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Purpose: To investigate the effect of total pelvic floor reconstruction with a six-arm mesh in 
the treatment of pelvic organ prolapse.
Patients and Methods: This is a retrospective observational cohort study. A total of 368 
patients with pelvic organ prolapse underwent pelvic floor reconstruction surgery. Patients 
were categorized by the type of surgical mesh: 176 patients received a six-arm mesh and 192 
patients received an anteroposterior approach mesh. The 1-year effect of the two groups was 
compared. The Pelvic Floor Distress Inventory Questionnaire (PFDI-20), Colorectal-Anal 
Distress Inventory (CRADI-8) and the Pelvic Organ Prolapse Quantitation (POP-Q) staging 
were used for evaluation. The incidence of complications was recorded. A cure standard was 
registered by a POP-Q score of grade I or below. A P value <0.05 indicates the difference is 
statistically significant.
Results: There was no recurrence documented in the patients; the cure rate was 100% in both 
groups. After surgery, the length of the vagina in the six-arm mesh group was longer than that of 
the control group at 6 months and 12 months, respectively (P < 0.05). The six-arm mesh group 
had lower PFDI-20 and CRADI-8 scores after surgery than those of the control group at 6 and 12 
months, respectively (P < 0.05). Pelvic floor and rectal dysfunction symptom improvement were 
superior in the six-arm mesh group compared with the control group. After surgery, the Female 
Sexual Function Inventory (FSFI) score of the six-arm mesh group was superior to that of the 
control group at 6 and 12 months, respectively (P < 0.05). The incidence of complications in the 
six-arm mesh group was lower than that of the control group (P < 0.05).
Conclusion: The total pelvic floor reconstruction using six-arm mesh has the same healing 
rate as anteroposterior approach mesh surgery, and it is better than traditional surgery in 
improving subjective symptoms and reducing postoperative complications.
Keywords: pelvic floor reconstruction, pelvic organ prolapse, six-arm mesh

Introduction
Pelvic organ prolapse (POP) is a common disease of middle-aged and elderly 
women. The incidence of female POP is approximately 6.8%.1,2 The risk of 
women undergoing surgical treatment for POP is as high as 20%,3 and transvaginal 
mesh (TVM) implants account for 74.9% of these operations.4

TVM surgery has been widely used for the treatment of POP, but there is a high 
rate of complications and adverse events, including mesh exposure, postoperative pain, 
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difficulty in sexual intercourse, among others. The highest 
rate of mesh exposure was 16.6%.5–7 Considering the com
plications of TVM surgery, the US Food and Drug 
Administration issued two warnings in 2008 and 2011.8 As 
a result, many mesh manufacturers withdrew their products 
from the market. However, in the past 10 years, the number 
of TVM procedures has not significantly decreased 
globally.9–12 Although surgeons continue to improve surgical 
skills, they are also continuously improving the material of 
the mesh used and the implantation method to try to reduce 
the incidence of complications after TVM surgery.13 

TiLOOP®Total six-mesh (pfm medical ag, Cologne, 
Germany) is made of a lighter titanium polypropylene 
mesh. The mesh implantation process has also changed. 
Whether its application can achieve the same therapeutic 
effect and reduce complications is the key to our research.

Patients and Methods
This study was designed as a single-center retrospective 
observational cohort study. Patients with POP who underwent 
surgical treatment in Shengjing Hospital of China Medical 
University from January 2016 to December 2018 were eval
uated. A total of 396 patients underwent total pelvic floor 
reconstruction with two different mesh types during this per
iod. We retrospectively analyzed these patients, 368 of whom 
were followed up for 1 year. The follow-up rate was 92.9%.

Inclusion criteria consisted of all patients with stage III 
and IV prolapse and anterior, apical, or anterior-combined 
prolapse types. Patients with posterior POP grade III or IV 
were excluded. This study was approved by the Ethics 
Committee of Shengjing Hospital (ethics no.: 2018 
PS017J). The enrolled patients were informed of the pro
cedure and they provided written informed consent.

Mesh and Surgical Technique
All patients underwent total pelvic floor reconstruction 
with unabsorbable polypropylene (PP) mesh. A total of 
192 patients were given the pelvic floor repair mesh 
Pelvimesh (Herniamesh SRL, Turin, Italy) through an 
anteroposterior approach to the pelvic floor, and 176 
patients were given the six-arm mesh TiLOOP®Total.

