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CHANGES IN EXTRACELLULAR MATRIX PROTEINS
OF PELVIC ORGAN PROLAPSE SUFFERERS
O. SOTTNER1, M. HALASKA1, B. GABRIEL2, K. BENKOVA3,
K. MAXOVA1, J. ZAHUMENSKY1, D. KOLARIK1, K. HURT1,
J. VOJTECH1, G. GITSCH2, O. KITTNAR1;
1The First Med. Faculty, Charles Univ., Praha, Czech Republic,
2Freiburg Univ. Med. Ctr., Univ. of Freiburg, Freiburg, Germany,
3Univ. Hosp. Na Bulovce, Praha, Czech Republic.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The aim of this study is to describe and compare the expression of
extracellular matrix proteins in the uterosacral ligaments of
women with and without pelvic organ prolapse in order to clarify
its pathogenesis.
Background:
Recent studies indicate that pelvic organ prolapse can, at least in part,
be defined as a connective tissue disease. High rates of pelvic organ
prolapse and urinary incontinence were found in patients suffering
from connective tissue disorders (e.g. Marfan syndrome and Ehlers-
Danlos syndrome) and there is some evidence that abnormalities of
the connective tissue composition may contribute to the genesis of
pelvic organ prolapse in all patients. The uterosacral ligaments are an
important part of the pelvic support system and establish the level 1
support of the cervix and the upper vagina. As such the extracellular
matrix composition of the uterosacral ligaments could play an
important role in pathogenesis of the uterine prolapse.
Methods:
We investigated the set of 117 women who underwent hysterec-
tomy. The first group consisted of 78 women operated for pelvic
organ prolapse—POP group. These females suffered from pelvic
organ prolapse, as defined by the descent of the cervix to, or
beyond, the introitus (ICS POP-Q point C was “0” or more). The
second group comprised of 39 control females with no pelvic
organ descent (ICS POP-Q stage 0) but suffering from any other
benign disease of a genital tract (e.g. menorrhagia)—non POP
group. Pelvic malignancies were excluded. Biopsies of the right
and left uterosacral ligaments were obtained during hysterectomy.
The biopsies were performed at the level of the cervical insertion
of the uterosacral ligament using a standardized technique. All
biopsy specimens were fixed in formalin and embedded in

paraffin. The standardized immunohistochemical protocols were
used. A panel of extracellular matrix proteins was evaluated by
immunohistochemistry. Monoclonal antibodies against collagen I,
II, III, IV, V, VI and against MMP-1, MMP-2, MMP-9, MMP 13
(Medicorp Inc., Canada); monoclonal antibody against laminin
(Dako, Denmark) and polyclonal antibody against fibronectin
(Dako, Denmark) were used. All slides were separately examined
by two experienced pathologists blinded to the clinical diagnosis.
Minimal or no staining reaction was scored as ( − ), a weak
reaction was scored as ( + ) and a strongly positive staining
reaction was scored as ( ++ ). The data were analyzed and the
groups were compared. For statistical analysis, the exact Fisher
test and chi square test were used. The study was approved by the
local ethics committee and informed consent was obtained.
Results:
The left and right uterosacral ligaments of 117womenwere analyzed.
Concerning the demographic parameters, the only significant
difference was in mean age: POP group 65 years and non POP
group 52 years of age. There was no difference in parity, menopausal
status and use of hormonal replacement therapy. We found a
significantly higher expression of collagen I (p=0.016), collagen IV
(p=0,020) and collagenV (p=0.029) in the POP group. There was no
difference in collagen III and collagen VI expressions—both groups
showed similarly high patterns. Collagen II was expectantly not
found in any of samples. We were also not able to prove a higher
expression of fibronectin in POP patients. The laminin expression
was low in both groups. Nevertheless, it was even lower in the pelvic
organ prolapse group where all samples but nine expressed no
laminin but the statistically significant level was not reached. The
expressions of matrix metalloproteinases were remarkably lower in
POP group—mainly MMP-2 (p=0.016) and MMP-13 (p<0.001)
showed noticeably lower expression in pelvic organ prolapse
sufferers; MMP-1 and MMP-9 indicated the same trend but the
statistically significant level was not reached.
Conclusions:
The uterosacral ligaments of women suffering from pelvic organ
prolapse show significantly higher collagen I, IV and V expres-
sions compared to the control women. The expressions of collagen
III, collagen VI and fibronectin are constantly high irrespective of
pelvic organ prolapse. Generally low laminin expression was even
lower in the pelvic organ prolapse group. Importantly, we
demonstrated a remarkably lower appearance of matrix metal-
loproteinases in uterosacral ligaments of pelvic organ prolapse
sufferers which can indicate alterations in metabolism of extracel-
lular matrix. To conclude, we consider the evidence of reduced
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MMP activity and change in expression of nucleator collagen
subtype (collagen V) as important in the search of pathogenesis of
the pelvic organ prolapse. We continue in this project to be able to
state more substantiated results and to contribute more to the
evidence on connective tissue alterations in pathogenesis of the
pelvic organ prolapse.
Support: This study was supported by the Grant of Ministry of
Health No. 9299-3.

