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ABSTRACT

Background: Pelvic organ prolapse is a common disease, accounting for 31.8%
to 97.7% of women at clinical examination, of which clinical symptoms account
for 2.9% to 11.4%. Pelvic floor disorders, including urinary incontinence, anal
incontinence, and genital prolapse, are highly prevalent, affecting approximately one-
third of adult women. While these conditions are not life-threatening, their social
and economic consequences may be significant. Nowadays, there are many methods
to treat female pelvic prolapse, including laparoscopic surgery, laparotomy and
vaginal surgery. Choosing a method of treating pelvic organ prolapse is still
controversial. Endoscopic surgery is a method having many advantages. In this
study, we reported the treatment results for Pelvic organ prolapse by laparoscopic
promontofixation without hysterectomy.

Methods: A study was conducted on 19 female patients with pelvic organ prolapse,
who were treated with the laparoscopy promontofixation for uterin preservation at Hue
Central Hospital from June 2019 to June 2021.

Results: The average age was 65 years old, the rate of hard work was 77.8%,
and the average number of births was 3.8. The rate of macrosomia is 28%. The
rate of bladder prolapse stage 2 accounted for 42%, and bladder prolapse stage 3
accounted for the highest rate of 58%. The stage 2 cervical prolapse rate was 32%,
of which stage 3 cervical prolapse accounted for the highest rate of 68%. The stage
1 rectal prolapse rate was 50%, and stage 2 rectal prolapse was 1%, of which stage
3 was 42%. The rate of urinary incontinence was 89%. The median hospital stay for
surgery was 6.57 days. The average time for laparoscopic promontofixation was 142
minutes, of which the longest time was 180 minutes and the fastest was 60 minutes.
There were no complications during surgery. Complications appear after surgery:
Burning pain in the lower abdomen was highest at 44%, dull pain in the low back at
33%, constipation at 22%, cystitis at 11%, pain when defecating at 11%. The success
rate of the treatment of bladder prolapse after surgery was 100%, the success rate
of cervical prolapse was 87.5%, the success rate of rectal prolapse was 88.9%. The
rate of no urinary incontinence after 12 months was 75%, the success rate of dysuria
treatment was 100%.

Conclusions: Our initial experience renders the use of laparoscopic
promontofixation with uterine preservation to be safe and efficient in experienced
hands. However, it is difficult to perform this technique; the number of samples is small,

and we need further research.

Keywords: Treatment of pelvic organ prolapse, laparoscopic sacral hysteropexy,
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I. INTRODUCTION

Pelvic organ prolapse is a common disease, ac-
counting for 31.8% to 97.7% of women at clinical
examination, of which clinical symptoms account
for 2.9% to 11.4%.

Pelvic organ prolapse is the prolapse of one or
more pelvic organs from their normal anatomical po-
sition through the vagina, such as the bladder, uterus,
vagina, rectum, intestines, and connective tissues due
to damage and weakening of the fascia, muscle and
ligamentous structures that support the pelvic floor
[2]. Pelvic organ prolapse causes urinary disorders,
digestive disorders, sexual disorders and affects the
quality of life of women. This disease often occurs in
women with postmenopause, pregnancy and multi-
ple births, obesity, heavy work, chronic constipation,
chronic respiratory disease and pelvic surgery.

Depending on the severity, pelvic organ prolapse
can be treated conservatively with physical therapy
(pelvic floor muscle exercises, electromyography ...)
or surgery [3]. Surgical techniques for the treatment
of pelvic organ prolapse in women can be transvagi-
nal or transabdominal. However, transabdominal
surgery is the most effective and sustainable method
to correct pelvic floor defects and ensure the qual-
ity of the patient’s sex life. Fhe strong development
of laparoscopy creates favorable conditions to treat
laparoscopic sacrocolpopexy. We reported the treat-
ment results of 19 cases of pelvic organ prolapse in
women by laparoscopic promontofixation with uter-
ine preservation at Hue Central Hospital to describe
the treatment results of this case series.

