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Abstract
Introduction and hypothesis One of the main outcomes in
the assessment of the treatment of pelvic organ prolapse in
women is quality of life. Using quality of life as an outcome
measure is increasing in the majority of clinical trials. The
aim of current study was to determine the effects of the
treatment of pelvic organ prolapse on patients’ quality of life
using systematic review and meta-analysis.
Methods A systematic search for finding randomized con-
trolled studies on pelvic organ prolapse published before
October 2012 was conducted. The JAMA users’ guide to the
medical literature quality assessment scales for randomized
clinical trials was used to assess the quality of included articles.
Themean difference in total quality of life score between before
and after intervention (surgical or pelvic floor training) with
95 % confidence interval (CI) was considered as a primary
summary measure. Egger’s test was used to evaluate the pub-
lication bias. Heterogeneity was assessed using I2 Index.

Results Fifty-seven RCT were critically appraised. Thirty-
two articles were eligible after critical evaluation. Mean
difference in change in the total quality of life score with
95 % CI for surgical treatment was 74.03 (66.3–81.6) by
PFDI-20 and was 44.57 (22.53–66.65) by PFIQ-7. The mean
difference in changed in the total quality of life score with
95 % CI was 1.32 (−2.8–5.4) for pelvic floor training (PFT).
Conclusion We found that surgical interventions on prolapse
can improve the quality of life of women. There was a
relative effect of PFT on the quality of life of women with
prolapse in systematic review. This effect was not seen in
meta-analysis, probably because of finding few eligible stud-
ies to pool the effect size.
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Introduction

The bladder, uterus and rectum are all located around the
vaginal canal. Owing to the arrangement of these organs,
bulging into the vaginal canal in the case of weakness of the
supportive tissues for these organs is common. The descent
of one or more out of the anterior vaginal wall, posterior
vaginal wall, the uterus (cervix) or the apex of the vagina
(vaginal vault or cuff scar after hysterectomy) was defined as
pelvic organ prolapse [1].

It has been shown that almost 50 % of women lose some of
the supportive mechanisms of the pelvic floor owing to child-
birth [2]. The prevalence of symptomatic prolapse ranges
from 3 to 28 % [3–5]. Prolapse can lead to discomfort in the
vagina, leakage of urine, and difficulties using the toilet.
These symptoms can greatly affect women’s quality of life
[6] and can have a social, psychological and sexual impact [7].

Treatment options for prolapse depend on the severity of
the symptoms. Mild to moderate prolapse is usually treated
with conservative methods such as electrical stimulation,
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pelvic-floor muscle training, and biofeedback. More severe
prolapse often needs surgery. Various types of surgery are
used to repair prolapse.

The efficacy of various measures in repairing pro-
lapse is measured by relief of symptoms, prolapse re-
currence rate, and improvement in sexual function and quality
of life [8–10].

A large and increasing body of studies has shown the
relevance of the assessment of health-related quality of life
(HR-QoL) and functional status as important adjuncts to
standard clinical outcomes [11]. One of the most important
outcomes in assessing the effect of various approaches to
treatment of pelvic organ prolapse (POP) is quality of life. It
is recommended that investigators explain the impact of POP
treatment on the quality of life. There is a large number of
studies in which the impact of various treatments is assessed
by measuring quality of life [12–14]. There are many and
various instruments for evaluating changes in the quality of
life in women with POP after treatment [15]. Performing a
systematic review is the best way to cumulate the effects of
POP treatment on quality of life. The aim of the current study
is to review systematically the studies focusing on changing
the quality of life after any POP treatments in women.

Materials and methods

Data source, search strategy and eligible studies

A systematic search for finding randomized controlled stud-
ies published before October 2012 was conducted. Literature
databases (EMBASE, MEDLINE, ELSEVIER, SCOPUS,
PROQUEST, WEB OF SCIENCE, and COCHRANE) and
the reference list of relevant studies and electronic journals
were searched. The reference lists of all the articles included
were searched for further studies too.

