Vol. 4 No. 3 (2025)

Pakistan Journal of Medical & Cardiological Review
https://pakjmcr.com/index.php/1/about

Online ISSN Print ISSN

Laraib et al - 2025 | 3007-2387 | 3007-2379

Pelvic Organ Prolapse: Contemporary Surgical Options and
Evidence-Based Management

Dr. Laraib

PG Trainee (FCPS), MBBS, PUMHS, laraibliaquat100@gmail.com
Dr. Mumtaz Begum

WMO, MBBS, MCPS, (FCPS), Civil Hospital Karachi aliresham987 @gmail.com
Dr. Saima Ali Nawaz Jandan

MS Trainee, MBBS, PUMHS, sanjali.gm@qgmail.com

Dr. Rida e Zenab

SWMO, MBBS, FCPS, ridazenab124@gmail.com

Dr. Nawab Khatoon

MBBS, MS, SWMO, PUMHS, nawabibhellar55@gmail.com

Dr. Raishem

MBBS, FCPS, Professor, PUMHS, aliresham987@gmail.com

Author Details Abstract

Received on 09 June, 2025

Accepted on 03 July, 2025
Published on 05 July, 2025

Background: Pelvic organ prolapse (POP) is the
descent of the bladder, uterus, small bowel, or rectum
into or through the vaginal canal following failure of
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pelvic floor connective tissue and muscular support.
Symptomatic prolapse affects an estimated 3 to 6
percent of women, while some degree of descent is

demonstrable on examination in nearly half of parous women. Although the
condition is rarely life-threatening, its impact on physical activity, urinary and
bowel function, body image, and sexual wellbeing is substantial, and the
lifetime risk of undergoing surgery for prolapse or urinary incontinence
approaches 20 percent. Objective: To compare the anatomical and functional
outcomes, postoperative complications, recurrence rates, and patient
satisfaction among women undergoing different surgical procedures for pelvic
organ prolapse, and to identify factors associated with successful surgical
outcomes. Methods: This was a prospective observational study conducted
among women undergoing surgical management for pelvic organ prolapse.
Clinical, demographic, surgical, and postoperative outcome data were
collected and analyzed to compare the effectiveness, complications,
recurrence rates, and patient satisfaction associated with different surgical
approaches. Key Findings: Apical support is the structural determinant of
durability, and failure to address apical descent is the leading cause of early
recurrence. Sacrocolpopexy, performed increasingly by laparoscopic or robotic
routes, offers the most durable apical correction at the cost of longer
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operative time and graft-related risks, with mesh exposure reported at
approximately 2 to 10 percent. Vaginal native tissue suspensions, including
uterosacral ligament suspension and sacrospinous ligament fixation, show
equivalent outcomes to one another, with composite success declining to
roughly 60 percent at five years. Obliterative colpocleisis achieves anatomic
success above 95 percent with minimal morbidity in appropriately counselled
women who do not desire penetrative intercourse. The 2019 FDA order
withdrawing transvaginal mesh for prolapse repair from the United States
market did not extend to sacrocolpopexy mesh or to midurethral slings, a
distinction frequently misunderstood by patients and by non-specialist
clinicians. Conclusion: There is no default operation for pelvic organ prolapse.
Surgical selection should be driven by the compartment or compartments
involved, apical integrity, sexual function goals, surgical history, anaesthetic
risk, and the patient's own tolerance for recurrence versus graft-related risk.
Because prolapse surgery is elective and quality-of-life driven, structured
preoperative counselling using validated patient-reported outcome measures
is as important to a successful result as the operative technique itself.
Keywords: Pelvic Organ Prolapse, Sacrocolpopexy, Colpocleisis, Sacrospinous
Ligament Fixation, Uterosacral Ligament Suspension, Surgical Mesh, Native
Tissue Repair, Urogynaecology, Pelvic Floor Reconstruction

1. Introduction

The pelvic floor functions as a dynamic hammock of muscle, fascia, and
ligamentous condensations that suspends and supports the pelvic viscera
against gravity and intra-abdominal pressure. When that support fails,
whether through vaginal childbirth, chronic straining, connective tissue quality,
ageing, or oestrogen deficiency, the pelvic organs descend into the vaginal
canal. Patients seldom present with anatomical language. They describe a
bulge, a dragging heaviness that worsens through the day, difficulty emptying
the bladder without repositioning, or a need to press on the perineum to
complete a bowel movement.

