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Further information

e https://www.rcoqg.org.uk/for-the-public/browse-our-
patient-information/pelvic-floor-repair-operation-
recovering-well/

e htitps://www.baus.org.uk

Information leaflet has been modified for ASPH patients from
BSUG

Further Information

We endeavour to provide an excellent service at all times, but should you have
any concerns please, in the first instance, raise these with the Matron, Senior
Nurse or Manager on duty.

If they cannot resolve your concern, please contact our Patient Experience
Team on 01932 723553 or email asp-tr.patient.advice@nhs.net. If you remain
concerned, the team can also advise upon how to make a formal complaint.
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Attend an Emergency Department or call 111 if:

e You feel unwell and need urgent medical care

e You are unable to pass urine

e You experience severe lower abdominal pain which is
unmanageable

e The bleeding in your urine / vagina becomes very heavy,
and/or you are passing clots

e You think you may have developed a DVT (Common
signs include swelling, throbbing, skin that feels warm
and reddened, typically affecting only one limb)

Useful contact numbers:

e ASPH Main Switchboard
01932 872000

e Urogynaecology Clinical Co-Ordinator
01932 722124 8.30am - 4pm Monday to Friday (excl. BH)

e Day Surgery Unit Ashford Hospital
01784 884609 8am - 9pm Monday to Friday

¢ Pre-assessment Clinic
01932 722651/ 722498 9am - 5pm Monday to Friday

e Surgical Assessment Unit
01932 722932 after 9pm, weekends and bank holidays

General information about this leaflet

The information provided in this leaflet is intended as a guide
alongside the information provided by your clinician.

This leaflet will concentrate on the surgical repair of vaginal wall
prolapse. This can be either the anterior (front wall) or the
posterior (back wall) of the vagina, or both. Uterine and vault (top
of the vagina after hysterectomy) prolapse is not managed by a
vaginal repair alone and will require a different surgical
procedure.

Benefits and risks

In this leaflet, we refer to risks using an approximate level of risk
outlined in the table below. You can find more information about
risk in a leaflet ‘Understanding how risk is discussed in
healthcare’ published by the Royal College of Obstetricians and
Gynaecologists.

https://www.rcog.org.uk/for-the-public/browse-our-patient-
information/understanding-how-risk-is-discussed-in-health-
care/

Risk table

Verbal description® Risk Risk description®
Very common linltolinlO A person in family
Common lin10to | in 100 A person in street
Uncommon lin 100 to | in 1000 A person in village
Rare 1in 1000 to | in 10000 A person in small town

Very rare Less than | in 10000 A person in large town

* EU-assigned frequency
& Unit in which one adverse event would be expected
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British Society of Urogynaecology (BSUG)
Database

To understand the success and risks of surgery for prolapse and
incontinence the British Society of Urogynaecology has set up a
national database. You will be asked to give consent to allow
your surgical data and outcomes (patient satisfaction and
complications) to be added to this database. This information,
which is anonymised, provides valuable information to develop
a national picture of surgical procedures and their outcomes
being performed throughout the UK.

What is a vaginal prolapse?
Normal Pelvis

The pelvic floor muscles form a hammock across the opening of
the pelvis. Normally, this hammock, together with their
surrounding tissue holds the pelvic organs (bladder, uterus, and
rectum) in place.

Cervix

Bladder l

Urethra

Fig 1.Normal side-view of a female pelvis (diagrams courtesy of
the RCOG)

Follow-up appointment

e Itis routine to have a face-to-face follow up appointment
in around 3 months. The appointment will be organised
by your surgeon’s clinical co-ordinator and sent to you
directly.

e If no appointment is needed, your surgeon will write to
you accordingly regarding any results and a management
plan.

If you need any further advice regarding your care or follow-up
arrangements, please contact the Urogynaecology department
on 01932 722124 Monday to Friday (8.30am - 4pm)

Contact your GP or call 111 if:

e You think you may have developed an infection (vaginal
or urinary) and inform them that you have recently had a
prolapse repair. Signs for this include one of more of the
following symptoms

o Offensive vaginal discharge

o Bleeding from the vagina that starts again after any
initial post-operative bleeding has stopped (called
secondary bleeding)

you have a fever

a worsening burning sensation on passing urine

the urine is cloudy and offensive

you notice some blood in the urine

O O O O

e The pain relief is not controlling your pain



Any vaginal oestrogen cream or vaginal tablet (vagifem) should
be continued as prescribed after 2-3 weeks, when there is no
longer any discharge

Driving - You can drive as soon as you can operate the pedals,
perform an emergency stop and look over your shoulder without
discomfort, generally after a couple of weeks, but you must
check this with your insurance company, as some of them insist
that you should wait longer.

