
positions*’ as described in Table 15 (NEW)

3.5.1.4.6 Levator plate angle: The angle (in degrees) between the
reference line and the plane of minimal levator hiatal dimensions/
anorectal angle, identified via a multiplanar view'®” (NEW)

3.5.1.4.7 Levator ani deficiency: Assessed from a 3D volume.
Individual levator ani muscles are evaluated in their specific axial
plane where the full length of muscle can be
visualized' """ (NEW)

3.5.1.4.8 Perineal body: This anatomical structure is visualized as an
ovoid-shaped, mixed echogenicity structure. The width (latero-
lateral diameter) (in mm or cm) of the perineal body can be
measured in the axial plane'*®

Abbreviations: PFM, pelvic floor muscles; PS, pubic symphysis

Outputs and interpretation of findings

Rest: Provides morphologic measurements of the levator ani
diameter.

Rest: This angle quantifies the levator plate position in
reference to the pubic bone and the perineal body’®’

Rest: The muscles on each side for each subgroup are scored
based on thickness and detachment from the pubic bone:

« 0=no defect

« 1=minimal defect with <50% muscle loss
« 2=major defect with >50% muscle loss

« 3 =total absence of the muscle

Significant levator ani deficiency is defined as a total score
within the range of 12-18'7%'"!

as per 3.5.1.3.3

TABLE 17 Parameters and findings evaluated with endoanal ultrasound imaging

Parameters, specifications (units of measure)
and measurement processes

3.5.1.5.1 Anal sphincter defect (or pathology): Assessment of the internal and external

Outputs and interpretation of
findings

Indicate if defect is present or absent

anal sphincters to identify presence/absence of a defect; observed in cross-sectional images
of the anal sphincter. (NEW) This measure is obtained by a probe inserted into the anal
canal to a depth of approximately 6 cm and gently withdrawn down the anal canal. The
anal canal is divided into three levels of assessment in the axial plane referring to the

following anatomical structures'"'”>'7*:

-

sphincter where the internal anal sphincter is absent

. Proximal or lower level: corresponds to the subcutaneous part of the external anal

ii. Middle level: corresponds to the superficial part of the EAS (concentric band of mixed
echogenicity), the conjoined longitudinal layer, the IAS (concentric hypoechoic ring),

and the transverse superficial perinei muscles

iii. Distal or upper level: the hyperechoic sling of the puborectal muscle and the complete

ring of the internal anal sphincter are visualized''

The probe should be rotated so that the anterior aspect of the anal canal is superior (12
o'clock) and left lateral is oriented right (3 o'clock) on the screen. The acquisition of a
three-dimensional data volume (3D ultrasound) of the anal sphincter is also possible

Abbreviations: EAS, external anal sphincter; IAS, internal anal sphincter.
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FIGURE 11 Ultrasound elastography physics, measurement methods (reproduced with permission from Sigrist et al.'’*). In strain

imaging (A), tissue displacement is measured by correlation of radiofrequency echo signals between search windows (boxes) in the states
before and after compression. In shear wave imaging (B), particle motion is perpendicular to the direction of wave propagation, with shear
wave speed ¢ related to shear modulus G. In B-mode ultrasound (C), particle motion is parallel to the direction of wave propagation, with

longitudinal wave speed c;, related to bulk modulus K

TABLE 18 Parameters and findings evaluated with ultrasound elastography imaging

Parameters, specifications (units of measure)
and rement processe:

3.5.1.6.1 Shear wave elastography (SWE): Ultrasound
elastography using shear waves generated by the US beam.
(NEW). Different types are point SWE, 2D SWE, and
transient elastography. 2D SWE uses an acoustic radiation
force pulse sequence to generate shear waves, which
propagate perpendicular to the ultrasound beam, causing
transient displacements. The distribution of shear wave
velocities at each pixel is directly related to the shear modulus
in kilopascal (kPa), an absolute measure of the tissue's elastic
properties. This technique is considered more objective than
strain elastography®’

3.5.1.6.1.1 Perineal shear wave elastography: Shear wave
elastography applied per perineum. (NEW). Only 2D SWE
has been applied to the PEM."°*'”>'”% A linear transducer is
placed against the perineum/vulva. Orientation is
longitudinal (for assessing urethral sphincter), or aligned with
the muscle fibers for specific PFM (e.g., puborectalis)
assessment. A linear or curved transducer can be used.
Stiffness is evaluated using quantitative shear modulus maps
represented in a color-coded elastogram displaying
shear-wave velocities in meters per second or tissue elasticity
(shear elastic modulus) in kilopascals'*’

3.5.1.6.2 Strain elastography: Ultrasound elastography which
measures strain in one tissue area proportional to another.
(NEW). Maps, or elastograms, are developed based on the
relative differences in stiffness between the area of interest
and the reference tissue. The assessor applies slight and
constant vertical compression through the transducer along
the major axis of the tissue. Elasticity is measured by means of
the Young's modulus and is defined as the ratio between the
pressure measured and the strain (deformation compared to
the initial length) produced.'®* Soft tissue is more
compressible than harder tissue and therefore has a higher

ICS Standards 2024: 1.1CS Standardisations
ICS report on the terminology for pelvic floor muscle assessment

Outputs and interpretation of findings

Higher values indicate stiffer tissue, as shear waves propagate faster
in stiffer tissues. Stiffness measures include both active (muscle
contraction) and passive (viscoelastic properties) components of
the tissue

Higher values indicate stiffer tissue. Measures may provide
evidence of stiffer tissue at rest (e.g., high activation of PFM at
rest) and should increase with contraction.'”*'”*'” Quality of
measurement depends on orientation of the transducer (parallel
with muscle fibers), accuracy of movement of the transducer to
follow the movement of the muscle during contraction.
Measures are compromised if there are areas in the image
where the measure is saturated (stiffness greater than the
measurable scale) or unable to be quantified by the system

Qualitative analysis: The different colors express different
degrees of elasticity, usually varying from red (soft tissue) to
blue (hard tissue) with intermediate colors representing
intermediate degrees of stiffness'®

Semi-quantitative analysis: the target tissue is selected and
labeled as the region of interest (ROI) A, and the reference
tissue is labeled as ROI B. Elasticity of tissue expressed as a
strain ratio: B/A. The higher the value of B/A, the stiffer the
target tissue

(Continues)
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TABLE 18 (Continued)

Parameters, specifications (units of measure)

and measurement processes Outputs and interpretation of findings

strain (displacement) for the same applied stress (force). The
results of strain elastography can only be expressed
qualitatively or semi-quantitatively'*"'**

The higher the value of B/A, the stiffer the target tissue. A 4-point

elasticity score has been used to represent levator ani muscle
176,177

3.5.1.6.2.1 Pelvic floor strain elastography: strain
elastography to assess deep PFM elasticity'’®'”” and
periurethral elasticity as an estimate of urethral elasticity
mobility' ™ (NEW)

To assess deep PFM: A perineal transducer is placed
perpendicular to the skin in the sagittal plane to identify
levator ani muscle. The levator ani muscle is selected on
screen and labeled as the target tissue (region of interest [ROI]
A), and the adjacent anal canal is selected and labeled as
reference tissue (ROI B)'"®

To assess urethral support tissues: an endovaginal transducer
is placed parallel to the urethral meatus. The target tissue is
the tissue between the urethra and the vagina (para-urethral
tissue) (ROI A), and the reference tissue is set at the level of
the posterior tissue of the bladder neck (ROI B)

Abbreviations: PFM, pelvic floor muscles; ROI, region of interest; SWE, shear wave elastography.

TABLE 19 Parameters and findings evaluated with pelvic floor MRI

Parameters, specifications (units of measure)

and measurement processes Outputs and interpretation of findings

3.5.2.1 Levator ani defects: Is damage to muscle fibers ranging Levator ani damage on MRI can be diagnosed when one or
from disruption of a single fascicle, to complete disruption of the more of the following is present: absence of pubococcygeal
muscle origin (CHANGED)*** muscle fibers in at least one 4-mm section, or two or more

There is no universally accepted system for the diagnosis and adjacent 2-mm sections in both the axial and the coronal
evaluation of the extent of the injury. Essentially, abnormalities planes™

are judged to have occurred when the morphology of the
pubococcygeal portion of the levator ani muscle deviates from
what is seen in normal nulliparous women**

Defect severity may be further scored in each muscle from 0 (no
defect) to 3 (complete loss). A summed score for the two
sides (0-6) is assigned and grouped as minor (0-3) or

major (4-6)""

3.5.2.2 Levator ani position in the pelvis: Location of the levator May be normal, elevated, or descended””
ani in the sagittal plane in relation to defined landmarks and
reference points/lines'*°(NEW)

3.5.2.3 Hiatal dimension: See 3.5.1.3.11 See 3.5.1.3.11

This assessment focusses on anorectal function. When
dyssynergia is diagnosed (see definition 4.3.1) this confirms
PFM involvement''

3.5.2.4 MR defecography: Demonstrates the anatomy of the
anorectum as well as disorders of rectal evaluation. Barium paste
is inserted before defecation over a translucent commode
(CHANGED)*’

Abbreviations: MRI, magnetic resonance imaging; PFM, pelvic floor muscles.

11,185

“The term levator injury is also used synonymously.
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TABLE 20 Parameters and findings evaluated with algometry

Parameters, specifications (units of measure) and
measurement processes

3.6.1 Algometer/Algesiometer: An instrument for measuring the

pain response to a pressure stimulus. (NEW) An algometry device

measures pressure applied in Newtons or kg/cm?, with an
associated patient-reported pain response

To assess vulval or vestibular pressure pain response, the assessor
uses an algometer'“° or a syringe with a pre-loaded or pre-set
amount of pressure, called a vulvalgesiometer'®’ or a cotton
swab'® against the vulval tissue and delivers the pressure

To assess intra-vaginal pressure pain response, the assessor

mounts a digital palpometer (sensor) to the palpating digit,

covered by examination glove, and connected to an algometry

device. The device applies a pre-set amount of pressure to the

1857190 1o assess pressure/pain in pelvic floor tissues, the
assessor applies a pre-set amount of pressure (usually in the range
of 0.5-2 N'#%19119%) "starting at a low pressure and assesses pain
response to that pressure, or applying increasing amounts of
pressure and instructing the patient to state when the pressure
reaches the patient's threshold

Algometry tests:

tissue.

+ 3.6.1.1 Pressure pain threshold (PPT): The minimum intensity
of a pressure stimulus that is perceived as painful.'”” (i.e., point at
which a sensation changes from one of pressure to one of

pain) (NEW)

3.6.1.2 Pressure pain tolerance (PPTol): The highest intensity
of painful pressure stimulus that an individual is able to
tolerate'”* (NEW)

5 | SECTION 4: DIAGNOSES

Diagnosis: The act or process of identifying or de-
termining the nature and cause of a disease or injury
through evaluation of patient history, examination, re-
view of investigations, and the opinion derived from such
an evaluation.'”’

(CHANGED) The diagnostic process aims to identify
the most specific disorder possible. Overarching diag-
noses are used when there is less certainty about the
presenting disorder. Diagnoses that are specific to the
PFMs may coexist with and be used in addition to other
pelvic floor diagnoses the patient presents with, for ex-
ample, voiding dysfunction, pelvic organ prolapse. The
diagnoses proposed below may change as evidence
emerges to support or refute these terms as diagnostic
terms. In some healthcare settings, clinicians are
required to assign a code for the presenting diseases,
disorders, injuries, and other related health conditions,
using the International Classification of Diseases (ICD)
coding system.””” Not all terms below have a
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Outputs and interpretation of findings

Results may be expressed as the pressure applied when the
patient reports detection or tolerance of pain, or a specific
pressure applied and the patient rating of pain at that
pressure. A finding of pain with a low applied pressure may
suggest allodynia, and a finding of pain with a moderate
applied pressure may suggest hyperalgesia

Variability in readings can be caused by: anatomical test site
(muscle belly vs. tendon'**; mucosa vs. tendon,'”’
coexistence of other pain disorders'”’; left vs. right,'®) stage
in menstrual cycle,'”” sex and gender,'” rate of pressure
increase during test, dimensions of the pressure applicator

196

corresponding ICD diagnostic code. As advised by ICD,
“codes that describe symptoms and signs, as opposed to
diagnoses, are acceptable for reporting purposes when a
related definitive diagnosis has not been established
(confirmed) by the provider.”

4.0. PFM disorder/dysfunction: An alteration of nor-
mal PFM function. (NEW) Any departure from normal
function of the PFM that is of bother to the patient and has
an associated sign and/or a finding from an investigation
that suggests a departure from normal structure or function.
If a specific disorder can be diagnosed, the following terms
may be used.

4.1 Disorder of increased PFM tone

4.1.1 Pelvic floor tension myalgia: A condition
of pain and increased PFM tone (NEW).*" If the lo-
cation can be confirmed as the levator ani, then the
term can be levator ani tension myalgia. Criteria for
diagnosis of pelvic floor tension myalgia are described
in Table 21 (see page 34).

4.1.2 Pelvic floor myofascial pain syndrome: A
pelvic floor pain syndrome of myofascial origin.

93
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TABLE 21 Criteria for diagnosis of pelvic floor tension myalgia
Assessment Findings

Symptoms « May relate to sensation of pain: pain, tender, ache, discomfort
« May relate to sensation of increased tone: tight, tense, narrow or constricted

Signs Tenderness or tender point on palpation of PFMs" per perineum, per vaginam, or per rectum as well one or more of the
following signs:

Lack of perineal and/or PFM descent with sustained increased intra-abdominal pressure
Absent, partial or delayed relaxation of perineum and/or PFM after contraction

Nonrelaxing PFM

Hypertonicity, or increased PFM tone, on a continuum from transient increase in tone to spasm
Fasciculation

Reduced flexibility of the vaginal opening
Investigations Muscle tenderness as assessed by digital algometry (palpometry)

Finding of increased tone from any tool which measures tone (dynamometry, myotonometry, manometry, EMG,
ultrasound or MRI)

« if EMG reveals an inconsistent or elevated resting baseline, or slow de-recruitment, this suggests increased
myoelectrical activity, which may be termed overactivity in the PFM"

Abbreviations: EMG, electromyography; MRI, magnetic resonance; PFM, pelvic floor muscles.

“When assessing sensory changes PV or PR, the clinician needs to determine whether s/he is detecting sensory change in the mucosa (mucosal sensitivity), or
the underlying muscle (muscle tenderness) by differentiating the depth and firmness of palpation.

The previously proposed term “overactive PFM”** has been used to refer to increased tone in a muscle, however if the source of the increased tone (contractile
or noncontractile component of tone) cannot be determined, this term is not recommended.

TABLE 22 Criteria for diagnosis of pelvic floor myofascial pain syndrome

Assessment Findings
Symptoms Presence of pain
Signs Tender point in a taut band (localized increased tone) of skeletal muscle™**

Patient pain recognition on tender point palpation
Referral pattern
Local twitch response

The paired criteria of tender points in taut bands and predicted or recognized pain referral form the
most frequently cited combination of diagnostic criteria

Investigations There is no consensus regarding objective laboratory tests for myofascial trigger point diagnosis
however MR elastography and ultrasound elastography have been reported to investigate
myofascial taut bands**” and trigger points”” in the trapezius muscle

Abbreviation: MR, magnetic resonance

TABLE 23 Criteria for diagnosis of

Assessment Findings . .
pelvic floor myalgia

Symptoms Pain, tender, ache, discomfort

Signs Muscle tenderness or tender point on palpation of PFMs" and normal

tone in PFM per perineum, per vaginam, or per rectum
Investigations Muscle tenderness as assessed by digital algometry (palpometry)

Finding of normal tone (measured by dynamometry, myotonometry,
manometry, EMG, ultrasound, or MRI)
Abbreviations: EMG, electromyography; MRI, magnetic resonance imaging; PFM, pelvic floor muscles;
PR, per rectum; PV, per vaginam.

“When assessing sensory changes PV or PR, the clinician needs to determine whether s/he is detecting
sensory change in the mucosa (mucosal sensitivity), or the underlying muscle (muscle tenderness) by
differentiating the depth and firmness of palpation.

ICS Standards 2024: 1.1CS Standardisations
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TABLE 24 Criteria for diagnosis of decreased PFM tone

Assessment Findings
Symptoms Loose, lax, gaping, sagging, open, weak, bulging, full, loss of control
Signs Hypotonicity, decreased PFM tone, anal or introital gaping, excessive flexibility of the vaginal opening, palpation of an

anal sphincter gap or levator avulsion.

Deficit in PFM contractile function: absence of voluntary PFM contraction, decreased strength (weakness), decreased
sustained and repeated endurance, lack of perineal or PFM elevation, no urethral lift, partial or uncertain levator
closure, small to no change in levator hiatus on contraction

Investigations Any tool which measures tone (measured by dynamometry, myotonometry, manometry, EMG, ultrasound, or MRI)

- If EMG reveals a reduced signal amplitude or peak microvolts, or shorter duration of sustained contraction this
suggests decreased myoelectrical activity, which may be termed “underactivity” in the PFM*

Abbreviations: EMG, electromyography; MRI, magnetic resonance imaging; PFM, pelvic floor muscles.

The previously proposed term “underactive PFM”** has been used to refer to decreased tone in a muscle, however, if the source of the decreased tone
(contractile or noncontractile component of tone) cannot be determined, this term is not recommended.

TABLE 25 Criteria for diagnosis of

. Assessment Findings
vaginismus
Symptoms Pain, tight, tense, narrow, or constricted
Signs Transient increased tone—inability to maintain relaxation with

attempted vaginal penetration (f)
Increased PFM tone

Investigations” Assessment of resting tone (measured by dynamometry,
myotonometry, manometry, EMG, ultrasound or MRI)

Increased activation of PFM shown by perineal or peri-anal EMG
during attempted vaginal penetration

Abbreviations: f, female; EMG, electromyography; MRI, magnetic resonance imaging; PFM, pelvic floor
muscles.

“Investigations may be in-conclusive, as PFM tone values may overlap in conditions such as dyspareunia
and vaginismus, therefore the PFM resting tone and response to attempted penetration may not
exclusively diagnose vaginismus.

Normal Dyssynergia
[l

FIGURE 12 A normal and abnormal (dyssynergic) pattern of defecation (reproduced with permission from Rao*’’). A normal pattern

consists of a rise in the intrarectal pressure coordinated with relaxation of anal sphincter pressure. In contrast, a dyssynergic pattern is
associated with a paradoxical increase in anal sphincter pressure. Typical patterns for a normal and dyssynergic pattern of defecation as
measured during anorectal manometry with a pressure sensor in the rectum and a pressure sensor in the anal canal

(NEW) this diagnosis has trigger points as a hallmark ~ points.”>>* The criteria most consistently used for di-

feature.” However there is no consensus of the defi-  agnosis amongst researchers and expert clinicians are
nition and diagnostic criteria associated with trigger = shown in Table 22 (see page 34).
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TABLE 26 Criteria for diagnosis of anismus
Assessment Findings

Symptoms Pain, tender, ache, discomfort during
attempted defecation or anal penetration
Signs Perineal and/or PFM elevation with sustained
increased IAP (bearing down) or
attempted penetration
Increased PFM tone
Investigations Balloon expulsion test

MR defecography

EMG: PFM activation during defecation
suggesting poor motor control*’’

Abbreviations: EMG, electromyography; IAP, intra-abdominal pressure;
MR, magnetic resonance; PFM, pelvic floor muscles.

4.2 Disorder of PFM pain

4.2.1 Pelvic floor myalgia: A condition of PFM
pain. (NEW). Criteria for diagnosis of pelvic floor
myalgia are described in Table 23 (see page 34).

4.3 Disorder of decreased PFM tone: A condition
which results from a reduction in PFM tone, due to ei-
ther the contractile or the noncontractile components of
tone.”" (NEW) Criteria for diagnosis of decreased PFM
tone are described in Table 24 (see page 35).

Assessment Findings

4.4 Disorder of PFM coordination

4.41 PFM dyssynergia:™" Paradoxical PFM or
sphincter contraction: a dysfunction of coordination be-
tween the PFM and a functional activity, such as a PFM
contraction when relaxation is functionally required.
(NEW) These dyssynergias may share similar symptoms
and Signslx\iii,xix

4.4.1.1 Vaginismus: Spasm of vaginal musculature that
interferes with vaginal penetration (CHANGED).'*™
Criteria for diagnosis of vaginismus are described in
Table 25 (see page 35).

Vaginismus may also be termed genito-pelvic pain/
penetration disorder, which includes fear or anxiety as a
component of the disorder.”***%°

4.4.1.2 Anismus: Spasm of the EAS with attempted
defecation or anal penetration (CHANGED)."'™ This
dyssynergia is shown in Figure 12 (see page 35).

Criteria for diagnosis of anismus are described in
Table 26.

4.5 Pudendal neuralgia: Pudendal neuralgia is a
chronic and severely disabling neuropathic pain
syndrome caused by mechanical or nonmechanical
injury of the pudendal nerve.””® (NEW) The Nantes
criteria list five essential diagnostic criterion includ-
ing three symptoms, one sign and one investiga-
tion.””” These criteria are described in Table 27
(see below).

TABLE 27 Criteria for diagnosis of
pudendal neuralgia

Symptoms Pain in the distribution of the pudendal nerve and its referral areas,
primarily the genitalia including the vulvovaginal, anorectal, and

distal urethral areas

Worse in the sitting position

Pain does not wake the patient at night, no numbness of the perineum

The patient may also have associated pelvic floor symptoms

Signs Nantes criteria”’

distribution on objective testing

Other signs include:

208

sign: No loss of sensation in the pudendal

« Tenderness to palpation anywhere along the length of the pudendal

nerve

Increased tone and tenderness of the obturator internus or

piriformis muscles (depending on the location of the nerve

irritation)

Positive pudendal nerve neurodynamic test
Positive pudendal nerve provocation test

Investigations 209,

As per Nantes criteria”: may be confirmed by relief of patient's pain

after a pudendal nerve block with or without guided imaging®

“Pudendal nerve blocks are technically difficult to perform accurately and lack of pain relief after the

208

procedure does not rule out the condition.
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6 | CONCLUSION

This report has drawn together the most frequently pub-
lished methods of PFM assessment that appear in the pub-
lished literature. This process has highlighted the plethora of
terms in current use. We have attempted to provide the most
precise yet clinically meaningful definitions and descriptions
of these terms, and where available, provided an explanation
of the finding from the assessment method. We hope this
will provide clinicians and researchers with clarity and
standardization in the recording of PFM function and dys-
function. It is anticipated that some of these terms will be
discarded over time and new terms will emerge, and a re-
vision of this document will be required in the future. It is
important to remember that visual observation and digital
palpation are subjective forms of assessment, and the as-
sessor must be aware that conclusions of PFM function or
dysfunction based on these clinical observations may be
uncertain. At present, PFM tone and involuntary action re-
main less well understood than properties such as strength.
Where available, the use of quantitative assessment tools
(investigations), may strengthen the certainty of the finding.
In some instances, it may not be possible to identify a specific
classification of PFM disorder, beyond the first level of di-
agnosis of “PFM disorder.”

7 | AREAS FOR FURTHER
RESEARCH

A core outcome set for PFM assessment would be valuable,
however, this requires knowledge of the clinimetric proper-
ties of the many assessment methods currently used in
clinical practice and research, and a comparison of these
properties amongst the assessment methods; such knowl-
edge is lacking. There is an urgent need for a report to
compile the validity, reliability, and responsiveness of PFM
assessment methods, especially for the more subjective
methods of visual observation and digital palpation. The
clinimetric properties of some aspects of the more objective
methods of PFM assessment (simple and sophisticated tools)
has been undertaken, however many gaps in testing remain.
Whether any of these assessment methods provide diag-
nostic test accuracy of PFM function and dysfunction is
unknown. Future research in this area is required.
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ENDNOTES
iFor complete assessment, include as indicated: posture, abdom-
inal, spinal, functional.

li“vaginal flatus” is the term used by Sultan'', however, Neels'*
distinguishes vaginal “wind” from vaginal “flatus”; assigning the
term flatus to wind that is passed through the vagina due to an
enterovaginal fistula. This type of “vaginal wind” will not be
odorless. The term ‘vaginal flatus’ is more likely to be used by the
clinician, not the patient.

liThis symptom is called “flatus incontinence” by Sultan et al.’

Mncluded in the physical examination may be the use of simple
tools, such as a pin, cotton wool, reflex hammer, and so forth.

YWhen assessing sensory changes PV or PR, the clinician needs to
determine whether s/he is detecting sensory change in the mucosa
(mucosal sensitivity), or the underlying muscle (muscle tender-
ness) by attempting to differentiate the depth and firmness of
palpation.

VDepth of insertion of examining finger has been described for per
vaginam assessment.'®

VilTerms such as short or elevated PFM may not be discernible via
digital palpation and are therefore not recommended as sign terms.

VillTf the spasm is painful, this is usually described as a muscle cramp.
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“This term refers to simple manometry that measures pressure in
the anal sphincter. This is differentiated from sophisticated anor-
ectal manometry—see Section 3.3.2.

*This investigation is termed “anal manometry” in Sultan et al."'
*'This is not an exhaustive list of anorectal manometry parameters.
Xiclinical EMG devices mainly offer preset filter settings.

*iliReducing the size of electrode and the inter-electrodeinterelectrode
distance may increase the system selectivity and reduce crosstalk."**

™An endocavity probe consists of an elongated probe used to
perform endovaginal or endorectal examination.

*This term was first used by Sinaki et al.,””" however, in their case
series, they did not assess PFM tone or tension. Nevertheless, they
proposed the cause of the pain was “habit contraction or chronic
spasm of the PFM.” We propose that this term should be used only
when both pain and increased tone are present.

It may be impossible to distinguish between the two subsets of
this condition without access to an investigation which is able to
separate the measurement of the contractile from the non-
contractile components of tone. Even so, the certainty of the
contribution from the contractile component of tone recorded by
SEMG needs to consider the limitations of SEMG findings (noise,
cross-talk, etc.).

®ipyssynergia may be similar to the condition termed “overactive
pelvic floor muscles” as described by Messelink et al.*: “A situation in
which the pelvic floor muscles do not relax, or may even contract
when relaxation is functionally needed for example during micturition
or defecation. This condition is based on symptoms such as voiding
problems, obstructed defecation, or dyspareunia and on signs like the
absence of voluntary pelvic floor muscle relaxation.”

WillpEM-related symptoms reported by patients may be secondary
to more bothersome functional symptoms such as inability to void,
defaecate or allow vaginal entry.

XXDjfficulty voiding may be due to paradoxical contraction of the
urethral sphincter, as occurs in conditions such as detrusor
sphincter dyssynergia or voiding dysfunction, however, there is no
hallmark PFM-related symptom that the patient reports.

*As stated in Rogers et al.,'” there is often (phobic) avoidance and
anticipation/fear/experience of pain, along with variable involuntary
PFM contraction. Patients with vaginismus could present with severe
fear avoidance without vulvar pain or fear avoidance with vulvar pain.
Structural or other physical abnormalities must be ruled out/ad-
dressed. There is controversy of whether or not this term should be
retained, with the Diagnostic and Statistical Manual of Mental Dis-
orders 2013 proposal to replace dyspareunia and vaginismus with the
term “Genito-Pelvic Pain/Penetration Disorder (GPP/PD),”*"* and the
lack of consensus on this term.*”

*iAnismus is the PEM component of dyssynergic defecation. Di-

agnosis of dyssynergic defecation includes functional constipation
criteria, prolonged transit, and ineffective motility to expel feces.*"®
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involved to examine each definition, with decision-making by collective opinion
(consensus).

Results: A terminology report for female PFF, encompassing 416 (188 NEW)
separate definitions, has been developed. It is clinically based with the most
common diagnoses defined. Clarity and user-friendliness have been key aims to
make it interpretable by practitioners and trainees in different specialty groups
involved in female pelvic floor dysfunction and PFF. Female-specific imaging (ul-
trasound, radiology, and magnetic resonance imaging) and conservative and sur-
gical PFF managements as well as appropriate figures have been included to
supplement and clarify the text. Interval (5-10 years) review is anticipated to keep
the document updated and as widely acceptable as possible.

Conclusion: A consensus-based terminology report for female PFF has been

KEYWORDS

1 | INTRODUCTION

Fistula (Latin: fistula—“pipe, tube”) refers to an abnor-
mal or surgically made connection between a hollow or
tubular organ and the body surface, or between two
hollow or tubular organs. The plural noun may be either
fistulas or fistulae - fistulas will be used.

Pelvic floor fistula (PFF) refers to a fistula affecting the
upper or lower genital tract including the uterus, cervix,
vagina, and/or the different vaginal compartments and the
neighboring organs such as the upper and lower urinary
tract (ureter, bladder, and urethra) and lower bowel (distal
colon, rectum, and anus). The term genital tract fistula
(GTF) should not be used. A diagnosis of PFF fits the es-
tablished model of symptoms corroborated by clear clinical
signs and commensurate evaluation test results, starting with
a woman having urinary or fecal incontinence symptoms,
usually per vagina.

There is currently no single document encompassing all
elements required for diagnoses in female PFF that includes
a full outline of the terminology for symptoms, clinical ex-
amination signs, and diagnostic investigations. It would also
encompass etiology, classification, and terminology for the
different nonsurgical and surgical treatment modalities.

Core terminology documents that will be referenced
are (i) 2010 IUGA-ICS Joint Terminology Report on
Female Pelvic Floor Dysfunction’ and (ii) the equivalent
2019 Male Terminology for Lower Urinary Tract and
Pelvic Floor Dysfunction (with its greatly expanded range
of definitions).” Also referenced will be the 2016 ITUGA-ICS
Joint Terminology Report on Pelvic Organ Prolapse’ and
the World Health Organization's fistula publication.”> An

ICS Standards 2024: 1. ICS Standardisations
An ICS report on the terminology for female pelvic floor fistulas

produced to aid clinical practice and research.

Female urinary incontinence, Pelvic Floor Fistula, Pelvic reconstructive surgery

original aim of the TIUGA-ICS Joint Terminology reports"*
has been to provide a general terminology, forming the
“core” terminology to which more specific terminologies
can be attached. Reference will also be made to three
other published Standardization Reports®® and six joint
IUGA-ICS Female Terminology Reports.”'*

No standardization document exists on female PFF,
though work by groups in the field including the Interna-
tional Society of Obstetric Fistula Surgeons, the World
Health Organization International Classification of Disease
System, and the International Obstetric Fistula Working
Group at the United Nations Population Fund (UNFPA)
have defined segments of PFF terminology that were re-
viewed pursuant to the creation of this document.”” To de-
vise this first PFF standardization document, the PFF
Working Group reviewed all available published documents
that used a clinical framework to develop terminology in-
corporating fistula aetiologies, symptoms, signs, staging and
classifications, investigations, diagnoses, and treatments. By
including concurrent and subsequent pelvic floor disorders,
this document functions as a patient-centered terminology
resource that reflects frameworks for cost-effective service
integration.'*"”

Female-specific imaging advances in urodynamics
(UDS), video-endoscopic images, ultrasound, radiology, and
magnetic resonance imaging (MRI) have been commonly
used by surgeons in well-resourced settings and are in-
creasingly available to surgeons in resource-constrained
settings across sub-Saharan Africa and South and South-
east Asia. The indications for imaging in PFF and the utility
of multi-channel urodynamics (MUDS) in the evaluation
and management of women with lower urinary tract
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symptoms (LUTS) after successful urinary tract fistula clo-
sure or LUTS concurrent with rectovaginal fistula will be
illustrated in this terminology document.

The terminology document defines methods for non-
surgical treatment of fistula with catheter, debridement, and
fulguration. This report acknowledges that PFF may not
occur in isolation but may be associated with pelvic organ
prolapse (POP)* ' and voiding, defecatory and/or sexual
dysfunctions and/or other pelvic floor dysfunction, and/or
other diagnoses of musculoskeletal, renal, reproductive, and
mental health aetiologies.

As with all ICS Terminology documents, this terminol-
ogy report collates the definitions of PFF terms, that is, “the
technical or special terms or expressions used in a business,
art science or special subject” or “nomenclature in a field of
study.”** Emphasis will continue the ICS tradition of terms
in current use in the relevant peer-reviewed literature. The
aim is to assist clinical practice and research. Some new and
revised terms have been included. Explanatory notes on
definitions have been referred, where possible, to the
“Endnotes” section.

This document aims to comprehensively cover all
terminology for PFF management (i) for any etiology
(including congenital, obstetric, and iatrogenic); (ii) for
management anywhere in the world (though we realize
there will be vast differences in access to investigations
and other resources); (iii) inclusive of intercurrent pa-
thology (e.g., POP); (iv) inclusive of the latest update of
ICS terminology on lower urinary tract dysfunctions,” (so
there is no need for the reader to seek additional docu-
ments). It is all included in the current document.

Like all the other joint ICS female-specific terminology
reports, every effort has been made to ensure this report is:

(1) User-friendly: 1t should be able to be understood
by all clinical and research users.

(2) Clinically based: Symptoms, signs, and validated
assessments/investigations should be presented for use in
forming workable diagnoses for PFF and associated dys-
functions. Sections 1-6 will address etiology, classification,
symptoms, signs, and investigations and imaging for PFF
and associated diagnoses. Radiologic investigations includ-
ing MRI and computerized tomography (CT) have also
been incorporated. Section 7 will address fistula diagnoses,
possible fistula-related diagnoses and common co-
morbidity diagnoses. Sections 8 and 9 will list the termi-
nology for conservative and surgical treatments of PFF.

(3) Origin: Where a term's existing definition (from one
of the multiple sources used) is deemed appropriate, that
definition will be included and duly referenced. Many terms
in female pelvic floor prolapse and dysfunction, because of
their long-term use, have now become generic, as apparent
by their listing in medical dictionaries. The terms used in
PFF will be defined for the first time in this document.
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(4) Able to provide explanations: Where a specific
explanation is deemed appropriate to describe a change
from earlier definitions or to qualify the current defini-
tion, this will be included as an addendum to this paper
(Endnotes 1, 2, 3, etc.). Wherever possible, evidence-
based medical principles will be followed (Table 1).

It is suggested that acknowledgment of these stan-
dards in written publications related to female PFF, be
indicated by a footnote to the section “Methods and
Materials” or its equivalent, to read as follows: “Methods,
definitions and units conform to the standards re-
commended by the International Continence Society,
except where specifically noted.”

2 | SECTION 1: ETIOLOGY

The etiology of a PFF can be many and varied, including
both congenital and acquired causes. To further clarify
etiology as currently used within the academic fistula sur-
geon community of practice, aetiologies are further stratified
into two groups based on whether the fistula is related to
childbirth, or not related to childbirth. Congenital causes
define etiology across the urinary, genital, and anorectal
tracts. Acquired causes include obstetric, iatrogenic, mixed
obstetric-iatrogenic, traumatic, inflammatory, infection-
based, and fistulas caused by cancer.

1.1 Childbirth related

1.1.1 Obstetric fistula (OF): Due to prolonged ob-
structed labor with a fistula from the urinary tract and/or
anorectal tract to the genital tract caused by ischemia and
necrosis. NEW

1.1.2 Iatrogenic childbirth-related fistula (ICRF):
Directly due to injury to urinary tract/anorectal area during
operative delivery (cesarean section/cesarean hysterectomy
or instrumental delivery including episiotomy). NEW

1.1.3 Mixed obstetric and iatrogenic fistula
(MOIF): Related to operative delivery for prolonged
obstructed labor. NEW

1.1.3.1 Tissue integrity already compromised by ob-
structed labor before operative delivery. NEW

1.2 Non-childbirth related

1.2.1 Congenital fistula (ConF): Fistula present
from birth. NEW

1.2.1.1 Hypospadias: Opening of the urethra other
than at the site of the external urinary meatus. For ex-
ample, low- or mid- vaginal. NEW

1.2.1.2 Ectopic ureter: Ureter terminating at a site
other than the bladder. NEW

1.2.1.3 Total perineal defect of genital tract:*
Absent perineal body. NEW

1.2.1.4 Imperforate anus with spontaneous rec-
tovaginal rupture of anorectal tract: Rectovaginal
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fistula caused by pressure in the rectum due to an im-
perforate anus. NEW

1.2.2 Iatrogenic fistula (IF): PFF occurring after
non-obstetric pelvic procedures/surgery. NEW

1.2.3 Traumatic fistula (TF): Due to trauma to the
genital tract such as pelvic crush/impalement injury,
sexual violence, female genital tract cutting, insertion of
vaginal foreign materials (packing with herbs/stones/
salt/foreign bodies). NEW

1.2.4 Inflammatory fistula (InF): Due to in-
flammatory conditions such as inflammatory bowel dis-
ease (e.g., Crohns, ulcerative colitis). NEW

1.2.5 Infection-related fistula (IxF): Due to infec-
tions/abscess (e.g., tuberculosis, schistosomiasis, in-
fectious breakdowns of obstetric perineal trauma,
perianal abscess). NEW

1.2.6 Cancer-related fistula (CF): Due to tissue
compromise from malignancy or from treatment of ma-
lignancy such as radiation therapy or surgery. NEW

3 | SECTION 2: CLASSIFICATION

No consensus on a classification system for female PFF
exists™ (current proposed classification systems are out-
lined in the endnotes of this section). Terms outlined
below will denote the proximal/distal locations along the
urinary, colorectal, and genital tracts and site-specific
categories (e.g., urethro-vaginal fistula [UVaF]). Fistulas
may, however, be large, straddle both proximal/distal
locations and involve more than one anatomical site.
More than one fistula may be present. The amount of
scarring and residual tissue present (for surgical pur-
poses) will be variable. The fistula may also be described
by its anatomical location and antecedent event (e.g.
obstetric, iatrogenic, combined).

2.1 Basic categories of PFF

The following terms are defined, each in relation to
the hollow organ system component involved in the fis-
tula defect (Figure 1). These are localizing/descriptive
terms and not a classification system as such. The fol-
lowing acronyms will be used: F (fistula); V (bladder/
vesico); U (urethra); Va (vaginal); Vt (vaginal vault); Ut
(uterine); Cx (cervical); Ur (ureteric); R (rectal); Co (co-
lon); Pe (perineal); AC (ano-cutaneous).

2.1.1 UVaF: Abnormal connection between the ure-
thra and the vagina. NEW

2.1.2 Vesico-vaginal fistula (VVaF): Abnormal
connection between the bladder and the vagina. NEW

2.1.3 Vesico-uterine fistula (VUtF): Abnormal
connection between the bladder and the uterus. NEW

2.1.4 Uretero-vaginal fistula (UrVaF): Abnormal
connection between the ureter and the vagina. NEW
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1. Pelvic floor fistula anatormy

FIGURE 1 Basic pelvic floor fistula anatomy. © Levent Efe

2.1.5 (Colo)-recto-vaginal fistula (RVaF): Abnor-
mal connection between the rectum (colon) and the va-
gina. NEW

2.1.6 (Colo)-rectal to urinary tract: Any abnormal
connection between the rectum (colon) and any part of the
urinary tract, without vaginal involvement. NEW

2.2 UVaF

2.2.1 Partial UVaF: Urethral structure is evident,
with a demonstrable fistula defect (Figure 2). NEW

2.2.2 Total UVaF: Urethral structure is not evident
(Figure 3). NEW

2.2.3 Circumferential fistula (genito-urinary): An
entire segment (anterior, posterior, lateral urethra) from
the anterior vaginal wall to the posterior aspect of the
pubic symphysis is absent and destroyed.”*** The cir-
cumferential fistula almost always involves the urethra
and the fistula totally separates the proximal urethra/
bladder from the distal portion (Figure 4). Bladder in-
volvement with a circumferential fistula is common. NEW

2.3 VVaF

2.3.1 VVaF: Fistula affecting anterior vaginal wall
and posterior bladder wall with or without involvement
of the ureteric orifices (Figure 5A,B). NEW

2.3.2 Circumferential fistula (genito-urinary):
See 2.2.3. It almost always involves the urethra. NEW

2.3.3 Vesico-vaginal vault fistula (VVtF): VVaF
located at vaginal vault (cuff) following hysterectomy
(Figure 6A,B). NEW

2.4 VUtF

2.4.1 Vesico-cervical fistula (VCxF): Abnormal
connection between the bladder and the cervix. May
occur after cesarean section, procedures to the cervix,
supra-cervical hysterectomy. NEW
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FIGURE 2 Urethro-vaginal fistula (UVaF) demonstrated by
metal catheter—1 cm above the external urethral meatus. © J Goh
(above) © Levent Efe (below)

2.4.2 VUtF: Abnormal connection between the
bladder and the body of the uterus. NEW

2.5 UrVaF

2.5.1 UrVaF: Abnormal connection between the ur-
eter and the vagina. NEW

2.5.1.1 UrVaF may be congenital (ectopic ureter)
NEW or

2.5.1.2 Acquired (e.g., following surgery or ob-
structed labor) NEW

2.5.2 Uretero-vesical-vaginal fistula (UrVVaF):
Fistula involving the ureter(s), bladder, and vagina. This
may be seen with a large obstetric fistula and the ureter is
outside the VVaF. NEW

2.5.3 Uretero-uterine (cervical) fistula (UrUtF/
UrCxF): Abnormal connection between the ureter and
the uterus (cervix). Predominantly post-cesarean or post-
supracervical hysterectomy. NEW

2.6 PFF—Anorectal tract to vagina (uterus)

2.6.1 Fourth-degree tears: Obstetric anal sphincter
injury with disruption of the perineal body, connecting
the vagina to the anorectum. The internal and external
anal sphincters are disrupted. NEW

FIGURE 3 (A, left) Total urethro-vaginal fistula (UVaF)—
Total absence of anterior vaginal wall and posterior urethra from
external urinary meatus to bladder neck. © J Goh. (B, right)

© Levent Efe

2.6.1.1 Acute fourth degree tear—Occurs at time
of childbirth or other trauma. NEW

2.6.1.2 Chronic fourth degree tear—Unrepaired or
dehiscence following repair at time of childbirth or other
trauma, resulting in an absent perineal body with a total
perineal defect’ (Figure 7A,B). NEW

2.6.2 RVaF: Abnormal connection between the rec-
tum and the vagina. NEW

2.6.2.1 Non-circumferential RVaF: Involves the
posterior vaginal wall and anterior rectum. NEW
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(B)

FIGURE 4 (A, left) Circumferential fistula—An entire
segment of the urethra (anterior, lateral, posterior) and anterior
vaginal wall is absent. Proximal (bladder) part of the fistula is
completely disconnected from the distal (urethra) portion. © J Goh.
(B, right) © Levent Efe

2.6.2.2 Circumferential RVaF: Involves an entire
segment of the rectum, involving the posterior vaginal
wall, anterior and posterior rectum. The proximal rectal
part of the fistula is completely separated from the distal
portion. NEW

2.6.2.3 Rectal/vaginal/perineal fistula (RVaPeF):
An abnormal communication from the anorectum to the
vagina or perineal area. NEW

2.6.3 Recto-uterine-cervical fistula (RUtF/RCXF):
An abnormal connection from the rectum to the uterus
or cervix. NEW

oen o\ py— 2

ol o urethral Cathetar

(B)

5. Vesico-vaginal fistula

FIGURE 5 (A, left) Vesico-vaginal fistula (VVaF): Metal
catheter inserted in urethra visible through VVaF. © J Goh. (B,
right) © Levent Efe

2.6.4 Fistula in ano (FIA)/ano-cutaneous fistula
(ACF): An abnormal connection between the anal canal
epithelium and the skin epithelium.

2.7 PFF—(colo) rectal to urinary tract

2.7.1 Colo-vesical fistula (CoVF): Abnormal con-
nection between the rectum (colon) and the bladder. NEW
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FIGURE 6 (A, left) Vesicovaginal vault fistula (VVtF) after
hysterectomy © J Goh. (B, right) © Levent Efe

(A)

(8)

Bulbocavernosus
muscle

Perineal
body

External
anal
sphincter

FIGURE 7 (A) Fourth degree rectovaginal tear with perineal
body disruption. Congenital defects of a similar configuration may
also occur. © J Goh. (B) © Levent Efe

2.7.2 Recto (colo)-ureteric fistula (CoUrF/RUrF):
Abnormal connection between the rectum (colon) and
the ureter.” NEW

2.8 Published classification systems of PFF

There are published classification systems used for
female PFFs predicated on and devised from their
ability to predict outcomes of surgery based on these
classification systems.® """**$% These classification
systems are: (i) the Francophone System; (ii) the
Waaldjik System; (iii) the Goh System; (iv) the Panzi
Hospital System.
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4 | SECTION 3: SYMPTOMS

Symptom: Any morbid phenomenon or departure from
the normal in structure, function, or sensation, experi-
enced by the woman and indicative of disease or a health
problem."” Symptoms are either volunteered by or eli-
cited from the woman or may be described by the wo-
man's caregiver.

Fistula symptoms: A departure from normal sensa-
tion, structure, or function, reported by a woman as (i)
leakage of urine and/or feces or flatus from the vagina or
perineum or; (ii) less commonly as leakage of urine from
the anus, or cyclic menouria or hematuria from the ur-
inary tract; or (iii) menstrual flow or other cyclic blood
per anum/rectum. Symptoms are often, but not always,
continuous, severe and may vary with position including
leakage when sleeping (supine). Fistulas with a long tract
or flap valve or small defect may make symptoms inter-
mittent NEW.

3.1 PFF symptoms

3.1.1 Discomfort or pain: Complaint of discomfort/
pain on the vulva, buttocks, thigh, or legs due to urine or
fecal irritation, with or without ulceration or bleed-
ing. NEW

3.1.2 Vaginal urine leakage: Complaint of urine
leakage through the vagina. Symptoms are usually con-
tinuous but may be intermittent and may be associated
with movement or specific changes of position. NEW

3.1.3 Vaginal flatus/feces: Complaint of passage of
flatus or feces per vaginam.'” Symptoms are usually
continuous but may be intermittent and may be asso-
ciated with movement or specific changes of
position. NEW

3.1.4 Hematuria: Complaint of the passage of visible
blood mixed with urine.”

3.2 Urinary tract fistula symptoms

3.2.1 Urinary incontinence: Complaint of in-
voluntary loss of urine.' >’

3.2.2 Continuous (urinary) incontinence: Com-
plaint of continuous involuntary loss of urine.' ™’

3.2.3 Postural (urinary) incontinence: Complaint
of involuntary loss of urine associated with change of
body position, for example, rising from a seated or lying
position.

3.2.4 Nocturnal enuresis: Complaint of involuntary
loss of urine which occurs during the main sleep period.*

3.2.5 Insensible (urinary) incontinence: Com-
plaint of urinary incontinence where the woman is aware
of urine leakage but unaware of how or when it
occurred.”

3.2.6 Coital incontinence: Complaint of involuntary
loss of urine during or after vaginal intercourse.'” This
symptom might be further divided into that occurring
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with penetration or intromission and that occurring at
orgasm.

3.2.7 Menouria: Complaint of cyclic hematuria that
the patient believes to be menstrual. It may represent a
VUtF. NEW

3.3 Anorectal tract fistula symptoms

3.3.1 Anal incontinence (symptom): Complaint of
involuntary loss of flatus or feces."*

3.3.2 Fecal incontinence: Complaint of involuntary
loss of feces.

3.3.2.1 Solid""?

3.3.2.2 Liquid""*

3.3.3 Flatal incontinence: Complaint of involuntary
loss of flatus (gas)."”

3.3.4 Double incontinence: Complaint of both anal
incontinence and urinary incontinence.'”

3.3.5 Coital fecal (flatal) incontinence: Fecal (fla-
tal) incontinence occurring with vaginal intercourse.'”

3.3.6 Passive fecal leakage: Involuntary soiling of
liquid or solid stool without sensation or warning or
difficulty wiping clean."”

3.3.7 Overflow fecal incontinence: Seepage of stool
due to an overfull rectum or fecal impaction.'”

3.3.8 Nocturnal defecation: Complaint of inter-
ruption of sleep one or more times because of the need to
defecate.'”

3.3.9 Flaturia: Complaint of passage of gas per
urethra.'”

3.3.10 Fecaluria: Complaint of passage of fecal ma-
terial (per urethra) in the urine.”

3.3.11 Rectal leakage of menses: Complaint of
blood or bloody discharge passing per anus that the pa-
tient believes to be menstrual. NEW

3.3.12 Rectal leakage of urine: Complaint of urine
passing per anus. NEW

3.4 Chronic fistula symptoms

3.4.1 Persistent fistula (symptom): Continuation of
urinary tract and/or anorectal tract incontinence symp-
toms immediately after fistula treatment caused by in-
complete fistula wound healing. This includes inability to
close the fistula during surgery. NEW

3.4.2 Recurrent fistula (symptom): Recurrence of
fistula defect and incontinence after a period of
transient complete fistula wound healing followed by
delayed complications of wound healing causing fis-
tula breakdown and fistula re-formation. NEW. It
may also be caused by a new index event within the
interval from successful repair to recurrence of fistula
after which another fistula forms. Examples of sub-
sequent index events include subsequent pregnancy
complications causing obstetric PFF, pelvic floor
surgery complicated by iatrogenic PFF, malignancy,
or pelvic trauma causing traumatic PFF.
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3.4.3 Post-repaired fistula residual incontinence
symptoms: Urinary or anorectal tract incontinence
symptoms after successful fistula closure. NEW

3.5 Persistent fistula-related disorder (PFRD)
symptoms

Symptoms from conditions concurrent with the
fistula or occurring after successful closure of the fis-
tula defect. PFRD may include a complex of disabling
symptoms related to comorbidities of general health
and well-being, mental, reproductive, and muscu-
loskeletal organs, in addition to symptoms from dis-
orders of the upper and lower urinary, genital and
anorectal tracts. NEW

Co-morbidities include but not limited to:

3.5.1 PFRD pain: For example, pain or discomfort in
the vagina or vulva with sexual activity. NEW

3.5.2 PFRD mobility dysfunction symptoms: Dif-
ficulty walking or changing position or other range of
motion symptoms. NEW

3.5.3 PFRD menstrual dysfunction symptoms:
Amenorrhea, oligomenorrhea, dysmenorrhea, in-
fertility. NEW

3.5.4 PFRD urinary tract dysfunction symptoms:
For example, flank pain, dysuria, hematuria, voiding
dysfunction. NEW

3.5.5 PFRD psychological dysfunction symptoms:
Anxiety, depression, adjustment disorder with de-
pressed mood, mourning, or grieving may be due to
the impact of body image. Effects of loss of income-
generating potential or marital, family or social sta-
tus. NEW

N.B. This terminology document will restrict detailed
PFRD terminology definitions to urinary, genital, and
anorectal tract for the remainder of the document.

3.5.6 Other common PFRD symptoms

3.5.6.1 General health symptoms’”: NEW

3.5.6.1.1 Fatigue, malaise, and mental health symp-
toms which are often multi-factorial in origin

3.5.6.1.2 Emotional, musculoskeletal, gastro-
intestinal, or urinary tract symptoms related to types of
abuse—pbhysical, economic, and/or emotional

3.5.6.2 Mental health symptoms™***: NEW

3.5.6.2.1 Anxiety and/or depression, posttraumatic
stress disorder

3.5.6.2.2 Grieving/mourning, stigma, and social iso-
lation, self-esteem, quality of life

3.5.6.2.3 Suicidal ideation, loss of libido, body image
disorders, dysphoria, insomnia

3.5.6.3 Musculoskeletal symptoms*>~*": NEW

3.5.6.3.1 Difficulty with ambulation

3.5.6.3.2 Complaint of other quality of life challenges
related to activities of daily living caused by diastasis
pubis, osteomyelitis, foot-drop, levator ani atrophy,
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exposed sacral nerve roots, idiopathic chronic pelvic
pain, or other musculoskeletal condition incident after
index event causing the fistula.

3.5.6.4 Reproductive health symptoms’’: NEW

3.5.6.4.1 Amenorrhea, oligomenorrhea,
dysmenorrhea

3.5.6.4.2 Infertility

3.5.7 Women deemed incurable (WDI): Women
with primary, persistent, and recurrent fistula for which
anatomic repair is not possible. WDI require either sup-
portive management and/or a diversion procedure, or
they have a fistula complexity that exceeds the capacity

3.6 PFRD symptoms of the urinary tract may
include:

3.6.1 PFRD sensory urinary tract symptoms: A
departure from normal sensation or function, experi-
enced by the woman during bladder filling. Normally,
the individual is aware of increasing sensation with
bladder filling up to a strong desire to void.'

3.6.1.1 Increased urinary frequency: Complaint
that voiding occurs more frequently than deemed normal
by the individual (or caregivers). Time of day (daytime or
nocturnal) or number of voids are not specified.”

3.6.1.2 Increased bladder sensation: Complaint
that the desire to void during bladder filling occurs ear-
lier or is more persistent to that previously experienced.
This differs from urgency by the fact that micturition can
be postponed despite the desire to void.'

3.6.1.3 Reduced bladder sensation: Complaint that
the definite desire to void occurs later to that previously
experienced despite an awareness that the bladder is filling."

3.6.1.4 Absent bladder sensation: Complaint of
both the absence of the sensation of bladder filling and of
a definite desire to void."

3.6.2 PFRD voiding and postmicturition symp-
toms: A departure from normal sensation or function,
experienced by the woman during or following the act of
voiding.?

3.6.2.1 Hesitancy: Complaint of a delay in initiating
voiding (when the individual is ready to pass urine).”

3.6.2.2 Slow stream: Complaint of a urinary stream
perceived as slower compared to previous performance
or in comparison with others."

3.6.2.3 Intermittency: Complaint of urine flow that
stops and starts on one or more occasions during voiding.'

3.6.2.4 Straining to void: Complaint of the need to
make an intensive effort (by abdominal straining, Val-
salva or suprapubic pressure) to either initiate, maintain,
or improve the urinary stream.’

3.6.2.5 Spraying (splitting) of urinary stream:
Complaint that the urine passage is a spray or a split
stream rather than a single discrete stream." CHANGED
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3.6.2.6 Feeling of incomplete (bladder) empty-
ing: Complaint that the bladder does not feel empty after
voiding has ceased.”