The key words using MESH for our search as a PICO
abbreviation included: P; women with pelvic organ pro-
lapse, (((“Pelvic Organ Prolapse”[Mesh]), I; surgery or con-
servative treatment, (“Therapeutics”[Mesh] OR “therapy”
[Subheading] OR “Estrogen Replacement Therapy”[Mesh] OR
“Nondirective Therapy”[Mesh] OR “Drug Therapy, Computer-
Assisted”[Mesh] OR “Physical Therapy Modalities”[Mesh]
OR “Short-Wave Therapy”[Mesh] OR “Medication Therapy
Management”[Mesh])),C; comparison group treated with
placebo or conventional therapy, (“General Surgery”[Mesh]
OR “Surgical Procedures, Operative”[Mesh] OR “Colorectal
Surgery”[Mesh] OR “Surgery, Plastic”[Mesh] OR “Second-
Look Surgery”[Mesh] OR “Gynecologic Surgical Procedures”
[Mesh] OR “Ultrasonic Surgical Procedures”[Mesh] OR
“Unnecessary Procedures”[Mesh] OR “Surgical Procedures,
Minor”[Mesh])) and O; Improvement in quality of life “Quality
of Life”[Mesh].

Conservative treatments were defined as any drug thera-
py, computer-assisted or physical therapy, physiotherapy and
pelvic floor muscle exercise. Surgical interventions for man-
aging pelvic organ prolapse are defined as general surgery,
any surgical procedures, second-look surgery, gynecological
and surgical procedures or colorectal surgery.

There was no age limit for our search. To be included,
studies had to have been a randomized clinical trial (RCT),
published as a full-text English-language article, and report-
ed their results as the mean difference (MD) in total quality
of life score before and after intervention or having required
data to calculate them with 95 % confidence intervals (CI).
We excluded the following studies: review articles, non-
randomized clinical trials, studies on pelvic organ prolapse
in pregnant women or women with cancer of the genital
organs, and studies without data to calculate mean differ-
ences. Figure 1 shows the selection process for the articles
included in this systematic review/meta analysis.

Quality evaluation of articles

Two independent investigators (MN and AN) conducted data
extraction using pre-specified inclusion and exclusion
criteria. The JAMA users’ guide to the medical literature
quality assessment scales for RCT was used to assess the
quality of the articles included. This user guide includes
three main questions about internal validity, external validity
and the results of studies. We used items of internal validity
to assess studies. Internal validity has six key questions
about:

1. Randomization
2. Allocation of treatment
3. Blinding of patient and physician
4. Similarity of control and intervention groups
5. Follow-up period
6. The type of analysis

The item got a score of “1” if the item score was “yes”.
Then we aggregated the score of all six items. We
considered a study eligible to be included if it fulfilled
3 of a maximum score of 6. Discrepancies were resolved
by discussion between reviewers and by reaching a
consensus.

Quality assessment based on the JAMA users’ guide
was applied to all 57 studies included for systematic
review. Out of 32 eligible studies, 22 articles were
finally included in the meta-analysis and all of them
(100 %) fulfilled the criteria of the key questions of
the users’ guide (Fig. 1). The following characteristics
of the studies included were extracted: treatment type,
participants, first author name, the country of origin, date
of the study, date of publication, population sampled, sample
size, type of intervention and mean/standard deviation total
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score of quality of life in each group before and after inter-
vention. We calculated the mean difference for any interven-
tion in each article separately.

Statistical analysis and synthesis of results

The MD of the total quality of life score before and after
intervention (surgical or conservative) with 95 % CI was
considered the primary summary measure. If the MD was
not presented in the individual study, it was estimated by
Excel calculators. We pooled the score of same question-
naires to assess the common effect of a change in the quality
of life. We carried out a meta-analysis of five studies [16–20]
with 11 surgical interventions in which the Pelvic Floor
Distress Inventory Questionnaire (PFDI) and Pelvic Floor
Impact Questionnaire (PFIQ-7) were used. Only two studies
[2, 21] with conservative treatment were eligible to enter in
the meta-analysis in which the International Consultation on
Incontinence Questionnaire (ICIQ) were used. The hetero-
geneity between the articles was defined as P<0.1 or I2 index
>50 %. The I2 index was calculated as 100×(Cochrane’s Q -
df) / Cochrane’s Q [22, 23]. The random-effects model meta-
analysis was used of there was heterogeneity between the
studies. Egger’s test with a significant level of 0.05 was used
to evaluate the publication bias. STATA version 12 software

(Stata, College Station, TX, USA) was used for statistical
analysis.

