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Abstract
Introduction and hypothesis Uterine conserving re-suspension
surgery has become more popular in recent years. Such
surgery may allow preservation of fertility in younger
women, but may also have the added benefit of augmenting
weak connective tissue and possibly providing stronger
apical support than the conventional hysterectomy. Our
goal was to evaluate the 1- to 4-year outcome of laparoscopic hysteropexy for the surgical management of uterine
prolapse.
Methods This study was a prospective observational study of
182 consecutive women who underwent laparoscopic
hysteropexy, with or without additional vaginal repair,
from the beginning of 2007 until the end of 2010.
Women were invited to attend a dedicated clinic for
interview and their prolapse was assessed using the
Patient Global Impression of Improvement (PGI-I), the
International Consultation on Incontinence Questionnaire
for Vaginal Symptoms (ICIQ-VS) and the pelvic organ
prolapse quantification (POP-Q) scale. Wilcoxon signedrank test was used to compare pre-operative with postoperative data. Complications and women’s satisfaction were
also noted.
Results One hundred and forty women agreed to participate;
the mean interval from operation was 2.1 years (range 1–4.4).
Eighty-nine percent of women felt that their prolapse is “very
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much” or “much” better using PGI-I subjective outcome
measure. There was significant improvement for all parameters of ICIQ-VS and POP-Q scoring post-surgery (p <0.001).
Six women (4 %) had further apical prolapse; of these, 3
underwent further prolapse surgery. None of the participants
had any mesh exposure. Ninety two percent of participants
would recommend the operation.
Conclusions Laparoscopic hysteropexy is a safe and effective
treatment. The 1- to 4-year outcome suggests high patient
satisfaction and low rates of apical prolapse recurrence.
Longer term follow-up and randomized controlled studies
are required.
Keywords Uterovaginal prolapse . Hysteropexy .
Laparoscopic . Uterine preservation . Uterine suspension .
Mesh

Introduction
Pelvic organ prolapse is very common. The lifetime risk of any
pelvic floor surgery by 80 years of age is estimated to be 12 %
[1]. The risk of recurrence and repeat surgery is high [1, 2].
There is an 8 times higher risk of repeat prolapse surgery in
women who underwent hysterectomy for treatment of prolapse
grade 2 or higher compared with controls [3].
Traditionally, vaginal hysterectomy has been the treatment
of choice for uterine prolapse. However, hysterectomy does
not address the underlying pathophysiology of poor connective tissue support, which may explain the high incidence of
recurrence and repeat surgery.
Recently, uterine-conserving re-suspension surgery has become more popular. Several techniques, including vaginal,
open abdominal and laparoscopic approaches, have been described with varying success rates [4]. These procedures have
the potential to improve symptoms of prolapse, psychological
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wellbeing, sexual function and, in younger women, possibly
fertility. In general, laparoscopic pelvic surgery has the potential benefit of shorter postoperative hospital stay and recovery
compared with open procedures [5, 6].
We have previously reported the 10-week outcome of
laparoscopic hysteropexy in 51 women [7]. There was one
failure, due to cervical elongation. Significant improvement
was noted in both the ICIQ-VS questionnaire and POP-Q
measurements. We postulate that uterine prolene mesh resuspension will augment weak connective tissue, provide
strong apical support and reduce the risk of recurrent apical
prolapse. Since 2006, we have offered this as an alternative to
hysterectomy for all women presenting with uterine prolapse
who wish to consider surgery and uterine preservation. We
now report the longer term outcome for those patients plus
additional cases in a larger patient cohort.

Materials and methods
Patient selection
The investigation was designed as an ongoing prospective
observational study at a tertiary referral urogynaecology unit
in Oxford, UK, over a 4-year period between early January
2007 and the end of December 2010. One hundred and
eighty-two consecutive women with symptomatic uterine
prolapse, who wished to retain their uterus, underwent laparoscopic hysteropexy. These included women who were
previously reported in the shorter term follow-up [7]. The
women were invited to attend a dedicated clinic over a
period of a year following their operation. Two women
who subsequently underwent hysterectomy for nonprolapse-related symptoms were not included in the analysis.
Women with previous abnormal cervical cytological examination, abnormal uterine bleeding, significant uterine enlargement (e.g. uterine fibroids) or concomitant medical
problems precluding general anaesthesia or the use of a steep
Trendelenburg position, were discouraged from having laparoscopic hysteropexy.
All women were informed of the lack of long-term followup data with this procedure. Those of childbearing age undergoing hysteropexy were also informed of the lack of data on
this procedure with regard to pregnancy and warned that they
would require delivery by Caesarean section, if they should
subsequently become pregnant. The women who agreed to
removal of the uterus were offered a vaginal hysterectomy,
instead of hysteropexy.
As this study was part of a surgical audit, approval was
obtained from the regional audit committee to measure the
outcome of all the women who underwent hysteropexy over
the 4-year period.

