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ABSTRACT

Background: Pelvic organ prolapse (POP) is the descent of the pelvic organs beyond their anatomical confines. The
definitive treatment of symptomatic prolapse is surgery but its management in young is unique due to various
considerations. Aim of this study was to evaluate anatomical and functional outcome after abdominal
sacrohysteropexy and vaginal hysterectomy for pelvic organ prolapse in young women.

Methods: A total 27 women less than 35 years of age with pelvic organ prolapse underwent either abdominal
sacrohysteropexy or vaginal hysterectomy with repair. In all women, pre-op and post-op POP-Q was done for
evaluation of anatomical defect and a validated questionnaire was given for subjective outcome.

Results: Anatomical outcome was significant in both groups as per POP-Q grading but the symptomatic outcome was
better for sacrohysteropexy with regard to surgical time, bleeding, ovarian conservation, urinary symptoms, sexual

function.
Conclusions: Sacrohysteropexy is a better option.

organ prolapse- quantification, Vaginal hysterectomy
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INTRODUCTION

Pelvic organ prolapse (POP) has been documented in the
oldest medieval literature as old as 2000 BC with its
watershed moments. Ebers Papyrus in 1500 BC described
the first case.' ‘The judgement of surgical correction
depends upon correlation of history and physical
findings’- Richard Te Linde 1966. So, the definitive
treatment of symptomatic prolapse or prolapse stage 2
and beyond is surgery.

Uterine prolapse is an ailment that has seemingly affected
women for all the time, most of which are not treated due to
lack of women coming forward with the issue. Only 11-19%
of women undergo surgery for pelvic organ prolapse.””
Pelvic organ prolapse is a global health problem affecting

adult females of all ages. It decreases quality of life index
as it increases the cost besides causing discomfort and
sexual function interference considerably and it is
estimated that 50% of parous women have at least minor
degree of POP.>¢

Pelvic organ prolapse is generally found in peri and
postmenopausal women. Obstetric trauma and multi-
parity are found in the etiopathogenesis of prolapse, as a
result either of a direct perineal lesion or of an indirect
lesion by stretching the sacral plexus. The abdominal
hyper pressures of asthmatics and family history are also
described as risk factors for the occurrence of urogenital
prolapse.”® But in young women it is a rare phenomenon
with a clinical background and postulation as given by
Jackson in 1996. Mechanical stability of urogenital tract
depends on intact collagen fibres. Newly formed
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immature collagen is degraded easily along with
increased metalloproteinase activity making the collagen
brittle and susceptible to rupture. Conventionally known
environmental factors such as age or obstetric trauma are
no longer sufficient to explain the genesis and
progression of prolapse, especially in young women. The
identification of risk factors is not limited to
epidemiological but also therapeutic interest. Loss of
integrity of uterosacral and cardinal ligament complex
leads to weakening of pelvic organ support. Prolapse is
therefore, a consequence of deficiency rather than
precipitating factors causing prolapse.” "'

Contemporary understanding of the dynamic anatomy of
pelvic floor support has led us to new conservative
surgery for the management of uterine prolapse. The
uterus itself does not play any role in the pathogenesis of
uterine prolapse. Therefore, hysterectomy should not be
the prime treatment and fixing of cervix to strong
ligaments such as sacrospinous or anterior longitudinal
ligament could give a more successful result leading to
conservation of uterus in young women.'?

Exact etiological data is not known and there is paucity of
Cochrane data regarding recommendations of surgeries.
Also, apical prolapse in young has concomitant stress
urinary incontinence. Recurrences are more common in
young women compared to old and choice of surgery
thus becomes a dilemma and puts the surgeon in a
quandry. Therefore, treatment of genital prolapse in
young women is unexplored, intuitive and has many
controversies today. Uterine conservation has ushered
enormously in the era of technological upgradation and
improvement in sutures considering patient preference
and satisfaction. So, although anatomical outcome of
abdominal sacrohysteropexy appears to be good,
measurement of functional outcome both pre and
postoperatively is necessary for future recommendations
of this surgery and hence the study has been undertaken.
Moreover, reconstructive surgeons are inspired and
fascinated due to intricacies and challenges and hence
genital prolapse in young women is a topical issue.