3.6.2.7 Need to immediately re-void: Complaint
that further voiding is necessary soon after passing urine
(cessation of urine flow).?

3.6.2.8 Postmicturition leakage: Complaint of a
further involuntary passage or loss of urine following the
completion of micturition." CHANGED

3.6.2.9 Position-dependent micturition: Com-
plaint of having to take specific positions to be able to
micturate spontaneously or to improve bladder empty-
ing, for example, leaning forwards or backwards on the
toilet seat or voiding in the semi-standing position."

3.6.2.10 Dysuria: Complaint of burning or other
discomfort during voiding. Discomfort may be intrinsic
to the lower urinary tract or external (vulvar dysuria).”

3.6.2.11 Urinary retention: Complaint of the in-
ability to pass urine despite persistent effort."

3.6.3 PFRD lower urinary tract infection (UTI)
symptoms:

3.6.3.1 UTI: Defined as microbiological evidence of
significant bacteriuria and pyuria usually accompanied
by symptoms such as increased bladder sensation, ur-
gency, frequency, dysuria, urgency urinary incontinence,
and/or pain in the lower urinary tract.

3.6.3.2 Recurrent UTIs: At least three symptomatic
and medically diagnosed UTI in the previous 12 months.
The previous UTI(s) should have resolved before a fur-
ther UTI being diagnosed.

3.6.3.2.1 Other related history: hematuria,
catheterization.

3.6.4 PFRD lower urinary tract pain symptoms:

3.6.4.1 Bladder pain: Complaint of suprapubic or
retropubic pain, pressure, or discomfort, related to the
bladder, and usually increasing with bladder filling. It
may persist or be relieved after voiding."*

3.6.4.2 Urethral pain: Complaint of pain felt in the
urethra and the woman indicates the urethra as the site."

3.7 PFRD POP symptoms’: A departure from nor-
mal sensation, structure, or function, experienced by the
woman in reference to the position of her pelvic organs.
Symptoms are generally worse at the times when gravity
might make the prolapse worse (e.g., after long periods of
standing or exercise) and better when gravity is not a
factor (e.g. lying supine). Prolapse may be more promi-
nent at times of abdominal straining, for example, defe-
cation. Other associated terms include:

3.7.1 Vaginal bulging: Complaint of a “bulge” or
“something coming down” towards or through the va-
ginal introitus.’

3.7.2 Vaginal gaping: Complaint of a “wide open”
vaginal introitus. NEW
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3.7.3 Pelvic pressure: Complaint of increased hea-
viness or dragging in the suprapubic area and/or
pelvis."*

3.7.4 Bleeding, discharge, infection: Complaint of
vaginal bleeding, discharge, or infection related to
prolapse.’

3.7.5 Splinting/digitation: Complaint of the need to
digitally replace the prolapse® or to avoid prolapse des-
cent during periods of increased abdominal pressure.
CHANGED

3.7.6 Low backache: Complaint of low, sacral (or
“period-like”) backache associated with POP.’

3.8 PFRD Sexual dysfunction symptoms"'*: A
departure from normal sensation and/or function ex-
perienced by a woman during sexual activity.

3.8.1 Dyspareunia: Complaint of persistent or re-
current pain or discomfort associated with attempted or
complete vaginal penetration.""”

3.8.2 Superficial (introital) dyspareunia: Com-
plaint of pain or discomfort on vaginal entry or at the
vaginal introitus."*

3.8.3 Deep dyspareunia: Complaint of pain or dis-
comfort on deeper penetration (mid or upper vagina)."

3.8.4 Obstructed intercourse: Complaint that va-
ginal penetration is not possible due to obstruction.'*

3.8.5 Vaginal laxity: Complaint of excessive vaginal
laxity."

3.9 PFRD genital pain symptoms’'*:

3.9.1 Vulval pain: Complaint of pain felt in and
around the vulva."

3.9.2 Vaginal pain: Complaint of pain felt internally
within the vagina, above the Introitus.***

3.9.3 Perineal pain: Complaint of pain felt between
the posterior fourchette (posterior lip of the introitus)
and the anus."*

3.9.4 Pelvic pain: The complaint of pain perceived to
arise in the pelvis."*

3.9.5 Cyclical (menstrual) pelvic pain: Cyclical
pelvic pain related to menses that raises the possibility of
a gynecological cause.'”

3.9.6 Pudendal neuralgia: Burning vaginal or vulval
(anywhere between anus and clitoris) pain associated
with tenderness over the course of the pudendal nerves."*

3.9.7 Chronic lower urinary tract and/or other
pelvic pain syndromes':

3.10 PFRD anorectal tract symptoms’'*:

3.10.1 Straining to defecate: Complaint of the need
to make an intensive effort (by abdominal straining or
Valsalva) to either initiate, maintain, or improve
defecation.""?

3.10.2 Feeling of incomplete (bowel) evacuation:
Complaint that the rectum does not feel empty after
defecation.'”
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3.10.3 Diminished rectal sensation: Complaint of
diminished or absent sensation in the rectum.'”

3.10.4 Constipation: Complaint that bowel move-
ments are infrequent and/or incomplete and/or there is a
need for frequent straining or manual assistance to
defecate.'”

3.10.5 Rectal prolapse: Complaint of external pro-
trusion of the rectum.'”

3.10.6 Rectal bleeding/mucus: Complaint of the
loss of blood or mucus per rectum.”

3.10.7 Pain during straining/defecation: Com-
plaint of pain during defecation or straining to defecate.'”

3.10.8. Levator ani syndrome: Episodic rectal pain
caused by spasm of the levator ani muscle. Proctalgia
fugax (fleeting pain in the rectum) and coccydynia (pain
in the coccygeal region) are variants of levator ani
syndrome."”

3.10.9 Proctalgia fugax is a severe, episodic, gen-
erally sacrococcygeal pain.'”

3.10.10 Fecal incontinence: Involuntary loss of fe-
ces or flatus."”

5 | SECTION 4: PFF SIGNS

4.1 General principles of PFF signs

4.1.1 Sign: Any abnormality indicative of disease or a
health problem, discoverable on examination of the pa-
tient; an objective indication of disease or a health
problem.’

4.1.2 Correlation of signs and symptoms: Signs
should correlate with symptoms e.g. patient report of
urinary incontinence is corroborated by visualization of
urine leakage into the genital tract through a fistula
defect.

4.1.3 Overlap of PFF and non-PFF signs: Because
the signs of PFFs overlap with symptoms of urinary and
fecal incontinence in patients who have never had a
fistula, detailed pelvic exam is essential. Fill tests, with or
without dye, may also be used during physical ex-
amination to assess the defect(s). The aim is to first di-
agnose the fistula(s) and to identify the location of the
fistula(s) and then to assess the injury by evaluating the
amount of tissue defect and scarring/fibrosis.

4.1.4 General examination: Is fundamental to the
surgical triage process to assure that patients undergoing
fistula surgery are suitable for anesthetic and surgical
intervention. Surgery scheduling should be delayed until
underlying conditions are stabilized with treatment to
the best possible state of health. General examination
must also rigorously screen for any condition that will
impair optimal wound healing, so that the condition may
be treated, or cured, before elective reconstructive fistula

FIGURE 8 Vulvar dermatitis from exposure to urine © J Goh

surgery. Signs of conditions relevant for elective re-
constructive surgical triage screening include amongst
others: anemia, malnutrition, diabetes, malaria, and
other parasites, hepatitis, hypertension, rehydration, re-
nal dysfunction, STI, and HIV.

4.2 Vaginal fistula signs

4.2.1 Vaginal leakage: Urine, flatus, and/or stool
observed leaking into the vagina or from the vagi-
na. NEW

4.2.2 Excoriation: Skin excoriation and/or rash with
or without crusting or scabbing on the tops (or soles as
urine pools in plastic sandals) of feet, inner thighs, external
genitalia (Figure 8), perineum or vagina.'” CHANGED

4.2.3 Bleeding, discharge: Observed on vaginal ex-
amination of the fistula. This includes hematoma. NEW

4.2.4 Scars, sinuses, deformities: Vaginal scarring,
vaginal sinus tracts, vaginal stenosis. NEW

4.3 Urinary tract PFF signs

4.3.1 Extra urethral incontinence: Observation of
urine leakage through channels other than the urethral
meatus, for example, fistula.'"> The fistula may be de-
scribed anatomically from one structure to another. Be-
low are anatomical descriptions of PFF. The PFF defects
may occur between 2 or more structures.

4.3.2 Lower urinary tract PFF"

4.3.2.1 UVaF—Clinical exam only: Observation of a
defect between the urethra and vagina that may occur across
a spectrum of tissue loss, from the urethral meatus to the
level of the bladder neck, with variable appearance
(Figures 2 and 3)" NEW With or without observation of:

4.3.2.1.1 UVaF—Clinical exam and probe: Probe
passing through urethra into the vagina through a ure-
thral defect or from the urethral defect back out through
the urethral meatus. NEW
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FIGURE 9 Trattner double balloon urethral catheter
demonstrating retrograde blue dye for detection of small urethral
fistula

4.3.2.1.2 UVaF—Clinical exam and fluid in-
stillation: dyed irrigant fluid passing per defect at the
time of retrograde fill test of the bladder through a
bladder catheter (positive blue test) (Figure 9). NEW

4.3.2.1.3 UVaF—Clinical exam and Trattner ca-
theter: Trattner catheter (Figure 9) may be used to iso-
late retrograde blue test filling to the urethral lumen
without filling the bladder. NEW

4.3.2.2 VVaF—Clinical exam only: Observation of
urine pooling in the vagina and observation of defect
between the anterior vaginal wall (including vault) and
the bladder (Figure 5). NEW With or without observa-
tion of (Figure 10):

4.3.2.2.1 VVaF—Clinical exam plus probe: Probe
passing through urethra into the vagina or from the va-
gina through the urethral meatus. NEW

4.3.2.2.2 VVaF—Clinical exam plus irrigation:
Dyed irrigation fluid passing per defect at the time of
retrograde fill test of the bladder through a bladder ca-
theter (positive blue test). NEW

4.3.2.2.3 VVaF—Clinical exam plus bladder
mucosa seen: Bladder mucosa visible through the va-
gina on speculum examination (Figure 6). NEW

4.3.2.3 Vesico-uterine(cervical) fistula (VUtF/
VCxF): Defect between the uterus (and/or cervix) and
bladder, where the cervix may be intact or deficient.
NEW with or without observation of:

4.3.2.3.1 VUtF—Clinical Exam only: Menouria:
(cyclical) hematuria coinciding with menstruation. NEW

4.3.2.3.2 VUtF—Clinical exam plus probe: Probe
passing though urethra into the cervical os or from the
cervix through the urethral meatus (Figure 11). NEW

e rn: I_umlngy_wl LEY 2051
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FIGURE 10 (A) Retrograde blue test positive for vesico-vaginal
fistula (VVaF) © L J Romanzi. (B) © Levent Efe

4.3.2.3.3 VUtF—Clinical exam plus irrigation:
Dyed irrigation fluid passing per cervical os at the time of
retrograde dyed irrigant fill test of the bladder through a
bladder catheter. NEW

4.3.2.4 Colo-vesical) fistula (CoVF): Defect be-
tween the anorectum (or colon) and bladder. NEW with
or without observation of:

4.3.2.4.1 CoVF—Clinical exam only: observation
of flaturia, fecaluria. NEW

4.3.2.4.2 CoVF—Clinical exam plus PR air in-
jection: observation of flaturia, fecaluria bubbles passing
through the urethra after retrograde injection of air per
rectum. NEW

4.3.2.4.3 CoVF—Clinical exam plus irrigation:
observation of dyed irrigation fluid passing per anor-
ectum after retrograde bladder fill per urethra. NEW
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FIGURE 11 (A, above) Vesico-cervical fistula (: Metal catheter
inserted per urethra is visible within the cervical os. © J Goh;
(B, below) © Levent Efe

4.3.3 Upper urinary tract PFF
4.3.3.1 UrVaF: Abnormal connection between the
ureter(s) and vagina.
NEW With or without observation of:
4.3.3.1.1 UrVaF—Clinical exam only: Observation
of urine pooling in the posterior vaginal fornix. NEW
4.3.3.1.2 UrVaF—Clinical exam plus irrigation:
Observation of urine pooling in the posterior vaginal
fornix at the time of retrograde dyed irrigation fill test of
the bladder through a bladder catheter (negative dye test,
positive urine). NEW
4.3.3.1.3 UrVaF—Occurrence in isolation: For
example, at the vaginal vault following a hysterectomy
including Cesarean hysterectomy. NEW
4.3.3.1.4 UrVaF—Occurrence in combination:
For example, in combination of a VVaF. NEW

4.3.3.2 UrUtF/UrCxF: abnormal connection be-
tween the ureter(s) and the uterus/cervix. NEW With or
without observation of:

4.3.3.2.1 UrUtF—Clinical exam only: Observation
of urine passing through the cervix or pooling in the
posterior vaginal fornix. NEW

4.3.3.2.2 UrUtF—Clinical exam plus irrigation:
Observation of urine passing per cervical os; with or
without pooling in the posterior vaginal fornix at the
time of retrograde dyed irrigant fill test of the bladder
through a bladder catheter (negative blue test, positive
clear urine). NEW

4.3.3.3 UrUtF/UrCxF: Complex of multiple urinary
tract fistulas concurrent between the ureter and uterus/
cervix and between the bladder and uterus/cervix. NEW
Difficult to diagnose chnlcally It is often diagnosed by
hysterosalpingogram (HSG).' 388

4.4 Anorecto-vaginal fistula signs'”

4.4.1 General signs

4.4.1.1 Excoriation dermatitis: Inner thighs, ex-
ternal genitalia, generally

4.4.1.1.1 Perineum or vagina with or without skin
rashes, crusting or scabbing. CHANGED

4.4.1.2 Soiling: Perianal, vaginal, or perineal fecal
soiling""*

4.4.1.3 Discharge: Perianal or vaginal bloody or
mucus discharge''”

4.4.1.4 Scars, sinuses, deformities, hematoma''?

4.4.2 Deficient perineum/total perineal defect: A
spectrum of tissue loss from the perineal body and rec-
tovaginal septum with variable appearance. There can be
a common cavity made up of the anterior vagina and
posterior rectal walls or just an extremely thin septum
between the anorectum and vagina.'”

4.4.3 Fourth degree perineal tear (4°PT): Defined
as an acquired childbirth injury and a subset of deficient
perineum, involving both loss of the rectovaginal septum,
full thickness anterior defect of the anal sphincter, and
variable loss with lateral displacement of the fi-
bromuscular architecture of the perineal body (total
perineal defect) (Figure 7).

4.4.4 Rectovaginal fistula (RVaF): Abnormal con-
nection between the rectum to the vagina with or with-
out observation of vaginal flatus/feces.'” With or without
the observation of:

4.4.4.1 RVaF—Clinical exam only: Anorectal fluid
per vagina. NEW

4.4.4.2 RVaF = Clinical exam plus probe: Probe or
examination finger passing per vagina through anus or
per anus through vagina (Figure 12). NEW

4.4.4.3 RVF—Clinical exam plus irrigation or air
injection: Anorectal tract fluid per vagina, or with
bubbles passing through the abnormal connection
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(A)

(B)

FIGURE 12 (A) Recto-vaginal fistula (RVaF), low in the
vagina, just proximal to the anus ©J Goh. (B) © Levent Efe

through vaginal irrigant fluid after retrograde injection of
air per rectum. NEW

4.4.5 Colo-uterine/cervical fistula (CoUtF/
CoCxF): Abnormal connection between the colo/rectum
and uterus (body and/or cervix). NEW With or without
the observation of:

oW LEy— 2=

4.4.5.1 R(C)UtF—Clinical exam only: Passing
flatus/feces per cervix, menses per rectum, anorectal
tract fluid per vagina. NEW

4.4.5.2 R(C)UF—Clinical exam plus irrigation or
air injection: With bubbles passing through the abnor-
mal connection through vaginal irrigant fluid after ret-
rograde injection of air per rectum. NEW

4.4.6 RVaPeF: Is an abnormal communication from
the anorectum to the vagina or perineal area. NEW

4.4.6.1 RVaPeF—Clinical Exam only: Passing of
flatus/feces per vagina or perineum through anus.

4.4.6.2 RVaPeF—Clinical exam plus probe: Probe
passing per vagina or perineum through anus.

4.4.7. Vesico-rectal fistula (VRF): Abnormal con-
nection between the bladder and rectum. NEW With or
without observation of:

4.4.7.1 VRF—Clinical exam plus probe: probe
passing per urethra through anus or per anus through
urethra. NEW

4.4.7.2 VRF—Clinical exam plus irrigation: Flat-
uria, fecaluria, bubbles passing through the urethra after
retrograde injection of air per rectum, blue irrigant fluid
passing per anorectum after retrograde bladder fill per
urethra. NEW

4.4.8 FIA/ACEF: an abnormal connection between the
anal canal epithelium and the skin epithelium.

4.4.8.1 Patients may complain of pain, swelling, in-
termittent discharge of blood or pus from the fistula, and
recurrent abscesses formation.'?

4.5 Chronic fistula signs

4.5.1 Persistent fistula: The persistent fistula is not
de novo to the patient.

4.5.1.1: Persistent urine or fecal (flatal) incon-
tinence: Observation of involuntary, extra-urethral loss
of urine and/or extra-anal loss of flatus/feces on ex-
amination. NEW

4.5.1.2 Incomplete fistula wound healing: after
treatment which includes inability to close the fistula
during surgery. NEW

4.5.2 Recurrent fistula (signs): The recurrent fistula
is de novo to the patient.

4.5.2.1 Recurrent urine or fecal (flatal) incon-
tinence: Observation of recurrent involuntary, extra-
urethral loss of urine and/or extra-anal loss of flatus/
feces on examination. NEW

4.5.2.2 Recurrent fistula defect: Observation of,
within a clinical history context of previous fistula repair
(i) a period of transient complete fistula wound healing
followed by delayed complications of wound healing
causing fistula breakdown and fistula re-formation, or
(ii) fistula recurring within the interval from successful
treatment to recurrence of fistula after which another
fistula forms. NEW
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4.6 WDI signs

4.6.1. Definition: The fistula, in this case, is “beyond
repair” and may have never undergone treatment, but
usually the symptom history is consistent with Chronic
Fistula. Symptoms may be consistent with persistent fis-
tula but there may also be symptoms consistent with
recurrent fistula. There may be multiple attempts at re-
pair and operations for persistent incontinence. WDI
signs are often the most severe forms of fistula signs, be it
treated or untreated. NEW

4.6.2 Extra-urethral incontinence: Observation of
urine leakage through channels other than the urethral
meatus, combined with (i) observation of severe or total
loss of the bladder, and/or (ii) observation of a urinary
tract fistula that exceeds local capacity for successful
anatomic treatment. CHANGED

4.6.3 Extra-anal incontinence: Observation of fecal
or flatal leakage through channels other than the anal
verge, combined with (i) observation of severe or total
loss of the anorectum, and/or (ii) observation of an an-
orectal fistula that exceeds local capacity for successful
anatomic treatment. NEW

6 | SECTION 5: INVESTIGATIONS

5.1 Dye and bubble tests for PFF

Dye tests may be used to detect small or unusual fistulas
(less useful for large or multiple fistulas), such as utero-
vaginal or cervico-vaginal fistulas and to differentiate ureteric
fistula (clear or yellow urine in vault, “negative dye test with
urine in vault”) from bladder fistula (“positive dye test”) or to
detect small or distorted anorectal fistula (positive vaginal
bubble or rectal dye test). Dye and bubble tests are typically
done at time of clinical examination for PFF, thus their in-
clusion in the “Signs” section. NEW

5.1.1 Simple dye test for urinary tract fistulas

The bladder is filled retrograde through a urethral ca-
theter using a dye to change the color of the irrigation fluid,
for example, methylene blue or indigo carmine to turn the
irrigation fluid blue (Figure 10). Observation may begin with
or without retractor(s) in the vagina, depending on digital
and visual exam signs and patient symptoms, or following
careful dissection. Blue fluid leakage per genital tract or per
anus indicates a bladder or urethral fistula. Lack of blue fluid
leakage combined with visualization of extra-meatal clear
urine leakage increases suspicion of an upper urinary tract
ureteric fistula. NEW

5.1.2 Triple swab test for urinary tract fistula

Three separate sponge swabs, one above the other,
are placed in the upper, middle, and lower vagina.
The bladder is then filled with a colored irrigant such as
diluted methylene blue, and the swabs are removed after

ICS Standards 2024: 1. ICS Standardisations
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10min (it can take up to 30min for urine to come
through a tiny tortuous fistula especially if it is in the
cervix or uterus). Discoloration of only the lowest swab
supports diagnosis of a low urethral fistula or urethral
leakage. Diagnosis of a uretero-genital fistula is sup-
ported when the uppermost swab is wet but not dis-
colored. A VVaF fistula diagnosis is supported when the
upper swabs are wet with blue irrigant. Careful ob-
servation for backflow of blue irrigant per meatus must
be ongoing to avoid false-positive test reporting. NEW

5.1.3 Double dye test for urinary tract fistula:

This includes oral intake of phenazopyridine (pyr-
idium) 200 mg three times a day for one to two days
until urine is bright orange, followed by retrograde
bladder filling with blue irrigant through a bladder
catheter. Diagnosis of a bladder or urethral fistula to
the vagina (VVaF, UVaF) is supported if the vaginal
swab turns blue. Diagnosis of a ureteric fistula to the
vagina is supported if the swab turns orange, combi-
nation upper and lower urinary tract fistula to the
vagina is supported if the swab turns both blue and
orange. Careful observation for backflow of blue
irrigant per meatus must be ongoing to avoid
false-positive test reporting. NEW

5.1.4 Trattner double balloon catheter test for
urethral fistula:

The Trattner catheter has two balloons, one sits in-
travesically and the other inflates outside of the meatus
to block efflux from the urethra. The irrigant flows out
through a lumen that sits between the balloons, isolating
fill to the urethra (Figure 9). NEW

5.1.5 Posterior wall irrigant/fluid per rectum for
anorectal tract fistula:

As with bladder dye testing, dye irrigation fluid may
be instilled per rectal catheter. If colored irrigant passes
per vagina, an anorectal fistula to the genital tract is
confirmed. NEW

5.1.6 Posterior wall “bubble test” for anorectal
tract fistula:

With anterior vaginal wall retraction permitting vi-
sualization of the posterior vaginal wall, a Foley catheter
is inserted into the rectum, the balloon inflated, and held
under gentle traction against the anus. Irrigant fluid is
placed per vagina. A catheter-tipped, air-filled syringe is
inserted into the catheter and slowly decompressed to
insert air into the rectum. Vaginal inspection allows vi-
sualization of bubbles emanating per vagina through a
fistula defect. NEW

5.2. Endoscopy evaluations for PFF and PFRD:

These are normally not included in investigations in
ICS documents, nor in the ICS Glossary. However, they
may have a role in assessing (i) a small PFF; (ii) different
PFRD issues.

119



GOH Er AL.

(A)

(B)

FIGURE 13 (A) Cystoscopy in a fistula patient in Niamey,
Niger. (B) Cystoscopic image of fistula defect. ©L J Romanzi and
Badlani

5.2.1 Cystoscopy and urethroscopy

Cystoscopy and urethroscopy may be used to better
understand the configuration of upper and lower urinary
tract fistulas (Figure 13A,B) and the proximity of the
lower urinary tract to the ureteric orifice. NEW It will
clearly identify other pathology, for example, stone, tu-
mor. Cystoscopy may, however, only be possible in the
smallest of fistulas where the bladder can still contain
fluid (see Figure 13A,B).

i m:l_urolngy_wl LEY—Iﬂ

FIGURE 14 (A) Anoscope and (B) anoscope demonstration.
©L J Romanzi

5.2.2 Anoscopy and sigmoidoscopy

Lower gastrointestinal endoscopy may be used to
better understand the configuration of upper and lower
anorectal tract fistula. Anorectal endoscopy is also help-
ful when evaluating PFRD of the anorectal tract
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(Figure 14A,B), such as stricture, residual anorectal in-
continence, rectal pain syndromes, and compromised
rectovaginal fistula wound healing. NEW

5.2.3 Genital tract examination

Vaginoscopy may be undertaken with any endoscopic
equipment or nasal speculum. It is particularly helpful in the
evaluation of pediatric patients and women with severe va-
ginal stenosis. Hysteroscopy make be undertaken to evaluate
cervical patency and endometrial integrity for women re-
porting PFRD amenorrhea and/or infertility. NEW

5.3 Bladder function studies for PFRD

There is no defined role for urodynamic investiga-
tions before the closure of urethral or bladder fistulas—
for example, pressure readings would be unreliable if an
organ is leaking.

5.3.1 Functional evaluation (UDS) for lower ur-
inary tract PFRD'

5.3.1.1 UDS: Measurement of all the physiological
parameters relevant to the function and any dysfunction
of the lower urinary tract’"*!

5.3.1.2 Urodynamic usage in low resource re-
gions: MUDS is becoming increasingly available in low
resource regions. A brief overview of UDS evaluation for
common bladder pathologies occurring after fistula re-
pair surgery will be reviewed in this document. Simple,
single-channel urodynamics (“Simple Cystometrics”), a
technique more commonly available in resource-
constrained facilities, is also reviewed in this section. """

5.3.2 Single channel UDS (“Simple Cysto-

metrics”)**: Use of a catheter, catheter-tipped syringe, and

= l:\ Sterile fluid to gravity

above bladder

| -* 1 Fluid level 15 cm

Record filling
It sensations

sterile irrigant solution, may provide rudimentary yet valu-
able information to guide treatment algorithms. Any residual
fistula needs to be excluded. Simple “cystometrics” requires
the insertion of an indwelling catheter which is secured with
inflation of the balloon (not present in Figure 15). The
bladder is filled with a catheter tipped syringe to approxi-
mately 300 ml of saline. The end of the catheter (after re-
moving the syringe) is held vertically about 15 cm above the
pubic symphysis and the level of the fluid in the catheter is
noted. The volume for each filling sensation is noted. When
there are no urge symptoms and no elevation of the me-
niscus, then the vesical pressure is considered “stable.”
When the catheter is removed a cough test is performed to
assess for stress urinary incontinence. NEW

5.3.3 MUDS"**' Combines measurement of bladder
and rectal pressures, filling volume and voided volume
(VV), and urine flow rate (UFR) (with or without video
cystography). In centers where MUDS capacity exists, it
is the preferred method for evaluating the complex ae-
tiologies that often contribute to residual lower urinary
tract dysfunction after fistula repair.

5.3.3.1 Clinical sequence of UDS testing'~ Ur-
odynamic investigations generally involve an individual
attending with a comfortably full bladder for free (no
catheter) uroflowmetry and post-void residual (PVR)
measurement before filling cystometry and pressure-flow
study.

5.3.4 Uroflowmetry:

5.3.4.1 Ideal conditions for free (no catheter)
uroflowmetry: Ideally, all free uroflowmetry studies

Meniscus level rise
consistent with
detrusor contraction

Inveluntary
deftrusor
contraction

FIGURE 15 Simple urodynamics catheter placement and process overview
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v Urine flow
rate (mL/s)

[ Voided volume(mL)

‘Maximum urine flow rate
(MUFR-mL/s) - Qmax

Average urine
flow rate

(AUFR-mL/s)-Qave

—y
Time to maximum urine Time(s)
flow rate (s) - {Qmax

Flow time (s)

FIGURE 16 A schematic representation of urine flow over
time and parameters of uroflowmetry

should be performed in a completely private uro-
flowmetry room.

Most modern uroflowmeters have a high degree of
accuracy (+5%) though regular calibration is important.

5.3.4.2 Urine flow: Urethral passage of urine where
the pattern of urine flow may be.">****

5.3.4.2.1 Continuous urine flow: No interruption
to urine flow.

5.3.4.2.2 Intermittent urine flow: Urine flow is
interrupted.

5.3.4.3 UFR (ml/s): Volume of urine expelled via the
urethra per unit time."**>**

5.3.4.4 VV (ml): Total volume of urine expelled via
the urethra during a single void."**>**

™

MAXIMUM URINE FLOW RATE(ml's)

VOIDED VOLUME(mI)

17. Liverpool nomogram

FIGURE 17 Liverpool Nomogram for maximum urine flow
rate in women.* Ln (Maximum urine flow

rate) =0.511 + 0.505 x Ln (voided volume). Root mean square
error = 0.340. Reference: ** (Reproduced with permission)
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5.3.4.5 Maximum (urine) flow rate (MUFR,
ml/s)—Q nax: Maximum measured value of the UFR
corrected for artefacts.”>*%**

5.3.4.6 Flow time (FT, s): Time over which mea-
surable flow actually occurs. ***>**

5.3.4.7 Average (urine) flow rate (AUFR, ml/s)—
Q ave: VV divided by the FT (Figure 16).">**

5.3.4.8 Voiding time (VT, s): Total duration of
micturition, that is, includes interruptions.

When voiding is completed without interruption, VT
is equal to FT.">"**

5.3.4.9 Time to maximum UFR (tQy,ay, S): Elapsed
time from the onset of urine flow to maximum urine
ﬂow-]‘l.(xi

5.3.4.10 Interpretation of the normality of free
uroflowmetry: Because of the strong dependency of UFRs
in women on VV,* they are best referenced to nomograms‘1 3
where the cutoff for normality has been determined and
validated and where the cut-off for abnormally slow (MUFR,
AUFR) urine flow has been determined and validated as
under the 10th centile of the respective Liverpool nomogram
(Figure 17).**

5.3.5 Postvoid residual (PVR): Volume of urine left
in the bladder at the completion of micturition."

5.3.5.1 Conditions for PVR measurement'”: PVR
reading is erroneously elevated by delayed measurement due
to additional renal input (1- 14mls/min) into bladder vo-
lume. Ultrasonic techniques allow immediate (within
60 seconds of micturition) measurement.”*® A short plastic
female catheter provides the most effective bladder drainage
for PVR measurement.*’

5.3.5.2 Assessment of normality of PVR: Quoted
upper limits of normal may reflect the accuracy of
measurement. Studies using “immediate” PVR mea-
surement (e.g. ultrasound) suggest an upper limit of
normal of 30mls. Studies using urethral catheterization
(up to 10-min delay) quote higher upper limits of normal
of 50ml or more.”” An isolated finding of a raised
PVR requires confirmation before being considered
significant.

5.3.6 Filling cystometry: is the pressure/volume
relationship of the bladder during bladder fill-
ing."**74%*! It begins with the commencement of filling
and ends when a “permission to void” is given. When
multi-channel cystometry is done with fluoroscopy it is
known as video cystometrogram (CMG) or VCMG.

5.3.6.1: CMG: Graphical recording of the bladder
pressure(s) and volume(s) over time.">®7*%%!

5.3.6.2 Conditions for cystometry including:

5.3.6.2.1: Fluid: Water or saline unless radiological
imaging.'”

5.3.6.2.2 Temperature of fluid: Fluid at room
temperature is mostly used."”

Llro
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5.3.6.2.3 Position of patient: Sitting position is
more provocative for abnormal detrusor activity (i.e.,
overactivity) than the supine position.'**

5.3.6.2.4 Filling rate: A medium fill rate (50 ml/min)
should be applicable in most routine studies. Much slower
filling rates (under 25 ml/min) are appropriate in women in
whom there are concerns about poor compliance (or with a
bladder diary showing low bladder capacity or those with
neuropathic bladder."”

5.3.6.3 Intravesical pressure (Py.s, cm H,0): The
pressure within the bladder (as directly measured by the
intravesical catheter)'>***!

5.3.6.4 Abdominal pressure (P,pq, cm H,0): The
pressure in the abdominal cavity surrounding the bladder.
It is usually estimated by measuring the rectal pressure or
vaginal pressure, though the pressure through a bowel
stoma can be measured as an alternative. The simultaneous
measurement of abdominal pressure is essential for inter-
pretation of the intravesical pressure trace."***' Artifacts
on the detrusor pressure trace may be produced by a rectal
contraction."***!

5.3.6.5. Detrusor pressure (Pge, cm H,0): The
component of intravesical pressure that is created by
forces in the bladder wall (passive and active). It is cal-
culated by subtracting abdominal pressure from in-
travesical pressure (Pge; = Pyes — Papa)- """

5.3.6.6 Aims of filling cystometry: To assess
bladder sensation, bladder capacity, detrusor activity,
and compliance as well as to document (the situation of
and detrusor pressures during) urine leakage.'

filling cystometry

5.3.6.7 Bladder sensation during filling cysto-
metry: Usually assessed by questioning the individual
in relation to the fullness of the bladder during
cystometry.

5.3.6.7.1 First sensation of bladder filling: The
feeling when the woman first becomes aware of bladder
filling.'

5.3.6.7.2 First desire to void: The first feeling that
the woman may wish to pass urine."

5.3.6.7.3 Normal desire to void: The feeling that
leads the woman to want to pass urine at the next con-
venient moment, but voiding can be delayed if
necessary.'

5.3.6.7.4 Strong desire to void: The persistent de-
sire to pass urine without the fear of leakage.'

5.3.6.7.5 Urgency: Sudden, compelling desire to
void which is difficult to defer.'

5.3.6.7.6 Cystometric capacity: Bladder volume at
the end of filling cystometry (Figure 18).'

5.3.6.8 Abnormal bladder sensation during
filling cystometry

5.3.6.8.1 Bladder oversensitivity'—Increased
bladder sensation during bladder filling with (i) earlier
first desire to void; (ii) earlier strong desire to void, which
occurs at low bladder volume; (iii) lower maximum cy-
stometric bladder capacity; (iv) no abnormal increases in
detrusor pressure.

5.3.6.8.2 Reduced bladder sensation: Bladder
sensation perceived to be diminished during filling
cystometry.

voiding cystometry

FD N
400
Fill 200
volume 200
mis o
a0
6o
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a0
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—
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»
Flow rate 2o
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FIGURE 18 48-year-old female with urinary frequency. No phasic activity during filling. Voided with normal urine flow rate at normal

detrusor voiding pressure. Normal study. CC, cystometric capacity (permission to void given); FD, first desire to void; ND, normal desire to

void; SD, strong desire to void; U, urgency
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5.3.6.8.3 Absent bladder sensation: No bladder
sensation during filling cystometry, at least to expected
capacity of 500 ml.

53.6.9 Detrusor function during filling
cystometry

5.3.6.9.1 Normal detrusor activity/function’:
There is little or no change in detrusor pressure with filling.
There are no detrusor contractions, spontaneous or pro-
voked with activities such as postural changes, coughing or
hearing the sound of running water (Figure 19).

5.3.6.9.2 Detrusor overactivity (DO)”: The occur-
rence of detrusor contraction(s) during filling cystometry.
These contractions, which may be spontaneous or pro-
voked, produce a wave form on the CMG, of variable
duration and amplitude. The contractions may be phasic
or terminal. They may be suppressed by the patient, or
uncontrollable. Symptoms, for example, urgency and/or
urgency incontinence or perception of the contraction
may (note if present) or may not occur.

5.3.6.9.2.1 Idiopathic (primary) DO* No identi-
fiable cause for involuntary detrusor contraction(s).

5.3.6.9.2.2 Neurogenic (secondary) DO’: DO and
evidence (history; visible or measurable deficit) of a re-
levant neurological disorder.

5.3.6.9.2.3 Non-neurogenic (secondary) DO’:
An identifiable possible non-neurological cause exists
for involuntary detrusor contraction(s) during
bladder filling. e.g. functional (obstruction); stone,
tumor, UTI

filling cystometry
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5.3.6.9.3 Bladder (detrusor) compliance (ml/cm
H, 0)°

5.3.6.9.3.1 Description: Relationship between the
change in bladder volume and change in detrusor pres-
sure as a measure for the distensibility of the bladder.”

5.3.6.9.3.2 Calculation’: Divide the change of vo-
lume (AV) by the simultaneous change in detrusor
pressure (APg) during filling cystometry—(C=AV/
APgep). The compliance reflects the amount of fluid in the
bladder to increase bladder pressure by 1cm H,0 and is
expressed as ml/cm H,O.

5.3.6.9.3.3 Normal values’: Low compliance has
been defined (in women) as bladder compliance < 10 ml/cm
H,0 (neurogenic) or <30ml/cm H,0 (non-neurogenic).
Normal compliance is >30 ml/cm H,0O (neurogenic) and
40 ml/cm H,0 (non-neurogenic).

5.3.6.10 Urethral function during filling cysto-
metry (filling urethro-cystometry): Urethral closure
mechanism.

5.3.6.10.1 Normal urethral closure mechanism’:
A positive urethral closure pressure is maintained during
bladder filling, even in the presence of increased ab-
dominal pressure, although it may be overcome by DO.

5.3.6.10.2 Incompetent urethral closure me-
chanism’: Leakage of urine occurs during activities
which might raise intra-abdominal pressure in the ab-
sence of a detrusor contraction.

5.3.6.10.3 Urodynamic stress incontinence
(USI)*: Involuntary leakage of urine during filling

voiding cystometry

FD ND SDU L u L MCcC

cmH20

Flow rate =zo
mil/sec 10

FIGURE 19 52-year-old female with urgency and frequency. Phasic detrusor activity during filling. Leakage is associated with urgency

and detrusor contractions. FD, first desire to void; L, leakage; MCC, maximum cystometric capacity; ND, normal desire to void;

SD, strong desire to void; U, urgency
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cystometry, associated with increased intra-abdominal

pressure, in the absence of a detrusor contraction.
5.3.6.10.4 Subtype: Intrinsic sphincter deficiency

(ISD)*: Very weakened urethral closure mechanism.

5.3.7 Voiding cystometry'’(pressure-flow stu-
dies): This is the pressure-volume relationship of the
bladder during micturition. It begins when the “per-
mission to void” is given by the urodynamicist and ends
when the woman considers her voiding has finished.
Measurements to be recorded should be the intravesical,
intra-abdominal, and detrusor pressures during the
voiding urinary flow, including the UFR. A partial sy-
nopsis of some voiding cystometry measures is in-
cluded here.

5.3.7.1 Pressure and other measurements during
voiding cystometry:

5.3.7.1.1 Detrusor opening pressure (cm H,0)":
Detrusor pressure recorded immediately before the
commencement of urine flow.

5.3.7.1.2 Flow delay (s)*: The time elapsed from
initial rise in pressure to the onset of flow. This is the
initial isovolumetric contraction period of micturition. It
reflects the time necessary for the fluid to pass from the
point of pressure measurement to the uroflow
transducer.

5.3.7.1.3 Urethral opening pressure (Pget.uo, CM
H,0)’: Detrusor pressure recorded at the onset of mea-
sured flow (consider time delay—usually under 1s).

5.3.7.1.4 Maximum detrusor pressure (Pgetmaxs
cm H,0)’: Maximum registered detrusor pressure during
voiding.

5.3.7.1.5 Detrusor pressure at maximum flow
(Pget-Qmaxs» €M H,0)”: Detrusor pressure recorded at
maximum urinary flow rate.

5.3.7.1.6 Detrusor pressure at end of flow
(Pget.e, cm H,0)”: Detrusor pressure recorded at the
end of urine flow.

5.3.7.1.7 Postvoiding detrusor contraction’: An
increase in detrusor pressure (P4e) following the cessa-
tion of urinary flow (NEW)

5.3.7.2 Detrusor function during voiding
cystometry

5.3.7.21 Normal detrusor function: Normal
voiding in women is achieved by an initial (voluntary)
reduction in intra-urethral pressure (urethral relaxation).
This is generally followed by a continuous detrusor
contraction that leads to complete bladder emptying
within a normal time span. Many women will void suc-
cessfully (normal flow rate and no PVR) by urethral re-
laxation alone, without much of a rise in detrusor
pressure. The amplitude of the detrusor contraction will
tend to increase to cope with any degree of bladder
outflow obstruction.
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5.3.7.2.2 Detrusor underactivity: Detrusor con-
traction of reduced strength and/or duration, resulting in
prolonged bladder emptying and/or a failure to achieve
complete bladder emptying within a normal time span
(Figure 20).

5.3.7.2.3. Acontractile detrusor: The detrusor
cannot be observed to contract during urodynamic stu-
dies resulting in prolonged bladder emptying and/or a
failure to achieve complete bladder emptying within a
normal time span. The term “areflexia” has been used
where there is a neurological cause but should be re-
placed by neurogenic acontractile detrusor.

5.3.7.2.4 BOO: This is the generic term for obstruction
during voiding. It is a reduced UFR and/or presence of a
raised PVR and an increased detrusor pressure. It is usually
diagnosed by studying the synchronous values of UFR and
detrusor pressure and any PVR measurements. A urethral
stricture or obstruction due to higher degrees of uterovaginal
prolapse or obstructed voiding after stress incontinence
procedures are among possible causes.

7 | SECTION 6: IMAGING FOR
PFF AND PFRD

This section profiles the imaging methods used worldwide in
the evaluation of PFF and PFRD and defines the utility of
each. Within the range of modalities, access and utilization
will vary depending on global location, level of health system
capacity in each country, and level of local facilities within
countries. Imaging methods and PFF/PFRD applications
defined here are radiologic, ultrasound, magnetic resonance
and CT methods.

6.1 Ultrasound imaging

6.1.1 Ultrasound 2-D methods

6.1.1.1. Transabdominal (T-A)': Curvilinear scan-
ning applied to the abdomen.

B | A
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FIGURE 20 A schematic diagram of a pressure-flow study and
pressure-flow parameters
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6.1.1.2 Perineal': Curved array probe applied to the
perineum. Includes trans-perineal and trans-labial
ultrasound.

6.1.1.3 Introital: Sector probe applied to the vaginal
introitus.

6.1.1.4 Transvaginal (T-V)": Intravaginal curvi-
linear, linear array, or sector scanning.

6.1.2 Ultrasound imaging 2-D PFF and PFRD
applications

6.1.2.1 Bladder neck descent/mobility

6.1.2.1.1 Urethral funneling: That is, opening of
the proximal third of the urethra during coughing or on
Valsalva. NEW.

6.1.2.1.2 Urine loss: Full urethral opening during
coughing, Valsalva, bladder contraction or micturi-
tion. NEW

6.1.2.2 Post void residual (PVR)'“*"": See
Section 5.3.5 in investigations.

6.1.2.3 Bladder and wurethral masses/foreign
bodies': Stone, tumor, foreign body or diverticula.

6.1.2.4 Uterine, adnexal (upper genital tract)
pathology' —Masses

6.1.2.5 POP'’: Visualization of descent of the bladder,
cervix/uterus and rectum during Valsalva and coughing

6.1.2.7 Uterine version'’: Anteverted, retroverted,
flexion at isthmus (retroflexion)

6.1.2.7 Postoperative findings'*’: For example,
bladder neck position and mobility, position of meshes,
tapes, or implants.

6.1.2.8 Pelvic floor/levator ani muscle: Voluntary
control, defect (“avulsion”) and ballooning,***’

6.1.2.9 Bladder wall thickness, and ultrasound
estimated bladder weight (UEBW). UEBW is higher
in women with DO.>’

6.1.3 Ultrasound imaging—3-D methods:

6.1.3.1 Endo-vaginal ultrasound imaging may
compress tissues, distorting the anatomy.

6.1.3.2 Trans-anal ultrasound requires an ex-
pensive and dedicated transducer, is more uncomfortable
and embarrassing.

6.1.3.3 Trans-labial/trans-perineal minimizes tis-
sue distortion and patient discomfort.

6.1.4 Ultrasound imaging 3-D PFRD applications

6.1.4.1 Levator ani muscle (LAM): Trauma, atro-
phy, ballooning.***’

6.1.4.2 Anal ultrasound (Endosonography): This
is the gold standard investigation in the assessment of anal
sphincter integrity. There is a high incidence of defecatory
symptoms in women with anal sphincter defects."*

6.1.4.3 Urinary tract pathology: Stones, scarring,
diverticula, tumors or foreign bodies."*

6.1.4.4 Other assessments: Synchronous ultra-
sound screening of the bladder and/or urethra and
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measurement of the bladder and abdominal pressure
during filling and voiding cystometry.

6.2 Radiologic imaging

6.2.1 Pyelography of the urinary tract: A techni-
que to generate an image of the upper and lower urinary
tract by the introduction of radiopaque fluid (intravenous
or retrograde via the ureter).”

6.2.1.1 Intravenous urography (IVU) : Provides
an anatomical outline of the upper urinary tract, ureters,
and bladder as well as the evaluation of the kidney
function and excretion of contrast media (Figure 21).

6.2.1.2 Retrograde urethrocystography and void-
ing cystourethrography'”: Unidirectional or combined
contrast imaging of the urethra in a patient in the 30-
degree oblique position to visualize the lumen mainly to
diagnose urethral strictures or diverticulum. It is also of
use to diagnose and stage urethral trauma.

6.2.1.3 Retrograde pyelograms: May be performed
when an IVU does not clearly define the anatomy of a
suspected ureteral fistula.

6.2.2 Video UDS"”: A functional test of the lower
urinary tract in which filling cystometry and pressure-
flow studies are combined with real-time imaging of the
lower urinary tract® (Figure 22).

6.2.3 HSG: Is an imaging test to assess the en-
dometrial cavity and fallopian tubes by introducing
radiopaque fluid into the uterus. It may be used as an
investigation for urinary and colorectal fistula tract into
the uterus/cervix. NEW

6.2.4 Contrast enema: Is used to identify colonic
pathology.'” It is a retrograde radio-opaque imaging
technique that may assist in the diagnosis of an anorectal
tract fistula. Due to the open anorectal tract preventing

1,2

.

FIGURE 21 (Right) Ureterovaginal fistula in a woman with a
watery vaginal discharge. Video urodynamics was normal, but IVU
shows obstruction of the left ureter (probably due to adjacent surgical
clip (arrow), as well as a fistula, which is faintly outlined by contrast
material and resultant opacification of the vagina. © L J Romanzi
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FIGURE 22 (Left) Video urodynamics showing vesico-vaginal
Fistula. © L J Romanzi and Badlani (L'Hopital Nacional de
Reference, Niamey, Niger 2003)

full luminal distension with radio-opaque contrast, a
barium enema is prone to false-negative images follow-
ing subsequent evacuation."”

6.3 CT

6.3.1 CT urogram (CT-U)’: CT study of the urinary
tract system using injected intravenous contrast, used to
clarify diagnoses such as (i) tumors; (ii) renal disease; (iii)
abnormal fluid collections/abscesses (iv) bladder pathology.

6.3.2 CT Kidneys, ureter, bladder (CT-KUB)*: Non-
contrast study aimed primarily at identifying stones but may
identify other pathology. Also known as “stone protocol.”

6.3.3 CT Imaging for fistula: CT role is limited for
imaging fistulas due to irradiation load on the patient
combined with poor CT resolution of soft tissues.
Radiopaque contrast improves soft tissue resolution.
However multi-planar spiral CT provides accurate
visualization of the pelvic floor soft and bony struc-
tures by reconstruction of axial images using 1 mm
thick slices without gaps that provides high pelvic
floor diagnostic accuracy (i.e., LAM trauma or fistula)
(Figure 23). NEW

6.4 MRI: In PFF, MRI maybe used to demonstrate
concurrent conditions, such as urethral diverticulum and
non-palpable abscesses. Though restricted in availability
in low resource regions, where available, MRI imaging is
helpful in cases of complex fistulas with adjacent organ
system pathology.

8 | SECTION 7: DIAGNOSIS

7.1 Urinary tract PFF diagnoses:
7.1.1 Definition: A diagnosis made by symptoms of a
urinary tract fistula, signs of extraurethral leakage

FIGURE 23 Computed tomography urogram showing fistula
between the bladder and the vaginal vault. © S Elneil

assisted by a probe or irrigant fluids (dye test), with
imaging as required. NEW

7.1.2 Genito-urinary tract fistula: An abnormal
connection between the genital tract and urinary
tract. S SSSNEW

7.1.2.1 Specific diagnoses for lower urinary tract
may include:

7.1.2.1.1 Deficiency of the urethra or ure-
throvaginal fistula (UVaF—see 2.1.1 and 4.3.2.1):
Abnormal connection between the urethra and the va-
gina. NEW

7.1.2.1.2 Vesicovaginal fistula (VVaF—see 2.1.2
and 4.3.2.2): Abnormal connection between the bladder
and the vagina. NEW

7.1.2.1.3 Vesico-vaginal-vault fistula (VVtF—see
2.3.3): Abnormal connection between the bladder and
vaginal vault (cuff after hysterectomy).

7.1.2.1.4 VCxF (see 2.4.1 and 4.3.2.3): Abnormal
connection between the bladder and the cervix. NEW

7.1.2.1.5 VUtF (see 2.4.2 and 4.3.2.3): Abnormal
connection between the bladder and the body of the
uterus. NEW

7.1.2.2 Specific diagnoses for upper urinary tract
may include:

7.1.2.2.1 UrVaF (see 2.1.4): Abnormal connection
of ureter into the vagina. NEW

7.1.2.2.2 Uretero-cervical fistula (UrCxF—see
2.5.3): Abnormal connection of the ureter into the uter-
ine cervix. NEW

7.1.2.2.3 UrUtF (see 2.5.3): Abnormal connection
of the ureter into the body of the uterus. NEW
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7.1.3 CoVF (see 2.7.1 and 4.3.2.4): Abnormal con-
nection between the bladder and either or both of the
rectum and colon. NEW

7.1.4 Single or multiple fistula sites: The fistula
may occur at a single or multiple sites with or without an
ano/rectal/colo - fistula. NEW

7.2 Anorectal tract PFF diagnoses

7.2.1. Definition: A diagnosis made by symptoms of
an anorectal, signs of extra-anal leakage of feces or flatus,
assisted by a probe or irrigant fluids (dye test), with
imaging as required. NEW

7.2.2 Genito-anorectal fistula: An abnormal con-
nection between the genltal tract (vagina/uterus/cervix)
and the anorectum.”  NEW

7.2.3 Specific diagnoses: may include:

7.2.3.1. Deficient perineum/total perineal defect:
A spectrum of tissue loss from the perineal body and rec-
tovaginal septum with variable appearance. There can be a
common cavity made up of the anterior vagina and posterior
rectal walls or just an extremely thin septum between the
anorectum and vagina. NEW

7.2.3.2 Fourth degree perineal tear (4°PT—see
2.6.1.2): Defined as an acquired childbirth injury and a
subset of deficient perineum, involving both loss of the
rectovaginal septum, full thickness anterior defect of the
anal sphincter, and variable loss with lateral displace-
ment of the fibromuscular architecture of the perineal
body (cloacal-like defect). NEW

7.2.3.3 Rectovaginal fistula (RVaF—see 2.6.2 and
4.4.4): Abnormal connection between the rectum and the
vagina.

7.2.3.4 Recto-cervical fistula (RCxF—see 2.6.3):
Abnormal connection between the rectum and the
uterine cervix. NEW

7.2.3.5 Recto-uterine fistula (RUtF—see 2.6.3):
Abnormal connection between the rectum and the body
of the uterus. NEW

7.2.4 Complex recto-utero-cervical fistula

7.2.4.1 RVaPeF (see 2.6.2.3): An abnormal connec-
tion from the anal canal to the vagina or perineal area. NEW

7.2.4.2 Recto-vesical fistula (RVF same as VRF—
see 4.4.7): Abnormal connection between the bladder
and the rectum. NEW

7.2.4.3 Recto/colo-uterine/cervical fistula
(RCoUtF/RCoCxF—see 4.4.5): An abnormal connec-
tion between the colo/rectum and uterus (body and/or
cervix). NEW

7.2.5 FIA (see 2.6.4 and 4.4.8): An abnormal con-
nection between the anal canal epithelium (or rarely
rectal epithelium) and the skin epithelium. CHANGED

7.2.6 Single or multiple fistula sites: The fistula
may occur at a single or multiple sites with or without a
urinary tract fistula. NEW

ICS Standards 2024: 1. ICS Standardisations
An ICS report on the terminology for female pelvic floor fistulas

.Jmlng}_Wl LEY 2063

Llro

7.3 Incontinence diagnostic categories

Fistula patients are typically pooled into three broad
global health treatment outcome categories.”® These are:

7.3.1 Fistula closed and continent: Fistula closed
after treatment (surgical or nonsurgical) without persis-
tent or residual incontinence of the organ system (ur-
inary tract or anorectal tract) that had the fistula. NEW

7.3.2 Fistula closed and incontinent: Fistula closed
after treatment (surgical or nonsurgical) with persistent
or residual incontinence of the organ system (urinary
tract or anorectal tract) that had the fistula. NEW

7.3.3 Fistula not closed: Fistula not closed during or
after treatment (surgical or nonsurgical). Not-closed fis-
tula have defined subcategories including: NEW

7.3.3.1 Persistent fistula diagnosis (see 3.4.1):
Fistula that is not closed at conclusion of surgical or
nonsurgical intervention or that re-opens in the im-
mediate postintervention period. These treatment fail-
ures result from acute failure of wound healing or, in the
specific case of failure to close the defect during surgical
interventions, intra-operative failure of surgical techni-
que. NEW

7.3.3.2 Recurrent fistula diagnosis (see 3.4.2):
Fistula that is closed post treatment, but recurs due to
delayed failure of wound healing, or occurs subsequent
to a follow-on index fistula-causing event. Subsequent
index acquired fistula events are most commonly child-
birth, surgery or pelvic trauma, but may also be in-
flammatory disease, infections, and pelvic
malignancy. NEW

7.4 Woman deemed incurable (WDI)

7.4.1 WDI diagnosis (see 3.5.7): Women with pri-
mary, persistent, and recurrent fistula for which anatomic
repair is not possible. WDI require either supportive man-
agement and/or a diversion procedure, or they have a fis-
tula complexity that exceeds the capacity(s) of the highest
available surgical facility." 885888

7.5 PFRD functional urinary diagnoses

Storage dysfunction (SD)’ Those diagnoses related
to abnormal changes in bladder sensation, detrusor
pressure, or bladder capacity during filling cystometry.