202
ROLE OF MACROPHAGE MIGRATION INHIBITORY
FACTOR IN THE BLADDER OF PATIENTS
WITH INTERSTITIAL CYSTITIS
S. HART1, R. BASSALY1, K. DOWNES1, K. MEYER-SIEGLER1,
L. HOYTE1, C. SILVA1, V. PEDRO2;
1Univ. of South Florida, Tampa, FL,2Bay Pines VA Hlth.care
System, Bay Pines, FL.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To investigate whether urinary MIF levels differ between
interstitial cystitis and control patients.
Background:
Macrophage Migration Inhibitory Factor (MIF) is a pro-
inflammatory mediator that plays a critical role in immune and
inflammatory diseases. MIF levels are increased in several
inflammatory and autoimmune diseases and MIF has the unique
ability to counter regulate the effects of glucocorticoids1. MIF has
also been demonstrated to enhance cellular proliferation and is
involved in wound healing. Recent evidence suggests that MIF
plays a role in the inflammatory response of the bladder since MIF
is released into the bladder lumen and is upregulated during
experimental cystitis2. Urinary MIF is also increased in patients
with a urinary tract infection, and intravesical administration of
antibodies to MIF and/or MIF’s receptor (CD74) markedly
decreased experimental cystitis. Interstitial cystitis (IC) is a
persistent, often debilitating condition characterized by an increase
in the frequency and urgency of urination, and often accompanied
by pelvic pain. A number of different etiologies for IC have been
proposed, including a leaky bladder urothelium, mast cell disorder
and neurogenic inflammation. Regardless of the pathophysiology,
investigation into urinary markers for IC may result in a greater
understanding of this condition and contribute to more effective
therapies. Therefore, the goal of this study was to examine the
urine of IC and control patients to determine if MIF could be a
contributing factor in this condition.
Methods:
This study was approved by the Institutional Review Board. A
prospective study was conducted to analyze differences in the
level of urinary MIF in patients with IC compared to normal
controls. Clinical symptoms were assessed using the Pelvic Pain
and Urgency/Frequency (PUF) questionnaire, which is a validated,
symptom based interstitial cystitis questionnaire mainly used in
the diagnosis and follow-up of this condition.