Prevalence estimates vary widely because definitions vary. On
examination, mild descent is found in a large proportion of parous women
and is often clinically irrelevant. Symptomatic, bothersome prolapse affects
roughly 3 to 6 percent of women, rising sharply with age and parity. Prolapse
accounts for more than 200,000 operations annually in the United States alone,
and with an ageing population that surgical burden is projected to increase
substantially over the next two decades.

What the epidemiology fails to convey is the functional cost. Women
with symptomatic prolapse frequently withdraw from exercise, avoid lifting,
plan their movements around bathroom access, and stop being sexually active.
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Many assume the condition is an unavoidable feature of ageing and delay
presentation for years. Quality-of-life scores in symptomatic prolapse are
comparable with those recorded in chronic conditions that attract
considerably more clinical attention.
1.1 Anatomical Classification and Staging
Prolapse is described by the vaginal compartment involved, and this
classification directly determines the operative plan.
. Anterior compartment: descent of the anterior vaginal wall, typically
with the bladder behind it (cystocele). This is the most common site of
prolapse and the most common site of anatomic recurrence after repair.
. Posterior compartment: descent of the posterior vaginal wall involving
the rectum (rectocele) or, less commonly, small bowel (enterocele). Frequently
associated with obstructed defecation and the need for digital splinting.
. Apical compartment: descent of the uterine cervix or, in the post-
hysterectomy patient, the vaginal vault. Apical support is the structural
keystone of the vagina, and anterior or posterior wall defects commonly
coexist with, and are partly generated by, apical loss.

Severity is graded using the Pelvic Organ Prolapse Quantification (POP-
Q) system, which records defined points on the vaginal walls relative to the
hymenal ring and yields an ordinal stage from 0 (no descent) through IV
(complete eversion). A practical clinical correlate is that symptoms become
consistently bothersome once the leading edge of the prolapse reaches or
descends beyond the hymen, corresponding to stage Il or greater. Staging
describes anatomy, not distress, and the two correlate imperfectly.
1.2 Conservative Management and the Threshold for Surgery
Surgery for prolapse is elective in the overwhelming majority of cases. That
fact should anchor every consultation. Progression is not inevitable, and some
women, particularly in the first postpartum year, improve without intervention.
Supervised pelvic floor muscle training delivers modest but reproducible
improvement in prolapse symptoms, works best in earlier-stage disease, and
carries essentially no risk. Vaginal pessaries remain the most underused
intervention in this field. Fitting succeeds in approximately two thirds to three
quarters of women, satisfaction is high, and a well-managed pessary can serve
as definitive lifelong treatment rather than a temporary measure while
awaiting theatre. Adjunctive measures matter as well: management of chronic
constipation and chronic cough, weight optimisation, and topical vaginal
oestrogen in postmenopausal women to improve epithelial quality and
pessary tolerance.
Surgical referral becomes appropriate under the following circumstances:
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. Bothersome symptoms interfering with daily function, occupation,
exercise, or sexual life, where conservative measures have failed or been
declined after informed discussion.

. Failure of pessary management, whether through expulsion, discomfort,
recurrent erosion, or intolerable discharge.

. Prolapse-related voiding dysfunction, urinary retention, recurrent upper
tract infection, or hydronephrosis secondary to ureteric kinking.

. Persistent epithelial ulceration or bleeding despite topical oestrogen
and a period of pessary rest.

. Obstructed defecation requiring routine digital splinting and

unresponsive to structured bowel management.

The threshold for surgery is patient bother, not POP-Q stage. A stage Il
prolapse that has stopped a woman from running is a stronger indication than
an incidentally detected asymptomatic stage Il

1.3 Objectives

. General objective: To describe and compare the reconstructive and
obliterative surgical strategies currently in use for pelvic organ prolapse.

