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ABSTRACT
Objectives: The aim of the team appointed by the Board of the Urogynecology Section of the Polish Society of Gynecolo-
gists and Obstetricians (PSGO) was to develop this interdisciplinary Guideline for the diagnostic assessment of pelvic 
organ prolapse (POP) in women, based on the available literature, expert knowledge and opinion, as well as everyday 
practice. 

Material and methods: A review of the literature, including current international guidelines and earlier PSGO recom-
mendations (2010–2020) about POP, was conducted. 

Results: The steps of the diagnostic assessment for patients with POP, subdivided into initial and specialized diagnos-
tics, have been presented. Indications for specialized diagnostic assessment have also been listed. In case of surgical 
treatment, the patient may be referred solely based on the initial diagnostics or after certain elements of the specialized 
diagnostics have been completed. 

Conclusions: Due to inconclusive data, the scope of the diagnostic process for POP is individualized for each patient 
and depends on patient-reported symptoms, initial diagnostic findings, surgical history, management plan, availability 
of the equipment, and cost.  
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INTRODUCTION
Pelvic organ prolapse (POP) is the downward descent 

of the vagina and/or uterus, which may be accompanied 
by the prolapse of the lower urinary tract, small intestine 
and rectum, with or without the associated complaints [1]. 

POP affects approximately 50% of all women. It has 
been estimated that 6–20% of women will have undergone 
surgical repair for POP by the age of 80. Comprehensive di-
agnostics is the prerequisite of the optimal conservative and 
surgical treatment. Depending on the surgical technique 
and the duration of the follow-up, recurrence rates after 
surgical repair for POP range from 1% to 29%. Diagnostic 
errors may have a negative effect on the patient-perceived 
treatment outcome and POP reoperation rates. Compre-
hensive diagnostics for POP should focus not only on the 
anatomical assessment but also on impact of the prolapse 
on symptoms, quality of life, and sexual function. Deter-
mination of the odds ratio for a favorable outcome allows 
the patient to make an informed decision and choose be-
tween conservative or surgical management [2–6]. POP 
repair significantly improves the quality of patient life, but 
anatomical success may not ensure complete resolution of 
all symptoms [7–10].

Objectives
The aim of the team appointed by the Board of the Uro-

gynecology Section of the Polish Society of Gynecologists 
and Obstetricians (PSGO) was to develop this Guideline 
for the diagnostic assessment of POP in women, using the 
available literature, expert knowledge and opinion, as well 
as everyday practice.

MATERIAL AND METHODS
The literature about pelvic organ prolapse, including 

current international guidelines, was reviewed. Earlier PSGO 
guidelines (2010–2020) were used. Attention was paid to 
the level of evidence and degree of recommendation of 
the available data sources. If the literature source seemed 
insufficient, consensus expert opinions were used. 

GUIDELINE
The diagnostic assessment for POP has been subdivided 

into initial and specialized diagnostics. Identification of the 
patients who should be referred for specialized testing is 
an important goal of the initial assessment. Specialized di-
agnostics is recommended to patients with recurrent urinary 
tract infections, pyuria, urinary retention in the pelvicalyceal 
system, nephrolithiasis, hematuria and erythrocyturia (symp-
tomatic or detected during testing), concomitant pain com-
plaints of unclear etiology, suspicion of tumor in the bladder, 
urethra, or the lesser pelvis. Patients after urogynecologic 
surgery, women with POP and concomitant stress urinary in-

continence (SUI), post-void residual and obstructive defeca-
tion may also be referred to specialized diagnostics. Patients 
with ambiguous symptoms and those in whom the uterus 
and the vagina cannot be repositioned also require complex 
diagnostic testing [11–16]. Women with unsuccessful surgi-
cal repair may be reoperated based on the results of the 
initial tests or may be referred to specialized diagnostics. It 
is recommended that the patient has an empty bladder 
and, if feasible, an empty rectum, for pelvic organ prolapse 
(POP) assessment. On the other hand, UI testing should be 
performed with adequately full bladder [13, 14, 17].

