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Introduction
Pelvic organ prolapse, along with urinary in-
continence, fecal incontinence, voiding dys-
function, and defecatory dysfunction, make
up an interrelated group of conditions known
collectively as disorders of the pelvic floor.
These disorders share many common risk
factors and often coexist with one another.'~
Pelvic organ prolapse, like with other pelvic
floor disorders, rarely results in severe mor-
bidity or mortality; rather, it causes symp-
toms that can impact a woman’s daily activ-
ities and negatively affect her quality of life.
Loss of normal vaginal support can be
seen, to some degree or another, in as many
as 43% to 76% of women.”* When this loss
of support becomes a condition that causes
patients to seek care and/or physicians to
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offer treatment depends in large part on
the development and severity of associated
symptoms. Many women with pelvic organ
prolapse are asymptomatic and do not re-
quire treatment. This is particularly true
for women with prolapse that is mild and
does not extend beyond the hymen. Women
who develop symptoms may present with a
single symptom such as vaginal bulging or
pelvic pressure or they may present with
multiple disorders. Some are the result of
the prolapsing vagina itself and some are
caused by coexisting or associated dysfunc-
tion of the bladder, lower gastrointestinal
tract, or pelvic floor. In either circumstance,
the evaluation of a patient with vaginal pro-
lapse requires a comprehensive review of the
full spectrum of pelvic floor symptoms and
an assessment of how these symptoms affect
their quality of life.

An understanding of which symptoms are
attributable to the prolapse itself and which
symptoms suggest the presence of another
condition is important. This understanding
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allows one to counsel patients appropriately
about when prolapse treatment is indicated
and which symptoms are likely to improve
after treatment and which are likely to per-
sist. It also gives an indication of which pa-
tients will require additional evaluation or
treatment of disorders other than prolapse.
Until recently, the relationship between spe-
cific symptoms and the presence and sever-
ity of prolapse was largely unknown. Over
the last several years, a number of studies
have attempted to fill this void. In the first
section of this chapter, the current evidence
about the relationship between pelvic organ
prolapse and the common urinary, bowel,
sexual, and pelvic symptoms is reviewed.
The second section of the chapter contains
a review of the currently available outcome
measures that can be used by clinicians and
researchers to assess the functional outcomes
of prolapse and its treatment on patients with
an emphasis on symptom and quality-of-life
assessment.

Symptoms

Symptoms that have commonly been attrib-
uted to pelvic organ prolapse are listed in
Table 1. Also listed are several alternative
conditions that can cause similar symptoms,
which should be considered when evaluat-
ing a patient with prolapse. The relationship
between vaginal prolapse and specific pelvic
floor symptoms can be complex but in most
circumstances can be explained by one of
the following scenarios:

1. Pelvic organ prolapse is the direct cause of
the symptom (ie, vaginal bulging, pelvic
pressure);

2. Loss of vaginal support contributes dysfunc-
tion of an adjacent organ system (ie, stress
urinary incontinence in women with mild
to moderate anterior vaginal prolapse or void-
ing dysfunction as a result of urethral kinking
in women with advanced prolapse);

3. A common pathogenic mechanism is shared
by prolapse and the condition causing the
symptom (ie, muscular injury and pelvic floor
denervation after vaginal delivery as a com-
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mon cause of pelvic organ prolapse and fecal
incontinence);

4. The symptom, or its source, is a contributor
to the development of pelvic organ prolapse
(ie, chronic straining to defecate); or

5. There is no causal relationship between
vaginal prolapse and the condition causing
the symptom, but both conditions are com-
mon and therefore are seen together in a
certain proportion of women (ie, chronic
back pain).

This complex relationship between pelvic
organ prolapse and pelvic floor symptoms
has been investigated in studies that com-
pared symptoms in women with prolapse
with appropriately matched women without
prolapse and in a number of studies that cor-
related the degree of pelvic organ prolapse
with the development and severity of symp-
toms in a single population. In general, they
have found only weak to moderate correla-
tions between the degree of vaginal prolapse
and the presence of specific symptoms such
as vaginal bulging, pelvic heaviness, and void-
ing dysfunction.*”’ Some have also found
that a number of symptoms often attributed
to prolapse may, in fact, not be related. This
seems particularly true for many bowel
symptoms.”® The hymen appears to be an
important “cutoff point” for symptom de-
velopment. Swift et al evaluated symptoms
and pelvic organ support in 477 women pre-
senting for annual gynecologic examina-
tions and found that the number of pelvic
floor symptoms increased from an average
of 0.5 symptoms for patients with stage 1
pelvic support to 2.1 symptoms for women
when the leading edge of the prolapse ex-
tended beyond the hymen.® In contrast, the
prevalence of some symptoms, particularly
stress urinary incontinence, appears to de-
cline as prolapse extends beyond the hymen,
likely from urethral kinking.

