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Abstract: Women with prolapse should have an examination to quantify
the loss of anatomic support and should be evaluated for associated blad-
der, bowel, and prolapse symptoms as well as associated bother. Treatment
options should be tailored to meet the patient's medical health and personal
functional goals. In most cases, women should be informed of the range
of treatment options including observation as well as nonsurgical and
surgical management.
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P elvic organ prolapse (POP) is a common pelvic floor disorder
resulting in the loss of support of 1 or more compartments (an-

terior, apical, and/or posterior) of the vagina.1 The prevalence
of POP varies by definition. In the National Health and Nutrition
Examination Survey data, 3% to 6% of US community-dwelling
women report bothersome vaginal bulge symptoms.2–4 Defining
POP based on physical examination with the Pelvic Organ Pro-
lapse Quantification System (POP-Q), yields higher prevalence
rates. In an ancillary study of the Women's Health Initiative trial,
65% of participants had a prolapse of stage II or greater, of which,
25% had prolapse to or beyond the hymen.5

A range of treatment options exists for POP, including expec-
tant management, the use of a vaginal pessary, pelvic floor physi-
cal therapy, and surgery. According to a random sample of
beneficiaries of the Centers for Medicare and Medicaid Services,
12% of women treated for POP receive pessaries and 14% to 15%
undergo surgery. Many women diagnosed with POP choose to
forego treatment.6 An analysis of US insurance claims data
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indicates that the lifetime risk of surgery for POP by the age of
80 years is 12.6%.7 Using US hospital discharge data and Medi-
care reimbursement numbers, the direct cost of POP surgery
was more than $1 billion in 1997.8 These numbers are expected
to increase as the population ages.9

This document provides guidance on the evaluation and
counseling of women with POP.

PATIENT HISTORY
Eliciting prolapse-related symptoms and the effect they have

on quality of life is the primary goal of taking a history from a
woman presenting for POP. A patient reporting a vaginal bulge
that she can see or palpate is the most specific symptom for
POP observed on examination.10–12 Other causes of the sensa-
tion of a vaginal mass should be considered in the differential di-
agnosis. A full discussion of vaginal masses is beyond the scope
of this document, but a summary of possible causes is provided
in Table 1.

A detailed history of vaginal symptoms to be elicited from
the patient includes vaginal bulging, pelvic pressure and discom-
fort, bleeding, discharge, splinting/digitation, and low backache.
In addition, urinary symptoms should be obtained, including in-
creased daytime urinary frequency, nocturia, urinary incontinence,
difficulty voiding (hesitancy, slow stream, intermittency, straining
to void, and position-dependent micturition), and the sensation of
incomplete bladder emptying. The timing of the onset of symp-
toms is important. For example, a history of stress urinary incon-
tinence, which was marked before the prolapse worsened, is
helpful in determining the potential for stress urinary incontinence
after prolapse treatment. Inquiries should be made to uncover any
symptoms of bowel dysfunction including constipation, diarrhea,
fecal urgency, straining to defecate, feeling of incomplete bowel
evacuation, and anal, fecal, or flatal incontinence. A history of
splinting or digitation to empty the bladder or rectum should also
be elicited. Many of these complaints can be associated with med-
ical conditions not related to POP. For example, although POP can
be associated with urinary incontinence, urinary urgency, in-
creased daytime urinary frequency, nocturia, and the feeling of in-
complete bladder emptying, other known etiologies should also be
considered. Anorectal dysfunction may be contributed to by POP,
but constipation, diarrhea, anal incontinence, feeling of incom-
plete bowel evacuation, and rectal bleeding should be evaluated
for other causes. Many women with POP may experience bowel
and bladder dysfunction that is not correlated with compartment-
specific defects.

Condition-specific pelvic floor questionnaires that are respon-
sive to changes in POP are summarized in Figure 1. In addition to
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TABLE 1. Differential Diagnosis of Vaginal Bulging/Pelvic Pressure

Condition Appropriate Diagnostic Evaluation

Urethral diverticulum Physical examination,
urethroscopy, MRI

Skene duct cyst Physical examination
Anterior vaginal cysts
(Gartner, etc.)

