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Elwoaywyn

Opwopog: H npog 1a KAT® PETATONON TOV HNVEAIK®OV 0pYAV@V IEPAV TG PVOLONOYIKI|G
avatopikig toug Beong kat 11 KabBod0g T0vg OTOV KOAIO 1] AKOPA KAl EKTOG ADTOV.

IToAL ovy VO evpnpa kata T dtapKeld TG YOVALKOAOYIKIG eSetaong povtivag: 40-60% tov yovaikov
II0D £XOLV YevVIoel (pootoAoyikd 1) pe Katoapikny topn)

11 pe 19% v yovaikov 0a vrioPAnboovv oe yelpoopyikr) ernepPaon AOym IpOITmOong MVEAIK®V
opyavev £ng tv nAkia 80-85 etwv.
1/3 &€ avtwv Ba ypetaotel va enavayeipovpynboov AOywm vIIoTPOIg










Pelvic floor support by DelLancey

* 3 enineda otping Tov MVEAKOV £dd@oVg ========Pp KaBop10TIKOG 0 PONOG TOD 1°° emMUIIEDOD

(tepopnTpKol KAl EYKAPO1LOL TPAXNAIKOL 00VOEOHOT)

* Eav 0ev avipetowmotel mBavo eANepa otrpiing 100 1°° EMIIEO0) =l DIIOTPOII] PETA

ano yeiwpovpyeio!!!!

Level I: cervix /upper third vagina, suspension
by paracolpium, cardinal-uterosacral ligament

Level Il: middle third vagina, supported by
attachment of fascial sheet to pelvic sidewall

Level IIl: lower third vagina, fusion to
urogenital diaphragm and perineal body;,

.
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Iepountpikoi- eykapoion
TPUYNAMKOL GOVOETUOL

Fig. 6. A, When force is applied to vaginal apex, eversion of vagina is resisted by suspensory fibers
of level 1. B, Transecting fibers of level 1 permits eversion of vagina to occur.







Moving beyond hysterectomy as a concept

> H prtpa avtr) xad’ eavt (10attepa 1 atpo@iki) prjtpa PETEPHNVOIIAVOIAK®V YOVAIK®V) QPALVETAL VA
Oradpapatifer mabnuko polo otnv atttonaboyeveld g IPOITOONG ITVEAIK®V OPYAV@OV.

d
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The Principles that should Underlie all ORNe
for Prolapse™

By

VicTor BoNnney, M.S., M. D., B.Sc. {(Lond.), FR.C.S. (Eng.).
F.R.ACS,

CGynaecological Surgeort to the Middlesex Hospital.

lo b with, 1 would postulate that prol ' urelv
vaginal phenomenon, in the causation of which the uterus does
not play any direct part but acts more or less as a deterrent. The




Tomot nponTwong MOEMK®V OPYAVOV

I1p66010 KoATIKO Sropuépropa:

KVGTEOKN AT, 0vpn0poxnin Onic010 KOATIKO Srapipropa:

opOoxnAn, evTEPOKNAN

* Hm\elovotnta t@v acbevaov éxovv mpoItmor) o IIEPLO0OTEP ATIO £VA KOAITIKA dtapeplopata
—)  [JA0KOG 0 PONOG TOV KevIpKoL Owapepiopatog (Level I support)




Baden Walker halfway system
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POP-Q system

Anterior Anterior Cervix or
wall wall cuff
Aa Ba C
Genital Perineal Total vaginal
hiatus body length
gh pb tvl
Posterior Posterior Posterior
wall wall fornix
Ap Bp D
POP-Q Staging Criteria
Stage POP-Q measurements
Stage 0 Aa, Ap, Ba,Bp=-3cmand CorD < - (TVL-2) cm
Stage | Stage O criteria not met and leading edge < -1 cm
Stage Il Leading edge = -1 cm but < +1 cm
Stage IlI Leading edge > + 1 cm but < + (TVL - 2) cm

