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Purpose: Surgical repair is considered the mainstay of genital prolapse management. Several procedures are available both by vaginal 
and abdominal route, with and without mesh augmentation. The Italian UroGynecology Association (AIUG) promoted this survey 
with the aim of evaluating current variations in the surgical management of various types of prolapse in different clinical settings and 
to compare practice amongst practitioners working in high- and medium/low-volume centers.
Participants and Methods: The questionnaire examined four contentious areas of contemporary prolapse management. The 
questionnaire was emailed to the AIUG gynecologist members in Italy in 2023.
Results: A total of 104 complete responses were received, resulting in a 6.9% response rate. Native-tissue repair represents the 
preferred option in most scenarios and was proposed by 76%, 68.3%, 94.2%, and 52.9% of practitioners in the case of primary 
anterior, uterovaginal, posterior, and vault prolapse respectively. The use of vaginal mesh in these scenarios is very limited. Native 
tissue repairs in case of recurrent anterior, posterior, or apical recurrent prolapse would be performed only by 37.5%, 47.1%, and 28% 
of surgeons respectively. In these cases, the use of mesh - by vaginal and abdominal route - increased significantly.
Conclusion: This survey showed that in Italy surgical management of genital prolapse is very heterogeneous. Native-tissue repair 
remains the preferred option, but practitioners tend to lose confidence in mesh-free procedures in case of prolapse recurrence. Despite 
mesh kits recalls and recommendations, the use of transvaginal implants is still considered an option for prolapse repair.
Keywords: pelvic floor, pelvic organ prolapse, survey, surgery, management, urogynecology

Introduction
Pelvic organ prolapse (POP) is a condition related to the descent of the uterus, bladder, rectum, and/or bowel through the 
vagina. It is a worldwide public health issue and one of the most frequent findings in patients seeking care for pelvic floor 
symptoms.1 Factors associated with POP development and recurrence involve vaginal delivery, chronic increased 
abdominal pressure, altered collagenic patterns, and previous pelvic floor surgery.2–4 Prolapse may be asymptomatic - 
especially in early stages - or associated with bladder, bowel, and sexual dysfunctions.5 Management includes both 
conservative and surgical options according to POP severity, associated symptoms, and the patient’s general health and 
wishes.6 However, surgical repair is considered the mainstay of genital prolapse management, and it is recommended in 
case of conservative management fails. Several procedures are available to achieve prolapse repair both by vaginal and 
abdominal route, with and without mesh augmentation.7,8 This involves widespread variations in practice in the 
conservative and surgical management of prolapse in Italy. For example, a retrospective cohort study focused on 
variation in surgical procedures for POP among Tuscan health districts and on hospital care quality in terms of 
reoperations, complications and length of stay. The authors found that patients and clinicians’ preference may be the 
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main determinants of regional variation. For instance, patients could choose to be operated in a hospital offering surgical 
services which are perceived to be of higher quality, like minimally invasive interventions.9 Moreover, trends are 
changing worldwide in light of the recent publications on vaginal mesh usage and the introduction of laparoscopic 
and uterine-sparing procedures.10–12 Moreover, there is a renewed interest in native-tissue techniques involving liga
mentous or muscular structures due to lower costs and lack of mesh-related complications.13–16

Consequently, the Italian UroGynecology Association (AIUG) decided to promote this survey, in which pelvic floor 
healthcare providers in Italy were presented with four clinical scenarios dealing with the management of prolapse. The 
objective was to gain insight into current variations in the surgical management of various types of prolapse in different 
clinical settings and to compare practice amongst practitioners working in high- and medium/low-volume centers.

Materials and Methods
This survey represented a voluntary review of clinicians’ practice, hence it was considered exempt from the local Ethics 
Committee formal approval. In addition, consent to anonymously use the information provided was obtained in the 
questionnaire from the respondents. The questionnaire represented an Italian readjusted version of a previously published 
questionnaire developed by Jha and Moran for a 2006 UK survey.17 Once the questionnaire was developed it was 
subjected to a pilot group. The first draft was revised to identify items that might be confusing or misinterpreted, and the 
final version was developed. The final document was a four-page questionnaire that contained questions on four case 
scenarios, which examined contentious areas of contemporary prolapse management (Supplementary Material 1). 
Clinical scenarios assessed the management of anterior vaginal wall prolapse (Scenario 1), uterine prolapse in conjunc
tion with anterior vaginal wall prolapse (Scenario 2), posterior wall prolapse (Scenario 3), and vaginal vault prolapse 
(Scenario 4). In Scenario 2, a particular focus was given to the role of uterine preservation in patients receiving surgery 
for uterine prolapse. The survey also assessed practitioner profile, including professional role, type of center, and mesh 
usage. Center types were defined as follows: more than 80 prolapse operations per year as high-volume; less than 80 
prolapse operations per year as medium/low-volume (grouped together due to the low number of responders working in 
low-volume centers, originally defined as less than 40 prolapse operation per year). The questionnaire was emailed with 
permission by the Italian Association of Urological Gynecology and Pelvic Floor (AIUG) to their gynecologist members 
in Italy in 2023. A cover letter describing the objectives of the study accompanied the questionnaire. After 1 month, 
a further Email was sent to non-respondents. Moreover, an invitation to participate at the survey with QR code was 
projected multiple times during the yearly national society meeting to increase participation. Data were collected 
anonymously to improve participation and appropriateness of answers. All fields were compulsive, meaning that 
responders were not allowed to leave missing data.

