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Papyrus Kahun; 

  The most ancient document on gynaecology known 

B.C. 1800  / 34 Chapter 

Mentions about vaginal prolapse and defines treatment strategies 

 



 

POP Prevalence; 

 Symptom based; 3-6 % 

Examination based ; 50 % 



 



PROLAPSE REPAIR PREVALENCE / INCIDENCE 

 Life-time prolapse repair risk of a woman by the age 80 
   6.3- 19 % 
 Reoperation rate of cases who underwent prolapse repair 33 % 
 
 Annual incidence of prolapse repair ; 
   1000 women year; 1.5 - 1.8 
 
 Incidence of prolapse repair after hysterectomy; 
   1000 women year; 3.6  
 
 Cumulative risk of prolapse surgery , 15 years after hysterectomy; 
      5 % 
 

 



SURGERY DECISION FOR VAGINAL PROLAPSE 

Who are the candidates for surgical treatment? 

Symptomatic cases who suffer from; 

   LUTS, Sexual and/or Anal dysfunctions / Pain/ Vaginal 
Bulge and/or Advance prolapse 

Asymptomatic cases; 

   Reduced bladder sensitivity 

   Increased residual urine and history of recurrent urinary 
tract infection 

   Bilateral Hydroureter ve Renal pelvicaliectazi 

 

Closed follow up ! 

Measurement of urine volume at normal bladder sensitivity 

Residual urine volume 

RENAL USG  

Patients who does not prefer coservative therapy  

 Patients who are predicted as the poor  candidates for pessery treatment; 

Vaginal length <7cm 

Genital Hiatus>4cm 

History of previous hysterectomy and prolapse repair  



 

GE 57 y, Stage 4  Anterior / Posterior and Apical Prolapse  

  >5 year, suffering bulge symptoms,  

No hospital admission due to fear of examination and surgery 

Can not use recommended pessary regularly 

Check up revealed; 

 Bilateral pelvicaliectazi and hydroureters  

 



 



 



 
91 % 

30 % 

62 % 



 



 

Native tissue anterior repair failure rate compared to 

 
Polipropylene mesh in lay;  

RR: 2.14 95% CI 1.23-3.74 

 
Armed transobturator mesh; 

RR: 3.55 95% CI 2.29-5.51 
 

Subjective parameters 

Quality of life data 

Postoperative Dysparonia and SUI                       No Significant difference 

Reoperation rate 

 

 

Mesh erosion rate 10% 

 

 As a conclusion, first line surgical approach for anterior repair  

should be native tissue anterior repair according to the current 

evidences 



 

Apex; Keystone of pelvic organ support 

 

 A thorough examination is essential 

 

 The most important component of  

     anterior vaginal support is apex   

 

 

 



DB,70y 
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Types of Surgical Management 
for Apical Prolapse 

 

Restorative ( Kendi dokularına asma ) 

Compansatory (Meş yardımıyla asma)  

Obliterative (Vajinal açıklığı kapama) 



 
Restorative Surgical Management  

 

Uterine / Vaginal cuff Prolapse 

 

     Sacrospinal fixation ( Vaj) 

      İleococygeal suspension ( Vaj ) 

      Sacrouterine ligament suspension (Vaj / Abd / LS ) 

 



Restorative Approach 

   Use patients’ own tissues 

SACROUTERİNE 

COLPO- HYSTEROPEXY 

 

Best anatomic position 

SACROSPINAL 

COLPO-HYSTEROPEXY 

 

 

 Postoperative, increased risk of  

anterior prolapse 



 
 Sacrouterine Ligament Suspension 

 
Strong enough to carry 17kg at the level of spina 

ischia  
No deviation of vaginal axis 
Lower bleeding risk 
Shorter operation time 
L/S provides better visualisation and safe operation 
Ureter injury with vaginal approach is 11%  
  

Buller J L ve ark. Obstet Gynecol. 2001 



 



L/S UTEROSACRAL HYSTEROPEXY 

 



VH+ Sacrouterine Lig / Sacrospinosus suspension 
L/S Sacrouterine Colpohysteropexy 

