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Introduction: This study aimed to evaluate the acceptance of self-management of a pessary and its associated
factors in patients with pelvic organ prolapse (POP).

Methods: Patients with POP attending one of the three gynaecological outpatient clinics who planned to use or were
using pessaries were invited to participate. Participants were asked to complete a six-item questionnaire: whether
they had used a pessary before; whether they were aware of self-management of the pessary; whether they would
opt for self-management of the pessary; what the reasons were for learning self-management; and what the reasons
were for not using or stopping using the pessary, if applicable. Factors associated with their choices were evaluated.
Results: In total, 301 participants were included in the analysis. The mean age of the participants was 71.1 years,
and the median parity was two. Most had stage | to Il POP and were current users of pessaries. Overall, 53.5% of
participants agreed to learn to self-manage the pessary; they were more likely to be younger, sexually active, and
aware of self-managing a pessary.

Conclusions: Self-management of a pessary is an acceptable option for POP. Most participants agreed to learn

self-management, and therefore patient education and encouragement should be aimed at.
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Introduction

Pelvic organ prolapse (POP) is a common
gynaecological condition worldwide, with prevalence
ranging from 9% to 41%'3. It affects daily living and
quality of life. The lifetime risk for women requiring
surgical treatment for a POP is 11% to 19%*°. Yet, surgical
treatment is associated with anaesthetic and surgical risks,
and there is a long waiting time for an operation in the
public sector. Thus, the use of a pessary is invaluable while
awaiting definitive surgical treatment.

Conservative measures such as pelvic floor exercises
and pessaries are recommended as first-line management
for a POP. A pessary can relieve the symptoms of prolapse
and is effective in treating prolapse in the advanced stages’.
It has been recommended by the National Institute for
Health and Care Excellence and the American College of
Obstetricians and Gynecologists®®. However, pessaries may
increase vaginal discharge, vaginal discomfort, bleeding,
and ulceration”'. It requires long-term follow-up (every
3-6 months) to change or cleanse pessaries. This increases
the burden to the public healthcare system in terms of costs
and waiting time.

Self-management of a pessary by patients is cost-
effective and can reduce complication rates'®!!. Patients are
encouraged to learn to remove and insert the pessary for
their daily living and schedule. Of all pessary users, 18% to
53% were offered self-management'*"*. Self-management
is associated with the continued use of a pessary for POP,
despite inconsistent evidence'*.

In Hong Kong, self-management of a pessary
by patients is uncommon. This study aimed to evaluate
the acceptance of self-management of a pessary and its
associated factors in patients with POP.

Materials and methods

Patients with POP attending the gynaecological
outpatient clinics of Alice Ho Miu Ling Nethersole Hospital,
Kwong Wah Hospital, or Prince of Wales Hospital between
November 2023 and April 2024 who planned to use or were
using pessaries were invited to participate. Patients were
excluded if they could not understand the questionnaire,
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had limited physical dexterity, were pregnant, or aged <18
years.

Participants were provided with an information
sheet introducing the pessary and its self-management.
Participants were asked to complete a six-item questionnaire:
whether they had used a pessary before; whether they were
aware of self-management of the pessary; whether they
would opt for self-management of the pessary; what the
reasons were for learning self-management; and what the
reasons were for not using or stopping using the pessary, if
applicable.

Baseline characteristics and symptoms of POP
were collected by clinicians. Data collected included
age, education level, past obstetric history, history of any
obstetric anal sphincter injuries, menopausal status, sexual
activities, body mass index, duration of symptoms, and
prior use of a pessary. The stage of the POP was based on
the POP quantification system.

The sample size was calculated using the formula:
n=NxX/(X+N-1), where X=7 ‘*-p(1-p)/MOE* (Z ,
denotes the critical value of the normal distribution at
a/2; MOE denotes the margin of error; p denotes the
sample proportion; and N denotes the population size).
Finite population correction was applied to the sample
size formula. The sample size was estimated to be >270,
assuming a 5% margin of error, 90% confidence interval,
and a population of around 100 000.

Statistical analysis was performed using SPSS
(Windows version 24.0; IBM Corp, Armonk [NY], United
States). Associations between variables and acceptance of
self-management were assessed using Fisher’s exact test
or Chi-squared test for qualitative variables and Student’s
t-test for quantitative variables. A p value of <0.05 was
considered statistically significant.

Results

Of 461 patients invited, 333 (72.2%) agreed to
participate. Of these, 32 were excluded owing to incomplete
questionnaire (n=22), duplicated recruitment (n=2), use
of donut or Gellhorn pessaries (n=6), or the absence of
POP at the time of recruitment (n=2). The remaining 301
participants were included in the analysis (Table 1).

