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Objectives

·Recognize the risk factors for pelvic organ prolapse.

·Review the potential symptoms of prolapse which may 
be elicited on history.

·Complete a detailed pelvic exam for prolapse, including 
grading of prolapse.

· Know the options for conservative management of 
prolapse.

·Discuss surgical treatment of prolapse with a focus on 
repair of apical defects (uterine/vault).

·Consider the pros and cons of vaginal versus 
abdominal approach to apical repairs.

·Demonstrate the presence of latent stress incontinence 
and counsel patients about whether or not it should be 
treated.

·Conclusions   



Introduction

·Pelvic prolapse is a common problem seen in 
30-50% of the general population.1,2

·Only 10-20% of women with prolapse seek 
treatment.2

·The lifetime risk of having surgery for 
prolapse or incontinence is 11%, ie. 1 in 9.3

·Up to 1/3 of surgeries are repeat 
procedures.3

·Although it is rarely life-threatening, prolapse 
can have a major effect on quality of life.



Risk Factors

·Non-modifiable
ƁAging

ƁMenopause

ƁGenetic

ƁRace (White, Hispanic)

ƁNeuropathy/myopathy

ƁConnective tissue 
disorder

·Modifiable
ƁObesity (BMI>30)

ƁSmoking

ƁChronic cough

ƁConstipation

ƁRecreational or 
occupational activities 
(eg. Heavy lifting)

ƁPregnancy

ƁVaginal delivery

ƁPrevious pelvic surgery, 
especially hysterectomy 
for prolapse



Types of Prolapse

·Anterior Compartment

ƁCystocele

·Posterior Compartment

ƁRectocele

ƁPerineal defect

·Middle/Apical Compartment

ƁUterus or vaginal vault

ƁEnterocele ïcul-de-sac peritoneum or 

small bowel



Symptoms

· Prolapse
ƁPelvic pressure/heaviness

ƁProtrusion/bulge

ƁLow back pain?

·Urinary
ƁStress incontinence or latent stress incontinence

ƁVoiding dysfunction ïhesitancy, incomplete emptying, 
frequency, urgency

ƁRecurrent UTIs

·Defecatory
ƁExcessive straining, incomplete emptying

ƁNeed for perineal/vaginal pressure to empty rectum

· Sexual

· Postmenopausal bleeding



Physical Exam
· Gold standard for diagnosis is careful inspection

· Assess the extent of prolapse in each compartment

ƁPosterior blade of Graveôs speculum

ƁValsalva or cough

ƁConsider standing exam

· Perineal support

· Estrogen status

· Urethral hypermobility

· Stress incontinence, including latent stress incontinence with 
the prolapse reduced

· Bimanual exam:  R/O masses 

ƁDemonstrate Kegel 

· Rectal exam:  Anal sphincter tone

ƁRectocele vs enterocele



Grading of Pelvic Prolapse

·Different ways to grade prolapse ï

pick your way and be consistent

·POP-Q4

Ɓ9 locations on vulva and vagina in cm 

relative to hymen

ƁGold standard

ƁUsed in studies to report research results

ƁToo detailed for clinical use







Grading of Pelvic Organ 

Prolapse
·Baden-Walker System:5

ƁGrade 0 ïnormal position for each site

ƁGrade 1 ïdescent halfway to hymen

ƁGrade 2 ïdescent to hymen

ƁGrade 3 ïdescent halfway past hymen

ƁGrade 4 ïmaximum possible descent for 
each site (complete procidentia or vaginal 
vault eversion)

·Record grade for each compartment

·Note that grade does not equal 
symptoms.



Testing

·Urine culture

·Postvoid residual (<100ml)

·Urodynamics may be helpful in certain 

cases



Treatment of Pelvic Prolapse

·Conservative

ƁExpectant

ƁSymptom-directed

ƁPelvic Floor Exercises

ƁPessary

·Surgical



Conservative Treatment

·Observation/expectant
ƁMild to moderate prolapse

ƁNo significant symptoms

ƁIn advanced prolapse with no symptoms ï
rule out urinary retention, erosions

ƁArrange follow-up

·Symptom-directed therapy
ƁRegulate BMs and prevent straining ïfluids 

(6-8 glasses/day), fiber, stool softeners, 
laxatives PRN

ƁLifestyle changes, weight loss, exercise, etc



Conservative Treatment

·Pelvic Floor Exercises
ƁNo direct evidence of benefit for prolapse

ƁEffective for urinary incontinence, 
especially stress incontinence6

ƁCochrane review 20097

¶Only 3 eligible studies, each with limitations

¶Some encouragement from feasibility study -
47 women randomized to Kegelôs with 
physiotherapist vs no intervention