Bladder Factor

7.5.1 Bladder oversensitivity (BO—see 5.3.6.8.1)"

7.5.1.1 Definition"”: Bladder oversensitivity, a clinical
diagnosis made by symptoms and urodynamic investigations
is defined as increased perceived bladder sensation during
bladder filling with specific cystometric findings of (i) early
first desire to void; (ii) early strong desire to void, which
occurs at low bladder volume; (iii) low maximum cysto-
metric bladder capacity; and (iv) no abnormal increases in
detrusor pressure. Specific bladder volumes at which these
findings occur vary in different populations.

7.5.2 DO (see 5.3.6.9.2)°
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7.5.2.1 Definition'”: This diagnosis by symptoms
and urodynamic investigations is made in individuals
with LUTSs, more commonly overactive bladder symp-
toms when detrusor muscle contractions occur during
filling cystometry.

7.5.2.2 Subtypes

(i) Idiopathic (primary) DO’ (see 5.3.6.9.2.1): No
identifiable cause for the involuntary detrusor contrac-
tion(s).

(ii) Neurogenic (secondary) DO’ (see
5.3.6.9.2.2): There is DO and evidence (history; visible or
measurable deficit) of a relevant neurological cause.

(iii) Non-neurogenic (secondary) DO’ (see
5.3.6.9.2.3): An identifiable possible non-neurological cause
exists for involuntary detrusor contraction(s) during bladder
filling. e.g. functional (obstruction); stone, tumor, UTL

7.5.3 Reduced compliance storage dysfunction
(RCSD—see 5.3.6.9.3): A diagnosis by symptoms and
urodynamic investigations is made in individuals with
LUTSs, more commonly storage symptoms, when there
is a non-phasic (at times linear or exponential) rise in
detrusor pressure during filling cystometry with gen-
erally reduced capacity indicating reduced compliance.

7.5.3.1 Reduced compliance (RCSD) incon-
tinence’: Urinary incontinence directly related to
the RCSD.

7.54  Outlet Factor (Urethra/Sphincter
dysfunction—decreased urethral resistance—
incompetence/insufficiency)

7.5.4.1 USI (see 5.3.6.10.3)" "

7.5.4.1.1 Definition'”: A diagnosis by symptom, sign
and urodynamic investigations involves the finding of
involuntary leakage during filling cystometry, associated
with increased intra-abdominal pressure, in the absence
of a detrusor muscle contraction.

7.5.4.1.2 Subtype: ISD (see 5.3.6.10.4)”: Very wea-
kened urethral closure mechanism.

Voiding dysfunction (VD)”: Those diagnoses re-
lated to abnormally slow and/or incomplete bladder
emptying manifest as an abnormally slow UFR and/or an
abnormally high PVR with confirmation by pressure-
flow studies (including any related imaging).

7.5.5 Bladder factor—(Poor or absent detrusor
activity)

7.5.51 Detrusor underactivity (DUA—see
5.3.7.2.2)"

7.5.5.1 Definition of DUA” A diagnosis based on
urodynamic investigations generally (but not always) with
relevant symptoms and signs manifest by low detrusor
pressure or short detrusor contraction in combination
with a low UFR resulting in prolonged bladder emptying
and/or a failure to achieve complete bladder emptying
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within a normal time span, with or without a high
PVR (c.f. “hypocontractile detrusor”—detrusor contrac-
tion of reduced strength)
7.5.5.2 Detrusor acontractility (DAC—see
5.3.7.2.3)"
7.5.5.2.1 Definition of DAC’: A diagnosis by ur-
odynamic investigation, generally (but not always) with
relevant symptoms and signs manifest by the absence of
an observed detrusor contraction during voiding studies
resulting in prolonged bladder emptying and/or a failure
to achieve complete bladder emptying within a normal
time span.
7.5.5.2.2 Subtypes
7.5.5.2.2.1 Neurogenic detrusor acontractility”
7.5.5.2.2.2 Non-neurogenic detrusor
acontractility”
7.5.6 Outlet factor
dysfunction)
7.5.6.1 Bladder outlet obstruction (BOO)’
7.5.6.1.1 Definition of BOO>: A diagnosis based
on urodynamic investigations (pressure-flow studies +
imaging), generally (but not always) with relevant
symptomsand/or signs, manifest by an abnormally slow
UFR with evidence of abnormally high detrusor voiding
pressures and abnormally slow urine flow during voiding
cystometry with or without an abnormally high PVR.
7.5.6.1.2 Possible sites/causes of BOO: Can be:
5.4.1.2.1 Functional’: Bladder neck obstruction, de-
trusor sphincter dysfunction, pelvic floor overactivity. NEW
5.4.1.2.2 Mechanical®: Urethral stricture, meatal
stenosis. Video UDS can sometimes be required to as-
certain the cause/site.
7.5.7: Alternate presentations of voiding
dysfunction
7.5.7.1 Acute retention of urine’: An individual is
unable pass any urine despite having a full bladder,
which on examination is painfully distended, and readily
palpable and/or percussible. CHANGED
7.5.7.2 Chronic retention of urine’: Generally (but
not always) painless and palpable or percussible bladder,
where there is a chronic high PVR. The patient experiences
slow flow and chronic incomplete bladder emptying but
can be asymptomatic. Overflow incontinence can occur.
7.5.7.3 Acute on chronic retention’: An individual
with chronic retention goes into acute retention and is
unable to void.
7.5.7.4 Retention with overflow’: Involuntary loss
of urine directly related to an excessively full bladder in
retention.
7.6 PFRD—OTHER DIAGNOSES
7.6.1 POP"’ (see 3.7)
7.6.1.1 Definition: A diagnosis by symptoms
and clinical examination, assisted by any relevant

(urethral/sphincter
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imaging, involves the identification of descent of one or
more of the anterior vaginal wall (central, paravaginal or
combination cystocele), posterior vaginal wall (recto-
cele), the uterus (cervix) or the apex of the vagina (va-
ginal vault or cuff scar) after hysterectomy. The presence
of any such sign should correlate with relevant POP
symptoms.

7.6.2. Recurrent UTIs' (see 3.6.3)

7.6.2.1 Definition: A diagnosis by clinical history
assisted by the results of diagnostic tests involves the de-
termination of the occurrence of at least three sympto-
matic and medically diagnosed UTI over the previous 12
months.

7.6.3 Anorectal incontinence (see 3.10.10):

7.6.3.1 Definition: a diagnosis is by symptoms and
clinical examination assisted by the results of investiga-
tions (anorectal manometry) and imaging (endoanal ul-
trasonography). At times, endoscopic evaluation may be
required. NEW

7.6.3.2 Sphincteric anorectal incontinence: Anal
sphincter defects or weakness are present. NEW

7.6.3.3 Urge anorectal incontinence: Incontinence
is due to involuntary anorectal spasms. NEW

7.6.3.4 Artefactual anorectal incontinence: In-
fective, inflammatory or neoplastic etiology is identified.
NEW

9 | SECTION 8: CONSERVATIVE
(NONSURGICAL) MANAGEMENT®!>*

8.1 Conservative management'’: Restricted to non-
surgical and nonpharmacological treatments.

8.2 Lifestyle interventions

8.2.1 Indications: Lifestyle intervention may be op-
timized to manage the chronic incontinence in:

8.2.1.1 Nonsurgical: Women who are not candi-
dates for surgical treatment. NEW

8.2.1.2 Surgery not preferred: Women who prefer
not to undergo surgical treatment. NEW

8.2.1.3 Urinary catheter not possible: Women
who are also not candidates for nonsurgical catheter
treatment. NEW

8.2.2 Types of lifestyle interventions (urinary
incontinence)

8.2.2.1 Skin protection: Protective dermal emolli-
ents to reduce dermatitis on the vulva, legs and
feet. NEW

8.2.2.2 Pads: Adequate, preferably reusable, large
pads or adult diapers."*

8.2.2.3: Urethral plugs'*”": Products to block the
urethral meatus in women with stress urinary incon-
tinence after fistula closure. CHANGED
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8.2.2.4 Vaginal lubricants'’: Pharmacological pre-
parations aimed at reducing friction during coital or any
other sexual activity and therefore alleviating dyspar-
eunia, or at least reducing discomfort associated with
clinical examination of the vagina or rectum. Pharma-
cological and natural plant-based oils may be used.

8.2.2.5 UTI prophylaxis: Prophylactic antibiotics/
antibacterial (e.g. hexamine hippurate) to reduce the
incidence of recurrent or postcoital UTI.

8.2.3. Types of lifestyle interventions (anorectal
incontinence) Anorectal lifestyle interventions include:

8.2.3.1: Dietary modification: To minimize flatus
and loose-liquid stool. NEW

8.2.3.2: Skin protection: Protective dermal emolli-
ents for the vulva, legs, and feet. NEW

8.2.3.3: Pads: Adequate, preferably reusable, large
pads or adult diapers."?

8.2.3.4: Vaginal lubricants'’: Pharmacological pre-
parations aimed at reducing friction during coital or any
other sexual activity and therefore alleviating dyspar-
eunia, or at least reducing discomfort associated with
clinical (per vagina or per rectum examination). Phar-
macological and natural plant-based oils may be used.

8.3 Catheter insertion

Inserting a catheter when an acute lower urinary
tract injury is diagnosed may result in closure of the
fistula, or reduced size of the fistula before subsequent
surgical intervention.’”

8.3.1 Bladder catheterization: May be used for
secondary prevention or nonsurgical treatment of blad-
der fistula.”> NEW

8.3.2 Ureteral catheterization (cystoscopic):
May be used for secondary prevention or nonsurgical
treatment of ureteric fistula. Care must be taken to
evaluate the healed ureter for secondary ureteric ste-
nosis that may result in secondary obstructive nephro-
pathy after fistula treatment. NEW  Ureteric
catheterization may be used during the repair of vesico-
vaginal and ureteric fistulas. It is not a treatment for
ureteric fistulas.

8.4 Physical therapy

8.4.1 Pelvic physiotherapy—General: Assess-
ment, prevention, and/or treatment of pelvic floor dys-
function, performed by a pelvic physiotherapist. The
therapy aims at reducing symptoms of fistula and post-
fistula treatment incontinence symptoms as well as
improvement of pelvic floor function.® The role of
continence nurses amongst other allied health profes-
sionals in performing some of these specialized thera-
pies is acknowledged.

8.4.2 Other therapies: Covers many specialized
therapies that can be used to train the pelvic floor
including'*:
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8.4.2.1 Therapeutic exercise'’: Consists of inter-
ventions directed toward maximizing functional capabilities.

8.4.2.2 Cognitive behavioral therapy'’: Cognitive
techniques used in association with behavior therapy
principles.

8.4.2.3 Bladder training'’: Consists of a program
of patient education, along with a scheduled voiding
regimen with gradually adjusted voiding intervals.

8.4.2.4 Bowel habit training'’: Is aimed at estab-
lishing a regular, predictable pattern of bowel evacuation
by patient teaching and adherence to a routine to achieve
a controlled response to bowel urgency.

8.4.2.5 Muscle training'’: Exercise to increase
muscle strength, endurance, flexibility or relaxation.

8.4.2.6 Coordination training'’: Is the ability to use
different parts of the body together smoothly and
efficiently.

8.4.2.7 Biofeedback'’: The use of an external sensor to
give an indication with regard to bodily processes, usually
with the purpose of changing the measured quality.

8.4.2.8 Electrical muscle stimulation'’: Is the use
of electric potential or currents to elicit therapeutic re-
sponses. Current may be directed at motor or sensory
functions.

In those fistula patients with flexure injuries, and/or
foot drop, musculo-skeletal physiotherapy can be helpful
in preparing the patient for surgery.

10 | SECTION 9: SURGICAL
MANAGEMENT

9.1 General fistula surgical terminology

9.1.1 Biological grafts’: Any isolated healthy tissue
for transplantation into fistulous area to augment or
strengthen the repair.

9.1.1.1 Autologous grafts’: From patient's own tis-
sues, for example, rectus sheath or fascia lata.

9.1.1.2 Allografts’: From post-mortem human tissue
banks. Not often used in fistula surgery e.g. fascia lata.

9.1.1.3 Xenografts’: From other species, for ex-
ample, modified porcine dermis, porcine small intestine,
and bovine pericardium. Occasionally used in fistula
surgery.

9.1.2 Autologous grafts and flaps

9.1.2.1 Labia majora fat-flap: The use of
labial fibro-adipose tissue underneath the labia
majora ~ (Figure 24). NEW

9.1.2.2 Labia minora flap: The use of labia minora
to provide a skin flap to help reconstruct the vagi-
na. NEW

9.1.2.3 Buttock and perineal skin rotation flaps:
The use of skin flaps from the buttock/perinea area to

FIGURE 24 Labial fat-flap mobilized from the right
labium (© J Goh)

provide interposition fat and blood supply as well as in-
creased vaginal skin surface area. NEW

9.1.2.4 Peritoneal grafts and flaps: The use of
peritoneum flap/graft to provide interposing tissue and
blood supply as well as increased vaginal non-dermal
surface area. It may be used at vaginal or abdominal
surgery. NEW

9.1.2.5 Omental flap: The use of omentum to pro-
vide interposing fat and blood supply during abdominal
surgery. NEW

9.1.2.6 Muscle flap: The use of muscle, for example,
gracilis muscle or rectus abdominus muscle flap to pro-
vide tissue and blood supply. NEW

9.1.2.7 Rectal advancement flap: Mobilize/elevat-
ing a flap of the rectum above/below the fistula and using
the flap to close over the fistula. NEW

9.1.2.8 Singapore flap (pudendal thigh/groin
vasculocutaneous flap): For vaginal reconstruction
(not dissimilar to 9.1.2.3).

9.1.2.9 Colonic flaps: For vaginal reconstruction of a
large PFF in the presence of complete vaginal loss.

9.2 Fistula repair surgery

9.2.1 Minor fistula surgery

9.2.1.1 Cystoscopic cauterization of fistula:
Cauterization of the fistula under direct vision via cy-
stoscopy. Used for tiny fistulas and may succeed. This is
usually combined with prolonged catheter drainage.
Theoretically, light (judicious) cautery of the fistula,
allowing the bladder and vaginal tissues to heal
(Figure 25). NEW

9.2.1.2 Debridement of fistula: Defined as removal
of damaged tissue or foreign objects from a wound. May
successfully be engaged as a primary therapy for small
fresh RVaF and adjunctively for nonsurgical catheter
treatment of VVaF.”’ NEW
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FIGURE 25 Light (judicious) fulguration of the fistula. (left)
©G Ghoniem (right) © Levent Efe

9.2.2 Major fistula repair surgery

Principles of all fistula surgery include:

9.2.2.1 Patient counseling: On the possibility of
complications, including failure, and staged care. NEW

9.2.2.2 Optimizing patient health: Operating on
patients who are in optimal health for wound heal-
ing. NEW

9.2.2.3 Tissue handling: Careful tissue handling
during dissection and suturing. NEW

9.2.2.4: Wide dissection to well-mobilize the fistu-
lized organs from each other. NEW:

TABLE 1 Total, new and changed definitions (compared with
previous definitions in the ICS glossary)

New Changed
definitions/ definitions/
Section descriptors descriptors Total
Introduction, 16 0 16
etiology
Classification 27 0 27
Symptoms 22 0 90
Signs 45 3 56
Investigations 11 0 71
Imaging 4 0 31
Diagnoses 37 0 64
Conservative 10 1 29
management
Surgical 16 0 32
management
Total 188 (45%) 4 (1%) 416

wlony_\w1 Ey—| 27
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9.2.2.5 No tension: Close the fistula defects under
no tension. NEW

9.2.2.6: Flaps and grafts: Judicious use of auto-
logous interposition flaps and grafts to assure adequate
blood supply for wound healing. NEW

9.2.2.7: Optimize functional result: Attention paid
to both form (close the hole) and function (restore nor-
mal function to the urinary, genital and anorectal
tracts). NEW

9.2.2.8 Intercurrent prolapse and incontinence
surgery: Including but not limited to judicious use of
prolapse reconstructive and incontinence procedures for
concurrent pelvic floor disorders during the fistula re-
pair. NEW

9.2.2.9 Bladder drainage: Catheterization

9.3 Measuring outcome in PFF surgeries'’

As per IUGA-ICS Report on outcome measures for
pelvic floor surgery,'' every study evaluating pelvic floor
surgery should report.

9.3.1 Perioperative data'': That is, blood loss, op-
erating time, length of hospital stay, return to normal
activities, and complications.

9.3.2 Subjective (patient-reported) outcomes'':
At its simplest level, this can be reported as the presence or
absence of urinary/fecal incontinence. Patient satisfaction
and quality of life can be measured by validated instruments
that cover fistula, prolapse, urinary, bowel, and sexual
function. Reproductive outcomes are also a consideration:
for example, menstruating, able to conceive and carry a
pregnancy to term.

9.3.3 Objective outcomes'': PFF-staging measure-
ments tabulated with absolute values and percentages to
allow other studies to compare results.

9.3.4 Secondary outcomes'': For example, LUTS,
stress urinary incontinence or bowel and sexual dys-
function, in their studies whenever possible.

9.3.5 Surgery type:

9.3.5.1 Primary surgery'': Indicates the first pro-
cedure required for treating PFF in any compartment.

9.3.5.2 Further surgery'': Provides a term for any
subsequent procedure relating to primary surgery. Fur-
ther surgery is subdivided into:

9.3.5.2.1. Primary surgery in a different site/
compartment.

9.3.5.2.2. Repeat surgery in the same site/compart-
ment for PFF symptom recurrence.

9.3.5.2.3. Surgery for complications, for example, pain,
infection, recurrent/persistent incontinence, or hemorrhage.

9.3.5.2.4. Surgery for non-PFF-related conditions
usually prolapse, new onset urinary (e.g. stress urinary
incontinence), or flatal/fecal incontinence.

9.3.6: Complications of PFF surgeries
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Complications related to PFF native tissue repair and
surgeries using graft have been classified separately ac-
cording to joint TUGA/ICS recommendation.'’ The sys-
tem used in both documents utilizes specific category,
time, and site taxonomy together referred as CTS (Cate-
gory, Time, Site) classification system.

Classification is aided by on line calculators at either
http://www.ics.org/complication or http://www.ics.org/
ntcomplication.
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ENDNOTES

* Total perineal defect: see Section 2.

¥ Total perineal defect'”: A spectrum of tissue loss from the peri-
neal body and rectovaginal septum with variable appearance.

* Recto(colo)-ureteric fistula is created electively after ureteric diver-
sion into the bowel for the management of PFF but can occur fol-
lowing colorectal surgery for cancer and inflammatory pathologies.

¥ There are multiple classification systems published. Section 2.8
briefly mentions the more commonly used systems. Commonly
used anatomical descriptions of PFF such as “urethral,” “mid-
vaginal,” and “juxta-cervical” are terms from various published
classification systems (see Goh et al.**** for a more extensive
review). There is currently no consensus on a classification for
PFF and a comprehensive review on published classification
systems was undertake previously.”’ Below are commonly used
PFF classifications.

" Classification System A: The Francophone System,”*”* devel-
oped in 1959, has been for use in urinary tract PFF and is used in
Francophone (French-influenced) Africa. It divides the fistula
into “simple,” “complex,” or complicated with significance
placed on destruction of bladder neck, urethra, and scarring. It is
the original classification system that was translated into English
to create the basis for the Waaldijk classification system.

T Classification System B: The Waaldijk System,”® published in
1995, is based on whether the continence mechanism is im-
paired and on the extent of circumferential damage. In the ori-
ginal paper, the classification of the fistula was performed under
anesthesia. Type I fistulas do not involve ‘the closing mechan-
ism’ whilst Type II involves “the closing mechanism.” The de-
finition of the “closing mechanism” is unclear. Type III are
ureteric and “other exceptional fistulas.” There is a sub-
classification according to the size of the fistula. Studies have
been conducted to assess this system. Comparative study with
other systems demonstrates the Waaldijk system to be less pre-
dictive of closure.

# Classification System C: The Goh System,”’ published in 2004, is
based on fixed reference points. The external urinary meatus (or its
site if the urethra is absent) is the reference point for genito-urinary
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fistulas and the hymen is the reference point for anorectal-vaginal
fistulas. This system is based on distance from these fixed reference
points, size of the fistula, presence of scarring, and other “special”

circumstances such as radiation fistulas, circumferential fistulas, re-
current fistulas. Published studies using this system include intra-
and interobserver concordances,” correlations with urinary incon-
tinence after surgical closure and grade of fistula* and comparative

N

tudies with other systems.”

8§ Classification System D: The Panzi Hospital System,*’ published
in 2018, is also known as the Panzi score. It is a descriptive and
predictive scoring system based on retrospective review of sur-
gical failure of fistula repair using characteristics from the Goh”’
and Waaldjik®® systems. A scoring system was constructed by
using the data obtained, correlating the score to likelihood of

S
C

urgical outcomes. The score is based on whether the fistula is
ircumferential, the location and size of the fistula.

" About 1 in 4 women complains of ongoing urinary incontinence
after successful fistula closure.”” Urodynamic studies were per-
formed in 149 women with post-fistula incontinence.** The most
common diagnoses were urodynamic stress incontinence in 49%,
mixed urodynamic stress incontinence and detrusor overactivity in
43%. Seven percent of women had a postvoid residual urine of
150 ml or more (which is high and significant, particularly in a
partially destroyed bladder that has a maximum capacity of 150 ml).

+

Women deemed incurable: In some facilities, this includes

women with severe incontinence symptoms after successful
fistula closure. These women also fall under “closed and In-
continent” category.

5

It is important to take into consideration past history during

examination and evaluation of the fistula e.g. radiation therapy.
The signs will be documented according to anatomic findings.

$8§ Although the fistula is described from discrete anatomical sites,
the fistula may involve 2 or more sites e.g. urethro-vesico-
vaginal fistula. A “vault/cuff fistula” is often a name given to a
post-hysterectomy fistula from the bladder to the vagina. A
“vault/cuff fistula” is a vesico-vaginal fistula.

e

Tt

i

§88§

e
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Urethro-vaginal fistula: There may be a common cavity made
up of the anterior vaginal wall with a defect at or above the
level of the bladder neck, indicative of total loss of the urethra
(anterior and posterior walls) in the most extreme form - very
difficult to cure. Lesser urethral deficiencies may involve vari-
able degrees of loss of the urethra distal to the bladder neck, or
congenital or acquired hypospadias.

Uretero-colonic fistula—This may be iatrogenic after ureteric
diversion into the bowel for example, in the management of
women with complex recurrent or persistent urinary fistula
symptoms.

PFRD signs can result from neuropraxia of the sacral nerve
roots (which control lower extremity function as well as blad-
der/bowel function), pelvic fibrosis, vaginal stenosis, cervical
atrophy or stenosis, diastasis, or exposure of the pelvic bones.

In such cases, it is common for intraoperative post-closure blue
test to be negative, with clear urine pooling in the fornix, in-
dicating persistence of an upper urinary tract (ureteric) fistula
that may not have been diagnosed presurgery.

Cystoscopy may also be used to:

1.1CS Standardisations

An ICS report on the terminology for female pelvic floor fistulas
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Evaluate suspected upper urinary tract fistula of the ureters
through retrograde pyelography, to insert ureteric catheters at
the time of repair of small lower urinary tract fistula that are
in proximity to the ureters

To undertake ureteric catheter insertion for nonsurgical
treatment of ureteric fistula.

To evaluate persistent fistula-related disorders of the lower
urinary tract, such as poor bladder compliance and reduced
bladder capacity, foreign bodies, bladder, and urethral di-
verticula, neurogenic bladder, and drainpipe urethra.
Ureteroscopy may be used to diagnose ureteric fistula and to
assess for PFRD co-morbidities of ureteric fibrosis and ste-
nosis or ureteric stones through direct visualization.

Llro

Lower urinary tract symptoms (LUTS) may occur after closure of
a lower urinary tract (bladder or urethra) fistula or may co-exist
and persist after repair of an upper urinary tract (ureteric) or
anorectal tract fistula. For persistent fistula-related disorders
(PFRD) of the lower urinary tract, multi-channel urodynamics
may be employed to evaluate complex bladder dysfunction
symptoms that persist or occur de novo after successful PFF re-
pair. It is understood that these may be aspirational investiga-
tions/technologies in many resource-constrained communities.

Intravenous (antegrade) or retrograde pyelography may be used
to evaluate for upper and lower urinary tract fistulas, urethral
diverticulum, tumors, strictures, stenosis, stones, foreign bodies,
hydronephrosis, hydro-ureter and other upper and lower urinary
tract disease, for example, medullary sponge kidney.

The diagnosis of urinary tract PFF may be defined by the ana-
tomical location of the fistula (see Section 4), for example, urethra-
vaginal fistula. Larger fistulas often occur over more than one
anatomical site, for example, involving both urethra and bladder.

The diagnosis of anorectal tract PFF may be defined by the
anatomical location of the fistula (see Section 4) but larger
fistulas may occupy more than one anatomical site.

I The making of a WDI diagnosis is often, but not always, con-

ditional. Of all categories, this is perhaps the most difficult di-
agnostic group and will be discussed further. Women in this
category suffer with fistulas that are beyond the health system's
capacity to repair in an anatomically normal way, or who are
unable or unwilling to undergo diversion of the urinary or an-
orectal tract for nonanatomic repair of their fistula.The categor-
ization of women with fistula as “incurable” often occurs in the
context of evaluation by a single clinician, usually but not always
a fistula surgeon of variable level of expertise, working in an
under-resourced environment with systems gaps that preclude
achievement of a minimum acceptable standard of care for
complex, elective reconstructive surgery.’The limitations to
single-surgeon diagnosis for WDI include® (i) informed only by
their skills and experience; (ii) criteria not standardized; (iii)
patient is often excluded from the decision process; (iv) patient is
often not adequately counseled on her health situation.

“* 1t could include those women who have their fistula closed

§§5888

but still remain incontinent despite repeated operations for
ongoing incontinence.

Limitations of WDI Diagnostic Criteria include but are not lim-
ited to (i) fistula complexity that precludes reconstruction of
normal pelvic anatomy due to significant loss of tissue (bladder,
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anorectum, vagina) with or without dense pelvic fibrosis and/or
vaginal stenosis; (ii) socio-cultural and/or geopolitical constraints
that preclude safe nonanatomic diversion and/or graft-based re-
constructive surgery (bladder augmentation, intestinal or other
graft source neo-vagina, etc); (iii) health systems constraints that
preclude successful service provision of advanced, complex ana-
tomic, or nonanatomic reconstructive surgery including staff
(surgeon, anesthetic, nursing), facilities/equipment/infra-
structure, accessibility, and affordability.

s

The labia majora fat flap has blood supply both proximally
(inferior epigastric and clitoral vessels) and distally (pudendal
vessels). The flap may be divided at proximal or distal ends
whilst maintaining its blood supply.
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and to describe the assessment method and interpretation of the finding, to
standardize assessment procedures and aid diagnostic decision making.
Methods: This report combines the input of members of the Standardi-
sation Committee of the International Continence Society (ICS) Working
Group 16, with contributions from recognized experts in the field and
external referees. A logical, sequential, clinically directed assessment
framework was created against which the assessment process was mapped.
Within categories and subclassifications, each term was assigned a nu-
meric coding. A transparent process of 12 rounds of full working group
and external review was undertaken to exhaustively examine each defi-
nition, plus additional extensive internal development, with decision
making by collective opinion (consensus).

Results: A Terminology Report for the symptoms, signs, investigations, and
diagnoses associated with PFM function and dysfunction, encompassing 185
separate definitions/descriptors, has been developed. It is clinically based with
the most common assessment processes defined. Clarity and user-friendliness
have been key aims to make it interpretable by clinicians and researchers of
different disciplines.

Conclusion: A consensus-based Terminology Report for assessment of PFM
function and dysfunction has been produced to aid clinical practice and be a
stimulus for research.

KEYWORDS
clinical assessment, diagnosis, muscle dysfunction, pelvic floor

1 | INTRODUCTION

bulbocavernosus, ischiocavernosus, and the superficial
transverse perinei), and the deep urogenital muscles

The current terminology used in the assessment and di-
agnosis of pelvic floor muscle (PFM) function and dys-
function is both diverse and variably defined, with no
current consensus which captures, defines, and describes
all terms. This document lists and describes terms which
are used in the neuro-myo-fascial assessment and diag-
nosis of the PFM to aid teaching and standardization of
terminology in this field. The terminology covers the
assessment of both structure and function of the PFM.
The pelvic floor structures defined in this document in-
clude muscular tissues in the pelvic floor and their neural
connections, and the fascial (connective tissue) layers
surrounding the PFM fibers/fascicles. In this document,
assessment of the PFM is presented according to the
perineal and pelvic regions of PFM. While PFM anatomy
nomenclature varies according to texts, the following
structures are considered to be the muscles that make up
the perineum and the pelvic floor/levator ani.' The
perineal region is divided into the anterior and posterior
triangles. The anterior urogenital triangle comprises the
superficial —urogenital muscles (bulbospongiosus/
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(external urethral sphincter and deep transverse perinei).
The posterior (anal) triangle comprises the external anal
sphincter. The levator ani is comprised of pubococcygeus
(which includes puborectalis, pubovisceralis, pub-
ovaginalis, etc.), iliococcygeus, and ischiococcygeus/coc-
cygeus (considered vestigial). The female and male
perineal and PFM, inferior and superior views, are illu-
strated in Figure 1 (see page 3).

When referencing this document, the reader is asked
to keep the term in context with PFM assessment. The
PFM terms included apply to adult females and males
presenting with different types of pelvic floor disorders.
Assessment techniques are undertaken externally (per
perineum [PP], and internally (per vaginam [PV] or per
rectum [PR]). Where the definition or description of the
term requires modification to differentiate between
female (f) and male (m) assessment, this is indicated.

The search strategy used for this document was
performed according to International Continence
Society (ICS) Standardisation Steering Committee
guidelines. The working group of multinational and
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FIGURE 1 (A) Muscles of the female
perineum and pelvic floor inferior view
(reprinted with permission from Primal
pictures?). (B) Muscles of the female perineum
and pelvic floor superior view (reprinted with
permission from Primal pictures®). (C) Muscles
of the male perineum and pelvic floor inferior
superior view (reprinted with permission from
Primal pictures®). (D) Muscles of the male
perineum and pelvic floor superior view
(reprinted with permission from Primal
pictures”)

multidisciplinary committee members applied expert
opinion to identify existing terms that refer to PFM as-
sessment. Existing published ICS Standardization of
Terminology documents were searched and terms added
to cover all published terms or in common clinical use
that refer to the assessment of PFM function and dys-
function. Inclusion of the final list of terms was achieved
via a consensus process, which took place between 2017
and 2019. The final list of terms serves as a reference for
future refinement and testing for clinical utility. This
document is not a clinical protocol or guideline for how
to perform a PFM assessment, it defines and describes
terms which may be used in a clinical assessment of PFM
function. As such, this document does not include within
its scope other important considerations when under-
taking a PFM assessment. These include but are not
limited to competency of the assessor, clinical reasoning
required for diagnostic decision making, protocol when
conducting a sensitive examination of an intimate body
part, appropriate informed consent, and ethical and legal
considerations.® Further, only a brief, introductory-level
description of how to undertake the test is provided, not

TABLE 1 Total, new, and changed ICS definition terms

New
definitions/
Section descriptors
Introduction and symptoms 1
Signs 31
Investigations 80
Diagnoses 7
Total 119 (64%)

Abbreviation: ICS, International Continence Society.

i rn: I.umlng}u_Wl LEY_Iﬁ

a detailed description of the exercise protocol using that
tool, with the reader directed to other texts for more
detailed description.

The number of total, new, and changed ICS definition
terms relevant to PFM assessment are shown in Table 1
(see below). If a term does not currently exist in an ICS
Standardisation of Terminology document, it is indicated
here as a “NEW” term. When a term appears in an ex-
isting ICS Standardisation of Terminology document, the
term definition and description is reproduced here with
reference to the original terminology document, to pre-
sent a complete framework of PFM assessment. When a
modification to the existing term occurs, the word
“CHANGED?” is used. If the change is a significant al-
teration from the existing term, a footnote is used to
explain the reason for modification, and a reference to
the original term cited. Several of the terms related to
ultrasound imaging have been drawn from the AIUM/
IUGA practice parameter for the performance of Ur-
ogynecological ultrasound examinations document.” Si-
milarly, terms in the algometry section already exist in
the field of pain science, and terms related to muscle

Changed Unchanged

definitions/ definitions/

descriptors descriptors Total
1 0 2

15 12 58

18 17 115

3 0 10

37 (20%) 29 (16%) 185
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function exist in the field of exercise physiology, and so
forth. These terms are labeled NEW for the purposes of
this document however we acknowledge that these terms
are already published and may be in widespread use.

There is a plethora of existing terms and conceptual
and operational definitions related to PFM function and
dysfunction.” Saltiel et al.” observed inconsistency and
redundancy in PFM function terminology and suggested
that a further consideration of PFM function terms re-
levant to research and to clinical practice is required.” A
mapping of PFM function terms to the WHO Interna-
tional Classification of Functioning, Disability and
Health (ICF) framework has been recently proposed,’
leading to a list of the most frequently used terms.” In
this paper, we define the assessment term, describe the
application of the test and interpretation of its finding
within a framework of diagnostic decision making and
clinical reasoning. This follows the usual order of as-
sessment undertaken by a clinician or researcher (re-
ferred to in this paper as an “assessor”), leading to a
presumed diagnosis and formulation of a treatment plan,
to help guide clinical practice. This process includes the
use of a patient's history, patient-reported symptoms/
outcomes, and information gained from clinical signs
and the results of investigations. It is important to re-
cognize that neuro-musculo-skeletal structures beyond
the PFM muscles (e.g., intra- and extra-pelvic muscles,
the bony pelvis and pelvic girdle joints, and central
nervous system factors) may impact on PFM function,
however, terminology relating to the assessment of these
structures and systems is beyond the scope of this paper.

We hope the terminology sited within this framework
provides greater clarity and aids standardization of the
usage of these terms. Where possible, the sequence of the
terminology follows this order: the region of assessment,
the type of evaluation being undertaken, the name
(“term”) of the test/assessment being undertaken, the
definition of that term, the description of how that as-
sessment method is undertaken, how the assessment is
rated and the terminology used to describe the finding.
Limitations

Normative data of PFM structure and function are
lacking for the majority of PFM terms, which hinders the
ability to rate or interpret the finding as “normal” or “ab-
normal.” In addition, due to the lack of known validity,
reliability, and responsiveness to change and diagnostic test
accuracy (sensitivity, specificity) of many of the commonly
used PFM clinical assessment methods, investigations, and
diagnoses, the clinical utility of these terms remains un-
known. Therefore, this document is not intended to be an
evidence-based recommendation of which tests should be
included in a PFM assessment; rather our aim is to define
and describe currently used terms, which subsequent
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research may recommend for or against using in PFM as-
sessment. Evidence to support or abandon the use of any of
these terms and assessment methods is eagerly awaited. In
the meantime, we advise assessors to exercise great caution
in their interpretation of clinical findings, especially those
measured with visual observation, digital palpation, and
outputs of some of the available assessment tools, as despite
their widespread clinical usage, these tests can yield sub-
jective and highly variable findings. Due to the abundance
and variety of terms used in the literature related to
methods and techniques of measurements, word count has
necessitated that this document describes only the most
frequently published, or methods and techniques using that
particular tool in common clinical usage.

With these limitations in mind, we recommend rating
of PFM symptoms as present or absent; if present, a se-
verity and/or bother scale can be added to aid reassess-
ment in response to an intervention. Some of the signs
and investigations terms have rating scales associated
with their method and these should be used; if not, we
recommend that assessors employ linear measurements
(mm/cm) or specify ISI international units of measure-
ment (e.g., s=seconds) where applicable to aid objec-
tivity of the assessment method. If “normal” observations
or values are not known, we recommend avoidance of
the term “abnormal” or suggestion of pathology or dis-
order, as this cannot be confirmed with current knowl-
edge. When using assessment methods which measure
on a continuous scale but lack reference data of a “nor-
mal” value, the terms “increased”/“elevated”/“higher”/
“faster,” or “decreased”/“reduced”/“lower”/“slower”
may be used as this is the limit of our certainty at this
point in time. Nevertheless, we acknowledge the sub-
jectivity of these relative rating terms.

2 | SECTION 1: SYMPTOMS

This section lists symptoms a patient may use to describe
a sensation which could be related to a disorder of PFM
structure or function. We recommend the assessor ac-
curately documents the term the patient uses to describe
the symptom, rather than an assessor-interpreted term,
as symptoms may be used as a patient-reported outcome.
A patient-reported outcome is any report of the status of
a patient's health condition that comes directly from the
patient, without interpretation of the patient's response
by an assessor.*’

PFM-related symptoms are divided into sensory and
motor categories. PFM-related symptoms may coexist
with symptoms of pelvic floor disorders such as urinary
incontinence, voiding dysfunction, fecal incontinence,
defecatory dysfunction, sexual dysfunction, or pelvic
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organ prolapse, as well as coexist with other disorders of
neuro-musculo-skeletal structures in the pelvis or spine'’:
the assessor should document the patient's symptoms
and identify which of these s/he considers to be related to
the PFM. Examples are provided of words a patient may
use to describe their symptoms to the assessor. These
words are not specific to neural or myofascial structures
in the PFM—they are generic and may be used by a
patient to describe altered sensation in any body part—
and are therefore not different to standard definitions of
these terms in English dictionaries. For this reason, de-
finitions are not provided for these terms in this docu-
ment, as they are not PFM-specific. The likely exception
is the term “wind,” which is defined below. In addition to
documenting the patient's symptom (term) and any other
descriptors the patient uses to describe the symptom, the
assessor documents the perceived location, frequency of
occurrence, severity, distress, bother or impact of these
symptoms to the patient.

1.1 PFM sensory symptoms: Patient terms may
include numbness, reduced feeling, decreased sensation,
tingling, pins and needles, sensitivity/hypersensitivity, or
increased or unusual sensation in the region the patient
perceives to be related to the PFM. Terms used to de-
scribe painful symptoms may include pain, tender, ache,
burning, or discomfort in the region the patient perceives
to be related to the PFM; use of existing descriptors in
published scales'’ is recommended.

1.2 PFM motor symptoms: Patient terms may in-
clude loose, lax, gaping, sagging, open, weak, bulging,
heaviness, full, loss of control, or difficulty to relax, tight,
tense, narrow, or constricted. A patient may describe
“wind” as a noise or passage of gas.

1.2.1 Vaginal wind: An involuntary passage of
odorless air through the vagina, which is often audible
and/or sensible, and usually associated with a change in
posture (CHANGED).""'*" This may occur when legs
are abducted and a change of position occurs and during
times of low estrogen (e.g., breast-feeding).

1.2.2 Anal wind"": Complaint of involuntary loss of
flatus (gas). (NEW)

Following the assessment of a patient's symptom(s),
the assessor will formulate provisional differential diag-
noses which will be refined following the clinical
examination.

3 | SECTION 2: SIGNS

Signs are elicited from the clinical examination, which
includes visual observation, physical inspection, and
simple tests."” The majority of PFM clinical signs are
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tested using digital palpation. The term “palpation” (latin
origin: palpare) means to touch gently or to use the fin-
gers or hands to examine.'* Palpation allows the assessor
to feel the texture, size, consistency, and location of
certain body parts with the hands, or in the case of PFM
assessment, with the fingers or finger-tips.” Due to the
inherent subjective nature of visual and digital assess-
ment, many of these characteristics and properties of the
PFM are more accurately assessed using investigations.
While some terms will be defined in signs, the mea-
surement of that term may be better done in investiga-
tions. If an assessor does not have access to
investigations, findings from signs may be used to guide
practice, however, subsequent research may cast doubt
on the certainty of findings from signs.

There are several aspects for the assessor to be aware
of during the clinical assessment which apply to all
measured aspects of PFM function, as variations in the
examination conditions or maneuvers may alter the re-
sults of the test and reduce the certainty of the finding.
These are listed in Box 1 (see page 6). We recommend all
of these aspects should be reported by assessors to enable
reproducibility of assessment. Akin to published check-
lists for exercise prescription,” checklists of clinical as-
sessment may improve completeness and quality of
research reports.

This section divides the clinical examination into an
external PP assessment and an internal PV or PR as-
sessment. The order of examination for PP assessment is
visual observation before digital palpation. The full de-
scription of each term appears in the subsequent tables
and text. Not all tests may be applicable for each patient;
the decision to perform a test should be based upon
clinical judgment.

2.1 External assessment per perineum

Visual observation: All terms related to the visual ob-
servation per perineum under different PFM states (at rest,
on contraction, and with raised intra-abdominal pressure
[IAP]) are listed and defined in Table 2 (see page 7).

Digital palpation: All terms related to digital pal-
pation per perineum under different PFM states (at rest,
on contraction, and with raised IAP) are listed and de-
fined in Table 3 (see page 8).

2.2 Internal assessment per vaginam (PV) or per
rectum (PR) by digital palpation

Resting state: The following terms (in Tables 4 (see
page 9) and 5 (see page 10)) are used to define, describe
and rate PFM assessment in the resting state per vaginam
(PV) or per rectum (PR) by digital palpation. Terms re-
lated to muscle tone are expanded upon in subsequent
text to provide greater explanation of the term definitions
and descriptions.

Ulro
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Aspect to standardize

1. Patient's body position for the PFM assessment

2. Testing of left and right sides of PFM. Symmetry: A measure
of comparability of resting tone or shape between left and
right sides of the muscle. If examining in side-lying, there
will be a gravity effect and the dependent side may have a
different feel to the upper side and appear as asymmetrical.
This may affect assessor perception of PFM resting tone

3. Amount of pressure (light/moderate/strong) applied during
digital palpation tests. Particular care is required when
undertaking a PFM assessment in the presence of pelvic
floor pain, however, even in an asymptomatic individual,
the assessor may provoke pain or discomfort due to undue
pressure applied during palpation or application of an
instrument

4. Number of digits (and which digit) used during digital
palpation

5. Orientation (e.g., lateral placement or posterior midline) and
depth of examining finger(s) during internal digital
palpation examination"'

6. Instruction to perform a maximum voluntary
contraction (MVC)

7. Contraction of muscles other than those of the pelvic floor

Box 1 Checklist of PFM clinical assessment, applicable to signs and investigations

Details to record

« Lying or upright

« If lying, hip/knee flexion, supine, side-lying, or lithotomy
« Number of pillows, +/— support from assessor's body

« Bladder empty or not

Record if symmetry/asymmetry is present at rest and on
activity (contraction/relaxation). Rate as:

« Symmetry between left and right (on a particular aspect/
parameter)

« Asymmetry present. Identify what aspect/parameter is
asymmetrical, e.g., tone, L<R'’

If discomfort or pain is provoked, note pain location,
intensity, duration (transient or persistent), if it
reproduces the pain the patient complains of, and if
referral of pain occurs to other locations

For single digit examination (PV or PR), usually the index
finger is used

For two-digit examination (PV), usually the index and
middle digits are used

« The examining finger must be as close as possible to the
PFM tissue to assess PFM response

When performing a PV examination, assessor decision as
to which side or midline to examine will be determined
by lumen capacity, presence of tenderness or defect and
presence of firm stool within the rectum

When performing a PR examination, external anal
sphincter and puborectalis strength should be assessed
separately

Record depth of insertion of examining finger for
differential assessment of perineal versus levator ani
muscle layers. Further identification of individual
muscles is not possible in all individuals

.

.

Provide details of the instruction (wording, number of
repetitions, and rest between repetitions) to ensure the
test can be reproduced as an MVC

« if this is perceived to influence the PFM assessment, an
attempt to minimize this should be made unless the
purpose is to assess function of the other muscle.

List specific muscle, such as abdominal, hip adductor, etc.

142

Abbreviations: L, left; MVC, maximum voluntary contraction; PFM, pelvic floor muscle(s); PR, per rectum;
PV, per vaginam; R, right.
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TABLE 2 External assessment per perineum: Visual observation
Test
Tests of visual observation per perineum at rest

2.1.1 Perineal skin assessment: Assessment of the perineal
skin to note presence of: scars, lesions (e.g., fissure), trophic
changes/atrophy, color, erythema, swelling, and other
conditions which could affect the function of the
PFM (NEW)

2.1.2 Perineal body length (f): Distance from posterior margin
of vestibule to anterior anal verge'®

2.1.3 Perineal body position at rest: Relationship of the
position of the perineal body to ischial tuberosities” ( NEW).
Palpate ischial tuberosity and visually estimate the
relationship

2.1.4 Introital gaping: Opening, or noncoaptation of vagina at
rest. (NEW) If the introitus is not visible at rest the labia may
need to be parted

2.1.5 Keyhole deformity at anus: Characteristic posterior
midline furrow deformity. This complication is seen when the
anus is inspected by gently retracting the buttocks laterally.
The anus is no longer slit-like, but appears in shape like a
keyhole”*(NEW)

2.1.6 Anal gaping: Noncoaptation of anal mucosa at rest"'

Tests of visual observation per perineum with a PFM contraction

2.1.7 Voluntary contraction of the PFM: Self-initiated
activation of the PFM. (CHANGED)** Contraction of the
bulbospongiosus/bulbocavernosus, ischiocavernosus,
transverse perinei muscles may be observed”. The assessor
may need to gently move the external genitalia (parting of the
labia, lifting of the scrotum to one side) to effectively visualize
the perineal response

2.1.8 Relaxation of the PFM: Return of the perineum to its
original resting position following the voluntary
contraction (NEW)

Ulro

Rating

» Normal skin
Altered (detail the observation including extent of alteration)

State if < or >3 cm'"*"

2.1.3.1 Descended perineum: Perineal body rests below the
plane of the ischial tuberosities”' (NEW)

Normal: At or slightly above the level of the ischial tuberosities
Elevated: Significantly indrawn perineum at rest

Present
Absent

Present

Note location of deformity with reference to a clock-face (where
12 o'clock is anterior/ventral)

Absent

Present
Note location of deformity with reference to a clock-face
Absent

Present

Uncertain

Absent

Response can be further described according to perineal
movement observed:

2.1.7.1 Perineal elevation: Inward (ventrocephalad)
movement of the vulva (f), perineum, and anus'"** = normal
finding

No change

Sex-specific changes on perineal elevation:

f: closure of the urethral meatus (“wink”); a clitoral “nod”
m: Closure of the anus, cephalad testicular lift and penile
retraction (the shaft of the penis draws in“)”> "

2.1.7.2 Perineal descent: Dorsocaudal movement of the
perineum, or anus 1cm or greater beyond resting level
(CHANGED)**

If present, rate as:

« Yes: Full relaxation visible directly after instruction; normal
finding'”

« Partial or delayed relaxation'”

+ 2.1.8.1 Nonrelaxing PFM: No relaxation visualized of the PFM
(CHANGED)>*".

Tests of visual observation per perineum with an increase in intra-abdominal pressure (IAP)

2.1.9 Perineal movement with a sustained increase in IAP:
Direction of perineal movement during a sustained effort*.
(NEW). As there may be a difference in PFM response to

ICS Standards 2024: 1.1CS Standardisations
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« Perineal elevation (see 2.1.7.1)"
» No change
« Perineal descent (see 2.1.7.2)°

(Continues)
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TABLE 2 (Continued)

Test Rating
bearing down versus valsalva,” it is important to state exact « 2.1.9.3 Excessive perineal descent with bearing down:
test instruction depending on the test, as the observed Movement of the perineum 3 cm or more below resting
response may vary position””" (NEW)

« 2.1.9.1 Valsalva: Forceful exhalation against a closed mouth,
glottis, and nose.”*(NEW) Valsalva has been shown to result
in an increase in IAP and usually an increase in PFM
activation™

2.1.9.2 Bearing down (as if defecating): A strain or push,
which results in an increase in IAP which exerts a downward
pressure, usually accompanied by PFM relaxation (NEW)

231

2.1.10 Perineal movement with rapid increase in IAP: Perineal elevation (see 2.1.7.1)
direction of perineal movement during a rapid increase in May be due to:

IAP such as coughing, lifting, throwing. (NEW) Clarify if the Voluntary contraction (see 2.1.19)—precontraction may be a
patient is instructed to contract PFM before cough to learned response”

differentiate voluntary (learned) response from an 2.1.10.1 Involuntary contraction: A contraction which occurs
involuntary response (un-learned) reflexively or automatically, without volition or conscious
control. Observe this response before instructing in a voluntary
pre-contraction to differentiate from the voluntary pre-
contraction response. (CHANGED)*’

No change

Perineal descent'

Abbreviations: f, female; IAP, intra-abdominal pressure; m, male; PFM, pelvic floor muscles.

2Visual observation of the exact position maybe influenced by variations in adipose tissue over the ischial tuberosities.”" >’

b5As the levator ani are likely to be co-contracting with the superficial PEM, the observed response is unlikely to be due to the superficial PFM layer alone, as
the levator ani contraction is likely to be contributing to the observed response.

“These movements may be observed alongside perineal elevation and may be better visualized in standing than supine. These observations to be checked
against movement of the scrotum and the whole penis.

23

9The term “nonrelaxing PFM” was previously used as a diagnosis, however, this term describes a sign, and is not recommended to be used as a diagnosis.
This sign may be combined with symptoms to inform a clinical diagnosis.

“The term “involuntary relaxation” is not recommended to define perineal movement as it not possible to determine if the downward PFM movement is related
to voluntary muscle relaxation or passive elongation of noncontractile tissue.

Some patients will not allow full relaxation during assessment for fear of releasing gas or urine, therefore may voluntarily contract during this test.

EModification: The word "excessive” has been removed from the previous definition** as some downward movement of the perineum is normal with coughing
or bearing down such as in defecation.

hAdipose tissue at the ischial tuberosities will affect the measurement.”’

iPerineal elevation with cough is expected but not always present.

JMesselink et al.”* described the response of perineal elevation to a rapid increase in IAP as the test for an involuntary contraction. However, it is not possible to
say if this is an involuntary or reflex activation of muscle spindles resulting in a contraction, or a voluntary pre-contraction of the PFM before increased IAP.
Strategies may differ or be combined.”

This manoeuvre is also called “the knack.”*

'A small degree of descent may be normal.**

TABLE 3 External assessment per perineum: Digital palpation
Test Rating

Tests of digital palpation per perineum at rest

2.1.11 Sensation: Test for presence, absence or altered quality of Allodynic, anesthetic, dysesthetic, hyperalgesic,
sensation in dermatomal distributions especially S2-4. May hyperesthesic, hypoalgesic, hypoesthesic, paresthesic,
include light touch, blunt, sharp, pain, cold, vibration neuralgic™*
modalities (NEW)

Present

Degree of healing

Location of scar in relation to vulva/scrotum or anus
Location of adhesion

Extent/magnitude of scar mobility

Absent

2.1.12 Perineal scarring: Presence of scar tissue on
perineum (NEW). Using a finger-tip, attempt to slide the scar in
all directions. Assess for adhesion or lack of skin mobility over
underlying tissue”

ICS Standards 2024: 1.1CS Standardisations
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TABLE 3 (Continued)

Test

2.1.13 Tone: state of the muscle, usually defined by its resting tension,
clinically determined by resistance to passive movement.”* The
recommended position of the examining digit(s) is to place the palmar
surface of the examining finger on the ischiocavernosus,
bulbospongiosus (f)/bulbocavernosus () or transverse perineal
muscle belly at the thickest portion of the muscle belly, per perineum.
Pressure or stretch is applied perpendicular to the muscle fibers to
assess tone. Tone is described in more detail in 2.2.3

2.1.14 Tenderness: Sensation of discomfort with or without pain;
discomfort elicited through palpation of any tissue indicates
unusual sensitivity to pressure or touch.”* May be generalized
within a muscle

2.1.14.1 Tender point: Area of localized tenderness occurring in
muscle, muscle-tendon junction, bursa, or fat pad
(CHANGED)**"

2.1.15 Pudendal nerve neurodynamics: Neurodynamic
assessment evaluates the length and mobility of the nerve to
assess neurogenic origin of pain’’(NEW). Tension is applied to
the nerve or specific component of the nerve by lengthening the
nerve or by distracting imposing tissues.’’

2.1.16 Cotton swab test (f): A test for vestibular tissue sensitivity.
(NEW) The test is performed with a cotton swab moistened with
water or lubricating gel. Gentle pressure is applied to the
following areas of the vaginal vestibule in random order: 12:00,
and quadrants 12-3:00, 3:00-6:00, 6:00-9:00, 9:00-12:00°

Tests of digital palpation per perineum for sacral reflex function

2.1.17 Sacral reflex testing: a measure of the involuntary function
of sacral nerves. (CHANGED)'* Tests are described below.

2.1.17.1 Bulbocavernosus reflex (f ): A reflex contraction of the
anal sphincter and bulbocavernosus in response to squeezing the
clitoris (CHANGED)”

2.1.17.2 Bulbospongiosus reflex (m ): A reflex contraction of the
striated muscles of the pelvic floor (anal sphincter) including
bulbospongiosus muscles that occurs in response to various stimuli in
the perineum or genitalia. Most commonly tested by placing a finger
in the rectum and then squeezing the glans penis™

2.1.17.3 Anal reflex: A reflex contraction of the anal sphincter in
response to a painful pin prick delivered to the perianal
skin'*(CHANGED)?