Physical examination, MRI

Ureterocele Cystourethroscopy
Urethral mucosal prolapse Physical examination
Rectal prolapse Physical examination, dynamic

proctography, or MRI
Fibroids Physical examination,

pelvic ultrasonography
High-tone pelvic floor
dysfunction

Physical examination
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providing important details of the patient history, they provide stan-
dardized tools for following a patient's progress through treatment.

Sexual function, and whether POP affects it, should be eval-
uated because POP is known to negatively affect body image and
sexual function.13 Some patients describe dyspareunia, vaginal
laxity, or obstructed intercourse. If women are not sexually active,
they should be asked whether or not they desire the option for vag-
inal intercourse in the future and whether or not prolapse is a sig-
nificant barrier to their sexual activity. The POP/Incontinence
Sexual Questionnaire, International Urogynecological Association–
Revised14 evaluates sexual function in women with POP and
has been validated in both sexually active and inactive women.15

In women of reproductive age, ask about plans for future
childbearing.

A complete past medical, surgical, obstetric, social, and fam-
ily history should be documented. The history may reveal risk fac-
tors for POP such as obesity, advancing age, vaginal parity,
vaginal delivery, hysterectomy status, conditions that chronically
increase intra-abdominal pressure, and family history of pelvic
floor disorders.16 Gynecologic history is particularly important,
especially if removal of the uterus and/or adnexa is being consid-
ered. If cervical screening is not current, cervical cytology and
high-risk human papillomavirus testing should be performed ac-
cording to current guidelines. History of adnexal and uterine
masses should be elicited, and, if indicated, additional imaging
FIGURE 1. Validated questionnaires to assess POP.
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should be obtained. A history of abnormal or postmenopausal
uterine bleeding should prompt an appropriate gynecologic evalu-
ation before surgical management of POP can be considered. Pre-
vious treatments for prolapse should be noted, including when
they occurred, and if a graft was used. Operative reports of previ-
ous surgery for prolapse and/or incontinence are useful to help di-
rect management and should be actively sought out, reviewed,
and documented.
PHYSICAL EXAMINATION
A physical examination is the next step in the evaluation of

the patient with POP. Observing gait and mobility provides infor-
mation about the patient's functional status and gross neurological
deficits. Patient positioning during pelvic examination for POP
may affect findings; positioning the patient at a 45-degree angle
in a semirecumbent position may allow a more accurate assess-
ment of the extent of the prolapse, whereas dorsal lithotomy
may mask the severity of some support defects.17 If the patient re-
ports symptoms ofmore severe prolapse than is appreciated on ex-
amination, the examination should be repeated in a standing
position. The degree of bladder fullness may also affect the find-
ings, and it has been suggested that anatomic prolapse assessment
should be done with an empty bladder.18

Pelvic examination begins with inspection of the perineal
and vulvar skin, its architecture, and the appearance of the urethra
and vaginal introitus. The speculum examination allows evalua-
tion of the vaginal canal and cervix, if present. If the prolapse is
advanced, the vaginal epithelium may be examined without a
speculum. Inspect thoroughly for areas of keratinization and ulcer-
ation. Each compartment of the vagina, such as anterior, posterior,
and apical, must be evaluated. A “split speculum” examination is
performed by separating the blades of a bivalve speculum and
using a single blade to retract the posterior vaginalwallwhile eval-
uating the anterior wall and vice versa. This allows the examiner to
isolate each compartment and assess its defects separately.

