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I am writing these lines with almost 12 years of experience around women who have suffered from advanced 
urogenital prolapse, urinary incontinence, or various complications linked to pelvic surgeries.

Urogenital Prolapse is a displacement outwards of one or more pelvic organs (urinary bladder, uterus, rectum, 
small bowel) outside the vaginal introitus and more often due to relaxation of the pelvic support.

It is estimated that 25% of women from the age of 65 suffer from various stages of vaginal prolapse, and in the 
USA around 400,000 procedures are carried out annually for vaginal prolapse and over 260000 procedures for stress 
urinary incontinence [1]. 

Due to current preconceptions everywhere, a large majority of these patients (regardless of their age) seek help 
for their illness only at advanced stages of the disease, when the suffering and social isolation becomes unbearable. 
These conditions are most frequently encountered in elderly and multiparous women [2].

The true prevalence is difficult to be determined due to the different diagnostic criteria, symptoms and particular 
characteristics being studied. However it is generally agreed that the prevalence is higher than 30-40% [3].

Many of these women suffer from anxiety, they tend to feel extremely embarrassed by the smell, with a major 
alteration in the way they perceive their self-image and a quality of life that deteriorates until it becomes unbearable.

Urogenital prolapse with urinary incontinence not only further accentuates the already altered quality of life but 
it also increases the financial contribution towards treatment, especially considering that urinary incontinence alone 
costs the USA over 20 billion dollars a year [4].

Many of the patients who show up at the clinic have exhausted almost all possible conservative therapeutic mea-
sures, and many of them have had one, two even three prior surgical interventions. It must be mentioned that certain 
patients who had undergone surgical intervention were not presenting any relevant indications for surgery, whilst 
certain others who did have indications for surgery were subject to incomplete interventions. These shortcomings 
are due to the fact that procedures for prolapses are not clearly standardized - there are many different schools of 
thought, different individual experiences, and published statistics are not always relevant.
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As a rule, asymptomatic prolapse [5, 6] is not operated 
on, especially in older women [7]. This rule most often 
applies to grade 2 prolapse that is usually discovered 
during routine gynecological examination - and yet 
these patients remain those most frequently operated 
on. 

Swift et al [5] demonstrated that when the leading 
edge of vaginal wall was at or above the hymen, 98% of 
patients were asymptomatic.

But there is an indication for surgery if the prolapse 
is associated to stress urinary incontinence or another 
vaginal pathology.

When we are faced with such patients, certain 
questions arise – what do they want? What are these 
women expecting and what can we offer them as prac-
titioners? They need us to put an end to their suffer-
ing (symptoms), they want to regain sexual functions, 
resolve associated incontinence or, in simpler terms, 
to improve their quality of life. To really help them we 
must always keep in mind that the cosmetic aspect of 
their intervention is not as important as the function-
al results and that our surgical and theoretical abilities 
must allow us to adapt to the patient - not the other 
way around. We must also always keep in mind that the 
cornerstone of correct technique in advanced prolapse 
cases for a good, durable result is the high fixation of 
the vaginal apex or cervix.

In general, the indications for surgical repair can be 
segmental or global. (Popa Petros and Ulmsten’s the-
ory) [8]. Segmental repair is aimed at an isolated com-
partment (cystocele, rectocele, or enterocele repair, 
or high fixation of the apex or the cervix), and global 
repair is aimed at all 3 compartments (cystocele, rec-
tocele, the tendinous centre repair as well as high fix-

ation of the apex or the cervix). Lack of fixation of the 
apex will lead to an early total relapse, and the repair 
of only two compartments will lead shortly after to an 
accentuated prolapse in the unrepaired compartment. 
elements of resistance that we use to repair the native 
tissue are ATFP (arcus tendineus fasciae pelvis), the in-
ternal obturator aponeurosis, the pubocervical fascia, 
the rectovaginal septum, the uterosacral ligaments, the 
sacrospinous ligaments, the sacrotuberous ligaments, 
and the iliococcygeal fascia and muscle. I will illustrate 
below with some images and explanations the import-
ant steps of the most used native tissues techniques 
used in Oradea Urology Clinic.

Cystocele due to central defect.
Repair with native tissue can be regarded as a seg-

mental repair of the anterior compartment or as part 
of a global repair. The procedure involves the folding 
of the pubocervical fascia on the median line, with or 
without the muscular elements of the vaginal wall. This 
involves the release of the pubocervical fascia (Halban) 
from the mucosa (vaginal epithelium). The anterior wall 
incision will be made from the uretrovesical junction to 
the cervix or to the vaginal apex (previous hysterecto-
my). The lateral dissection and release of the Halban 
fascia is done to the bilateral ischiopubic rami, which 
will allow the evaluation of the lateral insertion of the 
vagina to the ATFP. A lateral cystocele can also be iden-
tified here and must be repaired during the same op-
eration.

