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Prolapse of the pelvic organs. 
The Saba Nahedd procedure 

of attaching the uterine 
isthmus with strip  

at the the rectus abdominis 
muscle sheath. Anatomic 

success and subjective cure 
rates on a series of 103 cases

The surgical treatment of prolapse of the pelvic organs (POPs) is indicated in women with prolapse-associated symptoms such 
as pelvic pains (PPs), obstructive voiding (OV), constipation or bulge symptoms. Our aim was to investigate anatomic success 
and cure rates of the surgical technique of attaching the uterine isthmus with two strips at the lateral and medial extremities of 
the rectus abdominis sheath. The technique has been developed by Saba Nahedd and has been applied on 103 cases of apical 
prolapse grades I-IV and/or cystocele per magna and/or rectocele. Our study consisted of 103 patients aged between 31 and 81 
years who were diagnosed between 2013 and 2018 with symptomatic apical prolapse of stages I-IV and/or cystocele per magna 
and/or rectocele. The pelvic organ prolapse quantitation system has been applied for the classification of the apical prolapse. 
For the other vaginal compartments we used the traditional definitions of cystocele per magna. In order to obtain informations 
related to one or another vaginal compartment we have used a questionnaire of examination at the presentation in which the 
patients have been asked about their symptoms. The questionnaire was applied at one, three, six and twelve months to see if 
recurrences and relief of symptoms have been obtained or not. We applied descriptive statistics and a nonparametric test-the 
Mcnemar to see the significance of the symptoms relief in the immediate postoperative period as well as at one, three, six and 
twelve months. We have also evaluated the postoperative complications, the rate of apical prolapse recurrence as well as the 
impact on the rates of cystocele and rectocele. The results showed a statistically significant decrease in the rates of PPs, pelvic 
pressure symptoms, constipation and OV at one, three, six and twelve months after surgery compared to the symptoms reported 
at the initial presentation. The rate of apical prolapse recurrence was 2.9%. Significant changes in the rates of cystocele per 
magna and rectocele have also been reported. Almost 35.92% reported the resumption of the sexual activity after 12 months 
compared to 0.97% at one month. The uterine-sparing procedure developed by S.N allows the reestablishment of the normal 
pelvic anatomy and has resulted in high anatomic success and subjective cure rates. However, the patients should be informed 
on the benefits and risk of the POPs procedure compared to other techniques that imply a concomitant vaginal hysterectomy.
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Introduction
Symptomatic prolapse of the pelvic organs (POPs) 

refers to pelvic pains (PPs), pelvic pressure senzation 
(PPS), slow urine steam, sensation of incomplete empty-
ing of the urinary bladder or, rarely, urinary retention(1). 
Association of a posterior compartment prolapse can 

cause constipation and/or stool outlet obstruction(2). 
Each symptom generally correlates with the prolapse of 
one of the three compartments, however, as herniation 
of one compartment is very often associated with her-
niation of another, the symptoms can also coexist(3).  
Symptomatic POPs necessitates a surgical reconstructive 

Abbreviations: POPs= prolapse of the pelvic organs; POPQ= pelvic organ prolapse quantitation system; PPs=pelvic pains; 
PPS=pelvic pressure sensation; OV=obstructed voiding.
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intervention that addresses and corrects the defects in 
all of three compartments. The reconstructive inter-
vention can include a concomitant hysterectomy or can 
preserve the uterus by attaching the uterine isthmus or 
cervix to a structure of support together with the rees-
tablishment of the normal anatomy of the anterior and 
posterior vaginal compartment(4). The decision whether 
to preserve or not the uterus depends on the associated 
comorbidities, hormonal status of the patient as well as 
the sexual function of the patient(5).

A uterine-sparing procedure is associated with lower 
perioperative events and has a less significant impact 
on the patient’s boy image as it permits preserving the 
fertility and the sexual function. With regard to the 
risk of recurrence, there are controversial information 
upon the rate of prolapse recurrence. A randomized 
study conducted by Dietz and contributors(6) showed 
that a transvaginal sacrospinous hysteropexy is associ-
ated with a rate of prolapse recurrence of 27% after 12 
months compared to a vaginal hysterectomy with the 
suspension of the vaginal cuff whose rate of prolapse 
recurrence was only 3%. However, results of another 
large study did not show a statistical significant associa-
tion between hysteropexies and prolapse recurrence(7). 
Moreover, the peri- and postoperative complications 
rates of sparing- and nonsparing uterus procedures ap-
pear to be similar(7) while the risk of pelvic neuropathy is 
lower when the uterus is not removed because the pelvic 
anatomy is not disrupted(8).

