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Metro South Health acknowledges the 
Yugambeh, Quandamooka, Jaggera, 
Ugarapul and Turrbal, the traditional 

Custodians of the land on which we meet 
today, recognising their shared country, their 

continuing connection to the lands, the 
waters, and communities.

We pay respects to the Elders past, present, 
and emerging and extend that respect to 

Aboriginal and Torres Strait Islander peoples 
here today.



In our education today, we recognise the importance of
recognising those people who do not identify as women when 

discussing our care for gynaecological and reproductive 
health issues. We respectfully acknowledge that some people 
may not identify as ‘female’ or as having a lived experience of 

‘womanhood’ but have been assigned as female at birth.





Introducing today's team …..

• Facilitator: Dr Kim Nolan , GP - GPLO Maternity

• Lisa Miller, GPLO Midwife Manager



From Logan, Beaudesert, QE II (and Redland Hospital) Teams

• Dr Hasthika Ellepola

• Dr Katie Christensen 

• Dr Sanja Savic  

• Dr Dulanthi Tudawe

• Melanie Walkenhorst 

• Nellie Phillips

• Dr Herjot Gill 

• Dr Lua Saylany 

• Dr Allison Garvey

• Dr Bruce (Chuan) Wang 

+ Guest Presenter: Dr Andy Perry (Clontarf GP/Marie Stopes International ) 



Welcoming Dr Prem Gill to the MSHHS O & G Team – new Director at Bayside HHS



House keeping

• Raise your  hand if you 

want to contribute to the 

discussion or to ask any 

questions.

• Phones on silent please.



Some slides have QR codes that you 

are welcome to 

make use of to access resources –

please be mindful of avoiding 

obstruction of the view of others. 

We would also like to take some 

photographs to use in the O & G 

Department, and to illustrate GP 

participation in these events. Please 

speak to us if you do not wish to have 

your photograph taken. 



For self reflection throughout case-based discussions



Session 1

Time Session name Presenter Delivery

8:30 am Welcome, Housekeeping, 

learning objectives.

Dr Kim Nolan GP Facilitator

8:40 am – 9.00 am Task 1 Breakout groups –

Case Discussion
Breakout Facilitated groups

9.00 am Case Discussion – ToP Group Spokesperson 

Dr Andy Perry 

Nellie Phillips 

Facilitated groups

Power Point Presentation & Forum 

Discussion

9:40 am Case Discussion – Abnormal 

Cervical Screening Test Follow 

Up 

Group Spokesperson 

Dr Kim Nolan 

Dr Dulanthi Tudawe

Facilitated groups

Power Point Presentation & Forum 

Discussion

10.20 am Morning Tea ALL ALL



Session 2
Time Session name Presenter Delivery

11.00 am Case Discussion – Heavy 

Menstrual Bleeding 

Group Spokesperson 

Dr Kim Nolan

Dr Hasthika Ellepola 

Facilitated groups

Power Point Presentation & Forum 

Discussion

11:40 am Case Discussion – Pelvic Floor 

Prolapse 

Group Spokesperson 

Dr Hasthika Ellepola 

Facilitated groups

Power Point Presentation & 

Forum Discussion

12:10 am Case Discussion – Incontinence Group Spokesperson 

Dr Kim Nolan 

Dr Sanja Savic

Facilitated groups

Power Point Presentation & Forum 

Discussion

12:40 noon Physiotherapy Management of 

Prolapse, Urinary and Faecal 

incontinence; Physiotherapy 

Pelvic Health Service in MSHHS 

Melanie Walkenhorst Practical Demonstration 

ALL 

1:00 pm LUNCH ALL ALL



Session 3

Time Session name Presenter Delivery

1:45 pm Hands –On Practical 

Demonstrations 

- Speculum Use

- Implanon Insertions

- IUD Insertion

- Pelvic Floor Muscle Anatomy

- Pipelle Biopsy Demo

- Q & A with Gynaecologist 

Breakout Group 

Rotations 

Facilitated groups

Power Point Presentation & Forum 

Discussion

2:45 pm Case Discussion – Pelvic 

Pain/Endometriosis 

Group Spokesperson 

Dr Katie Christensen 

Facilitated groups

Power Point Presentation & 

Forum Discussion

3:45 pm Wrap Up 

CPD Discussion – Self Logging 

Dr Kim Nolan 

ALL 

ALL



Learning Objectives 

• Improve knowledge of common gynaecological conditions and 

recommended primary care assessment and management.

• Improve knowledge in the recognition of serious, less common 

conditions with development of skills to recognise red flags and 

refer as appropriate. 

• Understanding of MSHHS requirements for Gynaecology and 

ToP referrals, and recommended pathways. 

• Improved knowledge of guidelines and resources that can assist 

GPs in care of their gynaecology patients. 



Termination of Pregnancy 

Dr Andy Perry 

GP and Marie Stopes International Medical Officer



Red Group: Jade

• 26-year-old multiparous G5 P3 at 8 weeks pregnant.

• History of Postnatal depression treated sporadically with 

SSRI; high alcohol use at times; Smokes 10-15 cigarettes/day 

• Unplanned pregnancy and considering a termination of 

pregnancy.

• Department of Child Safety involvement in the past, but you 

are unsure of the current situation

Set out your initial assessment and referrals.



Conscientious Objectors: 

Where a health practitioner conscientiously objects 
to ToP care, they must disclose their objection and they 
have a professional responsibility and legal requirement 

to ensure transfer of care without delay to a health 
practitioner or service who they believe can provide the 

requested service.

We believe that all clinicians who may encounter a patient 
considering a pregnancy termination need to have  

knowledge of the options available to patients, and we 
invite all to be involved in this case discussion.  



Termination of pregnancy 

Termination of Pregnancy Act  2018

• Lawful termination may be performed by registered medical 
practitioners 

• Up to gestational limit of 22 + 0, for any reason

• Gestation upward of 22+1; 2 x medical practitioner agreement that 
termination can be performed  

• GPs advised to contact Obstetrician on Call or Nurse Navigator for ToP 
service to assist these patients



Enabling safety framework supporting changes to 
prescribing a registered termination of pregnancy 

drug, such as MS 2 Step 

Queensland Health has heard from GP peak bodies that many GPs are 
not confident in prescribing MS-2 Step. To support improved availability 
and access to early medical termination of pregnancy, in developing any 
additional education and training resources, Queensland Health should 

ensure as far as possible that they are also made available to GPs.

Clinicians have advised that education and governance is needed for 
clinical staff using mobile / bedside USS to confirm intrauterine viable 

pregnancy for early gestation. 



Guideline: Termination of 
pregnancy (health.qld.gov.au)

• Australia has a relatively high rate 
of unintended pregnancy (19.7 per 
1000 women aged 15–44 years).

• Australia ranks amongst the highest 
countries for termination of 
pregnancy in the developed world 
with 1 in 4 women undergoing a 
termination procedure.

https://www.health.qld.gov.au/__data/a
ssets/pdf_file/0029/735293/g-top.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0029/735293/g-top.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0029/735293/g-top.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0029/735293/g-top.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0029/735293/g-top.pdf


RANZCOG –
Clinical Guideline 
for Abortion Care 

and Patient 
Resource Launch 

– 30th October 
2023 

https://ranzcog.edu.au/resources/abortion-guideline/

https://ranzcog.edu.au/resources/abortion-guideline/


Clinical Guideline for Abortion Care - RANZCOG

https://ranzcog.edu.au/resources/abortion-guideline/




Online Resources and Education: 

• Online training and resources provided by MS Health on MS-

2step for registered health practitioners to enable them to 

understand the pharmacology and prescribe the medication

• “Prescribing MS-2 Step” – Brisbane South Health Pathways (in 

draft) 

• Queensland Health Termination of Pregnancy Clinical Guideline 

and Presentation, which are intended to provide evidence-based 

information and guide clinical practice. 

• Termination of Pregnancy knowledge assessment (self-directed 

learning tool)

https://www.ms2step.com.au/
https://www.ms2step.com.au/
https://www.health.qld.gov.au/__data/assets/pdf_file/0029/735293/g-top.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0035/735299/ed-top.pdf
https://web.cvent.com/survey/fbd75111-cf51-42e5-a762-f483927401f5/welcome


https://www.fpnsw.org.au/me

dical-abortion-online

Family Planning NSW have a 

Medical Abortion online 

course for GPs, nurses and 

midwives: 4 hours

https://www.fpnsw.org.au/medical-abortion-online
https://www.fpnsw.org.au/medical-abortion-online


Termination of Pregnancy – MS 2 Step 

For gestation ≤ 9 weeks (63 days), GP management 
with MS 2 Step is appropriate

o MS 2 Step prescribing is now available to all 

GPs from August 2023

o Pregnancy must be confirmed to be intrauterine 

and ≤ 9 weeks (63 days) on USS

o For recognised training, go to 

https://www.ms2step.com.au/

o or see GP to GP referrals page on Brisbane South 

Health Pathways

o Prescribing MS-2 Step Health Pathways coming 

soon! 

MS2-Step

• For women ≤9 weeks 

gestation (63 days 

gestation)

• Mifepristone/ 

Misoprostol 

combination

• Day 1 - Mifepristone 

turns off progesterone

• 36-48 hours after -

Misoprostol induces 

uterine contractions to 

expel POC

• Follow up plan in place

https://www.ms2step.com.au/
https://spotonhealth.communityhealthpathways.org/13710.htm


Important Considerations

• Is your patient under 16 years of age?
• Consider independent counselling & ensure there is a support person who 

is available and engaged
• 14 years and above require assessment for Gillick competence and social 

work input (in MSHHS setting) 

• Assessment and screening for domestic violence & reproductive coercion is 
important. Each woman referred to the service should be asked how she is 
feeling, if she is safe and if she has been forced into making this decision

• Support services available to the woman to aid in decision making due to 
circumstance (e.g., Children by Choice, SANDS)



https://www.health.qld.gov.au/__data/assets/pdf_file/
0016/1219003/g-rhd-negative.pdf

MSH-Training-Manual-MS-2-Step-2023-07-
25.pdf (ms2step.com.au)

https://ranzcog.edu.au/resources/abortion-guideline/

https://www.health.qld.gov.au/__data/assets/pdf_file/0016/1219003/g-rhd-negative.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0016/1219003/g-rhd-negative.pdf
https://www.ms2step.com.au/wp-content/uploads/MSH-Training-Manual-MS-2-Step-2023-07-25.pdf
https://www.ms2step.com.au/wp-content/uploads/MSH-Training-Manual-MS-2-Step-2023-07-25.pdf
https://ranzcog.edu.au/resources/abortion-guideline/


Follow up after ToP 
Follow-up is recommended 2-3/52 after termination of pregnancy (ToP).

• Enquire re - symptoms suggestive of ongoing pregnancy (failed termination)

• - signs of infection or retained products of conception (RPOC) – any abnormal vaginal 

bleeding or discharge, pain, or fever.

• Note that if a patient starts hormonal contraception immediately after miscarriage or termination, they may 

experience prolonged abnormal bleeding. However delaying contraception might not be safe!

• If concerns re possible infection, retained products of conception, or abnormal bleeding: - perform examination

• Temp/BP/Pulse, Uterine tenderness/? Involution, ? Clots at os

+ arrange investigations – swabs incl STI screen, ? βhCG test, ? FBC, ? TVUS

• For medical termination of pregnancy (MToP), consider a 2 to 3 week post-ToP βhCG test to confirm that ToP is 

complete - 1% = failure rate with MToP. 4% = Rate of RPOC

• Contraception and future pregnancy planning (start at first visit)

• Ask about patient's feelings about their experience - significant mental health risk

Brisbane South Pathways - Follow Up after ToP

https://spotonhealth.communityhealthpathways.org/17288.htm
https://spotonhealth.communityhealthpathways.org/17287.htm


Adverse Events

• Significant Adverse Events should be reported to the TGA

oTemplate within clinical software

oOnline at https://aems.tga.gov.au

oCan also be reported to MS Health via their website

• Admission to hospital for D&C / Hemorrhage  

• Reporting SAE’s provides accurate real world data

https://aems.tga.gov.au/


Costs to patient

• MS 2-Step is a PBS script price approx. $30 / $6 (HCC)
• Without Medicare cost is approx. $350
• Cost of imaging

• Costs of analgesia / anti-emetics/ pads etc
• Time off work

• Consultation item numbers 36/ 44 / 4001

• Reviewing results, focused examination, counselling, 
medication instructions, further investigations, follow up, safety 
netting. 