Stage IV

Leading edge = + (TVL—2) cm



I'evikeg apyeg avTipeT®mong

* Aovpnteopatikeg acfeveig, waitepa pe 1°° 1} 2°° fabpov npontworn: napakolovOnon-
TPOIIOOINON HAPAYOVI®V KIVOOLVOD (AIwAELd PAPODS, AVIIPETWIILON XPOVIAG OLOKOIAOTNTAS,
XPOV100 Prixa, aro@oyn apong Papmv), dOKIoelg eVOLVAP®MONG ITVEAIKOD 0APOVG

o YountOpatikec acbeveic:

» ZOVTNPNTIKI] AVTIPETMIILON e AOKIOelG EVOLVAP®MONG ITDEAIKOD €0A@PODG, KOAIIIKOVG ITE000VG KAt
XOP1 Y101 KOAIIIK®V O10TPOYOV®OV

» XelpovpyiKn AVIIHET®INOT) (O1aKOAIKT), O1AKOIAAKL IIPOCTIEAAOT) 1) CLVOLACHO TOLG)

SOS - I epuItwoelg Apeong AVILHETMIIONG

20Bapo? Padpoov (covnbwg 3°° 1] 4°° fabpov) npomntoon pe:

- ooPapda éAkn) PAeVVOYOVOD KOAIIOD

-errioyeon ovpwv (urethral obstruction)

-DOPOVEPPWOT)-ENNPEACHOG VEPPIKIG AeTTOLPYLAg AOY® Yvimong ovpnpa (ureteric kinking)




Aoxnoeig evovvapwong moehikov edapoog (PFMT 1 Kegel exercises)
*  BeAtwiwvoov ) 00vapn, avioxr) Kat OOVTIOVIORO TOV POV ITDEALKOD £DA@PODG
«  2& HePUIT®OoELG NIag/ petpiov Pabpov npontmwong (ave aro To entrnedo TOL DHPEVA), Ol ACKIOELg

Kegel vno efetdikevpevn kabodrynon gootobeparevnt®v moeAkov edagouvg 0dnyet o PeATi®on TV
OLPITOUAT®V TNG IPOIITMOOTNG EMELTA Ao 12 prjveg.

KoAmika orotpoyova

* BeAtiwon atpo@iag PAevvoyovou Kal HePIKOV ePeDIOTIKOV COPTTOPATOV IIPOITOOLG

KoAmikoi weoooi

¢ 2DOKEDEG ATIO EAAOTIKO OLVOETIKO DAIKO IOV EL0AYOVTALl OTOV KOAIIO KAl brIootnpifovV ta KOAMKA
TOLYOPATA KAl Td €0® YEVVITIKA Opyavd.

* Awagopa peyédn/oxnpata

* (+) apeon avatadn IPONTOONS-PeATI®ON COPITOUATOV, AOPANT)G EMAOYT O YEVIKESG YPAPHES

* (-) ovyVvI] AOTLY LA HAPAPOVIG EVTOG KOAIIOV, dtoOnpa dvogpoplag oe PHEPIKEG YOVALKES, PAeyOVY),
dlpoppaylia 1) onavia Kakworn) ent atpo@iag PAevvoyovoo, allayr) kabe 4-6 pryveg



Gellhorn pessary

Ring pessaries

Donut




XE1POVPYIKI] AVIIHETWIIO)

Chart 1. Surgical procedures for POP

POP procedures

Tsolated posterior

compartrrent POP

Tsolated anferior

Apical POFP 7 —anferior - posterior . . )
s MNative tissue posterior
compartrernt POFP
colporrhaphy
= MNative tissue specific-site
pPosterior vaginal repair
& Graft angmented posterior
colporrhaphy

compartment POP

= MNative fissue anterior
colporrhaphwy
e A nterior colporrhaphoy
with graft reinforcement
e Paravaginal repair