Anteroposterior approach mesh is composed of two sepa
rate mesh sheets: the anterior pelvic and the posterior pelvic 
portions. Traditional total pelvic floor reconstruction surgery 
inserts these two mesh sheets through incisions on the ante
rior and posterior walls of the vagina. The mesh is placed in 
the space between the vaginal bladder and the rectovaginal 
region (Figure 1). The front/middle/rear arms of the mesh 
sheets pass through the insertion point of the tendinous arch 
of the pelvic fascia and the sacrospinous ligament (Figure 2). 
Finally, the arms of mesh sheets are implanted through the 
skin of the perineum to support the pelvic organs.

Figure 1 Schematic diagram of the position of anteroposterior approach mesh. 
Notes: A: Mesh in the vaginal bladder space. P: Mesh in the rectovaginal space. B: Bladder. V: Vagina. R: Rectum.
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The six-arm mesh is a one-piece mesh sheet. To insert 
the six-arm mesh, the surgeon makes only one incision 
through the anterior wall of the vagina. This mesh sheet is 
also suspended from the tendinous arch of the pelvic fascia 
and the sacral ligament. The six-arm mesh is placed in the 
bladder vaginal space, but unlike anteroposterior approach 
mesh, it is not located in the rectovaginal space (Figure 3).

Subjective and Objective Evaluation
At 3, 6, and 12 months after surgery, reexamination was 
performed by two experienced pelvic floor urologists and 
the surgeon in an outpatient setting.

The objective evaluation of the patients was per
formed using the Pelvic Organ Prolapse Quantification 
(POP-Q) scoring system before and after the surgery. 
The pelvic landmarks used during the evaluation are as 
follows: Ba (point B anterior) is the most dependent 
position of the anterior wall, Bp (point B posterior) is 
the most dependent position of the posterior wall, and 
point C is the cervix or cuff. Points Ba, Bp, and 
C reflect the most serious degree of prolapse of the 
vaginal walls and uterus. TVL (total vaginal length) 
reflects the recovery of vaginal length. Recurrence was 
defined as postoperative POP-Q stage ≥ II.

The subjective evaluation of the patients was assessed 
using the Pelvic Floor Distress Inventory-20 (PFDI-20), 
including the Pelvic Organ Prolapse Distress Inventory 
(POPDI-6), the Urogenital Distress Inventory (UDI-6), 
and the Colorectal-Anal Distress Inventory (CRADI-8) 
for the statistics of POP, bladder, and rectal symptoms. 
The score of each part was between 0 and 100, and the 
total score of all three parts was 300. Higher scores indi
cate more severe dysfunction.14,15

The improvement of sexual function was evaluated 
using the Female Sexual Function Index (FSFI) in respect 
of sexual pain, sexual satisfaction, vaginal lubrication, 
sexual desire, and sexual arousal. Higher scores indicate 
better sexual quality.16–18 Patients completed paper ques
tionnaires to assess subjective improvement of symptoms 
at 3, 6, and 12 months after surgery.

Statistical Methods
SPSS software, version 21.0 was used for data analy
sis. Continuous variables were expressed as mean and 
standard deviation (SD), and the comparison between 
the two groups was analyzed by the paired Student 
t test or Wilcoxon signed-rank test. Counting data 
were represented by rate and the difference was tested 

Figure 2 (A) The puncture points of the posterior arm of the mesh in sacrospinous ligament. (B) The puncture points of the anterior and middle arm of the mesh in the 
obturator.
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by chi-square test or Fisher exact test. A P value < 
0.05 suggested a statistically significant difference.

Results
The subjective scores, age, parity, and POP stage had 
no statistically significant difference between the two 
groups (P > 0.05). There were no cases of posterior 
vaginal prolapse stage ≥ III in both groups (Table 1).

Intraoperative and Postoperative Analysis
All the patients in both groups underwent surgery suc
cessfully without injury to the bladder or rectum, and 
there were no cases of severe bleeding due to vascular 
injury at the puncture site. During the period of hospita
lization after the operation, no severe complications such 
as delayed bleeding, infection, or abscess formation, 
occurred. In order to evaluate the surgical and 

Figure 3 Schematic diagram of the position of six-arm mesh. 
Notes: c: The position of the six arms of the mesh. The yellow area: No mesh is inserted in the rectovaginal space.
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postoperative conditions in both groups, we compared 
the intraoperative mesh insertion time, the blood loss 
volume, the days of indwelling catheter, and the length 
of hospitalization. The volume of blood loss in the six- 
arm mesh group was significantly less than that in the 
anteroposterior approach group (P < 0.05). The intrao
perative mesh insertion time was significantly shorter in 
the six-arm mesh group compared with the anteroposter
ior approach group (P < 0.05). There was no significant 
difference between the two groups in the days of indwel
ling catheter placement and the length of hospitalization 
after the surgical procedure (P > 0.05) (Table 2).