The first vicryl 00 suture to fold the fascia will be 
placed at the uretrovesical junction to strengthen 
the support in this area and avoid postoperative in-
continence. If the patient had preoperative occult 

Figure 1. Grade four 
uterine prolapse 

 Figure 2. 
Grade four vault 
prolapse
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lincontinence, the fascial fold can also be completed 
suburethrally via a Kelly-Kennedy procedure or by the 
insertion of a polypropylene sling through a separate 
incision.

The condition of the urethra is very important – 
such as its elasticity or rigidity – as well as that of the 
bladder neck (tethered vagina). Loss of its trophicity 
due to multiple interventions can lead to possible mic-
turition or continence disorders, of which the patient 
must be informed.

Figure 3. Clinical 
aspect. The smooth 
mucosa shows that the 
fibromuscular fascia 
is missing behind the 
vaginal epithelium.

Cystocele due to lateral defect, vaginal, paravaginal 
repair

When the defective anchoring of the vagina exist 
and becomes visible it allows the exploration of the ret-
ropubic and perivesical space. This exploration should 
allow the identification of the ischiatic spine and the 
ATFP which extends from the spine to the pubis. The 
paravaginal repair technique is done after the repair of 
a central defect cystocele. The technique involves the 
anchoring of the pubocervical fascia to this arch with 

3-4-5 slowly resorbable 00 thread, starting 
from the spine to pubis. When this arch 
cannot be palpated, the anchoring is done 
to the fascia of the internal obturator. 

The princeps technique involves a 
3-stage closure that restores the lateral 
vaginal groove by fixing the pubocervical 
fascia and the vagina to the ATFP. There 
are 2 additional variations of closure, of 
anchoring, variations that does not require 
retropubic exploration or locating the ATFP.

In advanced prolapse, cystocele with 
central defect usually coexists with lateral 
defect cystocele. If the anchoring defect 

is bilateral, the procedure is done on both 
sides.

Figure 4. The normal aspect of pubocervical fascia has been dissected 
from the vaginal epithelium to the ischiopubic rami.

Figure 6. The dehiscent fascia in several areas that should be sutured 
(Richardson-Saye technique [9]).

Figure 7. The final appearance 
of the colporrhaphy from the 
urethro-vesical groove to the 

cervix with a 00 vicryl surgical 
thread after a prudent excision of 

the vaginal mucosa.

Figure 5. The fascia is dehiscent on the median line which allowed the herniation of the blad-
der. The princeps technique using native tissue involves folding them on the median line with 
slowly resorbable thread 00. When the cystocele is large, an additional fold can be made. A 
suture made too laterally can intercept the ureter.
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Defect of the posterior vaginal wall. Rectocele re-
pair

Rectoceles (upper, middle, or lower) that have an 
operative indication are usually accompanied by a 
perineal relaxation and an alteration of the tendinous 
centre who also need to be repaired. Before that is very 
important to appreciate the future aspect of postoper-
ative dimensions of the introitus. The manoeuvre using 
2 fingers can be deceptive considering the anaesthesia 
as well as the postoperative contraction of the vagina.

The dissection, after incision of the wall, will begin 
at the posterior fork and will extend from the vaginal 
apex, freeing the vaginal septum from the mucosal ep-
ithelium and rectum both longitudinally and laterally. 
Any possible lesions to the vaginorectal septum can 
be inspected, identified and sutured (Richardson-Saye 
technique [9]) with slowly resorbable 00 thread.

The suture of these muscles on the median line 
leads to vaginal tightening, pain and dyspareunia. It 

Figure 8.  
Lateral defect cysto-
cele. Transverse 
striations can be 
identified indicating 
an integral fibro-
muscular fascia.

Figure 9.  
Left lateral dissection highlights 

a large gap that confirms the 
detachment of the vagina from 

the left ATFP

Figure 10. The pubocervical fascia is folded on the median line with 
slowly resorbable threads. The temporary threads on the ATFP will then 
pass through the already folded fascia and the vaginal mucosa, using 
the princeps fixation technique in 3 points. 

is therefore recommended that this anti-physiological 
procedure is not done on women who are still sexually 
active.

This levator plication does not represent normal 
anatomy and should be avoided in the sexually active 
patient, as a 30% rate of dyspareunia or apareunia fol-
lowing this repair has been reported [10].

A perineorrhaphy is the last step in the repair of the 
posterior vaginal compartment. The tendinous centre 
is formed by the interlinking of muscle fibres of the 
anal sphincter, the superficial and deep transverse per-
ineal muscle, the bulbospongiosus muscle, as well as 
the junction between the rectovaginal fascia and the 
anal sphincter. All these muscles must be identified 
and once sutured together they restore the tendinous 
centre.

Figure 11. Clinical  
aspect of a rectocele 
and a relaxed  
tendinous centre.

Figure 12. Dissection to show the vagino-rectal septum, which is a 
posterior reflection of the perineal membrane and reaches the upper 
third of the vagina.