Tests of digital palpation per perineum with PEM contraction”

2.1.18 Voluntary contraction of the PFM: Self-initiated activation of
the PFM (same term as 2.1.7). Each of the bulbospongiosus/
bulbocavernosus, ischiocavernosus, and transverse perinei muscles
may be palpated separately. The assessor may need to gently move the

ICS Standards 2024: 1.1CS Standardisations
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Rating

Normal
Decreased tone (see 2.2.3.4)
Increased tone (see 2.2.3.5)

Note location of pressure application

Note location of pain (where pressure applied, or if pain
referral present, note location of pain referral)

Rate severity of pain on a numeric rating scale (NRS) 0-10

36

Positive: If pain, sensation of burning or stabbing are
experienced in the distribution of the nerve. This
assessment can be uncomfortable in asymptomatic
individuals, however, reproduction of patient's pain is
suggestive of a neurogenic origin of pain

Negative

Positive if gentle pressure reproduces patient's pain
Report location of pain and severity on NRS 0-10*°
Negative

Present: Observation of anal sphincter contraction.
Indicative of intact spinal reflex arcs (S2-S4 spinal
segments) with afferent and efferent nerves through the
pudendal nerve*®

Absent: No sphincter activity

Present
Absent

Present
Absent

Present
Absent

Present
Absent
Uncertain

(Continues)
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TABLE 3 (Continued)

Test Rating

external genitalia (parting of the labia, lifting of the scrotum to one
side) to effectively palpate the perineal response

Abbreviations: f, female; m, male; NRS, numeric rating scale; PFM, pelvic floor muscles.

“Adherent skin could impact function of PFM beneath the scar.

"Tender points (2.1.15.1) differ from trigger points (see 2.2.3) therefore the terms should not be used interchangeably.”

This test is also referred to as the "Q Tip test." "Cotton swab" is preferred to avoid proprietary names.

dExcessive pressure could provoke underlying structures (such as the PFM) misleading the report of pain to vestibular tissues.

°Examination tip: In patients with high irritability, it is reccommended to test the most severe pain area last to avoid an amplified response due to carry-over
irritation as the test progresses.”’** In addition if an area provokes increased pain, it is important to wait for the pain to subside before testing other locations.
This term is listed as a modification of the term in Rogers et al."?

#In contrast to the bulbocavernosus reflex the anal reflex is a nociceptive reflex and the correct stimulus is painful. If a single stimulus does not activate the
reflex, several pricks in a fast sequence should be delivered. It is often difficult to elicit in the elderly, and it should not be declared absent if only a single
stimulus is used. A “voluntary” movement away from the (painful) stimulus (pin prick) can usually be interpreted correctly. The patient should be told that
painful stimuli are going to be delivered, and usually they can “keep still” and only the reflex contraction of the anal sphincter is observed. It is often absent
even in patients without a neural lesion.

hSome of the tests performed in the external examination section may be repeated during the internal examination.

TABLE 4 Tests of digital palpation per vaginam/per rectum, resting state

Test Rating
2.2.1 Sensation: test for presence, absence, or altered quality of light touch sensation « Present
as for 2.1.12 » Absent
« Altered: increased or
decreased
2.2.2 Presence of scarring: Presence of scar tissue along vaginal walls or apex. « Present

Location of adhesion
Degree of healing

(NEW). Using a finger-tip, attempt to slide the scar in all directions. Assess for
adhesion or lack of mucosal/vaginal wall mobility over underlying tissue®

+ Extent/magnitude
amount of scar
mobility

« Absent

2.2.3 Tone: see 2.1.13. « Normal
The recommended position of the examining digit(s) is to place the palmar surface of : Decr;azszd‘ltone
the examining finger on the levator ani, PV, or PR. Pressure or stretch is applied (see 2.2.3.4)
. « Increased tone
perpendicular to the muscle fibers to assess tone
(see 2.2.3.5)
Further details regarding terminology and assessment of muscle tone are provided in
text section 2.2.3
2.2.4 Fasciculation: individual brief twitches in a muscle. They may occur at rest or « Present
after muscle contraction and may last several minutes®"** « Absent
2.2.5 Tenderness: See 2.1.15 and 2.1.15.1 See 2.1.15 and 2.1.15.1
2.2.6 Pudendal nerve provocation test: Palpation of the pudendal nerve to « Positive (pain
reproduce patient's pain if entrapment is suspected. The nerve may be palpated at response)
the ischial spine, sacrospinous and sacrotuberous ligaments, or pudendal » Negative

canal™"? (NEW)
Per rectum only

39

2.2.7 Digital rectal examination (DRE)": Palpatory examination of the anorectal tissues” (CHANGED)

ICS Standards 2024: 1.1CS Standardisations
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Test Rating
2.2.8 Palpable anal sphincter gap (PR): a clear “gap” in the anal sphincter on « Present
digital examination indicates an anal sphincter tear (CHANGED)' « Absent

Abbreviations: NRS, numeric rating scale; PR, per rectum.

“Adherent skin could impact function of PFM beneath the scar.

« Note location

bDespite the name (DRE), the purpose of the examination is usually to assess anal canal tissue, not rectal tissue.

°DRE may be less useful in male urinary dysfunctions where the urethral sphincter, inaccessible to DRE, has a more important role.

46

9An assessment can be made of a palpable anal sphincter gap to assess if there has been previous obstetric or surgical damage.'’

TABLE 5 Tests of digital palpation per vaginam only with the PFM in a resting state

Test

2.2.9 Flexibility of the vaginal opening: The capacity of the
vaginal opening to expand in response to stretching. (NEW)
Assessed by separating index and middle finger in the medio-
lateral direction.”” Digital assessment of the vaginal opening is
likely to represent the width of the levator hiatus®

2.2.10 Levator injury/avulsion: A discontinuity of the levator
muscle at its attachment to the inferior pubic ramus. (NEW)
Discontinuity may represent a partial tear, full tear, or thinning.
Test for levator injury/avulsion: palpation of levator tissue, by
placing finger(s) between the side of the urethra and the edge of
the muscle measured on each side. The test is performed at rest
and confirmed by asking the patient to contract and feeling for
the edge of the contractile tissue of the levator muscle

Abbreviation: PFM, pelvic floor muscles.

“Levator hiatus may be better measured with instruments (see Section 3).

Rating

Estimate the number of finger widths between the muscle
bellies

Can be converted to cm width for the recording from that
assessor

.

Absent: Palpable PFM contraction next to the urethra on the
inferior pubic ramus

Present: A distance of >3.5 finger widths between the two
sides of puborectalis muscle insertion on PFM contraction®*”
Rate number of finger widths palpable in the gap.

Several rating scales exist’**’

<3.5cm may represent a partial avulsion, however, digital palpation cannot reliably determine this distance of discontinuity

2.2.3 Muscle tone

Tone exists on a continuum, from hypotonicity (low
tone) to hypertonicity (high tone). Normal tone may
overlap with abnormally decreased muscle tone or ab-
normally increased muscle tone at either end of the tone
spectrum, as illustrated in Figure 2. Tone is a dynamic
physiological state modulated by many inputs: spinal
cord, cortex, brainstem relays, stretch reflexes and cuta-
neous receptors, visceromotor reflex pathways, emotions,
and pain (anticipation or experience of pain).

‘We recommend terms to indicate alterations to normal
tone are differentiated according to the presence or ab-
sence of a neurological disorder, as illustrated in Figure 3
(see page 12). Abnormal tone related to a neurological
disorder (hypotonicity, hypertonicity, dystonia) should not
be used when describing PFM tone in a patient who does
not have a diagnosed neurological disorder.
Physiological basis of muscle tone

Muscle tone has two components: the physiologi-
cal contractile component, created by the activation of

ICS Standards 2024: 1.1CS Standardisations
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motor units, and the noncontractile viscoelastic, or
biomechanical component. The active component
(EMG activity) of tone is the component that is related
to the neural drive, therefore it is subject to variation
and ongoing adjustment. The viscoelastic component
is independent of neural activity and reflects the

No

Muscle
tone tone
| ]

Abnormally
high muscle
tone

Abnormally low
muscle tone

FIGURE 2 Spectrum of muscle tone (adapted from Allen
and Widener 2009, with permission™)
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(A)
Neurological
tone disorders

Hypertonicity (2.2.3.2) Dystonia
(includes spasticity, rigidity) (2.2.3.3)

Hypotonicity
(2.2.3.1) f flaccidity

B (
(B) Non-neurological
tone disorders

[ Decreased tone ‘ Increased tone
(2.2.3.4) (2.2.3.5)

Transient(2.2.3.5.1) | [ Persistent/ spasm
/ mild (2.2.3.5.2)

FIGURE 3 Terms for disorders of tone due to a neurological
disorder (A) and a nonneurological disorder (B)

passive physical properties of the viscoelastic tension
of the muscle tissues (e.g., the extensibility of actin-
myosin cross-bridges); noncontractile cytoskeleton
proteins and connective tissues surrounding the en-
tire muscle (epimysium), muscle fascicle (perimy-
sium), and muscle fiber (endomysium) as well as the
osmotic pressure of the cells. Alterations in either the
active or passive component can affect the resting
tone; digital palpation cannot differentiate between
these elements however investigations that combine
EMG with another measure that assesses passive
properties can identify specific components.

A localized area of increased tone within a muscle
may be referred to as a taut band.”" A trigger point is
considered to be a tender nodule within a taut band.”'
The trigger point is considered by some authors to be
part of the active component of tone”' given the local
disturbance in electrical activity, and by others as a
separate category distinct from the active or passive
components of tone.”> Given the uncertainty about
the characterization of a trigger point,”*>* we propose
describing palpatory findings by use of the terms
“tender point” (2.1.15.1) and “increased tone”
(2.2.3.4) if both observations coincide at the tested
site, or use only “tender point” (2.1.15.1) or “in-
creased tone” (2.2.3.4) if only one of those signs is
observed at the tested site.

Assessment and rating

Tone can be assessed by application of digital site-

specific compression and/or overall muscle stretch.

ICS Standards 2024: 1.1CS Standardisations
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Digital palpation is inherently subjective and may be
limited by pain provocation.

Several scales to quantify resting PFM tone in the
absence of a neurological disorder have been proposed
using either a 3-point,”>® 6-point,*® or 7-point™” scale.
Definitions and descriptions

2.2.3.1 Hypotonicity: A decrease in muscle tone in a
patient with a neurological disorder. It may be due to a
lower motor neuron or a muscle disorder. The term
flaccidity™ is often used interchangeably. (NEW)

2.2.3.2 Hypertonicity: An increase in muscle tone in a
patient with a neurological disorder. It may be due to an
upper motor neuron or extrapyramidal lesion, which in turn
may lead to spasticity”™ or rigidity.”® (NEW)

2.2.3.3 Dystonia: A disorder characterized by ab-
normalities of muscle tone and movements/postures in a
patient with a neurological disorder.’” It is often due to
damage to the basal ganglia or other brain regions that
control movement. (NEW)

2.2.3.4 Decreased PFM tone: A decrease in resting
muscle tone in a patient without a neurological condi-
tion (CHANGED)*

2.2.3.5 Increased PFM tone: An increase in muscle
resting tone in a patient without a neurological disorder.
(CHANGED)." Increased tone may occur without pa-
tient report of pain.

2.2.3.5.1 Transient increased muscle tone: Increased
muscle tone that decreases with verbal instruction, re-
assurance, or gentle pressure (NEW). Transient increase in
tone may occur at any time during the examination.

2.2.3.5.2 Muscle spasm: Persistent contraction
of muscle that cannot be reduced voluntarily.''?**3
Spasms may occur at irregular intervals with variable
frequency and extent, and over time may lead to in-
creased viscoelastic stiffness and shortening in the
muscular and connective tissues.'"""

Resting state per vaginam (PV') only (f): Terms
related to digital palpation of the vaginal tissues with the
PFMs in a resting state are listed in Table 5.

PFM contraction: The following terms in Table 6 (see
page 13) are used in the definition and the ratings of digital
assessment per vaginam/per rectum of the PFMs during
contraction.

PFM contraction per vaginam (PV) only (f):
Terms related to digital palpation per vaginam only (f),
on PFM contraction are listed in Table 7 (see page 14).
PFM response to intra-abdominal pressure per va-
gina morper rectum

2.2.22 Direction of PFM movement during sus-
tained increase in IAP: As per 2.1.9. Specify task instruc-
tion, as response may differ depending on wording. Rate as
elevation, no change, descent (normal finding), excessive
descent.

vii,viii
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TABLE 6 Tests of digital palpation per vaginam/per rectum on PFM contraction

Test

2.2.11 Voluntary contraction of the PFM: Self-initiated
activation of the PFM (same term as 2.1.7). A contraction is
felt as a tightening, lifting, and squeezing action under the
examining finger. Technique:

The recommended position of the examining digit(s) to
assess levator ani contraction (PV) unilaterally is to place the
palmar surface of the examining finger on the lateral levator
ani muscle belly surface or “edge,” which may be identified
by asking the patient to contract then relax

The recommended position of the examining digit to assess
anal sphincter and puborectalis muscle function (PR) is to
place the palmar surface of the well-lubricated examining
finger at the anal verge initially, wait for relaxation of EAS,
then insert gently along the posterior wall of the anal canal.®”
Once anal sphincter function is assessed the examining digit
remains pressed against the posterior wall and is inserted
slowly into the rectum, passing over puborectalis at the
anorectal junction

.

2.2.12 Digital muscle test (DMT): A test to evaluate PFM
strength (NEW).

2.2.12.1 Strength: Force-generating capacity of a muscle.
Usually expressed as a maximum voluntary contraction
measurement (MVC).”* A manual muscle test (MMT)
evaluates the strength of a muscle by moving the muscle
through its full-range of motion against gravity and then
against gravity with resistance.'* However, because joint
range of motion is not being assessed in the pelvic floor and
PFM examination is performed with a digit, not a hand, the
term DMT is preferred. There are more than 25 published
DMT scales’”*’ which provide grade of strength ranging
from absence, to weakness to increasing strength

2.2.13 Direction of pelvic floor movement: Direction of
pelvic floor movement during voluntary PFM contraction
palpated PV (on the posterior vaginal wall) or PR (NEW)

2.2.14 Endurance: Muscular endurance refers to the ability of a
muscle or muscle group to perform repeated contractions or
to maintain a contraction for a predetermined period of
time***” (CHANGED)**

2.2.14.2 Sustained contraction endurance test: the number
of seconds the patient can hold near maximal or maximal
PFM contraction (NEW)

2.2.14.3 Repeatability of contraction: The ability to repeatedly
develop near maximal or maximal force determined by
assessing the maximum number of repetitions the patient
can perform (CHANGED)**

2.2.15 Number of rapid contractions performed: The
number of repeated, quick MVCs performed (NEW). This
can be measured in two ways, according to the instruction:

ICS Standards 2024: 1.1CS Standardisations
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Rating

Presence of contraction may be rated as:

« No contraction

« correct contraction (cephalad and ventral movement)
+ Contraction only with help from other muscles

» Uncertain

« Straining”’

Absent: 2.2.11.1 Noncontracting PFM: During palpation there is
no palpable voluntary or involuntary contraction of the PFM***

Commonly used scales include: ICS scale: absent, weak, normal
(we propose the word “moderate” instead of normal), or strong”’
modified Oxford grading scale 0-5°*

Brink scale®” grades 3 components (pressure, displacement, and
time) on a scale of 1-4

many others®***

Pelvic floor elevation: normal finding

Pelvic floor descent: palpation of downward movement of the
PFM during attempted PFM contraction

+ No change

2.2.14.1 Fatigue: A decreased capacity to perform a maximum
voluntary muscle action or a series of repetitive contractions.
(NEW) Fatigue may occur due to central or peripheral
mechanisms.’® A fatigued muscle is unable to continue working
even when the type of activity is changed”

Record the time at which fatigue starts to occur, or the number of
contractions in a row before onset of fatigue

« Record number of seconds contraction is sustained at near
maximal or maximal intensity

« Record number of contractions in a row

Use the rating appropriate to the instruction:

(Continues)
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TABLE 6 (Continued)
Test

1. Number of contractions repeated within a specific duration
(i.e., a 10-s period®)

2. The elapsed time to perform a pre-specified number of
contractions (e.g., 10s°”)A contraction should comprise an
ascending and a descending phase with the PFM force
returning to the resting state in between. If the maximal
force declines, the assessment ceases

2.2.16 Relaxation postcontraction: Return of the PFM to its
original resting tone following the voluntary contraction
(CHANGED)**, The patient is able to relax the PFMs on
demand, after a contraction has been performed. Relaxation
is felt as a termination of the contraction

2.2.17 Co-ordination: The ability to use different parts of the
body together smoothly and efficiently.” In the pelvic floor,
co-ordination may be an action between PFMs and organ
function (e.g., PFM relaxation during voiding), PFMs and an
external environmental event (e.g., movement of a limb) and
PFMs and a rise in IAP (e.g., PFM contraction before a
cough). Co-ordination is an aspect of motor control.

2.2.17.1 Co-contraction: Contraction of two or more muscles at the
same time.”* Co-contraction of muscles can be synergistic (e.g.,
resulting in an augmentation of motor activity) or it could be
counterproductive to normal function (e.g., contraction of
antagonistic muscles resulting in abnormal movement or
training other muscles instead of the targeted ones, e.g., training
of gluteal muscles instead of the PEM).** Activation or inhibition
of PFM contraction may be task-dependent

Rating

Record the number of contractions repeated and the duration
allowed to perform them

Specify the exact number of contractions to be repeated and
record the number of seconds to completion.

Qualitative descriptions can include quality and extent of
contraction and relaxation phases

Yes: Relaxation felt directly after instruction: normal finding
Partial or delayed relaxation
No: Absent = nonrelaxing PFM (see 2.1.8.1)

Present

Absent. If absent, describe pattern of incoordination. e.g.,
paradoxical contraction: the inability to maintain PFM
relaxation when it is expected; or lack of PFM contraction when
it is expected

If present, identify which muscles are co-contracting, and
whether the co-contraction is synergistic or counter-productive”

Abbreviations: DMT, digital muscle test; EAS, external anal sphincter; f, female; IAP, intra-abdominal pressure; m, male; MVC, maximum voluntary

contraction; PFM, pelvic floor muscles; PR, per rectum; PV, per vaginam.

“This term is referring to a sign and not recommended to be used as a diagnosis. This sign may be combined with symptoms to inform a clinical diagnosis.

*Endurance training can delay the onset of fatigue.””

“Modification from Bo et al.”*: removal of “at a given percentage of 1 RM” as definition already states “near maximal or maximal force.”

9This can only be graded if the patient is able to generate a PFM contraction.

“Antagonistic contraction has not been included in this document as there is not a muscle whose action counteracts the action of the PFM.

TABLE 7 Tests of digital palpation per vaginam only (f), on PFM contraction®

Test

2.2.19 Urethral lift: Elevation of the urethra in a cephalad
direction.'’(NEW) Index finger is placed along the line of
the urethra (on the anterior vaginal wall)

2.2.20 Levator closure: Movement of right and left muscle bellies
closer together during a PFM contraction (palpated on the

lateral vaginal wall).'”"(NEW) May be tested unilaterally if bi-
digital assessment is uncomfortable for the patient

2.2.21 Levator hiatus size: The size of the levator hiatus
measured during maximal contraction by a digital
examination”'” (NEW)

Abbreviations: LH, levator hiatus; PV, per vaginam.

Rating

« Yes: Urethral lift palpable
« No: No urethral lift palpable

« Yes: Levator closure movement palpable

Partial/uncertain: Some closure movement palpable, but could be
un-certain, or asymmetrical

No: No levator closure movement palpable

With 2 fingers in the vagina, distance measured in centimeters
(converted approximately from finger widths) during PFM contraction
LH transverse: The distance between the left and right muscle
bellies just inferior to the pubic bone

LH sagittal: The distance between the back of the pubic symphysis
and the midline raphe of the puborectalis’*

“These tests are likely to produce more accurate results if measured using ultrasound imaging.

This test was performed in patients with POP; the same technique may be uncomfortable in women with pelvic floor pain or increased tone.
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Following the assessment of a patient's clinical signs,
the assessor will formulate a provisional differential di-
agnosis which will be refined following the results of the
investigations.

4 | SECTION 3: INVESTIGATIONS

An investigation is part of the differential diagnostic
decision-making process. A PFM investigation is the
measurement of the morphometry or function of
the PFMs using mechanical or technological methods.
The findings may be considered more accurate than
findings from a clinical evaluation which relies on
digital palpation. Some points to note regarding PFM
investigations that should be considered in clinical
and research application and interpretation of the
finding: all devices are different and may not give the
same information of a specific PFM physiological
parameter or function. In addition, device specifica-
tions and analysis software options influence both the
availability and measurement of PFM parameters,’>”>
the size and shape of a probe/sensor/electrode/
transducer also influence the interpretation of
findings’*”* and raw values may need to be normal-
ized. New devices to measure PFM properties may
become available in the near future which do not fit
the existing categories entirely, and new categories
may need to be added to this living document.

3.1 Dynamometry: An investigation that measures
both muscle power and force (CHANGED). Both active
(contractile) and passive (noncontractile) forces can be
detected.

3.1.a Intra-vaginal PFM dynamometry: Mea-
surement of PFM resting and contractile forces using
strain gauges mounted on a speculum (a dynam-
ometer), which is inserted into the vagina’®
(CHANGED).

Several PFM dynamometers have been developed to
assess the PFM function in women.”*** Different con-
figurations have been proposed in terms of the number,
shape and the sizes of the branches, the force vector re-
corded (i.e., antero-posterior, latero-lateral or multi-
directional forces) and the device specifications (e.g.,
configuration of strain gauges to avoid a lever-arm
effect—the influence of the force location in regard to
the gauges). In some dynamometers, the branches can be
separated at a constant speed either manually or with
a motorized unit to assess the passive properties
during dynamic stretches.**> Elastometry is a type of
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intra-vaginal PFM dynamometer used for this specific
application of evaluating the passive properties during
dynamic stretches.”'

Table 8 (see page 16) describes the most frequent
parameters measured with intra-vaginal dynamometers
as well as their definitions, specifications and findings.
Parameters can be assessed at different fixed vaginal
apertures or during stretching (i.e., while imposing an
elongation to the tissues by separating the speculum
branches).”** The parameters measured with the dy-
namometer alone reflect the summative contribution of
the active and passive components of tone. When com-
bined with EMG, it enables the assessment of the dif-
ferential contributions of tone components,* that
is, during passive stretch of the PFM, concurrent EMG
activity detects any electrogenic contributions. The pas-
sive component can then be identified when the EMG
remains negligible.***’

3.2 Myotonometry: An investigation that mea-
sures muscle tone characteristics by applying a me-
chanical impulse to the tissue.***' (NEW) The device
elicits oscillations of muscle after a probe applies a
brief mechanical impulse with quick release under
constant preload to the skin over the muscle belly.
Myotonometry has been used externally on the peri-
neum to measure superficial PFM stiffness. It cannot
be used intra-vaginally to measure levator ani func-
tion as the probe must be perpendicular to the muscle
and therefore cannot be used to interpret levator ani
function. Table 9 (see page 17) describes the most
frequent parameters measured with myotonometry
that can be computed from the oscillation curve as
well as their definitions, specifications and findings.”
It should be noted that the tissues that lie between the
probe and the muscle (e.g., skin, adipose tissues,
connective and fascial tissues) can also influence the
measurements.

3.3 Manometry: An investigation that measures
pressure”"’’

3.3.1 Pelvic floor manometry: Measurement of
resting pressure or pressure rise generated during con-
traction of the PFM using a manometer connected to a
sensor, which is inserted into the urethra, vagina or
rectum.”*

3.3.1.a) Intra-urethral manometry: Manometry
performed via the urethra. One example is the urethral
pressure profile that is undertaken as part of a
urodynamic investigation.”* (NEW)

3.3.1.b) Intra-vaginal manometry: Manometry
performed via the vaginal canal. (NEW)

Ulro
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TABLE 8 Parameters and findings evaluated with intravaginal dynamometry

Parameters, specifications (units of measure) and

ement processe

(a) Parameters assessed at rest

3.1.1 Passive forces: The average forces in N recorded at
rest®* (NEW)

Specify:
- Opening (distance between the two branches e.g., minimal

opening, selected opening or maximal opening)
- While stretching (dynamic opening)

3.1.2 Maximal aperture: The maximal vaginal opening in mm or
cm of the dynamometer branches, without provoking a pain
response”® (NEW)

3.1.3 Viscoelastic stress relaxation during a static (sustained)
stretch: The percentage loss in passive force during the
application of a steady stretch over a prolonged period (e.g.,

1 min)*** (NEW)

(b) Parameters assessed at rest during dynamic stretching

Outputs and interpretation of findings

The finding is the resting forces of the PFMs which are indicative
of PFM tone, i.e., the summative contribution of the active
and passive components of tone

This aperture can be used to evaluate the flexibility” of the PFMs

Higher percentage of force decline is indicative of an enhanced
viscoelastic stress relaxation response and muscle relaxation.
This could be useful in quantifying tissue relaxation following
stretching or lower force decline associated with strength
training™

Dynamic stretches are applied by repeatedly separating the speculum branches at a constant speed until maximal vaginal aperture
(lengthening phase) and then, closing back to the minimal aperture (shortening phase)

3.1.4 Stiffness: The resistance to deformation. Passive elastic
stiffness is defined as the ratio of the change in the passive
resistance or passive force (AF) to the change in the length
displacement (AL) or AF/AL (N/mm)****7*", Passive elastic
stiffness should be computed for specific vaginal apertures®**

3.1.5 Compliance: the reciprocal of muscle stiffness (mm/
N)* (NEW)

3.1.6 Hysteresis: The area between the lengthening and
shortening curves (N X mm). It corresponds to the loss of energy
associated with lengthening of viscoelastic tissues® (NEW)

(c) Parameters evaluating contractile properties

3.1.7 Maximal strength: Peak force in N generated during a MVC.
(NEW). The resting forces recorded before the effort are usually
subtracted from the peak value’®

Specify:
- The length of hold for the MVC, e.g., 10 s contraction duration

- How the peak score was obtained, e.g., peak during a single
MVC, best of or average of 3 contractions

3.1.8 Speed of contraction: Rate of force development measured
as the mean slope of the ascending curve in N/s during a fast
MVC” (NEW)

3.1.9 Speed of relaxation: Rate of force reduction measured as the
mean slope of the descending curve in N/s during PFM
relaxation®® (NEW)

3.1.10 Number of rapid contractions: See section 2.2.16 for
definition and rating. A contraction must comprise an
ascending and a descending phase with the amplitude of the
PFM forces returning to the resting state post contraction’’
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The higher the N/mm value, the stiffer the muscle. This is a
physiological property of muscle which contributes to the
overall measurement of tone

The higher the mm/N, the more compliant the tissue

Increased area indicates higher energy dissipated

Higher peak value indicates higher muscle strength

Higher rate of force (steeper slope) is indicative of a faster
generation of force

Lower values are indicative of slower relaxation

Higher number of contractions are suggestive of higher speed of
contraction but also better motor control, as the task requires
alternation between MVC and complete rest
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TABLE 8 (Continued)

Parameters, specifications (units of measure) and
measurement processes

3.1.11 Normalized area under the force curve: The area under
the force curve divided by maximal force and multiplied by 100
(in % x prescribed s) during a sustained MVC”’ (NEW)

Ulro

Outputs and interpretation of findings

Higher normalized area is indicative of better muscle endurance

Abbreviations: MVC, maximum voluntary contraction; N, Newtons; PFM, pelvic floor muscles.

“See section 2.2.9 for definition.

bUsing the dynamometer alone, the stiffness value will reflect the summative contribution of the active and passive components of tone. If dynamometry is

combined with EMG, the passive contribution can be identified.*

3.3.1.c) Intra-anal manometry™: Manometry
performed via the anal canal. (NEW)

Pelvic floor manometric tools traditionally have
measured pressure in mmHg, hPa, or cmH,0, however,
new and future devices may provide output using dif-
ferent units. It should be specified whether the device is
calibrated to zero/atmospheric pressure before inser-
tion.”* The most common parameters assessed with
pelvic floor manometry (intra-vaginal and intra-anal) and
their findings are described in Table 10 (see page 18).

TABLE 9 Parameters and findings evaluated with myotonometry

Parameters, specifications (units of measure) and
measurement processes

3.2.1 Oscillation frequency: Characterizes the intrinsic tension of
the muscle in its passive or resting state in the absence of
voluntary contraction.”” (NEW) Measured in Hz

(a). Biomechanical properties

3.2.2 Stiffness: As defined in 3.1.4 for dynamometry. However, the
method of application of the force is different to that described in
3.2.2; with this device, an external sensor applies a deformation
perpendicular to the tissue

3.2.3 Logarithmic decrement: Characterizes elasticity and
dissipation of mechanical energy. Measured as 1n (D =1n [al/
a3]).” It indicates the ability of the tissue (including muscle) to
recover its shape after being deformed (NEW)

(b) Viscoelastic properties

3.2.4 Mechanical stress relaxation time: The time for a muscle to
recover its shape from deformation after a voluntary contraction
or removal of an external force (NEW). Measured in
milliseconds’*

3.2.5 Creep: The gradual elongation of a tissue over time when
placed under a constant tensile stress. (NEW): Measured by the
the ratio of relaxation time to deformation time (Deborah
number)

Abbreviations: Hz, hertz; N/m, newtons/meter.
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Several common parameters are illustrated in Figure 4
(see page 19).

3.3.2 Anorectal manometry™: Is a pressure test
to assess the structure and physiological function of
the anorectal complex (CHANGED)."" Water
perfused and solid-state pressure transducers are
used in combination with a balloon positioned in the
anal canal.”® The most commonly used PFM para-
meters and findings are described in Table 11 (see
page 20)."!

Outputs and interpretation of findings

A higher oscillation frequency (Hz value) indicates higher
muscle tone’***

A higher N/m value indicates higher muscle stiffness.

Elasticity is inversely proportional to decrement, therefore, if
the decrement of a muscle decreases, the muscle elasticity
increases. The smaller the decrement value, the smaller will
be the dissipation of mechanical energy and the higher the
elasticity of a tissue

The longer the time the more relaxation has occurred in the
tissue

The higher the creep, the less elasticity the tissue has and the
more likely is permanent stretch or deformation
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TABLE 10 Parameters and findings evaluated with pelvic floor manometry

Parameters, specifications (units of measure)
and measurement processes

(a) Parameters assessed at rest

3.3.1.1 Resting pressure: The pressure recorded at rest in mmHg, hPa or
cmH,0. For greater accuracy, a mean resting pressure may be calculated
over a specified period to account for fluctuations”*® (NEW)

Resting pressure may be influenced by PFM tone (i.e., summative contribution
of the active and passive components)

(b) Parameters evaluating contractile properties

3.3.1.2 Peak pressure during a maximum voluntary contraction: highest
pressure recorded during a PFM MVC in mmHg, hPa or cmH,0 (NEW)

As the pressure measured does not confirm its origin, it is important to ensure
the validity of intra-vaginal measurement: (1) perform vaginal palpation
before using the manometer to ensure the patient is able to correctly
contract her PFMs; (2) observe the cranial movement of the vaginal probe
during measurement of the muscle contraction, and (3) ignore contractions
associated with elevated intra-abdominal pressure (e.g., Valsalva
maneuver), hip muscle contraction or any movement of the pelvis

Specify:
- The length of hold for the MVC, e.g., 35/5s/10s contraction duration

- How the peak score was obtained, e.g., peak during a single MVC/best of or
average of 3 contractions”™ '°

97,98a

3.3.1.3 Time to peak pressure: Time in seconds from onset of muscle
contraction to maximal pressure (NEW)

3.3.1.4 Speed of contraction: Rate of pressure rise measured as the mean
slope of the ascending curve in hPa/s during a fast MVC (NEW)

3.3.1.5 Speed of relaxation: Rate of pressure reduction measured as the mean
slope of the descending curve in hPa/s during PFM relaxation (NEW)

3.3.1.6 Number of rapid contractions: See 2.2.16 and 3.1.10 for definitions
and ratings

3.3.1.7 Time to return to baseline pressure: Time in seconds from maximal
pressure to relaxation state (NEW)

3.3.1.8 Duration of a sustained contraction: The length of time in seconds
that a contraction can be sustained during MVC or at a specific % of MVC.
(NEW).Specify if it is a maximal contraction or a % of MVC, e.g.,
60%°*7% 101102105 and the threshold used to indicate that the target is no
longer maintained

3.3.1.9 Area under the pressure curve during a sustained contraction:
The area under the pressure curve in hPa multiplied by time in s during a
sustained MVC or at a specific percentage of MVC. This represents the total
work performed. (NEW). Specify the duration of the contraction, e.g., 10s,
30 s, etC.L); 100

Abbreviations: MVC, maximum voluntary contraction; PFM, pelvic floor muscles.

Outputs and interpretation of findings

Higher resting pressure may be a surrogate measure of
increased PFM tone. However, the value should be
interpreted with caution as the measurement is not
limited to pressure originating from the PFMs (e.g.,
intra-abdominal pressure, vaginal tissue scaring,
rectal contents may contribute to resting pressure)

Maximal pressure is often used as a surrogate of muscle
strength, e.g., higher pressure being related to higher
strength

Shorter time to peak is indicative of a faster generation
of pressure

Higher rate of force (steeper slope) is indicative of a
faster generation of pressure

Lower values are indicative of a slower relaxation

See 3.1.10 for interpretation

Longer duration suggests slower relaxation

A shorter duration suggests a lower endurance.
Duration of contraction could be used as an
indication of endurance, e.g., longer contraction
being related to better endurance

Higher area under the pressure curve above resting
pressure reflects better muscle endurance

It is not recommended to use intravaginal pressure manometry to assess the reflex contraction of the PFM during coughing.'”” Bo and Constantinou'’’
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explained that pressure measurement is a summation of signals including PFM and intra-abdominal pressure caused by the cough itself and therefore, it is
unlikely that the PFM reflex can be assessed in isolation using pressure manometry. In contrast, ano-rectal manometry can be used to assess a reflex during an
involuntary PFM contraction'* if the transducer is located in the anus, caudal to the puborectalis/ano-rectal junction; therefore it is not impacted directly by

intra-abdominal pressure.
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FIGURE 4 Graphical illustration of pelvic floor muscle
manometry readings (modified from Ingeborg H Braekken, with
permission)

3.3.2.9 Vector manometry: A three-dimensional
pressure profile of the anal canal. (CHANGED)."
Measures of total anal canal pressure and symmetry are
made. The vector volume is the volume of the 3D shape
generated and provides a value which reflects the overall
length and symmetry of the sphincter.

3.3.2.10 High resolution manometry: Complete
definition of the intra-anal pressure environment using a
catheter with a large number of pressure sensors spaced
less than 0.5 mm apart along the length of the catheter."’

3.3.2.11 Ambulatory anorectal manometry: Is a
test performed using solid-state catheters in ambulant
subjects an over an extended period of time
(CHANGED)."

3.4 Electromyography (EMG): Is the recording of
electrical potentials generated by the depolarization of
muscle fiber membranes.”* Investigators reporting PFM
EMG studies should state the position of the patient, the
recording equipment™ and conditions used as summar-
ized in Box 2 (see page 21). Nerve conduction studies, for
example, pudendal nerve testing, are beyond the scope of
this document.

Important considerations when interpreting EMG sig-
nals: Baseline and contractile SEMG amplitude is affected
by properties of the electrode, configuration of electrodes,
recording system, and patient/individual characteristics.
Raw amplitude cannot be compared between individuals
because the signal's amplitude is affected by many factors
(e.g., cutaneous/mucosal tissue thickness, vaginal lubrica-
tion, positioning/direction of electrodes with respect to the
muscle and muscle fibers, and properties of the detection
system™ ). As a consequence, normalization of the
SEMG amplitude is considered critical when comparing
data across individuals.'"”

3.4.a Artifact: Extraneous information in the EMG
signal from sources other than the target muscle, such as
the environment (e.g., electromagnetic radiation) or

ICS Standards 2024: 1.1CS Standardisations
An ICS report on the terminology for pelvic floor muscle assessment

.Jmlog}-_wl LEY 1235

other body functions. Artifact examples include move-
ment or contact quality artifact, heart rate, skin electrode
shear, and electrode bridging (CHANGED).”*

3.4.b Crosstalk: Muscle activity from nearby muscles
that can contribute to the recorded EMG amplitude and
be misinterpreted as PFM activation.”**/"

3.4.1 Intramuscular EMG: Is a recording of motor
unit action potentials using needle (concentric or mono-
polar) or wire electrodes inserted into mus-
cles”"¥ (CHANGED).” This is not typically used in
clinical assessment. The electrodes can be inserted to assess
the superficial (e.g., bulbocavernosus) and deep layers (e.g.,
levator ani) of the PFMs as well as the urethral and anal
sphincters.'* This assessment as a rule focuses on the motor
units to investigate motor unit physiology and pathophy-
siology. Parameters evaluated with concentric needle EMG
can be used to differentiate between normal, denervated,
reinnervated and myopathic muscle'*"'** Quantitative EMG
includes analysis such as the multi-motor unit potential
analysis'** and the interference pattern analysis (turns/zero
crossing or amplitude).'*

3.4.2 Surface electromyography (sEMG): Is a re-
cording of motor unit action potentials using surface
electrodes placed on the skin or mucosa close to the
muscle of interest. Recordings are also used in assess-
ment of the activation pattern/“behavior” (sometimes
referred to as kinesiological electromyography) of a par-
ticular muscle during a defined activity."”' SEMG re-
quires electrodes placed on the skin of the perineum or
inside the urethra, vagina or rectum (CHANGED).'**
Parameters and findings evaluated with sEMG are de-
scribed in Table 12 (see page 22). Several common
parameters are illustrated in Figure 5 (see page 23).

3.5 Imaging: Refers to the process of creating
images using high-energy modalities to allow visuali-
zation of body tissues. Imaging provides tissue-specific
evaluation to identify if morphological properties (e.g.,
trauma or deficit) are present, which may relate to an
individual's presenting symptoms.”*’”> In this docu-
ment, we focus on ultrasound and MRI assessment and
the terms related to PFM morphology and function, as
well as the influence of other structures on PFM sup-
port and contractility investigated using these tools. It
is not within the scope of this document to describe
imaging of organ structures.

Ultrasound imaging: Pelvic floor ultrasound
imaging measures PFM morphology and function
via trans-abdominal, trans-perineal, trans-vaginal
and trans-anal placement of the transducer
(CHANGED).">** This investigation applies diagnostic
techniques taken in B-mode that use high-frequency sound
waves to image internal structures. The image is formed by
the differing reflection signals produced when a beam of
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TABLE 11 Parameters and findings evaluated with anorectal manometry

Parameters, specifications (units of measure)
and measurement processes

(a) Parameters assessed at rest

3.3.2.1 Functional anal length: The length (mm) of the anal canal
over which resting pressure exceeds that of the rectum.
(CHANGED)"' The length of the canal is measured either by
station pull-through or continuous pull-through'’

3.3.2.2 Maximum resting pressure: The highest pressure (in mmHg,
hPa, or cmH,0) along the anal canal measured in the axial plane at
a specific point (CHANGED)"'

(b) Parameters evaluating contractile properties

3.3.2.3 Maximum pressure during MVC/maximum squeeze
pressure: Is the anal canal pressure (in mmHg, hPa or cmH,0)
measured during maximum voluntary contraction (MVC) in a
specific location (CHANGED) "'

3.3.2.4 Duration of sustained contraction MVC/endurance
squeeze pressure: Is the length of time (in seconds) the individual
is able to maintain the pressure during the MVC (CHANGED)"'

3.3.2.5 Number of rapid contractions: See 2.2.16 and 3.1.10 for
definitions and ratings

3.3.2.6 Involuntary maximum squeeze pressure: The pressure (in
mmHg, hPa, or cmH,0) created involuntarily by the PFM during a
maximal cough'**(CHANGED)' **

3.3.2.7 Balloon expulsion pressure: The anal canal pressure (in
mmHg, hPa, or cmH,0) during straining with a filled balloon in the
rectum'’

3.3.2.8 Rectoanal inhibitory reflex (RAIR): The relaxation response
in the IAS following rectal distension (in mmHg, hPa, or cmH,0).""
1t is elicited by rapid inflation to first sensation of a balloon
positioned in the distal rectum during anal manometry at the level
of the proximal high-pressure zone

Outputs and interpretation of findings

Functional anal canal length has been shown to be shorter in

females with fecal incontinence and longer in females
with chronic constipation'”’

Internal anal sphincter (IAS) (smooth muscle) is responsible

for 55%-85% of the anal pressure, and is variable along the
length of the anal canal with the proximal two-thirds
being more reliant on IAS tone to maintain adequate
resting pressures. Low anal resting pressure is associated
with passive fecal soiling. High anal resting pressure may
be a feature of constipation'"’

The pressure increment above resting pressure during these

maneuvers is primarily a representation of EAS function.
Range of normative values varies according to the
particular measurement device in a laboratory."'
Decreased voluntary anal sphincter contraction is
associated with fecal incontinence especially fecal

urgency' '’

Shorter duration suggests a lower endurance. To assess the

endurance squeeze pressure, measurements are taken
during a 5-10's squeeze. By calculating fatigability, the
fatigue rate (using reduction of the mean pressure over 1-s
periods throughout the endurance squeeze) can be
derived"’

See 3.1.10 for interpretation.

Present; numerical values of pressure change may be used
to further quantify
Absent; associated with fecal incontinence'"'

Increase from resting pressure suggests paradoxical
contraction (see 4.3.1) and is associated with evacuation
dysfunctions

No change

Decrease from resting pressure (normal)

Present: a drop of at least 25% of resting pressure has to
occur with subsequent restoration to at least two-thirds of
resting pressure for the RAIR to be deemed present. This
reflex is thought to underlie the sampling response that
allows rectal contents to be sensed by the anal mucosa,
thus ensuring continence of flatus and stool'"'"*
Absent: seen in Hirschsprung disease, fecal incontinence,
constipation, and after anorectal surgery' '’

Abbreviations: IAS internal anal sphincter; MVC, maximum voluntary contraction; PFM, pelvic floor muscles.

“This contrast with vaginal manometry where the source of pressure during an involuntary contraction cannot be assumed to be the levator ani contraction.
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Box 2 EMG system specifications

Recommendations for reporting EMG studies
(based on the recommendations of the
International Society of Electrophysiology and
Kinesiology''®).

Reports on surface EMG should include:

- electrode material (e.g., Ag/AgCl)

- electrode geometry (discs, bars, rectangular)

- number and size (e.g., diameter, radius, width,
length)

- interelectrode distance

- use of gel or paste

- skin/mucosal preparation (e.g., alcohol applied to
cleanse skin, skin abrasion, shaving of hair, etc.)

— electrode location, orientation over muscle with
respect to tendons, motor point (if known) and
muscle fiber direction.

- type of ground electrode used, location

Reports on intramuscular wire electrodes should
include:

- wire material (e.g., stainless steel)

- if single- or multistrand

- if single or bipolar wire

- interelectrode distance

- insulation material

- length of exposed tip

- method of insertion (e.g., hypodermic needle)

- depth of insertion/method of insertion guidance
- location of insertion in the muscle

- type of ground electrode used, location

Amplifiers should be described by the following:

- type (monopolar, differential, double
differential, etc.)

- pre-amplification at the level of the electrode

- input impedance

- Common Mode Rejection Ratio (CMRR)

- actual gain range used

XIT,

Filtering of the raw EMG should be specified by™ :

- low and/or high pass filter properties (e.g., cut-off
frequencies, order)

- filter types (e.g., Butterworth, Chebyshev,
Notch, etc.)

- notch filter

sound waves is projected into the body and bounces back at
interfaces between those structures. Ultrasound evaluation
may be undertaken as:

3.5.1.a Two-dimensional (2D) ultrasound: The
transducer sends and receives ultrasound waves in one
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anatomical plane. The reflected waves are used to
generate gray scale images of structures in the field of
view in this anatomical plane.

3.5.1.b Three-dimensional (3D) ultrasound: Creates
volume data from multiple 2D images which are gathered
by reflected waves at a variety of angles. Software integrates
this information to create a single static 3D image.

3.5.1.c Four-dimensional (4D) ultrasound: Is similar
to 3D US, but the image is repeated at intervals over time.
This technique requires the use of a 3D/4D transducer
and enables real-time visualization of 3D images.

3.5.1.d Tomographic ultrasound: Is viewing US
imaging in sections. It allows the depiction of arbitrarily
defined planes from volume data obtained in 3D or 4D
Us.l,&i.l}%

Measurements are best understood by referring to
anatomical planes of the body, that is, coronal (frontal),
sagittal, and axial (horizontal or transverse) planes.

3.5.1.1 Trans-abdominal pelvic floor ultrasound: A
2D imaging technique to scan pelvic floor structures, using a
convex transducer is placed in the supra-pubic region.
(NEW) It can be oriented longitudinally to measure bladder
base displacement in the mid-sagittal or parasagittal plane or
oriented transversely to measure bladder base symmetry and
displacement in the transverse plane. Trans-abdominal pel-
vic floor ultrasound is primarily used in clinical settings ra-
ther than for research purposes due to limitations measuring
the image (no bony landmarks in view and difficulties for
operator to keep transducer in plane—operator error is
high). Artifact in measurement may also occur with in-
correct PFM contraction when abdominal muscle contrac-
tion occurs (which pushes the transducer ventrally) and
varying levels of bladder fullness (adherence to a fluid intake
protocol may mitigate this limitation). Poor agreement be-
tween transverse and sagittal findings suggests measurement
in the two planes evaluate displacement at different locations
during a PFM contraction."*® Table 13 (see page 25), de-
scribes the parameters and anatomical landmarks evaluated
in the mid-sagittal plane, during different activity states of
the PFM: rest, contraction and bearing down.

Parameters and findings evaluated with trans-
abdominal imaging in the transverse plane—during dif-
ferent activity states of the PFM (rest, contraction, and
bearing down)—are described in Table 14 (see page 26).

3.5.1.2 Introital pelvic floor ultrasound: 2D/
3D/4D imaging technique to scan pelvic floor struc-
tures using an endocavity*' transducer placed against
the vaginal introitus/vulva or perineum.” (NEW) The
transducer may be oriented ventrally/anteriorly to
assess the pelvic floor structures (prolapse, levator ani
muscle anatomy and function, and periurethral area),
or oriented posteriorly to assess the anal sphincter
structures.

Ulro
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TABLE 12 Parameters and findings evaluated with SEMG

Parameters, specifications (units of measure)
and measurement processes Outputs and interpretation of findings

(a) Parameters assessed at rest

3.4.2.1 Baseline muscle activity: The amount of microvolts generated by 3.4.2.1.1 Inconsistent resting baseline: The
activation of motor units in the target muscle during rest**”**" variation of baseline between contractions,
between sets, or between days*"’”

3.4.2.1.2 Elevated resting activity: An increase in
the active component of muscle tone; (the passive/
viscoelastic component is not captured by
SEMG) (NEW)

(b) Parameters evaluating contractile properties

3.4.2.2 Signal amplitude: Microvolts (V) a muscle generates™* SEMG amplitude reflects muscle activation.""”
Increase in SEMG amplitude is related to the
recruitment of motor units and increased firing

Specify: MVC contraction duration (s)—how the signal was processed. Signals rate.''® The amplitude of the signal should not be
are usually rectified and filtered to measure amplitude,''* i.e., average interpreted as a direct force measurement because
rectified value or root-mean-square'"* the relationship between force and EMG is

3.4.2.3 Peak amplitude: The highest sSEMG amplitude achieved measured in generally not linear and is affected by type of
microvolts.**’” Specify the duration (s). Measured during an MVC or contraction (concentric/isometric/eccentric),
functional activities such as postural tasks or incontinence provocative speed of contraction.). During strength training,
activities! 2124 early gains in force output are mainly related to an

increase in motor unit recruitment and discharge
frequency which will result in a higher signal
amplitude. Later gains explained by hypertrophy*
are not reflected in increased SEMG amplitude

3.4.2.4 Normalization of the amplitude: The value obtained during a specific
task as a percent relative to the electrical activity detected during a
MVC!13117 (NEW)

3.4.2.5 Time to peak muscle activation: Time in ms or s from onset of muscle 3.4.2.5.1 Slow recruitment: A longer time to peak

activity to peak activity (NEW) muscle activation in s or a slower rate of
Rate of change: The mean slope of the ascending curve in uVs during a fast change'”” (CHANGED)***
MVC. (NEW)

3.4.2.6 Reaction time: The latency (time in ms) between a stimulus (or the 3.4.2.6.1 Slow reaction time: A longer time to
command) and the onset of muscle activation'** (NEW)' initiate muscle activation (NEW)

3.4.2.7 Time from command to peak: Time in ms from stimulus to peak
activity (NEW) This term encompasses both the reaction time and the time
to peak muscle activation

3.4.2.8 Time to return to baseline muscle activity: Time in s from peak 3.4.2.8.1 Slow de-recruitment: Slow relaxation of
activity to resting activity (NEW) the muscle contraction®*

Rate of change: The mean slope of the descending curve in uV/s during a

fast MVC
3.4.2.9 Rate of change of amplitude during sustained contraction: The A higher rate of change will be indicative of lower
change in SEMG amplitude divided by the duration of the contraction: endurance

EMGgna — EMGipar/time(s)."”” (NEW). The contraction could be sustained
or intermittent at different % of MVC'*’

3.4.2.10 Timing of muscle activity: Onset of the activation in milliseconds can « Normal
be assessed in relation to onset of activation in other muscles, provocative « Delayed: delayed activation of the PFM relative to
activities or other aspects of a task (NEW) the onset of a cough or a postural perturbation has
been found in women with stress urinary
incontinence'**

ICS Standards 2024: 1.1CS Standardisations
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FRAWLEY ET AL.

TABLE 12 (Continued)

Parameters, specifications (units of measure)
and rement processe:
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Outputs and interpretation of findings

3.4.2.11 Duration of a sustained contraction: The duration in seconds that a A shorter duration suggests lower endurance

contraction could be sustained at a specific % of MVC'*’ (NEW)

3.4.2.12 Power spectrum: The distribution of frequency components of the The median frequency of the SEMG power spectrum

SEMG signals, measured in Hz''* (NEW)

shifts to lower frequencies as a muscle fatigues due
to altered muscle fiber recruitment and other
changes in the contractile properties'**"'*’

Abbreviations: MVC, maximum voluntary contraction; PFM, pelvic floor muscles; SEMG, surface electromyography; uV microvolts.

“The recording of resting activity is highly susceptible to contamination by ambient noise. A low proportion of noise in the signal (or higher signal-to-noise

ratio) is necessary for accurate assessment.
Unlike many other skeletal muscles,'**'*!

abdominal contents.

the PFMs are thought to have a level of constant EMG activity to maintain continence and support of pelvic/

“Advanced EMG techniques are needed to prevent inaccurate interpretation from artifacts and muscle crosstalk.

dSlow recruitment could be a sign of PFM dysfunction if it leads to leakage during coughing and sneezing when a quick muscle contraction is needed to

24,75

counteract increased intra-abdominal pressure.

°The definition for this term used in Bo et al.”* is the definition this document calls “slow reaction time.”

This may also be considered in the motor control domain.
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FIGURE 5 Parameters measured using electromyography.
Parts of the EMG tracing: A =signal to contract, B = onset of
muscle activity, C = peak muscle recruitment, D = signal to relax,
E =return to baseline; 1 = Reaction time, 2 = Time to peak
activation, 3 = Time from command to peak, 4 = Time to return to
baseline muscle activity
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FIGURE 6 Perineal ultrasound parameters and anatomical
landmarks assessed in the mid-sagittal plane using a horizontal
reference line drawn from infero-posterior margin of the pubic
symphysis

Bladder
rech

Posterior margin Anberior margin
of the pubic o the pubic
symphysis symphysis

FIGURE 7 Perineal ultrasound parameter (gamma angle)
assessed in the mid-sagittal plane using a reference line drawn
from the anterior to the posterior margin of the pubic symphysis

3.5.1.3 Perineal pelvic floor ultrasound: 2D/3D/
4D imaging technique to scan pelvic floor structures
using a convex transducer placed against the perineum/
vulva." (NEW) The transducer may be oriented long-
itudinally/sagittally (for bladder neck/urethra, prolapse,
and levator ani muscle assessment), or oriented trans-
versely (for assessment of anal canal, sphincters). The
terms transperineal and translabial ultrasound are both
used to refer to perineal ultrasound. Parameters and
findings evaluated with perineal and introital pelvic floor
ultrasound—during different activity states of the PFM
or actions (rest, contraction, and bearing down)—are
presented in Table 15 (see page 26).

3.5.1.4 Endovaginal pelvic floor ultrasound: an
endocavity transducer is inserted into the vagina (rota-
tional mechanical probe or radial electronic probe)’ to
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MU - Mid-urethra
BF - Bulb of the penis

assess pelvic floor morphology. (NEW) It can be used to
evaluate bladder neck/urethra, levator ani muscle, anal
canal, and sphincters during different activity states of
the PFM (rest, contraction and bearing down), as de-
scribed in Table 16 (see page 29).

3.5.1.5 Endoanal ultrasound (EAUS): An en-
docavity transducer is inserted into the anus (linear array
3600 3D transducer or radial array 3600 3D transdu-
cer).” (NEW) It can be used to assess the external anal

Pubic symphysis

-
LHap

LHtransverse _

LHarea

FIGURE 9 Levator hiatal dimensions measured using perineal
ultrasound. LHap, levator hiatus antero-posterior diameter;
LHarea, levator hiatus area; LHtransverse, levator hiatus transverse
diameter; t, pubovisceral thickness

1.1CS Standardisations

FIGURE 8 Parameters and anatomical
landmarks assessed in the mid-sagittal plane
using a two-dimensional transducer oriented
longitudinally/sagittally in men (reproduced
with permission from Stafford et al.'**). The
sketch overlays two images illustrating the
anatomy at rest (continuous lines) and
during maximal pelvic floor contraction
(dotted-lines)

UV - Urethrovesical junction
ARJ- Ano-rectaljunction

sphincter (EAS) and internal anal sphincter (IAS).
Parameters and findings evaluated with endoanal ultra-
sound imaging—during different activity states of the
PFM (rest, contraction, and bearing down)—are de-
scribed in Table 17 (see page 30).