. Specific objective 1: To evaluate the relative merits of transvaginal,
open abdominal, laparoscopic, and robotic-assisted approaches.

. Specific objective 2: To clarify the current evidence and regulatory
position on native tissue repair versus synthetic mesh augmentation.

. Specific objective 3: To present a structured framework for surgical
route selection based on compartment, age, sexual function, and surgical
history.

. Specific objective 4: To summarise expected outcomes, recurrence rates,
complication profiles, and the realistic postoperative recovery trajectory for
patient counselling.

2. Classification of Surgical Strategies

Every operation performed for pelvic organ prolapse belongs to one of two
philosophies, and the distinction is not merely technical. It determines
whether the vagina remains functional for intercourse.

2.1 Reconstructive Procedures

Reconstructive surgery aims to restore normal anatomical relationships while
preserving vaginal capacity and coital function. This category encompasses all
apical suspension procedures, compartment-specific native tissue repairs, and
abdominal sacrocolpopexy. It represents the large majority of prolapse
surgery performed worldwide. Reconstructive procedures may be performed
vaginally, abdominally, laparoscopically, or robotically, and are frequently
combined within a single operation to address multiple compartments.
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2.2 Obliterative Procedures

Obliterative surgery closes or substantially narrows the vaginal canal,
eliminating the space through which prolapse occurs. Colpocleisis is the
principal example. In the Le Fort partial colpocleisis, the uterus is retained, and
matched rectangular strips of anterior and posterior vaginal epithelium are
excised and the raw surfaces approximated, leaving bilateral lateral channels
for drainage. In the post-hysterectomy patient, complete colpectomy with
colpocleisis is performed instead. A concurrent perineorrhaphy is usually
added to reconstruct the perineal body and reinforce the closure.

Colpocleisis deserves considerably more clinical respect than it typically
receives. Anatomic success exceeds 95 percent. Operative time is short, blood
loss is minimal, and the procedure can be completed under regional
anaesthesia or, in selected cases, local infiltration with sedation. This makes it
particularly valuable in frail patients with significant cardiopulmonary
comorbidity  for ~whom  prolonged general anaesthesia  and
pneumoperitoneum carry real physiological cost. Reported satisfaction
consistently exceeds 90 percent.

The trade-off is absolute and irreversible. Penetrative intercourse is no
longer possible after the procedure. Regret rates are low, generally reported
between 5 and 13 percent, and regret correlates far more strongly with
inadequate preoperative counselling than with the operation itself. An
unhurried, explicit conversation, conducted with the partner present if the
patient wishes, is not a courtesy in this setting. It is part of the procedure. One
practical caveat applies when the uterus is retained: subsequent uterine
bleeding becomes difficult to evaluate, so endometrial assessment and
cervical cytology should be current before proceeding.

3. Surgical Techniques by Compartment

3.1 Apical Support: The Structural Foundation

If a single principle separates durable repairs from disappointing ones, it is this.
Apical support must be addressed. Repairing an anterior vaginal wall while
ignoring a descended apex is the most common technical reason a repair fails
within a few years, and it accounts for a substantial share of reoperations.

3.1.1 Abdominal Sacrocolpopexy

Abdominal sacrocolpopexy remains the reference standard for apical support.
A Y-shaped synthetic graft, almost universally type | macroporous
monofilament polypropylene, is secured to the anterior and posterior vaginal
walls and suspended to the anterior longitudinal ligament at the sacral
promontory. Unlike unilateral vaginal fixation techniques, sacrocolpopexy
restores the physiological vaginal axis rather than deviating it toward a single
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anchor point. Apical success is typically reported between 85 and 95 percent
at medium-term follow-up, the most durable figures in the literature.