This study was approved by the research and ethical
committees of Tehran University of Medical Sciences.

Results

We found 1,075 studies based on a defined search strategy.
After excluding 400 duplicated records, 675 studies were
screened according title and abstract. At the end of this step,
618 studies were excluded and the remaining 57 studies were
critically appraised. Thirty-two articles [2, 8, 14, 16–21,
24–46] were eligible for systematic review after critical
evaluation. We could not pool the mean difference of ten
articles in which social, mental and physical aspects of
quality of life were assessed owing to high heterogeneity.
Also, 15 articles [8, 24, 26, 27, 30, 33, 35, 36, 38–40, 43,
45–47] were excluded from meta-analysis because of the use
of different tools to evaluate the total score of quality of life.
Finally, we carried out a meta-analysis on just 7 studies
including 5 studies on surgical and 2 studies on conservative
treatments for POP (Fig. 1, Tables 1, 2 and 3). We pooled the
MD of the score for quality of life before and after surgery in
articles in which PFDI and PFIQ were used. We used the
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Fig. 1 The selection process
for the studies included
in the systematic
review/meta analysis
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Table 1 The main characteristics of eligible studies on the effectiveness of treatments on the quality of life in women with pelvic organ
prolapse

Intervention Instrument Domain
of QOL

Sample
size

Place
(country)

Year(s)
of study

Year of
publication

First author Reference

Surgery POP-SS T 66 Scotland 2005 2011 Madhuvrata [46]
ICI Ph

Surgery P-QOL T 90 Turkey 2006–2007 2008 Sivaslioglu [24]

Surgery RAND-36 M/Ph/S 82 Netherlands 1998–2000 2005 Roovers [25]

Conservative POP-SS T 47 Scotland 2003–2004 2009 Hagen [2]
ICIQ Ph

Surgery SUDI/S-110 T 95 Australia 1997–2000 2004 Maher [26]
SF-36 Ph

Surgery UDI T 94 USA 2004–2005 2009 Guerette [27, 47]
PISQ-12 Ph

Surgery P-QOL M/S/Ph 56 Brazil 2006–2008 2010 Feldner [28]

Surgery POP-Q M/S/Ph 190 Italy 2003–2005 2009 Natale [29]

Surgery UDI T 47 Italy 2002–2006 2008 Costantini [30]
IIQ

Conservative POP-Q Ph 109 USA 2006–2008 2010 Brækken [31]

Surgery POPDI T 99 USA 2006–2008 2011 Menefee 32
POP-Q

Conservative ICIQ T 91 Thailand 2008–2010 2012 Manonai [21]
Ph

Surgery UDI T 164 Australia 2004–2007 2008 Schierlitz [33]
IIQ

Surgery PISQ-12 Ph 154 France 2003–2005 2008 De Tayrac [34]

Surgery UDI T 72 USA 1999–2002 2004 Paraiso [35]
IIQ

Surgery APFQ T 95 Australia 2005–2008 2011 Maher [36]
P-QOL M/S/Ph

Surgery PFDI-20/PFIQ-7 T 78 USA 2007–2009 2011 Paraiso [16]
PISQ-12 Ph

Surgery IIQ M/S 66 Netherlands 2004–2006 2010 Dietz [37]
IIQ/UDI Ph

Surgery PFDI-20/PFIQ-7 T 65 USA 2007–2009 2012 Sokol [17]
UDI-6/PISQ-12 Ph

Surgery PFDI-20/PFIQ-7 T 76 USA 2006–2005 2008 Nguyen [18]
UDI-6/IIQ-7 Ph

Surgery IIQ-7 T 66 Perugia, Italy 2002–2004 2011 Costantini [38]
UDI-6

Conservative P-QOL M/S/Ph 37 Brazil 2008–2010 2011 Stüpp [14]