We can also gain insight into the rela-
tionship between prolapse and pelvic floor
symptoms by evaluating symptom re-
solution after prolapse surgery. Unfortu-
nately, the majority of studies investigating
the outcomes of vaginal reconstructive
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TABLE 1. Symptoms Associated With Pelvic Organ Prolapse

Symptoms

Other Possible Causes

Bulge Symptoms
Sensation of vaginal bulging or protrusion
Seeing or feeling a vaginal or perineal bulge
Pelvic or vaginal pressure
Heaviness in pelvis or vagina
Urinary Symptoms
Urinary incontinence
Urinary frequency
Urinary urgency
Weak or prolonged urinary stream
Hesitancy
Feeling of incomplete emptying
Manual reduction of prolapse to start or complete
voiding
Position change to start or complete voiding
Bowel Symptoms
Incontinence of flatus or liquid/solid stool
Feeling of incomplete emptying
Hard straining to defecate
Urgency to defecate
Digital evacuation to complete defecation
Splinting vagina or perineum to start or complete
defecation
Feeling of blockage or obstruction during defecation

Sexual Symptoms

Dyspareunia

Decreased lubrication

Decreased sensation

Decreased arousal or orgasm
Pain

Pain in vagina, bladder, or rectum

Pelvic pain

Low back pain

Rectal prolapse

Vulvar or vaginal cyst/mass
Pelvic mass

Hernia (inguinal or femoral)

Urethral sphincter incompetence

Detrusor overactivity

Hypoactive detrusor function

Bladder outlet obstruction (ie, postsurgical)
Excessive fluid intake

Interstitial cystitis

Urinary tract infection

Anal sphincter disruption or neuropathy
Diarrheal disorder

Rectal prolapse

Irritable bowel syndrome

Rectalinertia

Pelvic floor dyssynergia

Hemorrhoids
Anorectal neoplasm

Vaginal atrophy

Levator ani syndrome
Vulvodynia

Other female sexual disorder

Interstitialcystitis

Levator ani syndrome

Vulvodynia

Lumbar disc disease
Musculoskeletal pain

Other causes of chronic pelvic pain

surgery focus primarily on anatomic out-
comes and do not report functional results.
In those that do, many use nonspecific terms
such as “prolapse symptoms” or “consti-
pation” that give very little information
about specific symptoms. Additionally,
most do not use validated instruments for
symptom or quality-of-life assessment. How-
ever, in the studies that provide useful infor-
mation about symptoms outcomes, it
appears that vaginal reconstructive surgery
effectively reduces many prolapse-related
symptoms.

BULGE SYMPTOMS

Bulge or herniation symptoms that have
been attributed to worsening pelvic organ
prolapse include a sensation of bulging or
protrusion in the vagina, a sensation of
“something falling out” of the vagina, ac-
tually seeing or feeling a vaginal or perineal
bulge, as well as pelvic pressure, fullness,
and heaviness. Although many of these symp-
toms demonstrate some correlation with the
presence and severity of prolapse, the only
one that is consistently acknowledged by
patients with severe prolapse is the presence



of a vaginal bulge that can be seen or felt.
Less specific symptoms like pressure and
heaviness appear to have a much weaker
relationship to loss of vaginal support.
Figure 1 demonstrates the relationship
between the extent of vaginal support and
the development of several bulge symptoms
in 160 women presenting to a tertiary care
urogynecology clinic.’ In this group, the
proportion of patients who were able to
see or feel a vaginal bulge increased sub-
stantially as the maximal extent of prolapse
extended beyond the hymen. Subjects who
did not have prolapse that extended beyond
the hymen noted this symptom less than
10% of the time, whereas those whose pro-
lapse extended 1 cm or more beyond the
hymen almost universally reported this symp-
tom. Although there is a steady increase in
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the overall proportion of subjects reporting
a bulging sensation as the maximal extent
of prolapse increases from normal support
to 4 cm or more beyond the hymen, there
was no relationship between pelvic pressure
and extent of maximal prolapse in this pop-
ulation. In general, the proportion of patients
bothered by their bulge symptoms increased
with worsening prolapse in this study. Ellerk-
mann et al found a moderate correlation be-
tween patients being able to visualize a vag-
inal bulge and worsening prolapse on physi-
cal examination in a cohort of 237 women
presenting to the Johns Hopkins Urogynecol-
ogy Clinic.® However, symptoms of pelvic
pressure, discomfort, and heaviness corre-
lated only weakly with worsening prolapse.
Samuelsson et al evaluated pelvic organ sup-
port in 487 women presenting for a regular
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FIGURE 1. Relationship between bulge symptom and maximal extent of
prolapse in 160 women presenting to a tertiary care urogynecology clinic.’
x-axis, maximal extent or prolapse measured in 1-cm increments with the
hymen = 0. Prolapse in which maximal extent is proximal to the hymen
is in negative numbers and beyond the hymen positive numbers; y-axis,
prevalence of subjects indicating that they have the listed symptom.
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gynecologic health examination.* Some
degree of prolapse was noted in 30.8% of
subjects, with only 2% having prolapse that
reached the introitus. A sense of heaviness
in the lower abdomen was noted in 9.7%
of women with some degree of vaginal pro-
lapse compared with 7.5% in the group with
normal vaginal support, a nonsignificant dif-
ference. A sense of heaviness was reported
more often among women who had a pro-
lapse that reached the introitus (40%) and
among women with uterine prolapse (20%),
however.

