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Abstract
Purpose of Review Women have an estimated 12.6% lifetime risk of undergoing surgery for pelvic organ prolapse in the USA
(Wu et al. in Obstet Gynecol 123(6): 1201–6, 2014). Surgical repair of uterovaginal prolapse most commonly includes hyster-
ectomy and vaginal vault suspension; however, the value of concomitant hysterectomy is uncertain, and there appears to be
growing interest in uterine conservation. Multiple procedures have evolved using a variety of approaches. The aim of this paper is
to review uterine sparing (hysteropexy) prolapse repair techniques and outcomes.
Recent Findings Several randomized controlled trials (RCT) have shown comparable success rates for apical compartment
support with sacrospinous hysteropexy as compared to vaginal hysterectomy with uterosacral ligament suspension, with shorter
hospitalization and quicker return to work. (Detollenaere et al. in BMJ 351: h3717, 2015); (Dietz et al. in Int Urogynecol J Pelvic
Floor Dysfunct 21(2): 209–16, 2010). Available data suggest vaginal mesh hysteropexy is as effective as vaginal mesh with
hysterectomy, with lower rates of mesh exposure. (Maher et al., 2017) To date, no RCTs have been published comparing sacral
hysteropexy to hysterectomywith sacral colpopexy. Overall, there is a higher reoperation rate for sacral hysteropexy and a higher
mesh exposure rate for hysterectomy with sacral colpopexy. (Maher et al., 2017) No RCTs have been published comparing
hysteropexy surgical approaches.
Summary Although hysteropexy data is expanding, there is a need for more information regarding long-term surgical durability,
appropriate patient selection, and whether one approach is superior to another.
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Introduction

It is estimated that women have nearly a 13% lifetime risk of
undergoing surgery for prolapse [1]. Surgical repair of
uterovaginal prolapse most commonly involves vaginal vault
suspension utilizing native tissues or mesh with concurrent
hysterectomy. Despite this, it is unknown whether hysterecto-
my aids in the success of prolapse repair. There appears to be a
growing interest in uterine conservation and hysteropexy

procedures. These procedures were first described over a cen-
tury ago and have gained attention over the past decade.

Cross-sectional studies have shown 36–60% of women
with symptomatic prolapse would decline hysterectomy for
prolapse repair if given an equally efficacious uterine preserv-
ing technique. Reasons for avoiding hysterectomy include a
desire for future fertility, a belief that the uterus may affect
sexual function, the presence of the uterus relating to a sense
of identity, and the surgical risks of hysterectomy itself (see
Table 1) [3, 4].

It is generally accepted that the uterus plays a passive role
in the development of prolapse [5]. Therefore, hysterectomy
may not be necessary to correct the underlying defect in the
apical vaginal support structures of the uterosacral cardinal
ligament complex. Uterine-sparing procedures have been
shown to decrease operative time and estimated blood loss
[6]. Despite these benefits, pelvic surgeons may not consider
uterine conservation as a viable option at the time of prolapse
repair. This may be due to a lack of training in uterine-sparing
procedures, a belief that concomitant hysterectomy results in
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better surgical outcomes, and concern that future hysterecto-
my for any indication may be more technically challenging.

Our aim is to review the variety of uterine-sparing
(hysteropexy) prolapse repair techniques including surgical
outcomes and appropriate patient selection.

Patient Selection

For patients considering a uterine-sparing prolapse repair,
careful counseling and selection by the provider is critical,
as there are certain patients in whom uterine preservation is
contraindicated. Patients who have an increased risk for uter-
ine, ovarian, or cervical malignancy are not good candidates
for uterine preservation. Overall lifetime risk of cervical
(0.6%), uterine (2.7%), and ovarian (1.4%) cancers should
be reviewedwith patients, and screening for factors that would
further increase these risks is critical [7]. Obesity, the largest
modifiable risk factor for endometrial cancer, should be con-
sidered a relative contraindication for uterine-sparing proce-
dures [8]. Genetic risk factors that increase endometrial,
fallopian tube, or ovarian carcinoma are human non-
polyposis colorectal cancer (Lynch syndrome) and BRCA 1
or 2. Women with a personal history of estrogen receptor
positive breast cancer should consider hysterectomy with bi-
lateral salpingo-oophorectomy. Finally, all women, regardless
of risk factors, should be counseled that bilateral salpingo-
oophorectomy decreases the risk of ovarian cancer tenfold
and may be considered at the time of prolapse repair [9].