The POP-Q should be used to record the stage of prolapse.
The POP-Q is recommended by the American Urogynecologic
Society, the Society of Gynecologic Surgeons, the International
Urogynecological Association, and the International Continence
Society.19,20 The 9-item POP-Q (Fig. 2) is a topographical assess-
ment of vaginal support that describes and measures the location
of specific points on the vaginal surface in relation to the hymen
on maximal strain, and thus the degree of prolapse.19 There is also
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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FIGURE 2. Pelvic Organ Prolapse Quantification System.
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a validated 4-item “simplified” POP-Q, which closely approxi-
mates the original 9-item system.21

Other common findings noted on the physical examination
include perineal descent. Anterior vaginal wall prolapse can be
described as having transverse (apical), central (midline), or lat-
eral (paravaginal) defects.22 However, the interobserver and
TABLE 2. Ancillary Testing

Test Possible Indica

Urinalysis, urine culture •Urinary incontinence
•Urinary urgency, increas
urinary frequency, or n

PVR volume •POP (anterior vaginal wa
vaginal vault prolapse,
uterine/cervical prolaps

•Voiding symptoms
•Urinary incontinence

Bladder testing including the following:
uroflowmetry, pressure-flow studies,
filling cystometry, and reduction
cough stress test

•Urinary incontinence
•Urinary retention

•Voiding symptoms
•POP (anterior vaginal wa
vaginal vault prolapse,
uterine/cervical prolaps

Ultrasound •Fecal incontinence
•Mesh complication
•Desire for information on
muscle defects

MRI (for imaging prolapse) •Examination inconsisten

•Desire for information on
function of pelvic floor

•Desire for information on
muscle defects

Defecography (fluoroscopic or MRI) •Defecatory dysfunction

•Desire for information on
function of pelvic floor

MRI, magnetic resonance imaging; POP, pelvic organ prolapse; PVR, postv
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intraobserver reliability for identifying these anterior wall defects
are poor.23 Some clinicians might find these additional descrip-
tions of prolapse helpful, but recording the extent of POP with
the POP-Q is most important.

A focused neurologic examination of the pelvis assesses
sensory perception in the lumbosacral dermatomes and evaluates
tions Potential Findings

•Infection
ed daytime
octuria

•Microscopic hematuria
•Glucosuria

ll prolapse,
and
e)

•Incomplete bladder emptying

•Incomplete bladder emptying
•Stress incontinence on prolapse reduction
(occult stress urinary incontinence)

•Bladder outflow obstruction
ll prolapse,
and
e)

•Detrusor underactivity
•Detrusor overactivity
•Abnormal bladder compliance
•Abnormal maximum cystometric capacity
•Anal sphincter injury
•Pelvic floor/levator defects

specific •Abnormalities of the uterus and ovaries
•Visualization of mesh

t with symptoms •Abnormalities of muscles (pelvic floor),
viscera, and soft tissue

dynamic •Relationship of structures during various
maneuvers (Valsalva, Kegel)

specific

•Visualization of rectum +/− colon defined
by contrast

dynamic •Relationship of structures during defecation
and various maneuvers (Valsalva, Kegel)

•Normal or abnormal rectal emptying

oid residual.
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pelvic floor muscle function. Important sensory dermatomes to
examine include the perineum and perianal skin (S2–4) and the
mons pubis and anterior labia majora (L1–2).24 To assess levator
muscle strength, the examiner palpates the levator muscles
transvaginally as the patient contracts their pelvic floor muscula-
ture. The International Continence Society describes 4 conditions
of the musculature of the pelvic floor, these are as follows: normal
pelvic floor muscles that voluntarily relax and contract, overactive
pelvic floor muscles that do not relax, underactive pelvic floor
muscles that cannot voluntarily contract, and nonfunctioning pel-
vic floor muscles in which there is no pelvic floor muscle activity
noted. It may be helpful to grade the strength of the muscle con-
traction using a system such as the Brink Scale, which assigns a
score from 0 to 5 based on the strength, duration, and effectiveness
of the contraction.25

Perform a bimanual pelvic examination for any pelvic mass
or unusual tenderness with the prolapse reduced; a palpation of
the urethra should also be conducted. Rectovaginal examination
can be helpful in the diagnosis of rectocele or enterocele, and a
rectal examination may be needed to assess for masses/lesions
and anal sphincter tone and strength.26
TESTING
Ancillary testing in women with POP should be based on

pelvic floor symptomatology (Table 2). If the patient has urinary
symptoms concerning for infection or irritative voiding symptoms,
a urinalysis should be performed. Additional work-up may include
urine microscopy, urine culture, or cystoscopy, depending on
symptoms and urinalysis results.