Post-Ffrysterector)y vazlf

Uterine-sparirtg
Prolapse

O bliterative Corncorritarnt
pProcedures Ffrysterectory Procedures

= Abdominal mesh sacrocolpopexy,

s A bdominal mesh/sutuare
vaginal SSF_ or USLS

= Partial/ total colpocleisis = Waginal hysterectomy + apical suspension
(MWicCall culdoplasty, TTSLS, or SSF) sacrohysteropexy)
= TTterosacral hysteropexy +/- anterior/posterior repair in case
e Abdominal hysterectomy + wvault suspension e Sacrospimous hysteropesxy of residual anterior/posterior
(high TTSLS, vault suspension to the anterior e Anterior abdominal wall prolapse
longitudinal higament over the sacral hysteropexies
promontory using permanent sutures, or mesh e Mlanchester-Fothergill procedure - Colpocleisis
sacrocervicopexy in case of a subtotal
hvysterectonuy) _ ) .
+/- anterior/posterior repair in
case of residual anterior/posterior

—+/- anterior/posterior repair in case of residual 1
anterior/posterior prolapse Prolapse

Thanatsis N, Izzet-Kay M, Vashisht A. “Surgical management of pelvic organ prolapse”in © Obstetrics and Gynecological Women’s Health. Prevention and Safeguard”,

Springer (under publication)



Ilog Ba dralé§oope v KataAAnAn enepPaocn ya v kataAAnAn aobevy;

AentopepEg 10TOPLKO, EKTIPI O OA®V
TOV NDENK®V OOPOTORATOV KAl TNG
enidpaotg tovg otV nowotyta {wrg:
OOPITOHATA AIIO0 KOAIIO,
ovpononTiko (96%), yaotpeviepko
(50%), oeSovalikr) dpaotyprotnta,
a\yog

Aentopeprnig e§etaon kabe
KONIKOV dtapepiopatog

Patient-related factors:
Sopmopatda, ghikia, emBopia
Owatnpnong yovipotytag,
XEPOVPYLKO 10TOPLKO,
oovvoonpotnteg, amoyn acbevoog
yua to €100¢ enepPaong

Awayvmotika test ava

nepurtworn: Oovpodovapikog

¢Aeyyog, US nmoehik@v opyavev
Kat moeAkov edagoovg, MRI
defecating proctogram (emi

%)«)\@V OOPITOPRATOV)




EnravopOotikéc 1 awoopuokTiKEC eneuPacerc (KoATokision):

KoAinoxieion Le Fort (cuppagn Tpochiov pe onicOio kolmikd toiymua):
KotdAAnAn yio nikiopéveg aocbevelc un ce£ovalkd evepyEg mov dev umopovv vo AdBouvv yevikn avairsOncio yio
LEYAAO ¥pOVIKO dldoTno

AwTnpnon e unTpoc (VetTepomNELIQ) | VGTEPEKTOUN:

KoAmkn votepextop +/- tpocOonticOa kodmroppagia: Gold standard enéuPaon xad’ 6An ) didpkela Tov 20 amva.
Oumg: ayidielog Ttépva KOATIKO KOAOPMLO, LLE TOGOGTA VTOTPOTNG TOL UITOPElL Vo PTAcovV £m¢ T0 40%.

H itpa oot kb’ eavtr) (10taitepa n aTpo@ikn uitpo
LETEUUNVOTOVGLOKAOV YOVOULK®OV) QOIVETHL VO, O1ad poportilet
TN TIKO pOLO 0TV aTOTABOYEVELD TNG TPOTTMOGONG TVEMKOV
opyavmv, 1 omoia opeileTan o eE0cBEVNOT TOV dOUOV GTNPIENG TOV
gmumeoov 1.