Prolapse assessment
Prior to surgery, a standardized history and examination were
undertaken in the gynaecology clinic. This included questions
on the presence or absence of prolapse symptoms (vaginal
lump, or dragging sensation or discomfort), urinary symptoms
(stress incontinence, urgency, frequency, urge incontinence
and voiding dysfunction) and bowel symptoms (constipation,
urgency, flatus and faecal incontinence, and difficulties with
defecation). A subjective assessment of the prolapse was
made using the International Consultation on Incontinence
Questionnaire for Vaginal Symptoms (ICIQ-VS) [8]. This is
a validated questionnaire measuring vaginal prolapse symptoms and their impact. ICIQ-VS has been shown to effectively
measure change in symptoms pre- and post-treatment [8].
Objective assessment of pelvic organ prolapse was
performed during a Valsalva manoeuvre, in the left lateral
position, using a Sims’ speculum. The pelvic organ prolapse
quantification (POP-Q) [9] scale was used to grade the degree
of prolapse at all sites. Where indicated, further assessments of
pelvic organ (e.g. bladder) function, such as urodynamic
studies, were performed.
Surgical technique
Surgery was performed by the senior authors or by the
urogynaecology sub-specialty trainee under their direct supervision. With this operation the uterus is suspended from the
sacral promontory using a bifurcated polypropylene type-1
monofilament macroporous non-absorbable mesh (ProLiteTM;
Atrium Medical Corporation, Hudson, NH, USA), which is
transfixed around the cervix. The procedure is fully described
and presented in a video article in this issue of the journal [10].
Our surgical technique for laparoscopic hysteropexy
evolved during the study period. Initially, we did not
completely close the peritoneum over the mesh as previous
research suggested that this was unnecessary [11]. However,
when performing subsequent laparoscopies on three of our
patients, we noted adhesions between the mesh and loops of
the small bowel. We therefore amended our technique to
include complete peritonisation of the mesh.
Follow-up
Each woman was followed up initially in the clinic for 2–
3 months post-surgery. They were then invited to attend a
dedicated follow-up clinic, 1–4 years following their initial
hysteropexy operation. The second visit was over a 7-month
period (one session per week). One researcher performed all
the assessments. As the follow-ups were not at a fixed time
after the operation and were spread over a 7-month period, the
intervals varied from 1 to 4 years post-surgery.
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At this clinic women attended with a self-completed validated ICIQ-VS questionnaire and their pelvic organ prolapse was
assessed using the POP-Q scale. To reduce the risk of bias, the
assessment was performed by one subspecialty trainee who had
not performed the operation. Only one individual performed
POP-Q; this increased the consistency of measurements.
Operative details and perioperative complication data were
obtained from the women and clinical case notes. During the
interview further questions were asked regarding any current
urinary symptoms and their satisfaction with the operation.
Subjective surgical outcome was measured using the Patient
Global Impression of Improvement (PGI-I), which is a validated tool as a global index of response to prolapse surgery
[12]. The PGI-I is a seven-scale response to women comparing the postoperative condition with the pre-operative state, 1
being very much better and 7 being very much worse [12].
The measure for primary successful subjective outcome
was the PGI-I score, as recommended by the IUGA/ICS joint
report on the terminology for reporting outcomes of surgical
procedures for pelvic organ prolapse [13].
The secondary objective outcome measures were the rate
of repeat apical surgery and improvement in POP-Q measurement. The secondary measures for successful subjective outcome were significant reductions in the ICIQ-VS questionnaire scores for prolapse symptoms, sexual wellbeing and
quality of life.
All method definitions and units conform to the standards
jointly recommended by the IUGA and the ICS, except where
specifically noted [14, 15].
Statistical analysis
Descriptive statistics were used for the whole population. To
compare the difference between the means scores pre- and
postoperatively, the Wilcoxon signed-rank test was used. The
significance level was set at p <0.05. Statistical analysis was
performed using the Statistical package for the Social Science
(SPSS) 16.0 for Windows.