Initial diagnostics
The initial diagnostic process encompasses components 

listed below.
1.	 Medical history

Collection of gynecologic, urogynecologic, obstetric 
and general medical history is vital for the urogynecologic 
diagnostic assessment. Its goal should be to recognize pa-
tient-reported complaints and their effect on the quality of 
patient life and sexual function. It is essential to establish 
which complaints are the most bothersome for the patient 
[18–20].
2.	 Urine analysis

If up-to-date urine analysis results are not available, 
general urine analysis (and culture test, if indicated) is rec-
ommended.  
3.	 Clinical evaluation
4.	 Post-void residual (PVR)

PVR volume may be measured using ultrasound or cath-
erization. It should not exceed 50–100 mL. It is important to 
check whether PVR lowers or resolves after the reposition of 
prolapse. Typically, a pessary is used to support the vagina 
or the uterus (see pessary test) [13, 14, 21]. 
5.	 Urinary incontinence diagnostics
6.	 Pessary test
7.	 Gynecological ultrasound is performed as an adjunct 

test to the bimanual exam
8.	 Pelvic floor ultrasound in many centers is performed 

only after the patient has been referred for specialized 
diagnostics. However, it is more often treated as the 
standard component of the initial diagnostic process 
[3, 22–24]

9.	 In women with POP, especially stages 3 and 4 pelvic 
organ prolapse quantification scale (POP-Q scale), kid-
ney ultrasound is often performed to evaluate urinary 
retention [14]
After the initial diagnostics, the patient should be in-

formed about the available non-surgical treatment methods 
as well as risk factors for surgery failure and the occurrence 
of de novo SUI symptoms. If surgery is the desired course 
of action, the patient may be referred based on the results 
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of the initial tests. It is also possible to perform elective 
surgery after certain tests from the specialized diagnostics 
have been performed.  

Specialized diagnostics
The scope of specialized diagnostic testing needs to 

be individually adjusted to patient needs. The choice of 
methods depends on patient-reported symptoms, initial 
diagnostic findings, management plan, availability of the 
equipment, and costs.

Certain tests performed during the initial diagnostic 
assessment may be repeated during specialized evaluation. 
The specialized diagnostic assessment for POP typically 
includes the following:
1.	 ultrasound,
2.	 urodynamic testing,
3.	 urethrocystoscopy, 
4.	 magnetic resonance imaging (MRI),
5.	 computed tomography (CT),
6.	 defecography [14, 25].

GUIDELINE REVIEW
Initial diagnostics

1.	 Medical history
While collecting urogynecologic medical history, at-

tention should be paid to all complaints which may be 
associated with POP. Pain complaints should be discussed 
before surgical intervention. It is vital to establish the lead-
ing symptoms, which the patient wishes to eliminate in the 
first place, and their negative impact on the quality of life 
(treatment goal) [14].

Pelvic organ prolapse is asymptomatic in many women. 
The affected patients often fail to notice POP, even if it is 
clearly visible to the trained eye of the specialist. The most 
common POP-related symptoms include: 

ŪŪ a vaginal lump or bulge,
ŪŪ a dragging sensation,
ŪŪ the feeling of discomfort and heaviness within the lesser 

pelvis and the lower abdomen,
ŪŪ bleeding from the vaginal decubitus,
ŪŪ discomfort and pain in the lumbar area [1, 3].

Negative effect on micturition, resulting from bent or 
compressed urethra, may manifest as inability or difficulty 
to start voiding, weak urine stream, inability to start urine 
stream without repositioning the prolapse, the sensation 
of incomplete emptying of the bladder, straining or change 
of position to empty the bladder, post-void residual, and 
recurrent urinary tract infections, sometimes complicated 
with urosepsis. POP may be the cause of frequency, urgency, 
and urinary incontinence [1, 26, 27].