The most common symptom of uterine cancer is post-
menopausal bleeding (PMB). Uterine-sparing procedures
should not be recommended for patients who are followed
for endometrial hyperplasia (with or without atypia) given a
5–25% risk of developing endometrial cancer [8]. For women
with recent PMB and no known uterine pathology, it is impor-
tant to recognize that there is a 13% risk of unanticipated

endometrial cancer or hyperplasia even with a prior negative
endometrial biopsy [8]. These risks should be reviewed for
patients with recent PMB, and consideration given to
performing concomitant hysterectomy at the time of prolapse
repair.

Another factor that surgeons should consider and evaluate
is cervical elongation because of the potential negative impact
on outcomes. One study demonstrated an 11-fold increased
risk of failure in patients with cervical elongation undergoing
sacrospinous hysteropexy [10]. Partial trachelectomy, surgical
removal of the distal elongated portion of the cervix, has been
shown to improve success rates up to 96–99% [10].

Hysterectomy Risks

When considering surgical treatment options for uterovaginal
prolapse, it is important to consider the risks and benefits of
each part of the procedure, including hysterectomy. While
many patients are concerned about the risks of hysterectomy,
the procedure is relatively low-risk in skilled hands. Excessive
bleeding (2.5%), bladder injury (2%), ureteral injury (0.1–
0.5%), and bowel injury (0.4%) are the most common com-
plications with vaginal hysterectomy [11]. These intraopera-
tive risks may be even lower in a prolapse patient with a small,
postmenopausal uterus that descends, allowing easier access
to vascular pedicles.

There are also postoperative risks of hysterectomy to con-
sider. Hysterectomy in premenopausal womenmay negatively
impact ovarian function, resulting in earlier menopause.
Compared to matched controls, premenopausal women who
underwent hysterectomy with ovarian conservation had an
earlier onset of menopause in two large prospective trials
[12]. The 5-year risk of menopause was twofold higher in
women undergoing hysterectomy and increased to threefold

Table 1 Perceived/studied
advantages and disadvantages of
uterine preservation

Advantages Disadvantages

Reduction surgical time Fewer surgical outcome data

Reduction in blood loss Maintenance of fertility

Maintain fertility Risk for malignancy (uterine, cervical)

Allows for natural menopause Continuation of menses

Sexual satisfaction Need for surveillance of cervix and endometrium

Less invasive procedure Inability or difficulty accessing cervix
or endometrium for surveillance

Faster recovery Less surgeon experience with prolapse
repair and hysteropexy

Decreased risk mesh exposure

Similar prolapse outcomes

Patient preference

Table adapted from Ridgeway and Frick [2]

15 Page 2 of 8 Curr Urol Rep (2018) 19: 15



higher in those with unilateral oophorectomy and hysterecto-
my [12].

Mesh risks are also increased when hysterectomy is per-
formed at the time of vaginal mesh repair or sacral colpopexy,
as compared to hysteropexy. The 2017 International
Consultation on Incontinence reviewed studies that described
mesh exposure as an outcome [13••]. Those that underwent
total hysterectomy at the time of laparoscopic or open sacral
colpopexy had a 3.5-fold higher risk of mesh exposure com-
pared to hysteropexy (7.2 vs 2.2%, p < 0.0001; 19 studies, n =
1149 hysterectomy, n = 1661 hysteropexy). Mesh exposure
was also significantly lower in those that underwent
supracervical hysterectomy (0.7%, n = 541, 9 studies).
Similar increased rates of mesh exposure were seen with vag-
inal mesh repairs when concomitant hysterectomy was per-
formed comparing vaginal mesh repairs with hysteropexy (14
vs 6%, p = 0.02; 3 studies, n = 131 hysterectomy, n = 218
hysteropexy) [13••]. Notably, most studies included in this
analysis did not independently find significantly higher ero-
sion rates in their analyses [13••].

Historical Perspective

Hysteropexy procedures for prolapse repair were popularized
in the late nineteenth century to mitigate the intraoperative
risks of hysterectomy, which were significantly higher at that
time. The Manchester procedure, first performed in 1888 by
Dr. Archibald Donald in Manchester England, involved sur-
gical removal of the cervix (trachelectomy) followed by pli-
cation of the cardinal and uterosacral ligaments in the midline
[2]. This was primarily used for patients with cervical elonga-
tion in an era where no antibiotic prophylaxis existed, and
rates of postoperative infection were high with total
hysterectomy.