  

Preservation of Uterus increases surgical success 

    POP Q C is better; p<0.001 

    Failure rate needs reoperation ; 1:3 

    Lower bleeding ; p<0.0001 

    Shorter hospital stay; p=0.002 

Sacrouterine Lig Suspension is recommended* 

Preoperative evaluation of patient’s tissues is 
essential 

           *Flynn MK et al, J Pelv Med Surg, 2007 

                 Diwan A et al, Int Urogynecol J Pelvic Floor Dysfunct, 2005 











 

Obstet Gynecol Clin N Am 36 (2009) 585–614 





ABDOMİNAL SACROCOLPOPEXY;  
 

 When compared to; 

“Vaginal sacrospinosus fixation”   & 

“Vaginal hysterectomy+anterior / posterior repair”  

    

Lower recurrence of apical prolapse  

– RR 0.23, % 95 CI 0.07 – 0.77 

Lower residual prolapse stage 

– RR 0.29, % 95 CI 0.09 – 0.97 

Longer time to recurrence 

Lower dysparonia 

– RR 0.39, % 95 CI 0.18 – 0.86 
Maher C, Feiner B, Baessler K ve ark. Cochrane Database Syst Rev. 2010 

 

 



UTERINE SUSPENSION 2. OPTION 
SACRAL COLPOHYSTEROPEXY(L/S) 

 First option for young women with congenital 
collagen weakness 

      Yaş; 30-43 
       Mesh polypropylene 
       Hospital stay; 4,7day 
       follow up; 24-41monts 
        No recurrence 
        No mesh erosion 
        No complication 
       Pregnancy; n=3 /term C/S ; n=2 
 

 
 

 

 Seraccholi R ve ark.J Am Assoc Gynecol Laparosc 2004 

 



 



KEY POINTS OF SACRAL FIXATION 

 



 



 







 













 



 



 

AUGS & ACOG guideline ,  2011: 
  

POP REPAIR WITH MESH SHOULD BE RESERVED 

FOR PATIENTS WITH HIGH RECURRENCE RATE 
AND HIGH RISK FOR OPEN &LAPAROSCOPIC 
SURGERY  

 



 





 Ne preoperatif redüksiyon stres test ile 
 PO SÜİ mükemmel olarak öngörülebilir 

 

Ne de Sakrokolpopeksiye aynı anda eklenen Burch 
 PO SÜİ’ ı mükemmel önleyebilir 

Stres kontinant kadınlardan 

 Redüksiyon stres test (+) olanlarda 
 Sakrokolpopeksi ve Burch yapıldıktan sonra 

 PO idrar kaçağı riski yüksek bulunmuştur 

Bu grup daha detaylı incelenip 

 farklı tedavi seçenekleri sunulmalıdır 



IMPORTANT FACTORS THAT SHOULD BE CONSIDERED 

BEFORE SURGICAL MANAGEMENT OF POP  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                           

                                       Rooney K, ve ark Am J Obstet Gynecol. 2006;195(6) 

                                       Siddiqui NY ve ark. Int J of Women’s Health 2014:6  
 

AGE ? 

 

PROLAPSED COMPARTMENTS & STAGES  

 

SEXUALLY 

 ACTIVE ? 

GENETİC  

PREDISPOSITION 

? 

OBESITY &  

CHRONIC 

CONSTIPATION 

? 

APICAL PROLAPSE ? 

SYSTEMIC DISEASES 

LİKE DM ? 

GENERAL HEALTH STATUS 

 ? 

ACTIVITY ? 



 



BEST APPROACH TO SURGICAL TREATMENT OF POP 

DEEP PELVIC 

 ANATOMY 

WHAT IS  

SURGICAL SUCCESS ? 
STANDART DEFINITION  

OF PROLAPSE 

How to measure 

 functional outcome? 
How to measure 

Anatomic success ? 

Recurrence 

 & Complication 

       Zimmerman CW ve ark. Best Practice & Research Clin Obstet & Gynecol 2011 (25) 



 


