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Pelvic Organ Prolapse

• POP in > 50% of women over 50

• Women > 65 is the fastest growing segment of the population

• 11.1% lifetime risk of surgical intervention 

• Surgery for POP is much more common than continence surgery

• Often performed with continence procedures

• Most commonly performed vaginally

Adapted from Incontinence  ICI 2017, 6th Edition Shows the surgical treatment for POP/ rate per 10000 women (2003)

% Women with POP seeking care



• 40% women without symptoms of POP undergoing annual gynaecologic exam have
descent of the anterior vaginal wall to within

1cm o f hymen

• Decision to treat should be based on symptoms

• “You cannot make an asymptomatic woman feel better, but you can make her feel worse”

• Exceptions - severe POP with hydronephrosis or vaginal/cervical erosion

Do we need to treat all POP?

Adapted from Incontinence  ICI 2017, 6th Edition

Usually occurs with uterine prolapse

Not a result of urinary retention, but rather kinking of the ureters

Resolves with reduction of the prolapse

All women with stage III-IV uterine prolapse who elect no 

treatment should have a renal ultrasound



Three techniques of anterior colporrhaphy

• Success based exclusively on anatomic outcome

• Success =  points Aa and Ba <-2 and improved

At 23 months f/u recurrence occurred in:

• 70% of the traditional anterior colporrhaphy

• 54% of the “ultralateral” anterior colporrhaphy

• 58% of the absorbable mesh-augmented colporrhaphy

• Most patients were asymptomatic

Measuring the Success of POP Repair

Based on Anatomy

Am J Obstet Gynecol 2001; 185: 1299-306

2001 NIH Workshop on Standardization of Terminology 
for Researchers in Pelvic Floor Disorders

2009 NICHD Pelvic Floor Disorders Network
(National Institute of Child Health and Human Development)
Barber MD, Burbaker L, Nygaard I, Wheeler TL, Schaffer J et al. Defining Success After Surgery for Pelvic Organ Prolapse. Obstet Gynecol 2009;114(3):600-9.

Recurrent descent of the anterior vaginal wall to 

within  1 cm of the hymeneal ring = recurrence

40% of normal women without symptoms of POP would not meet the definition of  “satisfactory” anatomic outcome

75% of normal women who have annual gynecologic examinations without symptoms of POP would not meet the 

definition of  “optimal” anatomic outcome

• Any definition of success after POP surgery should include the absence of bulge symptoms plus anatomic 

criteria and the absence of retreatment

• The use of the hymen as a threshold for anatomic success seems a reasonable and defensible approach



Manchester operation

McCall Culdoplasty

Colpocleisis procedures  

Sacrospinous Ligament fixation

Uterosacral vaginal vault suspension

Anterior 

Colporrhaphy

Paravaginal repair

Graft augmentation

Posterior Colporrhaphy

Graft augmentation

Ileococcygeus vaginal vault suspension

Anterior wall prolapse repair

Posterior wall prolapse repair

Vaginal 

approach

Abdominal 

approach

Paravaginal repair

Halban

Moschcowitz

Sacrocolpopexy

There is More Than One Approach to Correct POP



POP Questions

• What are the indications for surgery?
Only symptomatic POP stage II or Ba = 0+

• Should the uterus be removed?
No need if normal, protection effect in SCPX

• What is the best route for surgery?

Abdominal & vaginal relatively equivalent. Abdominal higher morbidity.

• How to manage the bladder outlet?

Need to balance  risk of SUI  vs overtreatment & related complications

• Should we use meshes? If yes, when?

The Goals of Surgery are to Relieve Symptoms and Restore/Preserve Function!