In the late twentieth century, as surgical techniques evolved
and antibiotics became available, hysterectomy became safer
and was widely accepted as a primary treatment for uterine
prolapse. More recently, with recognition that the uterus plays
a passive role in the development of prolapse and growing
patient interest in uterine conservation, hysteropexy is once
again gaining popularity.

There are now a variety of hysteropexy procedures per-
formed for the repair of uterovaginal prolapse. These proce-
dures can be separated into vaginal and abdominal approaches
with or without the use of mesh. Hysteropexy procedures
traditionally performed abdominally are increasingly being
performed via a laparoscopic or robotic approach. There are
no published randomized controlled trials (RCTs) comparing
efficacy and/or safety between hysteropexy procedures to rec-
ommend one approach over another. However, there are stud-
ies with high quality evidence comparing similar types of
prolapse repairs with and without hysterectomy. The

following sections review the various procedures and their
outcomes.

Vaginal Native Tissue Hysteropexy

LeFort Colpocleisis

While LeFort (partial) colpocleisis may not be viewed in the
same category as other native tissue hysteropexies, it achieves
prolapse repair by inverting the vaginal sidewalls and obliter-
ating the vaginal canal, leaving the uterus in situ. Since its
inception in the late 1800s, this procedure continues to be
one of the best options due to high success rates in cases of
advanced prolapse, low morbidity, and short operative time.
This is the preferred procedure for older women or those with
multiple medical comorbidities who are no longer sexually
active. Colpocleisis procedure can also be performed with
concomitant hysterectomy. While there are no studies directly
comparing LeFort colpocleisis to vaginal hysterectomy with
total colpocleisis, hysterectomy should be performed for those
with known uterine abnormalities or risk factors for future
endometrial cancer, as the LeFort procedure will preclude fu-
ture endometrial sampling [13••]. Retrospective analyses have
shown shorter operative time, lower blood loss, and similar
anatomic success with LeFort compared to total colpocleisis
with concomitant hysterectomy [14, 15].

Sacrospinous Hysteropexy

Sacrospinous hysteropexy (SSHP) is performed by transfixing
the cervix or uterosacral ligament complex to the sacrospinous
ligament. This is performed using permanent or delayed ab-
sorbable suture with the utilization of a suture ligature carrier
such as the Deschamps or more modern Capio™ device.
Because the SSHP is performed in an extraperitoneal fashion,
it has advantages in patients with risk factors for pelvic adhe-
sive disease. Like the traditional SSLF, the SSHP deflects the
vagina posteriorly, which may contribute to anterior vaginal
wall prolapse recurrence.

Several RCTs have compared SSHP to total vaginal hys-
terectomy (TVH) with native tissue repair (either SSLF or
uterosacral ligament suspension (USLS)), the largest and most
recent study compared SSHP (n = 103) to TVH/USLS (n =
105) in 2015. The primary outcome was a composite of apex
<stage 2, no prolapse symptoms, and no reoperation.
Outcomes at 12 months were similar with 100% success in
SSHP compared to 96% with TVH/USLS. Most recurrences
occurred in the anterior compartment and were not included in
this primary outcome. They concluded that SSHP was non-
inferior to TVH/USLS [16]. A similar RCT by Dietz et al. in
2010 compared SSHP (n = 37) to TVH/USLS (n = 34), with
primary outcome of success at 12 months defined as apex
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<stage 2 only [17]. They found success 79% SSHP vs 97%
TVH/USLS with 4 (11%) reoperations in SSHP vs 2 (6%)
reoperations TVH/USLS. Hysteropexy had a significantly
higher apical failure rate by this definition (p = 0.03). Both
had similar anterior failure rates (51% SSHP vs 64% TVH/
USLS). The hysteropexy group was found to have shorter
hospitalization and more rapid return to work [17].

The only RCT comparing SSHP to TVH/SSLF had shorter
follow-up (6 months) and primary outcome assessed sexual
function using validated questionnaires, rather than anatomic
outcomes. No differences in sexual function scores were
found [18]. Four cohort trials (two retrospective and two pro-
spective) comparing SSHP vs TVH/SSLF showed no signif-
icant differences in anatomic or symptomatic failure rates with
follow-up ranging from 19 to 57 months [19–22].