Hypermobility of the anterior vaginal wall should be assessed.
Point Aa on the POP-Q examination correlates with the cotton-
swab (Q-tip) straining angle. A cotton-swab straining angle of
greater than 30 degrees is considered urethral hypermobility.
In women with prolapse stage II or greater, urethral hypermobil-
ity is usually observed.27 Because of this, most practitioners
do not routinely use the cotton-swab test to assess urethral
mobility. A cotton-swab test may be helpful in women who have
had previous urinary incontinence surgery or with stage 0 or
I prolapse.27

For women with abnormal voiding symptoms (feeling of in-
complete emptying, hesitancy, intermittency, straining tovoid, and
position-dependent micturition) and for those with prolapse be-
yond the hymen, evaluating bladder emptying with a postvoid re-
sidual (PVR) volumemeasurement is recommended. In general, a
PVR of less than one third of the total voided volume is consid-
ered adequate emptying. Additional suggested parameters include
a PVR of less than 50 mL as normal and a PVR greater than
200 mL as abnormal.28,29 If the PVR measurement is elevated
or the patient notes other bothersome voiding symptoms, uro-
dynamic testing may provide additional information. Treatment
of prolapse may be considered even in asymptomatic patients if
they have persistent voiding symptoms.30 Because 30% ofwomen
with advanced prolapse (Aa, Ba, or C measurements of +1 or
greater) have hydronephrosis, imaging of the upper urinary tracts
may be helpful in select patients.31

An important consideration before prolapse treatment is the
risk of stress urinary incontinence after prolapse reduction (occult
stress urinary incontinence [OSUI]). In women with anterior and
apical POP, prolapse may lead to urethral kinking that obstructs
the urethra and masks incontinence. When the patient is treated
with a pessary or surgery, the obstruction is alleviated, and the
patient may develop stress urinary incontinence symptoms. Al-
though the predictive value is limited, a cough stress test with
the prolapse in the native, neutral, and reduced position (at a
284 www.fpmrs.net
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bladder volume of 300 mL or capacity, whichever is less) is com-
monly used to identify women at risk of developing OSUI. Ap-
proximately 40% of women with negative testing will develop
postoperative stress incontinence if an anti-incontinence proce-
dure is not performed, whereas 60% of women with a positive test
will have postoperative stress urinary incontinence.32

In women who do not have symptoms of stress urinary in-
continence and who plan to undergo surgery for POP, a prediction
model that evaluates the risk of OSUI after surgery is available.33

Themodel significantly outperforms the preoperative cough stress
test and expert judgment in predicting postoperative stress uri-
nary incontinence; it is available as an online calculator (https://
apervita.com/community/clevelandclinic) or by mobile phone
application (www.augs.org/augsnow). Using this model may be
helpful in counseling patients before POP surgery.

For patients with significant anorectal dysfunction, testing
may help to further evaluate symptoms. For women suffering from
fecal and anal incontinence, an anal ultrasound can be used to
identify anal sphincter injuries. For womenwith incomplete bowel
evacuation or when the examination does not correlate with symp-
toms, defecography and/or dynamic magnetic resonance imaging
(MRI) can be used.34 Bowel transit studies can help distinguish
between slow transit and obstructive defecatory dysfunction.

Pelvic ultrasound can be used to identify pelvic organ abnor-
malities, levator ani defects, andmesh located in the pelvis. Although
ultrasound to evaluate the anatomic defects in POP is currently be-
ing investigated, it is unclear if this imaging modality will be use-
ful in clinical practice.35

The risk of gynecologic pathology at the time of prolapse
surgery is approximately 3%.36 Prolapse surgery should not be
undertaken without appropriate evaluation of abnormal cervical
cytology, postmenopausal bleeding, or pelvic masses.

COUNSELING
Factors to consider when selecting treatment include the pa-

tient's symptoms and bother, history of previous treatments, med-
ical comorbidities, severity of prolapse, sexual concerns, and
goals for treatment. After completing the history and physical ex-
amination, the patient should be counseled about examination
findings and treatment options. Visual aids, such as diagrams or
computerized illustrations, may help patients understand the anat-
omy and explain their symptoms. Patients should be offered both
nonsurgical and surgical options, when appropriate.