3.5.1.6 Ultrasound elastography: A noninvasive
imaging technique that allows quantification of me-
chanical and elastic tissue properties following applica-
tion of physical stress.'”* (NEW). Elastography imaging
uses either compression/strain elastography or shear-
wave elastography.”®'”>'”? The primary differences
between elastography techniques relate to the type or
source of applied stress, and the methods of detecting
displacement of the examined structures. Comparison
between the elastography types and B-mode ultrasound
is shown in Figure 11 (see page 31).

Parameters and findings evaluated with ultrasound
elastography imaging are described in Table 18 (see page 31).

3.5.2 Magnetic resonance imaging (MRI): Is a
noninvasive diagnostic technique that produces computer-
ized images of internal body tissues and is based on nuclear
magnetic resonance of atoms within the body induced by
the application of radio waves.'®* (NEW) This technique
can be applied for many purposes in urology/gynecology/
gastroenterology including the assessment of PFM injury,
morphometry and positioning of the PFMs and related
organs as well as anorectal functioning. Considering that
MRI is rarely used in clinic to assess PFM morphometry
and function, only a brief overview is provided in Table 19
(see page 32) and further details are available in other
standardization documents.'""*’
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FIGURE 10 Assessment of the integrity of the anal sphincter complex assessed with tomographic ultrasound imaging plane

(reproduced with permission from Guzman Rojas et al."*)

3.6 Algometry: A test to assess the pain response to
application of blunt pressure. It is used to evaluate the
pain threshold and pain tolerance. (NEW) Responses
may reflect increased sensitivity (allodynia, hyperalgesia,
hyperpathia) or loss of sensation. Algometry does not

provide objective information regarding pathology or
neurophysiological function, as do other more sophisti-
cated quantitative sensory testing methods.

Parameters and findings evaluated with algometry
are described in Table 20 (see page 33).

TABLE 13 Parameters and findings evaluated with trans-abdominal ultrasound imaging in the mid-sagittal plane

Parameters, specifications (units of measure)
and measurement processes

3.5.1.1.1 Bladder base displacement™: A marker is placed at the
point of greatest displacement (mm or cm) of the infero-
posterior bladder wall at rest and at maximal contraction or
bearing down."*” Direction and displacement of the bladder
base movement from rest to final position. (NEW). The bladder
base is the most infero-posterior aspect of the bladder wall

Abbreviation: PFM, pelvic floor muscles.

Outputs and interpretation of findings

PFM contraction: Displacement from rest of the bladder base
during (attempted) PFM contraction'*":

Elevation (normal response): Movement of the bladder base in
a cephalad and ventral direction toward the pubic bone infers
contraction of the levator ani/puborectalis

No change

Descent: Movement of the bladder base caudal and posterior
away from the pubic bone infers elevated intra-abdominal
pressure—PFMs may be active but this cannot be confirmed

Bearing down: Displacement of the bladder base during sustained
increased intra-abdominal pressure:

« Elevation
« No change
« Descent

“Factors that may compromise the measurement of bladder base displacement include: the lack of bony landmark as a fixed starting point and the fact that
movement of the bladder base does not always reflect movement of the bladder neck.'*’
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ICS Standards 2024: 1.1CS Standardisations
An ICS report on the terminology for pelvic floor muscle assessment



1242 Wl LEY—( urology

FRAWLEY ET AL.

Lo

TABLE 14 Parameters and findings evaluated with trans-abdominal ultrasound imaging in the transverse plane

Parameters, specifications (units of measure)
and measurement processes

3.5.1.1.2 Symmetry of the bladder base: Equal curvature of
bladder base with probe placed in the transverse plane (NEW)

3.5.1.1.3 Bladder base displacement”: See 3.5.1.1.1. Movement
of the bladder base (in mm or cm) is used as a surrogate
measure for activity of the PFM

Abbreviation: PFM, pelvic floor muscles.

Outputs and interpretation of findings

Rest: Symmetrical or asymmetrical. Asymmetry can be related to
unilateral increased tone, unilateral decreased tone, operator
error in probe position, or asymmetry of passive support (e.g.,
unilateral ligament damage/trauma)”

PFM contraction: Displacement of the bladder base during
attempted PFM contraction:

« Elevation (normal response): Movement of the bladder base in
a cephalad/ventral direction. No change

« Descent: Movement of the bladder base in a caudal/dorsal
direction

Bearing down: Displacement of the bladder base during sustained
increased intra-abdominal pressure:

« Elevation
« No change
» Descent (normal response)

“This finding must be correlated with findings of other tests and signs (especially digital vaginal/rectal palpation) to determine reason for asymmetry.

Factors that may affect the measurement of bladder base displacement include: the lack of boney landmark as a fixed starting point and the fact that

movement of the bladder base does not always reflect movement of the bladder neck.'*’

TABLE 15 Parameters and findings evaluated with perineal and introital ultrasound imaging assessed in the mid-sagittal plane using a

2D/4D transducer oriented longitudinally/sagittally

Parameters, specifications (units of measure)
and measurement processes

Outputs and interpretation of findings

(a) Parameters and anatomical landmarks assessed in the mid-sagittal plane using a 2D/4D transducer oriented longitudinally (f)

Bladder neck parameters: Measurement of bladder neck
position

3.5.1.3.1 Bladder neck position: Refers to the bladder
neck position relative to the pubic symphysis (PS)."*
The position is analyzed in a horizontal (x-axis) and
vertical position (y-axis) relative to a horizontal
reference line (measured in mm or cm) (NEW)

Specify if using: the infero-posterior margin (Figure 6 on
page 23),"*" the lowest margin,'*" or the central axis
(line drawn from the anterior to the posterior margin) of
the PS (Figure 7 on page 23)'**; the middle of the
proximal urethra for the internal meatus,'*’ the anterior
bladder neck'** or equidistant points along the urethra
from bladder neck to external urethral meatus'"

3.5.1.3.2 Angle y (Gamma)/Pubo-urethral angle: Is the
angle (in degrees) between the bladder neck and a line
drawn from the anterior to the posterior margin of the
pubic symphysis'*’ (NEW) (see Figure 7)

Rest: Quantification of the angle at rest
PFM contraction: A change of the angle y from rest to a maximal PFM

Rest: Quantification of bladder neck position at rest from the horizontal

and vertical distances from the PS'**'** Resting position of the
bladder neck was found to be higher after PFM training'*’

PEM contraction: Cranio-ventral displacement of the bladder neck '*

measured as: a decrease in x-value and increase in y-value. The
ventro-cranial displacement of the bladder neck is measured as
displacement = 1/(Ax + Ay?)."**'%° The higher the value, the
greater the ventro-cranial displacement of the bladder neck (bladder
neck lift), which reflects the lifting action of the PEM'**!*7 149

Bearing down: On bearing down with the instruction to relax the PFM,

the dorso-caudal displacement is measured at the point of maximal
displacement during the manoeuvre.'** As the proximal urethra
descends, the x-value increases and the y-value decreases. The
higher the value, the greater the dorso-caudal displacement of the
bladder neck (bladder neck descent or mobility).'*'**'* Higher
mobility is observed in incontinent women

151

contraction. A reduction of the angle is expected as the bladder neck
displaces ventrally and caudally.

Bearing down: Method to assess bladder neck descent/mobility."*” A

ICS Standards 2024: 1.1CS Standardisations
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larger angle indicates a greater descent of the bladder neck,'*’ which
has been related to incontinence
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TABLE 15 (Continued)

Parameters, specifications (units of measure)
and rement processe:

3.5.1.3.3 Perineal body: Should appear as a triangular
shaped, slightly hyperechoic (white) structure anterior to
the anal sphincter'’

3.5.1.3.4 Levator plate angle: The angle (in degrees)
between a horizontal reference line at the level of the
infero-posterior margin of the PS intersecting a line from
the infero-posterior margin of the PS to the anorectal
angle'**>*(NEW) (see Figure 6)

3.5.1.3.5 Levator hiatus length: The distance (mm or cm)
between the infero-posterior margin of the pubic
symphysis to the anorectal angle, representing the
levator hiatus antero-posterior diameter in the mid-
sagittal view' "> (NEW) (see Figure 6)

3.5.1.3.6 Anorectal angle: The angle (in degrees), formed
by the longitudinal axis of the anal canal and the
posterior rectal wall''

Ulro

Outputs and interpretation of findings

Indicates if the integrity of the perineal body is normal or compromised.

Rest: Quantification of the levator angle at rest. Elevated levator plate
angle may be indicative of increased tone in the PFM'**

PFM contraction: An increase of the levator plate angle in comparison to
the angle at rest. Levator plate excursion is calculated by subtracting
the angle at rest from the angle during contraction'**

Bearing down: A decrease of the levator plate angle in comparison to the
angle at rest. Levator plate excursion is measured as per contraction,
smaller angle is expected'*®

Rest: Quantification of the levator hiatus? at rest. Smaller levator plate
length could be suggestive of high tone in PFM'**

PFM contraction: A reduction of the levator hiatus It has been
demonstrated to reflect a PFM contraction' """

Bearing down: An increase of the levator plate length is expected

Rest: Quantification of the anorectal angle at rest. Smaller anorectal
angle could be suggestive of increased tone in the PFM'**

PFM Contraction: A reduction in the anorectal angle during a PFM
contraction. The excursion of the anorectal angle is calculated as the
angle during contraction of the levator ani muscle minus the angle at
rest. Larger excursion could be suggestive of stronger activation of
the PFMHS. 153,154

Bearing down: Widening of the anorectal angle is expected.'* If absent,
PFM dyssynergia may be present

(b) Parameters and anatomical landmarks assessed in the mid-sagittal plane using a 2D transducer oriented longitudinally/sagittally (m)

Displacement or position (in mm or cm) of anatomical
landmarks are assessed to interpret activation of
individual PFM***’

3.5.1.3.7 Urethro-vesical junction: The point of maximal
inflection of a line drawn along the dorsal border of the
urethra and the bladder neck’”*’(NEW)

3.5.1.3.8 Anorectal junction: The ventral-most point of a
line drawn along the ventral aspect of the rectum at the
anorectal junction (NEW)

3.5.1.3.9 Bulb of the penis: the dorsal-most point on a line
drawn around the bulb of the corpus cavernosum
penis (NEW)

3.5.1.3.10 Mid-urethra: A point on the ventral border of the
membranous urethra that undergoes the greatest dorsal
movement during contraction. This point is located
within 2.5 mm either side of a line drawn between the

ICS Standards 2024: 1.1CS Standardisations
An ICS report on the terminology for pelvic floor muscle assessment

For the displacement of the anatomical landmarks described below, the
displacement during contraction and cough are measured in relation
to the resting position values.””'*> Movement of these landmarks
has been correlated with activation of levator ani (puborectalis)”’

For 3.5.1.3.7 and 3.5.1.3.8:

Rest: The position of these landmarks in the caudo-cranial and antero-
posterior planes can be quantified relative to the dorsal pole of the
PS at rest (see Figure 8 on page 24). Lower resting position has been
observed in incontinent men'°”

PFM contraction: Cranio-ventral displacement is expected
Cough: Caudal-dorsal motion can be observed during the pressurization
phase of cough due to levator ani muscle lengthening (probable

eccentric contraction, but this cannot be confirmed from US
imaging) during the phase when intra-abdominal pressure increases.
This is followed by cranial-ventral displacement that occurs due to
PFM shortening (concentric contraction)

25,156

Contraction: Cranio-ventral displacement is expected due to
bulbocavernosus shortening”>*”'>

Cough: Cranio-ventral displacement is expected due to bulbocavernosus
shortening”’

PFM contraction: Dorsal displacement is expected due to striated
urethral sphincter shortening”*’
Cough: Dorsal displacement of the mid-urethra due to striated urethral

25,27

sphincter shortening™

(Continues)
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Parameters, specifications (units of measure)
and measurement processes

dorsal pole of the pubic symphysis and the most dorsal
aspect of the bulb of the penis (NEW) (see Figure 8)

Outputs and interpretation of findings

(c) Parameters and anatomical landmarks assessed in the axial plane using the 4D transducer oriented longitudinally (f)

3.5.1.3.11 Hiatal dimensions: Cross-sectional area of the pelvic floor/levator hiatus, including antero-posterior and transverse distances™
Measured in the plane of minimal hiatal dimensions.'® A transverse view is obtained and the plane of minimal hiatal dimensions is
identified by moving the field of view cranially and caudally until the distance between the hyperechogenic posterior aspect of the PS

and the hyperechogenic anterior border of the pubovisceral muscle is at a minimum

3.5.1.3.11.1 Levator hiatus antero-posterior diameter:
The distance (in mm or cm) delineated from the PS
(anteriorly) to the edge of the of the puborectalis muscle
(posteriorly) (NEW)

3.5.1.3.11.2 Levator hiatus left-right/latero-lateral/
transverse diameter: Latero-lateral diameter of the
levator hiatus (in mm or cm) in the plane of minimal
hiatal dimensions. (NEW) The diameter from right to
left is measured at the widest part, and perpendicular to
the antero-posterior diameter' """’

3.5.1.3.11.3 Levator hiatus area: Defined and measured as
the area (in mm? or cm?) bordered by the pubovisceral
muscle, PS and inferior pubic ramus in the plane of
minimal hiatal dimensions'*’ (NEW)

3.5.1.3.12 Maximal levator ani muscle thickness: Is the
maximum diameter of the levator ani muscle measured
in two locations bilaterally (in mm or cm). (NEW) (see
Figure 9 (see page 24)). This is usually located 1-1.5 cm
above the minimal levator hiatus dimension. Measured
perpendicular to the presumed levator ani fiber
direction'**"*”

3.5.1.3.13 Levator ani muscle cross-sectional area: Is the
area (in mm? or cm?) delineated by tracing the outline of
the levator ani muscle at the level of maximal muscle
thickness (NEW)

3.5.1.3.14 Integrity of the anterior/medial fibers of the
levator ani: To assess if a disruption or disconnection of
the insertion is present, direct the patient to perform a
PFM contraction, and identify the plane of minimal
hiatal dimensions at maximal PFM contraction. Use this
plane for tomographic ultrasound imaging of the
puborectalis component of the levator ani, with an
interslice interval of 2.5 mm"* (NEW)

3.5.1.3.15 Urethral sphincter volume: Ultrasound
imaging of the urethral sphincter (morphometry of the
rhabdosphincter)."*(NEW) The internal sphincter
volume (in mm?® or cm?) including the longitudinal
smooth muscle and the lumen is seen as a hypoechoic
(black) core whereas the external sphincter volume or
the circular striated muscle of the rhabdosphincter is
seen as a hyperechoic (white) ellipsoid structure'®' '

ICS Standards 2024: 1.1CS Standardisations
An ICS report on the terminology for pelvic floor muscle assessment

157

Findings below apply to all measurements of hiatal dimensions.

Rest: Quantification of the levator hiatus diameters/area at rest. Smaller
diameter/area has been observed in women with pelvic pain and is
may suggest increased tone in the PFM.'*® Conversely, a larger
hiatus has been observed in women with pelvic organ prolapse

PFM contraction: A reduction of the area/diameter is expected during a
maximal PFM contraction. Hiatus reductions during contraction can
be calculated as the percentage of change from baseline (i.e., levator
hiatus narrowing = (levator hiatus at rest — levator hiatus at
contraction)/levator hiatus at rest x100)"**

Bearing down: An increase in the levator hiatus diameter/area is
expected on bearing down with the instruction to relax the PEM."”’
The difference (or percentage of change) between the diameter at
rest and on bearing down determines the degree of hiatal
distension.'" Higher distension has been observed in women with
pelvic organ prolapse' ™

Provides morphologic measurements of the muscle diameter and area at
rest.'”’

Rest: Increased thickness has been observed after PFM training.'”’
Increased thickness may be indirectly related to strength'>

3.5.1.3.14.1 Complete avulsion” is diagnosed when the 3 central slices
show a loss of integrity or defect in the anterior/medial fiber of the
levator ani muscle on the inferior pubic ramus resulting in a levator-
urethra gap*(NEW). A gap of more than 2.5 cm has been suggested
as an indicator of avulsion'’3.5.1.3.14.2 Partial avulsion: Is
diagnosed when at one or two of the 3 central slices show a loss of
integrity/defect of the medial fiber of the levator ani muscle
(CHANGED)**

Smaller sphincter volume is related to urinary incontinence severity'**
and urethral pressure.'® PFM training results in increased sphincter

volume'®’
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TABLE 15 (Continued)

Parameters, specifications (units of measure)
and rement processe:
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Outputs and interpretation of findings

(d) Parameters and anatomical landmarks assessed with tomographic ultrasound imaging plane using the 4D transducer oriented transversely

3.5.1.3.16 Integrity of the anal sphincter complex:
assessment of the internal and external anal sphincter to
identify presence/absence of a defect (measured in
degrees). (NEW) Using tomographic ultrasound
imaging, the anal canal is visualized in the mid-sagittal
plane and a set of 8 transverse slices is placed to
encompass the entire external anal sphincter by locating
one slice cranial to the external anal sphincter (at level of
puborectalis, Slice 1) and another caudal to the internal
anal sphincter (at level of subcutaneous part of external
anal sphincter, Slice 8), leaving six slices to delineate the
entire muscle (Slices 2-7) (see Figure 10 on page 25).
Interslice interval is varied depending on external anal
sphincter dimensions'**'%°

PFM contraction: A “significant” defect is diagnosed if four out of these

six slices show a defect in >300 of the circumference of the external
anal sphincter.*'*

Abbreviations: f, females; m, males; MVC, maximum voluntary contraction; PFM, pelvic floor muscles; PS, pubic symphysis.

“The horizontal reference line drawn from antero-posterior margin or the lowest margin of the PS may be influenced by the angle of the transducer.

“Synonyms are puborectalis/pubovisceralis defects or injury.

TABLE 16 Parameters and findings evaluated with endovaginal ultrasound imaging

Parameters, specifications (units of measure)
and rement processe:

Outputs and interpretation of findings

(a) Parameters and anatomical landmarks assessed in the sagittal plane (2D)

3.5.1.4.1 Levator plate position: the distance (in mm or cm) between Rest: Quantification of the distance between the levator plate

the levator plate and endovaginal probe'*’(NEW)

3.5.1.4.2 Perineal body: See 3.5.1.3.3. The depth (antero-posterior
diameter) and height (supero-inferior diameter) of the perineal

body can be measured in mm or cm in this plane'"'®*

3.5.1.4.3 Anorectal angle: See 3.5.1.3.6.

and the probe with the PFM at rest.

PFM contraction: A reduction of the distance between the
levator plate and the probe is expected during a maximal
PFM contraction; may be called levator plate lift. A greater
levator plate lift ratio (lift/rest X 100) detected by dynamic
endovaginal sonography has been associated with higher
PFM strength as determined by the Modified Oxford
Scale'®’

Rest: Visibility of the structure and biometric measurements
are identified at rest; indicate if the perineal body is visible
or not visible'**

Rest: Quantification of the anorectal angle at rest'®’

(b) Parameters and anatomical landmarks assessed in the axial plane (3D)

3.5.1.4.4 Hiatal dimensions: measurements of the following
parameters are taken in the place of minimal hiatal dimension,” as rest

described in Table 17

Rest: Quantification of the levator hiatus diameters/area at
49

3.5.1.4.4.1: Hiatal antero-posterior diameter: Antero-posterior
diameter (in mm or cm) of the levator hiatus measured at the level
of minimum dimension (NEW)

3.5.1.4.4.2 Hiatal transverse diameter: The diameter (in mm or cm)
from right to left is measured at the widest part, and perpendicular
to antero-posterior diameter (NEW)

ICS Standards 2024: 1.1CS Standardisations
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TABLE 16 (Continued)

Parameters, specifications (units of measure)
and measurement processes

3.5.1.4.4.3 Hiatal area: Defined and measured as the area (in mm? or
cm?) bordered by the pubovisceral muscle, PS, and inferior pubic
ramus in the plane of minimal hiatal dimensions (NEW)

3.5.1.4.5 Levator ani thickness: Defined as the diameter of the
levator ani muscle (in mm or cm) at the “9 o'clock” and “3 o'clock”
positions*’ as described in Table 15 (NEW)

3.5.1.4.6 Levator plate angle: The angle (in degrees) between the
reference line and the plane of minimal levator hiatal dimensions/
anorectal angle, identified via a multiplanar view'®” (NEW)

3.5.1.4.7 Levator ani deficiency: Assessed from a 3D volume.
Individual levator ani muscles are evaluated in their specific axial
plane where the full length of muscle can be
visualized' """ (NEW)

3.5.1.4.8 Perineal body: This anatomical structure is visualized as an
ovoid-shaped, mixed echogenicity structure. The width (latero-
lateral diameter) (in mm or cm) of the perineal body can be
measured in the axial plane'*®

Abbreviations: PFM, pelvic floor muscles; PS, pubic symphysis

Outputs and interpretation of findings

Rest: Provides morphologic measurements of the levator ani
diameter.

Rest: This angle quantifies the levator plate position in
reference to the pubic bone and the perineal body’®’

Rest: The muscles on each side for each subgroup are scored
based on thickness and detachment from the pubic bone:

« 0=no defect

« 1=minimal defect with <50% muscle loss
« 2=major defect with >50% muscle loss

« 3 =total absence of the muscle

Significant levator ani deficiency is defined as a total score
within the range of 12-18'7%'"!

as per 3.5.1.3.3

TABLE 17 Parameters and findings evaluated with endoanal ultrasound imaging

Parameters, specifications (units of measure)
and measurement processes

3.5.1.5.1 Anal sphincter defect (or pathology): Assessment of the internal and external

Outputs and interpretation of
findings

Indicate if defect is present or absent

anal sphincters to identify presence/absence of a defect; observed in cross-sectional images
of the anal sphincter. (NEW) This measure is obtained by a probe inserted into the anal
canal to a depth of approximately 6 cm and gently withdrawn down the anal canal. The
anal canal is divided into three levels of assessment in the axial plane referring to the

following anatomical structures'"'”>'7*:

-

sphincter where the internal anal sphincter is absent

. Proximal or lower level: corresponds to the subcutaneous part of the external anal

ii. Middle level: corresponds to the superficial part of the EAS (concentric band of mixed
echogenicity), the conjoined longitudinal layer, the IAS (concentric hypoechoic ring),

and the transverse superficial perinei muscles

iii. Distal or upper level: the hyperechoic sling of the puborectal muscle and the complete

ring of the internal anal sphincter are visualized''

The probe should be rotated so that the anterior aspect of the anal canal is superior (12
o'clock) and left lateral is oriented right (3 o'clock) on the screen. The acquisition of a
three-dimensional data volume (3D ultrasound) of the anal sphincter is also possible

Abbreviations: EAS, external anal sphincter; IAS, internal anal sphincter.
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FIGURE 11 Ultrasound elastography physics, measurement methods (reproduced with permission from Sigrist et al.'’*). In strain

imaging (A), tissue displacement is measured by correlation of radiofrequency echo signals between search windows (boxes) in the states
before and after compression. In shear wave imaging (B), particle motion is perpendicular to the direction of wave propagation, with shear
wave speed ¢ related to shear modulus G. In B-mode ultrasound (C), particle motion is parallel to the direction of wave propagation, with

longitudinal wave speed c;, related to bulk modulus K

TABLE 18 Parameters and findings evaluated with ultrasound elastography imaging

Parameters, specifications (units of measure)
and rement processe:

3.5.1.6.1 Shear wave elastography (SWE): Ultrasound
elastography using shear waves generated by the US beam.
(NEW). Different types are point SWE, 2D SWE, and
transient elastography. 2D SWE uses an acoustic radiation
force pulse sequence to generate shear waves, which
propagate perpendicular to the ultrasound beam, causing
transient displacements. The distribution of shear wave
velocities at each pixel is directly related to the shear modulus
in kilopascal (kPa), an absolute measure of the tissue's elastic
properties. This technique is considered more objective than
strain elastography®’

3.5.1.6.1.1 Perineal shear wave elastography: Shear wave
elastography applied per perineum. (NEW). Only 2D SWE
has been applied to the PEM."°*'”>'”% A linear transducer is
placed against the perineum/vulva. Orientation is
longitudinal (for assessing urethral sphincter), or aligned with
the muscle fibers for specific PFM (e.g., puborectalis)
assessment. A linear or curved transducer can be used.
Stiffness is evaluated using quantitative shear modulus maps
represented in a color-coded elastogram displaying
shear-wave velocities in meters per second or tissue elasticity
(shear elastic modulus) in kilopascals'*’

3.5.1.6.2 Strain elastography: Ultrasound elastography which
measures strain in one tissue area proportional to another.
(NEW). Maps, or elastograms, are developed based on the
relative differences in stiffness between the area of interest
and the reference tissue. The assessor applies slight and
constant vertical compression through the transducer along
the major axis of the tissue. Elasticity is measured by means of
the Young's modulus and is defined as the ratio between the
pressure measured and the strain (deformation compared to
the initial length) produced.'®* Soft tissue is more
compressible than harder tissue and therefore has a higher

ICS Standards 2024: 1.1CS Standardisations
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Outputs and interpretation of findings

Higher values indicate stiffer tissue, as shear waves propagate faster
in stiffer tissues. Stiffness measures include both active (muscle
contraction) and passive (viscoelastic properties) components of
the tissue

Higher values indicate stiffer tissue. Measures may provide
evidence of stiffer tissue at rest (e.g., high activation of PFM at
rest) and should increase with contraction.'”*'”*'” Quality of
measurement depends on orientation of the transducer (parallel
with muscle fibers), accuracy of movement of the transducer to
follow the movement of the muscle during contraction.
Measures are compromised if there are areas in the image
where the measure is saturated (stiffness greater than the
measurable scale) or unable to be quantified by the system

Qualitative analysis: The different colors express different
degrees of elasticity, usually varying from red (soft tissue) to
blue (hard tissue) with intermediate colors representing
intermediate degrees of stiffness'®

Semi-quantitative analysis: the target tissue is selected and
labeled as the region of interest (ROI) A, and the reference
tissue is labeled as ROI B. Elasticity of tissue expressed as a
strain ratio: B/A. The higher the value of B/A, the stiffer the
target tissue

(Continues)
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TABLE 18 (Continued)

Parameters, specifications (units of measure)

and measurement processes Outputs and interpretation of findings

strain (displacement) for the same applied stress (force). The
results of strain elastography can only be expressed
qualitatively or semi-quantitatively'*"'**

The higher the value of B/A, the stiffer the target tissue. A 4-point

elasticity score has been used to represent levator ani muscle
176,177

3.5.1.6.2.1 Pelvic floor strain elastography: strain
elastography to assess deep PFM elasticity'’®'”” and
periurethral elasticity as an estimate of urethral elasticity
mobility' ™ (NEW)

To assess deep PFM: A perineal transducer is placed
perpendicular to the skin in the sagittal plane to identify
levator ani muscle. The levator ani muscle is selected on
screen and labeled as the target tissue (region of interest [ROI]
A), and the adjacent anal canal is selected and labeled as
reference tissue (ROI B)'"®

To assess urethral support tissues: an endovaginal transducer
is placed parallel to the urethral meatus. The target tissue is
the tissue between the urethra and the vagina (para-urethral
tissue) (ROI A), and the reference tissue is set at the level of
the posterior tissue of the bladder neck (ROI B)

Abbreviations: PFM, pelvic floor muscles; ROI, region of interest; SWE, shear wave elastography.

TABLE 19 Parameters and findings evaluated with pelvic floor MRI

Parameters, specifications (units of measure)

and measurement processes Outputs and interpretation of findings

3.5.2.1 Levator ani defects: Is damage to muscle fibers ranging Levator ani damage on MRI can be diagnosed when one or
from disruption of a single fascicle, to complete disruption of the more of the following is present: absence of pubococcygeal
muscle origin (CHANGED)*** muscle fibers in at least one 4-mm section, or two or more

There is no universally accepted system for the diagnosis and adjacent 2-mm sections in both the axial and the coronal
evaluation of the extent of the injury. Essentially, abnormalities planes™

are judged to have occurred when the morphology of the
pubococcygeal portion of the levator ani muscle deviates from
what is seen in normal nulliparous women**

Defect severity may be further scored in each muscle from 0 (no
defect) to 3 (complete loss). A summed score for the two
sides (0-6) is assigned and grouped as minor (0-3) or

major (4-6)""

3.5.2.2 Levator ani position in the pelvis: Location of the levator May be normal, elevated, or descended””
ani in the sagittal plane in relation to defined landmarks and
reference points/lines'*°(NEW)

3.5.2.3 Hiatal dimension: See 3.5.1.3.11 See 3.5.1.3.11

This assessment focusses on anorectal function. When
dyssynergia is diagnosed (see definition 4.3.1) this confirms
PFM involvement''

3.5.2.4 MR defecography: Demonstrates the anatomy of the
anorectum as well as disorders of rectal evaluation. Barium paste
is inserted before defecation over a translucent commode
(CHANGED)*’

Abbreviations: MRI, magnetic resonance imaging; PFM, pelvic floor muscles.

11,185

“The term levator injury is also used synonymously.
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TABLE 20 Parameters and findings evaluated with algometry

Parameters, specifications (units of measure) and
measurement processes

3.6.1 Algometer/Algesiometer: An instrument for measuring the

pain response to a pressure stimulus. (NEW) An algometry device

measures pressure applied in Newtons or kg/cm?, with an
associated patient-reported pain response

To assess vulval or vestibular pressure pain response, the assessor
uses an algometer'“° or a syringe with a pre-loaded or pre-set
amount of pressure, called a vulvalgesiometer'®’ or a cotton
swab'® against the vulval tissue and delivers the pressure

To assess intra-vaginal pressure pain response, the assessor

mounts a digital palpometer (sensor) to the palpating digit,

covered by examination glove, and connected to an algometry

device. The device applies a pre-set amount of pressure to the

1857190 1o assess pressure/pain in pelvic floor tissues, the
assessor applies a pre-set amount of pressure (usually in the range
of 0.5-2 N'#%19119%) "starting at a low pressure and assesses pain
response to that pressure, or applying increasing amounts of
pressure and instructing the patient to state when the pressure
reaches the patient's threshold

Algometry tests:

tissue.

+ 3.6.1.1 Pressure pain threshold (PPT): The minimum intensity
of a pressure stimulus that is perceived as painful.'”” (i.e., point at
which a sensation changes from one of pressure to one of

pain) (NEW)

3.6.1.2 Pressure pain tolerance (PPTol): The highest intensity
of painful pressure stimulus that an individual is able to
tolerate'”* (NEW)

5 | SECTION 4: DIAGNOSES

Diagnosis: The act or process of identifying or de-
termining the nature and cause of a disease or injury
through evaluation of patient history, examination, re-
view of investigations, and the opinion derived from such
an evaluation.'”’

(CHANGED) The diagnostic process aims to identify
the most specific disorder possible. Overarching diag-
noses are used when there is less certainty about the
presenting disorder. Diagnoses that are specific to the
PFMs may coexist with and be used in addition to other
pelvic floor diagnoses the patient presents with, for ex-
ample, voiding dysfunction, pelvic organ prolapse. The
diagnoses proposed below may change as evidence
emerges to support or refute these terms as diagnostic
terms. In some healthcare settings, clinicians are
required to assign a code for the presenting diseases,
disorders, injuries, and other related health conditions,
using the International Classification of Diseases (ICD)
coding system.””” Not all terms below have a
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Outputs and interpretation of findings

Results may be expressed as the pressure applied when the
patient reports detection or tolerance of pain, or a specific
pressure applied and the patient rating of pain at that
pressure. A finding of pain with a low applied pressure may
suggest allodynia, and a finding of pain with a moderate
applied pressure may suggest hyperalgesia

Variability in readings can be caused by: anatomical test site
(muscle belly vs. tendon'**; mucosa vs. tendon,'”’
coexistence of other pain disorders'”’; left vs. right,'®) stage
in menstrual cycle,'”” sex and gender,'” rate of pressure
increase during test, dimensions of the pressure applicator

196

corresponding ICD diagnostic code. As advised by ICD,
“codes that describe symptoms and signs, as opposed to
diagnoses, are acceptable for reporting purposes when a
related definitive diagnosis has not been established
(confirmed) by the provider.”

4.0. PFM disorder/dysfunction: An alteration of nor-
mal PFM function. (NEW) Any departure from normal
function of the PFM that is of bother to the patient and has
an associated sign and/or a finding from an investigation
that suggests a departure from normal structure or function.
If a specific disorder can be diagnosed, the following terms
may be used.

4.1 Disorder of increased PFM tone

4.1.1 Pelvic floor tension myalgia: A condition
of pain and increased PFM tone (NEW).*" If the lo-
cation can be confirmed as the levator ani, then the
term can be levator ani tension myalgia. Criteria for
diagnosis of pelvic floor tension myalgia are described
in Table 21 (see page 34).

4.1.2 Pelvic floor myofascial pain syndrome: A
pelvic floor pain syndrome of myofascial origin.
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TABLE 21 Criteria for diagnosis of pelvic floor tension myalgia
Assessment Findings

Symptoms « May relate to sensation of pain: pain, tender, ache, discomfort
« May relate to sensation of increased tone: tight, tense, narrow or constricted

Signs Tenderness or tender point on palpation of PFMs" per perineum, per vaginam, or per rectum as well one or more of the
following signs:

Lack of perineal and/or PFM descent with sustained increased intra-abdominal pressure
Absent, partial or delayed relaxation of perineum and/or PFM after contraction

Nonrelaxing PFM

Hypertonicity, or increased PFM tone, on a continuum from transient increase in tone to spasm
Fasciculation

Reduced flexibility of the vaginal opening
Investigations Muscle tenderness as assessed by digital algometry (palpometry)

Finding of increased tone from any tool which measures tone (dynamometry, myotonometry, manometry, EMG,
ultrasound or MRI)

« if EMG reveals an inconsistent or elevated resting baseline, or slow de-recruitment, this suggests increased
myoelectrical activity, which may be termed overactivity in the PFM"

Abbreviations: EMG, electromyography; MRI, magnetic resonance; PFM, pelvic floor muscles.

“When assessing sensory changes PV or PR, the clinician needs to determine whether s/he is detecting sensory change in the mucosa (mucosal sensitivity), or
the underlying muscle (muscle tenderness) by differentiating the depth and firmness of palpation.

The previously proposed term “overactive PFM”** has been used to refer to increased tone in a muscle, however if the source of the increased tone (contractile
or noncontractile component of tone) cannot be determined, this term is not recommended.

TABLE 22 Criteria for diagnosis of pelvic floor myofascial pain syndrome

Assessment Findings
Symptoms Presence of pain
Signs Tender point in a taut band (localized increased tone) of skeletal muscle™**

Patient pain recognition on tender point palpation
Referral pattern
Local twitch response

The paired criteria of tender points in taut bands and predicted or recognized pain referral form the
most frequently cited combination of diagnostic criteria

Investigations There is no consensus regarding objective laboratory tests for myofascial trigger point diagnosis
however MR elastography and ultrasound elastography have been reported to investigate
myofascial taut bands**” and trigger points”” in the trapezius muscle

Abbreviation: MR, magnetic resonance

TABLE 23 Criteria for diagnosis of

Assessment Findings . .
pelvic floor myalgia

Symptoms Pain, tender, ache, discomfort

Signs Muscle tenderness or tender point on palpation of PFMs" and normal

tone in PFM per perineum, per vaginam, or per rectum
Investigations Muscle tenderness as assessed by digital algometry (palpometry)

Finding of normal tone (measured by dynamometry, myotonometry,
manometry, EMG, ultrasound, or MRI)
Abbreviations: EMG, electromyography; MRI, magnetic resonance imaging; PFM, pelvic floor muscles;
PR, per rectum; PV, per vaginam.

“When assessing sensory changes PV or PR, the clinician needs to determine whether s/he is detecting
sensory change in the mucosa (mucosal sensitivity), or the underlying muscle (muscle tenderness) by
differentiating the depth and firmness of palpation.
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TABLE 24 Criteria for diagnosis of decreased PFM tone

Assessment Findings
Symptoms Loose, lax, gaping, sagging, open, weak, bulging, full, loss of control
Signs Hypotonicity, decreased PFM tone, anal or introital gaping, excessive flexibility of the vaginal opening, palpation of an

anal sphincter gap or levator avulsion.

Deficit in PFM contractile function: absence of voluntary PFM contraction, decreased strength (weakness), decreased
sustained and repeated endurance, lack of perineal or PFM elevation, no urethral lift, partial or uncertain levator
closure, small to no change in levator hiatus on contraction

Investigations Any tool which measures tone (measured by dynamometry, myotonometry, manometry, EMG, ultrasound, or MRI)

- If EMG reveals a reduced signal amplitude or peak microvolts, or shorter duration of sustained contraction this
suggests decreased myoelectrical activity, which may be termed “underactivity” in the PFM*

Abbreviations: EMG, electromyography; MRI, magnetic resonance imaging; PFM, pelvic floor muscles.

The previously proposed term “underactive PFM”** has been used to refer to decreased tone in a muscle, however, if the source of the decreased tone
(contractile or noncontractile component of tone) cannot be determined, this term is not recommended.

TABLE 25 Criteria for diagnosis of

. Assessment Findings
vaginismus
Symptoms Pain, tight, tense, narrow, or constricted
Signs Transient increased tone—inability to maintain relaxation with

attempted vaginal penetration (f)
Increased PFM tone

Investigations” Assessment of resting tone (measured by dynamometry,
myotonometry, manometry, EMG, ultrasound or MRI)

Increased activation of PFM shown by perineal or peri-anal EMG
during attempted vaginal penetration

Abbreviations: f, female; EMG, electromyography; MRI, magnetic resonance imaging; PFM, pelvic floor
muscles.

“Investigations may be in-conclusive, as PFM tone values may overlap in conditions such as dyspareunia
and vaginismus, therefore the PFM resting tone and response to attempted penetration may not
exclusively diagnose vaginismus.

Normal Dyssynergia
[l

FIGURE 12 A normal and abnormal (dyssynergic) pattern of defecation (reproduced with permission from Rao*’’). A normal pattern

consists of a rise in the intrarectal pressure coordinated with relaxation of anal sphincter pressure. In contrast, a dyssynergic pattern is
associated with a paradoxical increase in anal sphincter pressure. Typical patterns for a normal and dyssynergic pattern of defecation as
measured during anorectal manometry with a pressure sensor in the rectum and a pressure sensor in the anal canal

(NEW) this diagnosis has trigger points as a hallmark ~ points.”>>* The criteria most consistently used for di-

feature.” However there is no consensus of the defi-  agnosis amongst researchers and expert clinicians are
nition and diagnostic criteria associated with trigger = shown in Table 22 (see page 34).
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TABLE 26 Criteria for diagnosis of anismus
Assessment Findings

Symptoms Pain, tender, ache, discomfort during

attempted defecation or anal penetration
Signs Perineal and/or PFM elevation with sustained
increased IAP (bearing down) or
attempted penetration
Increased PFM tone

Investigations Balloon expulsion test

MR defecography

EMG: PFM activation during defecation
suggesting poor motor control*’’

Abbreviations: EMG, electromyography; IAP, intra-abdominal pressure;
MR, magnetic resonance; PFM, pelvic floor muscles.

4.2 Disorder of PFM pain

4.2.1 Pelvic floor myalgia: A condition of PFM
pain. (NEW). Criteria for diagnosis of pelvic floor
myalgia are described in Table 23 (see page 34).

4.3 Disorder of decreased PFM tone: A condition
which results from a reduction in PFM tone, due to ei-
ther the contractile or the noncontractile components of
tone.”" (NEW) Criteria for diagnosis of decreased PFM
tone are described in Table 24 (see page 35).

Assessment Findings

Symptoms

4.4 Disorder of PFM coordination

4.41 PFM dyssynergia:™" Paradoxical PFM or
sphincter contraction: a dysfunction of coordination be-
tween the PFM and a functional activity, such as a PFM
contraction when relaxation is functionally required.
(NEW) These dyssynergias may share similar symptoms
and Signslx\iii,xix

4.4.1.1 Vaginismus: Spasm of vaginal musculature that
interferes with vaginal penetration (CHANGED).'*™
Criteria for diagnosis of vaginismus are described in
Table 25 (see page 35).

Vaginismus may also be termed genito-pelvic pain/
penetration disorder, which includes fear or anxiety as a
component of the disorder.”***%°

4.4.1.2 Anismus: Spasm of the EAS with attempted
defecation or anal penetration (CHANGED)."'™ This
dyssynergia is shown in Figure 12 (see page 35).

Criteria for diagnosis of anismus are described in
Table 26.

4.5 Pudendal neuralgia: Pudendal neuralgia is a
chronic and severely disabling neuropathic pain
syndrome caused by mechanical or nonmechanical
injury of the pudendal nerve.””® (NEW) The Nantes
criteria list five essential diagnostic criterion includ-
ing three symptoms, one sign and one investiga-
tion.””” These criteria are described in Table 27
(see below).

TABLE 27 Criteria for diagnosis of
pudendal neuralgia

Pain in the distribution of the pudendal nerve and its referral areas,

primarily the genitalia including the vulvovaginal, anorectal, and

distal urethral areas

Worse in the sitting position

Pain does not wake the patient at night, no numbness of the perineum

The patient may also have associated pelvic floor symptoms

Signs Nantes criteria”’

distribution on objective testing

Other signs include:

208

sign: No loss of sensation in the pudendal

« Tenderness to palpation anywhere along the length of the pudendal

nerve

Increased tone and tenderness of the obturator internus or

piriformis muscles (depending on the location of the nerve

irritation)

Positive pudendal nerve neurodynamic test
Positive pudendal nerve provocation test

Investigations 209,

As per Nantes criteria”: may be confirmed by relief of patient's pain

after a pudendal nerve block with or without guided imaging®

“Pudendal nerve blocks are technically difficult to perform accurately and lack of pain relief after the

208

procedure does not rule out the condition.
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6 | CONCLUSION

This report has drawn together the most frequently pub-
lished methods of PFM assessment that appear in the pub-
lished literature. This process has highlighted the plethora of
terms in current use. We have attempted to provide the most
precise yet clinically meaningful definitions and descriptions
of these terms, and where available, provided an explanation
of the finding from the assessment method. We hope this
will provide clinicians and researchers with clarity and
standardization in the recording of PFM function and dys-
function. It is anticipated that some of these terms will be
discarded over time and new terms will emerge, and a re-
vision of this document will be required in the future. It is
important to remember that visual observation and digital
palpation are subjective forms of assessment, and the as-
sessor must be aware that conclusions of PFM function or
dysfunction based on these clinical observations may be
uncertain. At present, PFM tone and involuntary action re-
main less well understood than properties such as strength.
Where available, the use of quantitative assessment tools
(investigations), may strengthen the certainty of the finding.
In some instances, it may not be possible to identify a specific
classification of PFM disorder, beyond the first level of di-
agnosis of “PFM disorder.”

7 | AREAS FOR FURTHER
RESEARCH

A core outcome set for PFM assessment would be valuable,
however, this requires knowledge of the clinimetric proper-
ties of the many assessment methods currently used in
clinical practice and research, and a comparison of these
properties amongst the assessment methods; such knowl-
edge is lacking. There is an urgent need for a report to
compile the validity, reliability, and responsiveness of PFM
assessment methods, especially for the more subjective
methods of visual observation and digital palpation. The
clinimetric properties of some aspects of the more objective
methods of PFM assessment (simple and sophisticated tools)
has been undertaken, however many gaps in testing remain.
Whether any of these assessment methods provide diag-
nostic test accuracy of PFM function and dysfunction is
unknown. Future research in this area is required.
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ENDNOTES
iFor complete assessment, include as indicated: posture, abdom-
inal, spinal, functional.

li“vaginal flatus” is the term used by Sultan'', however, Neels'*
distinguishes vaginal “wind” from vaginal “flatus”; assigning the
term flatus to wind that is passed through the vagina due to an
enterovaginal fistula. This type of “vaginal wind” will not be
odorless. The term ‘vaginal flatus’ is more likely to be used by the
clinician, not the patient.

liThis symptom is called “flatus incontinence” by Sultan et al.’

Mncluded in the physical examination may be the use of simple
tools, such as a pin, cotton wool, reflex hammer, and so forth.

YWhen assessing sensory changes PV or PR, the clinician needs to
determine whether s/he is detecting sensory change in the mucosa
(mucosal sensitivity), or the underlying muscle (muscle tender-
ness) by attempting to differentiate the depth and firmness of
palpation.

VDepth of insertion of examining finger has been described for per
vaginam assessment.'®

VilTerms such as short or elevated PFM may not be discernible via
digital palpation and are therefore not recommended as sign terms.

VillTf the spasm is painful, this is usually described as a muscle cramp.
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“This term refers to simple manometry that measures pressure in
the anal sphincter. This is differentiated from sophisticated anor-
ectal manometry—see Section 3.3.2.

*This investigation is termed “anal manometry” in Sultan et al."'
*'This is not an exhaustive list of anorectal manometry parameters.
Xiclinical EMG devices mainly offer preset filter settings.

*iliReducing the size of electrode and the inter-electrodeinterelectrode
distance may increase the system selectivity and reduce crosstalk."**

™An endocavity probe consists of an elongated probe used to
perform endovaginal or endorectal examination.

*This term was first used by Sinaki et al.,””" however, in their case
series, they did not assess PFM tone or tension. Nevertheless, they
proposed the cause of the pain was “habit contraction or chronic
spasm of the PFM.” We propose that this term should be used only
when both pain and increased tone are present.

It may be impossible to distinguish between the two subsets of
this condition without access to an investigation which is able to
separate the measurement of the contractile from the non-
contractile components of tone. Even so, the certainty of the
contribution from the contractile component of tone recorded by
SEMG needs to consider the limitations of SEMG findings (noise,
cross-talk, etc.).

®ipyssynergia may be similar to the condition termed “overactive
pelvic floor muscles” as described by Messelink et al.*: “A situation in
which the pelvic floor muscles do not relax, or may even contract
when relaxation is functionally needed for example during micturition
or defecation. This condition is based on symptoms such as voiding
problems, obstructed defecation, or dyspareunia and on signs like the
absence of voluntary pelvic floor muscle relaxation.”

WillpEM-related symptoms reported by patients may be secondary
to more bothersome functional symptoms such as inability to void,
defaecate or allow vaginal entry.

XXDjfficulty voiding may be due to paradoxical contraction of the
urethral sphincter, as occurs in conditions such as detrusor
sphincter dyssynergia or voiding dysfunction, however, there is no
hallmark PFM-related symptom that the patient reports.

*As stated in Rogers et al.,'” there is often (phobic) avoidance and
anticipation/fear/experience of pain, along with variable involuntary
PFM contraction. Patients with vaginismus could present with severe
fear avoidance without vulvar pain or fear avoidance with vulvar pain.
Structural or other physical abnormalities must be ruled out/ad-
dressed. There is controversy of whether or not this term should be
retained, with the Diagnostic and Statistical Manual of Mental Dis-
orders 2013 proposal to replace dyspareunia and vaginismus with the
term “Genito-Pelvic Pain/Penetration Disorder (GPP/PD),”*"* and the
lack of consensus on this term.*”

*iAnismus is the PEM component of dyssynergic defecation. Di-

agnosis of dyssynergic defecation includes functional constipation
criteria, prolonged transit, and ineffective motility to expel feces.*"®
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Abstract

Introduction: In the development of terminology of the lower urinary tract
(LUT), due to its increasing complexity, the terminology for male LUT surgery
needs to be updated using a male-specific approach and via a clinically-based
consensus report.

Methods: This report combines the input of members of the Standardization
Committee of the International Continence Society in a Working Group with
recognized experts in the field, assisted by many external referees. Appropriate
core clinical categories and a subclassification were developed to give a nu-
meric coding to each definition. An extensive process of 14 rounds of internal
and external review was developed to exhaustively examine each definition,
with decision-making by collective opinion (consensus).

Results: A Terminology Report for male LUT and pelvic floor surgery,
encompassing 149 separate definitions/descriptors, has been developed. It
is clinically-based with the most common diagnoses defined. Clarity and
user-friendliness have been key aims to make it interpretable by practi-
tioners and trainees in male LUT surgery. Figures have not been included
to avoid any preference or bias towards a specific procedure.
Conclusions: A consensus-based Terminology Report for male LUT surgery
has been produced aimed at being a significant aid to clinical practice and a
stimulus for research.
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The surgical procedures for the lower urinary tract (LUT)
vary widely in indications. Even surgeries intended for
the treatment of oncological and stone diseases have
functional implications that can lead to the need for
additional surgeries. Prostate surgeries and other thera-
pies applied to prostate disease have been subject to re-
cent developments and multiple variations with local
preferences in technical details and terminologies.

Some procedures have their rationale and origins
decades ago, with subtle differences among them. Tra-
ditional names and definitions were adopted long before
current standardization approaches, leading to historical,
conceptual, and practical puzzles and misunderstand-
ings. For many years, a number of different terms have
been used to describe surgical procedures even within
the same surgical teams in a hospital.

With a plethora of new techniques being introduced the
terminology for standardization of names for surgical pro-
cedures is becoming more important to facilitate clear
communication amongst professionals. Most of these pro-
cedures are undertaken by urologists who have their own
jargon with imprecise but widely accepted terms. However,
nowadays, LUT dysfunctions are treated by various other
professionals, so a standardized terminology is required for
effective communication and research. Invasive procedures
may have a diagnostic or therapeutic intention and often,
the same procedure can aim both objectives simultaneously.

No document is available to standardize these terms
in a comprehensive methodology encompassing open,
laparoscopic and robotic, endoscopic surgeries, and
minimally invasive therapeutic options. In general, LUT
male surgery classification can be based on etiologies:
oncologic, stone disease, and functional procedures. The
latter is the focus of this report.

The International Continence Society (ICS) has pro-
vided leadership in terminology for LUT dysfunction
over decades employing combined or generic reports.

The current report acknowledges that a male-specific
terminology for invasive LUT procedures is required for
surgical procedures in functional urology. It is envisaged
that this report will result in

(i) greater coherency and user-friendliness,
(ii) greater specificity of surgical procedures,
(iii) more accurate communication for clinical and re-
search purposes.

Hence, in a functional and anatomical classification it
will be divided into the following sections:

I. urethra
II. prostate
III. badder neck
IV. bladder
V. urinary diversions and reconstructions
VI. vesico-ureteric junction and ureter

Some procedures involving the lower ureter will also
be discussed as they happen to have an effect on LUT
(dys)function.

The document reviews old but still existing proce-
dures and also the latest approaches with clear world-
wide acceptance. Historical practices and methods are
defined for the sake of completeness and also because
patients may present persistent complaints following
historical treatments. Regular updates will be needed and
considered in the initial document structure. The report
is definitional with additional explanation when judged
necessary.

The description of the procedure will be limited to the
relevance of terms and expressions. Whenever possible,
aliases and synonyms will be commented, and an his-
torical explanation will be given. for example, Millin's
prostatectomy versus retropubic transcapsular prostate
adenomectomy. Terminology is aligned with previous
ICS definitions.

TABLE 1 Total, new, and changed definitions (compared with previous male-inclusive Reports)'~

New definitions/

Section descriptors
I. Urethra 29
II. Prostate 36
II1. Bladder Neck 5
IV. Bladder 23
V. Urinary Diversion/reconstruction 34
VI. Vesicoureteric junction/ureter 22

ICS Standards 2024: 1.1CS Standardisations
ICS report on the terminology for male lower urinary tract surgery

Changed definitions/
descriptors Total

29
36

23
34

S © o o o o

22

182



ABRANCHES-MONTEIRO ET AL.

Origin: Where a term's existing definition (from
one of multiple sources used) is deemed appropriate,
that definition will be included and duly referenced. A
large number of terms in male LUT invasive proce-
dures, because of their long-term use, have now be-
come generic, as apparent by their listing in medical
dictionaries (Table 1).

Able to provide explanations: Where a specific
explanation is deemed appropriate to explain a
change from earlier definitions or to qualify the cur-
rent definition, this will be included as an addendum
to this paper (Footnote [FN] 1,2,3....). Wherever pos-
sible, evidence-based medical principles will be
followed.

2 | SECTION I: URETHRA
PROCEDURES

2.1 | Urethral assessment or
enlargement

2.1.1 | Urethral calibration

Measurement of the diameter of the (distal) urethral lu-
men with special urethral sounds. NEW

2.1.2 | Urethral dilatation

Distension of a stenotic segment with semi-rigid, rigid
dilators, or balloon distention. NEW

2.1.3 | Urethroscopy

Endoscopic visualization of the inner wall of the ur-
ethra (mucosa), usually done with a flexible or rigid
cystoscope. NEW

2.1.4 | Meatotomy

Incision of the meatus to enlarge the distal urethra to the
caliber of the urethral lumen. NEW

2.1.5 | Meatal skin flap technique

After meatotomy, a flap is mobilized from the prepuce or

distal penile skin and sutured to the edge of the opened
fossa navicularis. NEW

ICS Standards 2024: 1.1CS Standardisations
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Graft technique

After meatotomy, skin, buccal mucosa, or any other
suitable tissue is used as a free patch or a tube and su-
tured into the edge of the fossa navicularis or to sub-
stitute the urethra at this level. NEW

2.1.6 | Meatoplasty

Reconstruction of the meatal segment of the urethra for
cosmetic or functional purpose. NEW

2.2 | Urethral incision
2.21 | Urethrotomy
Incision of an urethral stricture.