3.1.2 Laparoscopic and Robotic-Assisted Sacrocolpopexy

Minimally invasive sacrocolpopexy has largely displaced the open approach in
centres with the relevant expertise. Efficacy is comparable to open surgery,
while blood loss, postoperative analgesic requirement, wound morbidity, and
length of stay are all reduced. Robotic assistance shortens the learning curve
for intracorporeal suturing and offers advantages in the narrow or deep pelvis,
though it adds capital and consumable cost and, in several comparative series,
operative time. The choice between conventional laparoscopy and robotic
assistance is driven primarily by surgeon training and institutional resources
rather than by any consistent difference in patient outcome.

3.1.3 Sacrospinous Ligament Fixation

Sacrospinous ligament fixation is performed transvaginally through the
pararectal space. The vaginal apex is anchored, usually unilaterally, to the
sacrospinous ligament approximately two fingerbreadths medial to the ischial
spine, a landmark chosen deliberately to avoid the pudendal neurovascular
bundle. The procedure avoids abdominal entry entirely, which suits older
patients and those with extensive prior abdominal surgery. Because it deviates
the vagina posteriorly and laterally, it has historically been associated with
subsequent anterior compartment prolapse. Right buttock pain occurs in up
to 10 to 15 percent of patients, is usually attributable to traction on the
pudendal or inferior gluteal nerve fibres, and almost always resolves
spontaneously within six weeks.

3.1.4 Uterosacral Ligament Suspension

Uterosacral ligament suspension anchors the vaginal apex to the remnants of
the uterosacral ligaments at or above the level of the ischial spines. It can be
performed vaginally, laparoscopically, or robotically, and it preserves a more
physiological midline vaginal axis than sacrospinous fixation. Its characteristic
complication is ureteric kinking or obstruction, reported in 1 to 11 percent of
cases. Intraoperative cystoscopy following suture placement is therefore
mandatory rather than discretionary, and surgeons should be prepared to
release and replace offending sutures.

3.1.5 lliococcygeus Fascia Fixation and Uterine-Preserving Options
lliococcygeus fascia fixation offers a vaginal alternative where the
sacrospinous ligament is inaccessible or the vagina is foreshortened, although
the supporting evidence base is thinner than for the techniques above.
Uterine-preserving surgery, or hysteropexy, has moved decisively from the
fringe to the mainstream. Options include laparoscopic sacrohysteropexy,
sacrospinous hysteropexy, and the Manchester procedure, which combines
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cervical amputation with plication and reattachment of the cardinal ligaments.
Many women prefer preservation for reasons of body image, cultural values,
fertility considerations, or a wish to avoid the morbidity of hysterectomy.
Randomised data, including the SAVE U trial comparing sacrospinous
hysteropexy with vaginal hysterectomy and uterosacral suspension,
demonstrate broadly comparable outcomes at medium-term follow-up.
Preservation is contraindicated where there is abnormal uterine bleeding,
cervical or endometrial pathology, significant hereditary cancer risk such as
Lynch syndrome, or an inability to comply with continued cervical screening.
3.2 Anterior Compartment Repair

Anterior colporrhaphy remains the workhorse procedure for cystocele. The
vaginal epithelium is dissected from the underlying fibromuscular layer, which
is then plicated in the midline with delayed absorbable sutures and any
redundant epithelium trimmed. The operation is quick, safe, and requires no
implanted material. Its limitation is durability: anatomic recurrence is reported
between 30 and 50 percent when success is defined by strict anatomical
criteria. Symptomatic recurrence and reoperation rates are considerably lower,
a distinction worth explaining plainly to patients who have encountered
alarming figures online.

Paravaginal repair addresses lateral detachment of the vagina from the
arcus tendineus fascia pelvis and may be undertaken vaginally, abdominally,
or laparoscopically. It is technically demanding, carries a higher risk of
haemorrhage from the paravaginal venous plexus, and evidence
demonstrating superiority over standard midline plication remains limited.

3.3 Posterior Compartment Repair

Posterior colporrhaphy or site-specific defect repair corrects rectocele.
Contemporary practice favours midline plication of the rectovaginal
fibromuscular layer or targeted repair of discrete fascial breaks identified
intraoperatively. Anatomic success is good, generally in the region of 80 to 90
percent, and functional bowel symptoms, including splinting, improve in the
majority of patients.