POP within the posterior compartment may be mani-
fested by difficult defecation, constipation, tenesmus, gas 

and fecal incontinence. Some patients are forced to apply 
pressure to the rectum from the side of the vagina during 
defecation [1, 14, 28].

The following risk factors for POP recurrence should be 
investigated during the diagnostic assessment:

ŪŪ familial history of POP, 
ŪŪ higher body mass index (BMI), 
ŪŪ chronic constipation, 
ŪŪ POP: stages 3 and 4 POP-Q [5, 29].

Standardized questionnaires, especially those which 
have been validated in a given language, may be used to 
analyze the symptoms. The visual analogue scale (VAS) is 
an undemanding tool for assessing the effect of POP on the 
quality of patient life. The patient determines POP-related 
bother on the 10-point VAS scale, with 0 for ‘not at all both-
ersome’ and 10 for ‘extremely bothersome’. Also, various 
surveys may be used. Sexually active women report nega-
tive effect of POP on their sexual function, especially as the 
consequence of weakened vaginal muscles and vaginal 
prolapse. POP may be the cause of pain complaints and epi-
sodes of urinary incontinence during sexual activity (coital 
incontinence). Also, the occurrence of the symptoms of the 
genitourinary syndrome of menopause (GSM), and whether 
they affect the complaints during sexual activity, should be 
addressed while collecting medical history. Special surveys, 
which assess the impact of POP on patient-reported sexual 
function and satisfaction, may also be used [13, 18–20].    
2.	 Clinical assessment

Clinical assessment encompasses gynecologic exam to 
detect symptoms of infection within the vulva and vagina, as 
well as pelvic disorders. Peri- and post-menopausal women 
may be evaluated for the symptoms of vulvovaginal atrophy 
(VVA) using the Vaginal Health Index (VHI) [30, 31].

POP assessment is supposed to establish the level, type 
and stage of the defect of the pelvic floor and its impact on 
the reported complaints. Each compartment of the pelvic 
floor should be evaluated separately, which is possible if 
bivalve speculum of adequate length and width is used. 
When assessing the anterior compartment, it is important 
to differentiate between the central and the lateral s. par-
avaginal defect. It has been estimated that the minimal 
straining duration for the Valsalva maneuver should be five 
seconds. In some cases, the Valsalva maneuver cannot be 
performed correctly as fear of gas or urine leakage activates 
strong muscle resistance in the patient. Sometimes, it may 
be helpful to conduct gynecologic examination during 
straining in standing position. If the symptoms do not cor-
relate with the clinical findings, it is prudent to repeat the 
test on another day, in the afternoon or evening. In some 
cases, it is recommended to determine patient eligibility for 
the type of the procedure immediately before surgery, after 
sedation. The POP-Q scale is most used to ensure an objec-
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tive test result. However, some specialists believe it to be 
overly complicated and time-consuming, so a simplified 
POP-Q scale has been devised [13, 32]. 

A clinical-anatomical classification, which allows to cor-
relate the defects depending on the level of support accord-
ing to the DeLancey scale, may also be used to evaluate POP:
•	 Level I — responsible for the attachment of the uterus 

and the vaginal vault to pelvic floor structures and the 
bony sacrum with the use of the uterosacral, pericervical 
and cardinal ligaments, and their extension (paracol-
pia) to the upper one-third of the vagina, which form 
the pericervical ring; an injury is the cause of uterine 
prolapse, enterocele as well as cystocele with an apical 
defect,

•	 Level II — paracolpia of the middle part of the vagina 
are attached sideways to the tendinous arch and levator 
ani fascia, this level also includes the pericervical and 
rectovaginal fascia; the injury is manifested as lateral 
cystocele (central and/or lateral defect) and rectocele,

•	 Level III — the lower part of the vagina is connected 
to the tendinous perineum, levator ani muscles, and 
urogenital diaphragm fascia (perineal fascia); the injury 
results in ureterocele or a central defect of the tendinous 
perineum [13].
On palpation, it is possible to assess the following:

