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STRESZCZENIE ZARYS PROBLEMU WYPADANIA NARZĄDÓW MIEDNICY Z UWZGLĘDNIENIEM PROFILAKTYKI DIETETYCZNEJ 
I AKTYWNOŚCI FIZYCZNEJ
Wprowadzenie. W ginekologii ważną rolę odgrywa właściwy dobór metod diagnostycznych i terapeutycznych, w tym zabiegów 
zachowawczych i/lub chirurgicznych. Zarys tych zagadnień przedstawiono w kontekście zaburzeń statycznych żeńskich narządów 
płciowych. Okresem życia kobiety predysponującym do wypadania narządów miednicy jest menopauza, a zwłaszcza okres starości, 
który wiąże się z hipoestrogenizmem.
Analiza czynników wpływających na ryzyko wystąpienia zaburzeń statyki narządów płciowych wskazuje, że w profi laktyce zaburzeń 
statycznych narządów płciowych istotne znaczenie mają ćwiczenia dna miednicy oraz odpowiednia dieta, która nie prowadzi do 
zaparć czy otyłości.
Cel pracy. Celem pracy jest analiza problemu zaburzeń statyki narządów płciowych, istotnego w pielęgniarstwie i medycynie, 
w świetle danych literaturowych.
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ABSTRACT AN OUTLINE OF THE PROBLEM OF PELVIC ORGAN PROLAPSE, INCLUDING DIETARY AND PHYSICAL ACTIVITY 
PROPHYLAXIS 
Introduction. In gynecology, the proper selection of diagnostic and therapeutic methods, including conservative and/or surgical 
procedures, plays an important role. An outline of these issues is presented in the context of static disorders of female genital organs. 
The period of a woman’s life predisposing to pelvic organ prolapse is menopause, especially the period of senium, which is associated 
with hypoestrogenism. An analysis of the factors aff ecting the risk of disorders of genital statics indicates that pelvic fl oor exercises 
and a proper diet, which does not lead to constipation or obesity, are important in the prevention of genital static disorders.
Aim. The aim of the study is to analyze the problem of disorders of the statics of genital organs, which is signifi cant in nursing and 
medicine, in the light of the literature data.
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�� INTRODUCTION

Although in the era of the pandemic, the fight against 
SARS-CoV-2 coronavirus infections is a priority (Covid 
19 in this context), one of the most important medical and 
nursing problems are geriatric issues – issues related to the 
aging of societies [1-6].

More than 11% of the total population are people over 
the age of 65, this percentage will increase to 13% by 
2020; secondly, we live longer – a 65-year-old man easily 
reaches the age of 79, and a woman even 83 years. The 
more people there are, the more attention should be paid 
to them in terms of their health, also in terms of sexual 
health [1-2,4-6].

One of the most important problems in anti-aging 
medicine, gynecology and sexology are disorders of the 
statics of the female genital organs, usually resulting in 
sexual dysfunction and urogynecological problems.

Pelvic floor dysfunction increases with age. The period 
of a woman’s life predisposing to pelvic floor dysfunction 
is menopause, especially the period of senium, which is 
associated with hypoestrogenism.

The balance of forces operating in the pelvis deter-
mines the proper position of the female genitals. Regar-
dless of their location in the human body, the structures 
responsible for the correct anatomical relations are bones, 
ligaments, tendons, fasciae and muscles. The forces, i.e. 
gravity, that produce stretching are risk factors for pelvic 
organ prolapse during the individual’s lifespan.
•	 An analysis of factors influencing the risk of pelvic 

floor dysfunction indicates that physical activity (pelvic 
floor exercises) is important in prophylaxis, as is a 
proper diet, which reduces the risk of constipation and 
excessive body weight, at the same time, taking into 
account the increased catabolism during especially 
senium period [7-10].