URINARY SYMPTOMS

Lower urinary tract disorders are common
among women with pelvic organ prolapse.
In some circumstances, the loss of vaginal
support directly influences bladder or ure-
thral function resulting in symptoms. In
other cases, the relationship between pro-
lapse and lower urinary tract dysfunction
is less clear. The anterior vaginal wall sup-
ports the bladder and urethra. Loss of this
support results in urethral hypermobility
and cystocele formation, which is thought
to contribute to the development of stress
urinary incontinence. It is therefore not sur-
prising that pelvic organ prolapse and stress
urinary incontinence often coexist, particu-
larly when the prolapse is mild.

In contrast, women with pelvic organ
prolapse that extends beyond the hymen
are less likely to report stress incontinence
and more likely to have obstructed voiding
symptoms such as urinary hesitancy, inter-
mittent flow, weak or prolonged stream,
feeling of incomplete emptying, the need
to manually reduce (splint) the prolapse to
initiate or complete urination, and, in rare
cases, urinary retention.*””° The mechanism
for this appears to be mechanical obstruc-
tion resulting from urethral kinking that
occurs with progressively worsening ante-
rior vaginal prolapse. Large posterior vagi-
nal prolapse can also cause mechanical
obstruction by direct urethral compression
rather than kinking. A retrospective analysis
of 352 women presenting to the Cleveland

Clinic for evaluation of urinary incontinence
or prolapse found that worsening prolapse
was associated with an increasing need to
splint to urinate and that women reporting
stress urinary incontinence had less advanced
prolapse than those who did not.” Romanzi
et al evaluated lower urinary tract symptoms
and urodynamics in 60 women with varying
degrees of anterior vaginal prolapse.” Women
with grade 3 or 4 cystoceles were signifi-
cantly more likely to have symptoms of
voiding dysfunction than those with lesser
degrees of prolapse (44% vs. 9%). Urody-
namic evaluation revealed that 72% of
women with advanced prolapse had objec-
tive evidence of urethral obstruction com-
pared with 6% of those with grade 1 or 2
prolapse. None of the patients with grade
3 or 4 cystoceles demonstrated urodynamic
stress incontinence, whereas 86% of those
with grade lor 2 cystoceles did. As many
as 30% of women with stage 3 or 4 prolapse
have elevated postvoid residuals (PVR
>100 cc) and women with advanced pro-
lapse have lower mean and maximum flow
rates than women with urinary inconti-
nence.'” Despite this objective evidence
of voiding dysfunction in women with ad-
vanced prolapse, the correlation between
specific voiding symptoms such as hesi-
tancy, weak stream, and feeling of incom-
plete emptying and severity of prolapse is
weak.>® Voiding dysfunction symptoms,
particularly the need to splint to urinate, ap-
pears to resolve after prolapse surgery in the
majority of women who report these symp-
toms preoperatively.''

Studies evaluating the relationship be-
tween advancing vaginal prolapse and over-
active bladder symptoms such as urgency,
frequency, and urge urinary incontinence
have been inconsistent. Romanzi et al found
that women with grade 3 and 4 cystoceles
were more likely to have urinary urgency
and frequency and a urodynamic diagnosis
of detrusor overactivity than women with
lesser degrees of prolapse (56% vs. 20%
and 52% vs. 20%, respectively).” However,
other studies demonstrated that worsening



prolapse was associated with a decline in the
symptoms of urgency, frequency, and urge
incontinence.” Few studies have evaluated
effect of vaginal reconstructive surgery on
the resolution of overactive bladder symp-
toms in women with prolapse. Nguyen
and Bhatia retrospectively reviewed the
medical records of 38 women with grade
2 or greater prolapse and urge incontinence
secondary to detrusor overactivity who under-
went vaginal reconstructive surgery.'? Detru-
sor instability resolved after surgery in 63%
of subjects after surgery. Unfortunately, the
authors did not comment on specific irrita-
tive symptoms other than urge incontinence.
The mechanism for the resolution of detru-
sor overactivity in these patients is unclear,
but it is thought to result from the relief of
urethral obstruction after restoring normal
vaginal support.

Twenty-three percent to 50% of women
with advanced prolapse without symptoms
of urinary incontinence will demonstrate uri-
nary leakage during urodynamics if their pro-
lapse is reduced."® These women are said to
have “potential” or “occult” incontinence
and are thought to be at greater risk of devel-
oping new-onset stress urinary incontinence
after prolapse surgery. A detailed review of
occult incontinence and its management is
beyond the scope of this chapter. Nonethe-
less, clinicians must be aware of this condi-
tion and counsel patients accordingly.