ŪŪ vaginal adhesions,
ŪŪ painful sites, without palpation and on palpation, 
ŪŪ injury to the puborectalis muscle, 
ŪŪ resting tone (RT) of the puborectalis muscle, e.g., using 

a 6-point scale (Tab. 1),
ŪŪ ability to perform pelvic floor muscle contractions 

(PFMC), using a 6-point Oxford scale or pelvic floor ul-
trasound (Tab. 2), 

ŪŪ anal sphincter in patients with obstructed defecation 
and fecal incontinence [22, 33, 34].
The Oxford scale allows to identify patients who are un-

able to activate pelvic floor muscles and those who, when 
attempting to contract the pelvic floor muscles, in fact lower 
them. Those patients should be referred to a physiotherapist 
to learn proper pelvic floor muscle activation. 

Resting tone (RT) scale is a useful tool to identify patients 
with hypertonic pelvic floor muscles, which may accompany 
vaginismus, vulvodynia, or chronic pelvic pain syndrome.  

Palpation to assess injury within the puborectalis muscle 
consists in the evaluation of the muscle continuity on both 
sides of the pubic symphysis. Avulsion is confirmed in the 
absence of muscle continuity or complete muscle absence 
on palpation. The examination is performed with the index 
finger of the dominant hand, parallel to the urethra, with the 
fingertips positioned towards the bladder neck. The finger-
tips need to be rotated towards the lower arm of the pubic 
symphysis and the patient must be instructed to contract 

the muscles of the lesser pelvis. Pelvic floor ultrasound is 
performed to assess damage to the puborectalis muscle 
in more detail [34–36].
3.	 Urinary incontinence diagnostics 

UI diagnostics during the first stage of diagnosis and 
management of POP is of crucial importance. It facilitates 
the choice of the optimal course of action. It also plays a role 
in patient satisfaction with therapy, among others, their 
understanding of why UI symptoms persisted, appeared de 
novo, or intensified after surgical or non-surgical manage-
ment. Apart from excluding bladder emptying disorders, 
the diagnostics of SUI and occult SUI is important in patients 
about to undergo surgery. Symptoms of occult SUI are found 
in approximately 30% of patients with POP [1, 23].

In case of conservative management (e.g., pessary) with-
out the diagnostics of occult SUI, it is necessary to educate 
the patient about occult SUI, whose symptoms may appear 
immediately after pessary placement. Concomitant POP and 
SUI typically require the use of other methods of conserva-
tive therapy. A patient who has been diagnosed with occult 
SUI may choose another course of action as far as treatment 
is concerned [14, 37].

The choice of diagnostic methods for UI in patients with 
POP requires an individualized approach. Methods which 
may be applicable in UI diagnostics have been discussed 
elsewhere, in a separate PSGO Guideline. 

Table 1. Grading of puborectalis muscle resting tone

Grade Description

0 Muscle not palpable 

1 Muscle palpable but very flaccid, wide hiatus, minimal 
resistance to distension 

2 Hiatus wide but some resistance to distension 

3 Hiatus fairly narrow, fair resistance to palpation but easily 
distended 

4 Hiatus narrow, muscle can be distended but high 
resistance to distension, no pain 

5 Hiatus very narrow, no distension possible, ‘woody’ feel, 
possibly with pain: ‘vaginismus’

Table 2. Modified Oxford Score

Grade Muscle response

0 Nil

1 Flicker

2 Weak

3 Moderate, slight lift of the examiners finger, no resistance

4 Good, sufficient to elevate the examiner’s finger against 
light resistance

5 Strong, sufficient to elevate the examiner’s finger against 
strong resistance
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4.	 Pessary test [13, 17, 21, 38, 39]
A pessary test may be useful in the diagnosis of occult 

SUI, to detect the cause of post-void residual, to diagnose 
patients symptoms which do not correspond with the clini-
cal test results, or those with atypical complaints. A properly 
fitted pessary, one which supports the uterus or the vagina 
and causes no discomfort, is selected. The pessary is inserted 
either solely for the purpose of the diagnostic test in the 
office and removed immediately afterwards, or it is left 
in place for a few days, during which the patient conducts 
various observations at home and in workplace environment. 

