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Pelvic organ prolapse

(POP) is a common condi-

tion that occurs when one

or more pelvic structures—the

bladder, the urethra, the uterus, or

the rectum—deviate from their

normal anatomic position and

bulge against the vaginal vault.1

Sometimes the prolapse is so se-

vere that the affected area pro-

trudes through the vaginal open-

ing. The underlying cause of POP

is a weakening of the pelvic floor

muscles (PFMs) and fascia that

support the pelvic organs.2

Risk factors
Loss of PFM tone may be caused

by a variety of factors. One com-

mon risk factor for POP is multiple

vaginal deliveries, particularly in

those women who have experi-

enced prolonged labor, instru-

mented delivery, and/or delivery

of infants weighing more than 9

lb. In fact, women who have deliv-

ered vaginally, compared with

those who have undergone ce-

sarean section, have twice the risk

of developing symptomatic POP.3

Women who have had pelvic floor

trauma during childbirth or pelvic

surgery such as hysterectomy are

also at increased risk for POP. 
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Pelvic organ prolapse (POP) is a prevalent condition that can

cause uncomfortable sensations of vaginal bulging, painful

intercourse, and even stress urinary incontinence. This article

presents a simple, evidence-based approach to diagnosing and

managing POP that women’s healthcare providers can implement. 
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Other risk factors for POP in-
clude conditions that increase in-
tra-abdominal pressure such as
chronic constipation, chronic
cough, and work involving pro-
longed heavy lifting.3,4 Still other
contributing factors are excess
body weight, aging, menopause
(related to loss of collagen), ge-
netic predisposition, prolonged
standing, and activities that in-
volve jumping (e.g., trampoline
use).5 Overweight and obesity are
particularly strong risk factors:
Studies have shown that the risk
for symptomatic POP rises 3%
with each unit increase of body
mass index (BMI), and that women
whose BMIs exceed 25 kg/m2, as
compared with women whose
BMIs are below 25, are twice as
likely to develop POP.3,4 Health
conditions that may disrupt pelvic
neuromuscular function—and
therefore increase the risk for de-
veloping POP—include multiple
sclerosis, neuromuscular injuries
related to childbearing, and spinal
cord injury.5-7

Clinical picture
Many women with mild POP are
asymptomatic. A woman with
symptomatic POP may report feel-
ing pressure or fullness in the
pelvis, a pulling sensation in the
groin or lower back, or vaginal
bulging—all of which may ease
up when she lies flat. She may de-
scribe a feeling that something is
falling out of the vagina or even
have a visible bulge from the
vagina. Either way, she may expe-
rience vaginal pain or discomfort,
particularly when having sex.4,6

Urinary symptoms of POP may
include stress urinary inconti-
nence (SUI), difficulty voiding, a
sensation that one cannot empty
the bladder completely, urinary
frequency, urinary urgency, or

nocturia. With some forms of POP,
urinary symptoms are actually
masked. Bowel symptoms of POP
may include pain with defecation,
fecal incontinence, or other types
of defecatory dysfunction. A pa-
tient with a rectocele may report
that she needs to press between
the vagina and rectum to help her
defecate.

The healthcare provider (HCP)
must take a thorough history re-

garding these symptoms, as well
as a detailed gynecologic, obstet-
ric, sexual, and surgical history, to
determine contributing factors. In
addition, the HCP needs to iden-
tify chronic health conditions or
situations that could be contribut-
ing to longer-than-average peri-
ods of elevated intra-abdominal
pressure. These include chronic
constipation and smoking or res-
piratory conditions that cause
chronic cough.1,4 As part of the
behavioral history, the HCP needs
to ask about the patient’s exercise
regimen (e.g., Does she lift
weights? Does she do jumping

jacks or use a trampoline?),
whether the patient has gained
weight recently, and whether the
patient's occupation may require
her to perform heavy lifting or
stand for long periods of time. 

Physical examination 
Because many patients have more
than one type of prolapse, the
HCP needs to examine each area
of potential involvement within
the vaginal vault separately. Per-
forming each component of the
pelvic exam with an individual fo-
cus results in greater accuracy of
diagnosis.