Surgery P-QOL T 60 Australia 2002–2003 2005 Jarvis [39]
Ph

Surgery UDI T 58 Australia 2002–2004 2010 Frawley [40]
IIQ

Surgery IIQ M/S/Ph 125 Netherland 2007–2009 2011 Vollebregt [41]

Surgery PFDI-20/PFIQ-7 T 106 USA 2004–2005 2006 Paraiso [19]
PISQ-12 Ph

Surgery SF-36 M/S/Ph 344 UK 2005–2006 2008 Ward [42]

Surgery UDI T 164 Australia 2006–2008 2012 Schierlitz [43]
IIQ-7 Ph

Surgery IIQ M/S/Ph 194 Netherlands 2006–2008 2011 Withagen [44]

Surgery PSI-SUDI T 139 Australia 2005–2007 2009 Carey [45]
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same approach to calculating the MD of the ICIQ score for
studies in which conservative treatments were considered.

Publication bias across studies

There was no evidence of publication bias in studies with
surgical treatments, but there was some evidence of that in
studies with conservative interventions. Egger’s test results
for publication bias are shown in Figs. 2, 3 and 4

Surgical interventions

A total of 28 studies [8, 16–20, 24–26, 28–30, 32–47] had
evaluated the effect of surgical interventions on total and other
aspects of quality of life. Out of 28 studies, 9 articles [20, 24,
30, 32, 33, 35, 38, 40, 45] had considered just the total quality
of life score (Table 1). Four articles had evaluated mesh
therapy versus other interventions [20, 24, 32, 45]. In each
group of interventions, the difference in quality of life scores

before and after surgery was calculated separately. Cystocele
prolapse repair [24], colporrhaphy, vaginal repair with mesh,
[45] and vaginal mesh, conventional repair [20], and graft in
the anterior vaginal wall [32] were various interventions in
these studies. In all studies but one [45] the group with mesh
intervention had a better quality of life after treatment than
before treatment.

In one study, the effect of physiotherapy was evaluated as
an adjunct with prolapse surgery. In this study the women in
the adjunct group had a better quality of life than the other
group [40]. Ten out of 32 studies had assessed the effect of
surgical interventions on social, mental, and physical aspects
of quality of life using different tools such as the RAND-36
(RAND 36-item Health Survey), the SF-36 (36-Item Short-
FormHealth Survey), the KHQ (King’s Health Questionnaire),
the POP-Q (Pelvic Organ Prolapse Questionnaire), the P-
QOL(Prolapse Quality of Life Questionnaire), and the IIQ
(Incontinence Impact on the Quality of life) [8, 14, 25, 28,
29, 36, 37, 41, 42, 44]. In these studies a variety of surgical

Table 1 (continued)

Intervention Instrument Domain
of QOL

Sample
size

Place
(country)

Year(s)
of study

Year of
publication

First author Reference

Surgery PFDI-20/PFIQ-7 T 65 USA 2007–2009 2010 Iglesia [20]

Surgery KHQ T 46 Scotland 2005–2007 2011 Abdel-Fattah [8]
M/S/Ph

T total, M mental, S social, PH physical, POP-SS Pelvic Organ Prolapse Symptom Score, ICI International Consultation on Incontinence, P-QOL
Prolapse Quality of Life Questionnaire, RAND-36 Research and Development 36-item Health Survey, ICIQ incontinence impact questionnaire,
SUDI Short Urogenital Distress Inventory, SF-36 36-Item Short-Form Health Survey, UDI Urogenital Distress Inventory, PISQ Prolapse/Urinary
Incontinence Sexual Questionnaire, POP-Q Pelvic Prolapse Questionnaire, IIQ Incontinence Impact on the Quality of life, POPDI Pelvic Organ
Prolapse Distress Inventory, APFQ Australian Pelvic Floor Questionnaire, PFDI Pelvic Floor Distress Inventory, PFIQ Pelvic Floor Impact
Questionnaire, PSI Prolapse Symptom Inventory, KHQ King’s Health Questionnaire

Table 2 Eligible articles on the effectiveness of surgical treatments on the quality of life in women with pelvic organ prolapse

Country n Type of surgery Mean difference Lower CI Upper CI Author Reference SD Q