Research question

Is abdominal sacrohysteropexy better choice than vaginal
hysterectomy with pelvic floor repair in young women
with pelvic organ prolapse?

METHODS

This hospital based prospective and comparative study
was conducted in the department of obstetrics and
gynecology at N. K. P. Salve Institute of Medical
Sciences, Nagpur, Maharashtra over a period of 18
months from 1% January 2017 to 30" June 2018. 27
women less than 35 years of age with symptomatic
prolapse, requiring surgery, willing to participate in the
study were assessed and enrolled in the study as per
formulated inclusion and exclusion criteria.
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Convenient sampling method was incorporated. All
women attending gynecology OPD having symptoms of
mass coming out per vaginum, willing for surgical
correction and non-compliant to  conservative
management were included in the study. Women with
abnormal uterus and ovaries on ultrasound, abnormal
bleeding patterns and abnormal cervical cytology were
excluded from the study. Women were then subjected to
standardized questionnaire including their demographic
details, detailed history of chief complaints (onset and
duration of symptoms, progression, aggravating and
relieving factors, reducibility of mass) age at marriage,
detailed menstrual, obstetric and past histories with
associated urogenital and defecatory symptoms. History
of medical comorbidities and precipitating factors of
prolapse were noted. Family and personal histories were
taken into consideration. Thorough general, systemic,
spine and local examination was done. Pelvic
examination was done for assessing grade, level and
complexity of prolapse. Associated SUI was noted. The
selected cohort of women underwent assessment by
pelvic organ prolapse quantification (POP-Q) system
preoperatively. All required investigations and pre-
requisites of surgeries were performed, following which
women  were subjected either to abdominal
sacrohysteropexy or vaginal hysterectomy after
convenient sampling and random allocation. Abdominal
sacrohysteropexy was performed in 12 women while
vaginal hysterectomy with pelvic floor repair was
performed in 15 women.

All the surgeries were performed by a single surgeon to
avoid observational bias. Simultaneously intra-op
complications were noted and post-op quantification of
prolapse was done by POP-Q system. Subsequently, post-
op assessment by POP-Q was also done at 1,3, and 6
months in all women when they came for follow-up. The
anatomical success of surgery was assessed depending
upon the decrease in the stage <2 as per POP-Q and
functional success was assessed by a validated
questionnaire to determine the relief of symptoms and
quality of life on the basis of reduction of bulge
symptoms and dyspareunia.

Statistical analysis

All findings were noted and statistical analysis was done by
application of Chi square test, Fisher exact test and test for
estimation of null hypothesis, subsequent to which,
comparison was done to determine the anatomical and
functional outcome in young women with pelvic organ
prolapse after abdominal sacrohysteropexy or vaginal
hysterectomy. p- value <0.05 was considered significant

RESULTS
Distribution of women according to age

Maximum women who underwent abdominal
sacrohysteropexy belonged to the age group of 21-25
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years and those who underwent vaginal hysterectomy
belonged to 31-35 years.

Mean age for the patients who underwent abdominal
sacrohysteropexy was 25.6 years and for those who
underwent vaginal hysterectomy was 31.9 years (Table

D).
Distribution of women according to parity

5 women with parity of 1-2 underwent abdominal
sacrohysteropexy while 7 women with parity of 1-2 and
>2 underwent vaginal hysterectomy.

Mean parity for abdominal sacrohysteropexy was 33.34%
among nullipara and 66.67% among multipara. Mean
parity for vaginal hysterectomy was 6.67% among
nullipara and 93.34% among multipara (Table 2).

Distribution of women according to degree of prolapse

91.66%  patients who  underwent  abdominal
sacrohysteropexy and 80% of them who underwent
vaginal hysterectomy had 3™ degree prolapse. Procidentia
was seen in 8.33% woman who underwent abdominal
sacrohysteropexy and 20% women who underwent
vaginal hysterectomy (Table 3).

Distribution of women according to Level of vaginal
wall prolapse

Most of the patients who underwent abdominal
sacrohysteropexy or vaginal hysterectomy had 1st and 2nd
level of prolapse. All 3 levels of prolapse was seen in 1
woman from each group. Level 1 prolapse was seen in 1 and
4 women who underwent abdominal sacrohysteropexy and
vaginal hysterectomy respectively (Table 4).