Blind urethrotomy

(without visual guidance): Opening of the stricture with
the use of a special instrument (Otis urethrotome) to
perform the incision without direct visualization. NEW

Endoscopic urethrotomy

(direct vision): Opening of the stricture with a cold in-
cision (Sachse urethrotome using mechanical effect) or
energy (LASER) under urethroscopy. NEW

2.3 | Transurethral resection of the
urethra

Mono- or bipolar electric ablation of intraluminal tissue
of the penile or bulbar urethra using a resectoscope and a
resection loop or LASER, mostly done for urethral tu-
mors. NEW

2.4 | Sphincterotomy

Transurethral incision of the external urethral sphincter
with a mono- or bipolar electric hook or a LASER in
patients with fibrotic sphincter stenosis or patients with
detrusor-sphincter-dyssynergia. NEW

2.5 | Urethroplasty

Open surgical reconstruction of the posterior (proximal
to the external urethral sphincter) or anterior (distal to
the external urethral sphincter) urethra. This involves
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incision/removal or substitution of the strictured part of
the urethral segment followed by urethral reconstruc-
tion. NEW

2,51 | End-to-end repair

Open surgery for reconstruction of the urethra. After
excision of the fibrotic urethral segment, the healthy
proximal and distal urethra ends are reconnected by a
primary tension-free anastomosis. NEW

2.5.2 | Substitution urethroplasty

Open surgery usually done for the reconstruction of
bulbar urethral strictures with a stricture length >1.5 cm
or penile urethral strictures. After incision of the fibrotic
urethral segment, tissue from another part of the body,
for example, buccal mucosa, lingual mucosa, or skin
(graft/local flap/free flap—see below) are used to cover
the incised area. The tissue may be placed dorsally/ven-
trally or combined (ventral and dorsal grafts). Substitu-
tion urethroplasty may be accomplished as a single-stage
or as part of a multi (usually two-) stage procedure. NEW

Urethroplasty with graft
The use of free graft for urethral reconstruction usually in
urethral stricture disease, in any part of the urethra. NEW

Urethroplasty with flap

The use of flaps for urethral reconstruction of penile ure-
thra stricture disease, local rotational flaps such as pre-
putial skin or local genital skin (e.g., Orandi flap). Flaps are
often used in recurrent urethral stricture disease involving
the penile urethra and navicular fossa. NEW

Staged urethroplasty

Usully two stage but occasionally additional stages are
required in the treatment of urethral stricture. gy {NEW
2.6 | Perineal urethrostomy

Surgical creation of a neomeatus in the perineum.
N 2NEW

2.7 | Sling surgery

A synthetic, biological, or composite sling placed ven-

trally of the urethra to treat stress urinary incontinence.
NEW (sling already defined)
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2.7.1 | Reposition sling

The sling pulls in and up the bulbous urethra. NEW

2.7.2 | Compressive sling
The sling compresses the urethra against the pubis. NEW

Adjustable slings
The pressure on the urethra can be readjusted over
time. NEW

Non-adjustable slings
These cannot be adjusted once inserted in place. NEW

2.8 | Artificial urinary sphincter

Use of a prosthetic device, encircling the urethra which
creates occlusion to restore continence. The cuff can be
placed in the bulbar uretra or in the bladder neck to
restore continence.”* There are a number of different
devices available using two or three components with
different techniques of implantation. NEW

2.9 | Bulking agents
Endoscopic injection of inert substance into proximal

urethral wall to achieve continence by coapta-
tion. NEW

2.10 | Botulinum toxin to external
sphincter

Endoscopic injection of toxin into the external sphincter
complex. NEW

2.11 | Urethral diverticulectomy

Excision of a pseudo diverticulum (out-pocketing) of
urethral mucosa. NEW

212 | Urethral prosthesis or stent
Placement of a temporary or permanent synthetic tube
splint device in a stenotic urethral segment to avoid

restenosis of the urethra or to keep the external sphincter
open in detrusor-external sphincter dyssynergia.” NEW
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2.13 | Urethral fistulectomy

Excision of a fistulous segment between the urethral
lumen and the exit of the fistula (skin, bowel) and repair/
reconstruction of the fistula openings. NEW

3 | SECTION II: PROSTATE
PROCEDURES

Partial removal of the prostate (transition zone) for the
treatment of benign diseases (e.g., benign prostatic
obstruction) or complete removal of the prostate and ad-
jacent tissues for the treatment of malignant diseases (e.g.,
prostate cancer). The routes to the prostate may be through
the urethra, abdomen (transperitoneal), retropubic space
(extraperitoneal), perineum or vessels (arteries). The sys-
tematics of prostate operations is shown in Figure 1.

3.1 | Transurethral procedures of the
prostate

Various prostate operations through the urethra to widen
the proximal prostatic urethra by removal or compres-
sion of the transition zone. Tissue removal may be im-
mediate or delayed. NEW

3.1.1 | Transurethral procedures with
immediate tissue ablation

Transurethral operations with removal of prostate tissue
during the operation using different energy sources (electric
current, LASERs,” or highly focused waterjet) and tissue
removal techniques (fragmented, en bloc, or by vaporiza-
tion), with or without suprapubic trocar to aid bladder ir-
rigation. The resection is limited to the proximal prostatic
urethra (resection margin: verumontanum). gy ;sNEW

3.1.2 | Transurethral resection
procedures

Usually done in small to intermediate volume prostates
but can be dependent on the experience and resection
speed of the operating surgeon.

Transurethral resection of the prostate (TURP)
Fragmented prostate tissue removal using a resection
loop and monopolar (m-TURP) or bipolar electric current
(b-TURP).® NEW
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Holmium LASER resection of the prostate (HoLRP).
Fragmented prostate tissue removal by using the pulsed
2140 nm wavelength holmium LASER. NEW

Thulium LASER resection of the prostate (ThuRP or
TmLRP). Fragmented prostate tissue removal by using
the continuous wave thulium LASER with a wavelength
between 1940 and 2013 nm. NEW

Aquablation of the prostate. Robot-assisted, fragmented
prostate tissue removal by using a powerful waterjet
stream (hydrodissection) under transrectal ultrasound
control of the prostate.” NEW

3.1.3 | Transurethral vaporization
procedures

Usually done in small to intermediate volume prostates
(<80 cm®).

Bipolar transurethral electrovaporization of the prostate
(B-TUVP)

Prostate tissue removal by vaporization using high-
frequency bipolar electric current.'” NEW

“GreenLight” LASER vaporization of the prostate
(GreenLight-VAP). Prostate tissue removal by vaporiza-
tion using the 532nm wavelength KTP (kalium [po-
tassium] titanyl phosphate) or LBO (lithium borat)
LASER."' NEW

Holmium LASER vaporization of the prostate (HoLAP).
Prostate tissue removal by vaporization using the pulsed
2140 nm wavelength holmium LASER. NEW

Thulium LASER vaporization of the prostate (ThuVAP).
Prostate tissue removal by vaporization using the
continuous wave thulium LASER with a wavelength
between 1940 and 2013 nm. NEW

Diode LASER vaporization of prostate (p-VAP). Prostate
tissue removal by vaporization using the diode LASER
with a wavelength of 940, 980, 1318, or 1470 nm (de-
pending of the used semiconductor).® NEW

3.1.4 | Transurethral vaporesection
procedures

Usually done in small to intermediate volume prostates
(<80 cm®).
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FIGURE 1 Classification of prostate operations for benign (blue) or malignant diseases (green). Abbreviations and systematics are
explained in the text
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Transurethral vaporesection of prostate

(TUVRP, TUVP)

Fragmented prostate tissue removal by electric resec-
tion and simultaneous vaporization using a broad
resection loop (combination of TURP and
b-TUVP). NEW

Thulium vaporesection of the prostate (ThuVARP).
Fragmented prostate tissue removal by resection and si-
multaneous vaporization using the continuous wave
Thulium LASER with a wavelength between 1940 and
2013 nm. NEW

3.1.5 | Transurethral enucleation
procedures

Usually done in large volume prostates (>80 cm®) but can
also be done in small or intermediate volume prostates.

Transurethral enucleation of prostate (TUEP, TUBE,
or EEP)

En bloc removal of the transition zone by using mono-
polar or bipolar electric current and specifically designed
hooks or loops to approach the surgical capsule and blunt
peeling of the prostatic adenoma with the shaft of the
resectoscope afterwards. NEW

Holmium LASER enucleation of the prostate (HoLEP). En
bloc removal of the transition zone and separation of the
tissue between the adenoma and surgical capsule by using
the pulsed 2100 nm wavelength holmium LASER.'>"* NEW

Thulium LASER enucleation of the prostate (ThuLEP). En
bloc removal of transition zone by using the thulium LA-
SER with a wavelength between 1940 and 2013nm to
approach the surgical capsule and blunt peeling of the
prostatic adenoma. The thulium LASER vapo-enucleation
(ThuVEP) technique is identical."* NEW

Diode LASER enucleation of prostate (DiLEP). En bloc
removal of transition zone by using the diode LASER
with a wavelength of 940, 980, 1318, or 1470 nm
(depending of the wused semiconductor) to
approach the surgical capsule and blunt peeling of the
prostatic adenoma with the shaft of the resecto-
scope.'” NEW

“GreenLight” LASER enucleation of the prostate (Green-
LEP). En bloc removal of the transition zone using the
532nm wavelength KTP (kalium [potassium] titanyl
phosphate) or LBO (lithium borat) LASER to approach
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the surgical capsule and blunt peeling of the prostatic
adenoma with the shaft of the resectoscope. NEW

3.1.6 | Transurethral procedures with
delayed tissue removal

Transurethral prostate operations using different energy
sources or molecules which cause tissue damage during
the operation and delayed desquamation (sloughing) of
prostatic tissue during the next weeks or months, thereby
reducing benign prostatic obstruction over time. gy J/NEW

Transurethral microwave therapy (TUMT)
Destruction and secondary ablation of prostate tissue by
transurethral delivery of high-energy microwaves through
an intraurethral antenna. Tissue is destroyed by being
heated up to temperatures above cytotoxic thresholds
(>45°) causing coagulation necrosis.'® NEW

Convective water vapor energy (WAVE) ablation of the
prostate

Destruction and secondary ablation of tissue by trans-
urethral application of water vapor thermal energy in-
jected into the prostate by needles."” NEW

NX-1207 injections of the prostate

Destruction and secondary ablation of prostate tissue by
transurethral (or transrectal) injection of fexapotide tri-
flutate (NX-1207)."* g SNEW

PRX302 injections of the prostate

Destruction and secondary ablation of prostate tissue by
transurethral (or transrectal) injection of topsalysin
(PRX302)." gx NEW

Transurethral needle ablation of the prostate (TUNA)
Destruction and secondary ablation of prostate tissue by
insertion of needles into the prostate and application of
radiofrequency thermal energy causing a coagulation
necrosis.”’ gy JNEW

Botulinum toxin injections of the prostate

Destruction and secondary ablation of prostate tissue by
transurethral (transrectal, transperineal) injection of
100-300 U onabotulinumtoxinA (Botox) or 300-600 U
abobotulinumtoxinA (Dysport).” py sNEW

Ethanol injections of the prostate
Destruction and secondary ablation of prostate tissue
by transurethral injection of dehydrated 95-98%

ethanol.”*** gy JNEW
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3.1.7 | Transurethral procedures
without tissue removal

Immediate relief of benign prostatic obstruction by inci-
sion or compression of prostatic tissue without tissue
removal. Minimally-invasive procedures aim to reduce
morbidity compared with operations with immediate
tissue removal (see Section 1.1). NEW

Transurethral incision of the prostate (TUIP)
Diathermic incision of the transition zone at the 5 and 7
o'clock positions until the prostate capsule from the ur-
eteral orifices until the verumontanum. TUIP works best
in small volume prostates (<30 cm®). Some surgeons in-
cise unilaterally to reduce the risk of retrograde ejacu-
lation. NEW

Prostatic stents

Transurethral implantation of metallic prostate stents of
different shapes and materials. Prostate stents may be
implanted temporarily (removable) or permanently (non-
removable). The latest development is the iTIND system
made out of nitinol which is transurethrally inserted into
the prostatic urethra where it expands and incises the
prostatic tissue at the 5 and 7 o'clock positions, similar
to TUIP. The iTind device is removed 5 days later.”*
FN 10NEW

Prostatic urethral lift (PUL)

Transurethral implantation of small anchors (made of
nitinol, stainless steel, and a polyester suture) through
the entire anterior prostate which compress prostatic
tissue against the anatomic prostate capsule to widen
the proximal anterior prostatic urethra. PUL works
best in small to intermediate volume prostates
(<60-80 cm®).”> NEW

3.2 | Open or laparoscopic/robot-
assisted procedures of the prostate

3.2.1 | Suprapubic open prostatectomy
(prostate adenomectomy, open enucleation
of prostate)

Removal of the prostatic adenoma (transitional zone)
after lower abdominal wall incision, either through
the bladder (Freyer; Hryntschak)*®*”*® or anterior
prostatic capsule (Millin). These operations are
usually done in large volume prostates (>80cm?).
rN 1INEW
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3.2.2 | Laparoscopic/robot-assisted
adenomectomy (enucleation of prostate)

Extraperitoneal or transperitoneal enucleation of prostate
with laparoscopic or robotic armamentarium. The en-
ucleation of the prostate adenoma is similar to open
enucleation of the prostate and can be done by the
transvesical (Freyer; Hryntschak) or transcapsular ap-
proach (Millin). These operations are usually done in
large volume prostates (>80 cm®). NEW

Open suprapubic radical prostatectomy

Radical removal of the entire prostate and seminal ve-
sicles via an open, extraperitoneal approach for the
treatment of prostate cancer. NEW

Open perineal radical prostatectomy

Radical removal of the entire prostate and seminal ve-
sicles via a perineal approach for the treatment of pros-
tate cancer. NEW

Laparoscopic radical prostatectomy (LRP) or robot-
assisted radical prostatectomy (RARP)

Radical removal of the entire prostate and seminal vesi-
cales via a minimally-invasive abdominal extraperitoneal
or transperitoneal or even transperineal approach by
using trocars and laparoscopic armamentarium for the
treatment of prostate cancer. NEW

3.3 | Prostatic artery
embolization (PAE)

Destruction and secondary ablation of prostate tissue by
uni- or bilateral embolization of prostatic arteries with
microspheres. Tissue damage is done during the operation
but desquamation (sloughing) of prostatic tissue occurs
only during the next weeks or months, thereby reducing
benign prostatic obstruction over time. PAE belongs to the
secondary ablative procedures, is performed in local an-
esthesia and is a minimally-invasive procedure which
aims to reduce morbidity compared to operations with
immediate tissue removal (see Section 1.1).” NEW

4 | SECTION III: BLADDER NECK
PROCEDURES

Widening of the bladder neck with the intent of relieving
bladder outlet obstruction, usually caused by primary
bladder neck hypertrophy or secondary neck stenosis."
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41 | Endoscopic bladder neck incision

Transurethral incisions of bladder neck tissue at the 5 and/
or 7 oclock positions using a metal hook with electric
current or a LASER beam. An additional incision can be
made at the 12 o'clock position if the bladder neck is still
incompletely opened. Some surgeons only incise uni-
laterally to reduce the risk of retrograde ejaculation. NEW

4.2 | Endoscopic bladder neck resection

Transurethral resection of bladder neck tissue using a
metal loop with electric current. NEW

4.3 | Open/laparoscopic/robot-assisted
bladder neck incision with Y-V plasty

Complete incision through the anterior bladder neck tissue
in Y-shape and resuturing the tissue in V-shape after open
or laparoscopic approach of the retropubic space.” NEW

4.4 | Open/laparoscopic/robot-assisted
bladder neck resection

Complete removal of the entire bladder neck via an open
or laparoscopic approach and reconnection of the pro-
static urethra to the bladder. NEW

4.5 | Botulinum toxin to bladder neck
This involves injection of botulinum toxin mixed with

normal saline to the bladder neck for relief of functional
obstruction. gy 1.NEW

5 | SECTION IV: BLADDER
PROCEDURES

5.1 | Urethrocystoscopy

Direct visualization of the inner wall (mucosa) of urethra
and bladder. It implies a form of endoscopic method. NEW
5.1.1 | Flexible urethrocystoscopy

Direct visualization of the bladder and urethra using a
hand operated flexible scope, a thumb lever allows the

scope to be deflected as required to visualize the entire
bladder. Can be performed under local or general
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anaesthesia predominantly for diagnostic purposes or can
be combined with tissue ablation. NEW

5.1.2 | Rigid urethrocystoscopy

Direct visualization of the bladder and urethra using a
rod-lens telescope optical system as well as a rigid sheath.
Usually performed under local, regional, or general an-
aesthesia for diagnostic or therapeutic purposes. NEW

5.2 | Transurethral bladder biopsy

Removal of sample of bladder tissue or lesion by the
endoscopic, transurethral route, by means of mechanical
or diathermic instrument with diagnostic intent. NEW

5.3 | Transurethral resection of the
bladder

Removal of bladder tissue or lesion by endoscopic transure-
thral route with both, diagnostic and therapeutic intent.
Different energy sources can be used (electric energy,
LASER). NEW

54 | Cystodiathermy

Selective cauterization of areas of the bladder using dif-
ferent energy sources through an endoscope with ther-
apeutic intent. NEW

5.5 | Bladder distension

Infusion of fluid usually saline, under anaesthesia with
the intent to stretch or distend the bladder walls in excess
of usual physiological capacity. NEW

5.6 | Bladder wall injections

Injection of a pharmaceutical agent into the bladder wall
(to the suburothelial space or detrusor), using a needle
inserted through the endoscope. NEW

5.7 | Bladder instillations

This involves instillation of a chemical substance via a

urethral catheter mostly under local anaesthesia. Usually
there are multiple instillations spread over a period of
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time. EMDA treatment (electromotive drug administra-
tion) aims to increase drug concentration in the vesical
wall by iontophoresis and electrophoresis to overcome
the urothelial barrier. NEW

5.8 | Cystectomy

Removal of the urinary bladder using a transabdom-
inal open/laparoscopic/robot-assisted approach. Cy-
stectomies are most frequently done for the treatment
of bladder cancer but can also be a valid option for
treatment resistant bladder pain syndromes or small
capacity bladder where minimally invasive treatments
have failed. NEW

5.9 | Partial cystectomy

A segment of urinary bladder (e.g., bladder dome) is
excised. NEW

59.1 | Supratrigonal cystectomy

The entire bladder except the trigone and bladder neck is
excised. NEW

5.9.2 | Total cystectomy

The entirety of the organ (urinary bladder) is removed.
Usually for benign conditions. NEW

5.9.3 | Radical cystectomy

The entirety of the urinary bladder is removed along with
adjacent organs or structures (prostate/seminal ve-
sicles). NEW

510 | Bladder diverticulectomy

Excision of a bladder pseudodiverticulum using a trans-

vesical or extra vesical approach, by abdominal open,
laparoscopic or robotic assisted techniques. NEW

5.11 | Bladder psoas-hitch

Fixation of bladder wall to the psoas muscle aponeurosis
with the intent of reducing tension of a ureter to bladder
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anastomosis in case of shortened/strictured distal
ureter.’’ NEW

512 | Boari flap

Use of a segment of bladder wall to create a tube, wich is
then anastomosed to the remaining ureter with the intent
of substituting the terminal ureter in case of shortened/
strictured distal ureter.”’ NEW

513 | Cystolithotomy

Surgical removal of a bladder stone through the abdomen
and the bladder wall. NEW

5.13.1 | Percutaneous cystolithotripsy/
cystolitholapaxy

Minimally invasive fragmentation of the bladder stone by
ultrasonic or pneumatic lithotripsy or LASER and removal
of the stone fragments via a thin suprapubic channel and an
abdominal access sheath. NEW

5.13.2 | Transurethral cystolithotripsy/
cystolitholapaxy

Fragmentation of a bladder stone via the transurethral
route with urethral removal of fragments. Different en-

ergy sources can be used, from direct mechanical to
LASER impulses. NEW

5.13.3 | Open, laparoscopic, or
robot-assisted bladder stone removal
Complete removal of a bladder stone (without fragmen-
tation) by a suprapubic open or laparoscopic or robotic
approach. NEW

5.14 | Fistula repair

Excision and closure of an abnormal passage between
two epithelial surfaces.

5.14.1 | Vesico-cutaneous fistula repair

Excision of a fistula between bladder and skin. NEW
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5.14.2 | Enterovesical fistula repair

Excisison of a fistula between the bladder and an in-
testinal segment, usually with reconstruction of the in-
testinal tube and bladder wall. NEW

5.14.3 | Rectourethral fistula repair

Excision of a fistula between the rectum and (prostatic)
urethra, often associated with prostatectomy and tem-
porary artificial anus. NEW

515 | Cystorrhaphy

Suture of a laceration, injury, or rupture in the urinary
bladder. NEW

6 | SECTION V: URINARY
DIVERSIONS AND
RECONSTRUCTIONS

Urinary diversion is any surgical procedure that alters
the usual passage of urine from the kidneys. It may or
may not involve the addition of bowel into the urinary
tract, either to reroute the urine or replace/augment the
native urinary tract. All urinary diversions and re-
constructions can be done as an open procedure, lapar-
oscopically, or robot-assisted. NEW

6.1 | Incontinent diversion

Rerouting of the urine from the urinary bladder, with
or without removal of all or part of the urinary blad-
der. Reconstruction often involves addition of an
isolated intestinal segment (stomach/small intestine/
colon). Egress of urine is cutaneous and requires
containment. Common incontinent diversions include
ileal/colonic conduits, ileovesicostomy and ureter-
ostomy. NEW

6.1.1 | Ileal conduit

A rerouting of the urine from the ureters through an
isolated segment of terminal ileum to a premarked
site on the skin. It is in most parts of the world
the most common diversion performed after
cystectomy. NEW
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6.1.2 | Sigmoid or colon conduit

A segment of sigmoid or colon is used for the urinary
diversion where the ileum cannot be used or its ap-
pearance as a stoma onto healthy skin in the usual po-
sition is not possible. It is usually performed in cases of
pelvic irradiation, regional enteritis, or short bowel syn-
drome. NEW

6.1.3 | Vesicostomy

A method of creating a communication between
the bladder and the skin. This procedure is indicated
in children with vesicourethral dysfunction (myelo-
meningocele, posterior urethral valve) who are unable
to void or cannot catheterize through the ure-
thra. NEW

6.1.4 | Ileovesicostomy

A communication from the bladder through an isolated
segment the ileum to the skin. This method is typically
employed with high spinal lesion patients who cannot
perform intermittent catheterization. NEW

6.1.5 | Cutaneous ureterostomy

Direct anastomosis of the ureter to the skin. Can be loop
or end cutaneous ureterostomy. NEW

6.2 | Continent urinary diversion

Re-routing of the urine from the urinary bladder. Re-
construction usually involves an isolated intestinal seg-
ment (stomach/small intestine/colon). Continence
mechanisms may utilize existing sphincters (anal, ure-
thral or ileocaecal valve) or be created by tunneling a
bowel segment through the bladder/neobladder which
requires catheterization. Egress of urine can therefore be
via the anus (ureterosigmoidostomy) via the urethra
(neobladder) or via a continent catheterisable channel
(e.g. Mitrofanoff, Kock pouch, Mainz I). NEW

6.2.1 | Orthotopic

Reconstructed bladder reservoir (entirely or partially con-
structed from bowel; usually terminal ileum) anastomosed to
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the native urethra, usually utilizing the urethral sphincter as
a continence mechanism. Diversion may be supratrigonal or
total substitution—See 3.2 for more details on bladder sub-
stitution reconstructions. *'NEW

6.2.2 | Heterotopic

Reconstructed urine storage organ (neobladder), which is
attached directly the to ureter(s). Created entirely from
bowel (usually terminal ileum), this neobladder resides
outside the pelvis, and requires a catheterisable continent
channel to the skin. NEW

Ileal reservoir

This neo-bladder is made entirely of ileum. It is opened
at the anti-mesenteric border and stitched back in a de-
tubularised manner. NEW

Ileocaecal reservoir
This neo-bladder is constructed from terminal ileum and
caecum incorporating the ileo-caecal valve. Again, this
isolated piece is de-tubularized to be stitched back to-
gether to decrease the peristalsis and increase capacity of
the reservoir. NEW

Pouches using large bowel

Indiana pouch. Utilizes a segment of terminal ileum,
caecum, and ascending colon. The ureteric implanta-
tion along the tinae coli and plication sutures of the
ileal stoma conduit for improvement of con-
tinence. NEW

Charleston pouch. Utilizes the same bowel segments of
Indiana pouch with the addition of the appendix as the
cutaneous catheterisable stoma. NEW

Mainz II pouch. Also known as sigma-rectum pouch.
Hence the pouch is created from a segment of rectum
and sigmoid colon. The Mainz-II can also be utilized to
convert a uretero-sigmoidostomy or colonic con-
duit. NEW

Lundiana pouch. Utilizes the ileocaecal segment with an
instussuscepted ileal nipple, including the ileocaecal
valve as efferent segment. NEW

Small bowel pouches
Studer pouch. Utilizes a segment of terminal ileum of

approximately 54 cm length 25 cm proximal from the
ileocaecal valve. The ureteric implantation site is
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located at the proximal end of a closed ileum segment
(chimney usually at the right side with a length of
14 cm), whereas the rest of the ileum is opened at the
anti-mesenteric border and stitched back to a plate
which is then formed to a neobladder and anastomized
to the urethra. NEW

Mansoura pouch. Construction of a detubularized W-
shaped ileal reservoir in which two serous lined
troughs and two tapered ileal segments are used, one
for reflux prevention and the other as a continent
outlet. NEW

6.3 | Cystoplasty

A reconstructive procedure involving the addition of a de-
tubularized bowel segment usually to the native bladder.
The bladder is bivalved (as a clam) and the isolated piece of
bowel is interposed between with the intention of increas-
ing capacity, reducing bladder pressure or treating re-
fractory detrusor overactivity. The outlet of this may be the
native urethra (utilizing the intrinsic continence of the ex-
ternal urethral sphincter) or a created abdominal stoma
(emptied via catheterization. NEW

6.3.1 | Ileocystoplasty

The piece of bowel used is terminal ileum at least 30 cm
from ileo-caecal junction. NEW

6.3.2 | Gastrocystoplasty

An isolated piece of stomach is utilized to fashion an
augmented bladder. NEW

6.3.3 | Colocystoplasty

Generally, sigmoid colon is used. NEW

6.3.4 | Ureterocystoplasty

The ureter is used to bridge the gap in a clammed
bladder. This is only used if there is a mega ureter post
severe long-standing dilatation of the upper tract with
the ipsilateral non functioning kidney that will be
removed at the same time or previously has been re-
moved. This is mainly utilized in pediatric popula-
tion. NEW
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6.3.5 | Bladder auto-augmentation

Removal or incision of a portion of the detrusor leaving
behind the exposed mucosa which bulges out, with the
aim of reducing bladder pressures. NEW

6.4 | Supratrigonal/substitutional
reconstruction

If an adequate reservoir capacity cannot be obtained
using a bowel patch, then a substitution procedure is
required. This reconstruction can include the trigone of
the native urinary tract or consist of a reservoir created
entirely from autologous tissue. These are described se-
parately below. NEW

6.4.1 | Supratrigonal

The dome of the bladder is excised leaving the trigonal
plate/bladder base, with attached ureters, to the native
urethra. A reservoir (created from an isolated bowel
segment) is then fashioned and anastomosed to the tri-
gone. Although a number of bowel segments can be
utilized, distal ileum is most commonly selected for re-
construction. A continent catheterisable stoma (usually
catheterized via the anterior abdominal wall) can also be
used in addition to this reconstructive technique. This
technique usually spares the nerves maintaining sexual
function. NEW

6.4.2 | Substitutional

This reconstruction does not utilize any part of the native
bladder. Following cystectomy, a reservoir is constructed
from bowel (usually terminal ileum) and the ureters are
anastomosed to this, that is, orthotopic neobladder. The
reservoir is then, in turn, anastomosed to the native ur-
ethra. NEW

6.5 | Continent stoma
6.5.1 | Appendicovesicostomy
(Mitrofanoff)

Use of an isolated appendix on a vascularized pedicle as a
catheterizable route of access to the bladder from the
skin as an alternative to the urethra. NEW
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6.5.2 | Yang-Monti catheterizable
channel

A variant of the Mitrofanoff procedure in which a short
segment of bowel is reconfigured into a long tube posi-
tioned between bladder and skin to permit intermittent
catheterization. NEW

6.5.3 | Stapled continent conduit
(Bejany and Politano)

A continent colonic urinary reservoir with a tapered
distal ileal segment with a gastrointestinal anastomosis
stapler with a catheterizable abdominal stoma. NEW

6.5.4 | The gastroileal reservoir
(Lockhart)

A continent urinary diversion where segment of stomach
and proximal ileum is used to construct the re-
servoir. NEW

6.6 | Continent heterotopic urinary
diversion
6.6.1 | Ureterosigmoidostomy—Sigma

rectum pouch (Mainz pouch II)

Modification that involves detubularizing the recto-
sigmoid colon and reconfiguring the detubularized seg-
ment into a spherical shape, while maintaining bowel
continuity.”* NEW

6.7 | Suprapubic catheter

This involves insertion of a catheter via suprapubic route.

6.7.1 | Seldinger technique

The catheter is inserted into the bladder from the su-
prapubic route by seldinger technique through a spe-
cially designed kit. After ensuring the bladder is full a
needle is inserted from suprapubic skin directly into the
bladder. Once aspiration of urine is confirmed the tract is
dilated with a trocar and the catheter is inserted via a
specially designed sheath. This process can be aided by
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direct endoscopic visualization or under ultrasound gui-
dance. NEW

6.7.2 | Open/laparoscopic/robot-assisted
technique

This involves insertion of a catheter into bladder via the
suprapubic route under direct visualization of the blad-
der puncture. This entails incising skin, subcutaneous
tissues, and sheath of the anterior abdominal wall. It is
ensured the bladder is as full as possible and under direct
vision the catheter is inserted into the bladder. NEW

6.7.3 | Button cystostomy

This procedure involves insertion of a gastrostomy but-
ton normally used for enteral nutrition into the bladder,
using a endoscopic technique. Button cystostomy results
in a continent device that permits urine drainage by su-
prabucic route, as well as suprapubic catheter, resulting
more cosmetically acceptable, with less obstacles for
sports activities, swimming, improving quality of life
especially in children and young adults. NEW

7 | SECTION VI: VESICO-
URETERIC JUNCTION AND
URETER PROCEDURES

7.1 | Vesicoureteric junction operations
7.1.1 | Ureteral reimplants
Ureteroneocystostomy

Direct reimplantation of the ureter into the bladder,
primarily for disease involving the lower third portion of
the ureter. NEW

Intravesical (Politano-Leadbetter) technique. A ureter-
oneocystostomy in which the ureter is excised from its
attachment to the bladder and reattached intravesically
in a more medial and superior position with a new sub-
mucosal tunnel.”* NEW

Extravesical ~ (Lich-Gregoir)  techniques. An  ureter-
oneocystostomy where the ureter is mobilized extra-
vesically along the course of the ureter and the detrusor
and then divided in the direction of the ureter. The ureter
is then anastomosed to the bladder mucosa and the di-
vided detrusor sutured to cover the ureter, creating a
submucosal ureteral tunnel.** NEW
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Ureteral advancement (Glenn-Anderson) reimplantation
technique. The submucosal tunnel is made from the
original ureteral meatus to the bladder neck—with or
without incision of detrusor proximally from the ori-
ginal ureteral orifice—allowing the ureter to follow its
natural course without the risk of folding or ob-
struction of the ureter.”” NEW

Cross-trigonal (Cohen) technique. A submucosal ureteral
tunnel is created transtrigonally, allowing the new ur-
eteral orifice to be created around the contralateral ur-
eteral orifice. NEW

Intra-extra vesical technique (Paquin). A type of ureter-
oneocystostomy in which the ureter is excised from its
attachment to the bladder and reattached in a more
posteromedial position. NEW

7.1.2 | Ureterocele incision/resection

This involves endoscopic resection/incision of the ur-
eterocele. NEW

7.1.3 | STING (subtrigonal injection of
inert substance) procedure

This entails injection of an inert substance via endoscopic
technique at the vesico-uretric junction to treat reflux.
Teflon was initially used but other inert substances can
be used alternatively. NEW

7.1.4 | Ureter procedures

Ureteroscopy

Upper urinary tract endoscopy performed with a semi rigid
or flexible endoscope passed through the urethra, bladder,
and then directly into the upper urinary tract. NEW

Unilateral/bilateral retrograde pyelography

Evaluation of the ureter by injection contrast on either
side and undertaking live fluoroscopy to delineate the
anatomy of the ureter. NEW

Endoluminal stents (ureteral stenting)

Threading a thin tubular catheter into segments of the
ureter, either down into the bladder internally, or to an
external collection system, through the skin (percuta-
neously), or through the bladder via a cystoscope. Stents
consist of an elongated body portion and a retention
module. NEW
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Ureterolysis

Mobilization and freeing of the ureter by surgical dis-
placement of the ureters from the surrounding disease/
adhesions, or from retroperitoneal fibrosis process with
lateral/intraperitoneal transposition and/or omental
wrapping of the involved ureter. NEW

Ureterolithotomy

Open, laparoscopic or robot-assisted removal of a calcu-
lus lodged in the ureter through a direct incision of ureter
over the calculus. NEW

Endoureterotomy
Endoscopic incision of a benign ureteral lesion or ur-
eteroenteric strictures. NEW

Ureteroureterostomy

An end-to-end anastomosis of the segments of the same
ureter, with excision of the intervening injured, tumor, or
scarred ureter. Transperitoneal ureteroureterostomy is a
special urinary reconstruction with side-to-end anasto-
mosis of the injured ureter from one side across the
peritoneal cavity under the mesentery of the intestine to
the healthy ureter on the opposite side. NEW

7.1.5 | Ureteroplasty
Any surgical reconstruction of the ureter. NEW

Graft ureteroplasty

Use of buccal mucosa, preputial skin, and bladder mu-
cosa to graft partially obliterated or defective ur-
eter. NEW

Flap ureteroplasty
Use of bladder mucosa or bowel to substitute partially
obliterated or strictured ureter. NEW

Ileal ureteric replacement
A segment of ileum is used to replace the damaged ur-
eter. NEW

7.1.6 | Anastomosis to a bowel segment

The Bricker technique
Spatulating and anastomosing each ureter to the serosa
of the bowel segment separately. NEW

Wallace I (66) surgical technique
Both ureters are spatulated to the same length. Their
medial walls are anastomosed together, and the free
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edges of the newly conjoined ureters are then anasto-
mosed to the proximal end of an open bowel seg-
ment. NEW

Wallace II (69) technique

Head-to-tail anastomosis: Blood supply is protected by
suturing the apex of one ureter to the end of the other.
The posterior medial walls are sutured together, and then
the ends and lateral walls are sutured to the bowel seg-
ment. NEW

FOOTNOTES

FN 1: The first stage involves incising the penile urethra
ventrally, excising the stricture segment comple tely and
applying an inlay graft (often oral mucosa graft). A period
of at least 4-6 months is required to allow adequate vas-
cularization of the graft before the final stage of the repair
requiring tubularisation of the graft. Occasionally an in-
termediate stage is required with additional graft inlay.

FN 2: The word boutonniére is frequently used as a
synonym.

FN 3: LASER energy aims to reduce the intra- and
postoperative blood loss, even in larger prostates. Dif-
ferent LASER wavelengths are available, producing an
array of resection, thermal vaporization, or enucleation
of prostatic tissue. Enucleation techniques are a combi-
nation of blunt dissection and judicious use of electric or
LASER energy to separate the prostate adenoma from the
underlying surgical capsule. The adenoma tissue is pu-
shed into the bladder and has to be retrieved by mor-
cellation/resection at the end of the procedure.

FN 4: These procedures are also known as secondary
ablative procedures, are minimally-invasive and aim to
reduce morbidity compared to operations with im-
mediate tissue removal (see Section 3.1.1). These proce-
dures are usually done in small to intermediate volume
prostates (<60-80 cm®).

FN 5: The procedure is currently under clinical
evaluation.

FN 6: The procedure is currently under clinical
evaluation.

FN 7: The procedure is not in routine use anymore in
most parts of the world.

FN 8: The procedure is no longer recommended be-
cause of the poor outcome results

FN 9: The procedure is no longer recommended be-
cause of the poor outcome results.

FN 10: Elderly men with multiple comorbidities may
be unfit to undergo surgical management of benign
prostatic obstruction and, therefore, are only suitable for
minimal-invasive procedures without anesthesia.
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FN 11: While the term “simple prostatectomy” has
been used synonymously for open adenomectomy or
open enucleation of the prostate, it is misleading because
only the hyperplastic adenomatous and not the entire
prostate are removed. The nonhyperplastic peripheral
and central prostatic zones as well as the anterior fi-
bromuscular stroma are not removed and the prostatic
capsule and seminal vesicles are also left in situ. In the
era of prostatectomy for prostatic malignancy, use of the
term “simple prostatectomy” should be discouraged to
avoid confusion.

FN 12: This is still an experimental technique.
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a project with similar scope and the two organizations liaised to harmonize
their conclusions while respecting each other's processes.

Results: A hundred people from 18 countries responded to the questionnaire.
About a third (32.2%) of those declaring their nationality were from the UK
and a further third (34.5%) from other English-speaking countries. Two-thirds
(67.8%) lived in Europe; around a quarter (23%) in North America; and 9.2% in
Australasia. Seven main design categories of products were identified and,
while clear consensus was readily achieved in naming some of them, others
required more work to determine the best term among multiple contenders.
Conclusions: The working group concluded that the seven product design
categories should be called: (a) pads; (b) unbacked pads; (c) male pads; (d)
male pouches; (e) pull-on pads (protective underwear); (f) all-in-ones (wrap-
around pads, adult briefs); and (g) belted pads (belted products), in which the

1 | INTRODUCTION

Not all bladder or bowel incontinence problems can be
completely and permanently cured. The challenge for
those whose symptoms persist is to discover how to
deal with their incontinence to minimize its impact on
their health and quality of life (QoL). And this usually
includes managing urine and stool leakage using
continence products. Even those whose incontinence
is ultimately treated successfully may have to live with
symptoms for a time—for example, while waiting for
surgery, or for pelvic floor muscle training to yield its
benefits—and they may use continence products tem-
porarily during this waiting period. Others may use
them as an adjunct to a treatment that reduces their
leakage (eg, bladder training, toileting programs)
without eliminating it. Still, others may use products
intermittently, limiting their use to particular time-
frames or activities associated with troublesome leak-
age. However, some use products permanently, either
following treatment that has not been (completely)
successful or because—depending on their frailty, se-
verity of symptoms, and personal priorities—they are
not candidates for treatment.

Successful management of incontinence with pro-
ducts is often referred to as “contained incontinence”
and can bring substantial benefits to QoL even though
a cure has not been achieved.! A wide variety of such
products exists but by far the most common are single-
use (as opposed to reusable/washable) body worn (that
is, worn on the body as opposed to bed and chair
protectors) absorbent products. The ICS defines ab-
sorbent products as “... those that have been specifi-
cally developed to help manage leakage or soiling,

ICS Standards 2024: 1.1CS Standardisations
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bracketed terms are judged acceptable (though not preferred) alternatives.

such as absorbent pads and pants, absorbent bed
sheets and chair covers”” and they come in a range of
different designs. The purpose of this report is to re-
commend terms for single-use body worn absorbent
products. The primary purpose of such products is to
absorb and thereby contain urine, however, some de-
signs may also be used to contain faeces either alone or
in combination with urine. There are a very small
number of products made from absorbent materials
that are designed specifically to contain faeces alone;
these are not included within the scope of this report.
The names used to describe absorbent products can vary
considerably among—and even within—countries and cul-
tures. This has resulted in a confusing plethora of synonyms
in the clinical/academic literature,®* as well as the literature
provided by product suppliers, and information available on
the internet or through other media such as magazines.
Standardized terminology, providing preferred terms that all
are encouraged to use, would facilitate understanding and
communication among users, caregivers, clinicians, re-
searchers manufacturers, and government agencies. To that
end, the ICS appointed an international working group of
experts in the field of containment with continence products
to consult widely across the international community of
people concerned with these products to establish a standard
terminology that enjoys widespread support. The guiding
principles were to identify—and recommend—for each
product design category, that term most widely acceptable
internationally, favoring—where possible—terms which are
most helpfully descriptive of a design's characteristic features
and avoiding terms with child/toddler/baby connotations.
This report summarizes the recommendations of the
working group. Further, detailed Supporting Information is
available on-line on the ICS website (URL to be
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determined), describing: the on-line questionnaire that was
used to solicit the views of stakeholders internationally
(Supporting Information, Appendix A, ICS website); the key
characteristics and views of the respondents (Supporting
Information, Appendices B and C, ICS website); and an
International Continence Society members’ consultation
meeting on the topic at the 2017 annual ICS conference
(Supporting Information, Appendix D, ICS website).

2 | METHODOLOGY

Drawing on their collective experience and the literature
review conducted for the absorbent products section of the
sixth International Consultation on Incontinence,' the
working group created an online questionnaire (Supporting
Information, Appendix A, ICS website) to solicit the opinions
of stakeholders internationally. The questionnaire invited
respondents to identify their interest in these products (such
as product user, healthcare professional, or product manu-
facturer) and their nationality; express their preferences for a
range of offered alternative names for each of seven different
categories of single-use body worn absorbent incontinence
products identified by the working group; suggest—with
reasons—any other alternative names worthy of considera-
tion; and comment on proposed descriptions for the defining
features and main variant features for each of the seven
design categories. The final questionnaire was posted on
12 December 2016 and closed for participation on 7 March
2017, by which time 100 people from 18 countries had re-
sponded. Almost a third (32.2%) of respondents who declared
their nationality were from the UK and about a further third
(34.5%) were from other English-speaking countries. Two-
thirds (67.8%) lived in Europe; around a quarter (23%) in
North America; and 9.2% in Australasia. Details of the
characteristics and views of the respondents are given in
Appendices B and C (Supporting Information, ICS website).

Drawing on the survey findings, the working group
drafted a set of recommendations which were pre-
sented at an open meeting at the 2017 annual con-
ference of the International Continence Society in
Florence attended by 12 experts. This meeting focused
on reaching agreement on rival terms when a clear
consensus was not apparent, and a report of the
meeting is provided in Appendix D (Supporting
Information, ICS website). Part way into this project
the International Organization for Standardization
(ISO) embarked on a parallel project to standardize
nomenclature relating to single-use absorbent body
worn products for incontinence. ICS and ISO working
groups shared their draft reports and recommenda-
tions to achieve as much alignment as they
could while respecting each other's processes. The
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FIGURE 1 A (top), The design of a simple pad (left) and a
transverse section through it (right) to show the layered
construction. B (bottom), The design of a typical all-in-one
product (left) and a transverse section through it (right) to show
the layered construction. 1: Topsheet; 2: Backsheet; 3:
Absorbent core; 4: Acquisition and distribution layer (ADL); 5:
Standing gathers (leg cuffs); 6: Fasteners; and 7: Elastication

terminology adopted in the ISO standard currently
under preparation is expected to be very similar to
that described here. To complete the ICS project,
working group members were invited to comment on
drafts of the final report before it was deemed
completed.

3 | PRODUCT DESIGN FEATURES

Although single-use (disposable) body worn absorbent
incontinence products come in a variety of generic de-
signs, they share many design features in common, as
illustrated in Figure 1 and described in the following
sections. These terms were used in describing the various
proposed product categories in the on-line questionnaire
(Supporting Information, Appendix A, ICS website),
along with an invitation to respondents to identify any
omissions, errors, or preferences for changes. In fact,
terms and descriptions for design features turned out to
be far less contentious than those for product categories,
necessitating only very minor changes to draft text to
arrive at the wording below.

3.1 | Topsheet

The topsheet in an absorbent incontinence product is the
layer of fabric which lies against the wearer's skin. It is
made from a water-permeable material that allows urine
to pass readily through to the acquisition and distribution
layer (ADL) and the absorbent core beneath.
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FIGURE 2 Examples of pads
3.2 | Acquisition and distribution layer

Absorbent incontinence products often have an ADL
between the topsheet (above) and the absorbent core
(below). The ADL is designed to allow urine to enter
the product rapidly, and spread it over a large area of
absorbent core. It is not intended to absorb urine itself.

3.3 | Absorbent core

The absorbent core of an absorbent incontinence product
is where urine is captured and stored. It is made from (a)
material(s) which absorb(s) urine readily and retains it
under pressure, such as when the wearer changes posture
or position.

¥
™
-

N
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FIGURE 3 An example of an unbacked pad

3.4 | Backsheet

The backsheet in an absorbent incontinence product is a
layer of waterproof material which forms the outside
surface of the product, away from the wearer's body. It
may be breathable.

3.5 | Fasteners

Fasteners (Tabs) enable the front and back regions of
all-in-ones and belted pads to be secured to one another,
helping to hold the product in the intended shape and
enable a close fit to the wearer. Fasteners/tabs are most
commonly faced with an adhesive (which usually allows
them to be undone and refastened to achieve the desired
fit) or a hook and loop fastening system.

TABLE 1 Total, new, and changed definitions (from those currently in the ICS Glossary)

Section New definitions/descriptors Changed definitions/descriptors Total
Introduction & methodology 4 0 4
Product design features 7 0 7
Terms for product design categories 7 0 7
Total 18 0 18

Abbreviation: ICS, International Continence Society.

TABLE 2 The defining features and main variant features of pads

Defining features
designed) underwear

Main variant features

Waterproof-backed absorbent products that are held in place using separate, close-fitting (regular or specially

Products may be used by either sex, but some are intended (by their color, style, shape, or the placing of

absorbent material, for example) just for men or just for women.

comfort, and prevent leakage.

underwear.

incontinence (UI).

ICS Standards 2024: 1.1CS Standardisations
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Products may have a wetness indicator.
Products may or may not be suitable for containing fecal incontinence (FI) as well as urinary

Products come with different absorption capacities.
Longitudinal elastic side barriers and leg cuffs on either side of the crotch may be included to improve fit,

Products may have an adhesive strip on the back or adhesive wings to the sides to help secure them in
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TABLE 3 The defining features and main variant features of unbacked pads

Defining features Absorbent products without a waterproof backing used either (a) inside another product such as a category 6
product to supplement its absorption capacity or to reduce the frequency with which it needs to be changed
(the unbacked pad may be changed with relative ease, without necessarily needing to also change the outer
product), or (b) on its own, secured using separate, close-fitting, underwear which itself includes
waterproofing in the pad area

Products may be used by either sex.

Products may be rectangular or contoured to better fit the wearer.
Products come with different absorption capacities.

Products may or may not be suitable for containing FI as well as UL

Main variant features

FIGURE 4 Examples of male pads :
.

3.6 | Elastication FIGURE 5 An example of a male pouch

Elastication is often used to give an incontinence

product the desired shape and to achieve a close fit

with the wearer. It is commonly used in the waist belts ~ product near the edges of the crotch region to promote
of all-in-ones (wrap-arounds, adult briefs), pull-on close contact with the groin on either side of the body.
pads (protective underwear), and belted pads (belted

products). In pull-on pads, it may be used across much

of the area of the product. It is used along the edgesof 4 | RECOMMENDED TERMS FOR
the crotch region in many different designs. PRODUCT DESIGN CATEGORIES

Single-use body worn absorbent products can be divided
3.7 | Leg cuffs into seven distinct categories according to their main

(defining) features. A recommended name for each de-
Leg cuffs (standing gathers) refer to a particular kind sign category is given below, along with descriptions of its
of elastication which may be used longitudinally on a defining—and main variant—features.

TABLE 4 The defining features and main variant features of male pads

Defining features Waterproof-backed absorbent products for men that are designed to cover the penis and scrotum, and are held
in place using separate, close-fitting (regular or specially designed) underwear

Main variant features « Products come with different absorption capacities.
« Longitudinal elastic side barriers and leg cuffs at the sides may be included to improve fit and comfort and
prevent leakage.
« Products may have an adhesive strip on the back to help secure them in underwear.

ICS Standards 2024: 1.1CS Standardisations
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TABLE 5 The defining features and main variant features of male pouches

Defining features

Waterproof-backed absorbent products for men, fashioned into a pocket into which the penis—and sometimes

the scrotum, too—is placed. They are held in place using separate, close-fitting (regular or specially

designed) underwear

Main variant features

« Products come with different absorption capacities.

« Products may have an adhesive strip on the back to help secure them in underwear.
« Products may have a hook and loop fastening system or adhesive tape to secure the product round the penis.

—

FIGURE 6 Examples of pull-on pads (protective
underwear)

41 | Pads

We recommend that products of the kind shown in
Figure 2 should be called pads—waterproof-backed
absorbent products that are held in place using sepa-
rate, close-fitting (regular or specially designed) un-
derwear. The defining features of pads and the main
variant features are described in Table 1, while the
construction of a simple variant is shown in Figure 1A.
Although the online questionnaire found clear inter-
national consensus in favor of pad, two alternative
names (insert and liner) were popular in some coun-
tries, but never more popular than pad (Supporting
Information, Appendix C: Figure C-1 and Table C-1,
ICS website). Accordingly, use of these two terms—and
others favored by small groups of respondents—is
discouraged Table 2.

L S

FIGURE 7 Examples of all-in-ones (wrap-around pads,
adult briefs)

4.2 | Unbacked pads

We recommend that products of the kind shown in
Figure 3 should be called unbacked pads—absorbent pro-
ducts without a waterproof backing. They comprise an ab-
sorbent core held in an envelope of water-permeable
material and their defining features and main variant fea-
tures are described in Table 3. The online questionnaire
found clear international consensus in favor of booster pad.
However, in Asia, it is common to use such pads, not so
much to boost the absorption capacity of another product as
to reduce the frequency with which it needs to be changed.
An unbacked pad may be changed relatively easily without
the need to also change the outer product. It is also known
that pads (Section 4.1) may be used as “booster” pads and
this term may, therefore, be confusing. Accordingly, un-
backed pads are favored, a term which was also accepted

TABLE 6 The defining features and main variant features of pull-on pads (protective underwear)

Defining features

Products in which the absorbent core, waterproof backing, and the means to hold it in place are combined in a

single design resembling regular underwear. Elastic linings around the waist and hips help give a close fit

Main variant features « Products may be used by either sex, but some are intended (by their color, style, or the placing of absorbent
material, for example) just for men or just for women.

and comfort and prevent leakage.

Products come with different absorption capacities, and fit different body sizes.
Longitudinal elastic side barriers and leg cuffs on either side of the crotch may be included to improve fit

In some designs, side seams can be torn away for easy removal.

Products may have wetness indicators.
Products may or may not be suitable for containing FI as well as UL

ICS Standards 2024: 1.1CS Standardisations
ICS report on the terminology for single-use body worn absorbent incontinence products

203



204

FADER ET AL.

.Jrnlog\-_wl LEY I_7

Clro
TABLE 7 The defining features and main variant features of all-in-ones (wrap-around pads, adult briefs)

Defining features One-piece products in which the absorbent core and the means to hold it in place are combined in a single

design, secured using adjustable adhesive tabs or a hook and loop fastening system at the sides

Main variant features « Products may be used by either sex, but some are intended (by their color, style, or the placing of absorbent
material, for example) just for men or just for women.

Products come with different absorption capacities, and to fit different body sizes.

Longitudinal elastic side barriers and leg cuffs on either side of the crotch may be included to improve fit
and comfort and prevent leakage.

Products may have wetness indicators.

Products may or may not be suitable for containing FI as well as UL

.

questionnaire found a clear international consensus in favor

of male pad. Guard pad was quite a popular alternative in
,J 3 some countries but it was more popular than male pad in
only one (Canada), though only marginally (Supporting
Information, Appendix C: Figure C-3 and Table C-3, ICS
website) Accordingly, the use of the term guard pad for
men—and others favored by small groups of respondents—
is discouraged.

FIGURE 8 Example of a belted pad (belted product) 44 | Male pouches

internationally (Supporting Information, Appendix C:
Figure C-2 and Table C-2, ICS website).

4.3 | Male pads

We recommend that products of the kind shown in Figure 4
should be called male pads—waterproof-backed absorbent
products for men that are designed to cover the penis and
scrotum, and are held in place using separate, close-fitting
(regular or specially designed) underwear. Although they
are shaped differently, they generally include a series of
material layers similar to those shown in the pad in
Figure 1A. The defining features of male pads and the main
variant features are described in Table 4. The online

‘We recommend that products of the kind shown in Figure 5
should be called male pouches—waterproof-backed absor-
bent products for men, fashioned into a pocket into which
the penis—and sometimes the scrotum, too—is placed.
Although they are shaped differently, they generally include
a series of material layers similar to those shown in the pad
in Figure 1A. The defining features of male pouches and the
main variant features are described in Table 5. The online
questionnaire found clear international consensus in favor
of pouch and no other term emerged as a popular alter-
native (Supporting Information, Appendix C: Figure C-4
and Table C-4, ICS website). We subsequently made the
minor modification of “pouch” to “male pouch” to i
mprove alignment with the conclusions of the parallel
ISO project.

TABLE 8 The defining features and main variant features of belted pads (belted products)

Defining features One-piece products in which the absorbent core, waterproof backing, and the means to hold it in place are
combined in a single design, secured by means of an adjustable belt with adhesive tabs or a hook and loop

fastening system

Main variant features « Products may be used by either sex, but some are intended (by their color, style, or the placing of absorbent
material, for example) just for men or just for women.

Products come with different absorption capacities, and to fit different body sizes.

Longitudinal elastic side barriers and leg cuffs on either side of the crotch may be included to improve fit
and comfort and prevent leakage.

Products may have wetness indicators.

Products may or may not be suitable for containing FI as well as UL
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TABLE 9 Recommended, acceptable alternative and “retired” terms for the seven categories of single-use body worn absorbent

products for incontinence

Acceptable alternative

Design category # Recommended term term(s)

1 Pads

2 Unbacked pads

3 Male pads

4 Male pouches

5 Pull-on pads Protective underwear
6 All-in-ones”

7 Belted pads Belted products

Wrap-around pads®, adult briefs

“Retired “ term(s)
Inserts, liners, shields, slips
Booster pads

Guard pads for men; shields, leafs

Pant-designs, pull-ups, underwear designs,
up-and-gos

Briefs, diapers, slips

Flexes, undergarments

“All-in-one is not a helpfully descriptive term but is in common use. The use of the term Wrap-around pad (currently uncommon) is encouraged.