BOWEL SYMPTOMS

Women with pelvic organ prolapse fre-
quently report symptoms related to bowel
dysfunction, including feeling of incom-
plete rectal emptying, hard straining to def-
ecate, the need to apply digital pressure to
the vagina or perineum (splint) to start or
complete defecation, fecal urgency, and in-
continence of flatus or stool. Interestingly,
studies that have investigated the relation-
ship between bowel dysfunction and the
presence and severity of pelvic organ pro-
lapse have found either weak correlation be-
tween posterior vaginal wall support and
specific anorectal symptoms or no correla-
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tion at all.>® The defecatory symptom that
appears most consistently related to poste-
rior vaginal prolapse is the need to splint
the vagina or perineum to defecate.”’ How-
ever, most women with rectoceles do not
have this symptom and some women with-
out rectoceles also use manual pressure to
accomplish defecation.®'

Currently available studies evaluating the
relationship between pelvic organ prolapse
and defecatory symptoms have several lim-
itations. First, assessment of posterior com-
partment support is challenging. There is no
clear consensus about whether physical
examination or radiologic evaluation should
be used to determine the anatomic and func-
tional relationship of the posterior compart-
ment."”> Many studies rely on physical
examination alone to evaluate posterior vag-
inal support and comparisons to defecogra-
phy have demonstrated high sensitivities
(91%94%) for the detection of rectocele.
However, physical examination fails to
detect enteroceles or sigmoidoceles detected
during proctography in approximately 50%
of cases in patients with severe prolapse.'?
How the presence of an enterocele or sig-
moidocele influences bowel disorders in
women with posterior vaginal prolapse is
currently unknown. Using defecography as
the “gold standard” for anatomic evaluation
of women with posterior compartment de-
fects is also not ideal, because many normal
asymptomatic women demonstrate focal
defecographic abnormalities. The radio-
graphic criteria used to define significant
rectocele at proctography (=3 cm) do not
correlate with defecatory symptoms, nor does
the presence or absence of barium trapping.'

A second limitation is that available stud-
ies, particularly those evaluating the effect
of prolapse surgery on bowel function, often
use broad, poorly defined terms such as
“constipation” or “defecatory dysfunction,”
and there is currently no standard definitions
of constipation or its subtypes that have
been accepted in women with pelvic floor
disorders. Constipation is a symptom with
many different definitions based on stool
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frequency, consistency, the need for strain-
ing, incomplete emptying, and other char-
acteristics in various combinations. The ROME
II criteria are expert consensus guidelines
adopted by gastroenterologists and other
healthcare providers in 2000 for making
the clinical diagnosis of the various types
of functional bowel disorders, including
constipation.'”> These criteria categorize
constipation into subtypes, including 1) con-
stipation—predominant irritable bowel syn-
drome (IBS), 2) functional constipation, and
3) pelvic floor dyssynergia. Functional con-
stipation may include patients who demon-
strate slowed transit times on colonic transit
studies or patients with idiopathic constipa-
tion because it is a symptom-based diagno-
sis. Patients with pelvic floor dyssynergia
(the older term for this was “anismus”) have
paradoxic contraction or failure to relax the
pelvic floor muscles during attempts to def-
ecate. Some experts have added another sub-
type, outlet-type constipation, for patients
who fulfill criteria for either constipation—
predominant IBS or functional constipation
who also report 1 of the following: a sensa-
tion that stool cannot be passed when having
a bowel movement, a need to press on or
around their bottom or vagina to try to
remove stool to complete a bowel move-
ment, or having difficulty relaxing or letting
go to allow the stool to come out at least one
fourth of the time.'> Based on the Cleveland
Clinic experience, outlet-type constipation
seems to be the predominant subtype seen
in patients with pelvic organ prolapse and
urinary incontinence'® (Fig. 2). Interestingly,
the prevalence of all types of constipation,
and outlet-type in particular, were not differ-
ent between those patients with stage 3 or 4
pelvic organ prolapse and those with urinary
incontinence without prolapse.

Some evidence suggests that bowel dys-
function may in itself be a contributor to pel-
vic organ prolapse. A case—control study
comparing women with uterovaginal pro-
lapse and urinary incontinence with normal
control women found that 61% of women
with uterovaginal prolapse reported strain-
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FIGURE 2. Prevalence of subtypes of consti-
pation in 302 consecutive patients presenting to
the Cleveland Clinic Foundation for pelvic organ
prolapse (POP) and urinary incontinence (UI)'®
versus the U.S. population data from Stewart
et al."”

ing at stool as a young adult compared with
30% of women with stress incontinence and
4% of normal control women.'* Chronic
straining to defecate is thought to contribute
to pelvic floor neuropathy. It is, therefore,
important to consider the multiple causes
of defecatory symptoms when caring for
women with pelvic organ prolapse for 2 rea-
sons: 1) defecatory dysfunction may be a
cause of prolapse rather than a consequence,
and 2) specific bowel symptoms correlate
poorly with worsening prolapse. Further-
more, patients should be counseled that sur-
gical correction of prolapse may not improve
defecatory symptoms. For instance, an ab-
normal colon transit study is seen in approx-
imately 20% of women with evacuation dis-
orders and is the most consistently cited risk
factor for failure of rectocele to relieve evac-
uatory symptoms regardless of the surgical
technique used."?