•	 Lowering or prolapse of the uterus and vagina, and 
secondary incontinence may be caused by the follo-
wing:
•	 pelvic floor failure,
•	 weakening of the suspension and support apparatus,
•	 abdominal pressure disorders with visceral prolapse, 

which is due to the weakening of the pelvic floor,  
a falling, hanging abdomen, separation of straight 
muscles, and possibly a slight asthenic body struc-
ture,

•	 it is emphasized that significant factors for a lowering 
and prolapse of the genitals are:
•	 perinatal damage to tissues,
•	 flaccidity of ligaments and coercion, pelvic floor 

muscledamage.

However, additional causative factors were diseases 
with persistent cough, strenuous manual work and stress, 
being overweight or obese, and having chronic constipa-
tion. It is worth emphasizing that some factors in pelvic 
floor dysfunction can be prevented by introducing the 
appropriate lifestyle and nutrition, for instance, obesity, 
being overweight and constipation, especially when habi-
tual [10-19].

�� AIM

The aim of the study is to analyze the problem of disor-
ders of the statics of genital organs, which is significant  
in nursing and medicine, in the light of the literature data.

Types of disorders of activity pelvic floor 
disorders

Female pelvic floor dysfunction can be divided into 
structural disorders, which result in their lowering of 
the genitals or prolapse, and functional disorders. There 
is a close relationship between structure and function, 
so functional disorders result from connective tissue 
structure disorders. The bottom of the pelvis is formed 
by organs (bladder, vagina and rectum) that stabilize the 
fascia and ligaments, and the muscles. In simple terms, it 
can be said that contracting muscles stabilize the organs 
relative to connective tissue elements. Hence, damage 
to the ligaments and connective tissue results in a lack 
of proper closure (incontinence) or incorrect function 
(vagina), and thus, discomfort reported by patients. The 
list below contains the disease entities that occur due to 
pelvic floor dysfunction [11]. 

Urinary incontinence. The simplest definition of the 
disease is to lose urine independently of will. The inci-
dence of urinary incontinence increases with age in the 
female population studied and ranges from 10 to 60%. The 
main forms of the disease are exercise-type and urgent-
-type. Surgical treatment is only possible in stress urinary 
incontinence, while urge and mixed incontinence is tre-
ated pharmacologically or with behavioral therapy. Due to 
side effects, long-term pharmacological treatment is tro-
ublesome for patients and is poorly tolerated [12]. 

Pollakiuria
This is defined as the number of voids per day gre-

ater than eight. The causes of pollakiuria are usually not 
known. The disorder is treated medically and through 
bladder training. These methods often prove ineffective, 
especially with prolonged use.

Nocturia
It is more than two voids during the hours of night-

-time rest. As in the case of pollakiuria, it was not possible 
to find out the causes of nocturia and to develop effective 
methods for therapy [12].

Intestinal disorders
These consist of two main elements – problems with 

emptying the intestine (constipation) and excessive flatu-
lence or incontinence. Stool incontinence may be caused 
by damage to the anal sphincter and pelvic floor muscles. 
The incidence of bowel dysfunction in women is between 
10 and 20%. The methods used to treat this disorder, such 
as medication that slows bowel function, diet and levator 
anal surgery, have been used with limited success.

Impaired emptying of the bladder
The dominant symptom may be chronic inflammation 

resulting from significant retention of urine. Although 
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there is no obstacle to the outflow of urine, the treatment 
uses ineffective surgery to widen the urethra.

Chronic pelvic pain
This occurs in up to 20% of women. Patients report 

a unilateral and persistent pulling sensation of varying 
intensity. The cause of the ailment remains unknown, but 
psychological factors cannot be excluded.

Causes and other important issues of pelvic 
floor dysfunction

Pelvic floor dysfunction is mainly caused by damage 
to the connective tissue of the vagina and stabilizing liga-
ments. Therapeutic premises arising from integral theory 
are based on the principle that restoration of the correct 
structure ensures that proper function returns to the 
organ. Therefore, repairing damaged ligaments and fascia 
creates the possibility of treating many of the above-men-
tioned conditions, which were previously considered incu-
rable using traditional methods.

