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As Dr. Robert Rogers highlighted
in the last Master Class in Gyne-
cologic Surgery, traditional

transvaginal stitch repairs are associat-
ed with unacceptably high failure rates
in many patients. In response, the use
of nonabsorbable polypropylene mesh
has become a growing part of our ar-
mamentarium of surgical
options for patients with
pelvic organ prolapse. 

With this change comes a
responsibility to ensure that
surgeons are well trained
and experienced in doing
these more highly technical
procedures. These are pro-
cedures to be performed on
patients at higher risk of
failure, by the surgeons
who regularly treat those
patients. Overall, experi-
ence with mesh is increasing: A recent
survey of American Urogynecologic
Society (AUGS) members found that
49% of prolapse specialists use mesh re-
inforcement.

As expected, there are concerns about
mesh reinforcement, and some of these
focus specifically on the use of so-called
total pelvic floor repair kits. A total re-
pair has previously referred to the si-
multaneous use of both anterior and
posterior grafts, which then integrates
true level-one support at the apex. More
recent mesh kit modifications, however,
introduce the concept of total repair as
a purely anterior approach that inte-
grates apical mesh support. Treating the
anterior vaginal compartment general-
ly necessitates supporting the apex as
well. This has been the main justification
for a total repair, along with an inherent
reduction in “gap” failure.

The New Case for Mesh 
The National Health Service (NHS) of
the United Kingdom published guidance
on surgical repair of prolapse using mesh
last June and made clear that a “rapidly
accumulating evidence base” meant the
guidance would need to be updated soon. 

The NHS went on to suggest that
even the evidence to date reveals that sur-
gical repair using mesh may be more ef-

fective than traditional repair without
mesh. The NHS reviewers found 10 ran-
domized controlled trials on anterior re-
pair, for instance, and reported that the
objective failure rate using mesh was
significantly lower (14%) than repair
without mesh (30%). 

One recently published randomized
clinical trial reported by Dr.
R. Hiltunen and associates
randomized 201 women to
undergo anterior colporrha-
phy with or without mesh
and found a significant dif-
ference in the rate of recur-
rence of anterior wall pro-
lapse when mesh was used.
Approximately 39% of
women in the no mesh
group and 7% in the mesh
group had a recurrence at 12
months (Obstet. Gynecol.

2007;110:455-62).
More recently, at last year’s American

Urogynecologic Society annual meet-
ing, Dr. J.N. Nguyen and Dr. R.J.
Burchette reported similar findings in a
well-designed randomized controlled
trial. Two years after surgery for ante-
rior vaginal prolapse, recurrent anteri-
or prolapse was seen in 53% of women
who were randomized to have anterior
colporrhaphy without mesh, compared
with 14% of the polypropylene mesh
repair group.

Dr. A.A. Sivaslioglu and colleagues
similarly randomized patients and found
that recurrence rates were reduced from
28% in the no mesh group to 9% in the
mesh group (Int. Urogynecol. J. Pelvic
Floor Dysfunct. 2008;19:467-71).

These are just several of the recent
randomized clinical trials supporting an
evidence-based use of mesh. 

Case series and other comparative
studies can be valuable as well. Despite
frequent past assertions, the evidence
for the sacral colpopexy is primarily ob-
servational, and there may soon be more
comparative data available for trans-
vaginal mesh. 

Most thought leaders and academic so-
ciety committees wisely point out that
the cost of the new approach stems from
mesh-related complications, most no-

tably vaginal mesh exposure. Keeping
rates of these complications low requires
special training and experience. There
are technique tips that can help achieve
this goal, but it is also clear that these
procedures are not appropriate for all gy-
necologists, and that we as physicians—
not industry—must lead the way in set-
ting credentialing guidelines. 

The Place for Total Repair
Many surgeons prefer to use mesh in ei-
ther the anterior or posterior compart-
ment, but not both. Their concerns
about total repair—driven largely by an-
imal data and old literature from hernia
studies—focus on the belief that mesh
load is associated with increased mesh
erosion and more complications involv-
ing infection, inflammation, and pain. 

These concerns do not entirely apply
when mesh is used in two separate
compartments, however. In that case,
there is not a compelling reason that
the mesh in one compartment would
affect the erosion or complication rate
in the other compartment. 