Statistical analysis was performed using JMP software version 9.0 (SAS, Cary, NC, USA). The analysis was 
performed by looking at the overall percentage response to each question. The responses between high-, medium/low- 
volume center practitioners and between different scenarios (eg first surgery versus recurrence) were compared using the 
chi-square test, and P-values were calculated to determine if the difference in the response was statistically significant. 
A p < 0.05 was set as statistically significant.

Results
Responders Profile
Of the 416 questionnaires that were mailed to active members, a total of 104 complete responses were received, resulting 
in a 25% response rate. Forty-seven (45.2%) practitioners worked in high-volume centers, while 57 (55.8%) in medium/ 
low-volume centers.

Scenario 1 - Anterior Vaginal Wall Prolapse
A 45-year-old woman presented with an isolated cystocele (Aa 0, Ba 0) and no substantial support defects of the apical 
and posterior compartments. She had a silent general clinical history and had completed childbirth. She has bulging 
symptoms and conservative management has previously failed. The procedures of choice are presented in Table 1. The 
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majority of practitioners (76%) would perform a native-tissue anterior repair, while transvaginal implants would be 
preferred by 6.7% of clinicians for primary repair. However, in the case of recurrent anterior prolapse, the use of 
transvaginal implants significantly increased from 6.7% to 35.6% (p<0.001), while native-tissue approaches decreased 
from 80.8% to 37.5% (p<0.001). Moreover, 15.4% of practitioners would refer the patient to a tertiary center.

In case the patient complained of pure stress urinary incontinence - confirmed by urodynamic assessment - The 
majority of practitioners (60.6%) would avoid adding a concomitant anti-incontinence procedure, while 36.5% of 
clinicians would have performed, and the remaining 2.9% were uncertain. If the woman was aged 30 years, requested 
surgery, and wished to retain her fertility, 64.4% of gynecologists would advise family completion before surgery, and an 
additional 12.5% of practitioners defined themselves as uncertain about proposing surgery.

No differences were found between high- and medium/low-volume center practitioners in terms of preferred 
procedures for primary repair, and approach to concomitant stress incontinence patients and young patients wishing to 
retain fertility. However, medium/low-volume center practitioners were more likely to use transvaginal mesh (p=0.018) 
and less likely to use transabdominal mesh (p=0.003) compared to high-volume center clinicians.

Scenario 2 - Uterine Prolapse
A 65-year-old woman presented with a cystocele (Aa 0; Ba +1) and uterine descent (C +1; D-3), with no significant 
posterior compartment prolapse. Normal cervical aspect and negative smear test. She has bulging symptoms but no 
substantial urinary dysfunctions. conservative management has previously failed.

The procedures of choice are shown in Table 2. The majority of practitioners (68.3%) would perform a vaginal 
hysterectomy plus native-tissue repair, while transabdominal implants (either sacropexy or lateral suspension) would be 
preferred by 24% of clinicians for primary repair, and only 1.9% would use transvaginal mesh.

If the woman was aged 35 years, wished to retain her fertility, and conservative measures had failed, 33.6% of 
practitioners would advise family completion before surgery or define themselves as uncertain about proposing surgery. 
On the contrary, 33.6% of practitioners would offer native-tissue hysteropexy (mostly by vaginal route), while 27.9% 
would propose either lateral suspension or sacrohysteropexy.

When asked about their perception of uterine sparing surgery for uterine prolapse, most of the practitioners (69.2%) 
answered that they do not consider these techniques as routinary. Specifically, only 18.3% of clinicians would consider 
uterine preservation for menopausal women, while 43.3% of practitioners would offer hysteropexy to premenopausal 
women with no more childbearing desire and 69.2% to patients looking for pregnancy. No differences were found 
between high- and medium/low-volume center practitioners in terms of preferred procedures for uterine prolapse 
management or perception about uterine-sparing surgical options.