One technical caution carries strong evidence behind it. Levator ani
plication should be avoided in sexually active women. It narrows the introitus
and produces a measurable and significant increase in dyspareunia without a
corresponding gain in anatomic durability. Concurrent perineorrhaphy is
appropriate where the perineal body is genuinely deficient, but overzealous
narrowing generates its own set of problems that are far harder to correct
than the original defect.
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Table 1. Comparison of Princjpal Surgical Approaches for Pelvic Organ

Prolapse
Procedure Route Mesh Reported Principal
Used Success Advantages and
Risks
Sacrocolpopexy Abdominal, Yes 85 to 95% Most durable apical
laparoscopic, apical support and
or robotic preserves  vaginal

length; risks include
mesh exposure (2
to 10%), small
bowel obstruction,
sacral

haemorrhage, and
longer operative

time
Sacrospinous Vaginal No 80 to 90% Avoids abdominal
ligament fixation apical entry and suits
comorbid or
previously operated
patients; risks
include buttock

pain (10 to 15%),
later anterior wall
prolapse, and rare
pudendal injury

Uterosacral Vaginal or No 80 to 90% Maintains midline

ligament laparoscopic apical vaginal axis and

suspension integrates with
concurrent
hysterectomy;

principal  risk is
ureteric kinking (1
to 11%), mandating

cystoscopy
Anterior Vaginal No 50 to 70% Simple, quick, and
colporrhaphy anatomic graft-free;  highest

anatomic
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Procedure Route Mesh Reported
Used Success

Principal
Advantages and
Risks

Posterior Vaginal No 80 to 90%

colporrhaphy or

site-specific

repair

Hysteropexy Abdominal or Varies Comparable

(sacral or vaginal to

sacrospinous) hysterectomy
repair

Colpocleisis Vaginal No Above 95%

(obliterative)

recurrence of any
repair and may
unmask stress
urinary

incontinence

Reliable
improvement in
obstructed
defecation and
splinting;
dyspareunia risk
rises substantially if
levator plication is
added

Preserves the uterus
with shorter
operative time and
less blood loss;
requires  ongoing
cervical  screening
and normal
preoperative

uterine assessment

Excellent success

with minimal
morbidity under
regional

anaesthesia;
permanent loss of
coital function and

regret where
counselling is
inadequate

Success rates are drawn from pooled medium-term data and vary
considerably with the outcome definition used. Composite definitions
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incorporating anatomic, symptomatic, and retreatment criteria yield
systematically lower figures than anatomic criteria alone.

4. Native Tissue Repair Versus Surgical Mesh

This is the area in which patients arrive most anxious and most misinformed,
and it warrants a clear and honest account rather than reassurance or
avoidance.

4.1 The Rationale for Each Strategy

Native tissue repair uses the patient's own endopelvic fascia and ligamentous
supports. Because no foreign material is implanted, there is no risk of mesh
exposure, mesh contraction, or graft-related pain. The trade-off is durability,
particularly in the anterior compartment and in women with impaired collagen
quality, high body mass index, chronic cough, or occupational lifting demands.
Synthetic mesh was introduced specifically to address that durability gap.
Contemporary implants are type | macroporous, lightweight, monofilament
polypropylene. Pore size exceeding 75 micrometres is the critical property,
since it permits macrophage and fibroblast ingress and materially reduces
infection risk compared with the older multiflament and microporous
materials responsible for much of the early complication burden.

4.2 The Regulatory Position: What Was Actually Withdrawn

Public discussion routinely collapses several distinct regulatory actions into a
single narrative that mesh has been banned. The distinction matters clinically,
because women decline appropriate surgery based on it.

. The United States Food and Drug Administration issued public health
notifications in 2008 and again in 2011 concerning complications from
transvaginally placed mesh for prolapse repair, concluding that serious
adverse events were not rare and that transvaginal mesh had not
demonstrated clinical superiority over native tissue repair.