In patients with adequately full bladder, a cough test is 
performed in a sitting or standing position after the place-
ment of the pessary, in order to diagnose SUI. During pelvic 
floor ultrasound, an additional assessment of the funneling 
of the internal urethral meatus within the proximal, i.e., 
subvesical segment of the urethral meatus — urethrovesical 
junction, may also be performed. In patients with an empty 
bladder, the pessary is inserted into the vagina for a few 
days and the patient is instructed to monitor continence 
and keep a micturition diary. 

In patients with PVR of > 100 mL, after the pessary is 
fitted, PVR volume should be measured again after another 
micturition. If POP is the cause of micturition disorders, PVR 
volume after micturition with pessary will be significantly 
lower or the symptom will resolve altogether. In case of 
doubt, it is advisable to repeat the pessary test several times.

When in doubt whether the symptoms are POP-related, 
it is recommended that the patient uses the pessary for 
several days. If the symptoms resolve or diminish signifi-
cantly, the chance for symptom resolution after surgical 
repair remains high. 

In case of occult SUI, the vagina may be supported us-
ing the examiner’s fingers or a bivalve speculum during 
the stress test.
5.	 Ultrasound diagnostics has been discussed in the spe-

cialized diagnostics section of the manuscript.

Specialized diagnostics 
Matters concerning the collection of medical history, 

urine analysis, clinical evaluation, pessary test and post-void 
residual evaluation have already been addressed in this 
Guideline. 
1.	 Ultrasonography

Transvaginal ultrasound as well as urinary tract ultra-
sound for the assessment of urinary retention are recom-
mended before POP surgery [14].

Ultrasound evaluation of the pelvic floor (pelvic floor ul-
trasound — PFU, pelvic floor sonography — PFS) allows visu-
alization of the pelvic organs and structures. Its advantages 
include equipment availability, low cost, dynamic assess-
ment of the pelvic floor, the possibility to instruct the patient 

and to perform multiple repetitions of the test during strain-
ing and PFMC. The quality of the image depends on the skill 
of the person performing the examination. The resolutions 
are inferior to those obtained by MRI. Pelvic floor ultrasound 
may be performed using various probes and techniques. So 
far, a lot of data about POP diagnostics has been obtained 
using 2D, 3D and 4D ultrasound with a perineal pelvic floor 
ultrasound performed with transabdominal probe (PFU-TA). 
The possibility of evaluating the puborectalis muscle and 
urogenital hiatus is the main advantage of the PFU-TA.

The results of the studies indicate that complete tear-
ing away of the puborectalis muscle from its insertion 
in bone (avulsion) after vaginal delivery and hiatal enlarge-
ment to > 25 cm² (ballooning) are both risk factors for POP and 
POP recurrence after surgical repair. Some authors question 
the possibility to detect avulsion properly on ultrasound. Ultra-
sound evaluation may be useful in the assessment of urethral 
mobility, differentiation between cystocele and cysts, true rec-
tocele, that is a defect of rectovaginal septum or Denonvillier’s 
fascia (incomplete bowel emptying, straining during evacua-
tion), and abnormally distensible intact rectovaginal septum 
(only POP), a combined recto-enterocele, isolated enterocele, 
or rectal intussusception. The ultrasound of the pelvic floor 
also allows to visualize synthetic materials (e.g., a mesh) and 
their location, mobility, folding, and dislodgement of the mesh 
arms. It is challenging to evaluate biological materials during 
an ultrasound test [12, 14, 17, 23–25, 28, 40, 41]. 