Consider ordering patient 

information booklets and 

pre-printed consent forms 

from MS Health

MS-2-Step-Patient-information-

booklet.pdf (ms2step.com.au)

https://www.ms2step.com.au/wp-content/uploads/MS-2-Step-Patient-information-booklet.pdf
https://www.ms2step.com.au/wp-content/uploads/MS-2-Step-Patient-information-booklet.pdf
https://www.ms2step.com.au/
https://www.ms2step.com.au/wp-content/uploads/MS-2-Step-Patient-information-booklet.pdf
https://www.ms2step.com.au/wp-content/uploads/MS-2-Step-Patient-information-booklet.pdf


Termination of Pregnancy in MSHHS 

Presented by Dr Kim Nolan for Lynnelle Phillips, Nurse Navigator 

LBH Early Pregnancy Assessment Unit & MSHHS Termination of Pregnancy Unit



Termination of Pregnancy - services available in the region 
• MSHHS provides limited service to patients within catchment

• Local hospital services prioritise appointments for women with complex healthcare needs or 
significant social disadvantage - (complex psychosocial concerns, mental health issues, safety issues, 
behavioural issues, homelessness and/or alcohol/drug issues, low health literacy, lower 
socio economic, diverse cultural population)

• Metro South Hospital ToP Nurse Navigator Clinic – now for Logan/Beaudesert and Redland 
Hospitals

o Offering specialised support for women seeking access and information for a termination of 
pregnancy and patient risk assessment re eligibility

o Women are offered flexibility in appointment times, +/- phone appointments.

o Written referral (preferably SMART referral) required after contacting Nurse Navigator 
(preferred via CRH/SMART Referral)

o Referral information: Termination of Pregnancy Service

https://metrosouth.health.qld.gov.au/referrals/gynaecology/termination-of-pregnancy

o Contact Phone: 0459 462 478 (Mon – Fri 9am to 4pm)

https://metrosouth.health.qld.gov.au/referrals/gynaecology/termination-of-pregnancy


Children by Choice Abortion and Contraception Services MAP -

https://www.childrenbychoice.org.au/information-support/abortion/queensland-abortion-providers/

Termination of Pregnancy (ToP) - Community HealthPathways SpotOnHealth (Brisbane South)

Further information is available at:

https://www.childrenbychoice.org.au/information-support/abortion/queensland-abortion-providers/
https://spotonhealth.communityhealthpathways.org/17288.htm


Essential referral information
Referrals need to be complete and have all relevant 
investigations attached as per Termination of Pregnancy Clinical 
Guidelines  
https://www.health.qld.gov.au/qcg/publications#top

Incomplete referrals lead to delays - Be Timely!

• Medical, surgical and obstetric history

• Menstrual history and last menstrual period (LMP) date

• Results of a physical examination as indicated by patient 
history + vital signs, and BMI

• MUST have confirmation of pregnancy (βhCG) and gestation 
with USS proven live intrauterine pregnancy * & Blood 
group and hold

"Refer Your Patient" - Gynaecology - Termination of Pregnancy

* Ensure sensitive treatment noted on the USS request - If 
appropriate, ask women about their preference to see/hear 
USS images

https://www.health.qld.gov.au/qcg/publications#top
https://metrosouth.health.qld.gov.au/referrals/gynaecology/termination-of-pregnancy-2






From Draft ToP pages – Health Pathways 

(Central Queensland – lead for QLD) 

Brisbane TRUE 

Building 1
230 Lutwyche Road
Windsor QLD 4030
PO Box 215
Fortitude Valley QLD 4006
Australia

Phone: 07 3250 0200
Fax: 07 3250 0293

Ipswich
Shop 5/54 Limestone Street
Ipswich QLD 4305
PO Box 429
Ipswich QLD 4305

Phone: 07 3281 4088
Fax: 07 3282 7088
Clinic Hours:
Weekdays
8:00-4:30

Logan – New Services across Logan are coming! 
YFS (limited at moment) 
376 Kingston Road
Slacks Creek QLD 4127
Australia

Phone: 07 3281 4088
Fax: 07 3282 7088





Additional referral information:
• If MToP (MS-2-Step) routine antenatal screening not 

required, but consider based on history/opportunistically 
with other serum tests

• Quantitative beta hCG for comparison at follow-up visit 
after medical termination

• For other MToP or SToP, undertake routine AN serum 
screening (if not already done) FBC, Rubella antibody, Hep 
B/C serology , HIV serology, Ferritin, and syphilis serology

• HPV vaccination history & CST result if done

• STI screen - endocervical PCR swab for chlamydia + 
gonorrhoea +/- other STI screen as indicated 

• History of smoking/ substance use and alcohol

• History of DFV or sexual violence/reproductive coercion

• Mental Health Status

https://www.health.qld.gov.au/__data/assets/pdf_file/0034/735298/f-top-ms.pdf

https://www.health.qld.gov.au/__data/assets/pdf_file/0034/735298/f-top-ms.pdf


Early Medical Abortion Education 

Changes to prescribing rules & dispensing of MS-2 Step, are 
significant steps in increasing access to early medical 
abortion. 

In promoting excellence in compassionate abortion care 
education, the following resources may assist new and 
emerging clinicians: 

• Termination of pregnancy – a good practice guide for 
Tasmanian care providers (womenshealthtas.org.au) 

• Early medical abortion - Women's Health Victoria 
(whvtraining.com.au) – free online training module

• AusCAPPS Network (The Australian Contraception and 
Abortion Primary Care Practitioner Support) Network

https://www.womenshealthtas.org.au/sites/default/files/resources/termination-pregnancy-good-practice-guide-tasmanian-care-providers/wht-termination-pregnancy-good-practice-guide-web-2.pdf
https://www.womenshealthtas.org.au/sites/default/files/resources/termination-pregnancy-good-practice-guide-tasmanian-care-providers/wht-termination-pregnancy-good-practice-guide-web-2.pdf
https://whvtraining.com.au/product/early_medical_abortion/
https://medcast.com.au/auscapps


AusCAPPS | Medcast

https://medcast.com.au/auscapps


https://www.msiaustralia.org.au/
abortion-by-telehealth-services/

https://www.msiaustralia.org.au/abortion-by-telehealth-services/
https://www.msiaustralia.org.au/abortion-by-telehealth-services/


Resources available in MSH region 

• 13 HEALTH – 13 43 25 84 provides health information, referral and services to the public 

• Children by Choice – 1800 177 725 offers free all-options pregnancy counselling, information and 
referrals Qld wide 

• Red Nose Grief and Loss/SANDS - 1300 308 307 – 24/24 support line
- Provide support to grieving individuals and families. 
- For patients who may have made decision for ToP due to fetal abnormalities or other health concerns

• Women’s Health Qld – 1800  017 676 offers health promotion, information and education services 
for women and health professionals 

• True Relationships and Reproductive Health provides expert reproduction and sexual healthcare

• Termination of Pregnancy Clinical Guidelines  
https://www.health.qld.gov.au/qcg/publications#top – provides patient information + Flowcharts/ Education 
for Health Professionals 

• Key facts about the Termination of Pregnancy Act 
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/priority-area/termination-pregnancy/termination-
pregnancy-act-facts.PDF

https://www.health.qld.gov.au/qcg/publications#top
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/priority-area/termination-pregnancy/termination-pregnancy-act-facts.PDF
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/priority-area/termination-pregnancy/termination-pregnancy-act-facts.PDF


Follow Up Abnormal Cervical Screening Test

Dr Dulanthi Tudawe

Staff Specialist Obstetrics and Gynaecology

Logan Hospital



Green Group – Task 1

• Zuri is aged 32 years, and she and her current partner 

have been trying to fall pregnant for the last 3 years. 

• PHX genital HSV but no recurrences for 18 months. 

• Her history also includes CIN 3 when in her mid 20’s –

she had surgery at that time and attended for follow 

up for a few years, but then lapsed in going back to 

the hospital in Sydney. 

• Zuri moved to Australia from Kenya at age 17 years.  

She has a 15 min appointment - Outline your approach



Human Papilloma Virus

• Over 100 different types of human Papilloma ( HPV) have 

been identified and there are more 40 anogenital HPV 

types, 15 of which classified as ‘high risk’ or oncogenic.

• Persistent infection with oncogenic HPV types is generally 

subclinical but increases risk of a range of anogenital 

tumours including cancers of cervix, anus, penis, vulva 

and vagina.

• HPV infection is also associated with squamous cell 

carcinomas of head and neck, particularly oropharyngeal 

cancers

• HPV infection is necessary, but not sufficient for 

development of cancer of the cervix. Other contributing 

risks:

o Smoking

o Multiparity (> 5 full term pregnancies)

o Early age first pregnancy

o OCP use

o Immune deficiency (e.g., HIV infection)

• Although majority of HPV positive women infected within 

few years of sexual debut, cervical cancer incidence peaks 

at about age 45 yrs; i.e., slow progression
https://www.cancer.org.au/clinical-guidelines/cervical-

cancer/cervical-cancer-screening/the-rationale-for-

primary-hpv-screening

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/the-rationale-for-primary-hpv-screening
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/the-rationale-for-primary-hpv-screening
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/the-rationale-for-primary-hpv-screening


https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-

screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18

• Worldwide, oncogenic HPV types 16/18 are detected in approximately 70% of cervical 

cancers.

• HPV 16 is the most carcinogenic, accounting for about 55–60% of cervical cancers, 

while HPV 18 accounts for a further 10–15% of cervical cancers.

• Preliminary results from a recent Australian consecutive case series found that HPV 

types 16 and 18 were detected in 52.3% and 19.4% of cervical cancers, respectively.

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18


https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-
results/flowcharts

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/flowcharts
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/flowcharts


Patients with positive non-16/18 

but normal or LSIL on LBC 

would not need referral unless 

persistent on 2 further repeat 

CSTs (at 12 & 24 months)

If positive oncogenic HPV test 

result indicating presence of 

both HPV type 16 and/or 

18 and other oncogenic HPV 

types (not 16 /18) - manage as 

for HPV types 16/18

Some HPV test platforms may 

provide additional information 

on other oncogenic HPV types 

(e.g. Type 31, 33 and/or 45). 

These HPV types should be 

considered as ‘oncogenic HPV 

(not 16/18) and women with 

these types should be managed 

accordingly.



Effects of Persistent HPV infection  

• Mostly LSIL lesions = acute HPV infection with any type (oncogenic types or other types such as 

6, 11), rather than cancer precursors and most will resolve spontaneously within 12 months.

• Some HSIL [CIN2] will regress over time, but these lesions are associated with a higher risk of 

progression compared with LSIL. 

• Pre-cancerous lesions occur when oncogenic HPV is not cleared, infects immature cells and 

prevents maturation and differentiation, resulting in the replication of immature cells and the 

accrual of genetic changes that can lead to cervical cancer.

• After the introduction of HPV vaccination in 2007 (males from 2013), Australia experienced rapid 

falls in vaccine included oncogenic HPV types infection rates; in anogenital warts and in 

histologically confirmed HSIL (now documented extensively in young females & also in 

heterosexual males due to herd immunity effects) 



Cervical Screening Tests

• Invasive cervical cancer rates are low in women ≤ 25 years, even in completely unvaccinated populations. A substantial 
body of evidence has found that cervical screening in this age group has little or no impact on the risk of developing 
invasive cancer before age 30 years.

• Consider single CST between 20 - 24 years who experienced their first sexual activity at a young age (e.g., <14 years) or 
if not received  HPV vaccine before sexual activity commenced.

• Adolescent patients with abnormal HPV should follow the same pathway as adult patients. 

• Patients < 30 years old should also have screening for STI as they are a high-risk group.

• Consider using oestrogen cream +/- liquid cytology in post-menopausal patients (continue until age 70-74 years with “exit” 
test) 

• Recall women in 6-12 weeks if they have an unsatisfactory screening report

• Specific efforts should be made to provide screening for Aboriginal and Torres Strait Islander women (double the cervical 
cancer incidence)

• INCLUDE INFO HERE RE SELF COLLECT CST

From RYP - https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear

Clinical Resources: National Cervical Screening Program: Guidelines for the management of screen-detected abnormalities, 
screening in specific populations and investigation of abnormal vaginal bleeding.

https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear
https://www.cancer.org.au/clinical-guidelines/cervical-cancer-screening/?title=Guidelines:Cervical_cancer/Screening
https://www.cancer.org.au/clinical-guidelines/cervical-cancer-screening/?title=Guidelines:Cervical_cancer/Screening


• Patients with positive non-16/18 but normal or LSIL on LBC would not need referral and only a repeat CST in 

12 months. If remains positive non-16/18 but normal or LSIL on LBC, REPEAT again in 12 months (only refer if 

HPV non-16/18 positive on 3 consecutive tests (or clinical concerns)

• Women who have been treated for HSIL (CIN2/3) do not need a post-treatment colposcopy. These women 

should have a co-test (HPV and LBC test) performed at 12/12 after treatment, and annually thereafter, until they 

have a negative co-test on two consecutive occasions, when they can return to routine 5 yearly screening. This 

is called ‘test of cure’.