In summary, most studies have shown comparable success
rates for apical compartment support with SSHP as compared
to TVH/USLS, with shorter hospitalization and quicker return
to work. Like the traditional SSLF, the SSHP deflects the
vaginal axis posteriorly, which may be a cause for the high
recurrent anterior wall prolapse seen with this procedure de-
spite concomitant cystocele repairs [23, 24].

Uterosacral Hysteropexy

Multiple methods of uterosacral hysteropexy (USH) have
been described involving plication or shortening of the
uterosacral ligaments with uterine preservation. Approaches
include vaginal (VUSH), abdominal (AUSH), and laparo-
scopic (LUSH) uterosacral hysteropexy. Currently, there are
no RCTs comparing any method of uterosacral hysteropexy to
hysterectomy with USLS. There are four cohort studies that
compare differing approaches of uterosacral hysteropexy to
TVH/USLS [25–28]. The only prospective cohort of the four
compared LUSH (n = 28) to TLH/laparoscopic USLS (n = 27)
[25]. Success was measured objectively as <stage 2 prolapse
at 24 months. Success rates were similar among hysteropexy
versus hysterectomy groups (79 vs 78%, p = 0.746). The larg-
est and most recent retrospective cohort found lower anatomic
success rates (47 vs 63%, p = 0.019) and higher reoperation
for prolapse (28 vs 21%, p > 0.05) after LUSH (n = 104) when
compared to laparoscopic hysterectomy with USLS (n = 160).
The median follow-up was 2.5 years. The apical failure rate
was significantly higher in hysteropexy group (24 vs 13%,
p = 0.034) [27]. Conversely, the second largest retrospective
cohort found no difference in outcomes for apical success
(defined as <stage 2) for VUSH (n = 100) and TVH/USLS
(n = 100), (96 vs 97%, p = 0.90). There was also no difference
in anterior or posterior compartment objective outcomes at
24 months (p = 0.31 and p = 0.16, respectively) [28].

In summary, there is conflicting data and a lack of RCTs
comparing success rates of hysteropexy versus hysterectomy
with uterosacral ligament suspension. Studies utilize different

approaches to uterosacral ligament suspension (laparoscopic
or vaginal) which may also account for these differences.

Vaginal Mesh Hysteropexy

Vaginal mesh hysteropexy is performed with graft placement
in the anterior vaginal wall with concurrent apical support
procedure, most commonly a sacrospinous ligament suspen-
sion. Many kits previously on the market required trocars for
placement and included mesh in the anterior and posterior
compartments with a concomitant apical procedure. The latest
Cochrane database review offers level 1 evidence for im-
proved success rates for anterior vaginal wall support with
mesh when compared to without mesh [29]. This same review
also reported that there is no evidence to support improved
efficacy using mesh in the posterior wall. This, combined with
the United States Food and Drug Administration’s (FDA)
warning in 2008 and safety communication in 2011 regarding
the complications of surgical mesh, has resulted in a sharp
decline in the use of these products [30]. Although initially
there were over 40 vaginal mesh products on the market, this
number has declined to less than a handful. Remaining prod-
ucts for vaginal mesh hysteropexy aim to combine the apical
success of the SSHP procedure, with the added support that
vaginal mesh can bring to the anterior wall. It is important to
note that these procedures can be safe and effective when
selecting the right surgical candidate. Several organizations
(American Urogynecologic Society (AUGS), Society of
Urodynamics, Female Pelvic Medicine & Urogenital
Reconstruction (SUFU), and American Congress of
Obstetricians and Gynecoogists (ACOG)) have published
guidelines for the use of transvaginal mesh for pelvic organ
prolapse repair.