The surgical technique developed by Saba Nahedd is 
a uterus-preserving procedure which uses a suburethral 
and an isthmic sling to attach the uterine isthmus and 
the suburethral portion of the vagina, elevate and fix 
them to the medial and lateral parts of the rectus ab-
dominis sheath. It is aimed for women with advanced 
uterine prolapsed, cystocele per magna and rectocele 
but it can also be applied for an isolated apical prolapsed 
grade I(9). For this procedure, it has been developed a 
special set of instruments that contain two multifila-
ment polypropylene strips, a suburethral and an isthmic 
one, as well as a special clamp to anchor the uterine 
isthmus and exteriorize the slings through two parau-
rethral tunnels. 

In the present article, w used this surgical technique 
to correct symptomatic apical prolapses stages I-IV with 
or without cystocele per magna and rectocele of 103 
women. We aimed to showed the efficacy of this proce-
dure by evaluating its success rate of reestablishing the 
normal pelvic anatomy as well as the subjective cure rate 
at one, three, six and twelve years postoperative. 

Methods
The study has been conducted been 01.10.2013 and 

01.01.2018 and has enrolled 103 patients with symp-
tomatic apical prolapse stages I-IV according to the 
pelvic organ prolapsed quantitation system classifica-
tion and/or cystocele per magna and/or rectocele. The 
symptoms at the moment of diagnosis included: PP, PPS, 
constipation and obstructed voiding (OV). A cervical 

cytology and a fractional biopsic curettage have been 
preoperatively for each patient performed to exclude a 
cervical and endometrial neoplasia. In order to obtain 
as much as possible information with regard to their 
symptoms which may correlate with a defect of one or 
more compartments, we introduced a questionnaire that 
includes the above mentioned symptoms, three aspects 
that result after a clinical examination- the position 
(anterior, posterior, intermediary) and color (rose/other 
color) of the cervix as well as the presence or absence of 
a recurrence (Yes/No)- and the resumption of the sexual 
activity (Yes/No).The questions related to the patient’s 
symptoms can be answered with “Yes” or “No” or “some-
times” (more than 50% impairment of the daily activity). 

After establishing the diagnosis, each patients under-
went the surgical technique developed by S.N. Both of 
the strips were multifilament polypropylene strips. The 
isthmic strip was “Y” shaped with 1.2 cm widen. Two of 
“Y” arms of the isthmic strip were longer and have an 
attached unresorbable thread on each of the ends. The 
suburethral strip was 10 cm long, 1.2 cm widen and also 
have an unresorbable thread at each of its ends. We used 
a special clamp to fix the strips and anchor the uterus 
isthmus. This has two orifices (i.e. superior an inferior) 
at the apex, two welded 2.5 cm long, slightly angulated 
arms and one ring attached at one of the two arms. The 
additional ring and the angulated arms help to form the 
two retropubic tunnels(9).

The steps of the technique are(10).
nn Step 1: inverted “T” incision at 1.5 cm distance from 
the extern cervical orifice until the urethral tubercle 
nn Step 2: Dissection of the urinary bladder from the 
anterior vaginal mucosa and of the urinary bladder 
from the cervix;
nn Step 3: Formation of two retropubic tunnels;
nn Step 4: Prolongation of the initial inverted “T” incision 
until the posterior face of the cervix and dissection of 
the posterior vaginal mucosa from the rect;
nn Step 5: Pensation, sectioning and ligation of the 
cardinal ligaments at 1.5 cm distance from the cervix;
nn Step 6: The long part of the isthmic strip is fixed at the 
lateral and posterior parts part of the uterus isthmus.
nn Step 7: The free, shorter part of the isthmic strip is 
attached at the anterior part of the uterus isthmus.
nn Step 8: Suprapubical incision approximately 5 cm long
nn Step 9: The ends of the suburethral strip are passed 
through the superior orifice of the clamp while the 
ends of the isthmic strip are passed through the infe-
rior orifice; the threads of the strips are then passed 
through the two retropubic tunnels;
nn Step 10: Anchoring and ligation of the suburethral 
threads at the lateral extremities of the rectus abdo-
minis sheath. The procedure is done under urinary 
catheterization.Thus,the suburethral strip “replaces” 
the pubourtethral ligaments.
nn Step 11: Anterior colpectomy and colporrhaphy and 
suture of the cervical posterior incision;
nn Step 12: Anchoring the threads of the longer part of 
the isthmic strip at the medial extremity of the rectus 