The mean age of the participants was 71.1+8.9
years, and the median parity was two. Most had stage I to II
POP and were current users of pessaries. Overall, 53.5% of
participants agreed to learn to self-manage the pessary; they

Table 1. Acceptance of self-management of a
pessary among participants
Variable Self-management of a P
pessary” Value
Agree Disagree
(n=161) (n=140)
Age,y 69.0+9.2  735+8.1 <0.001
Body mass index, kg/m> 24.5+30  244+32 0334
Parity 0.485
0 1(0.6) 0
1 23(143) 16(114)
=2 137 (85) 124 (88.6)
History of instrumental 0.62
delivery
No 147 (91.3) 130(92.9)
Yes 14 (8.7) 10 (7.1)
History of any obstetric 0.317
anal sphincter injuries
Yes 2(1.2) 4(29)
No 159 (98.8) 136 (97.1)
Menopausal status 0.876
Menopaused 148 (919) 128 (914)
Premenopausal 13 (8.1) 12 (8.6)
Current status of sexual 0.012
activity
Active 30 (18.6) 12 (8.6)
Inactive 131 (81.4) 126 (90)
Education level
Unknown 32(199) 39279 007
Nil 11 (6.8) 14 (10)
Primary 58 (36) 55(39.3)
Secondary 57 (354) 29 (20.7)
Tertiary 3(1.9) 32.0)
Stage of prolapse
I 38(23.6) 38(27.1) 0.123
I 88 (54.7) T8 (55.7)
I 28 (17.4) 13(9.3)
v 5@3.1) 9(64)
Duration of symptoms 044
of prolapse, y
<1 6 (3.7) 2(14)
1-2 34 (21.1) 23(164)
3-5 50 (31.1) 43 (30.7)
6-10 36 (224)  32(229)
>10 35(21.77) 40 (28.6)
Have you used pessary 0.16
before?
Never 16 (3.7) 7(5)
Current use 140 (87.0) 131 (93.6)
Ever user 5@.1) 2(1.4)
Duration of pessary use, y 0.196
0-1 57(354) 33(23.6)
>1-2 23(143) 23 (164)
3-5 35217 30214
6-10 27(16.8)  33(23.6)
>10 19(11.8)  21(15)
Do you know about 0.03
self-management of a
pessary?
Yes 69 (429) 43 (30.7)
No 92 (57.1) 97 (69.3)

* Data are presented as mean + standard deviation or No. (%)
of participants



were more likely to be younger, sexually active, and aware
of self-managing a pessary. Table 2 shows the reasons for
agreeing or disagreeing to practise self-management of a

ring pessary.

Discussion

Of the participants, 53.5% agreed to self-manage
a pessary after receiving adequate explanation and
education, and only 37.2% had heard of self-management
before this survey. Participants with higher acceptance of
self-managing the pessary were those who had knowledge
about self-management or were younger or sexually active.
Thus, promoting self-management, as early as possible,
to all patients requiring pessaries is crucial to increase its
acceptance.

Participants who were sexually active had higher
acceptance of self-managing a pessary. This is likely
due to the benefit of being able to remove the pessary
before coitus. Acceptance of self-managing a pessary
was not associated with education level, parity, history of
instrumental delivery, history of obstetric anal sphincter
injuries, severity and duration of POP, or duration of pessary

Table 2. Reasons for agreeing/disagreeing self-
management of a pessary

Agree to practise self-management No. (%) of
(n=161) participants”
Able to self-manage 139 (86.3)
Can reduce the number of clinic follow-ups 91 (56.5)
Can reduce the occurrence of vaginal 63 (39.1)
bleeding/discharge

Can rest vaginal mucosa 57 (354)
Can remove before coitus 13(8.1)
Others: less painful (n=3), less risk of 16 (9.9)
infection (n=6), can avoid a clinical

procedure (n=6), undergoing chemotherapy

(n=1)

Disagree to practise self-management

(n=140)

Lack confidence 97 (69.3)
Fear of learning failure 60 (42.9)
Prefer clinic-based management 55(39.3)
Fear of hurting vagina, pessary 51 (364)
malposition, or bleeding

Sounds troublesome 50 (35.7)
Fear of touching vagina 28 (20.0)
Only planned for short-term use 23(164)
Other: pessary is expensive (n=1) 1(0.71)

* Multiple reasons are allowed

Self-management of pessary

use. This suggests that self-management of a pessary can
be promoted at any time during the patient’s journey. Self-
management can reduce both short-term and long-term
pessary-related complications and is cost-effective''.

Participants who agreed to self-manage a pessary
were largely those who wanted autonomy over use and
care, and/or decreases in the number of follow-ups and
complications such as per vagina bleeding and discharge,
whereas participants who declined self-management
were mainly as a result of lack of confidence, fear of
failure to learn and/or fear of hurting the vagina, pessary
malposition, or bleeding; they perceived self-management
as troublesome and preferred clinic-based management.
Patient education and encouragement may promote self-

management of a pessary.

Our findings provide perspectives on the promotion
of self-managing a pessary for POP. Early education on self-
management should be provided at the initial presentation.
Patients, especially young, sexually active patients, should
be counselled on the advantages of self-management in
reducing the number of follow-ups and complications.
Patients should be empowered to learn self-management
for the benefit of patient autonomy. The misconception of
self-management being troublesome should be clarified.
Adequate support should be provided so that patients can
be confident when handling minor complications.

There were limitations to the present study. Only
views on acceptance were explored, but the success rate of
self-replacement was not assessed. Patients’ ability to learn
self-management has been shown to be high in Caucasian
populations'é. There could be selection bias because the
views of patients who refused to participate were not
included. The views of patients who opted for conservative
or surgical management may not be included, because
they had been preoccupied with alternative options before
acquiring knowledge about self-managing a pessary.

Conclusions

Self-management of a pessary is an acceptable
option for POP. Most participants agreed to learn self-
and education and

management, therefore patient

encouragement should be aimed at.
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