Patients who presented with a confirmed history of IC, or
diagnosed with IC by history, potassium sensitivity test and
anesthetic challenge test, were offered enrollment in the study.
Control patients were enrolled when presenting for an annual
examination without bladder related complaints. All patients
enrolled in the study were administered the PUF questionnaire.
Urine samples were assayed for MIF using the Duoset ELISA
protocol (R&D Systems, Minneapolis, MN) and normalized to
total urine creatinine. Statistical analysis was performed using
SPSS for Windows (version 15.0, SPSS Inc., Chicago, IL).
Results:
A total of 10 IC patients, and 13 control patients were enrolled in
this study. The average age of the patients included in the analysis
was 37.3 (range: 23–69) in the IC group and 42.7 (range: 20–65)
in the control group. The average total PUF questionnaire score in
the IC group was 21.5 compared to 3.5 for the control group. A
statistically significant difference was demonstrated between MIF/
Creatinine levels for the IC group (median=411.02 ng/mg)
compared to the control group (median=1408.01 ng/mg) (Mann-
Whitney U; p-value=.035). Among IC patients, total PUF
questionnaire scores correlated significantly with urine MIF levels
(spearman rho=.698; p-value=.037). There was no correlation
between PUF questionnaire scores and MIF/Creatinine values in
the control group.
Conclusions:
MIF values are statistically significantly lower in patients with
IC than in control patients, a finding which is in contrast with
the hypothesis that inflammation may be a causative factor in
IC. However, a positive correlation remains between MIF levels
and IC symptoms in the IC group. The results of this study
suggest that MIF is involved in the disease process, but perhaps
not in the previously suggested mechanism. This could suggest
that MIF is involved with both cellular proliferative effects as
well as an inflammatory response. This could be consistent with
previous findings of an Anti-proliferative factor in the urine of
IC patients that inhibits bladder urothelium growth3. Further
investigation is necessary to further delineate the role of MIF
in IC.
References:
1. Flaster H, Bernhagen J, Calandra T & Bucala R. The
macrophage migration inhibitory factor-glucocorticoid dyad:
regulation of inflammation and immunity. Molecular endocrinol-
ogy (Baltimore, Md 2007; 21: 1267.
2. Vera PL, Wang X & Meyer-Siegler KL. Upregulation of
Macrophage Migration Inhibitory Factor (MIF) and CD74,
Receptor for MIF, in Rat Bladder During Persistent
Cyclophosphamide-Induced Inflammation. Exp Biol Med (Maywood)
2008; 233: 620.
3. Keay S. Cell signaling in interstitial cystitis/painful bladder
syndrome. Cell Signal 2008; 20: 2174.
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DOES POLYMORPHISM OF THE GENE ENCODING
ALPHA-1 CHAIN OF COLLAGEN TYPE I INFLUENCE
THE RISK OF PELVIC ORGAN PROLAPSE?
P. SKORUPSKI, K. JANKIEWICZ, P.MIOTŁA,T. RECHBERGER;
Univ. Sch. of Med., Lublin, Poland.
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Objective:
We checked hypothesis that the polymorphism in the transcription
factor Sp1 binding site of the gene encoding alpha-1 chain of
collagen type I (COLIA1) gene predisposes to the development of
pelvic organ prolapse in women.
Background:
The results of previous studies showed that the development of
stress urinary incontinence (SUI) in women may be related to the
diminished content of type I collagen in the pelvic floor
connective tissue. Also, it has been postulated that the changes
in the quantity and the quality of collagen may be involved in the
pathogenesis of pelvic organ prolapse. Recent data suggest that
polymorphisms of COLIA1 gene can affect rate of its expression.
One of the most intensively studied is the single-nucleotide
polymorphism in the promoter region of first intron of COLIA1
gene. This polymorphism is caused by a substitution of guanidine
for the thymidine residue at position 1240 in the first intron of
COLIA1 gene. As a result three different genotypes exist i.e.
homozygotes G/G, heterozygotes G/T and homozygotes T/T.
These variations are of importance because affect a recognition
site for the transcription factor Sp1 and thus are able to influence
COLIA1 gene expression. The clinical effect of Sp1 COLIA1
polymorphism is reduced mechanical strength of the connective
tissue and increased risk of development of SUI in G/T and
especially in T/T individuals in comparison to G/G subjects.
Methods:
One hundred twenty patients with significant defects of the pelvic
floor static (grades II, III and IV in POPQ scale) were included
into the study group. The control group consisted of 97 women
admitted to hospital with benign gynecologic conditions. Vast
majority of these patients have uterine myomas and underwent
abdominal hysterectomy. All subjects were assessed with the same
diagnostic work-up as the study group. None of them reported
symptoms of urinary incontinence or presented significant
impairment (more then grade I in POPQ scale) of pelvic organ
support. Blood samples were taken into tubes containing antico-
agulant EDTA. Genomic DNA was extracted from whole blood
leukocytes using commercially available kit Determination of
COLIA1 polymorphism was done by two steps PCR according to
previously published protocol. PCR products were digested with
Van91I restriction endonuclease according to manufacturer
instructions and separated on 2% agarose gel. The patterns of
DNA fragments obtained in the electrophoresis enable to identify
type of polymorphism. Single band 598 bp corresponds to
homozygote TT, two bands 598 and 430 bp to heterozygote GT
and single band 430 bp to homozygote GG.
Results:
The compared groups were well matched with regard to
demographic and clinical characteristics. In the study group the
GG polymorphism in COL1A1 gene was identified in 97 (80.8%),
GT sequence in 17 (14.2%) and TT in 6 (5%) patient. The