Ionescu et al. Prolapse of the pelvic organs. The Saba Nahedd procedure...
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abdominis sheath;The isthmic strip play now the role 
of the uterosacral ligaments.
nn Step 13: Tightening and ligation of the threads of 
the shorter isthmic arm;
nn Step 14: Suture of the suprapubic incision.
All the 103 have been examined on the 5th day post-

operative, at one, three, six and twelve months using 
the same questionnaire of symptoms that we used at 
presentation. Results regarding a possible relief of symp-
toms after surgery as well as the presence or absence of 
a recurrence, the color and position of the cervix have 
been extracted from the questionnaires of symptom 
assessment.

We used descriptive statistics and the nonparametric 
McNemar test to examine the significance of a possible 
change in the evolution of symptoms. The Mcnemar 
test was applied to categorical dichotomous variables 
of nominal level that have two values- Yes(1)/No (0) for 
two independent samples.

Results
After analyzing the distribution of the symptoms, 

apical prolapse, cystocele and rectocele within the group 
we have applied the McNemar test to see if the technique 
brought a statistical significant improvement of the ini-
tial symptoms (Table 1 and Figure 1).

1. Distribution of the symptoms within the 
group

2. The distribution of the stage of apical pro-
lapse within the group

About 100 of women (97.1%) of 103 had also cystocele 
per magna associated to the apical prolapse and 66 of 
103 women (64.1%) were diagnosed with rectocele.

The S.N technique has been applied on 102 patients. One 
patient (99.02%) had total hysterectomy in antecedents and 
no fixation of the uterine isthmus has been performed. 

3. Postoperative results
A favorable postoperative evolution in terms of no hema-

toma formation, no strip infection, removal of the urinary 

Table 1 Distribution according symptoms at presentation

Symptoms N (% of 103)

PP 65 (63.1%)

PPS 81 (78.6%)

Constipation 64 (62.1%)

OV 95 (92.1%)

Prolapse I Prolapse II Prolapse III Prolapse IV

4.9%9.7%

59.2%

26.2%

Figure 1. Distribution 
according to stage  
of apical prolapse

Ionescu et al. Prolapse of the pelvic organs. The Saba Nahedd procedure...
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catheter on the 5th day postoperative and spontaneous void-
ing, no wound infection and urinary residual volume less 
than 50 ml has been noticed in 83 (80.6%) of patients. 

The rest of 20 women (19.4%) of 103 had an unfa-
vorable evolution: Of these, 19 women (95%) needed a 
reintroduction of the urinary catheter due to a urinary 
residual volume more than 100 ml. Other immediate 
complications were: abnormal non-intermediary posi-
tion of the cervix has been observed in the postoperative 
clinical examination at 14 patients (70%), prolapse re-
currence at 3 patients (15%), inflammation of the subu-
rethral at 2 patients (15%), isthmic strip at 2 patients 
(15%) which were later removed (15%) and obstructed 
voiding at 15 patients (75%) (Table 2).

Each patient was examined at one, three, six and 
twelve months. A clinical examination has been per-
formed to evaluate the position of the cervix, the pres-
ence or absence of a strip induration or a prolapse recur-
rence. From the questionnaire of symptom evaluation 
we have extracted data on PPs, PPS, constipation, OV 
and sexual function. We centralized our results in an 
Excel Database and the applied the McNemar test to see 
if we obtain a statistical significant change between the 

symptoms (and diagnosis) at presentation  and the post-
operative period and namely one, three, six and twelve 
months. In this reported we presented the changes in 
PP, PPS, constipation, OV, cystocele and rectocele rates 
and sexual function.