4.5 | Pull-on pads (protective
underwear)

We recommend that products of the kind shown in
Figure 6 should be called pull-on pads—products in
which the absorbent core, waterproof backing, and the
means to hold it in place are combined in a single de-
sign resembling regular underwear, with protective
underwear as an acceptable alternative. Although they
are shaped differently and have no need of fasteners,
they generally include a series of material layers similar
to those shown in the all-in-one in Figure 1B. The de-
fining features of pull-on pads (protective underwear)
and the main variant features are described in Table 6.
The terms protective underwear and pull-up were each
supported by about the same number of respondents
in the questionnaire, but protective underwear was
favored over pull-up (or equal to it) in all countries
except the UK and Ireland (Supporting Information,
Appendix C: Figure C-5 and Table C-5, ICS website)
However, protective underwear is not a usefully de-
scriptive term, and pull-up has child/toddler connota-
tions. Thus, the term, Pull-on pads, is proposed as being
descriptive of the key characteristic of the design while
avoiding child/toddler connotations, with protective
underwear as an acceptable alternative.

4.6 | All-in-ones (wrap-around pads,
adult briefs)

We recommend that products of the kind shown in
Figure 7 should be called all-in-ones—one-piece products
in which the absorbent core and the means to hold it in
place are combined in a single design, secured using ad-
justable adhesive tabs or a hook and loop fastening system

ICS Standards 2024: 1.1CS Standardisations
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at the sides, for the time being. Although in common use
this term does not provide a helpful description of the
product and we, therefore, encourage the use of the alter-
native more descriptive term, wrap-around pads. Adult
brief is also an acceptable alternative but lacks helpful de-
scription and is, therefore, not encouraged. The construc-
tion of a typical all-in-one product is shown in Figure 1B,
while the defining features of all-in-ones and their main
variant features are described in Table 7. The online
questionnaire revealed a diversity of views on what cate-
gory 6 products should be called. Respondents from four
countries favored diaper, but many others were against the
term because of its connotations to infants. Slip and wrap-
around were favored in the Netherlands but enjoyed little
support elsewhere. Adult brief was favored by Canada, the
United States, and Norway but, again, there was little
support elsewhere. All-in-one was favored by Australia,
Belgium, and the UK and had the highest number of re-
spondents favoring it (note: the UK was strongly
represented—about a third of respondents) (Supporting
Information, Appendix C: Figure C-6 and Table C-6, ICS
website). In conclusion, we recommend that these products
should be called all-in-ones. However wrap-around pads
and adult briefs are acceptable as alternatives.

4.7 | Belted pads (belted products)

We recommend that products of the kind shown in
Figure 8 should be called belted pads—one-piece products
in which the absorbent core, waterproof backing, and the
means to hold it in place are combined in a single design,
secured by means of an adjustable belt with adhesive tabs
or a hook and loop fastening system, with belted products
as an acceptable alternative. Although they are shaped and
secured differently, belted pads generally include a series
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of material layers similar to those shown in the all-in-one
product in Figure 1B. The defining and main variant fea-
tures of belted pads (belted products) are described in
Table 7. The online questionnaire found clear interna-
tional consensus in favor of belted products, which was
the (joint) top choice in most countries (Supporting
Information, Appendix C: Figure C-7 and Table C-7, ICS
website). However, “product” is rather vague, and we re-
commend that “pad” should be used instead, with belted
product as an acceptable alternative Table 8.

4.8 | Summary

The recommended terms for the seven categories of
single-use body worn absorbent products for incon-
tinence are gathered in Table 9, along with acceptable
alternatives and retired terms; that is, terms
recommended for discontinuation.
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An International Urogynecological Association
(IUGA) / International Continence Society (ICS)
Joint Report on the Terminology for Female
Pelvic Organ Prolapse (POP)

Bernard T. Haylen,“** Christopher F. Maher,"? Matthew D. Barber,” Sérgio Camargo,”
Vani Dandolu, Alex Digesu,” Howard B. Goldman Martin Huser, Alfredo L. Milani,?
Paul A. Moran, ™ Gabriel N. Schaer,™ and Mariélla LJ. Withagen?
lStandardlzatlon and Terminology Committees IUGA & ICS
2Joint IUGA / ICS Working Group on Female POP Terminology

Introduction: The terminology for female pelvic floor prolapse (POP) should be defined and organized in a clinically-
based consensus Report. Methods: This Report combines the input of members of two International Organizations, the
International Urogynecological Association (IUGA) and the International Continence Society (ICS), assisted at intervals
by external referees. Appropriate core clinical categories and a sub-classification were developed to give a coding to
definitions. An extensive process of fourteen rounds of internal and external review was involved to exhaustively examine
each definition, with decision-making by collective opinion (consensus). Results: A Terminology Report for female POP,
encompassing over 230 separate definitions, has been developed. It is clinically-based with the most common diagnoses
defined. Clarity and user-friendliness have been key aims to make it interpretable by practitioners and trainees in all the
different specialty groups involved in female pelvic floor dysfunction and POP. Female-specific imaging (ultrasound,
radiology and MRI) and conservative and surgical managements are major additions and appropriate figures have been
included to supplement and clarify the text. Emerging concepts and measurements, in use in the literature and offering
further research potential, but requiring further validation, have been included as an appendix. Interval (5-10 year)
review is anticipated to keep the document updated and as widely acceptable as possible. Conclusion: A consensus-
based Terminology Report for female POP has been produced to aid clinical practice and research. Neurourol. Urodynam.
35:137-168, 2016. © 2016 Wiley Periodicals, Inc., and The International Urogynecological Association

Key words: female; pelvic organ prolapse; standardization report; terminology report

INTRODUCTION

Prolapse (Latin: Prolapsus — “a slipping forth”) refers to a falling, slipping or downward displacement of a part or organ. Pelvic
organ refers most commonly to the uterus and/or the different vaginal compartments and their neighboring organs such as
bladder, rectum or bowel. Pelvic organ prolapse (POP) is thus, primarily, a definition of anatomical change. Some such changes
may well be considered within the range of normality for certain women. A diagnosis of POP ideally demands clear clinical
evidence, starting with a woman having symptoms related to the “downward displacement” of a pelvic organ.

There is currently no single document encompassing all elements required for diagnoses in the area of female POP. Such a report
would require a full outline of the terminology for symptoms, signs, clinical assessments, functional investigations for female POP,
the imaging associated with those investigations, the most common diagnoses and terminology for the different conservative and
surgical treatment modalities.
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There will be a need to reference considerably the 2010 IUGA-ICS Joint Terminology Report on Female Pelvic Floor Dysfunction®.
An original aim of that report* had been to provide a general terminology, forming a “backbone” or “core” terminology to which
more specific terminologies can be attached. Reference can also be made to three other published Standardization Reports®™* and
6 joint IUGA-ICS Female Terminology Reports®*° subsequent to the 2010 Report’, three published®”’, three®**° advanced in
development.

In terms of the previous standardization document on female POP* now 20 years old, there has been much discussion and
debate®*™** on the possible need to update its classification POP-Q, or at least to present it in a refreshed version. The POP Working
Group has opted for the latter, with major upgrades to symptoms, signs, investigations and diagnoses, but a conservative approach
to the classification itself (apart from adding a validated simplified version), due to the longevity of its use and the lack of any
validated, clearly superior alternative classification. Female-specific imaging (ultrasound, radiology and MRI) and conservative and
surgical managements are major additions and appropriate figures have been included to supplement and clarify the text.
Emerging concepts and measurements, in use in the literature and offering further research potential, but requiring further
validation, have been included as an Appendix. This Report acknowledges that POP is often not a diagnosis in isolation but may be
associated with POP-related and unrelated voiding, defecatory and/or sexual dysfunctions and/or other diagnoses of pelvic floor
dysfunction.

This Terminology Report is inherently and appropriately a definitional document, collating the definitions of those terms, i.e.
“words used to express a defined concept in a particular branch of study”*®, here POP. Emphasis has been on comprehensively
including those terms in current use in the relevant peer-reviewed literature. The aim is to assist clinical practice and research.
Some new and revised terms have been included. Explanatory notes on definitions have been referred, where possible, to the
“Footnotes” section.

Like all the other joint IUGA-ICS female-specific terminology reports, every effort has been made to ensure this Report is:

(1) User-friendly: It should be able to be understood by all clinical and research users.

(2) Clinically-based: Symptoms, signs and validated assessments/investigations should be presented for use in forming
workable diagnoses for POP and associated dysfunctions. Sections 1-5 will address symptoms, signs, POP quantification,
investigations for associated dysfunctions and current POP imaging modalities that may be used to make those diagnoses. A
number of related radiological investigations including Magnetic Resonance Imaging (MRI) and Computerized Tomography (CT)
have also been incorporated. Section 6 will address POP diagnoses, possible POP-related diagnoses and co-existing diagnoses. The
scope of the Report will exclude more invasive investigations requiring an anesthetic. Sections 7 and 8 will list the terminology for
evidence-based conservative and surgical treatments for POP.

(3) Origin: Where a term’s existing definition (from one of multiple sources used) is deemed appropriate, that definition will be
included and duly referenced. A large number of terms in female pelvic floor prolapse and dysfunction, because of their long-term
use, have now become generic, as apparent by their listing in medical dictionaries.

(4) Able to provide explanations: Where a specific explanation is deemed appropriate to describe a change from earlier
definitions or to qualify the current definition, this will be included as an addendum to this paper (Footnote [FN] 1,2,3....).
Wherever possible, evidence-based medical principles will be followed.

It is suggested that acknowledgement of these standards in written publications related to female POP, be indicated by a
footnote to the section “Methods and Materials” or its equivalent, to read as follows: “Methods, definitions and units conform to
the standards jointly recommended by the International Urogynecological Association and the International Continence Society
except where specifically noted”.

SECTION 1: SYMPTOMS:

Symptom: Any morbid phenomenon or departure from the normal in structure, function or sensation, experienced by the
woman and indicative of disease or a health problem'®. Symptoms are either volunteered by, or elicited from the woman or may be
described by the woman’s caregiver' ™.

1. In the era of advanced cellphone camera technology, a woman, at times, will bring photographic evidence of the prolapse at its worst. This can add to other
clinical evidence, particularly if there is a discepancy between symptoms and signs.

2: The more formal classification of constipation is as follows:

Rome II diagnostic criteria for constipation:

At least 12 weeks, which need not be consecutive, in the previous 12 months, of two or more of:

i) Straining in > 1 in 4 defecations.

ii) Lumpy or hard stools in > 1 in 4 defecations.

iii) Sensation of incomplete evacuation in > 1 in 4 defecations.

iv) Sensation of anorectal obstruction/ blockage in > 1 in 4 defecations.

v) Manual manoeuvres to facilitate > 1 in 4 defecations (e.g: digital evacuation, support of the pelvic floor).
vi) Less than 3 defecations per week.

Loose stools are not present and there is insufficient evidence for IBS (irritable bowel syndrome)

(i
(
(
(i
(
(

3. A symptomatic-based subdivision of Stage II (see Appendix A) was overlooked at this time in favor of maintaining the current strictly anatomical definition of the
“sign of POP”.
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Pelvic Organ Prolapse (POP) Symptoms

Prolapse symptoms": A departure from normal sensation, structure or function, experienced by the woman in reference to the
position of her pelvic organs. Symptoms are generally worse in situations when gravity might make the prolapse worse (e.g. after
long periods of standing or exercise) and better when gravity is not a factor e.g. lying supine. Again symptoms may be more
noticeable at times of abdominal straining e.g. defecation.

A: Vaginal Prolapse Symptoms

(i) Vaginal bulging*: Complaint of a “bulge”, lump or “something coming down” or “falling out” through the vaginal introitus.
The woman may state she can either feel the bulge by direct palpation or see it, perhaps aided with a mirror. FN1

(ii) Pelvic pressure®: Complaint of increased heaviness or dragging (pain or discomfort) in the suprapubic area and/or pelvis.

(iii) Bleeding, discharge, infection®: Complaint of abnormal vaginal bleeding, discharge or infection which may be related to
ulceration of the prolapse.

(iv) Splinting / Digitation®: Complaint of the need to digitally replace the prolapse or to otherwise apply manual pressure, e.g. to
the vagina, perineum or perianal area (splinting), or rectally (digitation) to assist voiding or defecation.

(v) Low backache® (POP-related): Complaint of low, sacral (or “menstrual-like”) backache associated temporally with vaginal POP
and relieved when prolapse is reduced.

B: Urinary Tract Prolapse Symptoms
(i) Urethral Prolapse: Complaint of a “lump” at the external urethral meatus.

C: Anorectal prolapse symptoms

(i) Anorectal prolapse: Complaint of a “bulge” or “something coming down” towards or through the anus/rectum. The woman
may state she can either feel the bulge by direct palpation or see it perhaps aided with a mirror. FN1
(ii) Rectal prolapse: Complaint of external protrusion of the rectum.

Effects of Pelvic Organ Prolapse on Bladder, Bowel and Sexual Function.

As demonstrated in Figure 1, higher stage utero-vaginal prolapse will usually cause anatomical distortion to surrounding organs,
bladder and rectum most commonly. This can lead to abnormal function, most commonly difficulty with bladder and bowel
emptying. Commonly, symptoms related to those surrounding organs are the most bothersome leading to the eventual diagnosis
of the POP.

Figure 1. Utero-vaginal prolapse.

D: Potential prolapse-related lower urinary tract symptoms:

(i) Hesitancy: Complaint of a delay in initiating micturition.

(ii) Slow stream*: Complaint of a urinary stream perceived as slower compared to previous performance (particularly prior to the
development of POP) or in comparison with others.

(iii) Intermittency": Complaint of urine flow that stops and starts on one or more occasions during voiding.

(iv) Straining to void*: Complaint of the need to make an intensive effort (by abdominal straining, Valsalva or suprapubic
pressure) to either initiate, maintain or improve the urinary stream.
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(v) Spraying (splitting) of urinary stream®: Complaint that the urine stream is a spray or split rather than a single discrete
stream.

(vi) Feeling of incomplete (bladder) emptying*: Complaint that the bladder does not feel empty after micturition.

(vii) Need to immediately re-void*: Complaint that further micturition is necessary soon after passing urine.

(viii) Post-micturition leakage®: Complaint of a further involuntary passage of urine following the completion of micturition.

(ix) Position-dependent micturition®: Complaint of having to take specific positions to be able to micturate spontaneously or to
improve bladder emptying e.g. leaning forwards or backwards on the toilet seat or voiding in the semi-standing position.

(x) Splinting to micturate: as above A (iv).

(xi) Dysuria*: Complaint of burning or other discomfort during micturition. Discomfort may be intrinsic to the lower urinary
tract or external (vulvar dysuria).

(xii) (Urinary) retention®: Complaint of the inability to pass urine despite persistent effort.

(xiii) Increased daytime urinary frequency*: Complaint that micturition occurs more frequently during waking hours than
previously deemed normal by the woman.

(xiv) Urgency*: Complaint of a sudden, compelling desire to pass urine which is difficult to defer.

E: Potential prolapse-related anorectal dysfunction symptoms™®

(i) Constipation®: Complaint that bowel movements are infrequent and/or incomplete and/or there is a need for frequent
straining or manual assistance to defecate. FN2

(ii) Feeling of incomplete bowel evacuation™®: Complaint that the rectum does not feel empty after defecation and may be
accompanied by a desire to defecate again.

(iii) Straining to defecate™®: Complaint of the need to make an intensive effort (by abdominal straining or Valsalva) to either
initiate, maintain or improve defecation.

(v) Sensation of anorectal blockage®: Complaint suggestive of anorectal obstruction.

(vi) Splinting / Digitation™®: Defined above in A (iv).
(vii) Fecal (rectal) urgency™®: Complaint of a sudden compelling desire to defecate that is difficult to defer.
(

viii) Post-defecatory soiling (NEW): Soiling occurring after defecation.

F: Potential prolapse-related Sexual dysfunction symptoms™*%*”:

(i) Dyspareunia: Complaint of persistent or recurrent pain or discomfort associated with attempted or complete vaginal penetration.
(ii) Obstructed intercourse: Complaint that vaginal penetration is impeded. Possible causes include narrowing or a bulge.
(iii) Vaginal laxity: Complaint of excessive vaginal looseness.

(iv) Libido — loss or decrease: Complaint of loss or decrease of sexual desire

G: Other Possible Associated Symptoms®*

(i) Urinary incontinence symptoms®: Urinary incontinence (symptom); stress (urinary) incontinence; urgency (urinary)
incontinence; postural (urinary) incontinence; nocturnal enuresis; mixed (urinary) incontinence; continuous (urinary)
incontinence; insensible (urinary) incontinence; coital (urinary) incontinence.

(ii) Bladder storage symptoms: nocturia; overactive bladder syndrome.

(iii) Bladder sensory symptoms®: Increased bladder sensation; reduced bladder sensation; absent bladder sensation.

(iv) Lower Urinary Tract Infection®: Urinary tract infection (UTI); recurrent urinary tract infections (UTIs); other related history.

H: More common POP-related symptoms: Table I gives a consensus view of the authors of the more common POP-related
symptoms

TABLE I. The symptoms that women with POP would more* and most commonly** describe.

Potential prolapse-related symptoms

Vaginal prolapse Bulge sensation /visualization**, pelvic pressure**, low (sacral) backache*

Urinary tract Frequency**, recurrent UTI**, incomplete emptying/urinary retention®, slow stream*
Ano-rectal Incomplete defecation**, digitation/splinting*, rectal urgency”, post-defecatory soiling
Sexual Dyspareunia®, vaginal laxity”

Other possibl iated symp

Urinary incontinence** Stress, urge, postural, nocturnal, coital

Bladder storage® Urgency, nocturia,
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SECTION 2: SIGNS

Sign: Any abnormality indicative of disease or a health problem, discoverable on examination of the patient; an objective
indication of disease'® or a health problem.

A: Signs of Pelvic Organ Prolapse: All examinations for POP should be performed with the woman’s bladder empty
(and if possible an empty rectum). An increasing bladder volume has been shown to restrict the degree of descent of the
prolapse'®. The choice of the woman’s position during examination, e.g. left lateral (Sims), supine, standing or lithotomy is
that which can best demonstrate POP in that patient and which the woman can confirm as the maximal extent she has
perceived e.g. by use of a mirror or digital palpation. The degree of prolapse may be worse after a lengthy time in the upright
position. FN1

(i) Pelvic organ prolapse (anatomical definition of the sign of POP)*: The descent of one or more of the anterior vaginal wall,
posterior vaginal wall, the uterus (cervix) or the apex of the vagina (vaginal vault or cuff scar after hysterectomy). The presence of
any such sign should be correlated with relevant POP symptoms*>'?%! i e, patient report of maximal prolapse. More commonly,
this correlation would occur at the level of the h;/men or beyond?™.

(ii) Pelvic organ prolapse — (POPOQ) - (staging™>"*):

Stage 0: No prolapse is demonstrated.

Stage I: Most distal portion of the prolapse is more than 1cm above the level of the hymen.

Stage II: The most distal portion of the prolapse is situated between 1 cm above the hymen and 1cm below the hymen. FN3. See
also Appendix.

Stage III: The most distal portion of the prolapse is more than 1cm beyond the plane of the hymen but everted at least 2cm less
than the total vaginal length.

Stage IV: Complete eversion or eversion at least within 2 cm of the total length of the lower genital tract is demonstrated.

(iii) Uterine/ cervical prolapse: Observation of descent of the uterus or uterine cervix.

Figure 2. Uterine Prolapse.

(iv) Anterior vaginal wall (compartment) prolapse: Observation of descent of the anterior vaginal wall (compartment). Most
commonly this might represent bladder prolapse (cystocele). Higher stage anterior vaginal wall prolapse will generally involve
descent of uterus or vaginal vault (if uterus is absent). Occasionally, there might be an anterior enterocele (hernia of peritoneum
and possibly abdominal contents), most commonly after prior reconstructive surgery.
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Figure 3. Anterior vaginal wall (compartment) prolapse.

(v) Posterior vaginal wall (compartment) prolapse: Observation of descent of the posterior vaginal wall. Commonly, this would
represent rectal protrusion into the vagina (rectocele). Higher stage posterior vaginal wall prolapse after prior hysterectomy will
generally involve some vaginal vault (cuff scar) descent and possible enterocele formation. Enterocele formation can also occur in

the presence of an intact uterus.

Figure 4. Posterior vaginal (compartment) wall prolapse.

(vi) Vaginal vault (cuff scar) prolapse: Observation of descent of the vaginal vault (cuff scar after hysterectomy).

Figure 5. Vaginal vault prolapse.
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B: Clinical Staging*:

Each aspect of POP, uterine (cervical) prolapse, anterior vaginal wall (compartment), posterior vaginal wall (compartment),
vaginal vault (cuff scar) prolapse can and should be subject to a clinical staging.

i )

Figure 6. shows prolapse staging® — 0, I, II, III, IV. (uterine — by the position of the leading edge of the cervix).

C: Supplementary Physical Examination Techniques

(i) Digital rectal-vaginal examination®: While the patient is straining and the prolapse is maximally developed. The aim is to try
to differentiate between a high rectocele and an enterocele.
(ii) O-tip (urethral) testing®: Measurement of urethral axial mobility at rest and straining to assess degree of mobility.

D: Clinical Assessment of Associations of POP

(i) Levator Defects / Trauma®?: Per-vaginal palpation for levator injury/defect/ “avulsion”.

(ii) Uterine retroversion®®**: (Turning backward) The axis of the uterus is directed backwards towards the hollow of the sacrum,
away from its anteverted position overlying the bladder. Cervix is noted in/ towards the anterior fornix with fundus perhaps
palpable in the posterior fornix. FN4

E: Other Possible Signs.

(i) Urinary incontinence signs': Urinary incontinence; stress (urinary) incontinence; urgency (urinary) incontinence;
extraurethral incontinence; stress incontinence on prolapse reduction (occult or latent stress incontinence)

(ii) Other pelvic examinations/signs*: Vulvar examination; urethral inspection/palpation (urethral mucosal prolapse, urethral
caruncle; urethral diverticulum); vaginal examination; bimanual pelvic examination; pelvic floor muscle function (normal pelvic
floor muscles, overactive pelvic floor muscles, underactive pelvic floor muscles, non-functioning pelvic floor muscles); examination
for levator (puborectalis) injury; perineal examination (perineal elevation, perineal descent); rectal examination (anal sphincter
tone and strength, anal sphincter tear, fecal impaction present/absent, other rectal lesions, anal lesions, other perianal lesions),
vaginal atrophy.

(iii) Other relevant examinations/Signs*: Neurological signs, abdominal signs (bladder fullness/retention; abdominal masses or
distension; scars from previous relevant surgery or trauma; renal tenderness or masses).

(iv) Frequency volume chart / Bladder diary*

(v) Pad testing®

SECTION 3: PROLAPSE QUANTIFICATION

A: Pelvic Organ Prolapse Quantification (POP-Q)*

(i) Fixed Point of Reference. The hymen is the fixed point of reference used throughout the POP-Q system of quantitative prolapse
description.

4. The axis of the retroverted uterus is parallel to that of the vaginal axis with less impediment to uterine (cervical) descent. In contrast, the anteverted uterus is
perpendicular to the vaginal axis with impediment to descent by the posterior vaginal wall and behind that the rectum.
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(ii) Defined Points. The anatomic position of the six defined points (two on the anterior vaginal wall, two in the superior vagina,
and two on the posterior vaginal wall) for measurement should be centimeters (cm) above or proximal to the hymen (negative
number) or cm below or distal to the hymen (positive number) with the plane of the hymen being defined as zero (O). For example,
a cervix that protruded 3 cm distal to the hymen would be + 3 cm. All points are measured on maximal straining (except total
vaginal length).

(iii) Anterior Vaginal Wall.

(a) Point Aa. A point located in the midline of the anterior vaginal wall three (3) cm proximal to the external urethral meatus.
By definition, the range of position of Point Aa relative to the hymen is -3 to 43 cm.

(b) Point Ba. A point that represents the most distal (i.e., most dependent) position of any part of the upper anterior vaginal wall
from the vaginal cuff or anterior vaginal fornix to Point Aa. By definition, Point Ba is at —3 cm in the absence of prolapse and would
have a positive value equal to the position of the cuff (Point C) in women with total uterine prolapse or post-hysterectomy vaginal
eversion.

(iv) Superior Vagina. These points represent the most proximal locations of the normally positioned lower reproductive tract.
The two superior sites are as follows:

(c) Point C. A point that represents either the most distal (i.e. most dependent) edge of the cervix or the leading edge of the
vaginal cuff (hysterectomy scar) after total hysterectomy.

(d) Point D. A point that represents the location of the posterior fornix in a woman who still has a cervix. It is included as a point of
measurement to differentiate suspensory failure of the uterosacral-cardinal ligament “complex” from cervical elongation. When
the location of Point C is significantly more positive than the location of Point D, this is indicative of cervical elongation which may
be symmetrical or eccentric. Point D is omitted in the absence of the cervix.

(v) Posterior Vaginal Wall.

(e) Point Ap. A point located in the midline of the posterior vaginal wall three (3) cm proximal to the hymen. By definition, the
range of position of Point Ap relative to the hymen is -3 to +3 cm.

(f) Point Bp. A point that represents the most distal (i.e, most dependent) position of any part of the upper posterior
vaginal wall from the vaginal cuff or posterior vaginal fornix to Point Ap. By definition, Point Bp is at —3 cm in the absence
of prolapse and would have a positive value equal to the position of the cuff in a women with total post-hysterectomy vaginal
eversion.

(vii) Other Landmarks and Measurements.

(g) The genital hiatus (GH) is measured from the middle of the external urethral meatus to the posterior margin of the hymen.

(h) The total vaginal length_ (TVL) is the length of the vagina (cm) from posterior fornix to hymen when Point C or D is reduced to
its full normal position. (See Figure 40 - Appendix).

(i) The perineal body (PB) is measured from the posterior margin of the hymen to the mid-anal opening.

(viii) Recording Measurements: (NB: Intraoperative measurements with traction can be quite different from measurements
made during Valsalva in clinic, both in regards to cervical location and the vaginal walls). Measurements directly after removing
a vaginal pessary are unreliable and will tend to understage the degree of POP.

The position of Points Aa, Ba, Ap, Bp, C, and (if applicable) D with reference to the hymen should be measured (cm) and
recorded.

Figure 7. The six sites (Aa, Ba, C, D, Bp and Bp), the genital hiatus (gh), perineal body (pb) and total vaginal length (tvl) used cm above or proximal to the hymen
(negative number) or cm below or distal to the hymen (positive number) with the plane of the hymen being defined as zero (0). Alternatively, a three by three
grid can be used to organize concisely the measurements as noted in Figure 8.

Neurourology and Urodynamics DOI 10.1002/nau

ICS Standards 2024: 1.1CS Standardisations
An IUGA/ICS Joint Report on the Terminology for Female Pelvic Floor Dysfunction



International Urogynecological Association (IUGA) 145
Anterior Anterior Cervix or
wall wall Cuff
Aa Ba c
Genital Perineal Total Vaginal
hiatus Body Length
gH pB TVL
Posterior Posterior Posterior
wall wall Fornix
Ap Bp D

Figure 8. Grid presentation of POP-Q measurements.

B: Simplified POP-Q**%¢

This is based on the POP-Q with similar ordinal staging but with only four points measured instead of nine. There is no Stage 0; it
is combined with Stage 1. It is undertaken in the dorsal lithotomy position with patient forcefully bearing down, performing
Valsalva or coughing.

(i) Four points used:

. Anterior vaginal segment: point Ba (estimated around 3cm proximal to hymenal remnants).

. Posterior vaginal segment: point Bp (estimated around 3cm proximal to hymenal remnants).

. Cervix point C

. Apex/posterior fornix: point D (non-hysterectomized); point C (hysterectomized)

Figure 9. Simplified POP-Q.

(ii) Staging:
I, IL, 111, IV as for POP-Q above.

C: Additional available measurements awaiting further validation

These have been included as an Appendix after the References
(i): Vaginal Anatomical Levels and Lengths.

(ii): Perineal measurements.

(iii): Vaginal measurements.
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SECTION 4: INVESTIGATIONS

Urodynamics®: Functional study of the lower urinary tract.

Clinical sequence of testing": Urodynamic investigations generally involve a woman attending with a comfortably full bladder
for free (no catheter) uroflowmetry and post void residual urine volume (PVR) measurement prior to filling and voiding (with
catheter) cystometry.

A: Assessment of Impact of Prolapse on Voiding Function

POP can have a negative impact on voiding function, screening for which importantly involves a postvoid residual and ideally
uroflowmetry. Voiding cystometry may clarify the cause of any voiding dysfunction.

(i) Postvoid Residual®~: Volume of urine left in the bladder at the completion of micturition. Conditions for PVR measurement:
PVR reading is erroneously elevated by delayed measurement due to additional urine production (1-14 mls/min). Ultrasonic
techniques (transvaginal, translabial most accurately) allow immediate?” (within 60 seconds of micturition) measurement and
possible repeat measurement (Figure 10). A short plastic female catheter provides the most effective bladder drainage for PVR
measurement by catheterization.

Figure 10. An image of postvoid residual of 65ml by transvaginal ultrasound, reducing to 4ml with a subsequent attempt at voiding.

(ii) Uroflowmetry~3: Measurement of urine flow rates during micturition*®

. Flow rate: Volume of urine expelled via the urethra per unit time. It is expressed in ml/sec.

. Voided volume (ml): Total volume of urine expelled via the urethra.

. Maximum (urine) flow rate (MUFR - ml/sec) - Omax: Maximum measured value of the flow rate.
. Flow time (sec): The time over which measurable flow actually occurs.

. Average (urine) flow rate (AUFR- ml/sec) - Qave: Voided volume divided by the flow time.

[ Voided votume i)

Maximum urine flow rate

MUFR - mises) - Q..

b
Time to maximum urne Thme (sec)
flow rate sec)

+ *

Flow time (see)

Figure 11. A schematic representation of urine flow over time.

The dependence of urine flow rates on voided volume?® makes it desirable to reference raw urine flow rate data to established
normative data.
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Figure 12. The Liverpool nomogram?® for the maximum urine flow rate in women (under the 10™ centile on repeat measurement can be regarded as

abnormally slow®).

(iii) Pressure- Flow studies
Cystometry: Measurement of the pressure/volume relationship of the bladder during filling and/or pressure flow study during
voiding. Higher voiding detrusor pressures and slower urine flow during voiding may point an element of bladder outflow
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Figure 13. Filling and voiding cystometric trace, the latter part showing evidence of an element of bladder outflow obstruction. Normal bladder
capacity, stable detrusor: no phasic activity seen. Voided with low urine flow rate and elevated detrusor pressure. Bladder outflow obstruction is thus

demonstrated.
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B: Assessment of Impact on Prolapse on Defecatory Function

(i) Ultrasound Assessment: See imaging section.
(ii) Radiological Assessment: See imaging section.

C: Other urodynamic investigations for intercurrent diagnoses*>3*

(i) Filling cystometry: The pressure/volume relationship of the bladder during filling can evaluate the presence of intercurrent
diagnoses (ii-iv).

(ii) Urodynamic stress incontinence':

Involuntary leakage of urine during filling cystometry, associated with increased intra-abdominal pressure, in the absence of a
detrusor contraction.

(iii) Detrusor Overactivity':

The occurrence of involuntary detrusor contractions during filling cystometry. These contractions, which may be spontaneous or
provoked, produce a wave form on the cystometrogram, of variable duration and amplitude (Figure 14).

(iv) Bladder Oversensitivity":

Increased perceived bladder sensation during bladder filling with: an early first desire to void; an early strong desire to void,
which occurs at a low bladder volume; a low maximum cystometric bladder capacity. No abnormal increases in detrusor pressure
are noted.

(v) Detrusor underactivity'FN5 and Acontractile detrusor'FN6

Can also be diagnosed at voiding cystometry.

fillingeystometry virdingeystomeatry

FO ND 50U L u L MCC

Fill 0
volume  *0-

0 i
i - e

Pues
cmH

Puel
cmH0Q

Fata
cmH0

Flow rate
ml!sec

34 vear old female with urgency and frequency. Phasic detrusor
activity during filling. Leakage is associated with urgency and
detrusor contractions. FL = First Desire to Void, ND = Normal
desire w void, S — Swrong desire to void, U — Urgency, L -
leakage, MCOC = MaximumCystometric Capagity.

Figure 14. Cystometric trace showing detrusor overactivity®.

°: Detrusor underactivity: Detrusor contraction of reduced strength and/or duration, resulting in prolonged bladder emptying and/or a failure to achieve complete
bladder emptying within a normal time span.

©: Acontractile detrusor: The detrusor cannot be observed to contract during urodynamic studies resulting in prolonged bladder emptying and/or a failure to achieve
complete bladder emptying within a normal time span. The term “areflexia” has been used where there is a neurological cause but should be replaced by neurogenic
acontractile detrusor.
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SECTION 5: PROLAPSE IMAGING

Imaging may assist the clinical assessment of POP or intercurrent pelvic floor diagnoses. Use of any of the different imaging
modalities is, however, entirely optional.

A: Prolapse-related ultrasound imaging — 2-D

(i) Modalities

Transabdominal, perineal, introital and transvaginal ultrasound*.

Transabdominal (T-A): curvilinear scanning applied to the abdomen.

Perineal: curved array probe applied to the perineum. This term incorporates transperineal and translabial ultrasound.
Introital: sector probe applied to the vaginal introitus.

Transvaginal (T-V): intravaginal curvilinear, linear array, or sector scanning.

(ii) Clinical applications:

Bladder neck descent/mobility. The position of the bladder neck at rest and on Valsalva.

Urethral funnelling: i.e., opening of the proximal third of the urethra during coughing or on Valsalva.

Post void residual: Several formulas have been described in the literature to measure the bladder volume by ultrasound®~>>. An
early formula [(h x d x w) x 0.7] has been demonstrated to give reproducible results with a percentage error of 21%>* (see
Figure 15 for definitions of h,d,w).

Bladder abnormalities: e.g., tumor, foreign body.

Urethral abnormality: e.g., diverticulum.

Intercurrent uterine and/or pelvic abnormality: dependent on probe range.

Postoperative findings: e.g., bladder neck position and mobility, position of meshes, tapes, or implants.

Descent of pelvic organs: visualization of descent of the bladder, uterine cervix, and rectum during coughing or on Valsalva.
Assessment of voluntary pelvic floor muscle contractility.

Pelvic floor/levator ani muscle defect (“avulsion”) and hiatal ballooning®®.

Ultrasound measurements of bladder and detrusor wall thickness, and ultrasound estimated bladder weight (UEBW) are
potential noninvasive clinical tools for assessing the lower urinary tract. UEBW is higher in women with overactive bladder and
detrusor overactivity®”%, FN7.

Figures 16 and 17 show examples of 2-D introital ultrasound in patients with POP symptoms.

Sagittal plane Transverse plane

post post
h = greatest superior-inferior w = greatest fransverse
measurement measurement

d = greatest antero-posterior

measurement ©936

Figure 15. Ultrasound measurement of the bladder volume from Poston GJ et al. 1983*(redrawn).

7. Women with detrusor overactivity have a median UEBW of 48.0 g (95% CI 46-51), with urodynamic stress incontinence a median UEBW of 30g (95% CI 29-31) and
those who have associated detrusor overactivity and urodynamic stress incontinence have a median UEBW of 37.3 g (95% CI 33-41) (p<0.001)*"-%%.
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Figure 16. (above): 56 year old female with stage II cystocele and urodynamic stress incontinence. Left: at rest. Right: during valsalva. B=Bladder,

BB =bladder base, U=urethra, S=symphysis pubis, arrow =bladder neck during Valsalva, V=vagina, R =rectum. Arrow =bladder neck during Valsalva
with bladder neck funnelling as a sign of urethral incompetence.

1 D 16.7mm
2 D 9.0mm

Figure 17. (above): 72 year old female with stage Il rectocele. Measurement of rectocele (RC) width (1) and depth (2) during Valsalva. M = muscularis of rectum.

B: Prolapse-related ultrasound imaging — 3-D
(i) Modalities: Endovaginal, transanal, and translabial/transperineal

e Endovaginal ultrasound imaging may inadvertently compress tissues thus distorting the anatomy.
e Transanal ultrasound approach requires an expensive and dedicated transducer, and it is a more uncomfortable and

embarrassing test for the woman. Its most common clinical indication is the assessment of sphincter integrity following
obstetric trauma.

e Translabial/transperineal approach overcomes the limitations of endovaginal and transrectal techniques providing minimal
pressure on local structures and it is least likely to alter surrounding anatomy.

(ii) Evaluations:
The following pelvic floor abnormalities/ surgical sequelae can be evaluated:

) Trauma (injury/damage) of the levator ani muscle (LAM).

(b) Excessive distensibility of the puborectalis muscle and levator hiatus (“ballooning”).
) Pathologies of the anterior vaginal compartment like urethral diverticula.

) Bladder tumours or foreign bodies (sling, mesh, bulking agents).

- Polypropylene meshes: highly echogenic and thus easily identified in the coronal and axial plane, unless they are obscured by
vaginal prolapse.

- Periurethral bulking agents, used as a continence procedure, can also be depicted with 3D pelvic floor ultrasound. FN8

8. Synthetic implant such as macroplastique, are hyperechogenic whereas collagen injections are hypoechoic and can be seen as spherical structures surrounding the
bladder neck.

Neurourology and Urodynamics DOI 10.1002/nau

ICS Standards 2024: 1.1CS Standardisations
An IUGA/ICS Joint Report on the Terminology for Female Pelvic Floor Dysfunction



221

International Urogynecological Association (IUGA) 151

Figure 18 shows 3D ultrasound imaging of the pelvic floor anatomy.

Figure 18. (above): 3D ultrasound image of levator ani muscle of an asymptomatic nulliparous woman at rest. 3D ultrasound image of the pelvic floor at
rest showing the anatomy and the reference plane of measurements. Left: sagittal view; PB: pubic bone; U: urethra; V: vagina; ARA: anorectal angle; white line:
plane of minimal hiatal dimensions (plane of all measurements). Right: axial view; PB: pubic bone; U: urethra; V: vagina; R: rectum; PV: pubovisceralis muscle;
black line: antero-posterior diameter of the levator hiatus; white line: transverse diameter of the levator hiatus at the level of pubourethralis, white double-
arrowed line: transverse diameter of the levator hiatus at the level of pubovaginalis.

(iii) 3D ultrasound imaging of the female urethra

3D ultrasound imaging of the rhabdosphincter overcomes the limits of MRI and two-dimensional (2D) ultrasound imaging that
incorrectly measure the urethral sphincter volume using mathematical formulas based upon assumptions that the shape of the
urethra is similar to that of an ellipse. Since the urethral shape is neither elliptical nor spherical, but rather an atypical geometric
shape, equations should not be used®. FN9. Figure 19 shows 3D ultrasound imaging of the urethral sphincter

ti:u!‘-hhirmef volumlb * 4

’ |
e ‘/‘, core sphincter volume

Figure 19. (above): 3D translabial image of the female urethra. The urethra lumen is shown clearly in the rendered volume image (bottom right). (U, urethra;
UL, urethra lumen; RS, rhabdosphincter).

(iv) 3D ultrasound imaging of the levator ani trauma
The presence of levator ani trauma has been postulated to be associated to an increased risk of pelvic organ prolapse®. This
can be evaluated using a tomographic ultrasound imaging assessment of the levator ani muscles (Figure 20).

9 The importance of precise structural assessment of the urethral sphincter using multiple axial cross-sectional areas at set distances can assist the evaluation of
women with stress urinary incontinence. It has been suggested that it may predict the severity of incontinence as well as the outcome of continence surgery since a
weak sphincter will have a lower volume compared to a competent/continent urethral sphincter.
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Figure 20. (above): Tomographic ultrasound imaging assessment of the levator ani muscles Intact LAM.

(v) 3D ultrasound imaging of ballooning of the genital hiatus

The presence of ballooning of the genital hiatus (= excessive distensibility of the levator hiatus) on Valsalva manoeuvre has also
been associated to the severity of urogenital prolapse. An area of more than 25 cm? 30 cm?, 35 cm? and 40 cm? has been defined as
mild, moderate, marked and severe ballooning respectively (Figure 21)**.

Mar B

Figure 21. (above): Ballooning of the genital hiatus on Valsalva manoeuvre — levator defect.

C: Magnetic resonance imaging (MRI) of the pelvic floor

Magnetic resonance imaging (MRI) allows the detection of ligamentous and muscular pelvic floor structures in fine detail.
Although it does not use ionising radiation, it is a high cost technique. Static MRI relies on static sequences and high spatial
resolution images, to delineate the passive and active elements of the pelvic organ support system. Most commonly, images are
acquired in axial, sagittal and coronal planes.

MRI has been proposed to be a useful method for diagnosing and staging POP. Several lines and levels of reference have been
described in the literature. The most commonly used ones are either a line drawn from the inferior margin of the pubis symphysis
to the last coccygeal joint (pubococcygeal line—PCL) or a line extending caudally along the longitudinal axis of the symphysis pubis
in the sagittal plane, noted as midpubic line (MPL)*>*? (Figures 22 and 23).
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Figure 22. (above): Sagittal MRI image of the pelvic floor obtained at rest in a 50-year-old normal volunteer woman. The H line is drawn from the inferior
border of the pubic symphysis to the posterior wall of the rectum at the level of the anorectal junction.

The M line is drawn perpendicularly from the PCL to the most posterior aspect of the H line. (PCL: pubococcygeal line, black arrow: bladder base, white arrow:

vaginal vault, *: anorectal junction, from Colaiacomo MC*? et al. 2009).

e
Figure 23. (above): Severe uterine prolapse in a 41-year-old woman. Sagittal function MRI image obtained during defaecation shows the uterus moving
downward inside the vagina and the cervix exits the vaginal introitus (white arrow). H and M lines are abnormally elongated. Urethral funnelling without
hypermobility (arrowhead) and severe posterior compartment descent (black arrow) are also noted (from Colaiacomo® et al. 2009).

Other applications of MRI are the assessment of the LAM morphology (size, thickness volume) and detection of LAM injuries/

defects/ (“avulsion”) (figure 24)*47#¢,

Figure 24. (above): Examples of grades of unilateral defects in the pubovisceral portion of the LAM in axial magnetic resonance images at the level of the mid
urethra. The score for each side is indicated on the figure, and the black arrows indicate the location of the missing muscle (A. grade 1 defect; B. grade 2 defect;

and C. grade 3 defect, from DeLancey. Levator Ani Impairment in Prolapse. Obstet Gynecol 2007).
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Introduction: In the development of terminology of the lower urinary tract, due to its
increasing complexity, the terminology for male lower urinary tract and pelvic floor
symptoms and dysfunction needs to be updated using a male-specific approach and
via a clinically-based consensus report.

Methods: This report combines the input of members of the Standardisation
Committee of the International Continence Society (ICS) in a Working Group with
recognized experts in the field, assisted by many external referees. Appropriate core
clinical categories and a subclassification were developed to give a numeric coding to
each definition. An extensive process of 22 rounds of internal and external review was
developed to exhaustively examine each definition, with decision-making by
collective opinion (consensus).

Results: A Terminology Report for male lower urinary tract and pelvic floor
symptoms and dysfunction, encompassing around 390 separate definitions/
descriptors, has been developed. It is clinically-based with the most common
diagnoses defined. Clarity and user-friendliness have been key aims to make it
interpretable by practitioners and trainees in all the different specialty groups
involved in male lower urinary tract and pelvic floor dysfunction. Male-specific
imaging (ultrasound, radiology, CT, and MRI) has been a major addition whilst
appropriate figures have been included to supplement and help clarify the text.
Conclusions: A consensus-based Terminology Report for male lower urinary tract
and pelvic floor symptoms and dysfunction has been produced aimed at being a

significant aid to clinical practice and a stimulus for research.
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INTRODUCTION

There is currently no single document addressing all elements
required for diagnoses applicable to adult (fully grown and
physically mature' — new) male lower urinary tract and pelvic
floor dysfunction. Indeed, the diagnostic entities themselves
may have not been all completely defined. The term
“diagnosis” is defined as “the determination of the nature
of a disease; clinical: made from a study of the symptoms and
signs of a disease'; “laboratory:” investigative options to be
mentioned. Such a specific report would require a full outline
of the terminology for all symptoms, signs, urodynamic
investigations for male lower urinary tract (LUT) and pelvic
floor (PF) dysfunction, the imaging associated with those
investigations and the most common diagnoses.

It may have been possible in the past to combine all
terminology for lower urinary tract function for men, women
and children into one Report. The International Continence
Society (ICS) has provided leadership in terminology for
lower urinary tract dysfunction over decades employing
combined or generic reports. The 19887 and 2002* Reports by
the Committee on Standardization of Terminology are such
examples. With the increasing specificity and complexity of
the diagnoses in both sexes, combined reports, let alone
attempting to cover “all patient groups from children to the
elderly,”® may now be an anachronism. With evidence that
the absence of specific female diagnoses as well as other
female specific terminology, may not have been advantaged
by a combined approach,* there occurred the development
and 2010 publication of an International Urogynecological
Association (IUGA)/ICS Joint Report on the Terminology for
Female Pelvic Floor Dysfunction.” The 2002 Report® still
provides the traditional core male terminology and some
useful modifications, many of which are repeated in this
document. The current report, with the large number of new
and changed definitions, acknowledges that a male-specific
update of terminology for LUT and PF symptoms and
dysfunction is now timely.

It is hoped that some of the advantages noted in the
female-specific document® might be seen here in this male
document: (i) more comprehensive coverage of male-specific
terminologys; (ii) greater coherency and user-friendliness; (iii)
greater specificity of male diagnoses; and (iv) more accurate
communication for clinical and research purposes. Itis also an
aim in this document, to develop a general male terminology,
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lower urinary tract dysfunction, lower urinary tract symptoms, male, male urinary tract imaging, male

forming a “backbone” or “core” terminology, to facilitate an
update of the other subcategories of male-specific terminolo-
gies. There have been seven other (IUGA-ICS) female PF-
related terminology documents,®'? all published, following
the production of the initial joint IUGA/ICS document on
female pelvic floor dysfunction.’ The authors of that
document” have kindly permitted the template of that Report
to be used as the basis for the current Report. Four other male
terminology reports have been initiated: (i) male anorectal
dysfunction; (ii) surgical management of male LUT
dysfunction; (iii) sexual health in men with LUT/PF
dysfunction and (iv) conservative management of male
LUT/PF dysfunction, to follow the publication of this “core”
report.

This Terminology Report is inherently and appropriately
a definitional document, collating the definitions of those
terms, that is, words used to express a defined concept in a
particular branch of study,’ here core male terminology.
Emphasis has been on comprehensively including those terms
in current use in the relevant peer-reviewed literature. The
aim is to assist clinical practice and research. Explanatory
notes on definitions have been referred, where possible, to the
“Footnotes section.” Table 1 lists the number of definitions:
(i) new; (ii) changed; (iii) total by section, compared with the
previous male-inclusive Reports.z'3

As with its female terminology equivalent, qualities for a
male-specific terminology report should be:

(1) User-friendly: It should be able to be understood by all
clinical and research users.

(2) Clinically-based: Symptoms, signs, validated investiga-
tions and imaging should be presented for use in forming
diagnoses. Sections 1-4 will address symptoms, signs,
urodynamic investigations and current associated imag-
ing modalities routinely used in the office, urodynamic
laboratory, or imaging department to make those
diagnoses. Readership is not assumed to be limited to
medical specialists, accounting for a more extended
“basic” physical examination (Section 2). Related
radiological investigations, computerized tomography
(CT) and magnetic resonance imaging (MRI) as well as a
description of electromyography (EMG) has been
included. This report limits terminology for neurogenic
lower urinary tract dysfunction (LUTD) as this is covered
by a separate ICS Report."?
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TABLE 1 Total, new and changed definitions (compared with previous male-inclusive Reports>>)

Section New definitions/descriptors
Introduction & Symptoms 60

Signs 73

Investigations 23

Imaging 42

Diagnoses 14

Total 211 (54%)

(3) Section 5 will address the most common diagnoses of
male lower urinary tract and pelvic floor dysfunction. The
terms® “urodynamic observation” and “condition” (non-
medical) have not been used in this report. The scope of
the report will exclude (i) diagnostic pathology (blood,
urine, histology); (ii) more invasive investigations
requiring an anesthetic; (ii) evidence-based treatments
for each diagnosis.

(4) Origin: Where a term's existing definition (from one of
multiple sources used) is deemed appropriate, that
definition will be included and duly referenced. Many
terms in male lower urinary tract and pelvic floor
function, because of their long-term use, have now
become generic, as apparent by their listing in medical
dictionaries.

(5) Able to provide explanations: Where a specific explana-
tion is deemed appropriate to explain a change from
earlier definitions or to qualify the current definition, this
will be included as an addendum to this paper (Footnote
[FN] 1,2,3 ...). Wherever possible, evidence-based
medical principles will be followed.

As in earlier ICS Reports,>> when a reference is made to

the whole anatomical organ, the vesica urinaria, the correct

term is the bladder. When the smooth muscle structure known
as the m. detrusor vesicae is being discussed, then the correct
term is detrusor.

It is suggested that acknowledgement of these standards
in written publications related to male lower urinary tract
and pelvic floor symptoms and dysfunction, be indicated by
a footnote to the section “Methods and Materials” or its
equivalent, to read as follows: “Methods, definitions and
units conform to the standards recommended by the
International Continence Society, except where specifically
noted.”

SECTION 1: SYMPTOMS

Symptom: Any morbid phenomenon or departure from the
normal in structure, function, or sensation, possibly indicative
of a disease or health problem. Symptoms are either
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Changed definitions/descriptors Total
23 118
14 98

25 106
n/a 42

9 26

71 (18%) 390

volunteered by, or elicited from the individual, or may be
described by the individual's partner or caregiver>>>

Complaint: The description of the symptom.' (NEW)

Main (Chief) Complaint: The symptom that a patient
states as the main reason for seeking medical advice.! (NEW)
The degree of “bother (worry, concern)” for other symptoms
can be variable.'* (NEW)

Lower urinary tract symptom (LUTS): A symptom
related to the lower urinary tract; it may originate from the
bladder, prostate, urethra, and/or adjacent pelvic floor or
pelvic organs, or at times be referred from similarly
innervated anatomy, for example, lower ureter. (NEW)

STORAGE SYMPTOMS

1.1 Storage Symptoms: Lower urinary tract symptoms
occurring during the bladder storage phase. (NEW)
General Storage symptoms

1.1.1 Increased urinary frequency: Complaint that
voiding occurs more frequently than deemed normal
by the individual (or caregivers).>* Time of day and
number of voids are not specified. (NEW)
1.1.2 Increased daytime urinary frequency: Com-
plaint that voiding occurs more frequently during
waking hours than previously deemed normal by
the individual (or caregivers).3’5 rni.1 NB polla-
kiuria Ny (CHANGED)
1.1.3 Nocturia: The number of times urine is passed
during the main sleep period. Having woken to pass
urine for the first time, each urination must be
followed by sleep or the intention to sleep. This
should be quantified using a bladder diary.'®
1.1.4 Polyuria (global symptom): Complaint that the
urine excretion volume over 24 h is noticeably
larger than the previous experience.pn 4 (NEW)
1.1.4.1 Diurnal polyuria: Complaint that daytime
urine excretion volume is noticeably larger
than the previous experience. (NEW)

1.1.4.1 Nocturnal polyuria (symptom)'®: Com-
plaint of passing large volumes of urine at
night-time. (NEW)
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ICS Standards 2024:

Sensory symptoms

1.1.5 Bladder filling (sensory) symptoms: Abnormal

sensations experienced during bladder filling.'

(NEW)

1.1.5.1 Increased bladder filling sensation:
Complaint that the sensation of bladder
filling occurs earlier or is more intense or
persistent to that previously experienced.>
(CHANGED) N.B. This differs from
urgency by the fact that micturition can
be postponed despite the desire to void.

1.1.5.2 Urgency: Complaint of a sudden, compel-
ling desire to pass urine which is difficult to
defer.>’ FNL.5, FNL.6

1.1.5.3 Reduced bladder filling sensation: Com-
plaint that the sensation of bladder filling is
less intense or occurs later in filling than
previously experienced. (CHANGED)

1.1.5.4 Absent bladder filling sensation: Com-
plaint of both the absence of the sensation
of bladder fullness and a definite desire to
void®

1.1.5.5 Non-specific (atypical) bladder filling
sensation (bladder dysesthesia): Com-
plaint of abnormal bladder filling sensation
such as the perception of vague abdominal
bloating, vegetative symptoms (nausea,
vomiting,  faintness), or  spasticity.
(CHANGED) g5 1t differs from normal
bladder filling sensation or pain, pressure
or discomfort of the bladder.

