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Case:  Mrs. POPCase:  Mrs. POP

• 65 yr woman G3 3003
• works as a Delivery Room 
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Case, con’tCase, con’t

• Surgical History:• Surgical History:
•cholecystectomy
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• What is your assessment?• What is your assessment?

• Any investigations?
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Pelvic Organ ProlapsePelvic Organ Prolapse
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Incontinence Requiring Surgery
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Cumulative Incidence of Surgery for 
Pelvic Floor Problems
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Is Prolapse Related to Childbirth?Is Prolapse Related to Childbirth?
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Pelvic Organ Prolapse:  The Paradigm 

Evaluation of Pelvic SupportEvaluation of Pelvic Support
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• Baden-Walker/POP-Q
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Clinical Classification of 
Pelvic Organ Prolapse
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Clinical Grading of Descent in 
Pelvic Organ Prolapse (Baden Walker)
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Grade 0 No descent

Grade 1 Descent between normal 
position and ischialposition and  ischial 

spines
Grade 2 Descent between ischial 

spines and hymen

Grade 3 Descent within hymen

Grade 4 Descent through hymen

Multi-channel UrodynamicsMulti-channel Urodynamics
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PessaryPessary

• Mechanical Device

• Supports prolapse

• Mechanical Device
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• Conservative Therapy

• Should be comfortable, able to 
void, able to defecate, not fall out

• Temporary relief or longterm 
alternative to surgery
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and functional outcome when compared with a 
vaginal approach.
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