At present, we lack conclusive data to recommend pelvic 
floor ultrasound before every POP repair in all centers. Some 
specialists still perform the test routinely before every inter-
vention. In typical cases, NICE does not recommend pelvic 
floor ultrasound before surgical and non-surgical manage-
ment. According to the latest NICE guideline, ultrasound 
diagnostics does not bring additional benefits and waiting 
for the test may cause unnecessary delay in treatment [42].

Pelvic floor testing may be the source of useful informa-
tion in patients after unsuccessful urogynecologic surgeries 
[3, 14, 40].
2.	 Urodynamic testing 

Detailed recommendations for performing urodynamic 
tests have been presented in the Guidelines of the Urogy-
necology Section of PSGO. At present, the literature offers 
no unambiguous evidence of the benefits of routine urody-
namic testing before primary surgery for POP. Urodynamic 
testing may be performed in patients after unsuccessful 
urogynecologic procedures and in those with POP and 
symptoms of concomitant UI and overactive bladder, or 
with inconclusive lower urinary tract symptoms. In some 
centers, urodynamic testing is treated as a standard element 
of the diagnostic assessment before every urogynecologic 
procedure, despite the absence of data confirming its role 
in treatment outcome [14, 26, 27, 43–45].
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3.	 Urethrocystoscopy
Urethrocystoscopy is recommended in select cases. The 

test allows to detect tumors, urolithiasis, foreign bodies 
in the urethra and the bladder (e. g., s polypropylene sling 
and mesh) [46–48].
4.	 Magnetic Resonance Imaging (MRI)

Dynamic MRI provides a clearer visualization of the ana-
tomic structures as compared to pelvic floor ultrasound. It 
generates static and dynamic images (e.g. during PFMC). 
Regardless, MRI is rarely used in the diagnosis of POP for 
several reasons. It is not a real-time test. During the test, it 
is difficult to monitor whether the patient performs PFMC 
adequately or whether she coactivates the levator ani mus-
cle. Few MRI systems allow testing of the sitting or standing 
patient. POP test requires ultra-fast acquisition, which is 
costly, of limited availability, and negatively affects image 
resolution [14, 49].
5.	 Computed tomography (CT)

CT may be used in the diagnostic assessment of the 
upper urinary tract in patients with post-void residual [14].
6.	 Defecography

Defecography (an X-ray test with contrast agent), in 
exceptional cases is used in patients with constipation, ob-
structed defecation combined with fecal incontinence, or 
fecal incontinence after defecation. The diagnostics of bowel 
complaints had been discussed elsewhere [25, 50].

SUMMARY
Proper diagnostics in patients with pelvic organ pro-

lapse is essential in order to choose optimal therapeutic 
management, conservative or surgical. Establishing the 
odds for a successful outcome and the risk factors allow the 
physician and the patient to make the decision about the op-
timal course of action, which will meet patient expectations 
about symptom alleviation and improved quality of life.

Considering inconclusive data, the scope of diagnostic 
tests is tailored to the individual needs of the patient. The 
scope of POP diagnostics depends on patient-reported 
symptoms, results of the earlier, initial diagnostic tests, surgi-
cal history, management plan, availability of the equipment 
and cost.  

After test completion and before commencement of 
the treatment, it is necessary to inform the patient that 
none of the available methods for POP management will 
ensure complete symptom resolution. Effective POP therapy 
(especially in advanced POP), using non-surgical or surgi-
cal methods, often results in significant improvement or 
symptom resolution. However, in some patients, a satis-
factory outcome of POP treatment may not necessarily 
correspond to equally satisfying effect on the bothersome 
symptoms. It is essential to inform the patient that the ef-
fect of POP surgery on pain complaints, UI, OAB, post-void 

residual, difficulty with emptying the bladder, and other 
symptoms of the lower urinary tract, remains unpredictable. 
After elective and successful surgery, the symptoms may 
persist or intensify, not to mention that de novo symptoms 
may appear as well.
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