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Laparoscopically Assisted  
Vaginal Colpohisterosacropexy

Abstract

Objective: To present the acheviement of the  a classical procedure - coplopsacopexy by means of minimally 
invasive technique involving combined laproscopic and vaginal approach. 
Study Design: Between 2007-2009, Colpo-histerosacropexy by totally laparoscopic or vaginal-laparoscopic 
method was performed on 14 patients with advanced uterovaginal prolapse and recurrent IInd grade pro-
lapse. The therapeutic principle was the recovery of the pericervical ring and suspension of the vaginal vault/
uterus to the promontory. 
Results: The operating time was significantly reduced when a combined vaginal-laparoscopic procedure was 
performed, versus the to tal ly laparoscopic technique. Preoperative symptoms spe cific to the flaws of the ante-
rior, medium and posterior com partment totally remitted postoperatively. 
Conclusion: The suspension of the vaginal vault or pericervical area to the promontory remains a gold tech-
nique in the treatment of the advanced uterine prolapse. Performing this procedure laparoscopically or com-
bined makes it the microinvazive technique with the highest success rate.
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Synopsis:
Histerocolposacropexy ussualy 

performed  abdominally or 
laparoscopic can be done 
by combined vaginal and 

laparoscopic route.

Motto: 

”The apex is the 

keystone of pelvic 

organ support...

the best surgical 

cor rection of 

the anterior and 

pos  terior walls is 

doomed to fai lure 

unless the apex 

is ade quately 

supported.”

Brubaker L., 
Bump R.C. 

“3rd International Consul-
tation on Incontinence. 

Paris 2005” 

Introduction
Regarding the uterovaginal prolapse, although 

a condition therapeutically known for a long time, 
progress was made only since the beginning of the 
nineteenth century. Even today the prolapse is a 
condition that arises difficulty of correct diagnosis 
and treatment, because of the limited knowledge 
regarding the anatomy and physiology of the pelvic 
organs. 

The surgical treatment of pelvic floor disorders sho-
uld follow certain principles derived from the ana-
tomy and experience gained in this area over time 

skills with the procedures are revealed by the posibi-
lity of choosing the procedures with the highest efici-
ency rate and the lowest morbidity and reccurence. 

approach as a concept to perform sacropexy simulta-
neously with laparoscopic assistance. The advantage 
is the reduction of invasivity and operative time by 
combining the two methods. Through this method 
the suture of the mesh at the level of the vaginal va-
ult or pericervical ring is performed by vaginal route, 
for the laparoscopic procedure remaining only the 
step for fixing the mesh to the promontory. Colpohis-
terosacropexy is a method to be chosen in advanced 
vault prolapse for women who want to preserve the 
uterus and coital function.

Material and method
-

-
roscopically assisted. The mean age of the patients 
was 55 years. The obstetric history revealed two or 
more vaginal normal deliveries.  The preoperative 
evaluation of the cases was performed by questi-
onnaire, short form,  for pelvic floor disorders and 
by clinical exam. The analysis revealed as main 
symptoms the buldging of the uterus through the 
vagina, in all the cases, difficulties in emptying the 

cases, stress urinary incontinence in 5 cases, noc-
turia in 3 cases.

The clinical quantification was made according to 
-

way system.
There were 6 patients with vaginal vault prolapse 

cases and total prolapse in one case
-
-

se cases it was necessary to place a complementary 
suburethral mesh, transobturatory anchored, for cli-
nical manifested  or occult incontinence.
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Of the ten cases of vaginal laparoscopically assis-
-

of colposacropexy. As complementary surgeries was 

-
rineal tears.

The occult urinary incontinence represents a com-
mon condition associated with advanced uterova-
ginal prolapse. In order to evidence occult urinary 
incontinence, the Credè maneuver was performed 
intraoperatively on the full bladder after the prolap-
se reduction.

All the cases was operated under general anesthesia.