USA 38 Laparoocolpopexy 79 60.23 97.77 Paraiso [16] 9.57 PFDI-20/PFIQ-7

USA 40 Robictic sacrocolpopexy 84 66.16 101.84 Paraiso [16] 9.1 PFDI-20/ PFIQ-7

USA 32 Vaginal R. mesh 70.4 48.85 91.95 Sokol [17] 10.99 PFDI-20/ PFIQ-7

USA 33 Con.vag.repair 111.4 89.97 132.83 Sokol [16] 10.93 PFDI-20 /PFIQ-7

USA 38 Ant.colporrhaphy 64 42.36 85.64 Nguyen [18] 11.04 PFDI-20/ PFIQ-7

USA 38 Vag. R. mesh 74 56.09 91.91 Nguyen [18] 9.13 PFDI-20/ PFIQ-7

USA 37 PC 75 51.51 98.49 Paraiso [19] 11.98 PFDI-20/ PFIQ-7

USA 37 SS 100 69.8 130.2 Paraiso [19] 15.4 PFDI-20/ PFIQ-7

USA 32 GA 82 55.81 108.19 Paraiso [19] 13.36 PFDI-20/ PFIQ-7

USA 32 Mesh 57.1 41.23 72.97 Iglesia [20] 8.09 PFDI-20/ PFIQ-7

USA 33 Traditional. S 114.2 95.19 133.21 Iglesia [20] 9.69 PFDI-20/PFIQ-7

CI confidence interval, SD standard deviation of score, Q questionnaire, PFDI-20 pelvic floor distress inventory questionnaire, PFIQ-7 pelvic floor
impact questionnaire, PC posterior colporrhaphy, SS site-specific rectocele repair, GA site-specific rectocele repair with graft
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methods were used. The results of these surgical interventions
with regard to mental and social aspects of the quality of life
were very different. Also, 19 studies evaluated the physical
aspects of the quality of life after surgery [8, 16–18, 21,
25–29, 34, 36, 37, 39, 41–44, 46]. Various tools such as
the SF36, the UDI (Urogenital Distress Inventory), the
IIQ, the KHQ, the ICI (International Consultation on
Incontinence), the RAND-36, the SF-36, the PISQ-12
(Prolapse/Urinary Incontinence Sexual Questionnaire), the P-
QOL, and the POP-Q (Pelvic Organ Prolapse Quantification
system) were used in the studies mentioned. In all 19 articles,
the physical aspect of the quality of life was better after
treatment than before intervention.

The first study using the PFDI and PFIQ-7 in our meta-
analysis compared conventional laparoscopic and robot-
assisted laparoscopic sacrocolpopexy as different interven-
tions for vaginal apex prolapse in a single-center, blinded,
randomized trial. The authors showed that the robotic ap-
proach has a longer operating time, with high pain and cost
versus laparoscopic sacrocolpopexy. Finally, this study
showed that laparoscopic sacrocolpopexy can improve QOL
more than intervention [16].

The second study was a randomized controlled trial that
had compared vaginal prolapse repair with and without mesh.
The authors showed that there is no significant difference in
the improvement of QOL between groups. Objective and

Table 3 Eligible articles on the effectiveness of conservative treatments on the quality of life in women with pelvic organ prolapse

Country n Type of treatment Mean difference Lower CI Upper CI Author Year SD Q

Scotland 23 Pelvic floor muscle training 0.21 −6.19 6.61 Hagen [2] 3.26 ICIQ

Thailand 45 Colpexin sphere + exercise 0.93 −0.04 1.9 Manonai [21] 2.3 ICIQ

CI confidence interval, SD standard deviation of score, Q questionnaire, ICIQ incontinence impact questionnaire

MeanDifference
0 133.192
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subjective recovery were seen after vaginal prolapse repair
with or without mesh [17].

The other study had evaluated outcomes of a randomized
controlled trial comparing polypropylene mesh-reinforced
anterior vaginal prolapse repair versus anterior colporrhaphy.
This study showed that repair with polypropylene mesh
reinforcement has a lower anatomical recurrence than ante-
rior colporrhaphy at 1 year. However, QOL was improved in
both groups [18].