Returning to work, exercise and daily activities - You can
gradually introduce gentle exercise into your daily routine after 4
weeks. At 6 weeks gradually build up your level of activity

Pelvic floor exercise should resume once you feel comfortable

Avoid vigorous sports and swimming for 6 - 8 weeks. As a long-
term rule avoid sit ups or heavy weight training.

You should be able to return work after about 6 weeks, but in a
very busy job it may be up to 12 weeks. Avoiding unnecessary
heavy lifting will help reduce the risk of the prolapse recurring.
After 3 months, you should be able to return completely to your
usual level of activity.

A prolapse is a bulge within the vagina caused by a weakness
in the supporting tissues and muscles around the vagina so that
one or more pelvic organs bulges downwards into or out of the
vagina. Pelvic organs include the uterus (womb), bladder and
bowel. It is commonly more noticeable on straining, walking and
lifting; and symptoms are often worse towards the end of the
day.

Symptoms include:

e A heavy dragging feeling in the vagina or lower back

e Feeling of a lump in the vagina or outside the vagina

e Urinary symptoms such as slow urinary stream, a feeling
of incomplete bladder emptying, urinary frequency or an
urgent desire to pass urine, and urinary stress
incontinence

e Bowel symptoms, such as difficulty moving the bowel or
a feeling of not emptying properly, or needing to press on
the vaginal wall to empty the bowel

e Discomfort during sexual intercourse

Types of vaginal wall prolapse
Anterior Prolapse

Anterior means towards the front, so an anterior vaginal wall
prolapse (also called a cystocoele) is a prolapse of the front wall
of the vagina with the bladder bulging into the vagina. This can
cause urinary symptoms such as difficulty emptying, recurrent
infections or wurinary urgency. It tends to not cause but
potentially hide stress incontinence symptoms. A repair of an
anterior prolapse may expose undiagnosed stress incontinence.



Fig 2. Anterior vaginal wall
prolapse (cystocoele) with
bladder bulging into the vagina
due to weakness of the anterior
(front) vaginal wall

Urethra

Vagina

Posterior prolapse

Posterior means towards the back, so a posterior vaginal wall
prolapse (also called a rectocoele or a rectoenterocoele) is a
prolapse of the back wall of the
vagina. The rectum (bowel)
bulges through the vagina
andpredominantly causes bowel
symptoms such as difficulty
emptying but can contribute to
some urinary symptoms.

Urethra Rectum

Fig 3. Posterior vaginal wall prolapse (rectocoele) with bowel
bulging into the vagina due to weakness of the posterior (back)
vaginal wall

Personal Hygiene - Bath or shower as normal but avoid
douching the vagina especially with highly perfumed soaps and
gels.

Do not use tampons for 6 weeks

Mild vaginal discharge is part of the normal healing process. If it
becomes excessive or offensive it may indicate an infection

Stitches are dissolvable and will melt away by themselves. The
surface knots of the stitches may appear on your underwear or
pads after about 2 weeks, but this is quite normal. There may be
little bleeding again after about 2 weeks when the surface knots
fall off, this is nothing to worry about. The deep stitches dissolve
during the first 3 months and your body will gradually lay down
strong scar tissue over a few months

Sexual Intercourse - Initial healing usually takes about 6 weeks
(but sometimes up to around 3 months) and after this time, if you
do not have any ongoing abnormal bleeding or discharge, it is
safe to have intercourse. Some women find sex is
uncomfortable at first but it gets better with time. Sometimes the
internal stitch knots could cause your partner discomfort until
they dissolve away. You will need to be gentle and may wish to
use lubrication initially. Occasionally pain on intercourse can be
long-term or permanent.

Medication - Please finish the course of any antibiotics if you
have been prescribed them.

If you take medication (e.g. Mirabegron, Vibegron, oxybutynin,
Fesoterodine, Solifenacin) for an overactive bladder you should
continue to take these unless otherwise instructed.



blood thin and reduce the risk of blood clots until you go home
or longer in some cases.

Going home - Vaginal Repair is commonly performed as a day
case meaning you can often go home the same day once you
are passing urine normally, but this will be dependent on your
individual circumstances, the time of day of your surgery and the
type of anaesthetic you have had. If you need to stay in you are
not usually in hospital for more than one or two days.