distribution of the investigated polymorphisms in the control
group were: 79 (81.4%), 16 (16.5%) and 2 (2.1%), respectively.
The statistical analysis (chi2 test) did not show any statistically
significant differences between compared groups (p=0.48). We did
not found the association between COL1A1 gene transcription
factor Sp1 binding site polymorphism and a risk of development of
pelvic floor prolapse. Also, it is necessary to remember that both
pelvic floor defects and SUI are complex disturbances in which
genetics plays minor role compared to environmental factors.
Conclusion:
In contrast to the previous study which established association
between GT and especially TT sequence in the polymorphic site
and increased risk of SUI, the type of Sp-1 COLIA1 polymor-
phism does not seem to have any influence on the risk of the
development of pelvic organ prolapse. The explanation for this
finding is possible difference of pathogenesis between pelvic floor
defects and SUI.

204
INTRODUCING THE 4 P STUDY- PELVIC FLOOR
DYSFUNCTION PREDICTORS FOR PRIMIPS!
T. M. O'RIORDAN;
Cork Univ. Maternity Hosp., Cork, Ireland.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To assess the incidence of pelvic floor dysfunction among a cohort
of primiparous patients prior to pregnancy utilizing for the first
time the validated Australian Pelvic Floor Questionnaire(1). This
is an early analysis of a prospective longitudinal cohort study
investigating the effect of index pregnancy and a wide range of
variables on pelvic floor function.
Background:
The true prevalence of pelvic floor dysfunction (PFD) is unknown
and difficult to quantify with mean prevalence in published studies
ranging from 5 to 44%.The natural history and predictive factors
of PFD are largely unknown and most of the existing studies were
retrospective and subject to recall bias. SCOPE (Screening for
Pregnancy Endpoints) Study placecountry-regionIreland is a
multi-national study aiming to identify predictive factors for
PET, IUGR and spontaneous premature labour. We took this
opportunity to determine prospectively the outcome of pregnancy
and delivery on pelvic floor function. SCOPE Ireland aims to
recruit 3000 women, 320 women have now been recruited and we
have access to a database of over 150 variables and a Biobank.
Methods:
The first 149 women enrolled in the study were selected. A
validated female pelvic floor questionnaire for community based
research assessing bladder, bowel, prolapse and sexual symptoms
(1) was completed by all women prior to pregnancy and will be
recompleted at 6 weeks, 6, 9, 12 and 24 months post-pregnancy.
We decided to subdivide the bladder section into 4 subdivisions
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correlating with: Over Active Bladder (OAB), Stress Urinary
Incontinence (SUI), Void Dysfunction (Vfun) and Impact of the
symptoms on the patients QOL.
Results:
The completion rate was 100%. This study demonstrates that the
Australian Pelvic Floor Questionnaire was an acceptable and well
completed form of assessment of PFD; it clearly demonstrates the
low incidence of PFD in our nulliparous cohort group (Table 1) with
mean impact of bladder symptoms as low as .4/15 (2.7%); bowel
symptoms 4.7/34 (13.8%) and mean prolapse symptoms as low as
.12/15 (0%). It will be a key tool in our prospective study to assess
the effect of pregnancy and delivery on pelvic floor function.

Table 1

Variable Obs Mean Std. Dev. Min. Max. Max. Possible

OAB 149 1.564 1.73 0 8 15

SUI 149 .295 .538 0 2 3

Vfun 149 1.128 1.471 0 8 12

Impact 149 .436 .925 0 4 15

Bowel 149 4.684 3.238 0 17 34

Prolapse 149 .121 .464 0 3 15

Unexpectedly in this nulliparous group a wide range of values was
demonstrated with OAB, SUI Void dysfunction and Impact
symptoms ranging as high as 53%, 67%, 67% and 27% of the
maximum potential scores together with Bowel and prolapse
symptoms of up to 50% and 17% of maximum.
Conclusion:
This study marks the debut of the Australian Pelvic Floor Question-
naire. We looked at a homogenous Caucasian cohort of primiparous
women and assessed their pre-pregnancy pelvic floor function. This
information has never been documented and provides us with the
potential to predict post pregnancy pelvic floor dysfunction.
References:
1. Baessler K, O'Neill SM, Maher CF, Battistutta D. Australian
pelvic floor questionnaire: a validated interviewer-administered
pelvic floor questionnaire for routine clinic and research. Int
Urogynecol J Pelvic Floor Dysfunct. 2009 Feb;20(2):149–58.
Epub 2008 Oct 29.
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PREVALENCE OF MYOFASCIAL PELVIC PAIN
IN PATIENTS WITH INTERSTITIAL CYSTITIS
N. Y. TIDWELL, K. DOWNES, L. HOYTE, S. HART;
Univ. of South Florida, Tampa, FL.