The correctness of anatomical structures ensures they 
function properly. Dysfunction is an abnormal func-
tion in an organ or system resulting from damage to its 
structure. Interestingly, not all patients with pelvic floor 
dysfunction report clinical symptoms. The cause of most 
cases of vaginal, bladder and uterine depression or pro-
lapse is perinatal injury. Age and congenital disorders of 
collagen metabolism also play an important role. Even at 
rest, maintaining vaginal wall tension is necessary for the 
proper function of the urethral sphincter and for stabili-
zing the position and thus, the function of stretch sensitive 
receptors. One of the important issues related to pelvic 
floor disorders strongly affecting sexual functioning is the 
lowering of the vaginal walls. Lowering the front wall also 
results in urological problems.

Lowering the front wall of the vagina is called cystoco-
ele. Depending on the episode in which there is a decre-
ase, we are talking about cystocoele, urethrocoele and 
cystourethrocoele [1].

Richardson distinguished four defects responsible for 
lowering the anterior vaginal wall depending on the etio-
pathomechanism of the cystocoele:
•	 side defect,
•	 transverse defect,
•	 central defect,
•	 distal defect.

A lateral defect is the detachment of the pubic-cervi-
cal fascia from the place of its attachments, i.e. the tendon 
arch of the pelvic fascia. The result of this defect is the 
formation of cystourethrocoele, loss of the tubo-bullous 
angle, excessive mobility of the urethra, and significant 
incontinence. Loss of vaginal lateral suspension may occur 
on one or both sides [13].

Transverse defects account for about 15% of all cases of 
anterior depression of the vaginal walls. It often coexists 
with the loss of side suspension. It involves detachment 
of the pubic-cervical fascia from the peri-cervical fibrous 
ring. Its effect is the formation of a significant degree of 
cystocoele, including the Retzius bay. The coexistence of 

stress urinary incontinence and this type of cystocoele is 
rare. In advanced cases, urine retention is often observed.

A central defect refers to the middle segment of the 
pelvic fascia located between the anterior vaginal wall and 
the bladder and/or the urethra. Depending on the extent 
of this defect, cysto- or urethrocele develops. If pelvic 
fascia damage is at the level of the bladder neck, the result 
might be a loss of the tubular-bladder angle and stress uri-
nary incontinence.

A distal defect arises as a result of damage (weakening 
or rupture) to the pubic-urethral ligament. It is the rarest 
defect and the most difficult to correct. Its clinical manife-
station is increased urinary incontinence.

Cystocoele is a manifestation of four defects: distal, 
central, lateral and transverse. These defects can occur 
separately or in parallel.
1.	 Cystocoele may coexist with other static and other 

genital disorders. Cystocoele correction must be com-
bined with the treatment of other pelvic floor disorders 
and other conditions. This determines the choice of 
operational access. Defects included in the static disor-
ders of the anterior vaginal wall are treated by various 
methods. In practice, single (isolated) defects rarely 
occur. This forces medical practitioners to look for 
therapeutic methods that correct all co-existing ones 
disorder. Generally speaking, the goal of surgical treat-
ment of pelvic fascia defects regarding the front wall of 
the vagina is: to correct cystocoele and/or urethrocoele 
itself,

2.	 to correct other static disorders,
3.	 to prevent iatrogenic statics disorders,
4.	 to treat stress urinary incontinence,
5.	 to treat other gynecological diseases.

Treatment methods for cystocoele can be divided 
depending on:
1.	 the corrected system,
2.	 access applied,
3.	 the technique used.

Ad.1. Correction may relate to:
•	 the support system – a typical example is the Kelli 

method of duplication of the vesico-vaginal fascia,
•	 the pancreatic system – typical examples are colpopexy 

or vaginal suspensions.

