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Central and Lateral Cystocele
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Introduction
Anterior vaginal wall prolapses or cystocele is by the 

International Urogynaecological Association (IUGA) defined as  

 
a downward descent of the anterior vaginal wall and bladder. A 
cystocele is a pathological descent of the anterior vaginal wall and 
bladder base [1].
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Etiology

Figure 1: Photographs and MRI shows anterior vaginal-wall prolapse.

The etiology of prolapse is multifactorial. Advancing age, parity 
and collagen weakness, drooping, separation of rupture of the  
pubocervial ligament are all quoted as significant predisposing 
factors [1]. The risk factors include pregnancy, childbearing, obesity, 

congenital or acquired connective tissue abnormalities, chronic 
constipation, family history of POP, denervation or weakness of the 
pelvic floor, obesity, the menopause and aging [2] (Figure 1). 

Figure 2: 1*Levator ani muscles.
2. The cardinal and uterosacral ligaments provide support to the apical attachment - the uterus and the vaginal vault.
3. The Arous tendinous fascia overlying the levator ani muscles provide support to the middle part of the vagin.
4. The Urogential diaphragm and the perineal body provide support to the lower part of the vagina [4].
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Vaginal delivery, hysterectomy, chronic straining, normal ageing, 
and abnormalities of connective tissue or connective-tissue repair 
predispose some women to disruption, stretching, or dysfunction 
of the levator Ani complex, connective-tissue attachments of the 
vagina, or both, resulting in prolapse. Epidemiologic studies indicate 
that vaginal birth and aging are two major risk factors for the 
development of pelvic organ prolapse [3]. The vaginal walls derive 
support from the strong fascia and ligaments in the hip. DeLancey 
[4] described three levels of support to the vagina (Figure 2):

1. Stage 1: The cardinal and uterosacral ligaments provide 
support to the apical attachment—the uterus and the vaginal 
vault.

2. Level 2: The arcus tendinous fascia pelvis and the fascia 
overlying the levator ani muscles provide support to the middle 
part of the vagina.

3. Stage 3: The urogenital diaphragm and the perineal body 
provide support to the lower portion of the vagina. 

Disruption to any of these social systems will result in a POP, 
and surgical correction aims to rectify these defects and restore 
anatomy. Anatomical support of pelvic viscera is mainly supplied by  
the levator ani muscle complex and connective-tissue attachments 
of the pelvic organs (endopelvic fascia). Disruption or dysfunction 
of one or both of these factors can contribute to deprivation of 
sustenance and, eventually, pelvic organ prolapse. The levator ani 
muscle complex consists of the pubococcygeus, the puborectalis, 
and iliococcygeus muscles. These muscles are tonically contracted 
at rest and act to close the genital hiatus and provide a stable 
platform for the pelvic viscera as shown in Figure 3. Decline of 
normal levator ani tone by denervation or direct muscle trauma 
results in an open urogenital hiatus, weakening of the horizontal 
orientation of the levator plate, and a bowl-like configuration [4]. 

Figure 3: 1= Vagina; 2= Obturator Internus muscle; 3= 
Ilococcygeus muscle; 4= Coccygeus muscle; 5= Pyriformis 
muscle; 6= Arcus tendons of Levator ani; 7= Arcus Tendons of 
the pelvic fascia [4].

Clinical Varieties 
One form of anterior vaginal wall descent is due to distension 

due to stretching of the vaginal wall such that occurs after vaginal 
delivery. The other is due to displacement of the anterior vagina 
due to pathological detachment of its funding. Anterior vaginal wall 
prolapse may be due to central or lateral defects. Central defects 

result from vertical defects in the endopelvic fascia. Lateral defects 
result from a detachment of the lateral vaginal wall from the Arcus 
tendineus fascia pelvis. The central is further divided into anterior 
and posterior. Prolapse anterior to the interuretic bar (Mercier’s 
bar) is concerned to as anterior cystocele or urethrovaginal 
prolapse, whereas prolapse posterior to Mercier’s bar is called 
posterior cystocele.

Lateral vaginal wall defects were first reported in 1912 by 
White, who described a vaginal procedure to resuspend the 
detached, often prolapsed, vagina by suturing its lateral surface of 
the Arcus tendineus fasciae pelvis. The tendinous arch of the hip is 
the glacial source of the Levator ani group of muscles, puborectalis, 
pubococcygeus, and iliococcygeus [5]. 

Clinical Picture 
Vaginal bulging is the only symptoms specific to cystocele. 

