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Clinical study of pelvic organ prolapse by using three—dimensional transperineal ultrasound combined with strain elastography

[ Abstract ] Objective To evaluate the value of transperineal pelvic floor three—dimensional ultrasound combined with strain elastography in
the diagnosis of pelvic organ prolapse. Methods Transperineal pelvic floor three—dimensional ultrasound and strain elastography was performed
on postpartum women 6 to 12 weeks after parturition ( postpartum group) . Used the central axis line of the symphysis pubis as the baseline,
of which the Tine at an angle of 135 degrees was used as the reference line. Measured distance from bladder neck to reference line, area of levator
ani muscle hiatus at resting and Valsalva maneuver, as well as movement degree of bladder neck, distance of the posterior wall of the bladder from
the reference Tine, etc. Then conventional perineal ultrasound was used to respectively locate the puborectalis muscle for strain elastography.
Strain value of puborectalis muscle was obtained. Compared with healthy adult women without pregnancy ( controlgroup) to assess the bladder prolapse
of the postpartum women. Results The movement degree of bladder neck, area of levator ani muscle hiatus, maximum strain of pubic rectum muscle
in postpartum group was higher than those in control group. Distance from bladder neck to reference line, the movement degree of bladder neck,
area of Tevator ani muscle hiatus, distance of the posterior wall of the bladder from the reference line, and the maximum strain of pubic rectum
muscle are related to bladder prolapse on univariate analysis. The distance from bladder neck to reference line (Valsalva maneuver) and maximum
strain of pubic rectum muscle are correlated with the bladder prolapse on multivariate analysis. According to the receiver operating characteristic
curve, the area under curve of the movement degree of bladder neck in the diagnosis of bladder prolapse was 0.776 (95% CI 67.6% ~ 88.5%) . With
the movement degree of bladder neck 23.65 mm as the cut—off value, the sensitivity and specificity for the diagnosis of bladder prolapse was 68.4%
and 83.3%, respectively. Conclusion The three—dimensional perineal pelvic floor ultrasound can accurately diagnose pelvic organ prolapse, and the
distance from the bladder neck to the reference line (Valsalva maneuver) can be used as reliable indicator for predicting bladder prolapse.

[ Key words ] Transperineal; Three—dimensional ultrasound; Strain elastography; Bladder prolapse
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