Mesh seem to improve the anatomic outcome but with a higher complication rate 

Adapted from Incontinence  ICI 2017, 6th Edition



Trial recruitment was stopped early when values exceeded predetermined erosion rate

Mesh 

N=32

No Mesh

N=33

Anatomic Failure

>POPQ stage I

59%

19/32

75%

21/33

Subjective cure

(PGI-I, PGI-S

PFDI-20, PFIQ-7)

No Difference

Re-operation 2 for Prolapse

3 for Mesh

none

Iglesia CB Obstet Gynecol 2010; 116:293

Vaginal mesh for prolapse: a randomized controlled trial



•389 subjects with 95% 12 months  f/u

•Anatomic Success: POPQ </= stage I
•80% in Mesh 47% in Native tissue 

•Symptomatic Success: No vaginal bulge (single question)
•75% in Mesh repair 62% in Native tissue repair

•New symptoms: Pain or dyspareunia
•7% with mesh 2% with native tissue

•Re-operation rate
•3% with Mesh 0.5% with native tissue

Prospective Randomized Clinical Trial

Altman et al NEJM 2011: 364: 1826

Conclusions

As compared with anterior colporrhaphy, use of a standardized, trocar-guided mesh kit for

cystocele repair resulted in higher short-term rates of successful treatment but also in higher

rates of surgical complications and postoperative adverse events.



• The risk-benefit profile means that transvaginal mesh has limited 

utility in primary surgery. 

• It is possible that in women with higher risk of recurrence the 

benefits may outweigh the risks, but there is currently no 

evidence to support this position. 

Maher C, Feiner B, Baessler K, Christmann-Schmid C, Haya N, Marjoribanks J.

Cochrane Database Syst Rev. 2016 Feb 9;2:CD012079. doi: 10.1002/14651858.CD012079. Review

Cochrane review - mesh/ native tissue



• 2 groups: synthetic mesh inlays or biological grafts against standard repair

• 35 centres and 65 surgeons in UK

• 1348 patients

• 2 years follow up

Augmentation of a vaginal repair with mesh or graft material did not 

improve women’s outcomes in terms of effectiveness, quality of life, 

adverse effects, or any other outcome in the short term, but more than 

one in ten women had a mesh complication.

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiI5qzwmKXeAhUCuRoKHRK1B7sQjRx6BAgBEAU&url=http://www.lse.ac.uk/philosophy/blog/2017/04/27/universal-health-coverage-paper-published-in-the-lancet/&psig=AOvVaw2PjOkqVIoaVNMQgGuvLXWx&ust=1540680614091842


The Lancet 2017

No difference in efficacy



Augmentation of a vaginal repair with mesh or graft material did not improve women’s outcomes in terms of eff 

ectiveness, quality of life, adverse eff ects, or any other outcome in the short term, but more than one in ten women had 

a mesh complication. Therefore, follow-up is vital to identify any longer-term potential benefi ts and serious adverse eff 

ects of mesh or graft reinforcement in vaginal prolapse surgery

Higher rate of complications with mesh



FDA Public Health Notification: Serious Complications Associated with Transvaginal Placement of 

Surgical Mesh in Repair of Pelvic Organ Prolapse and Stress Urinary Incontinence

Issued: October 20, 2008 

Dear Healthcare Practitioner: 

This is to alert you to complications associated with transvaginal placement of 

surgical mesh to treat Pelvic Organ Prolapse (POP) and Stress Urinary 

Incontinence (SUI). Although rare, these complications can have serious 

consequences. Following is information regarding the adverse events that 

have been reported to the FDA and recommendations to reduce the risks. 



• From 2008 – 2010, frequent complications POP meshes repair include erosion, pain,

infection, bleeding, dyspareunia, organ perforation, urinary problems, recurrent prolapse,

neuro-muscular problems, vaginal scarring /shrinkage, and emotional problems, many

requiring additional intervention and hospitalization.

• By July 2011, 4000 complaints of injury, death or malfunction associated with TVM within

the 5 previous years were reported.

• 2016, all TVM became class III (need of post-market surveillance-522) (Some

manufacturers withdraw their meshes from the USA market)

• 2015, 73,000 women had filed lawsuits against mesh manufacturers after suffering serious

damage from their products

• January 2016 : Reclassification of surgical mesh and PMA (pre-market approval)

http:/ /www.fda.gov
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Eric Rovner, AUA News, April 2019

Skozylas LC, IUJ 2014

1385 procedures



Most legal claims involved slings for SUI and began after the 2011 Food and Drug

Administration communication about mesh for POP. The rise in lawsuits does not

reflect the acceptably low complication rates for slings for SUI reported in the literature





• For many women suffering the distressing effects of SUI and POP, surgical procedures using 

vaginal mesh devices have provided an effective form of treatment which can be far less 

invasive than alternative surgical procedures.