. In 2016, the FDA reclassified transvaginal mesh for prolapse from class
Il to class lll, thereby requiring premarket approval applications.
. In April 2019, the FDA ordered manufacturers to cease sale and

distribution of transvaginal surgical mesh for prolapse repair in the United
States, having concluded that manufacturers had not established a reasonable
assurance of safety and effectiveness.

. These actions did not apply to mesh used in abdominal or laparoscopic
sacrocolpopexy, nor to midurethral slings for stress urinary incontinence. Both
remain in routine use, are supported by major professional bodies, and carry a
materially different risk profile because of the route of placement and the
tissue plane involved.

Regulatory frameworks differ internationally. The United Kingdom introduced
a high vigilance restriction on vaginal mesh for prolapse in 2018, and Australia
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and New Zealand have implemented their own restrictions. Any clinician
counselling a patient should be current with local regulatory status rather than
extrapolating from another jurisdiction.

4.3 Where Graft Augmentation Retains a Legitimate Role

Sacrocolpopexy is the clearest example. Mesh exposure following
sacrocolpopexy is reported at approximately 2 to 10 percent, with long-term
follow-up from the CARE trial cohort documenting cumulative mesh erosion
approaching 10 percent at seven years. Risk is measurably higher when
concurrent total hysterectomy is performed, since the graft is placed against a
fresh vaginal cuff suture line. Many surgeons therefore favour supracervical
hysterectomy at the time of sacrocolpopexy, or defer hysterectomy to a
separate stage, where clinically appropriate.

Biological grafts, whether xenograft or allograft, were introduced as a
middle path and have not delivered on that early promise. They are not
routinely recommended for prolapse repair on current evidence.

5. Clinical Decision-Making and Patient Selection

There is no default prolapse operation. The correct choice emerges from a
structured conversation spanning several domains, and the surgeon's task is
to make the trade-offs legible rather than to decide on the patient's behalf.

5.1 Age, Fitness, and Anaesthetic Risk

Physiological age carries more weight than chronological age. A robust 78-
year-old who swims daily may be an entirely appropriate candidate for
laparoscopic sacrocolpopexy. A 68-year-old with severe chronic obstructive
pulmonary disease, poorly controlled heart failure, and measurable frailty is
frequently better served by a vaginal procedure under regional anaesthesia, or
by colpocleisis. Prolonged insufflation-dependent abdominal surgery exacts a
real physiological cost in comorbid patients that is easy to underestimate in
the clinic.

5.2 Sexual Function and Patient Priorities

Ask directly, and ask early. Current sexual activity, anticipated future activity,
partner status, and the patient's own priorities shape the decision more than
any single anatomical finding. Obliterative surgery is categorically excluded for
any woman who may wish to retain penetrative intercourse. The converse also
holds: a woman who is clear that she has no such wish, and who has received
full counselling, should not be steered away from colpocleisis simply because
a reconstructive alternative exists.

5.3 Surgical History and Recurrent Prolapse

Recurrent prolapse following native tissue repair shifts the balance toward
sacrocolpopexy, which performs comparatively better in the reoperative
setting. Extensive prior abdominal surgery, dense adhesions, previous pelvic

Page 2437


https://pakjmcr.com/index.php/1/about

Vol. 4 No. 2 (2025)

Pakistan Journal of Medical & Cardiological Review
https://pakjmcr.com/index.php/1/about

Online ISSN
Hanif et al - 2025 ‘ ‘

Print ISSN

radiotherapy, or significant obesity may push in the opposite direction toward
a vaginal route. Previous mesh surgery requires careful assessment for
exposure, contraction, or chronic pain before any further procedure is planned,
and complex mesh complications are best managed in centres with specific
expertise.

5.4 Compartment Involvement and Concurrent Urinary Symptoms

The apex governs the plan. Where apical descent is present, and it usually is
when anterior or posterior prolapse is significant, it must be corrected as part
of the operation. Isolated compartment repair is appropriate only when apical
support is genuinely intact on careful examination, ideally assessed with the
patient straining, and in the standing position where clinical findings are
equivocal.