There was a study in which the outcomes of three different
rectocele repair techniques were compared. In this study, the
results of posterior colporrhaphy and site-specific rectocele
repairs were similar in anatomical and functional outcomes.
The addition of a porcine-derived graft did not improve the
anatomical outcomes. All three methods resulted an obvious
improvement in QOL [19].

Finally, the last study had examined the outcomes of
traditional vaginal prolapse surgery without mesh versus
vaginal surgery with mesh in a double-blind, multicenter,
randomized, controlled trial. There was no significant differ-
ence in overall objective and subjective healing rates be-
tween the two groups [20].

The MD in changing the total quality of life score with
95 % CI for surgical treatment using the PFDI was 74.03
(66.36–81.69; Fig. 2). The mean difference in changing the
total quality of life score with 95 % CI for surgical treatment
using the PFIQ-7 was 44.57 (22.53–66.65; Fig. 3).

Conservative interventions

We included four studies [2, 14, 21, 31] in the systematic
review to assess the effect of conservative interventions on
quality of life. One study had assessed mental, social, and
physical aspects of QOL [14]. In this study pelvic floor muscle
training for the treatment of pelvic organ prolapse was evalu-
ated in an assessor-blinded, randomized, controlled trial. The
authors could not show any significant difference in changing
the quality of life score based on social, mental, and physical
aspects of the quality of life [14].

All four articles had evaluated the physical aspects of QOL
after conservative interventions using different tools [2, 14,
21, 31]. Two studies had evaluated the effect of pelvic floor
training (PFT) on the total quality of life in women with
prolapse using the ICIQ [2, 21] .
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We used these two studies in meta-analysis to assess the
effect of PFT on QOL. The first one was a multi-centre
randomized controlled trial in which pelvic floor muscle train-
ing (PFMT) was assessed on POP. The second study had
evaluated the effect of the Colpexin sphere on pelvic floor
muscle strength, quality of life, and prolapse stage [21].

The mean difference in changing of the total quality of life
score with 95 % CI using the ICIQ in these two studies was
1.32 (−2.84 to 5.48) for conservative treatments (Fig. 3).

Discussion

In this systematic review/meta-analysis we found that surgical
interventions could improve the total quality of life in women
with pelvic organ prolapse. In particular mesh repair in pelvic
organ prolapse surgery can improve quality of life in women
versus specific repair, graft, and conventional repair. Only in
one study did colporrhaphy have a better impact on the quality
of life versus mesh in vaginal repair [45]. Improvement in the
prolapse and urinary subscales of the PFDI-20 and PFIQ-7

were more significant in the polypropylene mesh cure than the
anterior colporrhaphy group [18]. The effect of physiotherapy
as an adjunct to prolapse surgery was very effective in im-
proving quality of life [21]. Some studies had assessed social,
mental, and physical aspects of quality of life with different
tools [8, 25, 28, 29, 36, 37, 41, 42, 44]. We could not carry out
a meta-analysis on these studies owing to high heterogeneity
(based on I2) and using different devices. Based on a system-
atic review of these studies, we found that surgical interven-
tions can improve the physical aspects of QOL too. Physical
role and function improve after surgical interventions, such as
tension-free vaginal tape and colposuspension [42].

Two out of four studies on PFT interventions evaluated
total QOL [2, 21] with the same measures (ICIQ). In the first
one, two groups under study (PFMT versus lifestyle advice
sheet ) had a better QOL over time without any significant
difference between groups [2]. There were no reports on the
significant difference in ICIQ score over time in this study. In
the second study the Colpexin sphere plus pelvic floor mus-
cle exercise (intervention group) had been used versus exer-
cise only (control group). The authors showed that QOL was
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better after intervention in both groups [21]. In this study
there was no significant difference for the QOL domain of
the ICIQ score in both groups after 16 weeks of intervention
compared with baseline. However, in a meta-analysis of
these two studies we could not find any significant difference
in ICIQ score over time. The main reason could be the small
sample size (just two studies) in the meta-analysis. The other
reason could be the actual effect of these interventions on
QOL in women with POP. This means that these interventions
could not change QOL significantly over time. Also, assess-
ment of heterogeneity for these two papers could be not
significant owing to the small sample size. This is a common
problem with meta-analysis if there are only a few articles.
Because of low number of papers included, the chance of a
type two error could be increased. Therefore, we could not
reject the null hypothesis of low heterogeneity.