• If, at any time post treatment, there is a positive oncogenic HPV (16/18) result, refer for colposcopic 

assessment (regardless of the reflex LBC result, but triage will be assisted if an LBC result is included with the 

referral .

• If, at any time during Test of Cure, the woman has an LBC prediction of pHSIL/HSIL or any glandular 

abnormality, irrespective of HPV status, she should be referred for colposcopic assessment.

From RYP - https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear

Clinical Resources: National Cervical Screening Program: Guidelines for the management of screen-detected abnormalities, screening in specific populations and 

investigation of abnormal vaginal bleeding.

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18

Indications for Colposcopy after abnormal CST 

https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear
https://www.cancer.org.au/clinical-guidelines/cervical-cancer-screening/?title=Guidelines:Cervical_cancer/Screening
https://www.cancer.org.au/clinical-guidelines/cervical-cancer-screening/?title=Guidelines:Cervical_cancer/Screening
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18


GP Education module online – FREE 

https://www.true.org.au/education/popular-
links/full-course-catalogue/course-
description/?eventtemplate=82-changes-to-the-
cervical-screening-intermediate-risk-pathway

https://www.true.org.au/education/popular-links/full-course-catalogue/course-description/?eventtemplate=82-changes-to-the-cervical-screening-intermediate-risk-pathway
https://www.true.org.au/education/popular-links/full-course-catalogue/course-description/?eventtemplate=82-changes-to-the-cervical-screening-intermediate-risk-pathway
https://www.true.org.au/education/popular-links/full-course-catalogue/course-description/?eventtemplate=82-changes-to-the-cervical-screening-intermediate-risk-pathway
https://www.true.org.au/education/popular-links/full-course-catalogue/course-description/?eventtemplate=82-changes-to-the-cervical-screening-intermediate-risk-pathway
https://www.true.org.au/education/popular-links/full-course-catalogue/course-description/?eventtemplate=82-changes-to-the-cervical-screening-intermediate-risk-pathway


REFER YOUR PATIENT –

METRO SOUTH HHS

Abnormal cervical screening / cervical 

dysplasia / abnormal cervix

If your patient does not meet the minimum referral 

criteria

• Assessment and management information can be 

found on a range of conditions at Brisbane South 

HealthPathways

• If the patient does not meet the criteria for referral 

but the referring practitioner believes the patient 

requires specialist review, a clinical override may be 

requested.

• Please explain why (e.g., warning signs or 

symptoms, clinical modifiers, uncertain about 

diagnosis, etc.)

• Please note that your referral may not be accepted 

or may be redirected to another service.

Cervical Cancer Screening - Community 

HealthPathways Brisbane South (SpotOnHealth)

https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear
https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear
https://spotonhealth.communityhealthpathways.org/
https://spotonhealth.communityhealthpathways.org/
https://spotonhealth.communityhealthpathways.org/20461_1.htm
https://spotonhealth.communityhealthpathways.org/20461_1.htm


REFER YOUR PATIENT –

METRO SOUTH HHS

Abnormal cervical screening / 

cervical dysplasia / abnormal cervix

https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear
https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear


Essential referral information for Abnormal cervical screening / cervical dysplasia / abnormal cervix referrals

(Referral will be returned without this)

• History of

o Any abnormal bleeding (i.e., post-coital and intermenstrual)

o Unexplained persistent deep dyspareunia or unexplained persistent unusual vaginal discharge

o Previous abnormal cervical screening results and any treatment (results to be included in referral)

o Immunosuppressive therapy

• Medical management to date

• Most recent and current cervical screening results (LBC should be performed on any sample with positive oncogenic 

HPV)

If a specific test result is unable to be obtained due to access, financial, religious, cultural or consent reasons a Clinical 

Override may be requested. This reason must be clearly articulated in the body of the referral.

Additional referral information for Abnormal cervical screening / cervical dysplasia / abnormal cervix referrals

• BMI

• HPV Vaccination history

• STI screen result, endocervical swab or first catch urine for chlamydia +/- gonorrhoea NAA

• History of smoking

Abnormal cervical screening / cervical dysplasia / abnormal cervix | Referrals to Gynaecology | 

Metro South Health

https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear
https://metrosouth.health.qld.gov.au/referrals/gynaecology/abnormal-pap-smear


Checking prior CST/PAP 

smear results on PRODA 





Self-Collect samples

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-

screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18

Oncogenic HPV types 16 and/or 18 | Cancer Council

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/management-of-oncogenic-hpv-test-results/oncogenic-hpv-types-16-and-or-18


national-cervical-screening-

program-clinical-guidelines-

faqs-for-providers 

(cancer.org.au)

https://www.cancer.org.au/assets/pdf/national-cervical-screening-program-clinical-guidelines-faqs-for-providers#:~:text=of%20clinic%20visits.-,What%20occurs%20if%20the%20self%2Dcollected%20sample%20comes%20back%20positive,will%20be%20collected%20at%20colposcopy.
https://www.cancer.org.au/assets/pdf/national-cervical-screening-program-clinical-guidelines-faqs-for-providers#:~:text=of%20clinic%20visits.-,What%20occurs%20if%20the%20self%2Dcollected%20sample%20comes%20back%20positive,will%20be%20collected%20at%20colposcopy.
https://www.cancer.org.au/assets/pdf/national-cervical-screening-program-clinical-guidelines-faqs-for-providers#:~:text=of%20clinic%20visits.-,What%20occurs%20if%20the%20self%2Dcollected%20sample%20comes%20back%20positive,will%20be%20collected%20at%20colposcopy.
https://www.cancer.org.au/assets/pdf/national-cervical-screening-program-clinical-guidelines-faqs-for-providers#:~:text=of%20clinic%20visits.-,What%20occurs%20if%20the%20self%2Dcollected%20sample%20comes%20back%20positive,will%20be%20collected%20at%20colposcopy.


HPV vaccination – Gardasil 9
• Second-generation 9-valent vaccine - targets the quadrivalent 

oncogenic HPV types (6, 11, 16, and 18) & five additional oncogenic 

types (31, 33, 45, 52, and 58). 

• Oncogenic HPV types included in the 9-valent vaccine are found 

in approximately 90% of cervical cancers globally

• Compared to the original quadrivalent vaccines,  Gardasil 9 has 

been shown to be 97% effective for prevention of high-grade 

cervical, vulvar, and vaginal disease (caused by types 31, 33, 45, 

52, and 58 in individuals naïve for these types),  and to be 

associated with non-inferior seroconversion for the oncogenic 

HPV types 6, 11, 16, and 18.

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-

cancer-screening/the-rationale-for-primary-hpv-screening

https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/the-rationale-for-primary-hpv-screening
https://www.cancer.org.au/clinical-guidelines/cervical-cancer/cervical-cancer-screening/the-rationale-for-primary-hpv-screening


Vaccine efficacy in people already infected with HPV
• Adults aged ≥26 years diagnosed with/having a history of HPV-related pre-cancerous/cancerous lesions may 

be considered for vaccination because of their inability to clear and control HPV infection, noting vaccination 
protects against future infections and does not have therapeutic benefits.

• The recommended schedule for adults aged ≥26 years is 3 doses, with an interval of 2 months between dose 
1 and dose 2, and 4 months between dose 2 and dose 3 (PRIVATELY FUNDED $270-$300/dose) 

• In women who are vaccinated who may have pre-existing HPV infection, vaccine efficacy is lower than in 
HPV-naive women (reduced vaccine effectiveness among females who are already sexually active)  

The HPV vaccines are prophylactic vaccines — they prevent primary HPV infection.

• Vaccination does not:

– treat an existing HPV infection

– prevent disease that may be caused by an existing vaccine HPV-type infection

• HPV vaccine protection - predominantly antibody mediated, and because antibodies prevent viral entry, 
vaccination may still benefit sexually active women by protecting them against:

– new infections with other vaccine-preventable HPV types

– reinfection with vaccine-preventable types previously been exposed to — e.g., from an infected partner

– auto-inoculation of existing persistent HPV infection to other sites

Human papillomavirus (HPV) | The Australian Immunisation Handbook (health.gov.au)

https://immunisationhandbook.health.gov.au/contents/vaccine-preventable-diseases/human-papillomavirus-hpv


GP Education module online – FREE 

https://www.true.org.au/education/popular-links/full-course-
catalogue/course-description/?eventtemplate=27-cancer-
screening-education-for-general-practitioners

https://www.true.org.au/education/popular-links/full-course-catalogue/course-description/?eventtemplate=27-cancer-screening-education-for-general-practitioners


Morning Tea



Session 2
Time Session name Presenter Delivery

11.00 am Case Discussion – Heavy 

Menstrual Bleeding 

Group Spokesperson 

Dr Kim Nolan

Dr Hasthika Ellepola 

Facilitated groups

Power Point Presentation & Forum 

Discussion

11:40 am Case Discussion – Pelvic Floor 

Prolapse 

Group Spokesperson 

Dr Hasthika Ellepola 

Facilitated groups

Power Point Presentation & 

Forum Discussion

12:10 am Case Discussion – Incontinence Group Spokesperson 

Dr Kim Nolan 

Dr Sanja Savic

Facilitated groups

Power Point Presentation & Forum 

Discussion

12:40 noon Physiotherapy Management of 

Prolapse, Urinary and Faecal 

incontinence; Physiotherapy 

Pelvic Health Service in MSHHS 

Melanie Walkenhorst Practical Demonstration 

ALL 

1:00 pm LUNCH ALL ALL



Pink Group – Task 1

• Marlene is 46 yo Aboriginal woman G4P4 - all SVD

• BMI 35kg/m2

• Heavy irregular periods

• Previous failed “in rooms” LNG-IUS insertion

• Pelvic/transvaginal USS day 7 - endometrium 6mm

• Fearful of hospitals

• No reliable transport or child-care

Outline your approach



Heavy Menstrual Bleeding 

Dr  Hasthika Ellepola

Deputy Director Gynaecology

Obstetrics and Gynaecology Department 

Logan Hospital



https://brisbanesouth.communityhealthpathways.org/15976.htm

https://brisbanesouth.communityhealthpathways.org/15976.htm


Assessment: 

• Hx and nature of bleeding (menstrual history) 

• ? Associated dysmenorrhoea, dyspareunia, discharge/itch/dryness

• Impact on quality of life

• Comorbidity especially presence of anaemia, STI risk  

• Consider systemic causes e.g., hypothyroidism, PCOS, bleeding disorders

• Symptoms suggestive of structural or histological abnormality (including 

intermenstrual and postcoital bleeding) 

• Desire for more pregnancies, parity, history of C/S

• Contraceptive, IUD or MHT use, Tamoxifen use 

• Other medication use 

• Cervical Screening History/ HPV vaccination status 



Consider advising the patient to use a menstrual diary 

(printable version) or period tracker app

Heavy Periods are COMMON - Approximately 1/3 women affected 

at some time in their life, but up to 1/2 do not seek medical care 

worldwide. 

Peak incidences – adolescence and in 5th decade of life 

https://brisbanesouth.communityhealthpathways.org/Resources/Pelvic%20Pain%20DiaryCC.pdf


• Measure vital signs – temperature, pulse, blood pressure.

• Check for signs of anaemia - skin and conjunctival pallor.

• Perform abdominal and pelvic examination, unless the patient 

has never had vaginal intercourse. Consider a chaperone.

Examine the patient:



• Cervical co-test (HPV + LBC) 

• FBC, iron studies/ferritin, TSH

• Consider βHCG, Coagulation profile, FSH, STI testing 

• Pelvic/transvaginal USS (day 4-7 ideally or in first half of 

cycle if on cyclical MHT), should describe: 

- size of uterus

- endometrial thickness

- fibroid size and position if present

- ? ovarian or tubal pathology, ? adenomyosis 

• Role for endometrial sampling?

• Role for D&C, hysteroscopy?

Investigations: 



MSH Heavy Menstrual Bleeding 

Management and Referral Pathway





Treatment Options: 

Pharmacological Rx –

• correct iron deficiency

• tranexamic acid 

• NSAIDs 

• COCP/cyclical oral progesterone/ DMPA

• LNG-IUS, ulipristal acetate 

or GnRH analogues if fibroids

Surgical Rx -

• endometrial ablation

• hysteroscopic removal of polyps/fibroids

• myomectomy, uterine artery embolization

• hysterectomy



Anovulatory Bleeding: 

Suspect if:

• irregular bleeding.