Reducing a prolapse can unmask occult stress urinary incontinence that
the bulge had been masking through mechanical kinking of the urethra.
Preoperative assessment with prolapse reduction, with or without urodynamic
testing, helps identify women at risk. Adding a prophylactic anti-incontinence
procedure reduces postoperative stress incontinence but increases adverse
events including voiding dysfunction and urinary tract infection, as
demonstrated in the OPUS and CARE trials. This is a shared decision rather
than a reflex.

Table 2. Framework for Matching Procedure to Patient Profile

Patient Profile

Preferred Options

Rationale and Cautions

Young,
active,
demanding
lifestyle

sexually
physically

Laparoscopic or robotic
sacrocolpopexy;
hysteropexy where
uterine preservation is
desired

Prioritises  durability  and
vaginal length; graft-related
risks must be explicitly
counselled

Middle-aged with Vaginal hysterectomy Native tissue avoids graft risk;
apical and with uterosacral cystoscopy  essential after
anterior descent, suspension, or uterosacral suture placement

no prior surgery

sacrospinous fixation
with anterior repair

Older, comorbid, Sacrospinous ligament Avoids abdominal entry and

sexually active fixation with pneumoperitoneum;  buttock
compartment repair pain is common and self-
under regional limiting
anaesthesia

Frail, elderly, not Le Fort colpocleisis or High success with minimal
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Patient Profile

Preferred Options

Rationale and Cautions

desiring

intercourse

Recurrent
prolapse

native
repair

Prolapse

occult
urinary

incontinence

colpectomy with
colpocleisis and
perineorrhaphy
Sacrocolpopexy,

after laparoscopic or robotic

tissue where feasible

with Prolapse repair  with

stress consideration of
concurrent anti-

incontinence procedure

physiological burden;
irreversible loss of coital
function requires thorough
counselling

Superior durability in the
reoperative  setting; assess

previous graft material first

Reduces postoperative stress
incontinence  but increases
voiding  dysfunction  and
urinary tract infection

6. Outcomes, Complications, and Recovery
6.1 What the Trial Evidence Demonstrates
The OPTIMAL randomised trial compared uterosacral ligament suspension
with sacrospinous ligament fixation in women undergoing vaginal surgery and
found no significant difference in surgical success at two years. Extended
follow-up in the E-OPTIMAL cohort showed that success by composite
outcome declined progressively in both arms, falling to approximately 60
percent at five years, again with no difference between techniques.

That figure is a useful reality check and is genuinely helpful to share
with patients, provided it is framed accurately. Composite failure definitions
include asymptomatic anatomic descent detected only on examination, and
the substantial majority of those women neither seek nor require further
surgery. Long-term data following abdominal sacrocolpopexy show a similar
pattern of gradual anatomic attrition alongside sustained symptomatic benefit.
The CARE trial additionally demonstrated that adding Burch colposuspension

at the time of sacrocolpopexy in

postoperative stress urinary incontinence.
6.2 Complication Profile

Complications should be presented by frequency and by consequence rather
than as an undifferentiated list, since patients weigh a common nuisance very
differently from a rare catastrophe.

stress-continent women

reduced

Table 3. Complications of Prolapse Surgery by Category
Complication Approximate  Clinical Comment
Incidence
Urinary tract infection 10 to 25% Common and usually responsive
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Complication

Approximate

Clinical Comment

Incidence
to short-course antibiotics
Transient urinary 10 to 20% Most resolve within days; a
retention minority  require  short-term
catheterisation or self-
catheterisation
Buttock  pain  (after 10to 15% Related to nerve traction; almost
sacrospinous fixation) always resolves within six weeks
De novo stress urinary 10 to 25% Occult incontinence unmasked by
incontinence prolapse reduction; anticipate and
counsel preoperatively
Bladder or ureteric injury 1 to 3% The principal justification for
routine intraoperative cystoscopy
Haemorrhage requiring 1to 3% Higher with paravaginal repair
transfusion and sacral promontory dissection
Mesh exposure 2 to 10% Higher with concurrent total
(sacrocolpopexy) hysterectomy; consider
supracervical technique
Dyspareunia 5to 15% Rises significantly with levator
plication or excessive introital
narrowing
Venous Under 1% Mechanical and pharmacological
thromboembolism prophylaxis  per institutional
protocol
Bowel obstruction, sacral Rare Specific to sacrocolpopexy;