Comparison of POP-Q Score
At 1-year follow-up, there were no cases of POP-Q stage ≥ 
II in the two groups, and both groups of patients met the 
criteria of cure. Furthermore, the indicator points in the 
POP scoring system were counted and compared before 
surgery between both groups, and there was no significant 
difference in AP, BP, C, and TVL between the groups (P > 
0.05). At 3, 6, and 12 months postoperatively, there was no 
statistically significant difference in Ba, Bp, and 

C observed between the groups. TVL in both groups 
increased with surgical repair; however, it was not signifi
cantly different at postoperative month 3, though it was 
markedly different at postoperative months 6 and 12 
(Table 3).

Subjective Symptom Score
Before surgery, there was no statistical difference in PFDI- 
20 score between the two groups (P > 0.05). At 3 months 
after the operation, the PFDI scores in both groups were 
lower than before the surgery; however, there was no 
significant difference in the PFDI scores between both 
groups at 3 months after the operation (P > 0.05). At 
postoperative months 6 and 12, the PFDI score of the six- 
arm mesh group was significantly lower than that of the 
anteroposterior approach group (P <0.05). Further compar
isons at 6 and 12 months after surgery showed that there 
was no significant difference in POPDI-6 and UDI-6 
scores between the two groups (P > 0.05), whereas the 
CRADI-8 score of the six-arm mesh group was lower than 
that of the anteroposterior approach group (P <0.05).

The preoperative FSFI scores of the two groups were not 
statistically different (P > 0.05). Six months after the opera
tion, the FSFI scores of both groups improved. At postopera
tive months 6 and 12, the FSFI score of the six-arm mesh 

Table 1 Comparison of Patient Clinical Characteristics Between 
the Two Groups

Six-Arm 
Mesh 
Group 
(n=176)

Anteroposterior 
Approach Group 
(n=192)

P

Age (year) 66.23±9.15 67.87±8.62 0.419

BMI 26.76±0.63 26.82±0.85 0.445

P 2.51±1.43 2.32±1.21 0.168

Prolapse stage (%)
III 96 (54.55) 105 (54.69)

IV 80 (45.45) 87 (45.31)

Prolapse position (N)

Anterior prolapse 64 71

Apical prolapse 24 20
Anterior and apical 

prolapse combined

88 101

Posterior prolapse - -

Instantaneous surgery 

for hysterectomy

21 23

Instantaneous surgery 

for urinary 
incontinence (N)

26 29

Abbreviations: BMI, body mass index; P, parity.

Table 2 Comparison of Intraoperative Conditions and 
Postoperative Recovery Between the Two Groups

Six-Arm 
Mesh 
Group 
(n=176)

Anteroposterior 
Approach Group 
(n=192)

P value

Mesh insertion 

time (min)

31.35±5.14 40.12±7.35 <0.0001*

Intraoperative 

bleeding volume 

(mL)

60.26 

±15.53

65.46±20.34 <0.0001*

Postoperative 
urinary catheter 

removal time (d)

3.65±0.96 3.76±0.35 0.14

Residual urine 

volume after 

urinary extraction 
(mL)

57.67 

±47.53

67.35±62.46 0.09

Postoperative 
hospital stay (d)

5.43±1.37 5.54±1.03 0.38

Notes: The two groups were compared by t test, significance level α = 0.05. *The 
difference was statistically significant at a significance level of 0.05.
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group was significantly higher than that of the anteroposter
ior approach group (P <0.05) (Table 4).

Postoperative Complications
Complications were evaluated in terms of postoperative 
recurrence, mesh exposure, vaginal foreign body sensation, 
dysuria or abnormal defecation, and dyspareunia. The com
parison between the two groups is shown in Table 5.

POP Recurrence
At 1-year follow-up, there was no recurrence of grade II 
prolapse or above. The cure rate of both groups was 100%.