Studies estimate that 7% to 31% of
women pelvic organ prolapse also have symp-
toms of fecal incontinence.'? Although rec-
tal prolapse is a recognized cause of fecal
incontinence, it is unlikely that vaginal prolapse
contributes to the development of fecal



incontinence. Rather, fecal incontinence and
pelvic organ prolapse often coexist because
they share common risk factors such as neu-
ropathic and muscular injury to the pelvic
floor after vaginal delivery and the effects
of aging. Nichols et al assessed anal incon-
tinence symptoms and performed endoanal
ultrasound on 100 consecutive women pre-
senting with urinary incontinence and/or
pelvic organ prolapse.” Twenty-three per-
cent of subjects reported incontinence of
flatus and 31% reported incontinence of lig-
uid or solid stool. Endoanal ultrasound re-
vealed defects in the anal sphincter complex
in 52% of women. The presence of an anal
sphincter defect correlated significantly with
the presence of anal incontinence and sever-
ity of fecal incontinence as measured by the
Fecal Incontinence Severity Index (FISI).
Severity of fecal incontinence correlated sig-
nificantly with the extent of anal sphincter
disruption (» = 0.81), but did not correlate
with increasing degree of pelvic organ pro-
lapse. Women with both urinary inconti-
nence and pelvic organ prolapse were more
likely to report fecal incontinence (odds
ratio [OR] 2.7) and have an anal sphincter
defect (OR 4.0) than patients with pelvic
organ prolapse or urinary incontinence only.
Thus, women with multiple pelvic floor dis-
orders are more likely to have experienced a
greater degree of injury to the muscles, con-
nective tissue, and nerves of the pelvic floor
than those who have a single pelvic floor
disorder.

SEXUAL FUNCTION

When assessing the relationship between
pelvic organ prolapse and sexual function,
it is difficult to separate the effects of pelvic
organ prolapse from the normal changes
associated with aging and menopause. Addi-
tionally, existing studies that evaluate sexual
function in women with pelvic organ pro-
lapse are often limited by their small sample
size, retrospective nature, and failure to use
validated sexual function questionnaires.
Very few studies have compared sexual
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function in women with prolapse with sim-
ilarly aged women without prolapse. How-
ever, existing evidence suggests that, in gen-
eral, women with pelvic organ prolapse have
similar rates of sexual activity as similarly
aged women without pelvic organ pro-
lapse.'” The most common reason for sexual
inactivity in this gpopulation is absence of a
male partner.'®'? Of those with a partner,
male sexual dysfunction, particularly erec-
tile dysfunction, is the most often cited rea-
son for inactivity.'” In 1 study, women with
prolapse or detrusor instability were more
likely to cite their pelvic floor symptoms
as a reason for sexual inactivity than women
with stress urinary incontinence or mixed
incontinence.'”” Among sexually active
women with prolapse, approximately one
third report that their prolapse interferes
with their sexual function.'”"® Ellerkmann
et al found that impairment of sexual activ-
ity was moderately associated with worsen-
ing prolapse in all 3 vaginal compartments,
with the a})pical prolapse being the most pro-
nounced.” However, the only study thus far
that has compared sexual function in women
with prolapse with that of women without
prolapse using a validated sexual function
questionnaire found no difference in fre-
quency of intercourse, libido, vaginal dry-
ness, dyspareunia, orgasmic function, or over-
all sexual function between the 2 groups.'’
Furthermore, there is a high rate of sexual
satisfaction (81%—84%) in women with pel-
vic organ prolagse who are in an intimate
relationship.'”"!

The majority of studies of sexual function
in patients with prolapse have focused on the
effect of vaginal reconstructive surgery on
vaginal length and caliber or on postopera-
tive sexual functioning, particularly dyspar-
eunia. Most prospective studies demonstrate
that sexual function either does not change
or improves in the majority of women after
vaginal reconstructive surgery for pelvic
organ prolapse.'®!® Vaginal length and cal-
iber appear to have little relationship with
postoperative sexual satisfaction.'® However,
women who undergo posterior colporrhaphy,
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especially in conjunction with Burch colpo-
suspension, are at increased risk of develop-
ing dg/spareunia, with rates as high as
38%."'

PAIN

Although it is common for patients with pel-
vic organ prolapse to attribute back and pel-
vic pain to their prolapse, there is very little
evidence that pelvic organ prolapse causes
pain aside from vague symptoms such as
pelvic pressure and heaviness. Heit et al
performed a cross-sectional study of 152
women with pelvic organ prolapse to deter-
mine if there was an association between
low back pain or pelvic pain as measured
by a visual face scale and severity of pelvic
organ prolapse.?’ After adjusting for age and
prior prolapse surgery, they found no rela-
tionship between prolapse and pelvic or
low back pain. Similarly, Swift et al found
that report of low back pain and groin pain
was common among 477 women presenting
for annual gynecologic examinations and
had no relationship to the presence or
severity of pelvic organ prolapse.’ The
report of pain in a patient with pelvic organ
prolapse should prompt clinicians to search
for other sources of the pain before attribut-
ing it to prolapse (Table 1).

Outcome Measures

Outcome measures are the tools used to
determine the efficacy, safety, and side
effects of a treatment. Researchers assess
outcome measures before and after treat-
ments to determine their relative efficacy.
Clinicians can use outcome measures to
track the success of their treatments and/or
longitudinally follow the outcomes of indi-
vidual patients. Pelvic organ prolapse, like
all pelvic floor disorders, is a multidimen-
sional phenomenon and “success” of treat-
ment is often difficult to define. Because of
this, outcomes of treatment should be eval-
uated in multiple domains. Unfortunately,
most studies evaluating the treatment of pel-
vic organ prolapse have focused exclusively

on anatomic success without considering
other important areas such as symptoms,
quality of life, or socioeconomic outcomes.
For an individual patient, the most important
outcome of a surgical procedure is the relief
of her symptoms and improvement in her
quality of life, yet until recently, these areas
have largely been ignored. The remainder of
this chapter reviews the currently available
outcome measures that can be used by clini-
cians and researchers to assess pelvic floor
symptoms and their effect on patients’ qual-
ity of life.