There was no significant improvement in the physical,
mental, and social aspects of QOL in patients with POP in
another study of the use of PFMT as a conservative inter-
vention either [14]. This study was not included in the meta-
analysis owing to the use of different tools to assess QOL.

We found that women who had undergone multiple sur-
gical procedures such as vaginal, abdominal, laparoscopic,
or robotic surgery, had a better QOL compared with pre-
intervention stage. Also, surgical interventions were effec-
tive in improving mental, social, and physical aspects of
quality of life. One explanation for these findings is the rapid
improvement of symptoms such as urinary incontinence,
pelvic pain, dyspareunia, and fecal incontinence which leads
to improvement, especially of the physical aspects of the
quality of life [48]. Although postoperative outcomes such
as bleeding, postoperative pain, anemia, enforced bed rest,
and fasting in the first few hours after surgery are very
uncomfortable, the benefits gained from the rapid improve-
ment of symptoms could compensate for these complications
[49].In some patients, postoperative complications such as
recurrent prolapse many years after surgery can cause the
patients to require surgery again [50]. However, the patient’s
quality of life improvement and rapid recovery after surgery
makes this intervention less unpleasant for them. Conservative
therapies such as exercise and PFMT did not incur the com-
plications of surgery [21, 25]. Our study showed that
these treatments are not effective in improving the quality
of life of patients. One explanation for this finding is that
conservative treatments are only useful in the early stages
of prolapse and are not for the most part useful in ad-
vanced prolapse [39]. Ghroubi et al. mentioned that conser-
vative interventions are effective in the primary stages of
pelvic organ prolapse. These interventions can improve clin-
ical symptoms and urodynamic parameters, even up to 2 years
after treatment [51].

The majority of patients with prolapse see a doctor when
their disease has progressed and conservative therapy is no

longer useful. This could be another explanation for our
findings regarding the effect of PFT treatment on quality of
life. It is very important to know that there is no single
procedure that improves all prolapse symptoms. Finally,
the most important explanation could be the heterogeneity
of results and using different tools to avoid us having to pool
MD for PFT interventions.

The balance between profit and loss for surgical proce-
dures, such as the duration of the operation, the longer time
needed to return to daily activities, and increases in the cost of
the procedure should be used for decision making and
selecting the type of procedure in the approach to prolapse.

We reduced the heterogeneity of the results by using
subgroup analysis. To achieve this goal, only the studies that
had used PFDI and PFIQ-7 in conjunction were included in
the meta-analysis of surgical treatments. We used the ICIQ
for a meta-analysis of the effectiveness of PFT. However,
heterogeneity was seen despite this subgroup selection for
PFT interventions.

Finally, there is a strong need to conduct further clinical
trials in the broad aspects of pelvic prolapse and an under-
standing of women’s issues arising from complications of
prolapse is required.

We carried out a wide search to find relevant studies on
changing the quality of life of women after treatment for
prolapse. This is the first systematic review on the quality of
life of women with prolapse. This study provided powerful
evidence of an improvement in the quality of life after
surgical treatment for prolapse. Although we tried to avoid
bias and errors to identify studies, our study has some limi-
tations. One important limitation was about using different
tools to assess quality of life in articles. This problem pro-
vided a few studies to use in the meta-analysis and calcula-
tion of a pooled effect size, especially for PFT. Also, there
was such a wide range of surgical and conservative treat-
ments for prolapse that pooling them was impossible owing
to their heterogeneity. The other limitation could be the
language restriction of articles to English. This may limit
the generalizability of our results.

In conclusion, we found that surgical interventions to treat
prolapse can improve quality of life for women. There was a
relative effect of PFT treatments on the total quality of life of
womenwith prolapse in systematic review. This effect was not
seen in the meta-analysis, probably because we found few
eligible studies to be able to pool the effect size.
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