• aged < 20 years or > 45 years.

• polycystic ovarian syndrome (PCOS).

• eating disorders.

• BMI < 20 or > 35.

• heavy exercise.

• uncontrolled diabetes mellitus.



Treat the Iron deficit as a priority:  

• Commence oral iron supplement and encourage iron rich diet

• REMEMBER: 

• Vitamin C enhances non-haem iron absorption 

• Calcium inhibits both haem and non-haem iron

• Tea and coffee may reduce oral iron absorption 

• Qld Health NEMO (Nutritional Educational Materials Online) 

information re Iron - Iron (health.qld.gov.au)

• Avoid IM iron injection if possible – poor absorption, painful to 

administer and staining risk 

• Consider iron infusion – private if available (see Intravenous 

Iron Infusion - Community HealthPathways Brisbane South 

(SpotOnHealth)

• OR consider GP to GP Referrals - Community HealthPathways 

Brisbane South (SpotOnHealth) if unable to arrange at your 

practice 

• Public capacity for iron infusion is limited and wait times can be 

long (likely at least Cat 2 unless severely symptomatic) 

https://www.health.qld.gov.au/__data/assets/pdf_file/0032/147974/general_iron.pdf
https://brisbanesouth.communityhealthpathways.org/288018.htm
https://brisbanesouth.communityhealthpathways.org/288018.htm
https://brisbanesouth.communityhealthpathways.org/288018.htm
https://brisbanesouth.communityhealthpathways.org/13710.htm
https://brisbanesouth.communityhealthpathways.org/13710.htm


GP to GP Referrals - Community HealthPathways 

Brisbane South (SpotOnHealth)

https://brisbanesouth.communityhealthpathways.org/13710.htm
https://brisbanesouth.communityhealthpathways.org/13710.htm


From “Ferinject” (Ferric Carboxymaltose) Brochure 



Consider medication contraindications, including thromboembolism risk, before prescribing.

1. First line – oral tranexamic acid 1 to 1.5 g every six to eight hours until bleeding stops.

2. Second line:

o Oral high dose progestogens every 4 hours until bleeding stops, e.g.:

o norethisterone 5 to 10 mg.

o medroxyprogesterone 10 mg (maximum dose 80 mg per day).

o Stopping medication – once bleeding stops, stagger slow reduction over 2 - 3 weeks, 

i.e. reduce dose every few days until stopped. Stopping progesterone too quickly will 

trigger a repeat bleed.

3. Third line:

o Combined hormonal contraceptives (containing at least 50 microgram 

ethinylestradiol) every 6 hours until bleeding stops. Re-evaluate after 48 hours.

o Antiemetics may be required with high dose hormone treatment.

Medical management of acute heavy bleeding

Abnormal Vaginal Bleeding - Community HealthPathways Brisbane South (SpotOnHealth)

https://brisbanesouth.communityhealthpathways.org/15976.htm


Risk Factors for Endometrial Cancer 
• Age ≥ 45 years

• Early menarche

• Nulliparity

• Late menopause – after age 55 years

• Exposure to unopposed estrogen, including bio-identical hormones

• Tamoxifen use (current or past exposure)

• Chronic anovulation e.g., polycystic ovarian syndrome(PCOS)

• Intermenstrual bleeding (IMB) or postcoital bleeding (PCB)

• BMI ≥ 30

• Diabetes, Hypertension (Metabolic Syndrome) 

• Immunosuppression

• Estrogen-secreting tumour

• Personal history or strong family history of breast, ovarian, endometrial or bowel 

cancer, especially Lynch syndrome

• Increased endometrium thickness (for menopausal status)



Referral 
EMERGENCY DEPARTMENT REFERRAL – for URGENT Specialist Assessment if 

o significant uncontrolled bleeding.

o haemodynamic instability.

o ectopic pregnancy

Outpatients Referral or Private Gynaecology Opinion if: 

o malignancy suspected or significant risk factors for malignancy 

o anaemia and Hb < 85 g/L, or transfusion is required

o endometrial thickness (transvaginal ultrasound, ideally performed on day 4 to 7 of 

patient's cycle) 

- premenopause > 12mm

- perimenopause > 5mm

- postmenopause > 4mm

o irregular endometrium or focal lesion

o associated post-coital (or intermenstrual) bleeding and concerns re appearance of 

cervix, vagina or vulva

o cervical polyp



If normal investigations and no risk factors for malignancy, prescribe long-term medical treatment:

Non-hormonal treatments - more effective if bleeding is cyclic, or its timing predictable:

1. Tranexamic acid – 1 to 1.5 g orally, 3 or 4 times daily for the first 3 to 5 days

2. NSAIDs e.g., mefenamic acid, ibuprofen or naproxen:

3. Advise patient to:

o Start just before, or at the earliest onset of, menses.

o Continue regularly for the first 3 to 5 days of the cycle.

4. Important to start these early and continue at therapeutic dose.

Ongoing management of menorrhagia – medical 



Ongoing management of menorrhagia – medical 

Hormonal therapies for paediatric and adolescent patients - progesterone-only preferred for 
HMB related pain, particularly if contraception is not needed, as helps to counter unopposed 
estrogen, ? prevents retrograde menstruation and  development of endometriosis. 

Anovulatory Bleeding – use for same 12 /7 

monthly 

Ovulatory - Regular Heavy Bleeding 

Norethisterone 5mg daily or bd Norethisterone 5 mg tds from days 5 to 26 (of a 28-day cycle).

Medroxyprogesterone 5-10mg daily Medroxyprogesterone 10 mg 1-3 times daily - day 1 to 21 

•Micronised progesterone 200 - 300 mg orally nocte If spotting occurs, increase dose and if spotting stops and patient has 

progestogenic side-effects (e.g., headaches, weight gain, bloating, 

mood changes, acne), consider reducing back to  starting dose.

Hormonal treatment options

1. Levonorgestrel IUD – if long-term use (at least 12 months) is anticipated

2. Combined oral contraceptive pill (COCP) – tri-cyclical or continuous use

3. Injected long-acting progestogens – depot medroxyprogesterone acetate (e.g., Depo-Provera)

4. Oral progestogens (non-contraceptive) – norethisterone or medroxyprogesterone acetate 

Avoid > 6/12 use due to risk hypoestrogenism 

If persistent HMB despite maximal medical therapy, consider repeat TV USS and request further 

gynaecology assessment. 



https://obgyn.onlinelibrary.wiley.com/doi/10.1016/j.ijgo.2010.11.011

FIGO classification system (PALM-COEIN) for causes of abnormal uterine bleeding in nongravid 

women of reproductive age - International Journal of Gynecology and Obstetrics 113 (2011) 3-13

Polyp 

Adenomyosis

Leiomyoma

Malignancy and Hyperplasia 

STRUCTURAL - can be identified 

/measured by imaging +/- histopathology 

PALM-COEIN - FIGO Classification

Coagulopathy

Ovulatory dysfunction 

Endometrial

Iatrogenic

Not otherwise classified

NON- STRUCTURAL cannot defined by 

imaging or histopathology 

https://obgyn.onlinelibrary.wiley.com/doi/10.1016/j.ijgo.2010.11.011


Heavy Menstrual Bleeding Clinical Care 

Standard published in 2017 to ensure currency 

with relevant guidelines and clinical practice. 

The revised Standard is expected to be published 

in early 2024, and has been out for review since 

late 2023



https://www.canceraustralia.gov.au/site

s/default/files/publications/abnormal-

vaginal-bleeding-pre-peri-and-post-

menopausal-women-diagnostic-guide-

general-

practitioners/pdf/ncgc_a3_menopause_

chart_june_2012_final.pdf

https://www.canceraustralia.gov.au/sites/default/files/publications/abnormal-vaginal-bleeding-pre-peri-and-post-menopausal-women-diagnostic-guide-general-practitioners/pdf/ncgc_a3_menopause_chart_june_2012_final.pdf
https://www.canceraustralia.gov.au/sites/default/files/publications/abnormal-vaginal-bleeding-pre-peri-and-post-menopausal-women-diagnostic-guide-general-practitioners/pdf/ncgc_a3_menopause_chart_june_2012_final.pdf
https://www.canceraustralia.gov.au/sites/default/files/publications/abnormal-vaginal-bleeding-pre-peri-and-post-menopausal-women-diagnostic-guide-general-practitioners/pdf/ncgc_a3_menopause_chart_june_2012_final.pdf
https://www.canceraustralia.gov.au/sites/default/files/publications/abnormal-vaginal-bleeding-pre-peri-and-post-menopausal-women-diagnostic-guide-general-practitioners/pdf/ncgc_a3_menopause_chart_june_2012_final.pdf
https://www.canceraustralia.gov.au/sites/default/files/publications/abnormal-vaginal-bleeding-pre-peri-and-post-menopausal-women-diagnostic-guide-general-practitioners/pdf/ncgc_a3_menopause_chart_june_2012_final.pdf
https://www.canceraustralia.gov.au/sites/default/files/publications/abnormal-vaginal-bleeding-pre-peri-and-post-menopausal-women-diagnostic-guide-general-practitioners/pdf/ncgc_a3_menopause_chart_june_2012_final.pdf
https://www.canceraustralia.gov.au/sites/default/files/publications/abnormal-vaginal-bleeding-pre-peri-and-post-menopausal-women-diagnostic-guide-general-practitioners/pdf/ncgc_a3_menopause_chart_june_2012_final.pdf


Blue Group – Task 1

Helen is a healthy 43-year-old - BMI 33 kg/m2

• G2P2 

– 4200g forceps, episiotomy, 2nd degree tear

– 3800g vaginal birth, episiotomy

• “Feels like something is bulging out”

– Feeling of heaviness, dragging

– Constipation

– Feeling of incomplete emptying of bladder & bowel

Outline your approach



Pelvic Organ Prolapse

Dr  Hasthika Ellepola

Deputy Director Gynaecology

Obstetrics and Gynaecology Department 

Logan Hospital



Prolapse = Prolapsus (Latin) – ''a slipping forth”
Prolapse is a hernia, with the hernial portal being the ‘levator hiatus’ 

(i.e. the opening in the pelvic floor muscle or ‘levator ani’, which allows for vaginal childbirth, and 

subsequently the urethra, vagina and/or anorectum to transit the abdominal envelope).

Aetiology: uncertain

o ? fascial defects caused by vaginal childbirth – major trauma seen in 

10-20 % primiparae after NVD/Vacuum extraction with 30–65% after 

forceps

o ? pudendal nerve trauma weakening levator ani 

o obesity esp. for posterior compartment 

o Ageing and oestrogen deficiency, although vaginal atrophy and 

urogenital involution oppose this in part

o chronically raised intra-abdominal pressure – e.g., asthma/COPD,

o constipation, heavy lifting 

o ? Genetics ? Related to collagen subtypes, but not conclusive 

research except in Ehlers Danlos Syndrome and confirmed 

connective tissue disorders

o VAGINAL CHILDBIRTH – predominate causative factor, increased by 

multiple deliveries, multiple births and macrosomia



Prolapse Symptoms
Vaginal:

o Vaginal fullness or bulge

o Dragging sensation

o Pelvic pressure or discomfort

o Vaginal laxity/looseness

o Dyspareunia

o Difficulty with intercourse, loss of 

arousal

o Vaginal spotting (in the presence of 

ulceration of the prolapse)

o Vaginal dryness, irritation, itching or 

persistent smelly discharge 

suggestive of genitourinary syndrome 

of menopause (previously known as 

atrophic vaginitis)

Urinary:
o Frequency, urgency, nocturia, 

incontinence

o Straining to void or intermittent 

stream (urethral kinking) 

o Incomplete emptying

o Slow or intermittent stream

o Recurrent UTIs (3 or more in 1 year)

Bowel:
o Straining to defecate

o Obstructed defecation

o Incomplete emptying

o Patient needs to digitally reduce the 

prolapse in order to open bowels

Prolapse - Community HealthPathways Brisbane South (SpotOnHealth)

https://brisbanesouth.communityhealthpathways.org/12268.htm


australian-pelvic-floor-

questionnaire-V2018.pdf 

(urogynaecology.com.au) -

AUSTRALIAN PELVIC 

FLOOR QUESTIONNAIRE

https://urogynaecology.com.au/wp-content/uploads/2018/08/australian-pelvic-floor-questionnaire-V2018.pdf
https://urogynaecology.com.au/wp-content/uploads/2018/08/australian-pelvic-floor-questionnaire-V2018.pdf
https://urogynaecology.com.au/wp-content/uploads/2018/08/australian-pelvic-floor-questionnaire-V2018.pdf
https://urogynaecology.com.au/wp-content/uploads/2018/08/australian-pelvic-floor-questionnaire-V2018.pdf
https://urogynaecology.com.au/wp-content/uploads/2018/08/australian-pelvic-floor-questionnaire-V2018.pdf