CHOOSING A QUESTIONNAIRE

Pelvic floor symptoms can be assessed in a
number of ways. Obviously, taking a thor-
ough clinical history is an important method
of assessing patient’s symptoms and their
effect on patients’ lives. However, in situa-
tions in which a standardized, reproducible
assessment is desired, clinical histories can
be problematic, because they typically take
on a different form for each clinician and
patient encounter. The most valid way of
measuring the presence, severity, and impact
of pelvic floor symptoms on a patient’s ac-
tivities and well-being is through the use
of psychometrically robust self-administered
questionnaires.”’ An increasing number of
questionnaires for women with pelvic floor
disorders are now available. Most are in-
tended to evaluate lower urinary tract symp-
toms, but recently, questionnaires have been
developed for women with fecal inconti-
nence and pelvic organ prolapse. In general,
these questionnaires can be separated into 1
of 3 categories: 1) those that measure the
presence of particular symptoms and their
severity (Symptom questionnaires); 2) those
that measure quality of life (Quality-of-Life
[QOL] questionnaires), and 3) those that
measure sexual function (Sexual Function
questionnaires).

Questionnaire development is a complex
process that is governed by the principles of
psychometrics. Psychometrics is the science
of the measurement of responses to phenom-
ena that are not easily quantifiable. For a



questionnaire to be useful in research or in
practice, it must demonstrate 3 important
psychometric properties: validity, reliability,
and responsiveness. The validity of a ques-
tionnaire is simply whether it measures what
is intended. The reliability of a questionnaire
refers to its ability to measure in a reprodu-
cible fashion. Responsiveness refers to a
questionnaire’s ability to reliably detect the
overall effect of treatment and ability to
detect clinically meaningful change. When
studies have been performed to demonstrate
that a particular questionnaire has good psy-
chometric properties, that questionnaire is
said to be “validated.” Other characteristics
that are desirable in a questionnaire include
being easy to understand and feasible to
implement.

When choosing a questionnaire for use in
clinical practice or in research, the first step
is to determine if the questionnaire actually
measures what you desire. A brief review of
the questionnaire’s content and structure will
provide important information in this
regard. It is important to keep in mind the
purpose for which a questionnaire was orig-
inally designed and the population in which
it was validated. Before questionnaires are
used in populations or contexts other than
those they were designed for, further valida-
tion is usually necessary. The second step
should be to assess the reliability, validity,
and responsiveness of the questionnaire. Use
of nonvalidated questionnaires may provide
misleading information or fail to detect
import clinical changes. Whenever possible,
it is desirable to use a validated question-
naire that is widely accepted and has been
used many times in the population you want
to evaluate. The final step is to determine
whether the length and construct of the
questionnaire is such that it is feasible to
administer in your practice or research
study. Long questionnaires may be desirable
for research studies in which more detail is
needed but are likely too burdensome and
time-consuming to be used effectively in
clinical practice. In general, using only part
of a validated questionnaire or changing the
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order or content of a questionnaire is dis-
couraged because this can change its psy-
chometric properties.

SYMPTOM QUESTIONNAIRES

Symptom questionnaires are used to assess
the presence, severity, and impact of particu-
lar symptoms or groups of symptoms. A list
of valid and reliable symptom questionnaires
developed for women with various pelvic
floor disorders is listed in Table 2.*'** Ques-
tionnaires that have been used in women with
pelvic organ prolapse are noted. One of the
most widely used symptom questionnaires in
the study of pelvic floor disorders is the Uro-
genital Distress Inventory (UDI).>! The UDI
contains 19 questions about lower urinary tract
symptoms separated into 3 scales: Irritative
Symptoms, Obstructive/Discomfort Symp-
toms, and Stress Symptoms. Respondents
are asked if they have a particular symptom
and, if they do, to assess the degree it bothers
them on a 4-point scale from “not at all” to
“greatly.” A shortened version of the UDI
is the UDI-6, a 6-question instrument that

TABLE 2. Recommended Symptom
Questionnaires for Women
With Pelvic Floor Disorders*

Urinary Incontinence
Sandvik Incontinence Severity Indext
International Consultation on Incontinence
Questionnaire (ICIQ)
Urogenital Distress Inventory (UDI)}
Urogenital Distress Inventory short form (UDI-6)7
Kings Health Questionnairef
Fecal Incontinence
Wexner Continence Scale
Fecal Incontinence Severity Index (FISI)t
Cleveland Clinic Fecal Incontinence Score
All Pelvic Floor Disorders (Ul, FI, POP)}
Pelvic Floor Distress Inventory (PFDI)}
Pelvic Floor Distress Inventory short form (PFDI-20)

* All instruments listed have been shown to be valid, reliable, and
responsive.