Figure 13. This image shows the incision of the posterior vaginal wall, 
with the dissection of the rectovaginal fascia freed from the vaginal ep-
ithelium. The rectum protrudes between the two margins of the fascia. 
The procedure to repair this (colpoperineorrhaphy) involves suturing 
the fascia with slowly resorbable 00 vicryl thread along the median line 
and then to the tendinous centre,. If necessary, the procedure can be 
continued with the fixation of the vaginal apex to the uni or bilateral 
sacrospinous ligament.
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Vaginal apex or cervix fixation

Figure 14. Another patient with a septum fissured at its insertion on the pelvic wall that will require suturing.

Figure 15. To avoid narrowing of 
the introitus, vascularized flaps 
will be prepared from the posterior 
vaginal wall.

Figure 16. The final appearance of the colpoperineorrhaphy and the 
sacrospinous fixation of the apex.

Figure 17.  
Grade four uterovaginal 
prolapse

This surgical technique must consider the length of 
the vagina and must include the restoration of the con-
tinuity of the pubocervical and rectovaginal fascia. The 
various fixation positions are the uterosacral ligaments 
(intraperitoneal) or extraperitoneal the sacrospinous 
ligaments (uni or bilateral) or the iliococcygeal muscle 
and fascia. The last two variations are preferred in pa-
tients who have an enterocele with intraperitoneal ad-
hesion. In this case the enterocele sac will be closed and 
will be moved laterally to this extraperitoneal space.

McCall’s culdoplasty procedure has remained - since 
it was written in 1957 [11] – an efficient procedure that 
allows, after a hysterectomy, the fixation of the vaginal 
apex to uterosacral ligaments (USL) that had been pre-
viously folded. Traditional fixation to the USL is done 
at the level of the ischiatic spine. Newer fixation tech-
niques are done on ligaments above the ischiatic spine.

Figure 18. 
Opened 
peritoneal 
cavity - 
enterocele
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l Defect of the posterior vaginal wall. Enterocele repair
enteroceles (anterior and posterior) appear most 

often after a hysterectomy and are usually due to the 
lack of suspension of the vaginal apex by the cardi-
nal and uterosacral ligaments. enterocele implies the 
creation of a space for displacement due to the de-
hiscence between the pubocervical fascia and the 
rectovaginal fascia. Through this space the peritoneal 
sac and intraabdominal content (loops, sigmoid colon, 
epiploic appendages) enter posteriorly and get into di-
rect contact with the vaginal epithelium. If the uterus 
is present, this part of peritoneal sac will be positioned 
posteriorly to the cervix and anteriorly to the rectum. 
During the operation, there may be some difficulty iso-
lating the rectal sac (intrarectal control) or the urinary 
bladder (control with a cystoscope as needed). 

Repair of Vaginal Vault Prolapse
The true incidence and prevalence of vaginal vault 

prolapse are unknown. eversion of the vagina probably 
occurs in about 0.5% of patients who have undergone 
vaginal or abdominal hysterectomy [12].

Prophylactic measures - reattachment of the vag-
inal vault to the cardinal-uterosacral ligament com-
plex - performed at the time of hysterectomy proba-
bly decrease the incidence of vaginal vault prolapse. 
When descent of the vault of the vagina or the uterus 
is significant, suspension of the apex of the vagina is 
necessary to preserve vaginal length and function. 
The vaginal procedures used to suspend the apex of 
the vagina include sacrospinous ligament suspension, 
iliococcygeus fascia suspension, and high uterosacral 
ligament suspension.

High Uterosacral Ligament Suspension
A uterosacral ligament suspension requires en-

trance into the peritoneum as it is an intraperitoneal 
suspension. Over the years, intraperitoneal proce-
dures used to support or suspend the vaginal apex, as 
well as address apical or posterior enteroceles, have 
evolved [13].

Sacrospinous Ligament Suspension
Sacrospinous ligament fixation can be done ante-

riorly, paravesically, transperitoneally, transvaginally or 
posterior pararectally. To perform this operation, the 
practitioner must familiarise themselves with the anat-
omy of the paravesical and pararectal areas, to the sac-
rospinous ligament as well as to neighbouring struc-
tures (gluteal muscle, ischiorectal fossa, sciatic nerve, 
and last but not least, the pudendal nerve that passes 
immediately behind the ischiatic spine. The fixation of 
the vaginal apex (in vault prolapse) to the ligament can 
be done unilaterally or bilaterally using a special an-
choring device and non-resorbable thread of prolene 
00. Fixation using the posterior approach involves en-
tering the perirectal space that is separated from the 
rectovaginal space by an areolar tissue called the rectal 
pillars. These rectal pillars cover the levator ani and ex-
tend from the rectum to the ATFP.

If necessary (expulsion of the cystocele and recto-
cele via the Valsalva manoeuvre), this procedure can be 
associated with the repair of anterior vaginal defects 
(cystocele) and/or posterior vaginal defects (enterocele 
/ rectocele). In the case of enterocele, the incision will 
be made only on the apex where the ligament will be 
fixated after closure of the peritoneal sac. 

Figure 19. Identified and prepared right uterosacral ligament for suture anchors. Figure 20. Prolene suture on LSS (sacrospinous ligament)
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