Determining a patient's goals for treatment is important be-
cause goals and expectations for treatment vary.37 One study
found that the relief of urinary symptoms was the most common
patient goal of women undergoing surgery for POP, regardless
of their stage of prolapse.38 Realistic counseling regarding success
in achieving treatment goals is important because unmet goals are
associated with patient dissatisfaction after treatment.39 Signifi-
cantly, womenwho choose surgery are more likely to achieve their
goals than women who choose a pessary.37

CONSERVATIVE MANAGEMENT
Expectant management may be an option for women who are

not bothered by their prolapse. Women can generally be reassured
that with observation, prolapse is not likely to worsen quickly.
Studies that have followed women with POP without intervention
for up to 2 years have found that 10% to 20% of women will have
an increase in prolapse stage.40,41 An analysis of the Women's
Health Initiative data showed that, in postmenopausal women,
only 11% had an increase in maximal vaginal descent by 2 cm
or more in 3 years. Pelvic organ prolapse stage was dynamic on
the examination of individual women, so patients and their
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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clinicians can expect prolapse stage to both increase and decrease
over time.42 Home pelvic floor muscle exercises and pelvic floor
physical therapy may be helpful for some women. A 2013 review
of conservative management of incontinence and POP from the
5th International Consultation on Incontinence cited 4 trials that
revealed symptom improvement as well as improvement in ana-
tomical defects of prolapse with physical therapy.43 This review
included a multicenter trial of 447 women with symptomatic pro-
lapse randomized to an individualized program for pelvic floor
muscle training or an educational pamphlet. The pelvic floor mus-
cle training group had significantly greater reduction of prolapse
symptoms.44 Another study found women with stages I to III pro-
lapse who were randomized to pelvic floor muscle training, and
19% of these women improved 1 POP-Q stage compared with
only 8% of controls.45

PESSARY
For women who proceed with treatment, a pessary should be

considered.46 If possible, patients should be taught how to remove
and insert the pessary themselves. Patients who do not wish to
change their own pessary or are physically unable to do so should
be seen regularly for removal and cleaning of the pessary and a
vaginal examination. The best time interval between visits is not
known, but many experts recommend 3 months. Pessaries have
been shown to be effective. In a randomized control trial compar-
ing ring and Gellhorn pessaries that used validated questionnaires
to measure outcomes, pessaries were found to reduce prolapse
symptoms significantly for 60% of women without differentiation
between the 2 types.47 A recent trial noted an improvement that is
greater than 90% in bulge symptoms and an improvement of 50%
in urinary symptoms; however, 20% of women developed stress
incontinence.48 Given this information, it is important to counsel
patients on the possibility of OSUI.

Patients who desire a pessary will undergo a fitting process.
Characteristics that have been found to be associated with unsuc-
cessful fittings include a larger genital hiatus and shorter vaginal
length.49,50 Patients with an isolated rectocele are also less likely
to be successful with a pessary.51 Patients with these findings can
be counseled that pessary placement may not be successful, but
fitting can still be attempted.

Women may wonder if using a pessary is an option for long-
term POPmanagement. Women aged 65 years and older are more
likely to continue use of the pessary at 1 year.Women whowanted
surgery at their initial visit, women with advanced posterior wall
prolapse, and those with shortened vaginas from previous surgery
were less likely to continue with their pessary.52 It has been found
that women who achieved their patient-selected goals were more
likely to continue pessary use.53 Although elderly women may
be more likely to continue use of a pessary, this population may
face more challenges with pessary self-care. Family members or
caretakers should be aware of the presence of the pessary to ensure
that elderly women receive ongoing maintenance and care.