Grading system 
Various grading systems are avail-
able to determine the severity of
POP based on physical examina-
tion. In this article, the authors
use the Baden-Walker Halfway
Scoring System, which assigns
these gradations of severity: 
• Grade 0: no prolapse; 
• Grade 1: the lowest part of pro-

trusion extends halfway to the
hymen; 

• Grade 2: the lowest part of pro-
trusion extends to the hymen; 

• Grade 3: the lowest part of pro-
trusion extends halfway past
the hymen; or 

• Grade 4: the greatest degree of
protrusion is observed.8,9

The other commonly used
grading system, albeit more com-
plex than the Baden-Walker sys-
tem, is the Pelvic Organ Prolapse
Quantification (POP-Q) system.10

Inspection of external genitalia
Once the required equipment is
assembled and available and the
patient is placed in the lithotomy
position, the exam begins with an
inspection of the external geni-
talia.1,9,11 In a woman with normal
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A woman with
symptomatic
POP may report
feeling pressure or

fullness in the pelvis,
a pulling sensation

in the groin or lower
back, or vaginal
bulging—all of

which may ease up
when she lies flat.



findings, the vaginal introitus may
be small or wide, depending on
her sexual status, and hymenal
remnants may be observed. Ab-
normal findings may include dry
tissue, bruising, lesions, discharge,
or prolapsed vaginal tissue. The
introitus may gape open if vaginal
vault/uterine prolapse is present.
If prolapse is observed on inspec-
tion, the HCP should check for 
ulcerations. In severe POP, the
prolapse may be observed on in-
spection even if the patient has
not been asked to strain. 

Speculum examination 
During the speculum examination,
the HCP inspects the vaginal mu-
cosa for symmetry, atrophy, and
any other abnormalities such as
ulcerations or discharge that
might explain the presence of
symp toms.9 First, the speculum is
placed into the vaginal vault and
the cervix is inspected. Next, as
the speculum is slowly removed,
the vaginal mucosa is observed for
any abnormalities such as abra-
sions or descent of the vaginal
apex while the patient is asked to
perform the Valsalva maneuver.9

The extent to which the cervix or
the vaginal vault follows the
speculum through and out of the
vagina is noted.1

Next the HCP inserts the poste-

rior blade of the speculum into
the vagina, applying gentle pres-
sure first to the posterior wall
while asking the woman to per-
form the Valsalva maneuver to
look for the extent of anterior
compartment protrusion at the
lowest point of the descent. The
HCP then rotates the blade, apply-
ing gentle pressure to the anterior
vaginal wall to determine if any
prolapse is present in the poste-
rior compartment and to what de-
gree—based on the Baden-Walker
system (Table).9,11

The patient may be concerned
about leaking urine or stool when
asked to bear down during these
exams. The HCP should provide
reassurance to her and equip the
room with waterproof pads and

hygiene products such as tissue or
unscented, hypoallergenic moist
cloths for cleaning as needed. 

Bimanual examination
A bimanual exam is performed to
evaluate the size and shape of the
uterus and ovaries and to check
for the presence of abdominal
masses. The uterus should feel
smooth and round and move
slightly with manipulation. The
ovaries, if palpable, should be no
larger than the size of an almond.
All organs should be non-tender
on examination. The bimanual
exam can help identify other
pathologies that might be con-
tributing to the chief complaint 
of pelvic pressure and other re-
ported symptoms. 

During this exam component,
the HCP can assess the adequacy
of the patient’s vaginal muscle
tone in supporting the pelvic or-
gans by having her contract the
PFMs. While performing this as-
sessment, the HCP needs to deter-
mine whether voluntary or invol-
untary contractions are occurring,
whether muscles remain in a con-
tracted state, and whether the
PFMs do not contract at all, even
when the patient is asked to con-
tract them.9

Examination while patient is
standing
The inspection exam with Valsalva
straining is repeated while the pa-
tient is standing. This exam pro-
vides the best estimation of the
extent of prolapse as it relates to
normal daily activities.9 Depend-
ing on the patient’s symptoms,
the HCP may also perform a rectal
exam with the patient standing to
check for an enterocele as the
cause of the symptoms.9 If the
small bowel is involved, it will be
palpable in the cul-de-sac.
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In severe 

POP, the

prolapse
may be observed on

inspection even if

the patient has

not been asked to

strain.