4. Pelvic pain (PPs)
We obtained a statistical significant improve of the 

PPs at three, six and twelve months compared to the 
preoperative period. However, at one month postopera-
tive, no significant improvement of the symptoms has 
been observed (Table 3).

5. Pelvic pressure sensation (PPS)
A statistical significant decrease in the number of 

women who reported PPS has been observed at one, 
three, six and twelve months (Table 4) compared to the 
initial moment.

6. Constipation
Similar to PPS, we obtained a significant decrease in 

the number of patients who presented with constipation 
as a result of the rectocele (Table 5).

7. Obstructed voiding
The surgery resulted in a significant improvement of 

the obstructed voiding symptoms such as: low stream, 

Table 2 Immediate postoperative complications

Table 3 Significance of the change in PP intensity

Unfavorable evolution 20 (19.4%)

n Urinary catheter 19 (95%)

n abnormal position of the cervix 14 (70%)

n recurrence 3 (15%)

n strip inflammation 2 (15%) (suburethral)
2 (15%) ( isthmic)

n removal of the strips 2 (15%)

nobstructed voiding 15 (75%)

Initial Final Initial proportion 
(p1)

Final proportion 
(p2)

Probability
McNemar Test

(p)
Differences

PPs PPs (M1) 63.10% 49.50% 0.065 NO

PPs PPs (M3) 63.10% 37.90% <0.001 YES

PPs PPs(M6) 63.10% 12.60% <0.001 YES

PPs PPs (M12) 63.10% 5.80% <0.001 YES

Ionescu et al. Prolapse of the pelvic organs. The Saba Nahedd procedure...
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Table 4 Significant decrease in the number of cases with PPS

Table 5 Significant changes in the proportion of patients who initially reported constipation

Table 6 Significant changes in the prevalence of obstructed voiding

Table 7 Reestablishment of the normal position of the cervix after operation

Initial Final Initial proportion 
(p1)

Final proportion 
(p2)

McNemar Test 
probability

(p)
Differences

PPS PPS (M1) 78.60% 29.10% <0.001 Yes

PPS PPS(M3) 78.60% 20.40% <0.001 Yes

PPS PPS(M6) 78.60% 8.70% <0.001 Yes

PPS PPS(M12) 78.60% 5.80% <0.001 Yes

Initial Final Initial proportion 
(p1)

Final proportion 
(p2)

McNemar Test 
Probability

(p)
Differences

Constipation Constipation (M1) 62.10% 2.90% <0.001 Yes

Constipation Constipation (M3) 62.10% 2.90% <0.001 Yes

Constipation Constipation (M6) 62.10% 1.00% <0.001 Yes

Constipation Constipation(M12) 62.10% 1.00% <0.001 Yes

Initial Final Initial proportion 
(p1)

Final proportion 
(p2)

McNemar Test 
Probability

(p)
Differences

OV OV (M0) 92.20% 14.60% <0.001 Yes

OV OV(M1) 92.20% 17.50% <0.001 Yes

OV OV(M3) 92.20% 15.50% <0.001 Yes

OV OV (M6) 92.20% 10.70% <0.001 Yes

OV OV(M12) 92.20% 7.80% <0.001 Yes

M0= at presentation

Initial Final Initial 
proportion(p1)

Final proportion 
(p2)

McNemar Test 
Probability

(p)
Differences

Cervix Cervix (M1) 86.40% 99.00% <0.001 Yes

Cervix Cervix(M3) 86.40% 98.20% 0.016 Yes

Cervix Cervix (M6) 86.40% 98.10% 0.002 Yes

Cervix Cervix(M12) 86.40% 99.00% <0.001 Yes

Ionescu et al. Prolapse of the pelvic organs. The Saba Nahedd procedure...
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sensation of an incomplete bladder emptying or com-
plete urinary retention (Table 6). 

8. Position of the cervix
About 86.40% of patients had a non-intermediary 

cervix (i.e. due to the apical prolapse). This has been 
through the surgical intervention and persisted at one, 
three, six and twelve months (Table 7).

9. Recurrence
Postoperative the recurrence rate of the apical pro-

lapse was 2.9% (only in 2 patients) probably due to the 
inflammation of the isthmic strip which needed to be 
removed. The improvement rates in cystocele and rec-
tocele are represented in Table 8 and Table 9.