SURGICAL TREATMENT
When considering surgical options, the patient's age, medical

problems, functional status, and treatment goals should be consid-
ered. Perioperative management of active medical issues is essen-
tial. The American College of Surgeons National Surgical Quality
Improvement Program has created a surgical risk calculator that
is available online (www.riskcalculator.facs.org), and surgeons
can consider using this calculator to estimate perioperative mor-
bidity and mortality. Nearly 1.5 million patients including gyne-
cology and urology patients were used in the development of
the calculator.54
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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Before surgical treatment of POP, patients should be counseled
regarding the expected effect on bulge symptoms, urinary and
bowel symptoms, as well as sexual function. This will include
a discussion of possible need for further testing and types of con-
comitant treatment that may be offered. Patients may incorrectly
assume that correcting their prolapse will address all urinary and
bowel symptoms. Limitations of surgery should be discussed, in-
cluding that symptoms may not resolve completely even if anat-
omy is corrected. It may be reasonable to offer stress urinary
incontinence surgery to women with anterior vaginal wall pro-
lapse without stress urinary incontinence, but there are additional
risks associated with these procedures, which the patient should
understand before reaching a decision.55–57

When counseling patients on their surgical options, the fol-
lowing 2 broad categories can be considered: obliterative versus
reconstructive surgeries. Obliterative surgery is only an option
for women who are certain that they will not desire vaginal inter-
course in the future because the surgery significantly shortens and
narrows the vagina and should be considered irreversible. Obliter-
ative surgery has several advantages including a high level of effi-
cacy while being associated with fewer complications and less
blood loss.58–64 It can also be performed under regional or, in
some cases, local anesthesia.60 These features make it desirable
for women with serious medical comorbidities. This procedure
can be performed with the uterus left in place (LeFort colpocleisis)
or in patients with a previous hysterectomy (colpectomy). A con-
comitant hysterectomy can be performed if required, although this
may increase the risk of complications.61,64

If obliterative surgery is not desired by the patient, native tissue
or graft-augmented repair reconstructive surgery should be dis-
cussed. Patients may have strong preferences when it comes to
use of graft, and this should be discussed. If synthetic mesh is con-
sidered, the 2011 FDA safety communication on transvaginal mesh
should be discussed.65 Patient preference is also important when
considering hysterectomy versus uterine preservation for women
with uterine prolapse. The choices of procedures provide optional
use of native tissue and/or grafts, retention or removal of the uterus,
and vaginal or abdominal (open, laparoscopic, and robotic-assisted)
approaches. Surgeons offering various surgical treatments should
be aware of the data on efficacy and complications of those proce-
dures and offer these data to the patient during counseling.

CONCLUSIONS AND RECOMMENDATIONS
Women with prolapse should have an examination to quan-

tify the loss of anatomic support and should be evaluated for asso-
ciated bladder, bowel and prolapse symptoms, as well as associated
bother. Treatment options should be tailored to meet the patient's
medical health and personal functional goals. Inmost cases, women
should be informed of the range of treatment options including
observation as well as nonsurgical and surgical management.

For patients presenting with POP,
1. Determine the duration and severity of pelvic symptoms and

associated bother.
2. Ask specifically about urinary, bowel, sexual symptoms, and

previous treatments.
3. Obtain a medical and surgical history including previous

pelvic surgery.
4. Perform a physical examination including a POP-Q examina-

tion and assessment of pelvic floor muscle function.
5. Quantify the extent of the prolapse using the POP-Q examina-

tion and confirm that the examination findings reflect the
patient's experience.

6. Assess for abnormal vaginal bleeding.
a. Document the patient's denial of vaginal bleeding.
www.fpmrs.net 285
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b. Evaluate symptoms of vaginal bleeding to rule out premalig-
nant or malignant conditions.
7. Assess bladder function.
a. Continence: Consider cough stress test with the prolapse in

the native, neutral, and reduced position (at bladder volume
of 300 mL or capacity, whichever is less). If considering sur-
gery, assess risk of occult stress urinary incontinence using
available risk prediction models.

b. Emptying: Evaluate PVR urine volume in patients with an-
terior vaginal wall prolapse beyond the hymen or abnormal
voiding symptoms.
8. Asymptomatic women without evidence of urinary retention
can be offered expectant management.

9. Asymptomatic women should be offered an appropriate range
of interventions based upon their medical histories and treat-
ment goals, including vaginal pessary and surgery.
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