Technique

use synthetic meshes to strengthen the central apical 
support structures - the pericervical ring  or vaginal vault 
- and to maintain the anatomical length and orientation 
of the vagina, by anchoring them to the promontory.  
As a principle, the laparoscopic assisted sacropexy invol-
ves two operative steps, one vaginal and one laparoscopic.  
The vaginal time is different, depending on the method 
for the suspension of the vaginal vault:

  Hysterocolposacropexy, when the uterus is total-
ly preserved;

  Cervicocolposacropexy when only the cervical 
stump is preserved;

  Colposacropexy when the uterus is surgically ab-
sent as a result of previous surgery.

During laparoscopic assisted procedures, the vaginal 
time allows additional interventions required to correct 
the stress urinary incontinence or fascial defects both 
in the anterior and posterior compartment.

Hysterocolposacropexy
Hysterocolpopexy consists in  anchoring the uterus 

at cervical level  and  uteroscral ligaments by suspen-
sion of a polypropylene monofilament mesh cut in Y to 
the longitudinal ligament of the promontory. (the short 

An archiform incision in the anterior vaginal wall is 
-

tioning the cervicovesical septum,  the bladder is se-
parated from the cervix, thus revealing the anterior 
peritoneal fold, which is open. The uterus is pushed 
anteriorily and an opening is made on each side, in the 
broad ligaments, avoiding the vascular brench of the 
uterine artery. The short arms of the Y are inserted from 
posterior to anterior side, through the two incisions and 
are stitched, posterior at the level of the insertion of the 
two uterosacral ligaments on the uterus (fig 3), then at 

is closed with a resorbable suture thread. The surgery 
may be continued laparoscopically.

Cervicocolposacropexy
Cervicocolpopexy consists in anchoring the cervical 

stump with a polypropylene monofilament mesh to the 
promontory. The cervix can be residual after a previous 
intervention, or after a subtotal vaginal hysterectomy 
performed during the same operative session for ben-
ign uterine pathology.

The mesh to be used is Y-shaped, with the two short 

-
med the bladder is pushed up from the level of the cer-
vical stump and the pelvic cavity is opened.  

The cervical stump is pushed anteriorily and one of 
the Y arms is sutured with some unresorbable points of 
suture at the level of the posterior side. The other arm is 
fixed at the level of the anterior side of the stump. The 
colpotomy incision is sutured with a resorbable thread 
and the Y long arm is dropped into the pelvis. 

Colposacropexy
Colposacropexy achieves the fixation of the vaginal 

vault to the promontory, after hysterectomy.
The colpotomy scar is spotted at the two sides end 

and it is infiltrated with saline solution throughout its 
length. A transverse incision is made between the two 
parts. 

Each border of the vaginal incision is disected from 
the underline tissue. One of the arms of the Y in ancho-
red with several unresorbable monofilament threads to 
the posterior border of the vaginal incision. The threads 
must be passed submucously, but to catch enough tis-
sue for a solid anchoring. The same maneuver is perfor-
med for the anterior part. The long sheet of the mesh 
is dropped into the pelvis cavity. The vaginal incision is 
closed with running suture.

The laparoscopic step is common for all the sacro-
pexies types and consists in achoring the mesh to the 

can pass intra- or retroperitoneal. The intraperitoneal 
mesh does not increase the risk of intestinal complica-
tions.

The laparoscopic approach will be done with one 
transombilical port for vision (Hasson), two secon-
dary ports laterally near to the anterosuperior iliac 
spine and the last one, median, on the middle dis-
tance from the ombilic to the pubis bone.The patient 

and then, the sigmoid is pushed up. For the obese 
patients, the sigmoid can be anchored to the abdo-
minal wall to the left, by temporary suture. The pelvic 
cavity is reviewed, in order to identify the mesh. A 
long peritoneal incision is performed on the right of 
the sigmoid, between promontory and the punch of  

-
montory is dissected up to the periosteum, to make 
visible the sacral medial artery. The mesh is drawn to 

3 monofilament threads or by a titanium tacks. The 
mesh must be fixed without tension, loose enough 
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Figure 1. 
Gettig the arms 

of the mesh 
through the 

base of the 
broad ligament 

Figure 2. 
Mesh bilater-

ally passed  
through the 

base of the 
broad ligament  

Figure 3. 
Fixing the 

mesh on the 
posterior side 
of the uterus 

and to poste-
rior uterosacral 

ligaments 

Figure 4. 
Fixing the 

mesh on the 
anterior side of 

the cervix

to fix the vagina in normal position. The peritoneal 
incision must be closed with running suture or clips. 