I1. PATIENTS AND METHODS
2.1. Study population
Including 19 cases of female patients with
pelvic organ prolapse treated by laparoscopic
promontofixation with uterine preservation at Hue
Central Hospital from June 2019 to June 2021.
Inclusion criteria: appearance of urogenital
prolapse of grade 2 or higher according to the
traditional grade of pelvic organ prolapse of 2
authors (Baden-Walker). Functional symptoms
caused by pelvic organ prolapse alter the patient’s
quality of life and consent to surgical treatment.
Exclusion  criteria:  contraindication  to
laparoscopic surgery, history of pelvic radiotherapy,
history of immunosuppressive therapy that is a
cause of graft rejection, and history of urogenital
dysplasia.
2.2. Measures
Sample size: A convenience sample.
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Research steps: All patients underwent
gynecological examination to evaluate the stage of
pelvic organ prolapse according to the classification
of Baden and Walker [4,5]. Evaluation of pelvic
organ prolapse stage by Valsalva maneuver during
examination. Levator ani muscle stimulation test
to evaluate the anal sphincter. Use the Bonney and
Ulmsten test [6] to detect urinary incontinence. The
degree of urinary incontinence based on Stamey’s
classification includes 3 stages: stage 0: involuntary
urination. Stage 1: draining urine during vigorous
activities such as coughing, sneezing, lifting heavy
objects. Stage 2: draining urine with moderate
activity such as long walking or standing. Stage
3: urine drainage occurs all the time regardless of
posture or activity.

Surgical technique:

Step 1: The patient is placed in a gynecological
position, with his back close to the operating table,
his legs are set at an angle of 135 degrees. A 10
mm trocar is inserted directly into the umbilicus to
provide access to the optique. Comprehensive view
of the pelvis and abdomen. Two trocars 5 mm above
the pubic bone are located on either side of the
superficial epigastric artery and one 10 mm trocar
is located above the pubic bone in the left midline.

Step 2: Exposing the surgical field: using vicryl 1.0
thread to sew on the perirectal fat and pull it to the left
iliac fossa. Anterior and ascending uterine orientation
is fixed to the anterior abdominal wall by suturing the
vicryl 1.0 thread through the uterine body.

Step 3: The dissection of the posterior vaginal
fornix: using scissors to open the posterior
abdominal wall to reveal the central tendon of the
perineum and the bilateral levator ani muscle.

Step 4: locate the division into the common
iliac artery of the abdominal aorta, find the sacral
promontory just below 5cm, open the peritoneum
with scissors to expose the anterior longitudinal
ligament of the spine. The peritoneal separation
on the right side extends to the position where the
posterior vaginal fornix was opened.

Step 5: Use the first mesh made of polypropylene
with size 25 x 3 cm with Y shape fixed to the posterior
vaginal wall by prolenne 2.0 nonabsorbable sutures,
the first and second points on the position of the
levator ani muscle were exposed bilaterally, the 3rd
and 4th points are inserted into the posterior vaginal
wall and the last two points are fixed to the bilateral
uterosacral ligaments.

Step 6: expose the anterior wall of the bladder -
uterus: separate the peritoneal bladder - uterus to the
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triangle of the bladder (trigone), extend to the right
on the broad ligament, find the avascular site where
the puncture is through the broad ligament to access
the back of the uterus.

Figure 5: Exposing the anterior wall of the bladder
- uterus (step 6)

Step 7: Prepare a second mesh made of
polypropylene 20cm long 3cm wide to fix to the
Figure 1: Exposing the surgical field (step 2) anterior vaginal wall with prolenne 2.0 thread,
including 5 fixing points: the first point is the top
of the trigone, the remaining 4 points to the face
anterior of the cervix - uterus.

Step 8: After being fixed to the anterior vaginal
wall, the anterior wall mesh will be passed through
the hole in the broad ligament created in the previous
step to reach the sacral promontory together with
the posterior wall mesh.

Step 9: fix the sacral promontory meshes to the
= b v sacral promontory using two prolenne 2.0 non-
Figure 2: The dissection of the posterior vaginal absorbable stitches through the anterior longitudinal

fornix (step 3) ligament to pull the two polypropylene meshes
simultaneously to the sacral promontory. Excessive
stretching or slackening should be avoided by
transvaginal observation.
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Figure 3: Exposing the sacral promontory (step 4)

Figure 6: Fixing the mesh to the anterior vaginal
wall (step 7)

|

Figure 4: Fixing the mesh to the posterior vaginal
wall (step 5)
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Figure 8: fixing the meshes to the sacral
promontory (step 9)

Step 10: The two meshes were completely
covered with vicryl 3.0 suture by the whip-stitch
method to completely close the posterior wall
peritoneum.

Then, cover the entire anterior wall peritoneum
to avoid exposing the mesh by whip-stitch suturing
with vicryl 3.0 sutures.

The method of hanging the uterus to the sacral
promontory with 2 meshes was applied to all patients.
However, depending on the clinical presentation,
we only used a mesh placed on the anterior vaginal
wall in the absence of rectal prolapse.