Consent obtained from patients: Not Applicable
Level of support: Not Applicable
Work supported by industry: No

Objective:
To investigate the prevalence of myofascial pain in a population of
patients with interstitial cystitis, and correlate these physical exam
findings with results of validated pelvic floor questionnaires.

Background:
Interstitial Cystitis (IC) is a complex disorder in which patients
present with a variety of urinary and pelvic floor complaints.
Patients are typically diagnosed based on symptoms, IC ques-
tionnaires and diagnostic testing including cystoscopy with
hydrodistension and potassium sensitivity testing (PST). Evalua-
tion for pelvic floor dysfunction, although associated with this
condition, is typically not part of the diagnostic criteria.
Unfortunately, the true underlying cause of this condition remains
unknown, and treatment directed specifically at the bladder continues
to provide suboptimal results. Some evidence in the literature suggests
that IC patients have an increased prevalence of levator ani myofascial
pain, and that therapy directed at the pelvic floor may improve some
IC symptoms. (1) Although little is known about the true prevalence
and severity of pelvic floor dysfunction in patients with IC, there is
anecdotal evidence that IC is causally related to chronic myofascial
pelvic pain.(2) Our goal was to examine the relationship between
levator ani myofascial pain and IC, as well as correlate the results with
symptoms of pelvic floor dysfunction using validated questionnaires.
Scores from the Pelvic Pain and Urgency/Frequency (PUF) question-
naire, PFDI (Pelvic Floor Distress Inventory), and PFIQ (Pelvic Floor
Impact Questionnaire) questionnaires were correlated with physical
exam findings of levator ani myofascial pain.
Methods:
This study was approved by the Institutional Review Board. A
retrospective chart review was performed on patients presenting
between April 2007 and December 2008 with a diagnosis code of
interstitial cystitis. A study population of 170 patients was
identified. All patients presented with an established diagnosis of
IC, or were subsequently diagnosed with IC by a PST, cystoscopy
with hydrodistension, and/or anesthetic challenge test. Patients with
any evidence of≥stage II pelvic organ prolapse were excluded. All
patients presenting for evaluation of IC and/or pelvic pain routinely
undergo a pelvic examination for myofascial trigger points.
Bilaterally, the obturator internus muscles, arcus tendineus, ilio-
coccygeus muscles, puborectalis muscles, and rectus abdominus
muscles are palpated for evidence of myofascial pain. Patients are
instructed to score discomfort/pain on a 10 point scale which is
recorded in the chart. Demographic, physical examination findings
and validated questionnaire scores were extracted from the chart.
The variables were analyzed using SPSS for Windows (version
15.0, SPSS Inc., Chicago, IL) and comparisons and correlations
found using the following statistical tests: Spearman’s Rho, Mann-
Whitney, and Kruskal-Wallis. Statistical significance was consid-
ered at p<.05 and p<.001.
Results:
Myofascial pain/discomfort was demonstrated in 78.3% of interstitial
cystitis patients. The most common myofascial trigger points noted
on examination were the obturator muscles (bilateral, 68.8–71.3%)
and left-sided arcus tendineus (69.4%) and left-sided iliococcygeus
(66.9%). The average pain scores on examination were 6.35–6.79,
6.32, and 6.1 respectively on the 10 point scale. Left sided myofascial
pain/discomfort was more common in this patient population. PUF
symptom and total scores were positively correlated with primarily
left-sided pelvic myofascial trigger points. The right and left rectus
abdominus muscle trigger points were positively correlated with the
PFDI total and subset scores. Total PFIQ and the bowel and vagina
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subset scores were positively correlated with the majority of
myofascial trigger points. Self-reported descriptions of suprapubic
and back pain also correlated with muscular trigger points (left>
right). The PFIQ scores were influenced by duration of disease, but a
similar effect was not observed with the PUF and PFDI scores. PFIQ,
PUF symptom and PUF total scores demonstrated the best correlation
with myofascial trigger point scores.
Conclusions:
Myofascial pain/discomfort is highly prevalent among interstitial
cystitis patients and is also significantly positively correlated with
both IC and pelvic floor dysfunction scores. These findings lend
support for evaluation of pelvic floor dysfunction in this patient
population and suggest that IC patients may benefit from therapy
directed at the pelvic floor.
References:
1. Peters, et al. Prevalence of pelvic floor dysfunction in patients
with interstitial cystitis. Adult Urology 2007; 70; 16–18.
2. Fitzgerald, MP et al. What is the pain of interstitial cystitis like?
Int. Urogynecol J. 2005 17:69–72.
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REPEAT PROTEOGLYCANS AND FIBULIN-5
ARE DECREASED IN PELVIC ORGAN PROLAPSE
M. W. SÖDERBERG, B. BYSTRÖM, S. KALAMAJSKI,
A. MALMSTRÖM, G. EKMAN-ORDEBERG;
Woman and Child Hlth., Karolinska Inst.t, Stockholm, Sweden.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To analyze whether pelvic floor connective tissue alterations may
be associated to pelvic organ prolapse (POP).
Background:
Few studies are performed on the sustainability of the pelvic floor
extracellular matrix important for preventing development of POP
(1, 2, 3). Collagen I and III, the elastin associated proteins
fibrillin-1 and fibulin-5 and the small leucine-rich repeat proteo-
glycans (SLRPs) decorin, lumican and fibromodulin are involved
in giving the tissue its mechanical properties.
Methods:
Para-urethral biopsies were obtained from 15 women, 6 pre- and 9
postmenopausal, with POP. Real-time RT-PCR and immunohisto-
chemistry for collagen I, collagen III, fibrillin-1, fibulin-5, decorin,
lumican and fibromodulin was performed and compared to 14
controls, 8 pre- and 6 postmenopausals. Statistical comparisons
controlled for age changes in gene expressions.
Results:
A 16-fold decrease in decorin mRNA expression, p=0.0001 and
8-fold in lumican mRNA expression, p=0.001, was discovered in
premenopausal POP compared to matched controls. In all women
with POP there were lower gene expressions of fibromodulin, p=
0.004 and fibulin-5, p=0.001, compared to all controls. All
proteins were detectable by immunohistochemistry, showing a
weaker staining for decorin in pre-menopausal POP.