Incontinence symptoms

1.1.6 Urinary incontinence symptoms'®: Involuntary

loss of urine experienced during the bladder storage
phase gnis, enio (NEW)
1.1.6.1 Urinary incontinence (symptom): Com-
plaint of involuntary loss of urine.>” gx 10
1.1.6.2 Urgency urinary incontinence (UUI)>*:
Complaint of involuntary loss of urine
associated with urgency.
1.1.6.3 Stress urinary incontinence (SUI):
Complaint of involuntary loss of urine
on effort or physical exertion including
sporting activities, or on sneezing or
coughing.>®> N.B. “activity (effort)-re-
lated incontinence” might be preferred
in some languages to avoid confusion
with psychological stress. gni.10
1.1.6.4 Mixed urinary incontinence (MUI):
Complaints of both stress and urgency
urinary incontinence, that is, involuntary

1.1CS Standardisations

loss of urine associated with urgency as
well as with effort or physical exertion
including sporting activities or on sneez-
ing or coughing (stress).>
1.1.6.5 Enuresis: Complaint of intermittent (non-
continuous) incontinence that occurs dur-
ing periods of sleep.'® (CHANGED)
1.1.6.6 Continuous urinary incontinence:
Complaint of continuous involuntary
loss of urine.>> (CHANGED)
1.1.6.7 Insensible urinary incontinence: Com-
plaint of urinary incontinence where the
individual is aware of urine leakage but
unaware of how or when it occurred.’
(CHANGED)
1.1.6.8 Postural urinary incontinence: Com-
plaint of urinary incontinence during
change of posture or position, for exam-
ple, from supine or seated to stand-
ing.pn1.12 (NEW)
1.1.6.9 Disability associated incontinence:
Complaint of urinary incontinence in the
presence of a functional inability to reach
a toilet/urinal in time because of a
physical (eg, orthopedic, neurological)
and/or mental impairment. (NEW)
1.1.6.10 Overflow incontinence: Complaint of
urinary incontinence in the symptomatic
presence of an excessively (over-) full
bladder (no cause identified). (NEW)
1.1.6.11 Sexual arousal incontinence'’: Com-
plaint of involuntary loss of urine during
sexual arousal, foreplay and/or masturba-
tion. (NEW)
1.1.6.12 Climacturia'®: Complaint of involuntary
loss of urine at the time of orgasm. (NEW)

Storage symptom syndrome

1.1.7 Overactive bladder (OAB, urgency) syndrome:
Urinary urgency, usually accompanied by in-
creased daytime frequency and/or nocturia, with
urinary incontinence (OAB-wet) or without (OAB-
dry), in the absence of urinary tract infection or
other detectable disease.>* (CHANGED)

VOIDING SYMPTOMS

1.2 Voiding symptoms: Lower urinary tract symptoms
during the voiding phase (experienced during micturi-
tion). (NEW)

1.2.1. Hesitancy: Complaint of a delay in initiating
voiding (when the individual is ready to pass
urine). (CHANGED)

The ICS report on the terminology for adult male lower urinary tract and pelvic floor symptoms
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1.2.2. Paruresis (“bashful” or ‘“shy bladder’’): Com-
plaint of the inability to initiate voiding in public
(i.e. voiding in the presence of other persons)
despite there being no difficulty in private.?
N1.13 (NEW)

1.2.3 Episodic inability to void: Complaint of occa-
sional inability to initiate voiding despite relaxa-
tion and/or an intensive effort (by abdominal
straining, Valsalva maneuver or suprapubic
pressure). (NEW)

1.2.4 Straining to void: Complaint of the need to make
an intensive effort to either initiate, maintain or
improve voiding or the urinary stream.*”
(CHANGED)

1.2.5 Slow (urinary) stream: Complaint of a urinary
stream perceived as overall slower than previous
performance or in comparison with others.>>

1.2.6 Intermittency: Complaint of urine flow that stops
and starts on one or more occasions during one
voiding episode.3’5

1.2.7 Terminal dribbling: Complaint that during the
final part of voiding there is noticeable slowing of
the flow to drops or a trickling stream.
(CHANGED)

1.2.8 Spraying (splitting) of urinary stream: Com-
plaint that the urine passage is a spray or split
rather than a single directional stream.*”
(CHANGED)

1.2.9 Position-dependent voiding: Complaint of having
to adopt specific positions to be able to void
spontaneously or to improve bladder emptying, for
example, needing to void in a seated position. (NEW)

1.2.10 Dysuria: Complaint of pain, burning, other
discomfort, or difficulty during voiding. Discom-
fort may be intrinsic to the lower urinary tract (eg,
bladder or urethra), external, or referred from
other adjacent similarly innervated structures, for
example, lower ureter. gny.14 (CHANGED)

1.2.11 Stranguria: Complaint of voiding which is slow,
difficult and spasmodic (at times “drop by drop”),
usually associated with pain. (NEW)gny 15

1.2.12 Hematuria: Complaint of passage of visible
blood mixed with urine. This may be initial (at the
beginning), terminal (at the end) or total (through-
out bladder emptying). (NEW)

1.2.13 Pneumaturia': Complaint of the passage of gas
(or air) from the urethra during or after voiding.
(NEW)

1.2.14 Fecaluria': Complaint of passage of feces (per
urethram) in the urine. (NEW)

1.2.15 Chyluria (albiduria)': Complaint of passage of
chyle (pale or white, milky cloudy) in the urine."
(NEW)
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1.2.16 Urinary retention: Complaint of the inability to

empty the bladder completely.! (NEW)

1.2.16.1 Acute urinary retention (AUR): Com-
plaint of a rapid onset, usually painful
suprapubic sensation (from a full blad-
der) due to inability to void (non-
episodic), despite persistent intensive
effort.gpni.16 (NEW)

1.2.16.2 Chronic urinary retention (CUR):
Complaint of chronic or repeated
inability to empty the bladder, despite
the ability to pass some urine. This may
result in the frequent passage of small
amounts of urine or urinary inconti-
nence and a distended bladder gy 17
(NEW)

POST-VOIDING SYMPTOMS

1.3 Postvoiding Symptom: Lower urinary tract symptom
experienced after voiding has ceased. (NEW)

1.3.1 Feeling of incomplete (bladder) emptying:
Complaint that the bladder does not feel empty
after voiding has ceased.>> (CHANGED)

1.3.2 Need to immediately re-void (‘“Encore” or
“Double” voiding): Complaint that further voiding
is necessary soon after passing urine (cessation of
flow).* (CHANGED)

1.3.3 Post-voiding incontinence: Complaint of a further
involuntary passage (incontinence) of urine or
dribbling following the completion of voiding™?
FNL1s- (NEW)

1.3.4 Post-micturition urgency: Complaint of persis-
tent urgency post-voiding. (NEW)

Voiding symptom syndrome (proposal for further research)
— Underactive bladder syndrome: py 19

1.4 Lower Urinary Tract Pain and/or Other Pelvic Pain

1.4.1 Pain: A variably unpleasant sensation. It may be
described as pressure or discomfort by the patient.
Pain should be characterized by site, type,
frequency, duration, precipitating, and relieving
factors.pni 20, pN 121 (CHANGED)

1.4.2 Bladder pain: Complaint of suprapubic or
retropubic pain, pressure or discomfort related
to the bladder, and usually associated with bladder
filling. It may persist or be relieved after
voiding.>® (CHANGED)

1.4.3 Urethral pain: Complaint of pain, pressure or
discomfort felt in the urethra®® before, during
and/or after voiding and the man indicates the
urethra as the site. (CHANGED)
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1.4.4 Scrotal pain: Complaint of pain, pressure or
discomfort felt in and around the scrotum.” It may
be localized to the testis, epididymis, cord
structures, or scrotal skin.
1.4.5 Perineal pain: Complaint of pain, pressure, or
discomfort felt on the surface or in the depth of the
tissue between the scrotum and the anus.’
1.4.6 Pelvic pain: Complaint of pain, pressure, or
discomfort related to the pelvis but not clearly
related to the bladder, urethra, scrotum, or
perineum.’
1.4.7 Ejaculatory pain: Complaint of pain, pressure, or
discomfort felt in the perineum, suprapubic region
and/or penis during ejaculation, but may continue
for a time afterwards. (NEW)gxn 122
1.4.8 Anorectal pain symptoms: Complaint of pain,
pressure or discomfort particularly during defe-
cation or straining to defecate but can occur at any
time. (NEW)
1.4.8.1 Pain during straining /defecation: Pain
during defecation or straining to defecate.

1.4.8.2 Inflammatory anorectal pain: Pain
characterized by burning or stinging
(inflammation, radiation, sepsis). (NEW)

1.4.8.3 Non-inflammatory anorectal pain:
Blunted anorectal pain (proctalgia fugax,
Levator ani syndrome, pudendal neural-
gia). (NEW)

1.4.9 Coccygeal pain (coccydynia): Complaint of
pain, pressure, or discomfort in the coccygeal
region. (NEW)

1.4.10 Pudendal pain (neuralgia): Complaint of pain,
pressure, or discomfort in one or more of the areas
innervated by the pudendal nerve (may be caused
by inflammation or entrapment of the pudendal
nerve and  involving its  dermatome).
(CHANGED)

1.4.11 Chronic pelvic pain syndromes: See ICS
standard for terminology in chronic pelvic pain
syndromes.23 EN1.21

1.5 Urinary tract infection (UTT)

1.5.1 Symptoms of acute urinary tract infection:
Symptoms such as increased bladder sensation,
urgency, frequency, dysuria/stranguria, pain in the
lower urinary tract with or without urgency urinary
incontinence might suggest lower urinary tract
infection. Confirmation of a UTI requires evidence
of significant microorganisms and pyuria. ni 23,
N 1.24) (CHANGED)

1.5.2 Recurrent urinary tract infections (UTIs): A
history of at least two symptomatic and medically
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diagnosed UTI in the previous 12 months.gni 25
The previous UTI(s) should have resolved prior to a
further UTI being diagnosed. (CHANGED).

1.5.3 Urethral discharge: Of mucus, pus, or blood, from
the urethral meatus. (NEW)

1.6 Symptoms of sexual dysfunction: Abnormal sensation
and/or function experienced by a man during sexual
activity. (NEW)
1.6.1 Altered Libido: Change in interest in sexual
activity. (NEW)
1.6.1.1 Decreased libido: Complaint of decreased
interest in sexual activity in comparison to
previous experience. (NEW)

1.6.1.2 Increased libido: Complaint of increased
interest in sexual activity in comparison to
previous experience. (NEW)
1.6.2 Erectile dysfunction®”: Complaint of inability to
achieve and sustain an erection firm enough for
satisfactory sexual performance. (NEW)
1.6.3 Ejaculatory dysfunction: Complaint of alteration
of the emission of seminal fluids during ejacula-
tion. (NEW)
1.6.3.1 Anejaculation: Complaint of absence of
seminal fluid emission. May be associated
with the absence of the sensation of orgasm
or anorgasmia. (NEW)

1.6.3.2 Delayed ejaculation: Complaint of an
increase in the time taken for ejaculation
to occur. (NEW)

1.6.3.3 Premature ejaculation: Complaint of a
persistent or recurrent pattern of too rapid
achievement of ejaculation during part-
nered sexual activity,l that is, before the
individual wishes it. gy 1.26 (NEW)

1.6.3.4 Decreased (low) semen volume**: Com-
plaint of smaller amount of seminal fluid
than normal or previously experienced
rni27- (NEW)

1.6.3.5 Increased (high) semen volume: Com-
plaint of higher amount of seminal fluid
than normal or previously experienced.
(NEW)gNi 27

1.6.4 Hematospermia: Complaint of the appearance of
visible blood in the seminal fluid. Color of the
seminal fluid may be red or brown. (NEW)

1.6.5 Penile pain with intercourse (male dyspareu-
nia): Complaint of any penile discomfort occurring
during intercourse. May be caused by penile
disease, vaginal anatomy (eg, vaginal tightening,
scarring, or exposed mesh) and/or may relate to
various positions with intercourse. gnj.g (NEW)
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1.6.6 Obstructed intercourse: Complaint that vaginal
intercourse is not possible due to perceived
obstruction. Whilst this may be a partner issue, it
can occur in cases of penile curvature (Peyronie's
disease) or penile carcinoma. (NEW)

1.7 Symptoms of anorectal dysfunctions’lo’”: EN1.29

1.7.1 Anorectal incontinence (symptoms): Complaint
of involuntary loss of flatus or feces.>'” Can be
further subdivided into:
1.7.1.1 Flatal incontinence: Complaint of invol-
untary loss of flatus (gas).>'°

1.7.1.2 Fecal incontinence: Complaint of invol-
untary loss of feces.>'”
- when feces is solid and/or
- when feces is liquid

1.7.1.3 Fecal (rectal) urgency: Complaint of a
sudden, compelling desire to defecate that
is difficult to defer.>'°

1.7.1.4 Fecal (flatal) urgency incontinence: Com-
plaint of involuntary loss of feces (flatus)
associated with fecal urgency.>'*?’

1.7.1.5 Passive (insensible) fecal incontinence:
Complaint of involuntary soiling of liquid
or solid stool without sensation or warning.
(NEW)

1.7.1.6 Overflow fecal incontinence: Complaint
of involuntary loss of stool due to an
overfull rectum or fecal impaction. (NEW)

1.7.1.7 Coital fecal incontinence: Complaint of
involuntary loss of stool occurring with
intercourse.>°

1.7.1.8 Stress fecal incontinence (SUI): Com-
plaint of involuntary loss of feces on effort
or physical exertion including sporting
activities, or on sneezing or coughing.
(NEW)

1.7.2 Anorectal sensory symptoms

1.7.2.1 Diminished rectal sensation (rectal hy-
posensitivity): Complaint of diminished or
absent sensation of filling in the rectum.
(CHANGED)

1.7.2.2 Increased rectal sensation (rectal hyper-
sensitivity): Complaint of a desire to
defecate (during rectal filling) that occurs
earlier or more persistent to that previously
experienced. (NEW)
NB: for 1.7.2.1 and 1.7.2.2, can be to (i)
first sensation; (ii) urge sensation; (iii)
maximum tolerated volume.

1.7.2.3 Tenesmus: Complaint of an urgent desire
to evacuate the bowel, accompanied by
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involuntary straining and the passage of
little fecal matter.'

1.7.3 Defecatory or post-defecatory symptoms: Symp-
toms experienced during or following the act of
defecation. (NEW)
1.7.3.1 Constipation: Complaint that bowel

movements are infrequent and/or incom-
plete and/or there is a need for frequent
straining or manual assistance to defecate.
(Rome IV criteria®®) FN1.30.
1.7.3.1.1 Slow transit: infrequent bowel
motions due to delay in transit of
bowel contents to reach rectum.
1.7.3.1.2 Obstructed defecation: Com-
plaint of difficulty in evacuation
due to a mechanical obstruction.
1.7.3.2 Feeling of incomplete bowel evacuation:
Complaint that the rectum does not feel
empty after defecation. May be accompa-
nied by a desire to defecate again.s’lo
1.7.3.3 Straining to defecate: Complaint of the
need to make an intensive effort (by
abdominal straining or Valsalva) or to
use abdominal massage to either initiate,
maintain, or improve defecation.”>'°
1.7.3.4. Manual defecatory assistance
1.7.3.4.1 Internal: Anorectal Digitation:
Complaint of the need to use of
fingers in the rectum to manually
assist in evacuation of stool
contents by scooping, stretching
and/or stimulation.” (NEW)
1.7.3.4.2 External: Perineal pressure or
buttock separation: Complaint
of the need to press on the
perineum or separate the but-
tocks to assist defecation.
(NEW)
1.7.3.5 Post defecatory soiling: Complaint of
soiling occurring after defecation. (NEW)
1.7.3.6 Rectal bleeding/mucus: Complaint of the
loss of blood or mucus per rectum.

1.7.4 Anorectal prolapse: Complaint of external pro-
trusion (bulge) of the anus or rectum (differentia-
tion on subsequent examination between rectal
mucosal prolapse and full thickness rectal wall
prolapse which includes muscle and serosal layers).
(CHANGED)

1.8 Other Relevant History
Current medications, previous urological operations,
radiotherapy, and catheterization should be noted.
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Footnotes for Section 1

1.1: Milsom et al."” first reported that frequency caused by
an overactive bladder was arbitrarily defined as more than
eight micturitions per 24 h, given that the normal voiding
frequency in healthy individuals is typically under six
micturitions per 24 h. It was higher than previously reported
for healthy women using a frequency/volume chart (median
5.5 micturitions per 24 h).'5"7

1.2: Pollakiuria: Complaint of abnormally (extraordi-
nary') frequent micturition (rarely used definition).

1.3: It is common to void during the night when sleep is
disturbed for other reasons—eg, insomnia—this does not
constitute nocturia.

1.4: Polyuria is more fully defined in the “Signs” section.

1.5: “Urgency” replaces “urge” as the “accepted”
terminology for the abnormal rather than the normal
phenomenon.

1.6: The use of the word “sudden,” defined as “without
warning or abrupt,” used in earlier definitions>>> has been
subject to much debate. Its inclusion has been continued.

1.7: This symptom generally occurs where there is some
form of neurological disease.

1.8: “Continence” is defined as absence of involuntary
leakage of bowel and bladder contents (i.e. normal voluntary
control of bowel and bladder function).

1.9: In each specific circumstance, urinary incontinence
should be further described by specifying relevant factors
such as type, severity, precipitating factors, social impact,
effect on hygiene, and quality of life, the measures used to
contain the leakage, and whether or not the individual seeks or
desires help because of urinary incontinence.

1.10: This change is to accommodate for ambiguity in
some languages between stress and anxiety. This symptom
would most commonly occur in men who have undergone
(radical) prostatectomy. Men who had radical prostatectomy
may experience activity-related incontinence and/or during
sex.'?

1.11: Small amounts of urine may be leaked without
warning.

1.12: Men with post-prostatectomy incontinence do
report this. It also happens in men after artificial sphincter
placement. When they get up, they leak. Can be due to stress
and without urge or other associated symptoms in the standing
or upright position.

1.13: The term “pareuresis” is not in common usage,
although the symptom is well-recognised.?’ Paruresis is
defined as the fear of being able to urinate in situations where
other persons are present. Diagnostic and statistical manual of
mental disorders. Arlington, VA: American Psychiatric
Association; 2013.

1.14: Dysuria is a type of urethral pain but could be
urethral in origin or referred there from a pathological process
in bladder, lower ureter or prostate.
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1.15: The symptom of “stranguria” is poorly understood,
overlapping at times with urethral pain, dysuria, and pelvic
pain.

1.16: The bladder is distended, palpable, and possibly
tender. A significantly increased residual is present.

1.17: Non-neurogenic chronic urinary retention (CUR) in
men (AUA consensus?' supported by the current authors) can
be defined as an elevated post-void residual of greater than
300 mL that has persisted for at least 6 months and is
documented on two or more separate occasions. Evidence is
not strong. CUR can be caused by different pathologies that
create detrusor underactivity and/or result in chronic bladder
outlet obstruction.!

1.18: May occur after clothing has been adjusted, due to
some “pooling” of urine in the urethra if underwear, or
clothing has caused some restriction during voiding or a
urethral stricture or diverticulum.

1.19: Complaints of a slow urinary stream, hesitancy and
straining to void, with or without sense of incomplete bladder
emptying and dribbling, sometimes with storage symptoms:
symptom grouping proposed to be suggestive of detrusor
underactivity®> (DU). Diagnosis of actual detrusor underac-
tivity depends on urodynamic findings as discussed in Section
5 on Diagnoses.

1.20: It is often difficult to localize pain precisely, so
descriptions as to location of the pain may be imprecise. For
example, the term “bladder pain” does not necessarily
indicate that the bladder is the cause. Pain thought to be
arising from the bladder, or felt in the urethra, scrotum or
perineum might be referred from the lower ureter, or bladder
base or other pelvic organs.

1.21. The definitions of pelvic pain and especially chronic
pelvic pain had been debated in several societies with a view to
simplification and restructuring of the classification. The ICS has
now published a report from chronic pelvic pain syndromes.>®

1.22. Painful ejaculation (previously termed “odynorgas-
mia”), is a poorly characterized syndrome. It may be
associated with urethritis, BPH, acute or chronic prostatitis,
CPPS, seminal vesiculitis, seminal vesicular calculi or
ejaculatory duct obstruction. Often, no obvious etiologic
factor can be found.

1.23: Commonly suggested criteria for: (i) Bacteriuria
are>100 000 CFU/mL on voided specimen or >1000 CFU/
mL on catheterized specimen; (i) Pyuria are >10 WBC/mm?®
in uncentrifuged urine. The presence of nitrites in the urine is
supportive of a UTI involving a common organism (E. Coli,
Klebsiella).

1.24: Those symptomatic patients with fewer colony
counts may still harbor organisms detectable by mRNA
analyses not widely available at present.>* Testing for urinary
microbiome is being explored but it is not widely available.

1.25: Recurrent urinary tract infections (UTIs) has not
been consistently defined. They are far less common in men
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than women but perhaps more significant. There is the
difficulty of balancing the practical clinical definition and the
scientific one. Records of diagnostic tests are often
inaccessible over the medium to longer term. With a bias
towards the former category, a definition might be the
presence at least two symptomatic and medically diagnosed
UTlIs in 12 months. “Recur” strictly means to “occur again” or
“be repeated.”

1.26: This symptom must have been present for at least 6
months and must be experienced on almost all or all
(approximately 75-100%) occasions of sexual activity. It
causes clinically significant distress in the individual. It has
been called early ejaculation, rapid ejaculation, rapid climax
or premature climax. There is no uniform cut-off defining
“premature,” but a consensus of experts at the International
Society for Sexual Medicine endorsed a definition of around
1 min after penetration. The International Classification of
Diseases (ICD-10) applies a cut-off of 15s from the
beginning of sexual intercourse.

1.27: Mean semen volume is 3.9 mL (5lh centile 1.5 mL;
95" centile 6.8 mL). Low semen volume is under 1.5 mL;
high semen volume is over 6.8 mL.>>%°

1.28: Dyspareunia (“hispareunia”), the symptom most
applicable to male discomfort on sexual intercourse, will
depend on many factors including a woman's introital
relaxation and/or anatomical factors.

1.29. Symptoms of defecatory dysfunction are not
uncommon in men, particularly those who have undergone
anal sphincterotomies for fissure-in-ano.

1.30. Rome IV Criteria for 1.8.3.1 Constipation™:
Complaint that bowel movements are (i) infrequent (<3/
wk); (ii) need to strain; (iii) lumpy or hard stool bloating; (iv)
sensation of incomplete evacuation; (v) sensation of anorectal
obstruction or blockage abdominal pain, (vi) need for manual
assistance, in more than one quarter of all defecation.

SECTION 2: SIGNS

Sign: Any abnormality indicative of disease or a health
problem, discoverable on examination of the patient; an
objective indication of disease or a health problem.'
(CHANGED)

General principles of examination for male with
symptoms of LUT/PF dysfunction®”: A comprehensive
physical examination is done to seek potential influences on
symptoms.gno,; It should include abdominal examination,
focussing on the suprapubic area to detect an enlarged
bladder, or other abdominal mass, and digital examination of
the rectum (prostate) as well as examination of the external
genitalia, the perineum and lower limbs. The hernia orifices
should also be evaluated. Penile lesions including meatal
stenosis, phimosis, and penile cancer must be excluded.?3!
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If a neurological diagnosis is suspected, then a focused
neurological examination with evaluation of perianal crude
and pinprick sensations need to be tested. Also, the anal
muscle tone can be assessed with finger in the rectum and
asking the patient to squeeze. (NEW)

2.1 General (visual) observations

2.1.1 Mobility: generalized muscle strength and ability
to ambulate independently or with assistance.
(NEW)

2.1.2 SKkin: jaundice or pallor or skin irritation due to
urinary loss. (NEW)

2.1.3 Nutritional Status: cachexia (possible underlying
malignancy); obesity (possible endocrine abnor-
mality29 including metabolic syndrome). (NEW)

2.1.4 Edema of genitalia and lower extremities:
Possible cardiac decompensation, renal failure,
nephrotic syndrome, or pelvic and/or retroperito-
neal lymphatic obstruction.”*>' (NEW)

2.2 Abdominal examination®’: Among numerous possible
abdominal signs are:

2.2.1 Bladder fullness/retention: The bladder may be
felt by abdominal palpation or detected by supra-
pubic percussion. gnz2 (CHANGED)

2.2.2 Other abdominal masses: or distension (eg,
ascites). (NEW)

2.2.3 Scars: Indicating previous relevant surgery, trau-
mas, or evidence of previous radiotherapy. (NEW)

2.2.4 Renal Area: Examination for tenderness, masses.
(NEW)

2.3 Lower Urinary Tract/Genital Examinations/Signs
2.3.1 Genital skin:
2.3.1.1 Excoriation, redness, irritation secondary
to urinary incontinence and the effect of
pads or diapers. (NEW)
2.3.1.2 Mycotic infections (balanoposthitis, inter-
trigo, or scrotal): Moist, red pruritic skin
usually in men with urinary or fecal
incontinence, immune suppression or
poorly controlled diabetes mellitus.*
(NEW)
2.3.1.3 Skin pigmentation: balanitis xerotica ob-
literans (BXO — syn. lichen sclerosus) and
vitiligo may cause depigmentation (penile
skin, scrotum, glans). (NEW)
2.3.1.4 Cutaneous manifestations of sexually
transmitted diseases: vesicles, ulcers.
(NEW)
2.3.2 Penile examination:

232



D’ANCONA, HAYLEN ET AL.

ICS Standards 2024:

2.3.2.1 Foreskin abnormalities:
2.3.2.1.1 Tumor or infection (balanopos-
thitis, ie, inflammation of the
glans penis and overlying fore-
skin'). (NEW)
2.3.2.1.2 Phimosis>>: Partial or complete
inability to retract the prepuce
due to adhesion between the
glans and the prepuce or a
preputial ring. g2z (NVEW)
2.3.2.1.3 Paraphimosis®*: Entrapment of
the  prepuce  behind  the
glans.pN2_3 (NEW)
2.3.2.2 Position of the urethral meatus™":
2.3.2.2.1 Hypospadias: Refers to the ure-
thral meatus sited on ventral
surface of the penis, either
congenital or acquired, proximal
to its normal position on the tip of
the glans. External urethral mea-
tus may be on the glans penis
(glandular hypospadias), sulcus
(coronal hypospadias), shaft (pe-
nile  hypospadias),  scrotum
(scrotal hypospadias), or peri-
neum (perineal hypospadias).
(NEW)
2.3.2.2.2 Epispadias: Refers to the ure-
thral meatus sited on dorsal
surface of the penis, either
congenital or acquired, proximal
to its normal position on the tip of
the glans. (NEW)
2.3.2.2.3 Neoplastic or inflammatory le-
sions within the fossa navicula-
ris.>* (NEW)
2.3.2.2.4 Post-hypospadias/epispadias
repair: including post-urethro-
plasty urethral fibrosis: palpated
near the meatus or in the penile
shaft. (NEW)
2.3.2.2.5 Postoperative fistula: Urine is
visible at or near the incision
lines. (NEW)
2.3.2.3 Urethral examination:
2.3.2.3.1 Palpation: along the ventral
aspect of the penis and inferiorly
into the perineum to detect
fibrosis, lumps or tenderness
along the shaft. (NEW)
2.3.2.3.2 Tenderness: suggestive of ure-
thral or periurethral inflamma-
tion, often secondary to a urethral
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stricture® or sexually transmitted
disease. (NEW)
2.3.2.3.3 Meatal stenosis: narrowing
changes of the distal urethra;
post-infection,
(NEW)
2.3.2.4 Examination of the glans and shaft
2.3.2.4.1 Penile plaque: palpation of
node or plaque in the tunica
usually on the dorsal aspect
(perhaps related to Peyronie's
disease). (NEW)
2.3.2.4.2 Lichen sclerosus: tight foreskin,
cracking, and bleeding.
2.3.2.5 General examination: redness, ulcers,
warts, (NEW)
2.3.3 Scrotal examination: (NEW)
2.3.3.1 Normal: The scrotum is a loose sac
containing the testes and spermatic cord
structures. The epididymis is palpable
applied to the posterior surface of the testis
as a ridge although occasionally it is sited
on the anterior surface. gy 24 (NEW)
2.3.3.2 Inflammation: The epididymis may be
swollen and tender, and if severe, the
inflammatory process may involve the
whole scrotal content (i.e. testis and
epididymis [epididymo-orchitis]) and the
scrotal skin as well. gno 5 (NEW)
2.3.3.3 Cystic dilatations of the epididymis:
(epididymal cysts or spermatocele) and
hydroceles (fluid collections between the
visceral tunica albuginea and parietal layer
of the testicular peritoneum)—usually
benign. The examination of these structures
would be generally non-tender and without
pain (as opposed to 2.3.3.2). 2.6 (NEW)
2.3.3.4 Inguinal bulge: Examination and differ-
entiation of hernia from hydrocele or cyst
of spermatic cord or groin lymph nodes.
(NEW) (use of transillumination may assist
though ultrasound is generally diagnostic)

post-surgery.

FN2.7
2.3.4 Perineal examination: this is generally performed
with the patient in the lateral supine or in the
lithotomy position. (NEW)
2.3.4.1 Perianal dermatitis: Skin infection at the
perineum around the anus, usually associ-
ated with fecal incontinence or diarrhoea.
(NEW)
2.3.4.2 Fissures: A break or tear in the skin of the
perineum, anal sphincter or distal rectum
usually associated with anal pain. (NEW)
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2.3.5 Rectal and prostate examination: Digital rectal
examination (DRE) is recommended> = as part of
the physical examination. Generally done with the
patient standing and bent over the examining table,
or with the patient in the left lateral knees bent
position, or in the lithotomy position. DRE is
usually pain-free. (NEW)
2.3.5.1 Anal examination: This can detect the

following findings in the anal sphincter or
distal rectum: (NEW)
2.3.5.1.1 Benign diseases: hemorrhoids,
fissure, anal sphincter injury,
levator discomfort, or pain.
(NEW)
2.3.5.1.2 Possible malignant diseases:
anal, distal rectal, and prostate
carcinoma. (NEW)
2.3.5.1.3 Anal tone: increased or de-
creased anal sphincter tone might
suggest similar changes in the
urinary sphincter and may indi-
cate neurologic disease. (NEW)
2.3.5.1.4 Anal stricture: a circumscribed
narrowing or stenosis of the anal
canal. (NEW)
2.3.5.2 Prostate gland characteristics: size, sym-
metry, firmness, nodules, and its relation to
the pelvic sidewall and rectum can be
assessed.> >’ The gland is about the size of
a walnut and has a consistency similar to
that of the contracted thenar eminence of
the thumb gno 5. (NEW)
2.3.5.3 Nodularity and/or firmness — May indi-
cate possible abnormality requiring further
investigation.>” (NEW)
2.3.5.4 Prostate tenderness: prostate palpation, as
part of a DRE, is usually pain-free. Pain
with prostatic palpation is variable though
if present, it may be helpful in differentiat-
ing prostate/pelvic pain syndromes.**
(NEW)
2.3.5.5 Rectal examination (circumferential):
this might lead to the detection of non-
urological diseases such as rectal carci-
noma, fistula and fecal impaction.pnz.9
(NEW)

2.4 Focused neurological exam’>

ICS Standards 2024:

2.4.1 Overall neurological status: abnormalities of
speech, gait as well as upper and lower extremity
dexterity should be noted as they may indicate a
neurological cause for the urological symptoms.

1.1CS Standardisations

Neuropathy may impact also on management
options.*® pno. 10 (CHANGED)

2.4.2 Level of neurologic abnormality: can occasion-
ally be localized by the pattern of sensory or motor
deficit noted during physical examination using a
dermatome map.3° (NEW)

2.4.3 Penile, scrotal, or perianal sensory deficits: may
indicate damage or injury to sacral roots or nerves.
Reflex testing in the genital area may also be
performed. The most important of these is the
BSR.* (NEW)

2.4.4 Bulbospongiosus reflex (BSR)*° a reflex con-
traction of the striated muscle of the pelvic floor
(anal sphincter) and the bulbo-spongiosus muscle
that occurs in response to various stimuli in the
perineum or genitalia. pn2.11 (NEW)

2.4.5. Cremasteric reflex: contraction of the ipsilateral
cremaster muscle, drawing the testis upwards,
when the upper inner aspect of the thigh is stroked
longitudinally. (NEW)

3,5,40,41,

2.5 Urinary Incontinence Signs’ : All examinations

for the evaluation of urinary incontinence are best

performed with the individual's bladder comfortably full.

2.5.1 Urinary incontinence>>: observation of involun-
tary loss of urine on examination.

2.5.2 Stress urinary incontinence (clinical stress
leakage)®>: observation of involuntary leakage
from the urethral orifice synchronous with effort or
physical exertion, or on sneezing or coughing.

2.5.3 Urgency urinary incontinence®’: observation of
involuntary leakage from the urethral orifice
associated with the individual reporting a sudden,
compelling desire to void. (CHANGED)

2.5.4 Extra-urethral incontinence®”: observation of
urine leakage through channels other than the
urethral meatus, for example, fistula. gno.12

2.6 Pelvic floor muscle (PFM) function.>>**** The

following signs of PFM function may be assessed via

the perineum (visual or tactile examination) or per rectum

(digital palpation) examination. Digital rectal examina-

tion (DRE) may be less useful in male urinary

dysfunctions where the urethral sphincter, inaccessible
to DRE, has a more important role. (NEW)

2.6.1 Perineal examination®>*>**_when the patient
is asked to cough or bear down, the perineum
should only show limited downward movement;
ventral movement may occur because of the
guarding actions of the pelvic floor muscles.
(CHANGED)
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2.6.1.1 Perineal elevation****: This is the inward the upper side and appear as
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(ventro-cephalad) movement of the peri-
neum and anus. gn».13 Look for testicular
lift and penile retraction. These need to be
checked against movement of the scrotum
and the whole penis. Correct movement
occurs with the PFEM only: the shaft of the
penis draws in and the testes lift in a
cephalad direction. These movements may
be better visualized in standing than supine
position.4547 (NEW)

2.6.1.2 Perineal descent*®: This is the outward

(dorso-caudal) movement of the perineum
and anus.

2.6.2 Examinations*
2.6.2.1 PFM state at rest; aspects to assess.

FN2.13
2.6.2.1.1 Myalgia: provoked by palpa-
tion. Levator muscle pain/ten-
derness may be elicited by
palpation of these muscles via

rectal examination.* N 214

(NEW)

- Tender point: Tenderness to
palpation at a specific soft
tissue body site. (NEW)

2.6.2.1.2 Tone: state of the muscle,
usually defined by its resting
tension, clinically determined
by resistance to passive move-
ment. Muscle tone has two
components, the contractile
component and the viscoelas-
tic component. Muscle tone
may be altered in the presence
or absence of pain.
(CHANGED)
2.6.2.1.3 Increased PFM tone (non-
neurogenic hypertonicity): in-
creased tone in a patient without

an intercurrent neurological di-

agnosis. (CHANGED)

2.6.2.1.4 Decreased PFM tone (non-
neurogenic hypotonicity): de-
creased tone in a patient without

an intercurrent neurological di-

agnosis. (CHANGED)

2.6.2.1.5 Symmetry: if examining in the

left lateral, there will be a

gravity effect and the dependent

side will have a different feel to

1. ICS Standardisations
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asymmetrical. This may affect
PFM tone. Not so common in
men. (NEW)

2.6.2.1.6 PFM injury: for example, pal-
pable anal sphincter gap though
overall not common unlike
women. (NEW)

2.6.2.2 PFM contractile function: Aspects to

assess

2.6.2.2.1 Voluntary contractility*>: the
individual is able to contract the
PFM on demand. A contraction
is felt as a tightening, lifting, and
squeezing action under/around
the finger. (NEW)

2.6.2.2.2 Strength*:  Force-generating
capacity of a muscle. It is
generally expressed as maxi-
mum voluntary contraction.
(NEW)

2.6.2.2.3 Endurance®’: the ability to
sustain near maximal or maxi-
mal force, assessed by the time a
patient is able to sustain a
maximal static or isometric
contraction. (NEW)

2.6.2.2.4 Repeatability*’: the ability to
repeatedly develop near maxi-
mal or maximal force, deter-
mined by assessing the
maximum number of repetitions
the patient can perform before
detectable decline in force. Re-
cord number of contractions in a
row. (NEW)

2.6.2.2.5 Co-contraction: contraction or
activation of two or more
muscles at the same time. Iden-
tify which muscles are co-con-
tracting and whether the co-
contraction  is  synergistic.
(NEW)

2.6.2.2.6 Relaxation ability: return of the
PFM to its original resting tone
following the voluntary contrac-
tion. Also includes the ability to
maintain PFM relaxation in
anticipation of or during any
type of touch. (NEW)

2.6.2.3 PFM response to increased intra-ab-

dominal pressure: for example, strain/
Valsalva/cough aspects to assess
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2.6.2.3.1 Direction of contraction (ele-
vation, descent)

2.6.3 Diagnoses related to PFM examinations
2.6.3.1 Overactive pelvic floor muscles: Pelvic

floor muscles which do not relax, or may
even contract when relaxation is function-
ally needed, for example, during voiding
or defecation. (CHANGED)

2.6.3.2 Underactive pelvic floor muscles: Pelvic

floor muscles which cannot voluntarily
contract when instructed to do so or when
required. (CHANGED)

2.7 Frequency-Volume Chart/Bladder Diary
2.7.1 Frequency-volume chart (FVC):

3,5,18,48

The recording of the time of each micturi-
tion together with the volume voided for at
least 24 h. Ideally a minimum of three days
of recording (not necessarily consecutive)
will generally provide more useful clinical
data. It is relevant to discriminate daytime
and nighttime micturition.

2.7.2 Bladder diary: Adds to the FVC above, the

fluid intake, pad usage, incontinence episodes,
the degree of incontinence and the circum-
stances at the time of the leakage. ** Signs
where FVC or Bladder diary are important.
Episodes of urgency and sensation might
also be recorded, as might be the activities
performed during or immediately preceding
the involuntary loss of urine. Additional
information obtained from the bladder diary
involves: Severity of incontinence in terms
of leakage episodes and pad usage.
2.7.2.1 Daytime:'® the period between wak-
ing up with the intention of arising
until going to bed with the intention
of sleeping (awake hours). (NEW)
2.7.2.2 Night-time:'® The individual's
main daily period of sleep. It
commences at the time of going
to bed with the intention of sleeping
and concludes when the individual
decides to no longer attempt to sleep
and rise for the next day.
(CHANGED) gny2.15, En2.16
2.7.2.3 Main sleep period:'® The period
from the time of falling asleep to
the time of rising for the next day.
2.7.2.4 Nocturnal: Occurring or active at
night.! For example, symptoms

1. ICS Standardisations
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and signs that occur at night.'®
(CHANGED)
2.7.2.5 Daytime (urinary) frequency:*’
Number of voids during daytime
(awake hours including first void
after waking up from sleep and
last void before sleep)**.
2.7.2.6 Night-time  (urinary) fre-
quency:'® Total number of night-
time voids irrespective of sleep.**
2.7.2.7 Nocturia: The number of times
an individual passes urine during
their main sleep period, from the
time they have fallen asleep up to
the intention to rise from that
period. This is derived from the
bladder diary.'®
2.7.2.8 24-hour (urinary) fre-
quency:*>"**® Total number of
daytime and night-time voids
during a specified 24-hour pe-
riod.** (CHANGED)
2.7.2.9 24-hour urine volume:'® Sum-
mation of all urine volumes
during a specified 24 h period.
The first void after rising is
discarded and the 24-hour period
begins at the time of the next void
and is completed by including the
first void, after rising, the follow-
ing day.** (CHANGED)
2.7.2.10 Maximum voided volume: High-
est voided volume recorded dur-
ing the assessment period.
(CHANGED) This usually equals
bladder capacity.**
2.7.2.11 Average voided volume: Sum-
mation of volumes voided di-
vided by the number of voids
during the assessment period.**
(CHANGED)
2.7.2.12 Mean maximum voided volume
(functional capacity): Mean
maximum voided volume in ev-
eryday activities.**
2.7.2.13 Polyuria: Excessive production
of urine.'* It has been defined as
more than 40 mL urine/kg body
weight during 24 h or 2.8 L urine
for a man weighing 70 kg.*®
2.7.2.14 Nocturnal urine volume:'® Total
volume of urine produced during
the night. Volume measurement

236



D’ANCONA, HAYLEN ET AL.

begins after last void preceding
sleep and concludes after the first
day-time void (when the individ-
ual decides to no longer attempt to

sleep).pnz.16 **

2.7.2.15 Nocturnal (night-time) poly-

uria:'®*® ## Increased propor-
tional production of urine during
the night-time compared with the
24h  urine volume. gEn2.17
(CHANGED). Nocturnal poly-
uria index (NPi) is most com-
monly used definition (Night-
time urine volume/24h urine
volume) X 100%.

- 33% in elderly, eg, >65 years;

- >20% in younger individuals

- 20-33% in “middle age”
Figure 1 (below): provides an
example of a bladder diary.

2.7.2.16 Pad Testing: For individuals with urinary
(fecal) incontinence symptoms, the quantifi-
cation of the amount of urine (feces) lost over
the duration of testing, by measuring the
increase in the weight of the pads (weighed
pre- and post-testing) used. This may give a
guide to the severity of incontinence. Differ-
ent durations from a short (1 h) test to a 24 and
48-hour tests have been used with provoca-
tion varying from normal everyday activities
to defined regimens. pnz.18

DATE/TIME | LIQUID INTAKE | VOLUME OF URINE| LEAKS PAD
DD.MM.YY (mL) (mL) CHANGE
21.02.18 *

02:15 150

07:15 250

08:00 Mug 250 mL

08:20 60 ‘i’:\_’ PC
09:30 Cup 200mL* g

10:00 100

12:00 2 mugs 500mL*

14:00 300

14:30 20

15:30 Cup 200 mL Ak PC
16:00 100 *

18:00 Cup 200 mL

19:00 100

20:00 Glasss 200 mL 20

20:30 Glass (wine) 50 mL| *

22:00 PC
23:00 150

FIGURE 1 Bladder diary: This simple chart allows you to record the fluid you drink and the urine you pass over 3 days (not necessarily

consecutive) in the week prior to your clinic appointment. This can provide valuable information. (i) Please fill in approximately when and how
much fluid you drink, and the type of liquid. (ii) Please fill in the time and the amount (in mLs) of urine passed, and mark with a star if you have
leaked or mark with a “PC” if you have needed to change your pad (Please find below an example of how to complete this form).

Frequency = 9; Nocturia = 1; Urine production/24hr = 1250 mL; maximum voided volume =300 mL; average voided volume = 125 mL
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Footnotes for Section 2

2.1: There is little evidence from clinical trials that
carrying out a clinical examination improves care, but
general consensus suggests that it remains an essential
part of assessment of men with urinary incontinence? or
other LUTS.

2.2: A normal bladder in the adult cannot be palpated
or percussed until there is at least a volume of 150 mL of
urine. At larger volumes of about >500 mL, a distended
bladder may be visible in thin patients as a lower midline
abdominal mass. Percussion is better than palpation for
diagnosing a distended bladder. The examiner begins by
percussing just above the symphysis pubis and continues
cephalad until there is a change in tone from dull to
resonant.*

2.3: If phimosis is severe, this can cause voiding
symptoms. Most penile cancers occur in uncircumcised
men and arise on the prepuce or glans and may be
associated with voiding symptoms.*?

2.4: Scrotal abnormalities can help in elucidating
lower urinary tract symptoms in men. For example, men
with epididymitis may have associated urinary infection
symptoms secondary to coliform bacteriuria.>*

2.5: Isolated orchitis secondary to UTI is rare,
however, mycobacterial infection, mumps, and BCG
treatment may cause orchitis.**

2.6: If very large they may distort the scrotum and
urethra and interfere with normal voiding. A hydrocele is
sometimes secondary to testis tumor or inflammatory
processes in the epididymis or orchitis.

2.7: The presence of hernias, cystic swellings in the
scrotum, and testicular tumors should be excluded by
careful clinical examination.

2.8: During the DRE, prostate size and consistency
can be estimated, although DRE tends to underestimate
true prostate size.>>3¢

2.9: In patients with recto-urethral fistulas, the fistula
can occasionally be palpated in the anterior rectal wall.
The site of the fistula at or above the anal sphincter can
occasionally be noted along with the degree of induration
of the anterior rectal wall. With large fistulas the urethra
can be palpated, especially if there is a Foley catheter in
place.

2.10: For example, a person with Parkinson's may be
unable to perform intermittent catheterization because of
tremor. A focused neurological exam is also recommended,
especially in patients suspected of having neurogenic
bladder dysfunction.®® Decreased perineal sensation and
anal sphincter tone may be signs of neuropathy.*'

2.11: This reflex is most commonly tested by placing a
finger in the rectum and then squeezing the glans penis. If a
Foley catheter is in place, the BSR can also be elicited by
gently pulling on the catheter. If the BSR is intact, tightening
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of the anal sphincter should be felt and/or observed.*® The
BSR tests the integrity of the spinal cord-mediated reflex arc
involving S2-S4 and may be absent in the presence of sacral
cord or peripheral nerve abnormalities.>

2.12: If the patient has had previous urethral or
bladder surgery or trauma, the examiner should ascertain
whether urinary leakage occurs through a fistula in a scar,
or at any other site in the penis, perineum, groins, or lower
abdomen.

2.13: Normally there is inward (cephalad) movement
of the perineum and anus.

2.14: This is all part of doing a DRE, assessing anal
sphincters and puborectalis.

2.15: For the purposes of the nocturia terminology,
night-time is therefore defined by the individual's sleep
cycle, rather than the solar cycle (from sunset to sunrise).
Thus, some shift workers may have their “night” period
during the daylight hours, as it is the time of their main
sleep period.'®

2.16: Volume measurement begins after the last void
preceding sleep and concludes after the first daytime
void. The first daytime void follows the individual's
decision they will no longer attempt to sleep.'®

2.17: There are several definitions in the literature that
could be used to indicate nocturnal polyuria including:'®

Nocturnal urine production based on body weight of
greater than 10 mL/kg.*

1. Rate of nocturnal urine production >90 mL/hr.>® This
is suggestive of nocturnal polyuria in men (about
450 mL per 8 h’ sleep).’! There are no studies looking
at the rate of nocturnal urine production in women and
this may well be different from that in men.

2. Nocturnal polyuria index is the most commonly used
definition for nocturnal polyuria®® (nocturnal urine
volume/24-hour voided volume) based on nocturnal
urine volume as part of total 24-hour urine volume
(age dependent).

3. Nocturia index (nocturnal urine volume/maximum
voided volume)>® >1: nocturia occurs because maxi-
mum voided volume is smaller than nocturnal urine
volume. >1.5: nocturia secondary to nocturnal urine
over-production in excess of maximum bladder
capacity, that is, nocturnal polyuria.

2.18: A pad test quantifies the severity of incontinence
and may be the most objective measure of the inconti-
nence. Severity of incontinence (quantified by pad weight)
affects surgery outcomes. The 24-hour pad test and
micturition diary are reliable instruments for assessing the
degree of urinary loss and number of incontinent episodes,
respectively. Increasing test duration to 48 and 72h

The ICS report on the terminology for adult male lower urinary tract and pelvic floor symptoms

238



D’ANCONA, HAYLEN ET AL.

) Voided volume (mL)
Maximum wrine flow rate
Urine ) i (MUFR-mL/s)-Q_
flow
rate
(mLis) r 4

Average urine flow rate
(AUFR-mL/s)-Q,

Time to maximum urine

flow rate (s) - tQ__

Time (s)

Flow time (s)

FIGURE 2 A schematic representation of urine flow over time and parameters of uroflowmetry
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increases reliability but is associated with decreased
patient compliance.>* Overall, the 24-hour home test is the
most accurate pad test for quantification and diagnosis of
urinary incontinence because it is the most reproducible.>®
The 1-hour pad test may be used because it is easily done
and standardized, however, there is no strict parallel with
the 24-hour pad test and it may underestimate the
weakness of the sphincter in the later part of the day.

SECTION 3: URODYNAMIC
INVESTIGATIONS

Urodynamics: Measurement of all the physiological
parameters relevant to the function and any dysfunction
of the lower urinary tract.>®>7 FNa.1, En32. (NEW)
Clinical sequence of testing:*’ Urodynamic inves-
tigations generally involve an individual attending with a
comfortably full bladder for free (no catheter) uroflow-
metry and post-void residual (PVR) measurement prior to
filling cystometry and pressure-flow study. (NEW)

3.1 Uroflowmetry
3.1.1 Ideal conditions for free (no catheter)
uroflowmetry: All free uroflowmetry studies
should be performed in a completely private
uroflowmetry room. Most modern uroflow-
meters have a high degree of accuracy
(+/—5%) though regular calibration is important
(Figure 2) 38
3.1.2 Urine flow: Urethral passage of urine where
the pattern of urine flow may be:*>"
3.1.2.1 Continuous: no interruption to urine
flow.
3.1.2.2 Intermittent: urine flow is interrupted.
3.1.3 Urine flow rate (UFR — unit: mL/s):
Volume of urine expelled via the urethra

per unit time.>>>
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3.1.4 Voided volume (VV — unit: mL): Total
volume of urine expelled via the urethra
during a single void.>*° (CHANGED)

3.1.5 Maximum (urine) flow rate (MUFR — unit:
mL/s) — Qnax: Maximum measured value of
the urine flow rate>™> corrected for
artefacts.>

3.1.6 Flow time (FT — unit: s): Time over which
measurable flow actually occurs.”*

3.1.7 Average (urine) flow rate (AUFR — unit:
mL/s) — Q.y.: Voided volume divided by the
flow time.>>"

3.1.8 Voiding time (VT — unit: s): Total duration
of micturition, including interruptions. When
voiding is completed without interruption,
voiding time is equal to flow time.>>

3.1.9 Time to maximum urine flow rate (tQmax
— unit: s): Elapsed time from the onset of
urine flow to maximum urine flow.>>"

3.1.10 Interpretation of the normality of free

uroflowmetry: Because of the strong de-
pendency of urine flow rates in men on
voided volume>®® and age,° they are best
referenced to nomograms®®®® where the
cutoff for normality has been determined
and validated. The individual should com-
ment whether voiding was representative of
his usual urine flow and whether he has
diurnal variation in urine flow (Figure 3A,
B). (NEW)

Figure 3A: the Liverpool nomograms®® for the
maximum urine flow (Qp,.x) in men aged up to 50 years
(mean 35 years). (NEW)

Figure 3B: the Liverpool nomograms® for the
maximum urine flow rate (Qua.x) in men aged over 50
years (mean 60 years). (NEW)
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FIGURE 3 A and B, show the Liverpool nomograms50 for the maximum urine flow rate in men (i) up to 50 years (mean 35 years) and (ii)
over 50 years (mean 60 years). Equation for the maximum urine flow rate nomogram (divided by age as above) is:

Sq Root (MUFR) = 2.37 4 0.18 x SqRoot (Void volume) — 0.014 x age. (Root mean square error: 0.727) (NEW). References to a specific
urine flow rate as the lower limit of normal provided a specific volume has been voided require validation studies

The 25" percentile appeared to be most appropriate
lower limits of normality for both urine flow rates to
identify those men more likely to have voiding
dysfunction (more commonly bladder outlet obstruction
[BOO)).* Higher urine flow rate percentiles occurred in
men with detrusor ovv:ractivity.c‘4 EN3.3 Some racial
differences in urine flow rates have been reported. gns.4
Ideally, abnormal uroflowmetry studies should be
repeated. (NEW)

3.2 Post-void residual (urine volume, PVR — unit:
mL): Volume of urine left in the bladder at the
completion of voiding®>>
3.2.1 Conditions for PVR measurement: PVR

reading is erroneously elevated by delayed
measurement due to additional renal input (1-
14 mL/min) into the bladder. gn3.5 Ultrasonic
techniques allow immediate (within 60s of
micturition) measurement to minimize the
error. Immediate insertion of a transurethral

catheter for bladder drainage can still provide
an effective and accurate PVR measurement.
All urethral catheters, however, may not be of
equal drainage efficacy gn3.6. Ultrasound PVR
measurement should ideally be repeated at
least once if PVR is present. (NEW) An
overdistended rather than “comfortably full”
bladder might lead to a falsely elevated initial
PVR, assessed further by repeat voiding/ repeat
PVR.

3.2.2 Assessment of normality of PVR: Upper

limits in normal community dwelling men
without LUTS are age dependent with studies
reporting a cut-off value of 10-30 mLS"~"°.
There are no adequate currently available data
[from which to quote expected/typical ranges of
PVR in men with symptoms of lower urinary
tract dysfunction. Such studies would need to
reflect the accuracy of measurement, including
whether the PVR measurement is “immediate”
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(eg, by ultrasound) or by urethral catheteriza-
tion (unless also “immediate”). In the absence
of such studies, our consensus view is that a
PVR (ultrasound) over 50mL, following
double voiding, might prompt the suspicion
of voiding dysfunction. (NEW)

with neuropathic bladder. A higher
filling rate is greater than 50 mL/min.
(CHANGED)

3.3.5 Intravesical pressure (Py.s - unit: cm H,0):

The pressure within the bladder (as directly
measured by the intravesical catheter).>>%%7

241

3.3.6 Abdominal pressure (P,,q - unit: cm H,0):
The pressure in the abdominal cavity surround-
ing the bladder. It is usually estimated from
measuring the rectal pressure, though the

3.3 Cystometry — General>*°°%%7

3.3.1 Urodynamic studies: These usually take place

ICS Standards 2024:

in a special clinical room (urodynamic labora-
tory) and involve (artificial) bladder filling
with a specified liquid (ICS recommends
physiological saline solution or X-ray contrast

if video studies) at a specified rate>>3%%7 s 4

3.3.2 Cystometry: Measurement of the pressure-

volume relationship of the bladder during

1 2,3.56,5
filling. 237 34

3.3.3 Cystometrogram (CMG): Graphical record-

ing of the bladder pressure(s) and volume(s)

over time.>6-57

3.3.4 Conditions for cystometry including

3.3.4.1 Pressures (zeroing);*

3.3.4.2 Pressure transducers;*

3.3.4.3 Catheter mounted transducers; *

3.3.4.4 Initial bladder volume;*

3.3.4.5 Fluid medium* gn37; * Covered in
references®’

3.3.4.6 Temperature of fluid: Fluid at room
temperature is mostly used. It can be
warmed to body temperature but
without evidence that this influences
results.”"”? pns.s (CHANGED)

3.3.4.7 Position of patient: Sitting (standing)
position is more provocative for ab-
normal detrusor activity (ie, overactiv-
ity) than the supine position. At some
point in the test, filling might desirably
take place with the patient standing (in
those patients able to do $0).757 Enso
(CHANGED) Many men will void
standing.

3.3.4.8 Filling rate: The filling rate, including
any changes during testing, should be
noted on the urodynamic re-
por?:SSTILIT6 T A medium

fill rate (25-50 mL/min) should be

applicable in most routine studies.

Much slower filling rates (under

25 mL/min) are appropriate in men

where there are concerns for poor

compliance or with a bladder diary

showing low bladde