You may receive some take-home medication including
painkillers and / or antibiotics

Fit notes (sick certificates) can initially be provided but ongoing
ones will need to be requested by your GP.

After your operation - at home

Mobilisation is very important; using your leg muscles will
reduce the risk of clots in the back of the legs and pelvis (DVT).

You are likely to feel tired and may need to rest in the daytime
from time to time for a month or more. This will gradually
improve.

It is important to avoid stretching the repair particularly in the first
weeks after surgery. Therefore, avoid constipation, straining to
open your bowels and heavy lifting. You should really avoid
heavy lifting as a long-term lifestyle change if you have had
prolapse surgery.

Avoiding constipation:
e Drink plenty of water / juice
e Eat fruit and green vegetables especially broccoli
e Plenty of roughage e.g. bran / oats

Apical Prolapse

Apical means the top of the vagina whereby either the uterus or
the vault (in the absence of a uterus - after hysterectomy) comes
down into the vaginal canal. This can affect all pelvic organs and
if the uterus comes out of the vagina can also be referred to as
procidentia

Small bowel

Fig 4. Uterine prolapse or procidentia

What are my options?
No treatment

Whilst vaginal prolapse can be uncomfortable and unpleasant,
it is not life threatening and having no treatment is a perfectly
reasonable option, especially if you are not particularly aware of
it and it is not causing any additional problems.

Losing weight if you are overweight and avoiding risk factors
such as smoking (leading to long-term cough), constipation and
jobs or exercise involving lifting heavy weights or high impact
may help control your symptoms.



Vaginal oestrogens

These will not cure the prolapse, but if the tissues lack oestrogen
because you are post-menopausal, it can help to reduce the
symptoms of vaginal discomfort and reduce the risk of the
prolapse skin becoming cracked and sore.

Physiotherapy and pelvic floor exercises

The pelvic floor muscles support your pelvic organs. Strong
muscles can help to prevent your prolapse dropping further and
a women’s health physiotherapist can assist you to perform
these exercises with the correct technique. If the prolapse is
mild, pelvic floor exercises can significantly help to reduce the
symptoms but are unlikely to provide significant improvement for
a severe prolapse that is protruding outside the vagina. It is
however very important to continue with your pelvic floor
exercises even if you have opted for other treatment options.

Vaginal Support Pessaries

A vaginal device or pessary (Fig 5) can be inserted into the
vagina to support your prolapse. There is a wide variety of
pessaries available, and you will need to be assessed for the
correct type and size suitable for your individual needs. The
pessary is usually changed or reviewed every 3-6 months, but
some can be self-managed. They can avoid the need for surgery
altogether, or be used temporarily should you which to defer
surgery

is to keep you hydrated until you are drinking normally.
Antibioitics are also sometimes given via this route. The cannula
will be removed before you are discharged from hospital.

Catheter - You may have a tube (catheter) draining the bladder.
If there are no problems, it is usually removed the morning after
surgery or sometimes later the same day. If you are unable to
pass urine well enough the next day, you may need to go home
with a catheter and come back a week or two later for another
trial without a catheter. This is to protect your bladder from any
damage if you are unable to pass urine properly.

Vaginal bleeding - There may be slight vaginal bleeding, similar
to the end of a period, after the operation.

Pack - You may have a length of gauze in your vagina at the
end of the operation. It acts as pressure bandage and is usually
removed the following day or later the same day

Eating and drinking - You should be able to drink and eat once
you are awake within a few hours of returning to the ward.

Preventing DVT (deep vein thrombosis) - You will be
encouraged to get out of bed soon after our operation and take
short walks around the ward if possible. This improves general
wellbeing and reduces the risk of clots in the pelvis and legs.
You will be provided with TED (anti-embolism) stockings which
are advisable to be worn for 1-2 weeks depending on how
mobile you are. You may be given a daily injection to keep your



On the day of your operation

Medication - Please bring all your medications with you when
you attend the hospital and only stop those medications you
have been advised to.

Consent - You will need to sign a consent form that confirms
you have agreed to the procedure. If you do not understand
anything or would like someone with you, please let the
consenting doctor know before you sign.