Table 1: Distribution of women according to age.

Abdominal sacrohysteropexy Vaginal hysterectomy .

Count 6 0
21-25 % within age 50.0% 0.0%
Count 4 2
Age 26-30 % within age 33.3% 13.33%
3135 Count 2 13
% within age 16.66% 86.7%
Total Count 12 15

Table 2: Distribution of women according to parity.

Abdominal sacrohysteropex Vaginal hysterectomy |

Nulli Count 4 1
% within parity 33% 6.66%
. Count 5 7
Parity -2 =, ithin parity 41.7% 46.66%
- Count 3 7
% within parity 25% 46.66%
Total Count 12 15

Table 3: Distribution of women according to degree of prolapse.

\ Abdominal sacrohysteropexy Vaginal hysterectomy
3

Count 11 12
Degree % within degree 1, 2, 3, 4 91.66% 80%
1,2,3,4 4 Count 1 3

% within degree 1, 2, 3, 4 8.33% 20%
Total Count 12 15

Table 4: Distribution of women according to level of vaginal wall prolapse.

Abdominal sacrohysteropexy

Vaginal hysterectomy

1,2 10 10 20
Level of vaginal ’
wall prolapse 1,2,3 ! ! 2
1 1 4 5
Total 12 15 27
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Table 5: Comparison of mean pre-operative and post-operative POP-Q of women (abdominal sacrohysteropexy).

\ Paired samples statistics (abdominal sacrohysteropexy)

Mean SD Std. error mean t p
P 0P posop amstomiedi An 1920996 028 G141 <om
P2 popg poscop nstomiealBa 1500905 0261 con <o
P OO pescep amsomisliC 285 1586 0.45% 15014 <0001
Pt popQ poscepamtomicdi Ap 2000790213 473 ool
RS o) poscep amsomial By 142 0515 0.149 101 020
PO pop) poscepamsomi D 661 07 0223 10352 <0001
Pt popQ posop momieal VL 81714050405 029 0838
P pop0 poscep amstomia BB 3750452 0.131 0610t
PATS 00 ponop amsomiea Gh 452028 0083 2 oo

Table 6: Comparison of mean pre-operative and post-operative POP-Q of women (vaginal hysterectomy).

‘ Paired samples statistics (vaginal hysterectomy)

: Mean SD Std. error mean t p
PAT | POPG postop amstoics Aa a0 0sor 013 losss <000l
Pt pOPG postop sl Ba S 0sie o1 8290 <0001
P2 P0G posep antomial € 0T 0 015 1451 <000l
PAIT4 700 poop amtomiedl A7 20 oms o 4571 <0001
PATS 7000 potop mtomiea Bp S0 0s0r o1 205 0025
Pt —PORG postop amstomical D ot Tou o2 549 <0001
P17 pOpQ pomop amtomisl TV 86005070131 a8 oo
PUTS 700 pontop amtomicdl 75 seroas o 089 03w
PAITS 70 potop tomce G 500000 0000 30550009
Comparison of mean pre-operative and post-operative amongst ~ women  who  underwent  abdominal

POP-Q of women (abdominal sacrohysteropexy)

Pre-operative and post-operative evaluation of women
who underwent abdominal sacrohysteropexy by POP-Q
system shows that the p-value of all the parameters of
POP-Q system was significant except Bp (most
dependent portion on posterior vaginal wall, between Ap
and posterior fornix), TVL (total vaginal length) and PB
(perineal body). This indicates that all the parameters of
POP-Q were significantly reduced post-operatively
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sacrohysteropexy except total vaginal length, perineal
body and most dependant point on posterior vaginal wall
even with the desired anatomical changes (Table 5).

Comparison of mean pre-operative and post-operative
POP-Q of women (vaginal hysterectomy)

Pre-op and post-op evaluation of women who underwent
vaginal hysterectomy by POP-Q system shows that the p-
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value of all the parameters of POP-Q system was
significant except PB (perineal body).

This shows that amongst the women who underwent
vaginal hysterectomy all the parameters of POP-Q were
significantly reduced post-surgery except perineal body
(Table 6).