9.1 Cystocele
9.2 Rectocele

10. Sexual function
Only 0.97% reported to have a sexual life at one 

month. However, as the symptoms relieved, the propor-
tion of women who resumed the sexual activity statisti-
cally significant increased (Table 10).

Discussion
The reconstructive technique developed by S.N is 

a uterus-preserving technique which uses two special 
strips to reestablish the normal anatomy of the apical, 
anterior and posterior compartment. The suburethral 
and isthmic strips take the role of the pubo-urethral 
and isthmic strip respectively over and allow the at-
tachment of the uterine isthmus to the sheath of the 
rectus abdominis muscle, a structure whose composition 

Table 8 Statistical significant improvement in the rates of cystocele at one, three, six and twelve months

Table 9 Rates of rectocele at one, three, six and twelve months

Table 10 Significant improvement of the sexual activity

Initial Final Initial proportion 
initial (p1)

Initial proportion 
(p2)

McNemar Test 
Probability

(p)
Differences

Cystocele Cystocele (M1) 97.10% 20.40% <0.001 Yes

Cystocele Cystocele(M3) 97.10% 19.40% <0.001 Yes

Cystocele Cystocele(M6) 97.10% 18.40% <0.001 Yes

Cystocele Cystocele (M12) 97.10% 23.30% <0.001 Yes

Initial Final
Initial 

proportion 
(p1)

Final 
proportion 

(p2)

McNemar Test 
Probability

(p)
Differences

Rectocele Rectocele (M1) 64.10% 2.90% <0.001 Yes

Rectocele Rectocele (M3) 64.10% 2.90% <0.001 Yes

Rectocele Rectocele (M6) 64.10% 2.90% <0.001 Yes

Rectocele Rectocele (M12) 64.10% 1.9% <0.001 Yes

Initial Final Initial proportion  
(p1)

Final proportion  
(p2)

McNemar 
TestProabbility

(p)
Diff.

SF (M1) SF (M3) 0.97% 14.56% .001 Yes

SF (M1) SF (M6) 0.97% 27.18% < 0.001 Yes

SF (M1) SF (M12) 0.97% 35.92% < 0.001 Yes

SF= sexual function
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is not influenced by the patient’s hormonal status. The 
technique has been applied in 103 women with apical 
prolapse, cystocele per magna and rectocele and is as-
sociated with a recurrence rate of the apical prolapse of 
2.9%(10,11).  

The subjective cure rate referred to the relief of the 
prolapse-associated symptoms such as PP, PPS, consti-
pation and OV. The technique resulted in a statistical 
significant improvement of the symptoms during one 
year compared to the rates of initial symptoms at pres-
entation. In order to evaluate the anatomic success rate 
we have evaluated the position of the cervix on the 5th 
day postoperatively, at one, three, six and twelve months 
as well as the improvement in the rates of cystocele per 
magna and rectocele. The cervix had a normal, inter-
mediary position in 98.20-99% of cases. We have also 
obtained a statistical significant decrease in the rates of 
cystocele per magna and rectocele at one, three, six and 
twelve months compared to the preoperative period. 
However, our results are different from those published 
in other studies on the benefits of uterine-sparing pro-
cedures. These studies(11,12) reported a shorter duration 
of the operation and less blood loss compared to vaginal 
hysterectomy at the moment of prolapse correction(11), 
however the recurrence rates associated to the hyster-
opexy were significantly higher(11).

Our technique had no significant impact on the 
sexual function with a significant increase in the rates 
of patients who reported a sexual life and namely un-
til 35.92% at twelve months postoperative. The result 

does also not correlate with the data(12) who found no 
significant difference in the rates postoperative sexual 
function between women with hysteropexy vs. vaginal 
hysterectomy for uterine prolapse.

In our study only 20 patients (19.4%) had postopera-
tive complications. The current available data did not 
demonstrate a significant improvement in the postoper-
ative complications rates when using a uterine-preserv-
ing technique compared to other techniques. However, 
more data is required to conclude on the efficiency of 
uterine-sparing procedures.