Table. Speculum examination findings9,11

Type of pelvic organ prolapse   Examination findings 

Anterior compartment prolapse                Protrusion or bulging of the 
                                                           anterior vaginal wall with or 
                                                           without straining 

Posterior compartment prolapse               Protrusion or bulging of the 
                                                           posterior vaginal wall with or 
                                                           without straining

Apical prolapse                                     Protrusion or bulging of the 
                                                           vaginal apex or uterine cervix 
                                                           with or without straining



Differential diagnoses 
Differential diagnoses to consider
when assessing a woman for POP
include adnexal, uterine, and
other genital tract masses that
may cause symptoms similar to
those of POP; and urinary tract in-
fection (UTI).9 If the patient has
urinary symptoms, a urinalysis is
done to evaluate for UTI.9

Treatment
Treatment for POP is based on
severity of the prolapse and the
patient’s preferences, health, and
symptoms. Conservative options,
though associated with few ad-
verse effects and cost-effective,
tend to work only for milder forms
of POP and require a high level of
commitment from the patient. Ex-
amples of conservative options
are behavior modification (e.g.,
weight-loss diet, smoking cessa-
tion), PFM strengthening, and
pessaries.9,12 Goals of conserva-
tive therapy are to improve symp-
toms, reduce POP progression,
and delay or avoid surgery. 

Pelvic floor muscle strengthening
If POP is grade 2 or lower, PFM

strengthening, including Kegel
exercises, can improve symptoms
of pelvic pain, vaginal pressure or
bulging, and SUI.12,13 Evidence 
regarding the efficacy of PFM
strengthening in improving POP
symptoms and degree is limited,
but recent studies have shown
significant improvement with this
approach.13,14 For a patient who
wants to learn to perform Kegel
exercises, she should start slowly
and increase gradually, with the
goal of performing 10 contrac-
tions held for 10 seconds each, 2-
3 times daily.12,15

Pessary
The pessary, a flexible plastic or
medical-grade silicone device that
comes in a variety of sizes and
shapes, can be used to treat any
grade of POP.1 It is inserted into the
vaginal vault to support weakened
PFMs and prevent bulging. The
pessary is a good choice for a
woman with bothersome POP
symptoms who is not a candidate
for or does not desire surgery. The
pessary may be used for temporary
symptomatic relief while awaiting
surgery. Potential adverse effects of
the pessary include changes in

voiding patterns, vaginal irritation,
and vaginal ulcers or excoria-
tions.12 Pessary use is avoided if a
woman has a large vaginal outlet
or a short vagina, and it may be
challenging if a woman cannot in-
sert or withdraw the device on her
own.15 A woman may receive assis-
tance from a home health nurse or
return to the office at regular inter-
vals to have the device removed,
cleaned, and replaced, although
the frequency with which she
needs to return for pessary follow-
up or periodic cleaning has not
been established.12 

Surgery
Surgery is an option for a woman
whose symptoms are adversely af-
fecting her quality of life. Several
different surgical procedures are
available. Colporrhaphy is done to
repair the anterior or posterior
vaginal wall in a woman with cys-
tocele or rectocele. The affected
organ (i.e., the bladder or rectum)
is moved back into normal posi-
tion and the affected vaginal wall
is tightened to better support the
organ. Surgical implantation of
transvaginal mesh for correcting
POP has become more common
because of the higher rates of suc-
cess compared with traditional col-
porrhaphy.16 However, postopera-
tive complications (e.g., mesh
erosion, operative site pain, painful
urination) may arise, and long-
term efficacy of the treatment has
not been established.16-19

Patient counseling
If conservative management is
desired and the grade of POP is 2
or lower, HCPs should counsel pa-
tients with regard to performing
Kegel exercises and on behavior
modification strategies, which in-
clude weight loss; smoking cessa-
tion; and avoidance of straining
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with bowel movements, pro-
longed standing, lifting, and exer-
cise involving jumping. Patients
need to know that conservative
measures can be quite helpful in
reducing POP progression. Pa-
tients also need to understand
the risks of surgery, which include
incontinence and erosion or con-
traction of the mesh.17

Referral
Need for referral depends on the
plan for POP management and the
HCP’s skills in diagnosing and man-
aging the condition. If POP is only
mildly bothersome, the HCP may
choose to begin PFM strength en -
ing and fit the patient with a pes-
sary.13 Referral to a specialist is
made if the diagnosis is uncertain
or if surgical evaluation is desired.
In addition, patients may be re-
ferred to a pelvic floor physical
therapist for intense and focused
assistance with PFM strengthening
to relieve symptoms. 

Conclusion
Pelvic organ prolapse can be an
embarrassing, bothersome prob-
lem for women. HCPs need to know
the risk factors and symptoms asso-
ciated with POP, how to evaluate for
the condition on physical exam,
and the various treatment options
that are available. Treatment choice
is based on symptom severity and
patient preference. Referral to a
specialist is recommended when
factors related to evaluation and
treatment begin to exceed an HCP’s
scope of practice.                               =
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