Mesh Exposure
The incidence rate of mesh exposure in the six-arm mesh 
group and the anteroposterior approach group was 1.70% 
and 6.77%, respectively, and there was a statistically 
significant difference between the two groups (P = 
0.02). In the six-arm mesh group, 3 patients were found 
to have mesh exposure in the vaginal fornix at 6 months 
after the operation, and there were no cases of mesh 
exposure at 3 and 12 months. In the anteroposterior 
approach group, there were 13 patients with mesh expo
sure (4 in the anterior vaginal wall near the vaginal 
fornix, 4 in the posterior vaginal wall, and 5 in the 
vaginal fornix). In all cases of mesh exposure, the 

exposed mesh was 0.3 to 0.8 cm causing local shearing. 
After trimming, the tissues exposed to the mesh recov
ered well, and there was no re-exposure.

Vaginal Foreign Body Sensation
For patients experiencing vaginal foreign body sensation, 
we found the cause to be due to the presence of mesh 
under the vaginal mucosa—not to mesh exposure. There 
were no cases of vaginal foreign body sensation in the six- 
arm mesh group. In the anteroposterior approach group, 8 
patients presented with symptoms of vaginal foreign body 
sensation at 6 months postoperatively; the incidence was 
4.17%. There was no serious vaginal discomfort in these 
cases, and after 12 months’ follow-up, the symptoms in 4 
patients had significantly improved, and the symptoms in 
the other 4 patients also decreased.

Dysuria or Abnormal Defecation
After surgery, no patients experienced dysuria or dysche
zia in either group, and 6 (3.13%) patients in the antero
posterior approach group experienced mild defecation pain 
at 6 months, 3 of whom gradually improved and 1 of 
whom still had the symptom at 12 months. In the six- 
arm mesh group, there was no discomfort such as pain 
during defecation after surgery.

Table 3 Comparison of POP-Q Score in Both Groups Before and at 3, 6, and 12 Months After Surgery

Six-Arm Mesh Group (n=176) Anteroposterior Approach Group (n=192) P value

Before operation Ba +2.21±0.34 +2.30±0.53 0.051
Bp +0.54±0.12 +0.56±0.15 0.157

C −0.22±0.33 −0.28±0.42 0.132

TVL (cm) 6.65±1.01 6.44±1.45 0.106

3 months after operation Ba −2.57±0.24 −2.54±0.40 0.778
Bp −2.74±0.19 −2.76±0.22 0.350

C −5.46±0.45 −5.56±0.56 0.059

TVL (cm) 6.63±0.86 6.68±0.82 0.569

6 months after operation Ba −2.54±0.34 −2.59±0.33 0.153

Bp −2.68±0.09 −2.70±0.18 0.173
C −5.85±0.11 −5.83±0.52 0.603

TVL (cm) 7.45±0.46 6.83±0.16 <0.0001a

12 months after operation Ba −2.68±0.21 −2.65±0.26 0.181

Bp −2.83±0.15 −2.81±0.14 0.188

C −5.64±0.28 −5.48±0.56 <0.0001b

TVL (cm) 7.73±0.58 6.85±0.23 <0.0001a

Notes: Ba the most dependent position of the anterior wall, Bp the most dependent position of the posterior wall, C Cervix or cuff, TVL Total Vaginal Length. The two 
groups were compared by t test, significance level α < 0.05. aTVL in two groups was prolonged after surgery, there were significant differences between the two groups at 6 
and 12 months after surgery (P < 0.05). bThere were significant differences in C (cervical position) between the two groups at 12 months after surgery (P < 0.05).
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Dyspareunia
In the six-arm mesh group, 98 patients who had resumed 
sexual function felt that their preoperative sexual discom
fort had improved after surgery. One patient had mild pain 
and discomfort during sexual intercourse at postoperative 
month 6, but it resolved by postoperative month 12. In the 
anteroposterior approach group, 103 patients resumed sex
ual function after surgery. Fifteen patients felt mild pain or 
discomfort during sexual intercourse at 6 months after the 
surgery, of whom 5 patients improved and 10 patients still 
experienced symptoms at 12 months. The incidence of 
dyspareunia in the six-arm mesh group was lower than 
that of the anteroposterior approach group, and there was 

a statistically significant difference in the incidence rate of 
dyspareunia between the two groups.