T Denotes instruments that have been used in patients with pelvic
organ prolapse.

I The Pelvic Floor Distress Inventory (PFDI) and its short form
(PFDI-20) are intended to be used in women with all forms of
pelvic floor disorders and each as urinary, anorectal, and pelvic
organ prolapse scales.
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correlates well with the longer version. Both
the UDI and the UDI-6 were originally
designed for use in women with urinary
incontinence but have been used extensively
in studies of women with pelvic organ pro-
lapse to assess the effects of treatment on
lower urinary tract function. A simple uri-
nary incontinence symptom severity ques-
tionnaire that has been used frequently, par-
ticularly in epidemiology studies, is the
Sandvik Incontinence Severity Index.?' It
is comprised of 2 questions: “How often
do you experience urine leakage” (4-level
response) and “How much urine do you
lose” (2-level response). This index has
been shown to have good validity and reli-
ability and is responsive to both behavioral
and surgical treatment. It is able to accu-
rately distinguish between women with
incontinence and those without and has
good correlation with the pad test and blad-
der diary results. The brevity and simplicity
of this questionnaire makes it ideal for use in
clinical practice.

To date, the only valid and reliable symp-
tom questionnaire designed for specifically
for use in women with pelvic organ prolapse
is the Pelvic Floor Distress Inventory.?® This
comprehensive symptom questionnaire is
intended for women with all forms of pelvic
floor disorders. It assesses 46 pelvic floor
symptoms and has 3 scales: a urinary scale
(identical to the UDI), a colorectal scale, and
a pelvic organ prolapse scale. Its structure is
similar to that of the UDI; patients are asked
to indicate if they have a particular symptom
and if so, they are asked to assess how much
it bothers them on a 4-point scale. Recently,
a short version of the PFDI has been devel-
oped, the Pelvic Floor Distress Inventory
short form 20 (PFDI-20), which also has uri-
nary, colorectal, and pelvic organ prolapse
scales.>* The urinary scale of the PFDI-20
is identical to the UDI-6. Both the PFDI
and the PFDI-20 have good reliability and
validity and have demonstrated excellent
responsiveness in patients undergoing sur-
gery for pelvic organ prolapse.

QUALITY-OF-LIFE QUESTIONNAIRES
Health-related quality of life (HRQOL) re-
fers to a person’s total sense of well-being
and considers multiple dimensions, includ-
ing (but not limited to) their social, physical,
and emotional health. Measures of HRQOL
can be classified into 2 types: generic and
condition-specific. Generic HQOL instru-
ments are used to assess quality of life in
a broad range of illnesses or populations.
Generic instruments have the advantage of
allowing comparisons across different groups
or illnesses but may lack sensitivity to the
unique aspects of a specific disease and
how it impacts the life an affected patient.
The 2 generic HRQOL instruments that
have been used frequently in women with
pelvic floor disorders are the SF-36 and
EuroQOL ED-5Q?' (Table 3). Both in-
struments are widely used, have been trans-
lated into several languages, and have reached
the highest levels evidence relating to psy-
chometric testing. Unfortunately, in patients
with pelvic floor disorders, they tend to be
relatively unresponsive to change.
Condition-specific HRQOL instruments
are designed to measure the impact of a spe-
cific disease on HRQOL. Condition-specific
instruments provide a more in-depth assess-
ment of specific issues and concerns critical
to the disease process they were designed
for. They also tend to be more responsive
to change than generic instruments. Their
primary disadvantage is that they can only
be used in the particular patient group they
were designed for and data cannot be com-
pared with norms for a general population or
other groups. Condition-specific HRQOL
questionnaires for women with pelvic floor
disorders with established reliability and
validity are listed in Table 3.>'** Question-
naires that have been used in women with
pelvic organ prolapse are noted. The Incon-
tinence Impact Questionnaire (IIQ) is a
condition-specific quality-of-life question-
naire for women with urinary incontinence
that is a companion to the UDL.*' This ques-
tionnaire has 30 questions and assesses
the degree to which lower urinary tract
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TABLE 3. Recommended Quality-of-Life (QOL) and Sexual Function Scales for Women

With Pelvic Floor Disorders*

Generic Quality-of-Life Questionnaires
SF-367
Euroqol EQ-5D
Condition-Specific Quality-of-Life Questionnaires
Urinary Incontinence
Incontinence Impact Questionnaire (11Q)T

Incontinence Impact Questionnaire short form (IIQ-7)F

Incontinence quality of life Questionnaire (I-QOL)

Kings Health Questionnairef

Urge Incontinence Impact Questionnaire (Urge 11Q)

Fecal Incontinence
Fecal Incontinence QOL Scale (FIQL)
Gastrointestinal QOL Index (GIQLI)

All Pelvic Floor Disorders (Ul, FI, POP)}
Pelvic Floor Impact Questionnaire (PFIQ)f

Pelvic Floor Impact Questionnaire short form (PFIQ-7)1

Sexual Function Questionnaires§
Female Sexual Function Index (FSFI)

McCoy’s Female Sexual Function Questionnaire (MFSQ)
Prolapse and Incontinence Sexual Function Questionnaire (PISQ)T
Prolapse and Incontinence Sexual Function Questionnaire short form (PISQ-12)f

* All instruments listed have been shown to be valid and reliable; all have demonstrated adequate responsiveness, except for the PISQ-12

whose responsiveness has yet to be evaluated.