I1l. RESULTS
3.1. General characteristics

The average age was 65 years old, 100% in rural
areas, 77.8% in heavy labor, 22.2% in light labor
and the average number of births was 3.8, the rate
of macrosomia was 28%, of which the rate of giv-
ing birth to a baby less than 3.5 kg is 72%, charac-
teristics of the distribution of urinary incontinence
(graded according to Stamey’s grading table): the
rate of urinary incontinence is 89%, of which the
rate of urinary incontinence is the highest with 89%,
the rate of urinary incontinence is 11%.
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3.2. Clinical characteristics of pelvic organ pro-
lapse (according to Baden-Walker)
Bang 1. Clinical characteristics of pelvic organ

prolapse
B|a?§ssrepr°' 0% | 8(42%) |11 (58%)
cervli:;;epro' 0% | 6(32%) |13 (68%)
Rectal prolapse | 6 (50%) | 1(8%) | 5 (42%)

Bladder prolapse stage 2 accounts for 42%, blad-
der prolapse stage 3 accounts for the highest rate:
58%. The stage 2 cervical prolapse rate is 32%, of
which stage 3 cervical prolapse accounts for the
highest rate at 68%. The rate of stage 1 rectal pro-
lapse was 50%, the rate of stage 2 rectal prolapse
was 1%, of which stage 3 was 42%.

3.3. Hospital stay and surgery time

The average hospital stay for the surgery was
6.57 days, of which the longest was 9 days and the
lowest was 5 days. The average surgery time was
142 minutes; the longest was 180 minutes and the
fastest was 60 minutes.

3.4.Results of methods used in surgery

Table 2. Results of methods used in surgery

Method N %
Combining 2 meshes 6 32%
Using a mesh 13 68%
Conserving the uterus 19 100%

The surgical method of combining 2 meshes to
fix the anterior wall and the posterior wall of the va-
gina - uterus accounts for 32%, of which the method
of using a mesh to fix the anterior wall of the vagina
- uterus accounts for 68%, the uterus-conserving
surgery method accounts for 100%.

3.5. Intraoperative and postoperative complica-
tions:
Table 3. Intraoperative and postoperative compli-

cations
Rate of Complications after

Rate of com- surgery
plications in

surgery After 3 | After 12

Symptom months | months

Switch to

open surgery Cystitis 11% 0%
(0%)
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Rate of Complications after
Rate of com- surgery
plications in
surgery After 3 | After 12
Symptom months | months
- The hypo-
Bladder injury gastrium 44% 0%
(0%) .
pain
Rectum injury | Rectal fis- 0 0
(0%) tula 0% 0%
Bleeding over |  painful 0 0
500ml (0%) | defecation 11% 0%
R N
L‘;r;iﬁar 3% | 0%

There were no complications during surgery,
complications appeared after surgery: Burning
hypogastrium pain at 44%, dull lumbar pain at 33%,
constipation at 22%, cystitis at 11%, pain when
defecation at 11%.

3.6. Results of treatment for pelvic organ prolapse
at 12-month follow-up:

The rate of bladder prolapse before surgery was
100%, the success rate after surgery was 100%. All
cases of cervical prolapse are grade 2, 3 and account
for 100%, the success rate is 87.5%. Rectal prolapse
after 12 months of treatment, returning to grade 0
accounted for 85.7%, the success rate was 88.9%.
3.7. Results of treatment for urinary disorders
Table 4. Results of treatment for urinary disorders

Time No dis- | No dis-
Before order order
Urinary surgery | after 3 | after 12
disorders months | months
Urinary incon- 0 0 0
tinence (88,9%) | (75 %) (75%)
Dysuria (44,4%) | (100%) | (100%)

The rate of urinary incontinence before surgery
was 88.9%, of which the rate of no urinary
incontinence after 12 months of surgery was 75%.
The rate of dysuria before surgery is 44.4%, the
success rate after surgery is 100%.

IV.DISCUSSION

In evaluating the degree of pelvic organ prolapse
in female patients, we classified it according to the
Baden - Walker classification system. We accept
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this classification system to confirm pelvic organ
prolapse as recommended by the International
Continence Society (ICS) and consistent with
author Markus Huebner in 2018 [5].

The method of slinging to the anterior longitudinal
ligament of the spine corresponding to the position
of the sacral promontory was performed with an
open incision and placement of two meshes, one
anterior and one posterior, with extensive dissection
of the posterior vaginal fornix. Many surgeons
systematically perform partial hysterectomy or
cerclage according to the Burch technique to treat
or prevent secondary urinary incontinence, and
even suture the levator ani muscles to treat rectal
prolapse. Although laparoscopic instruments are
quite fully supported, this technique is still limited
and difficult. That is a long surgical time, in our
study, the average surgical time was 142 minutes,
of which the shortest was 60 minutes and the
longest was 180 minutes. Our surgical time is also
consistent with that of author Susana Mustafa (162
minutes to 196 minutes) [7] Our surgery time is
faster than M. Cosson [8] et al. Average time was
286 minutes (225 minutes to 360 minutes) due to
the use of only an anterior vaginal-uterine mesh in
some cases without rectal prolapse.