Conclusions:
For the first time we show substantially decreased gene signals for
synthesis of SLRPs, regulators of collagen fiber assembly and
impairment in elastic fiber assembly by down-regulation of
fibulin-5 in POP.
References:
1. Jackson SR, Avery NC, Tarlton JF, Eckford SD, Abrams P and
Bailey AJ (1996) Changes in metabolism of collagen in
genitourinary prolapse. Lancet 347, 1658–1661
2. Soderberg MW, Falconer C, Bystrom B, Malmstrom A and
Ekman G (2004) Young women with genital prolapse have a low
collagen concentration. Acta Obstet Gynecol Scand 83, 1193–1198.
3. Song Y, Hong X, Yu Y and Lin Y (2007) Changes of collagen
type iii and decorin in paraurethral connective tissue from women
with stress urinary incontinence and prolapse. Int Urogynecol J
Pelvic Floor Dysfunct 18, 1459–1463.
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ANATOMY OF THE UTEROSACRAL LIGAMENT
D. VU1, B. T. HAYLEN2, K. TSE1, A. FARNSWORTH3;
1Univ. OF NEW SOUTH WALES, SYDNEY, Australia,2ST
VINCENTS CLINIC, SYDNEY, Australia,3Douglass Hanly Moir
Pathology, SYDNEY, Australia.

Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
To elucidate the anatomy of the uterosacral ligament (USL)
Background:
The published descriptions of anatomy of the USL have differed
widely. It has not been precisely mapped. The surgical literature
has noted the USL to be a dense, strong band of connective tissue.
However, cadaveric and histological studies have generally
demonstrated no condensed ligamentous structures. There is some
consensus on the USL’s neurovascular contents and the cervical
and vaginal (though not the sacral) attachments of the ligament.
Methods:
Studies were performed on: (i) ten unembalmed cadaveric pelves
(observation only); (ii) one unembalmed pelvis (observation,
dissection and histology); (iii) five formalin fixed pelves (dissection).
Four tissue blocks (1cmx2cm) of the ligament were taken from the
unmbalmed pelvis starting from its cervical attachment, sampling the
ligament at four equidistant points along its vertical extent. Five
microns thick sections were cut and stained with hematoxylin-eosin
as well as trichrome (to demonstrate elastic fibers).
Examinations concentrated on (A) mapping the USL including
relevant subdivision into sections; (B) describing the proximal and
distal attachments of the USL; (C) Noting other surgically relevant
observations including the relation of the USL to the ureter; (D)
describing the histological appearances of the thickest part of the USL.
Results:
(A) Subdivision: Our examinations lead us to elucidate the
following subdivision of the USL (total length around 12–
13 cm): (i) a distal (cervical) section of 10–20 mm thickness
and generally 2–3 cm in vertical length; (ii) an intermediate
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section of around 5 cm length, up to 1–2 cm wide when placed
under tension, and for the most part 5 mm thick (thinning
proximally), running postero-laterally from the level of the uterine
isthmus, curving around the rectum towards the sacrum ; (iii) a
relatively thin proximal section of around 5–6 cm.
(B) Attachments: Distally, the USL was attached to the posterior
aspect of the cervix and vaginal dome. This attachment spread to the
lateral aspects of the cervix and vaginal dome where there it was
confluent with the attachment of the cardinal ligament (uterosacral-
cardinal ligament complex) over a distance of 15 mm from the lateral
edge of the cervix. The USL merged caudally with the lateral
ligament of the rectum. Proximally, its diffuse sacral attachment
extended (i) vertically from the sacrococcygeal joint to S3 (with the
sacrouterine fold of peritoneum extending to S2 and at times S1) and
(ii) transversely from the pelvic sacral foramina medially to 5 cm
lateral to the sacro-iliac joint where it was attached to fascia overlying
piriformis and levator ani.
(C) Intermediate section: Surgically useful observations of this
relatively unattached section are: (i) this section is best seen when
under tension; (ii) even at its closest proximity to the ureter (at the
junction with the cervical section) it is still at least 2.3–2.7 cm
from that structure; (iii) medial traction on the intermediate section
as might occur with midline plication with the contralateral
ligament will also cause its anterior and superior displacement.
(D) Histology: Stripped of the peritoneum, the USL was seen as a
collection of fatty tissue and dispersed strands of fibrous tissue
investing the vessels and nerves destined for the cervix and upper
vagina. Histological sections of the thickest (cervical) section showed
small arteries and veins, numerous nerves intermingled with thin
bands of collagen and elastic fibers and fatty tissue. Smooth muscle
fibres were rarely observed. Collagen fibres decreased in number
from the upper border of the ligament. This differed greatly from the
macroscopic appearance when put under tension. In all pelves, fresh
or embalmed, the ligament, under tension, became a dense, well
defined structure. In 2 hemipelves, it was however visible as a dense
ligamentous structures after excision of fatty tissue.
Conclusions:
The USL can be subdivided into 3 sections according to thickness
and attachments. The distal attachment to cervix is confluent with the
cardinal ligament forming the uterosacral-cardinal ligament complex.
The proximal attachment is diffuse and thin, extending to S3, though
the overlying sacrouterine fold of peritoneum may extend to S2 or
S1. The relatively unattached intermediate section appears wide, still
thick and well-defined when placed under tension and suitable for
surgical use. It is a mean 2.5 cm from the ureter. The strength of this