Results
Of the total of 182 women undergoing laparoscopic
hysteropexy, 140 women agreed to participate with followup. Their demographics are summarized in Table 1. At the
time of review 70 % were sexually active and none was
actively trying to conceive.
Pre-operatively, all women had a significant symptomatic
uterine descent with at least point C below −2 cm using POP-Q
scoring. The range of pre-operative point C on POP-Q scoring
is summarised in Table 1. In addition, 113 of the women
(81 %) had a moderate to severe anterior vaginal wall prolapse,
and 127 (90 %) had a posterior vaginal wall prolapse with

Table 1 Summary of patient characteristics and concomitant procedures
(n =140)
Patient demographics
Mean age, years (range)
Mean body mass index, kg/m2 (range)
Median parity (range)
Mean interval to follow-up, years (range)
Degree of uterine prolapse (point C)
−2 cm, stage 1 (%)
−1 cm to +1 cm, stage 2 (%)
+2 to +8 cm, stages 3 and 4 (%)
Concomitant procedures
Posterior colpoperineorrhaphy (%)
Anterior colporrhaphy (%)
Tension-free vaginal tape (%)
Mirena coil insertion (%)
Laparoscopic oophorectomy (%)
Laparoscopic paravaginal repair (%)
Laparoscopic sterilisation (%)
Laparoscopic myomectomy
Trans-cervical resection of endometrium

Statistics
55.1 (31–76)
26.5 (18–39)
2 (0–9)
2.1 (1–4.4)
2 (1.4)
90 (64.3)
48 (34.3)
120 (86)
26 (19)
17 (12)
9 (6)
6 (4)
3 (2)
3 (2)
1
1

deficient perineal body. Thirteen of the women (9 %) had a
history of previous anterior or posterior vaginal wall repair. As
well as undergoing laparoscopic hysteropexy, 91 % of the
women underwent at least one additional concomitant procedure (Table 1). Assessment for additional vaginal repair was
performed once apical support was achieved with hysteropexy
by the surgeon. Although high numbers of patients were noted
to have anterior prolapse prior to hysteropexy, the majority did
not require repair post-apical support. The mean duration of the
hysteropexy operation was 55 min (range 40–75 min), measured from the first incision, and excluding the time required to
perform any concomitant procedures. The median duration of
the postoperative inpatient stay was 2 nights (range 1–6).
The Patient Global Impression of Improvement (PGI-I) in
prolapse was obtained for all 140 women. In this study the
prolapse was mostly improved, apart from 2 women who felt
there was no change. In 89 % the PGI-I score was “very
much” or “much” better. There were no patients reporting
worsening of prolapse symptoms (Fig. 1).
Objective changes in POP-Q scoring are shown in Table 2.
The Wilcoxon signed-rank test showed that the differences
between the postoperative and pre-operative scores for all
parameters were statistically significant, with improvement
in women postoperatively (p <0.001; Table 2).
Of the 140 participants, 76 had completed both pre- and
postoperative ICIQ-VS questionnaires at the time of interview.
Significant subjective improvements in vaginal (prolapse)
symptoms, sexual wellbeing and related quality of life were
observed (Table 3).
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Fig. 1 Patient Global Impression of Improvement (PGI-I) post-laparoscopic hysteropexy

At the time of review women were asked about their
incontinence symptoms. Women who had symptoms of stress
(n =63) and urge incontinence (n =81) pre-operatively and did
not undergo concomitant continence surgery, reported subjective improvement or cure of their stress and urge incontinence
in 57 % and 54 % of cases respectively. Of the 140 women, 5
(4 %) had new onset of urinary stress incontinence and 9 (6 %)
developed urinary urge incontinence. The interval between
new symptoms and the operation was not determined in this
audit. The urinary question was asked postoperatively at review and not verified with a pre- and postoperative validated
questionnaire. Patient satisfaction from the operation was also
analysed by asking women if they would recommend the
operation to other women; 129 women (92 %) said they
would.

