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Introduction. According to world data, from 2.9 to 53% of women report certain manifestations of 

pelvic organ prolapse [5]. Up to 47% of patients with pelvic organ prolapse are women of working age 

[6]. According to the Women’s Health Initiative Study, among 16616 women of perimenopausal age, 

the incidence of uterine prolapse was 14.2%, cystocele 34.3%, rectocele 18.6% [7]. In women younger 

than 40 years, pelvic organ prolapse occurs in 26% of cases, and such an increase in the incidence of 

this pathology in patients of this age group increases the urgency of this problem [1,8]. 

Clinically, can occur prolapses of the anterior and posterior walls of the vagina, central or apical 

prolapse, prolapse of the uterus or vaginal fornix in its absence. Anterior vaginal wall prolapse may be 

accompanied by cystocele and urethral hypermobility leading to stress urinary incontinence. When the 

posterior wall of the vagina prolapses, a hernia of the rectum often develops – and it is called 

rectocele. Many patients seek medical help with already expressed stages of prolapse: III-IV according 

to the POP-Q quantitative classification (from the English Pelvic Organ Prolapse Quantification) [9]. 
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Abstract: Pelvic organ prolapse is a widespread 

pathology that usually begins in the reproductive age 

and affecting negatively to the quality of life of women 

progressively, causing depression, social isolation, 

sexual dysfunction, and reduced ability to work. One of 

the most common types of pelvic prolapse is the 

prolapse of the anterior vaginal wall, which changes the 

physiological position of the anterior vaginal wall, 

cervix and bladder, which leads to such disorders as 

frequent urination, urinary incontinence, incomplete 

emptying of the bladder, feeling of a foreign body in the 

vagina [1,4]. In the structure of gynecological 

morbidity, prolapse and prolapse of the pelvic organs 

account for up to 28% of cases [1]. With an increase in 

life expectancy, the frequency of this pathology 

increases [3,4].  
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The most common modern classification is the POP-Q scale, which is approved by the American 

Society for Urogynecology, the American College of Obstetricians and Gynecologists, and the 

National Institute for Health and Care Excellence in Great Britain. 

POP staging according to the POP-Q scale (performed on the most distally located part of the 

vaginal wall): 

 1st stage — location of the distal component more than 1 cm above the level of the hymenal ring; 

 2nd stage - descent to a distance of less than 1 cm above and no more than 1 cm below the level of 

the hymenal ring; 

 3rd stage - descent to a distance below 1 cm from the level of the hymenal ring, but less than 2 cm 

from the total length of the vagina; 

 4th stage — complete eversion (eversion) of the vagina, the leading point of prolapse at a distance 

of ≥TVL-2, where TVL is the total length of the vagina [9]. 

Types of prolapse 

 Anterior prolapse: urethrocele, cystocele, cysto-urethrocele. 

 Prolapse of the middle section: uterine prolapse, prolapse of the vaginal vault after hysterectomy. 

 Posterior prolapse: rectocele, enterocele. 

Treatment. Surgical treatment, especially in severe degrees of prolapse, presents significant 

difficulties due to the need to eliminate not only the underlying disease, but also to restore the 

architectonics of the small pelvis, functional disorders of the genital organs, rectum, bladder and 

urethra [9,10]. 

The most common option for correcting apical prolapse is laparoscopic sacrocolpopexy, but it is one 

of the technically difficult and lengthy operations, which require highly qualified surgeons. At the 

same time, this type of surgical intervention solves the problem of isolated apical prolapse only, 

without completely eliminating cystocele and rectocele [11]. A significant limitation of the technique 

can be considered its not so high efficiency in lowering the anterior and posterior walls of the vagina. 

A certain place in the structure of various forms of pelvic prolapse is occupied by failure of the pelvic 

floor muscles, accompanied by an increase in the length (elongation) and size (hypertrophy) of the 

cervix. Such anatomical changes can lead to characteristic changes in the perineum, up to the 

formation of decubital ulcers. The main methods of correction of prolapse of the pelvic organs in 

combination with cervical elongation, used in modern operative gynecology, are the Manchester 

operation (a combination of anterior colporrhaphy, amputation of the cervix, strengthening the cervical 

stump with cardinal ligaments and colpoperineolevatoroplasty) and vaginal extirpation of the uterus. 

However, vaginal extirpation of the uterus as a method of surgical treatment of genital prolapse in 

combination with cervical elongation has its limitations. Its use is justified in aged women who are not 

burdened by somatic status. The technique is technically complex, which in turn means a higher 

complication rate. In addition, extirpation of the uterus often does not lead to the desired result due to 

the high incidence of vaginal dome prolapse in this category of patients [12,13,14]. Manchester 

operation, developed at the end of the 19th century. A. Donald and improved by W. Fothergill, has 

proven itself well over the past century. During this time, a number of authors have developed and 

proposed numerous modifications of it. However, all attempts to improve the Manchester operation 

could not level its main shortcomings: the crossed cardinal ligaments do not fully support the uterus in 

a physiological position even when they are stretched, therefore there is no complete correction of the 

disturbed topography of the pelvic organs; violation of the vesicoureteral angle is not eliminated. 
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According to various literature sources, the recurrence rate after the Manchester operation is 9−22% 

[15,16]. 

With a central defect of the pubocervical fascia (cystocele), the standard operation is anterior 

colporrhaphy, with a lateral defect, reapproximation of the vagina to the pelvic walls - paravaginal 

reconstruction. At the same time, the frequency of relapses in techniques using own tissues reaches 30-

60% [17]. Based on the experience of using synthetic meshes in abdominal surgery and the success of 

sling operations, in 2002 a group of French urogynecologists proposed transvaginal mesh 

reconstruction (TSR) for PTO ≥3 st. Thus, the efficiency of using the most popular Prolift system 

reaches 80.5% within 3 years and 77% within 5 years, complete anatomical correction occurs in 69% 

and 67%, respectively, serious complications occurred in 18% of cases, repeated operations were 

required in 13 .3% of patients [18,19]. The use of lightweight meshes (Prolift+M) gives a positive 

result in 85-87% of cases, and the anatomical efficiency varies between 76 and 96%, erosion occurred 

in 5.6-14.8% of patients [20,21]. However, "mesh surgery" even with the use of light prostheses is 

accompanied by an increased risk of complications, the number of which depends on the experience of 

the surgeon: the development of erosions (4-19%), bladder perforations (0.5-3.5%), chronic pelvic 

pain and prolapse/urgency de novo [22,23]. 

Conclusion. The wide prevalence of pelvic organ prolapse among women of the middle and older age 

groups, as well as the lack of effective methods of conservative treatment, make the problem of 

surgical treatment of these diseases extremely relevant. 

The above data from the literature review once again testifies to the need to search for new approaches 

and methods for correcting pelvic organ prolapse. 

The information presented will help practitioners to assess the advantages and disadvantages of 

modern methods of surgical treatment of pelvic floor pathology and choose the correct surgical tactics 

for each specific case. 
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