In our study, the rate of intraoperative
complications was 0%, there was no conversion
to open surgery, no bladder or rectal injury
complications, and the average blood loss was
81.4 ml. The results of our study are consistent
with the study of complications in surgery, ranging
from 2.2% to 17.4% [9-11]. The most common
postoperative complication we encountered was dull
hypogastrium pain, accounting for 44%, according
to author M. Kdous [12], this symptom is also the
most common in laparoscopic sling surgery to treat
pelvic organ prolapse and accounts for half of this
surgery, in addition, spondyloarthritis may cause
this symptom, which can be improved by antibiotic
treatment, Rozet [13] and Bui [14] reported these
cases. Aseries of reports has published a very variable
rate of postoperative complications ranging from
2.7% to 15% [15-17]. Rates of early intervention
vary from 0% to 3.9% [18] and few studies have
reported long-term complications of laparoscopic
sling surgery. Erosion of the mesh is the most
distinctive complication and the most common,
but this complication occurs quite late, on average
between 6 months and 36 months, mesh exposure
can be vaginal or intra-abdominal and requires
consideration of re-intervention. Mesh erosion is
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the most distinctive and frequent complication, and
mesh exposure can be vaginal or intra-abdominal
and requires consideration of re-intervention.
According to the literature, this complication rate is
2.7% [18]. We have not encountered this situation
in our study, perhaps because of the short follow-up
time and the small number of samples.

Anorectal complications often arise secondary to
altered perfusion distribution and altered neurologic
distribution after extensive surgical dissection and/
or excessive retraction of the posterior wall mesh.
In our study, constipation accounted for 22.2%,
painful defecation accounted for 11.1%, the results
are consistent with the results of Ganatra et al.
[18], accounting for 9.8% (0-25%), including
constipation, anal pain and dyschesia, most of
which disappeared after 6 months of surgery without
treatment.

Laparoscopic promontofixation surgery is a
proven technique for treating female pelvic organ
prolapse in the short and medium term. The surgical
success rate after 2 years is 100% for medial
prolapse, the success rate for anterior prolapse
is 97.5% (2.5% recurrence of bladder prolapse),
89.2% for the posterior wall (10.8% recurrent rectal
prolapse). In our study, the surgical success rate
up to 12 months was 87.5% for medial prolapse,
the surgical success rate for anterior prolapse was
100%, and the surgical success rate for posterior
prolapse was 85.7%. The lowest recurrence rate
is the middle layer, some authors announced
the highest recurrence rate is the posterior layer
[19,20]. However, others have reported that the
most common recurrence rate is the anterior layer
[13,21]. This is explained by the unstandardized
definition of recurrent pelvic organ prolapse and
the difficulty in collecting follow-up data.

Urinary incontinence is one of the common
complications of urogenital prolapse, and Rivoire
et al. reported a prevalence of 44% [21]. In our
study, the rate of urinary incontinence was 88.9%.
This complication often persists after surgery
to treat pelvic organ prolapse. In the study of the
author Moez Kdous, the recurrence rate of urinary
incontinence after surgery was 7.5%. However,
our study’s success rate for 6 months was 75%.
Our assessment of urinary incontinence is based
on Stamey’s classification, so patients with occult
urinary incontinence are likely to go undetected,
which explains the higher rate of urinary
incontinence treated by laparoscopic surgery
compared with other studies.
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Opinions on hysterectomy and preservation of the
uterus: the authors Oana Madalina Acsinte, Benoit
Rabischong, Nicolas Bourdel, Michel Canis, Revaz
Botchorishvili [22] always performed hysterectomy
at the same time as laparoscopic promontofixation
for pelvic organ prolapse. However, domestic
authors Nguyen Van An, Nguyen, Thi Vinh Thanh,
Nguyen Ba My Nhi [2,3,23] advocate preserving
the uterus during laparoscopic surgery for pelvic
organ prolapse. Therefore, in our study, we also
advocated preservation of the uterus.

VV.CONCLUSION

Our initial experience renders the use of
laparoscopic  promontofixation ~ with  uterine
preservation to be safe and efficient in experienced
hands. However, it is difficult to perform this
technique; the number of samples is small, and we
need further research.
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