Table 2 Objective outcomes of
laparoscopic hysteropexy: POP-Q
measurements

POP-Q measurements (cm)

Pre-operative

Post-operative

Change (post-operatively
from pre-operatively)
*Wilcoxon signed-rank test
p <0.001

Two women had a recurrent symptomatic uterine prolapse
at the introitus that was treated successfully with repeat laparoscopy and plication of the mesh with non-absorbable polyester 2–0 sutures (Ethibond ExcelTM; Ethicon, Somerville, NJ,
USA). These operations were performed 5 and 11 months
following hysteropexy. Another two women had asymptomatic uterine prolapse with point C at 0 cm on POPQ scoring
and did not wish further surgical intervention. A further two
women were symptomatic owing to a very elongated cervix.
Of these one required amputation of the cervix 10 months
post-hysteropexy operation, the other did not wish to undergo
surgery that might affect future fertility. The 3 women who
had repeat apical surgery were subsequently asymptomatic of
prolapse. In addition, 10 women (7 %) had persistent anterior
vaginal wall prolapse, and subsequently underwent anterior
colporrhaphy or laparoscopic paravaginal repair prior to review. The mean time interval from hysteropexy until anterior
compartment repair was 1.5 years (range 3 month to 2.5 years).
Two women required posterior colpoperineorrhaphy 1.2 and
2 years post-hysteropexy operation. A further 35 (25 %) had
anterior prolapse at or beyond the hymenal ring at the time of
the review. Of these, 21 women (15 % of the total) were
symptomatic.
Of the 182 women in this observational study, 2 women
underwent subsequent hysterectomy. One had persistent bowel
symptoms post-adhesiolysis (non-reperitonised mesh) and
underwent hysterectomy 3 years after the initial hysteropexy.
The other woman who had a concomitant myomectomy at the
time of the hysteropexy and a persistent menstrual problem
underwent hysterectomy 1.5 years post-hysteropexy. They
were not included in the analysis. Hysterectomy was
performed by laparoscopic-assisted vaginal hysterectomy, but
first the mesh was separated from the pelvic sidewall at the
level of the right uterosacral ligament and then laparoscopic

Aa

Ba

C

D

Ap

Bp

Mean
Median
Range
n
Mean
Median
Range
n

0.1
0
3 to −3
136
−1.5
−2
2 to −3
140

0.5
0
4 to −3
137
−1.3
−2
2 to −3
140

1.3
1
8 to −2
139
−5.2
−5
0 to −8
140

−0.9
−1
6 to −6
136
−7.2
7
−3 to −10
140

−0.6
−1
3 to −3
136
−2.8
−3
−1 to −3
140

−0.3
0
4 to −3
137
−2.7
−3
−1 to −3
140

Mean
Median
Range
n

−1.6*
−1
3 to −6
136

−1.8*
−2
2 to −7
137

−6.5*
−6
−1 to −14
139

−6.3*
−6
14 to −13
136

−2.2*
−2
0 to −6
136

−2.4*
−2
0 to −7
137
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Table 3 Subjective outcome of
laparoscopic hysteropexy: ICIQVS vaginal symptoms questionnaire score

ICIQ-VS questionnaire scores

Pre-operative

Post-operative

VS vaginal symptoms score; SM
sexual matters score; QOL quality
of life score

Change (post-operatively
from pre-operatively)

*Wilcoxon signed-rank test
p <0.001

VS score
(maximum score=52)

SM score
(maximum score=58)

QOL score
(maximum score=10)

Mean
Median
Range
n
Mean
Median

31.8
31
8 to 52
77
7.7
6

43.0
42
12 to 58
61
14.1
9.5

7.9
8
0 to 10
77
1.8
1

Range
n
Mean
Median
Range
n

0 to 31
139
−23.9*
−22
3 to −48
76

0 to 58
88
−26.1*
−27
16 to −58
41

0 to 10
139
−5.9*
−7
3 to −10
76

assisted vaginal hysterectomy was performed without increased difficulty. None of the women who did not attend the
invited follow up had a further prolapse operation according to
our records from the Theatre Information Management System
(TIMS). A total of 17 women (9 %) had further prolapse
surgery or hysterectomy by the time of the review.
There was one intraoperative complication of broad ligament vascular injury requiring laparotomy. Her operation was
completed and she had an uneventful recovery. Three patients
developed lower abdominal discomfort, with occasional colicky pain, 4–8 months postoperatively, and underwent subsequent laparoscopies. Adhesions were noted between the bowel and non-peritonised mesh, which were carefully divided.
Other complications reported by women included perineal
infection, voiding difficulty, superficial dyspareunia and constipation which were most likely related to concomitant vaginal procedures performed at the time of hysteropexy operation. Complications and their frequency and percentage is
summarized in Table 4. Codes for each type of complication
is stated as per recommendation of IUGA/ICS joint