Adult females who develop cystocele can present either with one 
symptom, such as vaginal bulging or pelvic pressure, or with various 
charges, including many bladder, intestine, and pelvic symptoms. 
Ellerkmann and colleagues noted that 63% of patients present with 
bulge symptoms, 73% urinary incontinence, 86% urinary urgency 
or frequency, 62% voiding dysfunction [6]. Some sexually active 
women with cystocele complain that their prolapse interferes with 
sexual role [7] (Table 1). 
Table 1: Five stages of pelvic organ support as defined by the pelvic 
organ prolapse quantitation system.

Stages of pelvic organ support as defined by POPQ

Stage Definition

0 No prolapse

I The most distal portion of the prolapse >1 cm above the 
level of the hymen

II The most distal portion of the prolapse ≤ 1 cm proximal or 
distal to the hymen

III
The most distal portion of the prolapse >1 cm below the 
hymen but protrudes no further than 2cm less than the 

total vaginal length

Iv
Complete eversion of the total length of the vagina. The 
distal portion protrudes at least the total vaginal length 

minus 2 cm beyond the hymen 

Evaluation 

5.1. Baden-Walker classification grade III–IV (pelvic organ 
prolapse quantification [POP-Q] system stage III–IV) cystocele 
is associated with a constellation of abnormalities, including 
urethral hypermobility, lateral defect, central defect, and 
concomitant vault and posterior wall prolapse. Patients 
with Baden-Walker classification grade III–IV cystoceles by 
definition have the bladder outside the introitus with strain 
(grade III) or at rest (grade IV) [8]. 

5.2. Preoperative evaluation included history and physical 
examination, dynamic pelvic magnetic resonance imaging, 
Urodynamics, and symptom questionnaire. 

5.3. Assessment of bladder neck mobility is an important step 
in the evaluation of women with stress urinary incontinence. 
A numeral of methods has been employed for this purpose, 
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including ultrasound, radiographic studies, and the Q-tip test 
(Figure 4). Because the Q-tip test is simple to perform and 
inexpensive, it has become a widely used component of the 
urogynecologic evaluation. 

Figure 4: In a normal patient, the angle of the Q-tip is less than 30 
degrees from the horizontal and will remain at this angle when the 
patient strains. In patient with inadequate bladder neck support 
and stress incontinence, the Q-tip angle generally exceeds 30 
degrees from the horizon.

5.4. Crystal et al introduced the Q-tip test and reported that 
its angle of deflection with straining reflected urethral axis 
rotation. By comparing the results of radiographic bead chain 
studies, they found that patients with good urethral support 
had rotational angles of less than 20° from the horizontal axis. 
Hence, rotational angles of greater than 30° have generally 
been considered unreasonable [9]. 

Treatment 
6.1. Successful treatment of anterior vaginal prolapse remains 
one of the most challenging aspects of pelvic reconstructive 
surgery. Anterior colporrhaphy has been the standard surgical 
treatment for anterior vaginal prolapse. 

6.2. Current management options for women with symptomatic 
pelvic organ prolapse include observation, pessary use, 
and surgery. Cystoceles are mainly treated by anterior 
colporrhaphy, paravaginal repair, Burch colposuspension and 
even sacrocolpopexy [10].

6.3. Anterior colporrhaphy corrects anterior vaginal wall 
prolapse by plicating the layers of vaginal muscularis and 
adventitia overlying the bladder or by plicating paravaginal 
tissue in such a way as to reduce the protrusion of the bladder 
and anterior vagina. Thither is a little advantage seems to be 
made by placing absorbable mesh over a traditional anterior 
colporrhaphy. 

6.4. Transvaginal mesh repairs have resulted in lower 
recurrence of anatomical prolapse and marginally reduced 
symptoms of bulge compared with native tissue repairs. 
Nevertheless, quality of life does not appear to differ between 
transvaginal mesh and native tissue repairs. 

6.5. Recurrence rates after the traditional anterior colporrhaphy 
have been reported as high as 30% to 70%. This large failure 
rate can be attributed to the approximation of attenuated 
perivesical fascia to the midline for the repair [11]. 

6.6. Concomitant tension-free vaginal tape-obturator plus 
modified anterior colporrhaphy with ample lateral are safe 
procedures for the handling of stress urinary incontinence and 
with associated cystocele with a high success rate.

Paravaginal defect repair may be performed laparoscopically, 
abdominally, or vaginally. In this process, the retropubic space of 
Retzius is entered to reattach the anterolateral vaginal success 
with its overlying endopelvic fascia to the obturator internus 
and pubococcygeus muscles and fascia at the point of the Arcus 
tendineus fascia of the pelvis bilaterally [9] Figure 5) and thus 
touches on the lateral vagina to its normal place of attachment (De 
Lancey’s level III support). Burch found Cooper’s ligament to be 
stronger than the arcus tendinous [5].
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