¶Larger, better quality RCTs needed 

ƁConsider referral to Physio



Conservative Treatment

·Pessary
ƁUp to 75% of women can be fitted successfully8,9,10

ƁOf those who are fitted, about 50% continue to use 
the pessary after 1 year8,9,10

ƁUnsuccessful fitting - short vaginal length (< 7cm), 
wide introitus/deficient perineum (4 fingerbreadths)11

ƁAnterior and apical defects seem to be more 
amenable to pessary treatment.

ƁMost commonly used ïring, Gelhorn

ƁSelf care or visits every 3-4 months

ƁLocal estrogen to prevent erosions

ƁCochrane review (2004) found there were no RCTs 
on which to gauge effectiveness12





Surgical Treatment

·Reconstructive *
ƁGoals:
¶Restore normal anatomy

¶Relieve or improve prolapse symptoms

¶Maintain or improve sexual function

¶Relieve urinary and bowel symptoms, if possible

ƁNeed to correct defect in each compartment

ƁCounsel that bulge will be reduced, but symptoms 
may not all improve 

·Obliterative
ƁColpocleisis

ƁGoal:  symptom relief

ƁReserved for women who are not sexually active, 
medically unfit for major surgery



Surgical Treatment

·Anterior Compartment
ƁAnterior repair

ƁParavaginal repair

·Posterior Compartment
ƁPosterior repair

ƁPerineorrhaphy

·Apical Compartment * 
ƁUterus or Vaginal Vault

ƁPossible Enterocele

·Anti-incontinence Surgery?



Vaginal Apical Repair

·Hysterectomy if uterine prolapse

· Procedure to suspend the apex
ƁVaginal:  
¶McCallôs culdoplasty*

¶Sacrospinous ligament suspension (SSVVF)*

¶Uterosacral ligament suspension

¶Iliococcygeus suspension

ƁAbdominal:  Abdominal sacrocolpopexy*

· Enterocele repair

·Coexisting anterior and posterior defect repairs
ƁApproximately 2/3 of women have coexistent cystocele or 

rectocele with vault prolapse13

· Anti-incontinence surgery as needed
ƁMidurethral sling (eg. TVT, TOT, etc.)

ƁBurch procedure



Vaginal Apical Repair

·When hysterectomy is performed for 

uterine prolapse, hysterectomy alone 

(or hysterectomy with colporrhaphy) is 

not adequate. 

·Similarly,  A & P repair is not adequate 

to treat vaginal vault prolapse.

·A specific vaginal vault procedure 

must be performed.



When I first came to Fredericton

·Uterine prolapse

ƁGrade 1 to 2 ïVaginal hyst, McCallôs culdoplasty

ƁGrade 3 to 4 ïoffer referral to Halifax for vaginal 
hyst and SSVVF, reluctant to do sacrocolpopexy 
with hyst due to infection and erosion risk

·Vaginal vault prolapse

ƁAbdominal sacrocolpopexy

ƁOffer referral to Halifax for vaginal approach ïie. 
SSVVF

ƁRecommend referral for vaginal approach if 
medical comorbidities or multiple abdominal 
surgeries



Current Practice in Fredericton

·Uterine prolapse
ƁGrade 1 to 2 ïVaginal hyst, McCallôs 

culdoplasty

ƁGrade 3 to 4 (beyond hymen) ïVaginal hyst, 
SSVVF

·Vaginal Vault prolapse
ƁFavor vaginal approach ïSSVVF

ƁOffer abdominal sacrocolpopexy

ƁRecommend abdominal approach if need 
laparotomy otherwise (eg. BSO) or vagina 
shortened and unlikely to reach sacrospinous 
ligament



McCallôs Culdoplasty

·Prophylactic or therapeutic

·Grade 1 to 2 uterine prolapse

· If uterus is beyond hymen, probably not going to 
be adequate

·Success rates of 89-90% at maintaining vault 
support in mild to moderate prolapse14,15

·Principle:  obliterate cul-de-sac, bring uterosacral 
ligaments together, pull vault superiorly

·Variations in technique:
ƁExternal vs internal

ƁOne vs two sutures

ƁPermanent vs delayed absorbable vs absorbable

·Cystoscopy to R/O ureteric injury



McCallôs Culdoplasty

·My technique:

ƁExternal, single, absorbable

ƁPosterior vaginal mucosa to posterior 

peritoneum, left uterosacral ligament, 

pursestring peritoneum as high up as 

safe, right uterosacral, back out through 

posterior peritoneum and mucosa to be 

tied

ƁTie after vault closed





Sacrospinous vaginal vault 

fixation (SSVVF)
·Most commonly used vaginal 

approach to repair apical defect

·Success rates: 

ƁSubjective ï70-94%16,17

ƁObjective ï63-97%16,17,18

·Most failures are anterior wall, less 

commonly apex and posterior wall

·Recurrent vault prolapse: 1-8%18,19, 8-

18%17



Sacrospinous Vaginal Vault 

Fixation
·Technique:
ƁIncise perineal skin and posterior vaginal mucosa

ƁOpen rectovaginal space

ƁPenetrate rectal pillar overlying ischial spine to enter 
pararectal space

ƁIdentify any enterocele, ligate and excise sac

ƁIdentify sacrospinous ligament-coccygeus muscle 
complex

ƁPlace suture in ligament 2 to 3 cm medial to spine

ƁFix end of suture to underside of vault mucosa

ƁRepair upper part of posterior repair

ƁPull pulley stitch to elevate vault & tie suture(s)

ƁComplete posterior repair and perineorrhaphy















Sacrospinous Vaginal Vault 

Fixation
·May do unilateral or bilateral
·Traditionally done unilateral on right side
·No studies comparing unilateral vs 

bilateral
·We do bilateral unless not enough width 

to vagina, consider abdominal approach
·Bilateral more anatomical, particularly if 

sexually active
·Note:  can also do anterior approach with 

Capio device
·Suture:  Permanent ïeg. #1 Ethibond 



Sacrospinous Vaginal Vault 

Fixation
·Risks:
ƁBladder injury

ƁRectal injury

ƁHemorrhage - Pudendal or inferior gluteal vessel 
injury

ƁNerve injury  
¶Small nerves ïbuttock pain 3%, usually resolves16,17

¶Posterior cutaneous, sciatic or pudendal nerve ïimmediate 
severe gluteal pain radiating down leg, possible perineal 
paresthesias - need to remove suture immediately

·Cons:
ƁPosterior and lateral deviation may predispose to 

anterior prolapse

ƁMore difficult to teach



Sacrospinous Vaginal Vault 

Fixation
·Extra instruments needed:

ƁBreisky Navratil retractor

ƁMiya hook

ƁPosterior blade of Graveôs speculum

ƁLong hemostat

·Extra training:

ƁTo Halifax to observe

ƁVisiting professor from Halifax

ƁPractice together (2 gynecologists)







Abdominal Sacrocolpopexy 

(ASC)
· Success rate:  78-100%16,18

· Technique:

ƁLaparotomy

ƁPeritoneum dissected off vaginal apex 

ƁPolypropylene mesh, fashioned in Y configuration, affixed to 
vaginal apex anteriorly and posteriorly

ƁDissect peritoneum off anterior sacral ligament at level of sacral 
promontory and attach third arm of mesh ïone to two permanent 
sutures

ƁEnsure no tension on mesh

· Variations on technique:

ƁShape of mesh

ƁNumber of sutures

ƁReperitonealize over mesh

ƁObliterate deep cul-de-sac to prevent enterocele (eg. 
Moschowitz)











Abdominal Sacrocolpopexy

·Complications:

· Bowel, bladder, ureteric injury

· Intraoperative hemorrhage
ƁLacerated sacral veins retract into sacrum

· Laparotomy
ƁPost op ileus

ƁAdhesions, small bowel obstruction

ƁIn one study, 18% GI symptoms, 5.9% documented ileus or 
SBO (1.2% reoperated, 3.4% readmitted, 3.4% long initial 
stay)20

·Graft infection or erosion
ƁMesh erosion higher if vagina entered, thus reluctant to do 

ASC at time of hysterectomy

ƁRisk of mesh erosion about 5-9% overall21,22

ƁRates of up to 40% if vagina entered16,21



Abdominal vs Vaginal Approach

·Cochrane Review 200723

·3 eligible RCTs comparing SSVVF to ASC

·Clinically heterogeneous groups

·Benefits of ASC:

ƁĎ recurrent vault prolapse - 3.6% vs 15.3%

ƁĎ failure (>stage 2) ï5.8% vs 19.7%
¶Note:  most failures are anterior compartment in 

both

ƁĎpost-op dyspareunia ï15.6% vs 36%

ƁĎpost-op stress incontinence ï29.7% vs 
34.1%

ƁLonger time to recurrence



Abdominal vs Vaginal Approach

·Cochrane Review 2007

·Disadvantages of ASC:
ƁLonger OR time

ƁLonger recovery time

ƁMore expensive

·Bowel outcomes and adverse events too few 
to R/O clinically important differences

·No difference in:
ƁReoperation for stress incontinence

ƁReoperation for prolapse

ƁSubjective prolapse symptoms

ƁPatient satisfaction



Abdominal vs Vaginal Approach

·1) Benson et al 199624

·40 ASC +/- Burch

·48 bilateral SSVVF +/- needle 

suspension

·Success:  84% ASC vs 67% SSVVF

·Further surgery:  16% ASC vs 29% 

SSVVF

·Failed sooner in vaginal group 11 mos vs 

22 mos

·Average follow-up 2.5 years



Abdominal vs Vaginal Approach

·2) Lo & Wang 199825

·66 ASC (no anti-incontinence OR)

·72 unilateral SSVVF (only 2 had SSVVF 
only)

·Clinical heterogeneity ïsome hyst

·Success:  94.2% ASC vs 80.3% SSVVF

·SSVVF: increased blood loss, 
catheterization, dyspareunia, hospital stay, 
complications needing OR (?blind 
placement)

·ASC: increased ileus

·Average follow-up 2.1 years



Abdominal vs Vaginal Approach

·3) Maher et al 200426

·95 women with vault prolapse

·ASC +/- Burch

·Unilateral SSVVF +/- Burch

·No difference in subjective or objective 

outcomes

·Subjective success:  ASC 94% vs SSVVF 

91%

·Objective success:  ASC 78% vs SSVVF 

67%

·Average follow-up 2 years



Abdominal vs Vaginal Approach

·Cochrane conclusions:

·ASC associated with lower rate of 

recurrent vault prolapse and dyspareunia

·Benefits must be balanced against risks

·ASC has increased OR time, time to 

return to ADLs, and expense

·Data for bowel outcomes and adverse 

events were too few to identify or rule out 

clinically important differences



Abdominal vs Vaginal Approach

·Abdominal 

·Pros:
Ɓ? slightly higher success rate

Ɓ? more durable result

Ɓ? less dyspareunia

·Cons:
ƁIncreased complications ïimmediate and 

long-term27

ƁIncreased operative time,  hospital stay, 
recovery time



Abdominal vs Vaginal Approach

·Vaginal:

·Pros:
ƁDecreased complications (short and long-

term)

ƁAvoid laparotomy

ƁDecreased hospital stay, recovery time, 
pain

·Cons:
Ɓ? Higher recurrence risk

Ɓ? More dyspareunia
¶Individual studies have shown no 

increase24,28,29



Abdominal vs Vaginal Approach

·Remember, no significant difference 

in:

ƁReoperation

ƁSubjective symptoms

ƁPatient satisfaction

·Still seems controversial as to which is 

truly better



Abdominal vs Vaginal Approach

·Approach in Fredericton:

·Favor vaginal approach due to decreased 
morbidity and complications, similar success 
rates

·Vaginal approach if hysterectomy needed

·May offer abdominal approach for vault prolapse

·Recommend abdominal approach: 
Ɓneed laparotomy otherwise ïeg.  BSO 

Ɓshortened vagina due to previous repairs

·Should we be recommending abdominal 
approach for younger women (?<age 50) who 
are likely to benefit from the durability and may 
have intrinsic higher risk of recurrence



Treatment of Stress Incontinence 

at Prolapse Surgery
·If patient has stress incontinence 

symptoms confirmed with cough 

stress test ïrecommend anti-

incontinence surgery

·If no history of stress incontinence but 

positive stress test with prolapse 

reduced = latent stress incontinence ï

should it be treated?



Treatment of Latent Stress 

Incontinence
·About 50% of women with vaginal vault 

prolapse and 20-80% of women with severe 
prolapse will have latent stress 
incontinence.30,31

·Positive stress test with prolapse reduced is 
not equivalent to positive stress test in 
symptomatic women

·False positive rate unknown

·Postop stress incontinence occurs in up to ¼ 
of women who did not receive anti-
incontinence surgery with prolapse repair32,33

·Women with a positive stress test are at 
higher risk of postop incontinence (65%). 34,35