Table 4 Postoperative complications
Major complications
Adhesions (non-peritonised mesh)
Broad ligament vascular injury
Pulmonary embolism
Minor complications
Perineal infection
Urinary retention
UTI
Voiding difficulties
Constipation

Numbers (%)
3 (2)
1
1

Code
5B/T3/S5
7A/T1/S5
−

13 (9)
4 (3)
4 (3)
5 (4)
18 (13)

6B/T2/S4
−
−
−
−

terminology and classification of the complications [15]. No
vaginal mesh exposure was observed on any of the women
seen. None of the women have, so far, become pregnant in this
cohort.

Discussion
We previously reported a very early outcome in 51 women,
10 weeks post-surgery [7]. We now report intermediate to late
outcome on a 140 patients presenting with uterine prolapse,
undergoing laparoscopic reconstructive uterine-sparing surgery, 1–4 years post-operatively (mean 2.1 years). It is, to
our knowledge, the largest such study reported. One hundred
and thirty-eight (99 %) felt that their prolapse was better using
the PGI-I subjective assessment, while 125 (89 %) reported
their prolapse to be “very much” or “much” better (see Fig. 1).
Objective assessment using POP-Q scoring showed significant improvement in all parameters, the point C was elevated
by a mean of 6.5 cm.
This technique of laparoscopic hysteropexy appears to
have a low rate of serious complications (4 %). The risk of
apical prolapse recurrence is also very low (4 %). There is
high patient satisfaction as is evident in the PGI-I and recommendation of the operation to others in 92 % of women.
For some women in our study, restoration of uterine
(apical) level I support led to a significant reduction in anterior
vaginal wall prolapse and avoided the need for anterior repair
at the time of hysteropexy. However, 26 women (19 %) required a concurrent anterior repair at the time of laparoscopic
hysteropexy operation, and 10 women (7 %) subsequently had
an anterior repair for cystocele. A further 35 women (25 %)
had an anterior prolapse beyond the hymenal ring on examination at the 1- to 4-year follow-up, 60 % of these (21 women)
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were symptomatic and further surgery or physiotherapy treatment was offered.
Although some of the women were of reproductive age,
none was actively trying to conceive at the time of review. The
majority had completed their family and the few considering
future conception had been explicitly informed that the effect
of hysteropexy on pregnancy was unknown. They were also
informed that delivery would require Caesarean section as the
mesh completely encircled the cervix and would prevent
cervical dilatation during labour.
The initial methods of uterine-sparing surgeries were described using a vaginal or open abdominal approach with variation in success [4]. Many previous papers have reported low
numbers of cases with short-term follow up and selection bias.
The vaginal technique for uterine preservation most extensively reported has been sacrospinous hysteropexy. In the
largest study 99 women were followed up for 23 months
and reported an 84 % high satisfaction rate with recurrence
of uterine prolapse in only 2 % of cases [16]. Cystocele
recurrence was reported in 35 % of women; thus, the results
are similar to those of our study.
In recent years advances in surgical techniques have
allowed the option of laparoscopic pelvic floor reconstruction.
Hysteropexy, as described in this report, is a laparoscopic
variation of an open procedure, involving suspension of the
uterus from the sacral promontory using bifurcated polypropylene mesh, originally described by Leron and Stanton in
2001 [17] using synthetic Teflon mesh. The laparoscopic
approach allows superior visualisation of the anatomy with
laparoscopic magnification, decreased hospital stay, reduced
postoperative pain, rapid recovery and better cosmesis. One
patient in our study required laparotomy for a haemorrhage
and the senior author found completing hysteropexy via laparotomy a much more difficult technique; accessing the deep
pelvis behind the uterus was problematic.
In other studies, apical support procedures such as
sacrocolpopexy appear to improve the success of anterior repair
[18, 19]. However, patients undergoing sacrocolpopexy, with or
without paravaginal repair, still had a risk of anterior prolapse
recurrence of 23 % [19]. Laparoscopic hysteropexy appears to
play an important role in providing both apical (level I) support
and reducing anterior prolapse, but a significant number of
women required concomitant or subsequent surgery for vaginal
prolapse. This is also consistent with other uterine- sparing
operations [16, 20]. The anterior defect is probably explained
by weakness in both level II as well as level I pelvic floor
support, as described by DeLancey [21], and is therefore not
always corrected with repair of the level I alone.
At the time of this study, only 3 women (2 %) had required a
further operation for apical support for symptomatic prolapse.
This appears to compare favourably with the risk of vault
prolapse after vaginal hysterectomy [22]. There were no cases
of mesh avulsion from the sacrum or cervix. Two women with