Discussion
Total pelvic floor reconstruction surgery is widely used in the 
treatment of POP. Because this surgery involves the implanta
tion of foreign material, we are not only concerned about 
surgically treating the prolapse but also both the surgical and 
clinical complications caused by mesh insertion.19 Therefore, 
our research focuses on making continuous improvements to 
pelvic floor reconstruction surgery in order to reduce the 
incidence of surgical complications while ensuring surgical 
efficacy. Through the diagnosis, treatment, and research of 

Table 4 Pre- and Postoperative Comparison of PFDI-20 and FSFI Scores Between the Two Groups

Six-Arm Mesh Group (n=176) Anteroposterior Approach Group (n=192) P value

Before operation PFDI-20 128.32±37.70 133.5±42.12 0.216
POPDI-6 64.26±16.96 66.37±10.82 0.152

CRADI-8 56.78±14.79 59.68±17.88 0.092

UDI-6 36.53±12.39 38.47±12.32 0.133
FSFI 2.33±1.51 2.57±1.61 0.142

3 months after operation PFDI-20 26.45±9.36 27.63±10.24 0.251

POPDI-6 2.34±1.93 2.65±1.64 0.692

CRADI-8 14.36±5.68 15.36±5.34 0.082
UDI-6 14.65±3.62 15.14±3.44 0.184

FSFI – – –

6 months after operation PFDI-20 23.78±5.25 28.26±5.97 <0.0001a

POPDI-6 2.38±1.41 2.53±1.05 0.245

CRADI-8 7.46±3.01 12.17±5.02 <0.0001b

UDI-6 11.06±3.32 11.73±3.82 0.075

FSFI 24.03±7.66 20.23±5.31 <0.0001c

12 months after operation PFDI-20 16.23±5.12 21.86±5.28 <0.0001a

POPDI-6 1.35±1.21 1.28±1.14 0.568

CRADI-8 5.52±1.87 8.89±1.65 <0.0001b

UDI-6 8.96±2.03 9.28±2.16 0.145

FSFI 35.63±13.64 23.76±8.48 <0.0001c

Notes: The two groups were compared by t test, significance level α = 0.05. aThere were significant differences in the PFDI-20 score between the two groups at 6 and 12 
months after surgery (P < 0.05). bThere were significant differences in the CRADI-8 score between the two groups at 6 and 12 months after surgery (P < 0.05). cThere were 
significant differences in the FSFI score between the two groups at 6 and 12 months after surgery (P < 0.05).

Table 5 Comparison of Postoperative Complications Between the Two Groups

Six-Arm Mesh Group (n=176) Anteroposterior Approach Group (n=192) P

POP recurrence 0 0 -

Mesh exposure 3 (1.70%) 13 (6.77%) 0.02

Vaginal foreign body sensation 0 8 (4.17%) 0.008
Defecation pain 0 6 (3.13%) 0.031

Dysuria or dyschezia 0 0 -

Dyspareunia 1/98 (1.02%) 15/103 (14.56%) <0.001
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a large number of patients with POP, we found that most 
patients with prolapse have mainly anterior and apical pro
lapse, and fewer patients have posterior prolapse. Many cases 
of posterior prolapse are caused by prolapse of the apical part 
of the vagina, rather than by rectocele. For such cases without 
substantial rectocele, the application of six-arm mesh surgery 
can not only ensure surgical success but also improve sub
jective symptoms and reduce the incidence of mesh 
complications.

Six-arm pelvic floor reconstruction surgery and traditional 
surgery have the same pelvic floor organ suspension theory, 
and the positions of the mesh suspension are also the same. 
They are reconstruction procedures for anterior and apical 
POP without rectal prolapse.20 Follow-up at 1-year showed 
that this procedure had a surgical effect similar to traditional 
pelvic floor reconstruction procedures in anatomical reduc
tion; there were no cases of POP (grade II and above) recur
rence, and the objective cure rate was up to 100%. At 12 
months after surgery, TVL in the observation group was longer 
than that in the control group, indicating that the six-arm mesh 
procedure is superior to traditional mesh procedures in post
operative vaginal extensibility.