Results
The mean operating time varied according to the 

chosen procedure and the complexity of the cases. The 
mean time for totally laparoscopic interventions was of 

-
tes for colposacropexy. As opposed to total laparoscopic 
intervention, for vaginal procedures the mean opera-
ting time is almost three times shorter. This is reflected 
in the costs of the  interventions, that are significantly 

-
-
 

Patients were followed up between 6-36 months by 
clinical examination and questionnaires/short forms to 
evaluate the quality of life. In two cases  with  urinary 
and faecal incontinence before surgery, where no addi-
tional procedures besides sacropexy were performed, 
symptoms disappeared immediately after surgery. 
There have been no relapses in any pelvic compart-
ment and no erosion of the vaginal walls, caused by 
the polypropylene meshes. Patients with preoperative 
symptoms specific to anatomic defects of the anterior 
compartment  (bladder evacuation disorders, stress uri-
nary incontinence, nocturia) became asymptomatic, in 
one case occurring urinary urge de novo incontinence, 

antimuscarinic.
Specific symptoms for the median compartment (bla-

dder evacuation disorders and pelvic pressure, buldging 
of  the organs through vagina, dyspareunia) were resol-
ved after surgery. Pain in the lombo-sacral region occur-
red in one case with remission 3 months after the surgery.  
Rectal evacuation and faecal incontinence disorders ca-
used by defects of the posterior compartment remitted 
completely postoperatively.

Comment

of the uterovaginal prolapse was represented by vaginal 
hysterectomy followed by the treatment of the associated 
defects of the vaginal walls. The purpose of the vaginal 
hysterectomy was to allow easier access to supporting 
elements of the uterus, but that concept was wrong, sin-
ce it removed the uterus - the most solid structure, aro-

 
-

tive system that is inserted in the cervix: anterior - pu-
bo-cervical fascia, lateral - the cardinal ligaments and 
posteriorily - the uterosacral ligaments. The ligament 
insertion area achieves the so-called pericervical ring 
at the level of the cervix. The pericervical ring will act 
as insertion area for any of the items that the surgeon 
may use for reconstruction (synthetic meshes, autolo-
gous and allograft). Regardless of the applied method, 
the pericervical ring should be anchored in  balance, 
anterior-posteriorily or laterally, in order to restore the 

surgical techniques
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normal position and the normal axis of the vagina. The 
treatment of the utero-vaginal prolapse can be achieved 
by vaginal, abdominal, laparoscopic or combined vagi-
nal-laparoscopic method. Regardless of the approach, 
after the reconstruction of the pericervical ring, the va-
ginal vault or uterus must be suspended at solid struc-
tures, thus restoring the anatomy of the pelvic organs. 
Combined vaginal and laparoscopic approach significan-
tly shortens the operating time, while retaining all the 
advantages of minimally invasive surgery - a minimum 
hospital stay and rapid recovery of the patients. 

Prolapse reduction by direct anchoring of the uterus 
to the sacrum was described by Arthur and Savage in 

. The idea to suspend the vagina to the promon-
tory through a graft belonged to Huguier and Scali in 