Patients can access an 
online Australian Pelvic 
Floor Questionnaire 
(APFQ) : validated multi-
lingual self-completed 
questionnaire that 
evaluates and scores all 
four areas of female 
pelvic floor dysfunction.
https://www.mypelvicfloor
.com/

https://www.mypelvicfloor.com/
https://www.mypelvicfloor.com/


https://www.safetyandqu
ality.gov.au/sites/default/f
iles/2020-
01/treatment_options_for
_pelvic_organ_prolapse_p
op_-
_transvaginal_tv_mesh_-
_information_for_consum
ers_patient_resource.pdf

https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf


CARE PATHWAY for the 
Management and Referral 
of Pelvic Organ Prolapse –
Australian Health 
Commission 

https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-mesh-care-pathway-for-GPs-pelvic-organ-prolapse.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-mesh-care-pathway-for-GPs-pelvic-organ-prolapse.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-mesh-care-pathway-for-GPs-pelvic-organ-prolapse.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-mesh-care-pathway-for-GPs-pelvic-organ-prolapse.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/TV-mesh-care-pathway-for-GPs-pelvic-organ-prolapse.pdf


RED FLAG
Require more urgent 

Urology/Gynaecologist review 



• Grading of prolapse –

determining the position of leading edge*  of 
the prolapse (i.e. most dependent part) in 
relation to the hymen & with patient straining 
(i.e. coughing or performing  Valsalva 
manoeuvre).

oBaden-Walker System 

oPOP-Q 

oOther

• MSU M/C/S

• Pelvic/transvaginal USS – CONSIDER 

Prolapse – Clinical Assessment 

Baden-Walker System
•Stage 1 – * > 1 cm above the hymen.

•Stage 2 – * between 1 cm above or 

1 cm below the hymen

•Stage 3 – * > 1 cm below the hymen.

•Stage 4 – complete prolapse 

(procidentia)



Prolapse 

Grading –

POP-Q

RACGP - Pelvic organ prolapse – a review - https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-a-review

https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-a-review
https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-a-review




RACGP - Pelvic organ prolapse – a review -
https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-a-review

https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-a-review
https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-a-review


https://www.safetyandquality.gov.au/sites/default/files/2020-

01/treatment_options_for_pelvic_organ_prolapse_pop_-

_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf

https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-01/treatment_options_for_pelvic_organ_prolapse_pop_-_transvaginal_tv_mesh_-_information_for_consumers_patient_resource.pdf


Consider PELVIC USS (transvaginal preferred) if:

• postmenopausal bleeding.

• pelvic pain.

• pelvic mass.

• bulky or irregular uterus on vaginal examination.

• pelvic mesh complication suspected.

• including bladder USS if co-existing urinary incontinence 
(check for post void residual)



Enquire about Previous surgery for prolapse or urinary incontinence

• any complications with previous surgery (by age 80yrs > 10% women 

will have had prolapse surgery)

• whether pelvic mesh used. If so, determine if the patient is having any 

complications:

• Urethral obstruction

• Urinary Tract Infections 

• Pain

• Neurologic symptoms

• Pelvic organ perforation involving bladder, vagina, urethra, bowel

• Mesh exposure, erosion, and extrusions through vagina, bladder, and 

urethra

• Fistulae

Prolapse Assessment

Prolapse - Community HealthPathways Brisbane South (SpotOnHealth)

https://brisbanesouth.communityhealthpathways.org/12268.htm


Prolapse Management:  

• Weight loss – diet and exercise 

• Smoking cessation

• Treat constipation

• Avoid heavy lifting and high impact exercise

• Pelvic floor muscle training (PFMT)

• Bladder & bowel retraining

• Topical oestrogen in post-menopausal women

• Pessaries

• Surgery



Resources: 
Joint Report on the Terminology for Female Pelvic Organ Prolapse 
(POP) - https://onlinelibrary.wiley.com/doi/abs/10.1002/nau.22922

Australian Family Physician – Pelvic Organ Prolapse 
https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-–- a-
review/

RACGP Handbook of Non-Drug Interventions 
https://www.racgp.org.au/clinical-resources/clinical-guidelines/handi

https://onlinelibrary.wiley.com/doi/abs/10.1002/nau.22922
https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-–-%20a-review/
https://www.racgp.org.au/afp/2015/july/pelvic-organ-prolapse-–-%20a-review/
https://www.racgp.org.au/clinical-resources/clinical-guidelines/handi


RACGP - Handbook of Non-
Drug Interventions (HANDI)

https://www.racgp.org.au/clinical-resources/clinical-guidelines/handi
https://www.racgp.org.au/clinical-resources/clinical-guidelines/handi


Pelvic Floor First website: 

https://www.pelvicfloorfirst.org.

au/pages/pelvic-floor-muscle-

exercises-for-women.html

https://www.pelvicfloorfirst.org.au/pages/pelvic-floor-muscle-exercises-for-women.html
https://www.pelvicfloorfirst.org.au/pages/pelvic-floor-muscle-exercises-for-women.html
https://www.pelvicfloorfirst.org.au/pages/pelvic-floor-muscle-exercises-for-women.html
https://www.pelvicfloorfirst.org.au/pages/pelvic-floor-muscle-exercises-for-women.html




Surgical Management of Prolapse: 

Pathway for the surgical treatment of pelvic organ prolapse ICI 2022 Surgical Pathway POP -

(urogynaecology.com.au)

An interactive version (2017) can also be found HERE

• About 50% of women who have had children have 

prolapse BUT only 12-20% women undergo prolapse 

surgery

• Pelvic floor exercises can help with early prolapse

• Vaginal ring pessaries can help BUT only about 10% 

continue pessary use after 5 years

• Treatment of prolapse may expose pre-existing 

weaknesses of the urinary continence mechanism. 

Continence may be maintained if the urethra is kinked by 

cystocele descent or compressed by a rectocele or 

enterocele. Prolapse reduction may then cause 

incontinence, which may generate more bother than the 

original prolapse and also require surgery.

https://urogynaecology.com.au/ici-surgical-pathway-pop/
https://urogynaecology.com.au/ici-surgical-pathway-pop/
https://urogynaecology.com.au/2017-ici-surgical-pathway-for-pelvic-organ-prolapse/




“This is a comprehensive guide for women of 

all ages regarding pelvic floor function and 

advice. The publication of this 5th Edition is 

testament to the popularity of the book. I do 

advise women of all ages to read Sue’s book 

‘Pelvic Floor Recovery’ to improve their pelvic 

floor function and quality of life. The women I 

see with pelvic floor dysfunction who have read 

this book, have commented on its useful and 

practical information and guidance, including 

post-operative instructions. Many women have 

commented ‘I have to ask my daughter to read 

this book’. Thank you, Sue, for your dedication 

and for sharing your extensive knowledge with 

us all.”

PROF JUDITH GOH AO 

UROGYNAECOLOGIST





https://www.safetyandquality.gov.

au/sites/default/files/migrated/Tre

atment-Options-Complications-

Consumer-Info.pdf -

TREATMENT OPTIONS FOR 

Complications of transvaginal 

mesh (including options for mesh 

removal)

https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-Complications-Consumer-Info.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-Complications-Consumer-Info.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-Complications-Consumer-Info.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Treatment-Options-Complications-Consumer-Info.pdf


Purple Group Task  

Donna is 52 years old. G4P3M1 - BMI 40 kg/m2

– Smoker

– Hypertension, COPD, anxiety/depression, chronic back pain

Urinary incontinence

– Has to “rush to the bathroom”

– “Leakage with coughing”

– No fever, no dysuria, no haematuria, no pelvic pain

Outline your approach



Urinary Incontinence in Women 

Dr Sanja Savic

Staff Specialist Obstetrics and Gynaecology

Logan Hospital



“Of those sitting in a GP waiting room, 65% of women and 30% of men 

report some type of urinary incontinence, yet only 31% of these people 

report having sought help from a health professional.1

Primary care professionals are in a position to take a more proactive 

approach to incontinence treatment by asking about urinary symptoms in 

at-risk groups during routine appointments. There remains considerable 

health decrement due to urinary incontinence in those not receiving help 

in a population readily accessible to primary care services.2”

1. Byles J, Chiarelli P, Hacker A, Bruin C. Help seeking for urinary incontinence: A survey of those attending GP 

waiting rooms. Aust Continence J 2003;9(1):8–15.

2. Shawa C, Gupta RD, Bushnell DM, Passassa R, Abrams P, Wagg A. The extent and severity of urinary 

incontinence amongst women in UK GP waiting rooms. Fam Pract 2006;23(5):497–506

RACGP Red Book - Urinary incontinence

WE NEED TO ASK MORE OFTEN!!



https://www.racgp.org.au/clinical-
resources/clinical-guidelines/key-
racgp-guidelines/view-all-racgp-
guidelines/guidelines-for-preventive-
activities-in-general-pr/urinary-
incontinence

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence


https://www.racgp.org.au
/clinical-resources/clinical-
guidelines/key-racgp-
guidelines/view-all-racgp-
guidelines/guidelines-for-
preventive-activities-in-
general-pr/urinary-
incontinence

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence


Urinary incontinence: Identifying risk

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-
all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence

https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence
https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/guidelines-for-preventive-activities-in-general-pr/urinary-incontinence


Stress Urinary Incontinence - Definition

• Symptom of stress urinary incontinence: 

– patient's or caregiver's statement of involuntary loss of urine 

during physical exertion. 

• Sign of stress urinary incontinence: 

– objective demonstration of loss of urine synchronous with physical 

exertion. 

• Condition of genuine (urodynamic) stress incontinence:  

– is the involuntary loss of urine occurring as a result of a rise in 

intra-abdominal pressure, in the absence of a detrusor contraction 

(modified from the International Continence Society definition).



Severity of Stress Incontinence

• How bothersome is the incontinence? 

• How often is there leakage? 

• When does it occur? 

o Mild – leaks on dancing, trampolining, or sports related activity.

o Moderate – leaks on coughing and sneezing.

o Severe – leaks on walking downhill or rising from a low chair.

• Has the patient completed her family? 

Urinary Incontinence in Women - Community HealthPathways Brisbane South 
(SpotOnHealth)

https://brisbanesouth.communityhealthpathways.org/index.htm?12295_1.htm
https://brisbanesouth.communityhealthpathways.org/index.htm?12295_1.htm


URGE Urinary Incontinence: Definitions 
• Frequency : patient voids eight or more times in 24 hours.

• Nocturia : patient wakes from sleep in order to pass urine.

• Urgency: patient feels a strong need to pass urine for fear of leakage.

• Urge urinary incontinence: patient has involuntary loss of urine associated 

with a feeling of urgency (modified from the International Continence Society 

definition).

• Nocturnal enuresis denotes loss of urine during sleep. 

• Overactive Bladder describes symptoms suggestive of detrusor overactivity 

(detrusor instability) and is defined as urgency and/or urge incontinence, 

usually occurring with urinary frequency, in the absence of local pathological or 

metabolic factors (such as urinary tract infection or polyuria with diabetes).

Weber, A., Abrams, P., Brubaker, L. et al. The Standardization of Terminology for Researchers in Female 

Pelvic Floor Disorders . Int Urogynecol J 12, 178–186 (2001) DOI - https://doi.org/10.1007/PL00004033

https://doi.org/10.1007/PL00004033


UroGynaecological Society of 

Australasia – Patient Information 

https://www.ugsa.com.au/home-

2/patient-resources/

https://www.ugsa.com.au/home-2/patient-resources/
https://www.ugsa.com.au/home-2/patient-resources/


• Mixed Stress and Urge Incontinence 

• Overflow Incontinence: 

Involuntary loss of urine associated with chronic urinary retention. Leakage usually 

intermittent but may be continual; should be strongly considered if the patient has 

nocturnal enuresis.

Consider if large residual volumes (e.g., > 500mL) of urine & spillage resulting in 

incontinence.