recurrent uterine prolapse were treated very simply by plicating
the mesh that was too loose, using polyester 2–0 sutures
(Ethibond ExcelTM) and another 1 underwent cervical amputation. All these women had a successful outcome postprocedure up to the current time. The women with an elongated cervix were advised that the procedure may have limited
success at the pre-operative counselling.
The use of prolene type 1 meshes in pelvic reconstructive
surgery is well established for sacrocolpopexy and suburethral
sling procedures. The risk of synthetic mesh exposure or
extrusion is well recognized in pelvic vaginal prolapse surgery
with an overall rate of up to 10 % reported [23]. There is a
lower risk of mesh exposure with abdominal surgery compared with vaginal procedures [24]. In our study of laparoscopic hysteropexy, no cases of exposure, infection or rejection of the polypropylene mesh have occurred so far. The
likelihood of vaginal mesh exposure should be low, as the
mesh does not come into contact with the vaginal wall. So far,
3 women have been identified with adhesions of bowel to
mesh, with subsequent development of symptoms and signs
of chronic obstruction. These women had their operation in
the early years when the mesh was not re-peritonised. Since
this observation, our practice has been to peritonise the mesh
completely and subsequently we have not had any patients
with obstructive symptoms.
We found a significant improvement in urinary urge and
stress incontinence in some women undergoing hysteropexy
without concomitant continence surgery. This contradicts previous reports of lower urinary tract symptoms deteriorating
post-prolapse surgery such as vaginal hysterectomy [25]. Although this study was not designed to assess the effect of
prolapse surgery on continence, the improvement in urinary
incontinence was detected on direct questioning and not using
a validated outcome measure. The favourable outcome has
changed our clinical practice. We advise, in patients presenting
with concurrent symptoms of prolapse and incontinence, that
anatomical defects are corrected initially. If lower urinary tract
symptoms persist, we investigate and treat them subsequently.
There are some limitations to our study. First, 40 subjects
did not attend the review 1–4 years post-surgery, which
resulted in a 78 % follow-up rate. Some of those who did
not attend contacted us and submitted their ICIQ-VS questionnaire, which had been sent to them prior to their appointment, confirming they were asymptomatic, thus declining
their need for attendance. It is our impression that there was
some bias with increased attendance by the women who were
symptomatic. Second, pre-operative data, especially ICIQ-VS
data, were not available in 63 women in the study. However,
the result of change in the ICIQ-VS was significant in the 76
women who had completed both pre- and post-surgery
questionnaires.
In our practice, the demand for uterine preservation during
surgical management of utero-vaginal prolapse is increasing.
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However, current medical literature on this subject is inadequate to assist physicians in making an evidence-based decisions regarding uterine preservation vs hysterectomy, and with
the former, select the ideal uterus-sparing procedure. At present, the decision is highly influenced by the patient’s preferences and the surgeon’s preference as well as their skill and
experience. Well-designed comparative studies of pelvic floor
reconstruction, both with and without hysterectomy, are currently not available. Studies involving more patients, appropriate controls and objective assessment techniques are necessary before uterine preservation can be routinely recommended at the time of uterovaginal prolapse surgery. We know
from recent reports on sacrocolpopexy [26] that abdominal
mesh surgical outcomes can deteriorate with time; thus, longer
term follow-up for this procedure is required.
We are currently investigating further with a randomised
controlled trial of laparoscopic hysteropexy and vaginal hysterectomy. A randomised, multicentre control trial in the UK is
also planned, comparing uterine-preserving surgery with hysterectomy (VUE study) [27].
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Conclusion
Our observational study suggests that laparoscopic hysteropexy
might be effective in correcting uterine prolapse without recourse to hysterectomy. The operation appears to have a low
rate of serious complications and a high satisfaction rate.
A prospective randomized trial comparing laparoscopic
hysteropexy with conventional surgery such as vaginal hysterectomy is required to further evaluate and compare this
procedure.
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