Eating and drinking - You will be advised when you need to
stop eating and drinking prior to the procedure depending on the
type of anaesthetic and time of day your operation is planned

After your operation - in hospital

General Recovery - After your surgery is complete you will be
taken to recovery and on to the ward if staying overnight. This
would be usual if you have had a spinal anaesthetic

Pain relief - You may experience some discomfort/pain for the
first 24-48 hours. A vaginal repair should not be a particularly
painful operation and even when you are under a general or
spinal anaesthetic, it usually includes injection of local
anaesthetic into your vaginal tissues during the operation

Painkillers will be provided but please ask if any discomfort is

not relieved by the painkillers you are given

Cannula - You may require intravenous fluids (Drip) which is
given via a cannula (needle) directly into a vein in your arm. This

Fig 5.
Types of
Vaginal
Pessary

Surgery

Surgical options will depend on the type of prolapse; whether you
have had previous prolapse surgery; and whether you are
medically fit. This leaflet concentrates on general Vaginal repair.
Surgery for additional uterine prolapse requiring either support
(can include mesh) or removal of the uterus (hysterectomy - no
mesh) is covered in a separate leaflet but the recovering following
surgery is very similar. Ovaries are only advised to be removed if
there is clinical indication to do so and will be discussed prior to
any surgery.

Treatment Advantages Disadvantages
Vaginal repair to No cuts on Recurrence rate of
either or both abdomen prolapse of up to
anterior and (tummy) 30%
posterior wall Can be done with
(described in this you awake or
leaflet) asleep

Can be

performed as a

day case.

No mesh used
Colpocleisis High success Sexual intercourse
for all prolapse rates (90- will never be
(closing of the 95%) possible after this
vagina)




Can be done operation.

with you hysterectomy
awake or Urinary

asleep incontinence in the

future may be
more difficult to

Can be treat.
performed as If you have not
a day case. had a
hysterectomy or
No mesh removal of cervix
used ¢ Not possible to
take a smear
e Difficult to

investigate in
the uterus if

there is
unexplained
bleeding

Surgery for Covered in separate leaflet

uterine

prolapse

How is a Vaginal Repair done?

e The operation is performed vaginally and involves
repairing the supportive tissues using dissolvable
stitches. It does NOT involve any mesh.

e The operation takes around 70 - 100 minutes depending
on whether one or both vaginal walls are being repaired.
Additional procedures done at the same time (e.g.
hysterectomy) will increase the surgery time)

e |tis usually done under general anaesthetic but can also
be done either with a local anaesthetic (awake) or under

Before your operation

Pre-op assessment - You will need to attend a preoperative
clinic within 3 months prior to the date for your planned
operation. This will be to check you are fit for surgery.

You will be asked about your general health and any
medications you take. Tests will include:

Blood pressure and heart-rate check

Heart (ECG) and breathing tests

Blood tests

MRSA (bacteria that are very resistant to antibiotics and
may cause problems after your operation) swabs taken
from the nose and groin.

e Other possible swab tests such as Covid-19 are subject
to current government guidance

You are usually asked to stop any blood thinning medications
such as aspirin, apixaban or clopidogrel 2 weeks before the
operation. Some medications such as warfarin or heparin may
need more careful management. We will liaise with both you and
the haematology department about a regime to come off these
medications.

If you are having a posterior repair, you may be given ‘bowel
prep’ to help clear your bowels the night before surgery. Please
take this about 5 pm the day before your surgery once you are
sure you do not need to leave your home again that night.



Specific risks of posterior vaginal wall repair

Damage to bowel - This is a rare complication, but the damage
needs to be repaired which can delay your recovery. Although
rare, if the rectum (back passage) is notably damaged at the
time of surgery, a temporary colostomy (bag) may be required
to divert the faeces away to allow for optimal healing.

Bowel symptoms including constipation or faecal urgency and
rarely faecal incontinence - Some women may require colorectal
specialist input and anorectal studies before surgery to predict
how the bowel will behave after surgery.

Bladder emptying or voiding problems - Around 1 in 10
women will have difficulty in emptying their bladder even after
posterior prolapse surgery and this is managed in the same way
as after an anterior vaginal wall repair.

Stress incontinence - Although less common than with an
anterior repair, if the prolapse of the posterior vaginal wall is very
large it can mask any weakness to the bladder neck, resulting in
stress incontinence, which becomes more evident after surgery.
It is difficult to define an exact risk for a posterior vaginal repair
and although not common can occur.

e What can | do? Doing pelvic floor exercises regularly can
help to prevent stress incontinence.