If present, consider:

o bladder outlet obstruction e.g., urethral stricture.

o neurological causes (e.g., multiple sclerosis, stroke, Parkinson disease).

o medications causing a hypocontractile bladder

• Ask re associated faecal incontinence

• Consider cauda equine (reduced sensation in saddle area, sexual dysfunction and 

back and leg pain, and lower limb motor or sensory changes)  and UT Malignancy 

More Definitions 



Consider other contributors: 

• Medical conditions – COPD, screen for diabetes, 

neurogenic bladder (e.g., MS, Parkinson’s disease, 

spinal cord injury, stroke, previous pelvic surgery)

• Medications

• Caffeine, alcohol, carbonated beverage avoidance

• Smoking cessation

• Weight change – diet and exercise



Urinary Incontinence Assessment

• Abdominal examination – bladder or renal tenderness or masses

• Pelvic examination including vaginal and perineal assessment

• Assess pelvic floor muscle function, coordination and tone  

• MSU M/C/S

• USS kidneys, ureters, bladder, including post void residual

• ELFTs

• Quantify leakage (e.g., size and number of pads per day, changes of 
clothes/day)

• Bladder diary

• Bowel diary



• Physiotherapy and/or continence nurse management e.g. 

pelvic floor muscle exercises and bladder training

• Consider anticholinergics if: 

o low residuals on bladder scan

o no suspicion of a sinister cause

o not hypersensitive to the drug

o no history of acute angle glaucoma

• ? In whom would urodynamics be helpful

• 18/12 public wait list for same 

Urinary Incontinence Assessment



Urodynamic study

Assessment of bladder and urethral function during filling and emptying bladder

FLOW

• RATE - average and maximal flow

• TIME – normal or prolonged flow

• PATTERN – smooth or intermittent pattern

VOLUME

• FIRST DESIRE TO VOID

• MAXIMUM DESIRE TO VOID (bladder capacity)

• POSTVOID RESIDUE

PRESSURE

• ABDOMINAL PRESSURE

• BLADDER (VESICAL) PRESSURE

• MAXIMAL URETHRAL CLOSURE PRESSURE

• DETRUSOR PRESSURE AT MAXIMUM FLOW



URODYNAMIC STRESS INCONTINENCE

- urethral leakage with increased abdominal pressure

DETRUSOR OVERACTIVITY

- involuntary contraction of detrusor muscle with or without leakage

INTRINSIC SPHINCTER DYSFUNCTION

POOR DETRUSOR CONTRACTILITY V OBSTRUCTION







Australian Commission on Safety and Quality in Healthcare – Care Pathway for 
the Management and Referral of Urinary Incontinence in Women

https://www.safetyandquality.gov.au/wp-content/uploads/2018/02/TV-Mesh-Care-pathway-for-GP-SUI-landscape.pdf
https://www.safetyandquality.gov.au/wp-content/uploads/2018/02/TV-Mesh-Care-pathway-for-GP-SUI-landscape.pdf


Urinary Incontinence Management 
• Consider GP Management Plan/Team Care Arrangements or Public Physiotherapy Service 

Referral

• Commence advice re Pelvic floor muscle training (PFMT)

• Bladder & bowel retraining

• Weight optimisation 

• Treat constipation (and obesity/chronic cough if possible) 

• Topical oestrogen in post-menopausal women (or MHT if significant menopausal symptoms 

and no contraindications) 

• Urge incontinence/overactive bladder

o Anti-cholinergic  (oxybutynin, solifenancin) *

o Beta 3 agonist (mirabegron)

o Intravesical Botulinum toxin A

o Sacral Nerve Stimulator

• Surgery

* Anticholinergic drugs for overactive bladder William Kuteesa, Kate H. Moore; Aust Prescriber 2006;29:22-4 https://doi.org/10.18773/austprescr.2006.012

Management of urinary incontinence in adults. Kim S, Liu S, Tse V. Aust Prescriber 2014;37:10-3 https://doi.org/10.18773/austprescr.2014.003

https://doi.org/10.18773/austprescr.2006.012
https://doi.org/10.18773/austprescr.2014.003


RED FLAG
Require more urgent 

Urology/Gynaecologist review 



Urological Referral: 
Request acute urology assessment : ED REFERRAL 

• acute urinary retention

• suspected cauda equina syndrome

Request non-acute urology assessment and mark as urgent if:  CATEGORY 1 Referral 

• concerning features.

o Suspected malignant pelvic mass.

o Haematuria or sterile pyuria.

o Significant dysuria or severe irritative symptoms.

o Elevated post-void residuals (> 300 mL) and hydronephrosis on ultrasound and/or 

altered renal function.

o Known or suspected neurogenic bladder, persistent bladder pain 

o Suspected urogenital fistulae.

• overflow incontinence.

Urinary Incontinence in Women - Community HealthPathways Brisbane South (SpotOnHealth)

https://brisbanesouth.communityhealthpathways.org/12295_1.htm


Request non-acute urology assessment if:

• severe incontinence requiring multiple (> 2) pad changes per 

day.

• nocturnal incontinence.

• associated faecal incontinence.

• post-void residual > 100 mL

• incontinence requiring 1 to 2 pad changes per day and any 

severe symptoms or failed therapy

Urinary Incontinence in Women - Community HealthPathways Brisbane South (SpotOnHealth)

Urological Referral: 

https://brisbanesouth.communityhealthpathways.org/12295_1.htm


Incontinence/bladder dysfunction (female) | Referrals to Urology | Metro South Health

https://metrosouth.health.qld.gov.au/referrals/urology/incontinence-female


• My Aged Care – Commonwealth Home Support Program. Patients or their nominated 
representative can apply:

• Online Aged Care Assessment Application

• Phone 1800-200-422

• Department of Veterans' Affairs – Rehabilitation Appliances Program (RAP)

• Assessment Guidance for Requesting Continence Products

• Direct Order Form: Continence Products – this form is for Health Care Providers only.

• Phone 1800-550-457 for assistance.

• Services Australia – Continence Aids Payment Scheme (CAPS)

• CAPS Application Form and Guidelines – a health professional must complete the Health 
Report component of the CAPS Application Form.

• Phone Medicare on 132-011 or the CAPS Team on 1800-239-309 for assistance in completing 
the CAPS application form.

Urinary Incontinence in Women - Community 

HealthPathways Brisbane South (SpotOnHealth)

Financial Assistance Continence Aids 

https://www.myagedcare.gov.au/help-at-home/commonwealth-home-support-programme
https://www.myagedcare.gov.au/assessment/apply-online
https://www.dva.gov.au/providers/rehabilitation-appliances-program-rap/rap-overview
http://52.62.184.218/documents/DVA%20Guidelines%20for%20prescribing%20continence%20products.pdf
https://www.dva.gov.au/sites/default/files/dvaforms/d0988.pdf
https://www.health.gov.au/initiatives-and-programs/continence-aids-payment-scheme-caps
http://www.bladderbowel.gov.au/caps/application.htm
https://brisbanesouth.communityhealthpathways.org/index.htm?12295_1.htm
https://brisbanesouth.communityhealthpathways.org/index.htm?12295_1.htm


Incontinence prevention, management & 

support | Continence Foundation of 

Australia

https://www.continence.org.au/
https://www.continence.org.au/
https://www.continence.org.au/


Healthy Bladder and Bowel 

Habits - Easy English

http://continence.force.com/download?id=01tG000000LrRi1IAF
http://continence.force.com/download?id=01tG000000LrRi1IAF




Bladder & bowel resources | 

Continence Foundation of 

Australia

https://www.continence.org.au/get-help/resources
https://www.continence.org.au/get-help/resources
https://www.continence.org.au/get-help/resources


Your Bladder Diary – DOWNLOAD

http://continence.force.com/download?id=01tA0000001b1c2IAA




• One example of many different 

pamphlets from International 

Urogynaecological Association (IUGA) 

• Also available in many languages 

• Patient Leaflets - Your Pelvic Floor

https://www.yourpelvicfloor.org/leaflets/


Physiotherapy Services
Women’s, Men’s and Pelvic Health Physiotherapy
Metro South

Melanie Walkenhorst

Advanced Physiotherapist- Clinical Lead

Logan and Beaudesert Hospitals 

Ph: 07 3299 8858



Logan Hospital Service

Inpatient

• Maternity Inpatient Unit

• Post Surgical (OPD referral)

Outpatient

• Antenatal/Postnatal Classes

• Antenatal/Postnatal individual 

appointments

• Pelvic Floor dysfunction (Adult 

Female & Male service)

• Post Gynaecological, Urology & 

Colorectal surgery



Beaudesert Hospital

Inpatient

• Maternity Inpatient Unit

Outpatient

• Antenatal/Postnatal individual 

appointments

Satellite clinic from Logan Hospital:

• Pelvic Floor dysfunction (Adult 

Female & Male service)

• Post Gynaecological, Urology & 

Colorectal surgery

• OASI



QE11 Hospital Service

Outpatient Service only

• Pelvic floor dysfunction (male and female adults)

• Pre-operative and post-operative Urogynaecology, Gynaecology, 

Colorectal and/or Urology

• Breast cancer: pre-operative and post-operative management (including 

referring to Occupational Therapy team for surveillance / treatment for high-risk patients)



Redland Hospital Service

Inpatient

• Maternity Inpatient Unit (2hrs each 

weekday)

Outpatient

• Antenatal / Postnatal classes

• Antenatal /Postnatal  individual 
appointments

• Pelvic floor dysfunction



Pelvic Floor Dysfunction

• Bladder and bowel 

dysfunction including 

incontinence, 

constipation and muscle 

dysfunction

• Pelvic organ prolapse

• Pelvic pain syndromes

• Postnatal conditions incl. 

obstetric anal sphincter 

injury

• During pregnancy



Women’s, Men’s and Pelvic Health Physiotherapy Referrals

GP referrals are received:

1. Directly from the GP to the Physiotherapist through the SMART 

Referral Workflow Solution

2. Primary referral  - Triaged by a Specialist Medical Officer through 

to our Pelvic Health Clinic



Pelvic Health Clinic

The Pelvic Health Clinic allows your patient the benefit of seeing a Physiotherapist whilst 

waiting for a Specialist appointment:

• Reduced waiting time to access care 

• Learn strategies for self-management

• Improved clinical outcomes due to earlier commencement of conservative treatment

The clinic works in collaboration with several medical specialties including:

• Gynaecology

• Urogynaecology

• Colorectal

• Urology

Patients are seen by an Advanced Physiotherapist in Women’s, Men’s and Pelvic Health at the 

recommendation of a Specialist Medical Officer.



Physiotherapy Management Overview

• Education

• Exercise

• Pelvic floor training

– Strengthening

– Coordination

– Endurance

– Electrical Stimulation

– Downtraining

– Biofeedback



Physiotherapy Management- Urinary dysfunction

i.e. Urinary Incontinence, Voiding dysfunction, Bladder urgency

• Pelvic Floor rehabilitation

• Bladder management

– Bladder retraining

– Bladder diary assessments

– Voiding strategies

– Neuromodulation

• Vaginal

• Sacral

• Tibial Nerve



Physiotherapy Management – Bowel dysfunction

• Bowel Management

‒ Defecation position and 

dynamics

‒ Bowel Routine

‒ Stool type modification

‒ Bowel diary assessments

‒ Biofeedback

‒ Neuromodulation

• i.e. Faecal Incontinence, defecation dynamics, Faecal Urgency



Physiotherapy Management – Persistent Pelvic Pain

• Pain management

– Pain neuroscience education

– Downtraining

– Biofeedback

– Desensitisation

– Soft tissue release

– Neuromodulation



Physiotherapy Management - Prolapse

• Lifestyle Education

• Defaecation dynamics / 

Constipation management

• Pelvic floor rehabilitation

• Pessary management –self 

management



Physiotherapy Management -
Pessaries

• Patient self-management 
required

• 2A TGA Classification 

• Flexible Silicone device

Images used with permission from Sayco Pty Ltd



Physiotherapy Management - Pessaries

Contraindication checked:

• active infections

• pelvic inflammatory disease 

• undiagnosed bleeding 

• The patient agreeable to have follow up as instructed with therapist and with 

GP at 6 months and 12 months speculum check for the life of the pessary use.