Comparison of post-op POP-Q of women (abdominal
sacrohysteropexy and vaginal hysterectomy)

Comparison of post-operative findings of women who
underwent abdominal sacrohysteropexy and vaginal
hysterectomy by POP-Q assessment system shows that
the p-value of all 9 parameters of post-operative POP-Q
were not statistically significant.

Table 7: Comparison of post-operative POP-Q of women (abdominal sacrohysteropexy and vaginal hysterectomy).

Group statistics .

Group N Mean SD Std. error mean t p

POPQ postop anatomical Aa \A/ISrI ii :5491(2) 32(9)3 8?2? -1.76 0.09

POPQ postop anatomical Ba éIS—I ii :12(7) 82?2 8??; -0.108 0914
POPQ postop anatomical C I\A/IS-I i? :3(8); (1)222 8‘1‘22 -1.718  0.098
POPQ postop anatomical Ap éil ii :5;8 g;;g 8;3)(3) 1.02 0.317
POPQ postop anatomical Bp éIS-I ii :13(2) g;l); gi;‘? -0.101 0.92

POPQ postop anatomical D éls-l ii :ggg (1)(8)(1)2 8;2; 0.722 0.476
POPQ postop anatomical TVL éil ii 22(7) (1)‘5‘8; gjgi -1.68 0.1.3
POPQ postop anatomical PB éIS-I ii gz; g:g; gi;é 0.437 0.665
POPQ postop anatomical Gh \A/ISrI ii :33 8(2)33 88(8)(3) -1.07 0.295

Table 8: Distribution of women according to complications of surgery.

Abdominal sacrohysteropex Vaginal hysterectom |

Haemorrhage Count 0 4
. €€ o/ within complications 0.0% 26.66%
Complications
Nil Count 12 11
% within complications 100% 73.33%
Total Count 12 15

Table 9: Distribution of women according to risk factors of prolapse.

Abdominal Vaginal
sacrohysteropex hysterectom ‘
Risk Family  Count 7 2
factor - history % within risk factor for recurrence, family history ~ 58.33% 13.33%
family N Count 5 13
history one % within risk factor for recurrence, family history  41.66% 86.66%
Total Count 12 15

Table 10: Comparison of women according to anatomical and functional outcome after surgery.

Surger

Functional outcome 11/12 (91.67%)

Abdominal sacrohysteropex

Vaginal hysterectom |
12/15 (80%)

Anatomical outcome 100%

100%
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Thereby, concluding that the post-operative findings of
women after abdominal sacrohysteropexy were
comparable with the post-operative findings of women
who underwent vaginal hysterectomy (Table 7).

Distribution of women according to complications of
surgery

No intra-operative or post-operative complications were
encountered in women who underwent abdominal
sacrohysteropexy. 4 (26.66%) women who underwent
vaginal hysterectomy had post-operative complication of
haemorrhage (Table 8).

Distribution of women according to risk factors of
prolapse

58.33%  patients who  underwent abdominal
sacrohysteropexy and 13.33% patients who underwent
vaginal hysterectomy had a positive family history for
pelvic organ prolapse. Risk factors for pelvic organ
prolapse were not encountered in rest of the women in
either groups (Table 9).

Comparison of women according to anatomical and
functional outcome after surgery

A total 91.67% women who underwent abdominal
sacrohysteropexy had functional improvement compared to
80% women who underwent vaginal hysterectomy.

Anatomical outcome in both the groups was same (100%)
(Table 10).

DISCUSSION

Pelvic organ prolapse occurs as a result of disturbance of
anatomical and mechanical equilibrium. The normal
position, support and suspension of uterus with other
pelvic organs rely on an interdependent system of bony,
muscular and connective tissue elements. This three-
dimensional system, if presents with subtle variation in
one part may lead to stresses in other part that eventually
lead to alteration or failure of normal anatomy. In theory,
if one of these elements fail, the others can supply it
within certain limits. Pelvic organ prolapse in young
women is rare. The prevalence increases with age and
remains stable later on. Common etiological factors
leading to prolapse in young women are: vaginal births,
obesity, family history, race and ethnicity, alteration in
collagen content of various tissues and abnormal collagen
synthesis.

The primary aim of surgery is to relieve symptoms,
which may be caused by prolapse, and in most cases to
restore vaginal anatomy so that sexual function may be
maintained or improved without significant adverse
effects or complications. The type of operation to be
employed depends upon various factors - age, parity,
degree and type of prolapse, desirous of further child
bearing, desirous of menstrual and sexual function,
general physical condition of the patient.