Other
time:

spinal anaesthetic (awake but numb from waist
down)should there be a medical need.

Your legs will be raised into stirrups, so it is important to
let us know if you have any hip or back problems

An incision (cut) is made on the wall of the vagina along
the prolapse to be repaired.

The vaginal skin is folded back and the prolapse is
carefully cut away from the vaginal skin.

The fibrous tissue underneath (called the fascia) is then
pulled and stitched together to tuck the bulge of the
prolapse inwards. These stitches take about 3 months to
dissolve.

Excess vaginal skin is removed, and the remaining
vaginal skin is closed with a row of dissolvable stitches.
These stitches usually take 4 to 6 weeks to dissolve
although can take longer to dissolve completely.

If the perineum is repaired, you might notice a few
stitches on the outside, but these will dissolve and fall
away fairly quickly.

A urinary catheter (especially after a spinal anaesthetic);
and possibly a vaginal pack (strip of gauze) to reduce any
bleeding may be inserted. These are usually removed the
following morning

operations which could be performed at the same

Surgery for other types of prolapse such as the uterus
(womb) or the top of the vagina after hysterectomy (vault).
Removal of the ovaries

Surgery to treat urinary incontinence.

Any additional surgery will require additional consent.
You should refer to the relevant information leaflet
describing further planned procedures as these will have
their own outcomes and risks.



Benefits

The primary aim of a vaginal repair operation is to reduce the
bulge within the vagina. Following the procedure:

e you are likely to feel more comfortable;

e sexual intercourse may be more satisfactory;

e your bladder and / or bowel may empty more effectively;
and

e urinary frequency and urgency may be reduced.

Risks
General Risks of Surgery

Anaesthetic risk - This is very small, unless you have specific
medical conditions, such as a problem with your heart, or
breathing. If you smoke or are overweight, this also increases
risk. They type of anaesthetic will be based on your individual
medical risk and your preference

e What can | do? Try to stop smoking before your
operation. Lose weight if you are overweight and increase
your activity. Any medical conditions are reviewed at your
pre-surgery assessment.

e |If you are considered a high risk of anaesthetic, you will
have a specific anaesthetic review prior to planned
surgery

Bleeding - There is a risk of bleeding during surgery as with any
operation, but it would be uncommon for this to be a large
amount. It is rare that we have to give a blood transfusion after
this operation. Rarely bleeding can occur some hours or even

which would normally cause stress incontinence (urinary
leakage when you cough, sneeze or move suddenly). By
correcting the prolapse any kink is straightened out, and the
leaks are no longer stopped. It is difficult to define an exact risk,
but it is around 10% (1 in 10). You may be offered a special
bladder test called an urodynamic test before surgery which help
predicts how likely you are to develop stress incontinence after
the operation.

e What can | do? Doing pelvic floor exercises regularly can
help to prevent stress incontinence. Advise your
doctor/specialist nurse if it becomes significant.

Bladder emptying or voiding problems - In the same way that
kinking of the urethra can mask stress incontinence, unkinking it
generally improves the ability to pass urine more effectively.

However, around 1 in 10 women will have difficulty in emptying
their bladder after prolapse surgery.

e What can | do? Altering your position by leaning forward
may allow better emptying of your bladder. Make sure that
you have your legs apart rather than having your knees
together when sitting on the toilet. Waiting for a few
minutes after the initial void and trying again may help.
This is known as the ‘double voiding’ technique.

What if | am unable to pass urine? If you cannot pass urine
adequately immediately after your surgery, you may be
discharged home with a catheter. An appointment to return for a
trial without catheter (TWoC) is arranged in 1 to 4 weeks
depending on the circumstances. It is uncommon for this to
continue in the long term but in rare circumstances self-
catheterization maybe considered to avoid a long-term
indwelling catheter.



increased if surgery is a repeat procedure. Occasionally pain
with intercourse can be long-term or permanent.

e What can | do? Avoid sexual intercourse until the vagina
has healed and go gently at first. An oil-based vaginal
lubricant can be useful, and vaginal oestrogens are an
option if you are post-menopausal.

Altered sensation during intercourse: Sometimes the
sensation during intercourse may change.

Specific risks of an anterior vaginal wall repair

Damage to bladder - This is a rare complication, but the
damage needs to be repaired which can delay your recovery. An
uncomplicated bladder injury requires a catheter to drain your
bladder for a minimum of 7-14 days following surgery but usually
there are no long-term problems.