Precautions considered: 

• Bimanual assessment by GP or Gynae

• Patient requiring topical vaginal oestrogen for vaginal health

• Hx of Mesh

• Mirena/IUD 



Physiotherapy Management - Pessaries

Patient are instructed on:

• cleaning

• insertion

• removal

• replacement

• when to discontinue use: discomfort / pain, feeling unwell, vaginal 

bleeding, offensive discharge or difficulty urinating/ defecating







Questions





Session 3

Time Session name Presenter Delivery

1:45 pm Hands –On Practical 

Demonstrations 

- Speculum Use

- Implanon Insertions

- IUD Insertion

- Pelvic Floor Muscle Anatomy

- Pipelle Biopsy Demo

- Q & A with Gynaecologist 

Breakout Group 

Rotations 

Facilitated groups

Power Point Presentation & Forum 

Discussion

2:45 pm Case Discussion – Pelvic 

Pain/Endometriosis 

Group Spokesperson 

Dr Katie Christensen 

Facilitated groups

Power Point Presentation & 

Forum Discussion

3:45 pm Wrap Up 

CPD Discussion – Self Logging 

Dr Kim Nolan 

ALL 

ALL



Breakout Groups 

• IUD Insertions 

• Speculum Examination Demonstration

• Pipelle Biopsy Demonstration 

• Implanon Insertions 

• Pelvic Floor Musculature Demonstration 

• Your Gynaecology Questions Answered 



Orange Group Task 

Katrina is 27 years old, G0P0, BMI 22 kg/m2
– Chronic abdominal pain & bloating

– Upper GI endoscopy & colonoscopy NAD

– Periods always been heavy and painful for 7-9 days, 25-day cycle 
prior to LNG-IUS insertion 8 months ago 

• Taking Naproxen, Esomeprazole, Oxycodone for ongoing pain

• Pelvic USS – LNG-IUS in situ, “pelvic congestion syndrome”

Outline your approach



Pelvic Pain

Dr Katie Christiansen

Director of Gynaecology

QEII Surgical Services 



When assessing pelvic pain

• Think of:

– Original driver of pain?

– Organ dysfunction – reproductive, bladder, bowel

– MSK response to pain

– Central sensitisation

– Psychological sequelae of pain



Pelvic Pain

• History of pain

o severity, timing of onset & duration, nature and location

o ? cyclical nature, triggers, and relievers

o age of menarche onset, dysmenorrhea, dyspareunia, bladder & bowel 

symptoms, associated bleeding or vaginal discharge

o previous treatments and medications tried

o previous pregnancies/contraceptive history, planned fertility

o past medical and surgical history

o social and emotional impact – including on work/sleep/relationships/sex-

life, mental health impacts and/or diagnoses

o Hx of STIs /physical and sexual abuse

• FHx - endometriosis, dysmenorrhoea, uterine structural abnormalities, and 

gynaecological cancers.

Persistent Pelvic Pain - Community HealthPathways Brisbane South (SpotOnHealth)

https://brisbanesouth.communityhealthpathways.org/13407.htm


Assessment of patient with PPP

• Menses nature/relationship to pain

– ? Heavy periods

– ? Hormonal mx now/previous and did it help? Side effects?

– Nature of pain/timing/location/duration

– Progression over time

• Bladder

– Pain?

– Sensitisation/irritability – frequency/urgency/nocturia/UTI 
symptoms

– Voiding dysfunction (?pelvic muscle dysfunction) – incomplete 
emptying, difficulty initiating voiding, episodes of urinary retention



Assessment of patient with PPP

• Bowels

– Bowel habit

– IBS symptoms

– PR bleeding

– ? Pain
• Rectal pain? Relationship to menses? Relationship to opening bowels

• Other bowel pain

• Sex

– Pain
• Deep vs superficial

• Penetration/during/lingers afterwards – duration?

• Apareunia



Assessment of patient with PPP
• Other pain

– Dull background ache – locations? (tight/heavy/pulling/pressure/ache)

– Sharp stabbing exacerbations – locations?

– Other pains/pain conditions

• Headaches/migraines

• TMJ dysfunction

• Fibromyalgia

• IBS 

• Painful bladder syndrome

• Other

• Sleep

• Impact of pain – what does it stop you doing? What would you like to do if not in pain?

• ED presentations for flares?

• What do you think is causing your pain? 



Assessment of patient with PPP

• What have you tried so far/currently using

– Hormonal

– Pain relief

• NSAIDs – what and how do you use

• Opioids/other

• Neuromodulators – what/how used/duration/adverse effects?

– Physio? Psych?

– TENS

– Flare management currently?

• Usual history (FHx/PMH/PSH/O&G/meds/Social)

– Prev. gynae surgeries – findings, impact on pain/symptoms and duration, 

pictures, if possible, histology?



Pelvic Pain

• Examination: 

o Abdo/pelvis/vulval and vaginal Examination with and without speculum/PR 

o Weight/BMI (? weight loss)  

o Consider bloods – FBC/CRP +/- Urinalysis and pregnancy test – send urine for MCS 

o Cervical Screening Test, HVS M/C/S, cervical swab or urine PCR for 
Chlamydia/Gonorrhoea

o Clinical Assessment Tools – menstrual or pain diary, bladder diary, pelvic pain 
assessment tool 

o Pelvic (if not sexually active) or /Transvaginal USS

o Consider other imaging/investigations if other organ systems involved e.g. USS 
Abdomen. MRI, Colonoscopy 

o ? Refer for Laparoscopy – histology



Assessment of patient with PPP

• Physical exam
• BMI

• Abdo

• Sometimes spec- depends on pain/goals – pretty hard to see vaginal endo in 
OPD unless very large lesion 

– Often very traumatic so mostly skip unless need CST or evaluation re AUB

• Often just single digit VE
– Levator Ani tone and tenderness?

– Obturator internus tone and tenderness?

– Does this reproduce same pain at all

– Posterior fornix/USLs – nodularity, mobility, tenderness

• Can sometimes palpate OI in posterior buttock if tenderness (eg not sexually 
active/unable to do pelvic exam)

• Investigations

– STI screen, urine m/c/s, bloods if indicated eg FBC/ferritin 

– Imaging start with pelvic USS - ? Features of endo? Adeno? 
• Assess quality of scan +/- repeat







https://brisbanesouth.community
healthpathways.org/30280.htm

https://brisbanesouth.communityhealthpathways.org/30280.htm
https://brisbanesouth.communityhealthpathways.org/30280.htm


Examination of a Patient with Chronic Pelvic 
Pain - Pelvic Pain Foundation

https://brisbanesouth.communityhealthpathways.org/13407.htm

https://www.pelvicpain.org.au/about/for-health-professionals/for-health-professionals-examination-of-a-patient-with-chronic-pelvic-pain/
https://www.pelvicpain.org.au/about/for-health-professionals/for-health-professionals-examination-of-a-patient-with-chronic-pelvic-pain/
https://brisbanesouth.communityhealthpathways.org/13407.htm


Differential Diagnosis: Common causes of persistent 

pelvic pain
Gynaecological:

• Endometriosis

• Adenomyosis

• Chronic pelvic inflammatory disease (PID)

• Vulvodynia

• Pelvic congestion syndrome

Urological:

• Interstitial cystitis (painful bladder syndrome)

• Recurrent UTI

Gastrointestinal:

• Irritable bowel syndrome (IBS)

• Diverticular disease

• Coeliac disease

• Constipation

• Inflammatory bowel disease (IBD)

• Adhesions due to endometriosis, previous surgery or 

previous pelvic infection

Musculoskeletal:

• Pelvic floor spasm or myalgia

• Levator ani syndrome

• Coccydynia

• Fibromyalgia

• Chronic abdomen wall pain

• Vaginismus

Neurological:

• Neuralgia which may be associated with 

previous surgery including previous diagnostic 

laparoscopy

• Central sensitisation

Psychological:

• Depression, anxiety

• Sexual abuse

• Somatisation

• Opiate dependency

https://brisbanesouth.communityhealthpathways.org/13407.htm

https://brisbanesouth.communityhealthpathways.org/13407.htm


Is persistent pelvic pain a diagnosis in itself?



Symptoms of Endometriosis - highly variable, correlate very poorly with 

location and extent of lesions/staging, none are specific to endometriosis 

• Pain

– Dysmenorrhoea (60-80%)

– Deep Dyspareunia (40-50%) 

– Chronic Pelvic Pain (40-50%) 

– Ovulation Pain 

– Low Back Pain 

• Subfertility (30-50%) 

• Menstrual symptoms 

– HMB (10-20%) 

– Premenstrual spotting 
(common) 

– Other menstrual disturbance 

• Gastrointestinal symptoms (cyclical):
• Dyschezia

• Tenesmus

• Rectal bleeding

• Faecal urgency

• Abdominal bloating (10 to 40%)

• Irritable bowel syndrome (IBS) symptoms –

constipation, diarrhoea

• Urinary symptoms (cyclical):
• Dysuria (5%)

• Urine frequency

• Haematuria

• Significant lethargy before/ during menses

Recommend a menstrual diary to document symptoms e.g., Jean Hailes –
Pain and Symptom Diary or Endometriosis Australia – Pain Tracker

Endometriosis - Community HealthPathways Brisbane South (SpotOnHealth)

https://assets.jeanhailes.org.au/Period_pain_symptom_diary.pdf?_ga=2.111280716.95265223.1591150217-1300062335.1589761802
https://docs.wixstatic.com/ugd/aefbed_7800ed40d64a33d247c817fb6a643fb1.pdf
https://brisbanesouth.communityhealthpathways.org/30280.htm


RED FLAGS

– Abnormal vaginal bleeding

– PR Bleeding

– Change in bowel habit in > 40yo

– New onset of pain after menopause

– Pelvic mass

– Weight loss

– Suicidal ideation 



When managing pelvic pain

• Think of:

– Original driver/s of pain?

– Organ dysfunction – reproductive, bladder, bowel

– MSK response to pain

– Central sensitisation

– Psychological sequelae of pain



How I talk about (and manage) persistent pelvic pain…

Pelvic threat Protective response

Muscles tense

Sensitization 

→ Not everyone will have all aspects equally but I find this a helpful 

framework for approaching their pain and planning/structuring management



How I talk about (and manage) persistent pelvic pain…

Pelvic threat Protective response

Muscles tense

Sensitization 

Discuss how muscle tension/spasms cause 
symptoms

Discuss usual mx eg
• Stretches (from PPFA) 
• Physio - refer
• Movement – pacing, type matters

• Occ – Botox to pelvic muscles
• Flare mx:

• Breathing, stretches
• Mindfulness
• Heat
• NSAIDs – optimize dosing
• Diazepam supps

• Central
• Peripheral 
• Cross-sensitisation/viscerovisceral

• Discuss how this presents/associated symptoms esp if 
they have them!

• Bowel/bladder/increased pain/sleep/headaches etc

• Discuss factors that influence/contribute (and address as 
appropriate):

• Sleep
• Mood – anxiety/stress/depression
• Movement/exercise
• Trauma 
• Social functioning – work/school/friends/fun
• Other inflammatory conditions
• Other pain conditions

• Role of neuromodulators (+/- initiate)

Some common ‘threats’
• Pain

• Painful periods
• Hip/back/joint pain
• GI disorders
• PID +/- recurrent
• Recurrent bladder issues 
• Surgery/surgical 

complications
• Recurrent vulval irritation

• Anxiety
• Stress
• Trauma (medical/sexual/other)

WORK OUT WHAT THE INITIAL THREAT/S 
ARE AND ADDRESS THEM
• Eg if started with painful periods –

then address that
• NSAIDs with periods
• Hormonal suppression of 

menses
• Consider referral for surgical 

treatments (excision of 
endometriosis, hysterectomy)

Be mindful that surgery is both investigation and 
treatment, but also another ‘threat’ that can worsen pain 
– so lots of merit in working on other factors first and 
shouldn’t delay initiating other treatments







Discussing sensitisation

Bladder
Bowel
Uterus
Ovaries

Hips
Spine
Pelvic muscles
Abdo muscles
Pelvic lining

Brain



Chronic Pelvic Pain – what are realistic goals of treatment? 