3. The graft may be biolo-
gical (autologous, allograft or xenograft) or synthetic.  
The colposacropexy is a surgical procedure that can 
be performed by laparoscopic or open abdominal 
method, whereby the vaginal apex is suspended at 
the anterior longitudinal ligament at the level of the 
first sacral vertebra. The procedure is often conside-
red/cited as the golden standard technique in advan-
ced prolapse surgery, the aim of this procedure is to 
preserve a functional vagina. Comparative studies 
of different surgical techniques for the suspension 

of vaginal apex demonstrates the superiority of sa-
cropexy to other procedures in terms of reccurence 
rate and incidence of mesh vaginal erosion  
In III-IV degree uterovaginal prolapse, supporting 
and anchoring the vaginal vault in anatomi cal pos-
terior direction is the best alternative for treat ment. 
Until now, various methods of anchoring the vaginal 
vault directly or indirectly to structures as the sacro-
sciatic ligaments or the pe rio s teum of the sacral pro-
montory are known. All the existing techniques for 
the suspension of the va ginal vault to the sacrum are 
performed exclusively by open abdominal or laparo-
scopic approach. Each technique has advantages and 
disadvantages.

The transabdominal technique: 

 it does not require special training; 
 high risk of complications;
 it requires hospitalization (3-5 days);

The laparoscopic technique: 

 low risk of complications;
 fast recovery (3-5 days);
 it requires special training.

Reclamă G20(2)0201 
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Study No. pts Follow-up Vaginal erosion Recurrence

Prolift (Ethicon) Cosson 2005
Retrospective

687 3-6 months 6.7% 5.3%

Apogee (AMS) Davila 2005
Retrospective

55 10 months 11%  3.17%

Abdominal colposacropexy
Nyaard 2005

Meta-analysis 
1966-2004

2178 6 L-3 years 3.4%  
4.4% (prolaps)

4.9% (IUE)

Laparoscopic colposacropexy Cosson 2000 83 6 months - 2.5%

Comparative studies concerning treatment of the vaginal vault prolapseTable 1
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Thythy Pham, MD American Journal of Obstetrics and Gynecology - 

Volume 200, Issue 1 (January 2009).

Sacropexy, first of  all resolves defects of the median 
compartment  and may reduce some symptoms such 
as bladder or rectal evacuation disorders, or pelvic pa-
in5. As far as the anterior compartment are concerned 
- stress urinary incontinence and cistocele caused by 
high degree paravaginal defects-,  the simple vaginal 
vault suspension is not enough. For unrelapsed me-
dium stress urinary incontinence, sacropexy may have 
the  Burch operation effect by stabilizing the urethra in 
cases of urethral hypermobilitaty. 

For severe or recurrent forms of urinary incontinen-
ce, performing a urethral suspension procedure is a 
must. The transobturatory version is the most con-
ve nient, since it does not require a significant ope-
ning of the vaginal wall. The large cistoceles (grade 
II-III) produced by a paravaginal defect cannot be 
completely treated by colposacropexy achieved by 
vaginal laparoscopic assisted procedure. In case of  
total laparoscopic sacropexy, these defects can be 

cm above the bladder neck (depending on the size 
of the anterior vaginal defect), and the anterior part 
of the mesh must be fixed laterally by suture points 
on either side of vaginal wall and on median line. 
The posterior compartment defects, such as upper 
rectocele or elitrocele disappear as a result of colpo-

sacropexy, but inferior rectocele or old perineal tears 
of various degrees, require vaginal  interventions. The 
bridge type posterior colporaphy is the surgical choi-
ce for inferior rectocele and perineoplasty for perine-
al tears I-II degree. These complementary procedures 
regarding the posterior wall are not compulsory be-
cause they do not raise any functional problems, but 
only in terms of estetics6. If the posterior vaginal wall 
defects, inferior rectocele and perineum tears - the in-
ferior level of vaginal support - , associated with faecal 
incontinence, it  should be considered that the poste-
rior angulation of the vagina by sacropexy can lead to 
the disappearance of these symptoms7.

Conclusion
Colposacropexy or hysterocolposacropexy allow 

the treatment of pelvic floor disorders according to 
the pelvic-perineal anatomy, with good long-term re-
sults. Performing these procedures la pa ros copically 
combined  with vaginal approach in crease the ad-
vantages of minimally invasive surge ry,  and signi-
ficantly shortens the learning curve. Com bi ning the  
vaginal approach with laparoscopic as sis tance shor-
tens semnificatively the operating time and allow to 
the surgeon a good alternative to the open abdomi-
nal method.   
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