Ad.2. Cystocoele operations may be performed from 
the vascular or vaginal access. The vascular access is suita-
ble for correcting lateral and distal defects. A lateral defect 
corrects by suturing the vagina to the lateral defect repair 
(LDR) or to the fascia of the internal vein muscle (Hirsch 
method). A distal defect corrects for Burch surgery or 
surgery to correct a lateral vaginal suspension defect with 
sutures on the tubo-pelvic ligaments [14]. Vaginal access 
can also be used to correct the loss of side suspension [5]. 
However, due to technical difficulties involved, this opera-
tion is not widely accepted.

Ad. 3. Corrective cystocoele operations can be performed 
using the classical technique with sutures or synthetic meshes 
[7], or materials of biological origin, such as Pelvicol [8].  
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The next groups of procedures are needle operations 
namely surgery using the Pereyra method, surgery using 
the Raz method, and voltage-free techniques with the 
use of tapes (Intra Vaginal Sling-IVS, Tension-free Vagi-
nal Tape-TVT, Trans Obturator Tape – TOT) [15]. Static 
disorder corrective surgery can also be performed using 
the laparoscopic technique. This has been used in the tre-
atment of distal and lateral defects. Laparoscopic Burch 
surgery retains the idea of the original method, i.e. the 
same hanging elements and the same anchoring struc-
ture arise from endoscopic surgical techniques and con-
sist of the production of pneumothorax (intraperitoneal 
or peritoneal), the use of specific instruments and the use 
of different methods of attachment (e.g. synthetic meshes, 
staplers). Laparoscopic bladder neck suspension using 
the Burch method seems to have similar effectiveness in 
treating stress urinary incontinence [14]. However, the 
distant effects of laparoscopic vaginal suspension have 
not been studied thoroughly. Laparoscopic correction of 
the lateral vaginal suspension defect is one of the most 
difficult techniques (long time of surgery, very good lapa-
roscopic training required) and can be used in a narrow 
group of patients. Treatment of concomitant internal 
genital disorders (fibroids, ovarian tumors, etc.) requ-
ires the opening of the peritoneal cavity. Hence, onset is 
the „gold standard” for lateral defect treatment. Howe-
ver, after an initial period of popularity, the laparoscopic 
method is now used less and less often. This was signi-
ficantly affected by the turbulent development of sim-
pler voltage-free techniques that were easier to perform. 
Laparoscopy, on the other hand, allows obliteration of the 
pouch of Douglas, on condition that transpaperitoneal 
access is selected. Stress urinary incontinence accom-
panies distal and lateral defect (in some patients). Vol-
tage-free suspensions of the vagina and urethra, as well 
as Burch surgery, are standard in these cases. According 
to some authors, correcting a lateral vaginal suspension 
defect is a good treatment method not only for the loss of 
lateral suspension but also for accompanying stress uri-
nary incontinence [16]. According to Mart [15], in cases 
of lateral defect and stress urinary incontinence, recon-
struction of the lateral suspension of the vagina can be 
used in parallel with Burch sutures. The choice of surgical 
technique must take into account the risk of iatrogenic 
static disorders such as cervical elongation or secondary 
rectocoels or enterocele caused by the displacement of 
the long vaginal axis with the exposure of the posterior 
wall of the vagina to the abdominal compressor. In such 
cases, the cervix should be amputated appropriately and 
obliteration of the pouch of Douglas and posterior plastic 
should be used.

Front access allows central and transverse defect cor-
rection.

Theoretically, lateral and distal defects can be correc-
ted by laparoscopic access (laparoscopic lateral defect 
correction and laparoscopic Burch surgery respectively). 
The former technique is difficult and is reserved for very 
skilled operators [17].

To sum up, cysteole is a manifestation of four defects: 
distal, central, lateral and transverse. These defects can 

occur separately or in parallel, and can coexist with other 
static disorders and other genital diseases. Cystocoele 
correction must be combined with the treatment of other 
static disorders, which determines the choice of surgical 
access.