- careful counselling & maximised patient understanding needs to guide these goals. 

https://www.pelvicpain.org.au/about/for
-health-professionals/for-health-
professionals-management-of-chronic-
pelvic-pain/

https://www.pelvicpain.org.au/about/for-health-professionals/for-health-professionals-management-of-chronic-pelvic-pain/
https://www.pelvicpain.org.au/about/for-health-professionals/for-health-professionals-management-of-chronic-pelvic-pain/
https://www.pelvicpain.org.au/about/for-health-professionals/for-health-professionals-management-of-chronic-pelvic-pain/
https://www.pelvicpain.org.au/about/for-health-professionals/for-health-professionals-management-of-chronic-pelvic-pain/


Pelvic Pain - endometriosis
Non-Pharmacological

o Heat packs, Magnesium supplements, TENS, Acupuncture,

o Alternative and complementary therapies (may interfere with other prescribed 

medications) 

o Optimise BMI

o Increase exercise esp. walking and general fitness, but avoid aggravating 

activities e.g. core strengthening exercise/ prolonged positioning

o Meditation, Yoga, Stretching exercises, Breathing techniques incl pelvic floor 

muscle relaxation 

o Optimise sleep 

• Offer patient support and listen/follow up/educate re chronic pain and pain 

psychology  

• Link to support groups e.g. Endometriosis Australia 

• Mental Health input as required – Counselling. Psychological assessment and 

therapy, +/- Psychiatrist input, Sex Therapy, Relationship Counselling 

• Women’s Health Physiotherapy input – pelvic floor relaxation and address 

pelvic floor dysfunction (? Team Care Plan for multidisciplinary management) 

• Multidisciplinary Team input is the GOLD Standard 

https://www.pelvicpain.org.au/wp-
content/uploads/2022/11/Easy-
Stretches-to-Relax-the-Pelvis-
Stretches.pdf

https://www.pelvicpain.org.au/wp-content/uploads/2022/11/Easy-Stretches-to-Relax-the-Pelvis-Stretches.pdf
https://www.pelvicpain.org.au/wp-content/uploads/2022/11/Easy-Stretches-to-Relax-the-Pelvis-Stretches.pdf
https://www.pelvicpain.org.au/wp-content/uploads/2022/11/Easy-Stretches-to-Relax-the-Pelvis-Stretches.pdf
https://www.pelvicpain.org.au/wp-content/uploads/2022/11/Easy-Stretches-to-Relax-the-Pelvis-Stretches.pdf


Pharmacological 

o Paracetamol/NSAIDS

o Hormonal: Trial each treatment option for ≥ 3 months

o COCP Monophasic (continuous or tricycling after first cycle – if has BTB after taking continuously 
for 3/52, break for 4-7 so has withdrawal bleed, then recommence)

o Progestogen: LARCs – MIRENA (+/- add COCP if ovulation suppression not achieved), Implanon 
(if establish amenorrhoea), DMPA (if establish amenorrhoea, but risk of reduced BMD long-term); 
Slinda

o or continuous higher dose oral progestogen but not contraceptive, more SE and may affect lipids & 
BMD (MPA 10mg bd; Norethisterone 5mg bd or Dienogest (Visanne) 2mg once daily

o Neuromodulators e.g., tricyclic antidepressants(low dose Amitriptyline. Nortriptyline;  SNRIs 
(Duloxetine); anticonvulsants, pregabalin (pregnancy category D) and gabapentin – consider if the 
patient has central sensitisation*

o Avoid opioids

Gynaecological Review:  

GnRH analogues – may be very effective in reducing pain + containing endometriotic deposits, but SE of 
menopause like symptoms + bone thinning, not contraceptive, can only be 6/12 on PBS + symptoms may 
recur after ceased (GnRH agonist + add-back – Ryeqo – now available in Aus)

Botulinum toxin injection for severe cases

Surgery – laparoscopy for diagnosis & treatment,  ablation, excision, cystectomy for endometrioma, 
hysterectomy 



Final advice

• These patients take time and are challenging

– Luxury in specialty practice of being able to plan longer 

appointments and triage referrals that way from outset (at least 

in private!)

– Need to allow extra time/multiple appointments 

– May need to address different aspects over staged 

appointments – but important to understand that multimodal 

approach from outset is more effective for PPP than single 

intervention/stepwise approach



Resources
• RANZCOG Endometriosis eLearning Module

– https://acquire.ranzcog.edu.au/mod/page/view.php?id=13314

– (40 CPD points/6hrs CPD for RACGP,  up to 6hrs PDP for ACRRM; up to 6hrs CPD for 

RANZCOG)

• RATE tool https://ranzcog.edu.au/resources/raising-awareness-tool-for-endometriosis-rate/

• Better Pain Management:

– Written by pain specialists for other medical professionals (CPD points) 

– www.betterpainmanagement.com

• Pelvic Pain Foundation of Australia www.pelvicpain.org.au – everything

– Stretches

– Tips and tricks to recovering well from laparoscopy

– Help with medications info pages

– For Women and AFAB/for Teens home pages (and tips for parents of teens with pelvic pain)

– E-book 

https://acquire.ranzcog.edu.au/mod/page/view.php?id=13314
https://ranzcog.edu.au/resources/raising-awareness-tool-for-endometriosis-rate/
http://www.betterpainmanagement.com/
http://www.pelvicpain.org.au/


Resources

• Pelvic Pain - Australian Journal Of General Practice, 

Jan-Feb 2024 Vol 53, Issue 1-

2 https://www1.racgp.org.au/ajgp/2024/january-

february

• Endometriosis – current management options –Jason 

Abbott, Medicine Today April 2021; 22(4): 33-36 

https://medicinetoday.com.au/system/files/pdf/MT202

1-04-033-ABBOTT.pdf

• Treating endometriosis | The Royal Women's 

Hospital (thewomens.org.au) – Patient Fact Sheet 

https://www1.racgp.org.au/ajgp/2024/january-february
https://www1.racgp.org.au/ajgp/2024/january-february
https://medicinetoday.com.au/system/files/pdf/MT2021-04-033-ABBOTT.pdf
https://medicinetoday.com.au/system/files/pdf/MT2021-04-033-ABBOTT.pdf
https://www.thewomens.org.au/health-information/periods/endometriosis/treating-endometriosis
https://www.thewomens.org.au/health-information/periods/endometriosis/treating-endometriosis


“Introduction to Pelvic Pain 2019” -

Downloads - Pelvic Pain Foundation

https://www.pelvicpain.org.au/find-support/download/


For Health Professionals
Chronic Pelvic Pain (CPP) can be defined as pain in the area of the pelvis that has been present on most days for more 
than six months.1 CPP is estimated to affect 15–25% of Australian Women and 8% of Australian Men.3

With so many people affected, general practitioners (GPs) will provide the majority of care for this condition and are 
essential in coordinating patient care with other specialists and health professionals. 

Despite this, few guidelines for management are available, and few medical practitioners feel adequately skilled to 
manage the complex range of symptoms that present. This website provides a practical framework for the clinical 
assessment and management of CPP in general practice.

For Health Professionals - Pelvic Pain Foundation

https://www.racgp.org.au/afp/2015/july/management-of-persistent-pelvic-pain-in-girls-and-women/#ref-1
https://www.racgp.org.au/afp/2015/july/management-of-persistent-pelvic-pain-in-girls-and-women/#ref-3
https://www.pelvicpain.org.au/learn/for-health-professionals/


Chronic Pelvic Pain, like other chronic pains, can be broken 

down to four parts:

• Pain from pelvic organs

• The musculoskeletal response to pain

• Central sensitisation of nerve pain pathways

• Psychological sequelae of chronic pain including the stigma 

and effects of self-identity surrounding gender, fertility and 

sexuality.



http://www.healthyinfo.
com/staff/forms/Pelvic.

Pain.Hx.pdf -
Pelvic.Pain.Hx.pdf 
(healthyinfo.com) –

Pelvic Pain 
Assessment Form 

(10 pages but very 
complete assessment 

including activity 
levels, supports and 

mental health review) 

http://www.healthyinfo.com/staff/forms/Pelvic.Pain.Hx.pdf
http://www.healthyinfo.com/staff/forms/Pelvic.Pain.Hx.pdf
http://www.healthyinfo.com/staff/forms/Pelvic.Pain.Hx.pdf
http://www.healthyinfo.com/staff/forms/Pelvic.Pain.Hx.pdf
http://www.healthyinfo.com/staff/forms/Pelvic.Pain.Hx.pdf


Protectometer: The Explain Pain Handbook

• The Explain Pain Handbook: Protectometer is for anyone 
with persistent pain, who wants to understand the latest 
ideas in neuroimmune pain science – and use that 
knowledge to reduce their pain. Not just a book to read 
and forget, but a workbook to think about, write in and 
work through. The Handbook introduces the 
‘Protectometer’ – a ground-breaking pain treatment tool.

• In this patient-targeted handbook, Dr David Butler and 
Professor Lorimer Moseley combine unique and original 
artwork with material that has been refined over the last 
twenty years. It helps you work out your pain aggravators 
and how to overcome them.

• Co-author Dr David Butler, says that “it is no longer 
acceptable that pain be just managed: we must expect 
that it can be treated, and sufferers can alter it themselves 
through education.”

• Protectometer: The Explain Pain Handbook - Pelvic Pain 
Foundation

https://www.pelvicpain.org.au/product/protectometer-the-explain-pain-handbook/
https://www.pelvicpain.org.au/product/protectometer-the-explain-pain-handbook/


Brisbane South Antenatal Shared Care Summary – November 2023

Available at 

GP Maternity Share 

Care Education Event 

webpage 

https://metrosouth.health.qld

.gov.au/referrals/general-

practice-liaison-officer-gplo-

program

https://bsphn.org.au/wp-content/uploads/2020/10/BSPHN-Whole-of-region-summary-October-2020.pdf
https://metrosouth.health.qld.gov.au/events/gp-maternity-shared-care-alignment-1-logan-beaudesert-redland
https://metrosouth.health.qld.gov.au/events/gp-maternity-shared-care-alignment-1-logan-beaudesert-redland
https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program
https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program
https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program
https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program




https://metrosouth.health.qld.gov.au/referrals/general

-practice-liaison-officer-gplo-program
General Practice Liaison Officer (GPLO) Program  

Metro South Health

https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program
https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program
https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program
https://metrosouth.health.qld.gov.au/referrals/general-practice-liaison-officer-gplo-program


• Thank you for your attendance today!

• Undertake Evaluation/Feedback –

link to be forwarded – please let us 

know what we did well and what we 

could do better!
• Please log your own CPD points –

recommended as Educational Activity 

CPD points (6 hrs) and Reviewing 

Performance Points (1.5-2 hrs)

• Please undertake the quiz sent 

through in next 2 weeks 

• We will collect “Self-reporting of CPD 

points - Reviewing Performance” 

forms but please take a photograph.



For GPs who hold DRANZCOG (now RANZCOG Associate) Qualifications – From 1st January 2024, 

when completing your mandatory Professional Development Plan (PDP) with your College CPD program, 

you are required to include goal(s)/activity(s) for women’s reproductive health and provide evidence of 

completion of any activities in your College CPD portal.  You are required to record eight (8) CPD hours of 

activities on your PDP relating to women’s reproductive health, with a minimum of:

• Educational Activities (EA):  4 hours

• Outcome Measurement (OM): 2 hours

• Performance Review (PR): 2 hours



For self reflection throughout case-based discussions



How to be aligned with MSHHS  

Next MSHHS MATERNITY ALIGNMENT 

Saturday 20th April 2024 at this venue

• Case based and practical learning with our 

GP and specialist colleagues, as well as 

the Midwifery teams, Perinatal MH Team, 

and Allied Health. 

• Attend event (8hrs) and complete 

Knowledge Assessment (80% pass mark)

• Alignment will need to be undertaken (or 

an alternative) every 3 years.



Maintaining Alignment 
To maintain alignment after 3 years, you must either:

• repeat one Alignment Seminar - you can repeat a MSHHS Alignment 

OR an affiliated Alignment (MMH/RBWH/Nambour/West Moreton/GCUH)   +   

complete the online bridge including Q&A.

OR

• attend six hours of relevant antenatal or postnatal/neonatal CPD education and 

complete online bridge including Q & A. The CPD events DO NOT need to be 

with the Metro South Health Services

OR

• Complete a RANZCOG Diploma or Certificate in Women’s Health + complete 

the online bridge

AM2 planned for mid-year – Preconception and Postnatal Care (including 

Lactation Consultant and neonatal common conditions – Paediatrician)



MSH Maternity Shared Care 

Online Bridging Programme 

• Programme is delivered via an interactive online learning module 

including an exam/quiz to complete.

• Available to GPs who are currently aligned to Shared Care at MMH (or an 

alternative SEQ Alignment) and wish to align with MSH.

• Takes approximately 1- 1 ½ hours to complete. 

• Once complete, GPs will receive notice of completion which can be 

claimed as Continuing Professional Development (CPD), logged through 

the RACGP member portal or other associations. 

• To access the MSH GP Maternity Shared Care Online Bridging Program, 

please email us on GPLO_Maternity_Share_Care@health.qld.gov.au

mailto:GPLO_Maternity_Share_Care@health.qld.gov.au


MMH Alignment 
• To become aligned with MMH you can 

participate in an Alignment event run by 

MMH (AM1/AM2/AM3 and soon to be 

AM4)

OR

• after a MSHHS Alignment, GPs will 

need to complete MMH’s online bridge 

including Q&A – accessed by contacting 

the MMH Alignment team and 

forwarding a copy of your certificate 

from completion of this event.

• MMH GP Liaison Midwife - Telephone 

07 3163 1861, mobile 0466 205 710 or 

email GPL@mater.org.au

.

https://forms.matereducation.qld.edu.au/non-accredited-gp-no-dietary-require-course-details/?course_id=85072&course_type=w&_ga=2.83654102.159858121.1614582215-1436025089.1603409897
mailto:GPL@mater.org.au


Enjoy the remainder of your weekend! 
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