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Objectives

Recognize the risk factors for pelvic organ prolapse.

Review the potential symptoms of prolapse which may
be elicited on history.

Complete a detailed pelvic exam for prolapse, including
grading of prolapse.

Know the options for conservative management of
prolapse.

Discuss surgical treatment of prolapse with a focus on
repair of apical defects (uterine/vault).

Consider the pros and cons of vaginal versus
abdominal approach to apical repairs.

Demonstrate the presence of latent stress incontinence
and counsel patients about whether or not it should be
treated.

Conclusions



Introduction

. Pelvic prolapse is a common problem seen In
30-50% of the general population.??

. Only 10-20% of women with prolapse seek
treatment.?

. The lifetime risk of having surgery for
prolapse or incontinence is 11%, ie. 1in 9.3

. Up to 1/3 of surgeries are repeat
procedures.3

. Although it is rarely life-threatening, prolapse
can have a major effect on quality of life.



Risk Factors

Non-modifiable

B Aging

B Menopause

B Genetic

B Race (White, Hispanic)
B Neuropathy/myopathy

B Connective tissue
disorder

Modifiable

B Obesity (BMI>30)
B Smoking

B Chronic cough

B Constipation

B Recreationalor
occupational activities
(eg. Heavy lifting)

B Pregnancy
B Vaginal delivery

B Previous pelvic surgery,
especially hysterectomy
for prolapse



Types of Prolapse

- Anterior Compartment
BCystocele

. Posterior Compartment
BRectocele
BPerineal defect

- Middle/Apical Compartment

‘BUterus or vaginal vault

BEnterocele T cul-de-sac peritoneum or
small bowel



Symptoms

Prolapse

B Pelvic pressure/heaviness

B Protrusion/bulge

B Low back pain?

Urinary

B Stress incontinence or latent stress incontinence

B Voiding dysfunction i hesitancy, incomplete emptying,
frequency, urgency

B Recurrent UTIs

Defecatory

B Excessive straining, incomplete emptying

B Need for perineal/vaginal pressure to empty rectum
Sexual

Postmenopausal bleeding



Physical Exam

Gold standard for diagnosis is careful inspection

Assess the extent of prolapse in each compartment
BPosterior blade of Graveds spec
B Valsalva or cough

B Consider standing exam

Perineal support
Estrogen status
Urethral hypermobility

Stress incontinence, including latent stress incontinence with
the prolapse reduced

Bimanual exam: R/O masses

B Demonstrate Kegel

Rectal exam: Anal sphincter tone
B Rectocele vs enterocele



Grading of Pelvic Prolapse

. Different ways to grade prolapse 1
nick your way and be consistent

. PO :)_Q4

B9 locations on vulva and vagina in cm
relative to hymen

BGold standard

BUsed in studies to report research results

BToo detailed for clinical use




Fig. 1. Six sites (points Aa, Ba, C, D, Bp, and Ap), genital hiatus
(gh), perineal body (pb), and total vaginal length (tvl) used for
pelvic organ support quantitation.
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Grading of Pelvic Organ

Prolapse

. Baden-Walker System:»
BGrade 01 normal position for each site

BGrade 171 d
BGrade 21 d

BGrade 371 d

escent ha
escent to
escent ha

fway to hymen
nymen

fway past hymen

BGrade 4 T maximum possible descent for
each site (complete procidentia or vaginal
vault eversion)

. Record grade for each compartment
- Note that grade does not equal

symptoms.



Testing

- Urine culture
. Postvoid residual (<100ml)

- Urodynamics may be helpful in certain
cases




Treatment of Pelvic Prolapse

. Conservative
BEXpectant
BSymptom-directed
BPelvic Floor Exercises
BPessary

- Surgical



Conservative Treatment

. Observation/expectant
BMild to moderate prolapse
BNo significant symptoms

Bln advanced prolapse with no symptoms i
rule out urinary retention, erosions

BArrange follow-up
- Symptom-directed therapy

BRegulate BMs and prevent straining 1 fluids

(6-8 glasses/day), fiber, stool softeners,
laxatives PRN

BLifestyle changes, weight loss, exercise, etc



Conservative Treatment

. Pelvic Floor Exercises

BNo direct evidence of benefit for prolapse

BEffective for urinary incontinence,
especially stress incontinence®

BCochrane review 2009’

Only 3 eligible studies, each with limitations

Some encouragement from feasibility study -
47 women randomized to
physiotherapist vs no intervention

Larger, better quality RCTs needed
BConsider referral to Physio



Conservative Treatment

Pessary
BUp to 75% of women can be fitted successfully8.2.19

B Of those who are fitted, about 50% continue to use
the pessary after 1 years:9.10

B Unsuccessful fitting - short vaginal length (< 7cm),
wide introitus/deficient perineum (4 fingerbreadths)!*

B Anterior and apical defects seem to be more
amenable to pessary treatment.

BMost commonly used T ring, Gelhorn
B Self care or visits every 3-4 months
B Local estrogen to prevent erosions

B Cochrane review (2004) found there were no RCTs
on which to gauge effectivenessi?