A large, RCT (n = 180) currently in the follow-up phase
from the Pelvic Floor Disorders Network (SUPeR Trial) is
comparing vaginal mesh hysteropexy (Uphold™) to TVH/
USLS repair. This study will compare anatomic, subjective,
quality of life outcomes at 3–4 years and is projected to com-
plete in 2018. There are three retrospective cohorts comparing
vaginal mesh hysteropexy to TVH with vaginal mesh repair.
All used different mesh devices (Perigree/Apogree, Total
Prolift, posterior intravaginal slingplasty) [31–33]. No differ-
ences in anatomic success rates were noted between groups,
and there was no significant difference in mesh erosion rates.
Notably, these devices are no longer commercially available.
The only published report with a product currently on the
market is a retrospective case series reviewing hysteropexy
or hysterectomy with Uphold™ with an average follow-up
of 12 months [34]. They reviewed cases performed by the
surgeon-inventor of Uphold showing no significant differ-
ences in success rates (98 vs 96%) between mesh hysteropexy
(n = 43) and hysterectomy (n = 24). There was one mesh ex-
posure in the hysteropexy group (2%) and two in the
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hysterectomy group (8%). One of the two exposures in the
hysterectomy group occurred after subsequent vaginal cuff
radiation from incidental endometrial cancer at the time of
hysterectomy. It is important to consider that these studies
showed a higher rate of mesh exposure in hysterectomy group
although not statistically significant. Uterine conservation at
the time of vaginal mesh repair for prolapse appears to de-
crease the risk of mesh exposure (14 vs 6%, p = 0.02) [13••].

Lastly, some surgeons prefer to cut and shape their own
graft from a larger section of material. There are no compara-
tive studies that review this technique. At this point, available
data suggests vaginal mesh hysteropexy is as effective as vag-
inal mesh with hysterectomy, with lower rates of mesh
exposure.

Sacral Mesh Hysteropexy

Sacral hysteropexy is performed by attachment of mesh
graft material to the cervix and uterus to the anterior longi-
tudinal ligament overlying the sacrum. Various approaches
have been described attaching the graft to either anterior,
posterior or both sides of the uterus/cervix. The procedure
can be accomplished abdominally or laparoscopically with
or without robotic assistance. Most commonly, this is per-
formed laparoscopically using a mesh graft that bifurcates
into a Y-shape, where the long stem of the graft is attached
to the anterior longitudinal ligament, and the split arms are
brought posteriorly through an avascular portion of the
broad ligament, wrapped around, then attached to the ante-
rior cervix.

While vaginally-placed grafts have decreased since the
FDA changes, laparoscopic sacral colpopexy both with and
without hysterectomy is gaining popularity as many consider
it to be a more durable procedure. Long-term data is limited
for laparoscopic mesh hysteropexy. Most available evidence
compares sacral hysteropexy to hysterectomy with sacral
colpopexy. Unfortunately, the method of sacral hysteropexy
varies considerably among these trials, making comparison
between trials difficult. No prospective trials have compared
efficacy of sacral hysteropexy methods. Few studies compare
sacral hysteropexy with native tissue hysteropexy.

Two RCTs of sacral hysteropexy to native tissue controls
are available. Roovers (2004) randomized abdominal sacral
hysteropexy (n = 41) to TVH/USLS (n = 41) [35]. The prima-
ry endpoint was UDI-6 scores; one secondary outcome was
pelvic examination with prolapse stages by compartment. At
12 months follow-up, significantly higher scores in the UDI-6
domains of discomfort/pain, overactive bladder, and obstruc-
tive micturition were found in the abdominal hysteropexy
group but there were no significant differences in genital pro-
lapse and urinary incontinence. There were no significant dif-
ferences in anatomic outcomes in the anterior, posterior, and
apical compartments.

A recent pilot RCTof laparoscopic sacral hysteropexy (n =
40) to TVH/USLS (n = 39) demonstrated superior apical sup-
port in the hysteropexy group [36]. At 1-year follow-up, there
was a higher chance of repeat apical repair in the vaginal
hysterectomy group (14 vs 6%, p = 0.185). However, there
was a significantly higher chance of repeat anterior repair in
the hysteropexy group (4 vs 0%, p = 0.022). The authors noted
that significantly more women undergoing TVH/ULSLS had
a concurrent anterior repair compared to sacral hysteropexy
(38 vs 18%, p = <0.001), which perhaps explained the higher
anterior failure rate at 12 months. Drop-out after randomiza-
tion was a limitation, and 80% of the 31 women who dropped
out did so due to preference of hysteropexy over hysterectomy
[36].

