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During pregnancy, pelvic organ prolapse is uncommon and is associated with adverse outcomes such as vaginal
infection, cervical ulceration, and preterm delivery. Treatment includes conservative and surgical management
during pregnancy. A 32-year-old woman presented with a history of vaginal delivery eight months earlier re-
ported the sensation of a vaginal mass lasting seven months. On physical examination, we noted pelvic organ
prolapse and 19-week pregnancy. We treated her conservatively with a Gellhorn pessary and antenatal corti-

costeroid for fetal lung maturation at 32 weeks due to a high risk of preterm delivery. The pregnancy proceeded
with no obstetric complications and vaginal delivery at term of a healthy neonate. Conservative management for
patients with pelvic organ prolapse during pregnancy using a pessary is the best option to improve maternal
symptomatology and minimize gestational risk; there is no contraindication for vaginal delivery, and cesarean
section is reserved for obstetric indications.

1. Introduction

Pelvic organ prolapse is defined as the partial or total descent of
pelvic organs through the vagina due to abnormalities of the supporting
tissues (1). The condition occurs in 25% to 65% of gynecologic clinic
populations (2,3). Pelvic organ prolapse is one of the main indications
for gynecological surgery, with an incidence of 1.5 to 1.8 surgeries for
every 1000 women per year (1,4).

There are multiple risk factors, including multiparity, vaginal de-
liveries, instrumental delivery, connective tissue disorders, obesity and
age (4,5). The most frequent clinical symptom is a sensation of heaviness
or mass in the vaginal region (6), leading to secondary sexual dysfunc-
tion in some cases and a significant effect on quality of life, particularly
in young patients (7). The Pelvic Organ Prolapse Quantification (POP-Q)
is the tool used to objectively assess the extent of the genital prolapse (4)
to determine the best treatment option (whether surgical or conserva-
tive) to restore the anatomy, recover function, and improve patient
symptoms.

Pelvic organ prolapse during pregnancy is uncommon, with only a
few reported cases (8); treatment aims to minimize obstetric risks such

as vaginal infection, cervical ulceration, and preterm delivery. Conser-
vative and surgical management have been described, although there
are no unified management guidelines for these patients (9). Conse-
quently, several critical factors must be considered in this population,
such as prenatal steroid administration, the type of recommended
management, gestational age for delivery, and delivery route (9). This
report describes a patient with pelvic organ prolapse in the second
trimester of pregnancy treated with conservative management with an
adequate perinatal outcome.

2. Case Presentation

A 33-year-old patient, G2P1V1, reported a sensation of vaginal mass
lasting seven months with no incontinence and a history of 12 months
between pregnancies, with prior uncomplicated vaginal delivery at
term. On physical examination, we noted genital prolapse of the cervix
with evidence of a 1.5-cm area of ulceration in the posterior labium;
enlarged uterus POP-Q Aa —2, Ba —2, C + 4, D -3, Bp-2, Ap —2, total
vaginal length 9, perineal body 1.5, Hg 3.5 (POP-Q IIIC; Fig. 1A). We
conducted additional tests before selecting a treatment option, with an
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obstetric ultrasound scan showing a 19-week pregnancy of adequate
weight for the gestational age. A gynecology meeting with the maternal-
fetal medicine and pelvic floor teams decided to pursue conservative
management during gestation using a Gellhorn vaginal pessary 2-3/4
(70 mm; Fig. 1B), with antenatal corticosteroid for fetal lung maturation
at 32 weeks, clinical monitoring every two weeks, and monthly ultra-
sound follow-up. The cervical ulceration was resolved during preg-
nancy, two weeks after the placement of the vaginal pessary. The clinical
specialist removed, washed, and replaced the vaginal pessary at each
clinical visit. The patient developed a recurrent fungal vaginal infection,
w which was managed with vaginal clotrimazole, and resolved after
administration of a single 150 mg dose of fluconazole. The pessary was
removed at 39 weeks of gestation, at the time of hospital admission,
without evidence of prolapse, so only conduction was performed and the
patient had an uncomplicated vaginal delivery (Fig. 2) with a healthy
neonate who weighed 2670 g. After 24 h of in-hospital monitoring, the
mother and neonate were discharged. Evidence of POP-Q was found at
the postpartum follow-up visit, with no changes in relation to the initial
assessment, so it was decided to arrange pelvic floor rehabilitation
therapy.

3. Discussion

Pelvic organ prolapse is uncommon among pregnant women, with an
incidence of one case for every 10,000 to 15,000 pregnancies (8); for this
reason, there are no management guidelines or protocols, and only case
reports are available, with literature reviews and recommendations
extrapolated from non-pregnant patients (9).

The treatment of pelvic organ prolapse during pregnancy is indi-
vidualized and depends on patient preference (10). It must be performed
by a multidisciplinary team, considering the obstetric future, follow-up
and recommendations during pregnancy, and the risks of premature
delivery, halted dilatation, shoulder dystocia, uterine rupture, and
localized infections in these patients (1,11).

The management of choice is conservative, with the use of vaginal
pessaries, the most commonly used being the Gellhorn type, followed by
the membrane ring type (9). This treatment provides vaginal support,
reducing prolapse and improving symptoms of vaginal mass sensation,
vaginal pressure and voiding difficulty, among others (12). The absence
of active vaginal infections and the possibility of patient follow-up are
prerequisites for its use (9). It may have adverse effects that need to be
explained to the patient, including abundant or fetid vaginal discharge,
urinary or vaginal infections, vaginal or cervical erosions, difficulty
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voiding or defecating, and impact on sexual life (12-14). It is worth
noting that prolapse symptoms improve during the second and third
trimesters of gestation when the uterus becomes an abdominal organ
[9], hence the removal, in our case, of the vaginal pessary at 39 weeks
with no self-reported prolapse-related symptoms during the last week of
gestation, allowing for vaginal delivery at term.

Surgical treatment has also been described, indicated when conser-
vative treatment fails or the pelvic floor cannot be restored to its normal
condition. However, it is not indicated as a first-line treatment because
of the surgical and anesthetic risk as well as potential deleterious effects
on pregnancy (15,16). Laparoscopic surgical treatment has been
described in the first trimester (15-17) or at the time of cesarean section
(18,19).

Prenatal steroid administration must be considered given the high
risk of preterm labor and delivery in patients with pelvic organ prolapse.
It was used in our case in week 32 of gestation.

There are no contraindications for vaginal delivery and no recom-
mendations regarding the delivery route in patients with exteriorized
uterus; however, in cases of significant prolapse with severe cervical
edema or non-reducible prolapse, dystocia may occur, potentially pre-
cluding vaginal delivery (19,20).

4. Conclusions

As this case illustrates, the treatment of pelvic organ prolapse during
pregnancy must be individualized and requires a multidisciplinary
approach with close follow-up during prenatal visits due to increased
obstetric morbidity, including preterm delivery. The first option is
conservative management with a vaginal pessary, which provides
adequate support for the pelvic floor and is well tolerated, with surgical
management being the second option in case of conservative treatment
failure.
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Fig. 1. a. Prolapse seen on the first visit, at 19 weeks of gestation. b. Prolapse reduction with the use of the Gellhorn type pessary.
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Fig. 2. Prolapse during the postpartum period.
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