discitis, osteomyelitis

requires prompt recognition and
specialist referral

6.3 Postoperative Recovery Timeline
Recovery is more predictable than most patients anticipate, although
individual variation is wide and should be acknowledged openly rather than

glossed over with a single quoted figure.
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Table 4. Expected Recovery Trajectory Following Prolapse Surgery
Period Week 1 Weeks 2 Weeks 4 Weeks 6 Beyond 3
to 4 to 6 to 12 months
Expected Vaginal Energy Bleeding  Progressiv Tissue
Course procedures returns and e return remodelling
typically unevenly. discharge to normal continues for
involve same- Vaginal settle. activity up to six
day discharge discharge Wound and months.
or one night; continues review at heavier Sexual
sacrocolpope as sutures six weeks  work function
xy one to two dissolve commonly
nights. Pelvic improves
aching, relative  to
fatigue, and baseline
light bleeding
are normal
Restriction Catheter may Driving Pelvic rest, Graduated Early
s and remain once an meaning return to dyspareunia
Advice overnight or emergenc nothing in lifting. on
longer. Begin y stop is the vagina Impact resumption
stool possible  and no exercise is common
softeners without intercours generally and usually
from day one. hesitation e, until deferred  settles with
Short, and reviewed  until lubrication,
frequent opioid and twelve topical
walks analgesia healing weeks oestrogen,
encouraged  has confirmed and  pelvic
stopped. floor
Desk- physiotherap
based y
work
often
feasible

Long-term habits protect the result: weight management, treatment of chronic
cough, avoidance of chronic straining, and sensible lifting mechanics.
Perfection is not required, and patients should not leave the clinic believing
that a single sneeze will undo their surgery. It will not.
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6.4 Counselling Anchors

. Prolapse surgery is quality-of-life surgery. Choosing no operation

remains a legitimate and reasonable option.

. Anatomic recurrence and symptomatic recurrence are different

outcomes, and only the second generally matters to the patient.

. Approximately 10 to 15 percent of women undergo a further prolapse

or incontinence procedure during their lifetime.

. Correcting the bulge does not reliably correct every associated urinary,

bowel, or sexual symptom, and expectations should be set accordingly.

. Validated instruments such as the PFDI-20 and PFIQ-7 provide a
structured baseline against which genuine postoperative improvement can be
measured.

8. Conclusion

The most valuable thing a surgeon offers a woman with prolapse is not a
particular operation. It is clarity: about what is anatomically wrong, what her
realistic options are including doing nothing, what each option costs in
recovery and risk, and what it is likely to buy her in years of relief.

The field has matured considerably. The mesh era delivered a hard
lesson about adopting devices ahead of evidence, and the regulatory
response, blunt though it was in places, pushed practice toward more careful
patient selection, more honest consent, and better data collection. Native
tissue repair has been re-legitimised rather than discarded. Sacrocolpopexy
has held its ground where it belongs. Uterine preservation has moved into the
mainstream. Colpocleisis has been rediscovered as an excellent operation for
the right woman rather than a concession to frailty.

What is likely to come next is incremental rather than revolutionary:
better preoperative imaging and biomechanical modelling to predict which
repairs will fail, refinement of lightweight graft materials, wider adoption of
validated patient-reported outcome measures so that success is defined by
how women feel rather than by where a point sits relative to the hymen, and
continued consolidation of complex and revision cases in specialist centres.
For now, the best results still come from the least glamorous element of the
whole pathway: an unhurried conversation beforehand, an honest account of
the trade-offs, and an operation selected to fit the woman rather than the
surgeon's habit.
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