No RCTs have been published comparing sacral
hysteropexy to hysterectomy with sacral colpopexy. Two
prospective cohorts are available that showed similar suc-
cess rates; both used the open abdominal approach.
Constantini (2005) found 91% success rate with abdominal
sacral hysteropexy (n = 34) versus 92% with abdominal
hysterectomy and sacral colpopexy (n = 38) at 51 months.
Success was defined as <stage 2 and apex < − 6 by POP-Q.
Notably, there was an 8% mesh exposure rate in the hys-
terectomy group compared to no mesh exposure in the
hysteropexy group [37]. After this study’s publication,
the same author followed 32 sacral hysteropexy and 36
hysterectomy with sacral colpopexy patients for 12 months
with 100% objective success rate in both groups (apex < −
6) [38]. Retrospectively, there are several cohort studies
comparing laparoscopic mesh sacral hysteropexy to hyster-
ectomy with mesh sacral colpopexy. The largest study
reviewed outcomes at a mean follow-up of 33 months
(n = 65 hysteropexy and n = 34 hysterectomy) [39]. No
mesh erosions were noted in either group. Success was
higher in hysterectomy group, although it did not reach
statistical significance (88 vs 72%, p = 0.07). The subjec-
tive satisfaction rate, although high in both groups, was
significantly higher in the hysterectomy with sacral
colpopexy group (92 vs 100%, p < 0.001). Ten women re-
quired retreatment with either pessary (n = 9) or reopera-
tion (n = 1) in the hysteropexy group compared to no
retreatment in the hysterectomy group [39].

Overall, there is inadequate data to compare anatomic out-
comes of sacral hysteropexy to sacral colpopexy. In a review
of available data, there was a higher reoperation rate for
hysteropexy and a higher mesh exposure rate in the hysterec-
tomy group [13••].

Hysteropexy Comparisons

As previously stated, there are no RCTs comparing
hysteropexy procedures to date. The largest retrospective
comparative study reviewed a total of 240 hysteropexies at
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one institution [40]. Included were vaginal mesh (n = 61),
laparoscopic sacral (n = 43), robotic sacral (n = 27), ab-
dominal sacral (n = 15), and native tissue (n = 99)
hysteropexies. There were differences between groups in-
cluding age, baseline exams, and follow-up (6–22 months).
Prolapse recurrence overall was 12%, defined as >stage 1
and bulge symptoms. They compared recurrence rates of
vaginal and laparoscopic approaches with mesh versus na-
tive tissue. No significant differences were noted between
vaginal native tissue and vaginal mesh (12 vs 10%, p =
0.71) or laparoscopic non-mesh versus mesh repairs (10
vs 23%, p = 0.07). Additionally, recurrence rates were sim-
ilar among all groups (abdominal 13.3%, vaginal 14.7%,
laparoscopic 11.6%, robotic 3.6%, p = 0.39). Mesh expo-
sure rates were similar between vaginal and laparoscopic
approaches (2 vs 2.4%) [40].

The largest prospective study is a multicenter cohort of
vaginal mesh hysteropexy versus laparoscopic sacral
hysteropexy [41•]. Women with >stage 2 prolapse who de-
sired surgical repair with uterine conservation were offered
enrollment. Patients with cervical elongation were excluded.
Primary outcome was success at 1 year using a composite
definition of symptomatic success (not seeing/feeling bulge)
and anatomic success (no prolapse beyond hymen, no
reoperation or pessary use, and cervix above mid-vagina)
[41•].

Composite cure rate was not significantly different
between groups (72% laparoscopic vs 74% vaginal, OR
0.58, 95% CI 0.2–1.5). There were no differences in
anatomic cure (77 vs 80%, OR 0.48 95% CI 0.2–1.5)
or symptomatic cure (90vs 95% OR 0.4 95% CI 0.7–
1.8) between laparoscopic and vaginal approaches, re-
spectively. There was high patient satisfaction with both
procedures (95% overall). No significant difference in
mesh exposure rates was found (2.7% laparoscopic vs
6.6% vaginal, p = 0.44) [41•].

This is the only prospective study comparing two
hysteropexy techniques. While there were some baseline dif-
ferences between the groups due to lack of randomization, it
provides insight that both hysteropexy procedures offer over-
all safe, effective management of uterovaginal prolapse at 1-
year follow-up [41•].

Conclusions

Uterine preservation is a reasonable option in the surgical
management of pelvic organ prolapse. It is becoming in-
creasingly common for women to request uterine preserva-
tion for a variety of reasons: maintenance of fertility, sense
of identity, concern on impact of sexual function, and risk
of hysterectomy. It is imperative for pelvic surgeons to
understand who is a candidate for these procedures, as

certain patients have contraindications to uterine conserva-
tion. Although a variety of surgical approaches exist, ro-
bust evidence on uterine sparing prolapse repairs is lack-
ing. Future research, with level 1 quality data, is needed to
compare the efficacy of various hysteropexy procedures.
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