I believe the majority of mesh use
should be in the anterior vaginal com-
partment, where the greater number of
vaginal support defects occur—and in-
deed, there is significantly more agree-
ment about reinforcing the anterior vagi-
nal wall than the posterior. Mesh
reinforcement in the posterior compart-
ment is theoretically more likely to con-
tribute to dyspareunia. There is also con-
cern that using a total kit to wrap mesh
around the entire vagina may blunt the
apex. 

Dyspareunia is not restricted, howev-
er, to mesh reinforcement in the poste-
rior compartment. Anterior compart-
ment repair also can be associated with
dyspareunia, especially if the posterior
axis deviation of the vagina is disturbed. 

Posteriorly, there actually may be an
advantage to mesh reinforcement in that
it provides broad support of the upper
vagina without the narrowing impact of
midline plication. 

Posterior mesh reinforcement also en-
ables us to integrate the repair with ef-
fective apical support.

The importance of apical support is

central to the case for total repair. The
apex has been shown to be involved in
the majority of cases of pelvic organ
prolapse, and in fact, anterior prolapse
is often the secondary consequence of
an apical defect. 

There is increasing appreciation for
the notion that total repair is all about in-
tegrating apex repair with coverage of
the anterior and posterior compart-
ments, or about reaching the apex
through the anterior repair. Unfortu-
nately, only a fraction of prolapse re-
pairs—17%, it has been estimated—has
included apical treatment.

In dealing with an anterior defect, the
only way to adequately treat the apex us-
ing first-generation mesh kits (those that
entered the market prior to 2008), there-
fore, has been to employ mesh in the
posterior compartment as well.
Through the posterior compartment,
the mesh can be attached to the
sacrospinous ligament (SSL), enabling
true level-one support. 

Some surgeons have alternatively
modified the anterior kit procedure to be
able to place the mesh arms through the
sacrospinous ligament. 

To understand why some patients ex-
perience apical prolapse after anterior
vaginal wall mesh kit operations, Dr. J.
Delancey’s pelvic floor research group at
the University of Michigan used MRI to
look at the relationship between anterior
mesh kit suspension points along the ar-
cus tendineus fascia and the upper vagi-
na in asymptomatic women with a uterus
and normal support. They reported at last
year’s annual AUGS meeting that about
one-quarter of the anterior vaginal length
was uncovered or unsupported during
Valsalva when the arcus tendineus is the
most cephalad support.

The second generation of mesh kits—
those released in 2008, as well as some
that are yet to be released—incorporate
SSL fixation through the anterior ap-
proach. The incorporation of SSL fixa-
tion provides greater coverage of the an-
terior vaginal wall without the need to
enter the posterior compartment. This
redefines the term total repair and allows
a more tailored approach to the posteri-
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Fad or Future?
As credited to the Ebers

papyrus, prolapse was
first described in 1500

B.C. Hippocrates described
several methods in the treat-
ment of prolapse, including
suspending the patient upside
down. Another technique
championed by Hippocrates
included irrigation of the dis-

placed uterus with wine. Once the uterus was re-
duced, the position was maintained with a pomegran-
ate “pessary.”

Just after the birth of Christ, Soranus of Ephesus
placed perfumes at the patient’s head and foul-smelling

substances near the prolapsed portion of the uterus to
draw the uterus cephalad.

Needless to say, great advancements have occurred
since antiquity in the treatment of pelvic organ pro-
lapse. 

Most recently, the use of nonabsorbable polypropy-
lene mesh has become increasingly popular. The latest
permutation of this technique is the use of a total pelvic
floor repair kit.

I have asked Dr. Dennis P. Miller to discuss the use
of total pelvic floor repair kits. 

Dr. Miller currently serves as the medical director
of urogynecology at Wheaton Franciscan Medical
Group, Milwaukee. Since 1995, he has proctored
hundreds of surgeons in urogynecologic surgery, in-

cluding laparoscopic and minimally invasive vaginal
approaches to incontinence and prolapse. 

Currently, Dr. Miller serves on the American Uro-
gynecologic Society Presidential Task Force on graft
procedures as well as the International Urogynecologic
Association’s graft outcomes committee.

Enjoy reading Dr. Miller’s excellent article, which is
the latest addition in the Master Class in Gynecologic
Surgery. ■

DR. MILLER is clinical associate professor, University of
Chicago and University of Illinois at Chicago, and
president of the AAGL. He is a reproductive
endocrinologist in private practice in Schaumburg, Ill., and
Naperville, Ill., and the medical editor of this column.
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