T Indicates questionnaires that have been used in patients with pelvic organ prolapse.

1 The Pelvic Floor Impact Questionnaire (PFIQ) and its short form (PFIQ-7) are intended to be used in women with all forms of pelvic
floor disorders and each as urinary, anorectal, and pelvic organ prolapse scales.

§ The FSFI is a general sexual function questionnaire; the McCoy Sexual function Questionnaire is designed for use in postmenopausal
women only; the Prolapse and Incontinence Sexual Function Questionnaire (PISQ) and its short form (PISQ-12) are designed for use in

sexually active women with prolapse and/or urinary incontinence.

symptoms affect a range of daily activities
and emotions. It has 4 scales: Travel, Social,
Emotional, and Physical Activity. Like the
UD], it is a valid, reliable, and responsive
questionnaire that was originally designed
for use in women with urinary incontinence
but has been used extensively to measure the
affect of lower urinary tract symptoms on
the HRQOL of women with pelvic organ
prolapse. The IIQ-7 is a shortened ver-
sion of the IIQ that is a companion to the
UDI-6.

The Pelvic Floor Impact Questionnaire is
currently the only condition-specific ques-
tionnaire that assesses the impact pelvic
organ prolapse on quality of life.* It is a
companion questionnaire to the PFDI and
can be used by clinicians and researchers
to measure the extent to which lower urinary
tract, lower gastrointestinal tract, and pelvic

organ prolapse symptoms affect the quality
of life of women who experience the full
spectrum of pelvic floor disorders. Like
the PFDI, it has urinary, colorectal, and pel-
vic organ prolapse scales, and has good reli-
ability and validity. It also has demonstrated
responsiveness in women undergoing sur-
gery for pelvic organ prolapse. The PFIQ-
7 is a short version of the PFIQ that includes
within it the 1IQ-7 and colorectal and pro-
lapse scales.”*

SEXUAL FUNCTION QUESTIONNAIRES

Sexual function is an important outcome to
consider when evaluating treatment of pel-
vic organ prolapse. Although a number of
valid and reliable sexual function question-
naires exist, until recently, their use in
women with pelvic organ prolapse or other
pelvic floor disorders has been limited.
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A recent systematic review identified 14
valid and reliable self-reported sexual func-
tion measures for men or women; however,
only 2 met the highest standards and were
recommended for general use: the McCoy
Female Sexuality Questionnaire (MFSQ)
and the Female Sexual Function Index
(FSFI).%> The MFSQ is a 19-item question-
naire for use in postmenopausal women that
aims to assess a woman’s level of sexual
interest and response. The FSFI is also a
19-item questionnaire and has 6 domains:
desire, arousal, lubrication, orgasm, satisfac-
tion, and pain. The FSFI can be used in any
age group. The main difference between
these questionnaires is that the MFSQ
includes social and relationship factors,
whereas the FSFI is more focused on indi-
vidual function. Both measures contain
questions that are only applicable for people
with a current sexual partner.

Currently, the only condition-specific
sexual function questionnaire for women
with pelvic organ prolapse or urinary incon-
tinence is the Pelvic Organ Prolapse and
Incontinence Sexual Function Question-
naire (PISQ).?°® The PISQ is valid and reli-
able and contains 31 items and 3 domains:
Behavioral/emotive, Physical, and Partner-
related It is designed for use in sexually
active women with pelvic organ prolapse
and/or urinary incontinence and assesses
the impact of these diseases on sexual func-
tion. The PISQ-12 is a short version of
the PISQ that correlates well with its long
form.

Conclusion

Women with pelvic organ prolapse can pres-
ent with a wide variety of bladder, bowel,
and pelvic symptoms. With the exception
of vaginal bulging symptoms, however,
none are specific to prolapse. There is con-
siderable overlap with other pelvic floor dis-
orders and clinicians should be cognizant of
other potential sources for the patient’s com-
plaints. The hymen appears to be an impor-
tant landmark for symptom development.

When pelvic organ prolapse extends beyond
the hymen, the number of symptoms and the
degree of bother caused by these symptoms
increases substantially. Additionally, the
nature of the symptoms can change. For
instance, in women with prolapse that does
not extend beyond the hymen, stress urinary
incontinence is a common complaint; how-
ever, in women with prolapse beyond the
hymen, voiding dysfunction symptoms are
more prevalent.

The most valid way of measuring the
presence, severity, and impact of pelvic floor
symptoms on a patient’s activities and well-
being is through the use of validated self-
administered questionnaires. An increasing
number of questionnaires for women with
pelvic floor disorders are now available,
many of which were reviewed in this chap-
ter. Widespread adoption of these question-
naires into research and clinical practice will
provide a valid, reproducible, and standar-
dized method of capturing the presence
and impact symptoms in women with pelvic
organ prolapse and its associated conditions,
and hopefully aid in the improved care and
outcomes of women with these disorders.
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