Outcomes for Combined

l Table 1: Operative patient characteristics and outcomes
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® Secondary outcomes were complications from the prolapse repair.
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Figure 1: Back table mesh preparation.

Anteriorarm of the Y mesh: trimmed to the length of the vesico-vaginal plane dissection, corners are

rounded out.
Posterior arm: left at full length.
Tail: left at full length, though the lateral edges are trimmed longitudinally.

8.0%

(one stage 2 and one stage 3
posterior prolapse).

ventral rectopexy. managed with stool softeners (1)

o self-limited mild rectal bleeding (1)

@ myocardial infarction on post-operative
day 2 requiring percutaneous
coronary intervention (1)
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