Recurrence of vaginal vault prolapse is not uncommon; 
although there are many surgical methods to treat POP, there is 
still controversy about the best treatment for recurrence of 
vaginal vault prolapse. Vitale et al21 reported that transvaginal 
bilateral sacrospinous fixation has a cure rate of 80% for 
recurrences of vaginal vault prolapse. Coolen et al22 found 
that vaginal mesh has a high cure rate for second recurrences 
of vaginal vault prolapse, but mesh exposure was seen most 
often after vaginal mesh. Six-arm mesh surgery primarily 
provides fixation of the apical and anterior pelvic cavity. The 
short-term results for initial treatment of apical prolapse have 
been demonstrated in our research. If it is applied to recurrent 
vaginal vault prolapse, the risk of mesh exposure will be 
reduced, but we advise further clinical trials for verification.

Although there is a positive cure rate for these two kinds of 
surgery, we are concerned with improving the patients’ post
operative symptoms and complications. There are several 
research reports documenting the postoperative complications 
of pelvic floor reconstruction surgery.23,24 The ultimate aim of 
these reports is to find better surgical techniques and methods 
to reduce postoperative complications. This is also the main 
purpose of our research.

The six-arm mesh is completely inserted into the pelvic 
floor space through the anterior vagina; there is no mesh in the 
space between the posterior vagina and the rectum, which 
reduces patient discomfort. The improvement in subjective 

symptoms was mainly noted in the rectal area. The six-arm 
mesh was superior to the anteroposterior approach mesh in the 
improvement of defecation difficulty and pain. Mesh exposure 
is a common and significant complication of pelvic floor 
reconstruction. In this study, the incidence rate of mesh expo
sure after total pelvic floor reconstruction with six-arm mesh 
was significantly lower than that after traditional procedures. 
This is because only one entry incision is made in the anterior 
wall of the vagina during the six-arm mesh procedure versus 
two entry incisions made in the anterior and posterior vaginal 
walls during anteroposterior approach surgery.

Pelvic organ prolapse is a very common condition in the 
female population with a severe impact on quality of life and 
a significant impairment of sexual function. The quality of sex 
life was emphasized by most patients.23 Six-arm mesh surgery 
also benefits patients by improving sexual function. Geller 
et al24 monitored 160 patients with mesh insertion for 20 
months and found that, after surgery, the incidence rates of 
pelvic pain and dyspareunia were 15.6% and 19%, respec
tively. As reported in the literature, the incidence rate of dis
comfort during sexual intercourse after pelvic floor 
reconstruction is 4% to 20%20–26 by 5-year long-term follow- 
up; Meyer et al27 found the rate to be as high as 36%. In our 
research, the incidence of dyspareunia in the six-arm mesh 
group was 1.02%, which was significantly lower than that in 
the traditional group (14.56%; P <0.001). The improvement in 
FSFI scores was also more pronounced in six-arm mesh sur
gery compared with conventional surgery. Six-arm mesh sur
gery had a lower incidence of sexual dysfunction and 
a significant improvement in sexual function compared with 
traditional surgery; this is another important advantage of six- 
arm mesh surgery.

POP has a high incidence in women. As a type of func
tional disorder, it seriously affects the quality of life of patients, 
and the symptoms involve the expertise of specialists from 
multiple disciplines including urology, proctology, gynecol
ogy, and sexology. When we diagnose and treat these diseases, 
we should not only consider the restoration of organ position 
but also pay attention to the restoration of function. The 
assessment and management of a multidisciplinary approach 
are very important. The effect on patients is not only physical 
but also psychological.28 We need to identify the symptoms of 
pelvic floor dysfunction more carefully through questionnaires 
and other methods, such as health-related quality of life (HR- 
QoL) as estimated by 15D-index measures (discomfort profile, 
sexual activity, distress, and mobility), PFDI-20, FSFI, and 
others.29 Only by evaluating each subjective symptom 
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accurately can we improve the technique of pelvic floor 
reconstruction and treat POP with more effective methods.

A limitation of this study is the limited follow-up 
period and use of a single research institution. In the 
future, we hope to ascertain the long-term effect of six- 
arm mesh reconstruction through multicenter research. As 
a retrospective study, it is inevitable that a small number of 
cases were lost to follow-up; this will have some effect on 
the results of the study. We also look forward to further 
prospective studies in the future.

Conclusion
In conclusion, total pelvic floor reconstruction with six- 
arm mesh has resulted in patient satisfaction with improve
ment in pain or discomfort with defecation and sexual 
activity as evidenced by higher patient scores on subjec
tive questionnaires. Therefore, this new procedure is an 
ideal choice for the treatment of severe POP, particularly 
anterior and apical POP.
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