Table 1 Scenario 1: Procedures of Choice in Case of Primary and 
Recurrent Anterior Compartment Prolapse

Primary  
Anterior Prolapse

Recurrent  
Anterior Prolapse

Anterior repair 79 (76%) 34 (32.7%)

Paravaginal repair 5 (4.8%) 5 (4.8%)

Synthetic mesh 5 (4.8%) 31 (29.8%)

Biologic mesh 2 (1.9%) 6 (5.8%)

Sacropexy 4 (3.8%) 7 (6.7%)

Lateral suspension 2 (1.9%) 1 (1.0%)

Other 7 (6.7%) 4 (3.8%)

Send to a referral center – 16 (15.4%)
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Scenario 3 - Posterior Vaginal Wall Prolapse
A 48-year-old woman presented with an isolated rectocele (Ap 0; Bp 0), bulging symptoms but no bowel or sexual 
dysfunction. She had a silent general clinical history and had completed childbirth. Conservative management has 
previously failed.

The procedures of choice are presented in Table 3. The majority of practitioners (94.2%) would perform a native-tissue 
posterior repair, while 1.9% would perform transvaginal implants. However, in the case of recurrent posterior prolapse, the use 
of transvaginal implants significantly increased from 1.9% to 16.3% (p<0.001), while native-tissue approaches decreased from 
94.2% to 47.1% (p<0.001). Moreover, 24.0% of practitioners would refer the patient to a tertiary center. Interestingly, only 
26.0% of responders considered sexual activity as a critical factor in defining the surgical approach. No differences were found 
between high- and medium/low-volume center practitioners in terms of preferred procedures for primary or recurrent repair.

Scenario 4 - Vaginal Vault Prolapse
A 56-year-old woman presented with symptomatic post-hysterectomy prolapse (Ba, C, Ap =0). Hysterectomy was 
performed for fibroids (no previous prolapse). No urinary or bowel symptoms. She had a silent general clinical history. 
Conservative management has previously failed. The procedures of choice are presented in Table 4. The majority of 

Table 3 Scenario 3: Procedures of Choice in Case of Primary and Recurrent 
Posterior Compartment Prolapse

Primary  
Anterior Prolapse

Recurrent  
Anterior Prolapse

Posterior repair 86 (82.7%) 49 (47.1%)

Levator ani myorrhaphy 12 (11.5%) 0

Synthetic mesh 1 (1.0%) 14 (13.5%)

Biologic mesh 1 (1.0%) 3 (2.9%)

Sacropexy 0 3 (2.9%)

Laparoscopic lateral suspension 0 1 (1.0%)

Other 4 (3.8%) 9 (8.7%)

Send to a referral center – 25 (24.0%)

Table 2 Scenario 2: Procedures of Choice, in Case of Primary Uterine 
Prolapse in a Postmenopausal Woman

Primary  
Uterine Prolapse

Vaginal hysterectomy plus native tissue repair 71 (68.3%)

Laparoscopic hysterectomy plus native tissue repair 3 (2.9%)

Transvaginal native tissue hysteropexy 1 (1.0%)

Subtotal hysterectomy plus sacropexy 15 (14.4%)

Hysterosacropexy 4 (3.8%)

Laparoscopic lateral suspension 6 (5.7%)

Transvaginal mesh 2 (1.9%)

Other 2 (1.9%)
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practitioners (52.9%) would perform a vaginal native-tissue repair, while 40.4% would perform transabdominal implants 
(either sacropexy or lateral suspension), and 1.9% would use transvaginal mesh. However, if hysterectomy was 
previously performed for prolapse repair native tissue repair would drop from 52.9% to 28.8% (p<0.001), transabdominal 
implants would rise from 40.4% to 66.3% (p<0.001), and 4.8% would use transvaginal mesh. No differences were found 
between high- and medium/low-volume center practitioners in terms of preferred procedures for vault repair. However, 
medium/low-volume center practitioners were more likely to use a transabdominal mesh (p=0.031) compared to high- 
volume center clinicians in case of previous prolapse surgery.