Yoteponmniio pe mAéyno 1) pApRoTe: HEIOUEVOS KivOUVOG KOTOGTPOPNG SULAVTIK®V veupwV (y hypogastric), e€ac0évnong twv doudv
oTNPIENC, LELOUEVOS KIVOLVOG DITOTPOTNG KO LETEYYEPNTIKOV AELITOVPYIK®OV GUUTTOUATOV




XPN61N TAEYUATOC

* H swoayoyn tov cuvleTik®v TAEYLATOV TPV 0O UEPIKES OEKOETIEG GTNV EMAVOPHMOTIKY| YELPOVPYIKT] TOV TLEAIKOD
€00POVG EPEPE EMAVAGTACT GTI YEPOVPYIKT AVIIUETMOTIOT] TNG TPOTTOOTNC TVEAMK®V 0PYAV®VY Kol TNG AKPATELNG 0VP®V
and TpoondHeia.

* 'Exrtote, 01 avnovyiec oxeTIKA e TNV OGPAAELD TOV OIOKOATIKOV TAEYUATOV KO TOV TOAVIOV EAEVOEPTC TAGEMS 001 YNNGV
0€ AmAyOPEVGT KUKAOPOPING TOVG G APKETEC YDPEG.

*  Oumg, Ta cuvleTiKd TALYHATO YPNGYLOTOLOVVTAL AKOO GE JOUKOIMOKES ETEUPAGELS Y10 AVTIIUETOMTION TNG TPOTTOGCNG
KEVIPIKOV OLOUEPIGLLOTOC

* H homapookomikn] iepokormonnio pe wréypo gold standard enéppoon yo v TpOTTOOT KOATIKOD
KOAOPBDOUATOG LETA OO VOTEPEKTOUN

*  Kivovvor mheypdtov: ovlomoinon, cuppikvoon, AEYLOVT], alpoppayio/apdtopa, 01dppwon 6 KOATO 1] AAAL Opyaval
(amo@uy” ¥pNoNG TAEYLATOS TOVTOYPOVA LLE OMKT| DVOTEPEKTOUN)



Large uterus
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uterine fibroids/
adenomyosis)
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Postmenopausal
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. menorrhagia/
Concomitant irregular bleeding
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Case study
Let’s see Sarah’s story

My Choice

Sarah is a 48 year-old woman with two previous vaginal deliveries and a history of multiple uterine fibroids was

referred to clinic due to symptoms of vaginal bulge.

On clinical assessment, she had a stage II apical prolapse and a stage I anterior compartment prolapse, according

to the POP-Q (Pelvic Organ Prolapse Quantification) system.

She did not report any urinary incontinence or defaecatory symptoms; however, her sexual life was adversely

affected.

Besides a thorough clinical examination and a transvaginal ultrasound of the pelvis to map her fibroids, no

further diagnostic tests were deemed necessary for further management.



Sarah was not keen on having any surgical interventions and she chose to manage
conservatively in the first instance.

My Choice

Hence, she was offered and accepted the choices of treatment with vaginal
oestrogen, pelvic floor muscle exercises, and vaginal support pessaries

Unfortunately, all conservative treatments failed.

As Sarah was still symptomatic, she decided to correct her prolapse surgically. Thus, the multidisciplinary team
comprising one or more pelvic floor surgeons, gastroenterologists, colorectal surgeons, urologists, nurse specialists,

and pelvic floor physiotherapists explored the available surgical options.



Sarah was certain that she had completed her family. She was open to all surgical

approaches that would restore her pelvic floor and improve her symptoms.

All her previous smear tests have been normal and, as she had a family history of

My Choice

endometrial cancer, she was very keen on a prophylactic concomitant

hysterectomy.

The surgical options of vaginal hysterectomy with apical suspension, total abdominal hysterectomy with vault
suspension, and subtotal hysterectomy with mesh sacrocervicopexy were discussed at the pelvic floor MDT; however,
the transvaginal scan revealed an enlarged uterus with multiple fibroids up to the size of a 15 weeks gravid uterus.
Therefore, an abdominal approach was favoured and, since the patient’s priority was the long-term efficacy of

surgery, she decided to proceed to a laparoscopic subtotal hysterectomy with mesh sacrocervicopexy.
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