Conclusions
The technique of attaching the uterine isthmus to 

the sheath of the rectus abdominis muscle is associ-
ated with a significant improvement in the prolapse-
associated symptoms as well as a high anatomic success 
rate. Therefore, no impairment of the sexual activity has 
been noticed. However, larger studies are necessary to 
implement this technique in the routine clinical practice 
as its benefits compared to the techniques that imply 
a concomitant vaginal hysterectomy are still unclear. 
Moreover, it is essential to inform the patients about 
possible future recurrences as well as the remaining risk 
of cervical or endometrial neoplasia. A uterine-sparing 
procedure must be performed by surgeons with high 
experience in pelvic reconstructive surgery.   n

Conflict of interests: The authors declare no con-
flict of interests.

1. Bradley CS, Nygaard IE. Vaginal wall descensus and pelvic floor symptoms in 
older women. Obstet Gynecol 2005, 106, 759.

2. Goeschen K, Petros P, Müller Funogea A, Brătilă E, Brătilă P, Cîrstoiu MM. The pelvic 
floor in woman. Functional anatomy, diagnosis and treatment according to the 
integrative theory. [Planseul pelvic la femeie. [Anatomia functionala, diagnostic si 
tratament in acord cu teoria integrativa]. Carol Davila Ed., 2016, 34-47.

3. JS, Lukacz ES, Menefee SA. et al. Predictive value of prolapse symptoms: a large 
database study. IntUrogynecol J Pelvic Floor Dysfunct 2005, 16, 203.

4. Suskind AM, Jin C, Walter LC, Finlayson E. Frailty and the role of obliterative 
versus reconstructive surgery for pelvic organ prolapse: A National study. J Urol. 
2017, 197(6), 1502-6. doi: 10.1016/j.juro.2016.12.001. 

5. Maher CF, Cary MP, Slack MC, et al. Uterine preservation or hysterectomy at 
sacrospinous colpopexy for uterovaginal prolapse? IntUrogynecol J Pelvic Floor 
Dysfunct 2001, 12, 381.

6. Dietz V, van der Vaart CH, van der Graaf Y. et al. One-year follow-up after 
sacrospinous hysteropexy and vaginal hysterectomy for uterine descent: a 
randomized study. Int Urogynecol J 2010, 21, 209.

7. Carramão S, Auge AP, Pacetta AM. et al. A randomized comparison of two vaginal 
procedures for the treatment of uterine prolapse using polypropylene mesh: 
hysteropexy versus hysterectomy. Rev Col Bras Cir 2009, 36, 65.

8. Nesbitt RE Jr. Uterine preservation in the surgical management of genuine stress 
urinary incontinence associated with uterovaginal prolapse. Surg Gynecol Obstet 
1989, 168, 143.

9. Saba N. A New Approach to Approaching Uterine Prolapses. The anchoring of the 
uterine ismellar with the bandelite to the abdominal right abdominal muscles 
of the Saba Nahedd process. [O nouă metodă în abordarea prolapsului uterin. 
Ancorarea istmului uterin cu bandeletă la teaca muşchilor drepţi abdominali 
procedeu Saba Nahedd]. Archive Medical Week, Obstetriccs&Gynecology, 2015, 185.

10. Saba N. Revolutionary concept in treating genital prolapse, 4 years and 4 months 
after the Saba Nahedd procedure- 96 cases [Concept revoluționar in tratarea 
prolapsului genital, 4 ani si 4 luni de la aplicarea procedeului Saba Nahedd- 96 de 
cazuri]. Available at : http://revistamedicalmarket.ro/articol/concept-revoluionar-
n-tratarea-prolapsului-genital-4-ani-i-4-luni-de-la-aplicarea-procedeului-saba-
nahedd-96-cazuri

11. Dietz V, van der Vaart CH, van der Graaf Y. et al. One-year follow-up after 
sacrospinous hysteropexy and vaginal hysterectomy for uterine descent: a 
randomized study. Int Urogynecol J 2010, 21, 209.

12. Jeng CJ, Yang YC, Tzeng CR. et al. Sexual functioning after vaginal hysterectomy 
or transvaginal sacrospinous uterine suspension for uterine prolapse: a 
comparison. J Reprod Med 2005, 50, 669.

Re
fe

re
nc

es

Ionescu et al. Prolapse of the pelvic organs. The Saba Nahedd procedure...