Discussion
This is the first national Italian survey of practice looking at differences in the surgical management of prolapse amongst 
practicing consultants. It is also the first survey to compare practice among gynecologists performing POP surgery with 
different levels of expertise. This study provided precious insight into surgical procedures currently used to treat pelvic 
organ prolapse in Italy. This is particularly relevant considering that in every field of medicine, the current practice is 
a constantly changing entity according to new evidence, recommendations, and guidelines. The relatively poor response 
rate is consistent with previous similar surveys.17–20 This could be explained by the fact that the questionnaire was sent to 
all AIUG gynecologists, including those not performing pelvic floor surgery. In addition, respondents may have been 
deterred by the length and complex design of the questionnaire. However, we chose not to simplify the questionnaire to 
maintain a valuable look into the complexity of the surgical clinical practice. Moreover, since 104 completed responses 
were received, we do think this survey is still likely to give a good picture of the surgical trends amongst those 
performing pelvic floor surgery. Another limitation that we must account involves the modifications - even if minimal - to 
the original version of the questionnaire. This was a hard choice, but we decided to adapt the original questionnaire from 
2006 to the actual and local clinical practice. Still, we believe that due to the maintained structure of the four scenarios 
(anterior vaginal wall prolapse, uterine prolapse in conjunction with anterior vaginal wall prolapse, posterior wall 
prolapse, and vaginal vault prolapse), comparisons in clinical practice with reference papers from other countries are 
possible.

According to the results of this survey, surgical management of prolapse amongst Italian gynecologists with a special 
interest in pelvic floor medicine shows substantial variability and appears based on individual preferences rather than the 
center’s characteristics. Talking about variation in elective surgery, according to Weenberg’s study, individual preferences 
may relate to surgical training and background of surgeons or they may relate to patients’ preferences, for example how 
and where to be treated. Wennberg stated that variation needs to be reduced when drived by surgeons’ attitudes and 
beliefs or resource allocation, as they conflict with the increasingly emerging patient-centred medical approach while 
should be maintained when depending on patient preferences.21 For this purpose, a recent Italian survey-study aimed to 

Table 4 Scenario 4: Procedures of Choice in Case of Vaginal Vault Prolapse After 
Hysterectomy for Fibroids or Prolapse Indication

Previous Hysterectomy  
for Fibroids

Previous Hysterectomy  
for Prolapse

Transvaginal native tissue repair 55 (52.9%) 25 (24.0%)

Synthetic mesh 2 (1.9%) 4 (3.8%)

Biologic mesh 0 1 (1.0%)

Sacropexy 35 (33.7%) 60 (57.7%)

Laparoscopic lateral suspension 7 (6.7%) 9 (8.7%)

Other 1 (1.0%) 5 (4.8%)

Send to a referral center 4 (3.8%) 0
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identify determinants influencing women’s choice when asked whether they prefer surgical or conservative POP 
management. The presence of a trusted physician during hospitalisation, surgery with low complication rates, uterine- 
sparing surgery, no postoperative abdominal scars and nearby hospital, significantly increasing the chance of choosing 
surgery. So, authors concluded that these findings, providing new evidence to better understand women’s decision- 
making, could be useful to health professionals during patients’counselling.22

Overall surgical practices in the management of POP amongst gynaecologists working in high-volume centers varied 
minimally compared to clinicians working in medium- or low-volume centers and differences were limited to the use of 
mesh for the management of anterior and vault vaginal prolapse.

However, according to the results of the survey, we were able to define some trends in our national surgical practice. 
Native-tissue repair represents the preferred option in most scenarios. In particular, native tissue repair was proposed by 
76%, 68.3%, 94.2%, and 52.9% of practitioners in the case of primary anterior, uterovaginal, posterior, and vault prolapse 
respectively. These findings are consistent with ones from similar surveys about surgical practice in the UK, Australia, 
and New Zealand.18,20 Notably, the use of vaginal mesh in these scenarios is very limited, ranging from 1.9% to 6.7%. 
This means that at least most practitioners have received FDA warnings about the risk and impact on quality of life of 
mesh-related complications and modified their clinical practice accordingly. However, practitioners tend to lose con
fidence in mesh-free procedures in case of prolapse recurrence and repeated treatments. Specifically, native tissue repairs 
in case of recurrent anterior, posterior, or apical recurrent prolapse would be performed only by 37.5%, 47.1%, and 28% 
of surgeons respectively. On the converse in these cases, the use of mesh - by vaginal and abdominal route - increased 
significantly. In particular, for a relevant rate of responders, the use of transvaginal implants is still considered the main 
option for any compartment recurrent prolapse repair.