• However, the safety and efficacy of surgery for SUI and POP using mesh devices has 

been questioned by a community of patients and clinicians.

• NHS England set up the Mesh Working Group to address these concerns.

• The Working Group published its Interim Report in 2015 which sets out recommendations to 

optimise care for women undergoing treatment for SUI and POP.

• Those recommendations were implemented working alongside National Institute for Health and 

Care Excellence (NICE), British Association of Urological Surgeons (BAUS), British Society of 

Urogynaecology (BSUG), Royal College of Obstetricians and Gynaecologists (RCOG), 

Medicines and Healthcare products Regulatory Agency (MHRA), Department of Health (DH) 

and of course our patient members.

NHS Mesh working group



2017

• Improvements needed in:  patient information

-consent

-shared decision-making

-procedure recording

-complication reporting

• All appropriate treatments (nonsurgical, mesh and non-mesh) should be offered to patients 

in fully informed consultations.

• Care should be delivered by a multidisciplinary team of appropriately trained and 

experienced specialists. 

• All cases should be registered on an appropriate database such as those provided by BSUG 

and BAUS

• Minimal number and audit
No n. for POP but for SUI surgery at least 20/year. Surgeons undertaking fewer than 5 cases of any procedure             

annually should do so only with the support of their clinical governance committee.

Mesh Oversight Group Report





The European Commission, requested the Scientific Committee on Emerging and Newly Identified Health Risks

(SCENIHR) to assess the health risks of meshes used in urogynaecological surgery. EAU-EUGA consensus follows and

supports the deliberations of SCENIHR panel

EAU/EUGA Recommendations :
Synthetic sling tapes have well-established success rates 
and safety profile

It is Important to differentiate between the use of synthetic tapes for the treatment of SUI and 

large surface areas of mesh for treating POP 

• Tape-related morbidity is un-common but may occur any time during or after implantation 

• Existing data do not allow reliable quantification of tape specific long term risks.



• Its use should also be restricted to expert individuals working in specialised

departments

• Whilst the risk associated with the trans-abdominal insertion of mesh for POP is

considered more acceptable, its use should also be restricted to specialist

practice

Consensus view POP

• Use of vaginal mesh for POP should be considered only in complex cases when 

other surgical procedures have already failed or are expected to fail or in the 
context of ethics committee approved clinical research



• Synthetic tapes for SUI have well-established success rates and safety 

• Efficacy is higher than colposuspension and comparable to autologous slings 

but with lesser morbidity compared to colposuspension

• Mesh-related morbidity is un-common but may occur either at the time of 

implantation (e.g., bladder perforation or vascular/ bowel injury) or 

subsequently (e.g., mesh exposure, pain or erosion into the urinary tract).

• Existing data do not allow reliable quantification of mesh long term risks

• Therapy should only be instituted in accordance with EAU guidelines and with 

full informed consent of all patients.

Consensus view SUI



• MUS extensively researched 

procedure for SUI

• Good safety profile. 

• Highly effective in short, medium and 

long term

• Positive impact on QoL of women with 

SUI

• TOT >cost-effective compared with RP

• Fewer adverse events with TOT with 

exception of groin pain

• For TOT no  difference between in-out 

or out-in route

• For RP bottom-top route more effective 

than top –bottom

• Need for reporting longer-term 

outcome data from the numerous 

existing trials.

Conclusions
81 trials, 12,113 women

2017



Assessment of the long-term outcome of TVT procedure for stress urinary incontinence in a 

female population: results at 17 years’ follow-up
Bakas P, 2018

The TVT procedure for the management of

stress urinary incontinence in women

maintains its efficacy in the long term,

having an objective cure rate of 83.9% and a

subjective cure rate of 78.6% at 17 years’

follow-up, with a very low complications rate



There is robust evidence to support the use of MUS from over 2,000

publications making this treatment the most extensively reviewed and

evaluated procedure for female stress urinary incontinence now in use.

Recommendations
Strength 

rating

Offer MUS, colposuspension or autologous fascial slings to women with uncomplicated SUI Strong

Inform women who are being offered a single-incision sling that long-term efficacy remains 

uncertain.
Strong

Inform women of the unique complications associated with each individual procedure Strong

Guidelines