Overactive bladder symptoms (urinary urgency and frequency
with or without incontinence) - usually improves after the
operation but occasionally can start or worsen after the
operation.

e What can | do? Avoid caffeine, fizzy drinks, anything with
artificial sweeteners and smoking as this will make the
symptoms worse, Symptoms may settle on their own
accord but if they persist, please let your doctor / specialist
nurse know.

Stress incontinence - Anterior prolapse can often kink the
urethra (water pipe) and mask a weakness at the bladder neck

days after the operation meaning that you need to be taken back
to the operating theatre for further surgery.

e What can | do? Please tell your doctor if you are taking
any blood-thinning tablets such as warfarin, aspirin,
clopidogrel, apixaban or rivaroxaban as you may need to
stop them before your operation.

¢ You should expect some bleeding for a couple of weeks.
The initial bleeding should gradually tail off and become
like a light period after a few days. If it becomes painful
and/or heavy instead, you may have an infection and
should go to see your GP straight away.

Infection - There is a small risk of infection with any operation
(about 5 to 13 cases in 100 operations). If it occurs, an infection
can be a wound infection, vaginal infection or a urinary infection,
and is usually treated with antibiotics. The risk of infection is
reduced by routinely giving you a dose of antibiotic during your
operation. You might also get a chest infection because of the
anaesthetic.

e What can | do? Treat any infections you are aware of
before surgery. Ensure you have an adequate fluid intake
(1.5 - 2litres per 24 hours) After surgery, regular deep
breathing exercises can help prevent chest infections.

Wound infection - The wound and the areas around the
stitches within the vagina can become infected.

e What can | do? Keep the surrounding area clean and dry
carefully after washing using a clean towel or a hairdryer
on a cool setting. Do not douche your vagina or use
tampons. Avoid sexual intercourse, sitting in a bath or
swimming pool until the vagina has healed, the stitches



dissolved (4 - 6 weeks) and there is no longer any
bleeding

e You may experience some vaginal discharge for a few
weeks. Providing it is not excessive; it is a normal part of
the healing process.

e Vaginal oestrogens, if prescribed can be restarted once
any bleeding or discharge has subsided. This is usually
from about 4 to 6 weeks.

Deep Vein Thrombosis (DVT) - This is a clot (thrombus) in the
deep veins primarily in your pelvis or your leg. Occasionally the
clot can travel to the lungs (pulmonary embolism) which can be
very serious and in rare circumstances it can be fatal (less than
1 in 100 of those who get a clot). The risk increases if you are
overweight, have severe varicose veins, infection, are not very
mobile, are taking hormones and if you have other medical
problems. The risk is significantly reduced by wearing special
compression stockings and having injections to thin your blood
following your surgery. This is referred to as thromboprophylaxis
which means doing something to reduce or prevent thrombosis.

e What canl1do? You should consider stopping taking any
hormone tablets such as hormone replacement therapy
(HRT) and some types of birth-control pills 4 weeks before
surgery and restart these 4 weeks after surgery when the
risk of thrombosis (blood clots) has reduced.

e The risk from hormone replacement given through the
skin using patches, gels and pessaries is very low but not
completely absent.

e Avoid surgery the day after a long car journey or flight.

e As soon as you are awake start moving your legs around.
Keep mobile once you are at home and continue to wear
your compression stockings during times when you are
less mobile.

Risks of Vaginal Repair

Getting another prolapse - For some, this can be as high as
30%. Although the aim of any surgery is to repair the prolapse,
we cannot cure the inherent weakness that resulted in the
prolapse in the first place.

e What can | do? Doing your pelvic floor exercises,
keeping your weight normal for your height (normal BMI),
avoiding unnecessary heavy lifting, and not straining on
the toilet or during exercise, may help prevent a further
prolapse, although even if you are very careful it does not
always prevent it.

Failure to cure symptoms - Even if the operation cures your
prolapse/ vaginal bulge it may fail to improve your symptoms.

A change in the way your bowel works - Some women
experience worsening constipation or bowel control following
surgery. This may resolve with time. Taking steps to avoid
constipation following your surgery may reduce your risk of
developing another prolapse.

e What can | do? If you are struggling with constipation
after simple changes in diet and fluid intake, your
doctor/GP may prescribe some laxatives. Continue with
your pelvic floor exercises.

Painful sexual intercourse - Some women find sex is
uncomfortable at first but usually gets better with time. This is
exacerbated by the scarring created by the repair and can be