Another controversy among pelvic floor surgeons regards the opportunity to perform a concomitant anti-incontinence 
procedure at the time of anterior prolapse repair in case of pure stress urinary incontinence - confirmed by urodynamic 
assessment. Possible approaches involve considering preoperative urodynamics and concomitant sling at the time of 
prolapse repair or instead opting for a staged approach and performing anti-incontinence surgery only if bothersome SUI 
develops postoperatively. According to our survey, in Italy, most practitioners would avoid a concomitant anti- 
incontinence procedure. This may reflect a cautious approach aimed to reduce complications and overtreatment. This 
topic is still very debated in the urogynecological community. A 2014 systematic review and meta-analysis showed that 
concomitant sling reduced postoperative SUI, but increased the risk of adverse effects and short-term voiding difficulty.23 

A validated risk calculator has previously been proposed to predict the likelihood of developing postoperative SUI, to 
provide an individualized estimate of the risk with or without concomitant midurethral sling at the time of a prolapse 
repair surgery.24 However, the use of the calculator does not seem to affect patients’ postoperative satisfaction with the 
decision regarding concomitant sling. This confirms the pivotal role of preoperative counseling - irrespective of the 
calculator tool - in clarifying surgical options, possible outcomes, and patients’ perceptions and expectations.25

According to our survey, uterine preservation remains an issue among pelvic floor surgeons, with most of the 
practitioners (69.2%) answering that they do not consider these techniques as routinary. Recently, uterine-sparing surgical 
options have gained back popularity among patients and clinicians. These procedures are usually associated with shorter 
operative time, less blood loss, and faster return to activities compared with techniques that involve hysterectomy.26 In 
the Italian survey-study analyzing determinants in women’s-decision-making, all those factors seems to influence 
women’s choice when asked whether they prefer surgery or conservative treatments. Among those, a relevant determi
nant factor is also uterine sparing surgery’s proposal.22 Moreover, most of these procedures offer anatomical and 
subjective outcomes comparable with those of hysterectomy-based procedures, and contraindications are limited, such 
as increased risk of gynecological cancers, uterine abnormalities, post-menopausal bleeding, and inability to comply with 
routine gynecological surveillance.27 Lastly, uterine preservation should be offered to women wishing to preserve fertility 
and may also be attractive for women concerned about the change in their body image and sexuality after hysterectomy 
despite the lack of evidence about any positive impact on female sexual function.

The latter piece of evidence brought by this survey regards exactly sexual function. Specifically, only 26.0% of 
responders considered sexual activity as a critical factor in defining the surgical approach. The relationship between 
pelvic floor disorders and sexual dysfunction is nowadays well-established, and we know that surgery may both involve 
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improvement or worsening / de novo onset of sexual dysfunction.5,28–30 Still, there is a lack of adequate attention by 
healthcare professionals on this topic, considering that diagnosis and evaluation of sexual health are complex and often 
incomplete.31 An increasing effort should be made by clinicians to improve the assessment and evidence-based manage
ment of these conditions, and the use of validated questionnaires (such as FSFI-19 and PISQ-12) should be encouraged to 
evaluate all domains of sexual well-being before and after prolapse treatment.32,33

To the best of our knowledge, this is the first study analyzing pelvic floor surgeons’ practice in Italy. The main strength 
involves the division into four main scenarios (anterior vaginal wall prolapse; uterine prolapse in conjunction with anterior 
vaginal wall prolapse; posterior wall prolapse; and vaginal vault prolapse) that allowed a valuable look into the complexity of the 
surgical clinical practice. Moreover, we were able to evaluate some hot topics in the pelvic floor surgeons community, such as the 
impact of the volume of surgery, the management of concomitant SUI, and the perception of uterus-sparing procedures. 
Limitations involve the relatively poor response rate - which is however consistent with previous similar surveys - and the 
modifications to the original version of the questionnaire to adapt it to the local clinical practice. Moreover, being the 
questionnaire anonymous, we were not able to verify if participation of questionnaire was transversal in all the Country. It 
would be also interesting to monitor the evolution of surgical preferences during time with specific reference to new technologies 
such as robotic surgery or vaginal natural orifice transluminal endoscopic surgery (vNOTES) in which technology diffusion, 
supply of specialists, local training frameworks, financial incentives, and regulatory factors, might play a pivotal role.34

Conclusion
Although we have observed a paradigm shift in the way we perform prolapse surgery in recent years, this survey showed 
that in Italy surgical management of genital prolapse is very heterogeneous. Still, in most scenarios, native-tissue repair 
remains the preferred option. However, practitioners tend to lose confidence in mesh-free procedures in case of prolapse 
recurrence. Notably, despite mesh kits recalls and recommendations, the use of transvaginal implants is still considered 
an option for prolapse repair. This is remarkable considering also the very recent European UroGynecological 
Association statement opinion on native-tissue repair.35 Lastly, uterine-sparing procedures are not yet widespread, 
even in the case of young women with childbearing desires.
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