Table 11: Comparison with other studies.

Mean . Grade of  Success Recurrence o5 Follow- |
Study Mean parity Complications
age prolapse rate rate up

.13 83.3% multi o o 12

Tahir ~ (12) 30 years 16.6% nulli II 833% 16.6% - months
14 ) N o 1 mesh rupture ~ 44.5

Barranger " (30) 35.7 years 1 /111 93.4% 6.6% 4 intra-op months

Demirci and leron'® (20) - - III 95 % 5% - 25
months

. 66.67% multi N 6-7
This study (12) 25.6 years 33.34 % nulli I 100 % - - months

The two procedures - abdominal sacrohysteropexy and
vaginal hysterectomy are comparable with respect to
complication rate, recurrence rate, quality of life and
functional outcome at 6-7 months of follow-up. 27 young
women were selected for this study and we aimed to see
the results of uterine preservation in them.

The conventional surgical treatment for POP is vaginal
hysterectomy with pelvic floor repair. Uterus is removed
despite being normal. Moreover, the removal of uterus
fails to address the etiology of prolapse. Literature states -
40% of women experienced vaginal vault prolapse and
there was two-fold increase in risk of ovarian function
failure subsequent to vaginal hysterectomy.
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Young women desire for uterine preservation with
increasing awareness. Uterine conservation not only
supports the pelvic floor, it preserves fertility, improves
sexual function and wellbeing and decreases the various
risks associated with hysterectomy - reduced operation
time, estimated blood loss and post-op recovery time.'?
So, non-surgical modalities remain the first line of
management of prolapse. Amongst uterine preservation
surgeries, abdominal sacrohysteropexy is most widely
used.

Abdominal sacrohysteropexy is a surgical procedure to

correct uterine prolapse. It involves resuspension of the
prolapsed uterus using a strip of synthetic mesh to lift the
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uterus and hold it in place via abdominal approach.
Sacrohysteropexy results in satisfactory anatomy and
functional result with normal vaginal axis. Disadvantages
of abdominal sacrohysteropexy are: requirement of mesh
and treatment of incontinence. Arthur and Savage were
the first to describe attachment of prolapsed uterus to
sacrum.

As shown in the Table 11, the sample size for women
who underwent abdominal sacrohysteropexy in this study
was comparable with study by Tahir et al.">"> The mean
age for women who underwent abdominal
sacrohysteropexy in this study was 25.6 years as
compared to studies by Tahir et al and Barranger et al,
where the mean ages were 30 years and 35.7 years
respectively.'* The mean parity in this study was 66.67%
among multipara and 33.34% among nullipara. Tahir et al
had mean parity of 83.3% among multipara and 16.6%
among nullipara.'”® Most of the women in this study who
underwent abdominal sacrohysteropexy had 3™ degree
prolapse which was comparable to studies by Barranger
et al and Demirci and Leron."

The mean age for comparison and grade of prolapse
being the same (approx.), low parity and early follow up
after abdominal sacrohysteropexy fetched us 100%
success rate as compared to other studies. Study did not
experience any case of recurrence post-operatively, while
all other studies had recurrences of prolapse after surgery.
Barranger et al has also mentioned about 1 mesh rupture
and 4 intra-op complications encountered in their study."*

Follow-up period of this study was 6-7 months which
was less as compared to studies by Tahir et al, Barranger
et al and Demirci and Leron where the follow up period
was 12 months, 44.5 months and 25 months
respectively.'>"

The limitations of this study were a small sample size as
most of the women with symptomatic prolapse were not
willing to participate in the study, lack of long-term
follow-up due to non-compliance of women, limited data
available regarding longevity of procedure.

CONCLUSION

Young women considering treatment of pelvic organ
prolapse usually desire for uterine preservation. So,
nonsurgical management of prolapse - remains first line
of management. Amongst surgical management,
abdominal sacrohysteropexy is preferred as it is safe,
effective, maintains durable anatomic restoration of
normal vaginal axis, preserves sexual function without
painful or rigid vaginal scarring, has minimal
complications with excellent success rate of 85%.
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