Dietary and physical activity prophylaxis
The factors affecting the risk of pelvic floor dysfunc-

tion are being overweight and obesity, and constipation, 
especially when it is habitual. These can be prevented by 
introducing the proper lifestyle and nutrition. Therefore, 
it is important that a patient at risk of genetic disorders, in 
particular being overweight or obese or/and complaining 
of habitual constipation, is referred by a gynecologist to  
a qualified dietitian for dietary therapy.

In dietotherapy, it is important to increase the amount 
of dietary fiber (in particular its insoluble form) and oligo-
saccharides with prebiotic properties. It is also important 
to drink the right amount of fluids, to include fermented 
dairy products, in particular those containing probiotic 
bacteria, and to reduce the consumption of fatty products 
and sweets [18,19].

Probiotics are widely used to improve gastrointestinal 
(GI) health, but they may also be useful in preventing or 
treating gynaecological disorders [20-26].

The gut microbiome can influence the energy balance 
and is a major site of small molecule production, which 
can influence satiety and gut inflammation [27].

Meals should be eaten regularly, preferably 4-5 meals 
a day at 3-4 hours intervals. In the prevention of genital 
statics disorders, it is important that in the morning there 
is an increase in motor and excretory activities of the 
gastrointestinal tract, therefore an important meal during 
the day is an easily digestible but nutritious breakfast [18].

In order to increase the amount of fiber and prebiotic 
ingredients, the diet should contain whole grains (coarse 
cereals, whole grain bread, wheat bran, oatmeal) and 
appropriate amounts of vegetables and fruits (in particular 
berries, such as raspberries, strawberries and blackberries) 
[18-20, 27-28].

In addition to diet, a very important issue is preven-
tion, including appropriate activity [29-30].

Utilizing recent research concerning dynamics of pelvis 
and pelvic floor dysfunction, it is now possible to study 
this important body part as a unit.

This means considering its contribution to the whole 
body, in which maintaining an upright position, walking 
and behavior or physical conduct are as important as uri-
nary, genital and intestinal functions.

It is now possible to consider the pelvic floor as  
a musculofascial unit with synergic and antagonistic acti-
vity of muscular bundles, among them more or less inter-
laced, with multiple functions and not only the function of 
pelvic cup closure [23].

One of the proposed treatments for pelvic floor dys-
function is pelvic floor physical therapy (PFPT). PFPT is 
a first-line conservative treatment option for pelvic floor 
disorders.

Pelvic floor dysfunction can cause voiding and defe-
cation problems, pelvic organ prolapse (POP), sexual 
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dysfunction, and pelvic pain. PFPT is a program of func-
tional retraining to improve pelvic fl oor muscle strength, 
endurance, power, and relaxation in patients with pelvic 
fl oor dysfunction. Based on the available evidence, PFPT 
with or without supplemental modalities, can improve or 
cure symptoms of urinary incontinence, POP, fecal incon-
tinence, peripartum and postpartum pelvic floor dys-
function, and hypertonic pelvic fl oor disorders, including 
pelvic fl oor myofascial pain, dyspareunia, vaginismus, and 
vulvodynia.

PFPT has robust evidence-based support and clear 
benefits as a first-line treatment for most pelvic floor 
disorders. However, standards of PFPT treatment proto-
cols vary widely and larger-scale, well-designed trials are 
recommended to show long-term eff ectiveness [29].

 � SUMMARY
A review of the literature reveals signifi cant progress in 

surgical treatment methods in gynecology. Th ese methods 
contribute to women’s functioning properly in the sexual 
sphere as well, which particularly applies to surgery of 
pelvic fl oor disorders [1,18]. Prevention, including the 
proper diet, appropriate physical activity and physiothe-
rapy, is also a very important issue.
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