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1. Introduction

Pelvic organ prolapse (POP) is reported to occur in up to 50 % of
parous women [1]. Those at most risk are women who have given birth
vaginally, experienced menopause, are overweight, have connective
tissue disorders or have undergone a hysterectomy [2,3]. The condition
occurs when the pelvic organs, either the bladder, uterus and/or rectum,
descend into the vaginal canal and may protrude outside the body. This
can lead to a vaginal lump or bulge causing discomfort and urinary,
bowel or sexual dysfunction, significantly impacting a woman’s quality
of life [4]. Uterine and cervical prolapse, however, is a rare phenomenon
in pregnancy, with an estimated incidence of 1 in 10-15,000 deliveries
[5]. A retrospective cohort study found the incidence of gravid uterine
prolapse to be 1 in 4209 deliveries (23.8 per 100,000). The additional
increased intraabdominal pressure due to the growing uterus and
physiological effects of pregnancy with reduced oestrogen and increased
relaxin may cause elongation of the cervix, with hypertrophy and
relaxation of the pelvic ligaments and muscles [6] possibly further
increasing a susceptible woman’s risk of prolapse in pregnancy.

The International Urogynaecology Association has defined ante-
partum prolapse symptoms as a departure from normal sensation,
structure or function experienced by the woman about the position of
her pelvic organs during pregnancy. It describes the clinical assessment
to demonstrate descent of one or more of the anterior vaginal wall,
posterior vaginal wall, the uterus (cervix) or the perineum (perineal
descent) [7].

2. Antenatal Factors

Various antenatal factors have been found to increase the risk of POP
in pregnancy. A multivariable analysis of a large pregnant cohort found
the following antenatal features to be risk factors for gravid uterine
prolapse: age > 40 years (adjusted odds ratio (aOR) 3.21; 95 % confi-
dence interval (CI) 2.70-3.81); age 35-39 years (aOR 2.66; 95 % CI
2.37-2.99); Black (aOR 1.48; 95 % CI 1.34-1.63), Asian (aOR 1.45; 95 %

https://doi.org/10.1016/j.crwh.2025.e00686
Received 10 January 2025; Accepted 13 January 2025
Available online 17 January 2025

CI 1.28-1.64), and Native American race/ethnicity (aOR 2.17; 95 % CI
1.63-2.88); tobacco use (aOR 1.19; 95 % CI 1.03-1.37); grand multi-
parity (aOR 1.78; 95 % CI 1.24-2.55); and history of pregnancy losses
(aOR 2.20; 95 % CI 1.48-3.26) [8].

3. Pregnancy-Associated Factors and Management

The following pregnancy characteristics have been found to have
increased association with gravid uterine prolapse: cervical insuffi-
ciency (aOR 3.25; 95 % CI 1.94-5.45), preterm labour (aOR 1.53; 95 %
CI 1.18-1.97), preterm premature rupture of membranes (aOR 1.40; 95
% CI 1.01-1.94), and chorioamnionitis (aOR 1.64; 95 % CI 1.18-2.28)
[8]. Complications in the antepartum period can include discomfort,
urinary retention or preterm labour, with some cases of cervical incar-
ceration reported [9].

Prolapse may present for the first time in pregnancy. Assessment
primarily represents clinical examination, as well as ability to empty the
bladder. There are few guidelines outlining recommended management.
Treatment is primarily conservative — reduction of the prolapse, pelvic
floor muscle exercises, maintaining a healthy weight, avoiding con-
stipation or heavy lifting [10], silicone pessaries (most commonly ring
pessaries) [11] — but in extreme and rare instances laparoscopic surgical
intervention has been reported [12,13]. Often the pessaries can be self-
managed by the patient and have been found to be safe to use in preg-
nancy [11]. The described surgical interventions include laparoscopic
uterine suspension in early pregnancy, but this is a controversial man-
agement approach with potentially high risk of failure [12].

4. Intrapartum Factors

Intrapartum complications can include cervical laceration or
obstructed labour [11,14]. When compared with a non-prolapse group,
intrapartum characteristics most associated with gravid uterine prolapse
include preterm delivery at <34 weeks of gestation (69.1 vs 32.0 per
1000; aOR 1.86; 95 % CI 1.34-2.59) and precipitate labour (35.2 vs
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20.1; aOR 1.73; 95 % CI 1.22-2.44). The following post-partum com-
plications are also increased in the prolapse group compared with the
non-prolapse group: postpartum haemorrhage (aOR 2.70; 95 % CI
2.20-3.32), uterine atony (aOR 2.10; 95 % CI 1.46-3.03), uterine
inversion (aOR 31.97; 95 % CI 16.60-61.58), systemic shock (aOR 4.18;
95 % CI 1.41-12.40), blood transfusion (aOR 2.06; 95 % CI 1.34-3.18),
and peripartum hysterectomy (aOR, 3.02; 95 % CI 1.40-6.51) [8].

Mode of delivery is an important issue to address. A nationwide
analysis found women with gravid uterine prolapse were less likely to
deliver via caesarean section compared with those without gravid
uterine prolapse (aOR 0.51; 95 % CI 0.44-0.61) [8]. Factors such as
parity, plans for future pregnancies and other obstetric factors are all
essential to consider. In addition, counselling women regarding their
risk of worsening other pelvic floor dysfunction symptoms such as uri-
nary or faecal incontinence are also areas to explore. A decision analysis
model analysed increasing POP risk with increasing vaginal parity and
other factors, and found the prevalence of POP to be 20 % after one
vaginal delivery and 29 % after four deliveries, with no difference be-
tween the groups. This suggests that it is the single vaginal delivery that
primarily causes the damage [15]. Also, demonstrated from a systematic
review of risk factors in pregnancy, labour and delivery for pelvic organ
prolapse, they found that it is the first vaginal delivery that is the risk
factor for POP as measured by symptoms of POP (OR 2.65; 95 % CI
1.81-3.88) and clinical findings of POP (OR 4.85; 95 % CI 2.15-10.94)
[16]. Viewed purely from the perspective of POP in a parous woman,
then it would be reasonable for a woman to complete her family via
vaginal deliveries and then undergo definitive surgical treatment for her
POP, as caesarean section in a subsequent pregnancy is not evidenced to
protect against worsening POP as it is the first vaginal delivery that
counts.

5. Conclusion

POP in pregnancy is not a common finding or complaint; however, it
can have serious consequences, with intrapartum and postpartum
sequalae. It is therefore important for clinicians to offer the appropriate
management options to women, of which vaginal support pessaries are
the most common and accepted.
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