tissue is perhaps derived not only from the USL itself, but also from
the addition of extraperitoneal connective tissue.
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EVALUATION OF INCIDENCE AND FEATURES
OF BLADDER BOWEL AND SEXUAL DYSFUNCTION
(BBSD) IN PARKINSON DISEASE (PD) AND OTHER
EXTRAPYRAMIDAL DISORDERS (ED)
S. MALAGUTI1, S. RAVAGLIA2, T. ALTAVILLA3;
1Niguarda Hosp., Milano, Italy,2Mondino Fndn. Neurologic Inst.,
Pavia, Italy,3Beato Matteo Clinical Inst. Hosp., Vigevano, Italy.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
Prevalence of Bladder Bowel and Sexual Dysfunction (BBSD)
Parkinson Disease (PD) and in Extrapyramidal Disorders (ED) is
not known.
Background:
While motor dysfunctions represent the main neurological
complaint related to the brain pathology via altered dopamine-
basal ganglia circuit, the patients usually underestimate BBSD.
Moreover, whether these complaints are related to pathophysiol-
ogy of disease itself (the suppression of the micturition reflex
accounts for the appearance of overactivity while the peripheral
enteric pathology via altered dopamine-enteric nervous system
circuit results in slow transit and decreased phasic contraction) or
rather to pharmacological treatments (levodopa and dopamine
agonists) is not clear.
Methods:
We evaluated 40 pts (22 with PD and 18 with ED) (31 male, 19
female, age range 45–69 yrs old) average duration of illness
5 years, with clinical questionnaires for bowel (Wexner Score),
International Index of Erectile Dysfunction IIEF-5 and Female
sexual function Index, voiding diary. The Hoehn and Yahr and
UPDRS assessed motor dysfunction and the Mini-Mental State
Examination (MMSE) the cognitive functions. SF-36 and QoL
assessed the impact on quality of life. All were taking levodopa
with/without dopamine agonists. Urological and proctologic
causes of BBSD as well as severe motor dysfunction were
excluded (median Hoehn and Yahr stage was 3). The pts
underwent a thorough neurophysiologic evaluation of pelvic floor:
Somatosensory Evoked Potentials of Pudendal nerves (SEPs),
Sacral Reflexes (SR), Electroneurography of Pudendal nerves
(ENG), Electromyography of perineal muscles (EMG), Sympa-
thetic Skin Response (SSR), Motor Evoked Potentials of pelvic
floor (MEP).
Results:
We found BBSD in 90% of pts: most of them had not complained
of symptoms during routine neurological assessment while
neurophysiologic assessment was more sensitive rather than scores
and clinical evaluation in revealing altered motor and sensory
pathway to pelvic area. Spontaneous complaint of BBSD in 12 %
pts, 50% also with clinical score, and 90% with Neurophysiologic
alterations (SEPs were pathological in 87%, EMG in 65%, ENG in
37%, RS in 75%, SSR in 85%): these were correlated to the stage
and duration of illness (p<0.001)
Conclusions:
Neurophysiologic assessment of the pelvic floor is able to reveal
sub clinical abnormalities in most pts with PD and ED: who
usually do not complain of BBSD until later stages of disease,
when BBSD are so severe to determine great impact on their
quality of life. Clinical questionnaires are more effective than
neurological examination alone in revealing pts with BBSD, but
are less sensitive than neurophysiologic assessment, which is able
to detect BBSD even in preclinical stages.
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IN VITRO AND IN VIVO EFFECTS OF OFLOXACIN
AND AMOXICILLIN COATING ON SYNTHETIC
MESHES IN AN ABDOMINAL HERNIA MODEL
WITH INFECTION IN RATS
V. LETOUZEY1, J. LAVIGNE1, X. GARRIC2, L. MAMY1,
D. O'CALLAGHAN1, R. DE TAYRAC1;
1CHU Caremeau, Nimes, France,2IBMM CRBA UMR 5473,
Montpellier, France.

Consent obtained from patients: Not Applicable
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Work supported by industry: No

Objective:
The aim of this study was to investigate the effect of a polymer
coating containing 2 types of antibiotics (ofloxacin (OFL) or
amoxicillin (AMX)) in a hernia parietal defect rat infection
model.
Background:
Infection could be a major problem for mesh integration in
vaginal prolapse surgery. Today’s solution is intra operative
intra venous antibioprophylaxis. This treatment gives in situ
limited antibiotic effects1. Antibiotic addition to meshes accom-
panied by a local release may reduce bacterial mesh coloniza-
tion2. To date, our study has been done on mesh for vaginal
surgery.
Methods:
Antibiotic coatings were characterized by Electronic Microscopy
and by in vitro antibiotic release study. In vitro efficacy was
evaluated by counting adherent bacteria and assessment of biofilm
growth. In vivo efficacy was determined after inoculation of
Escherichia coli on the mesh of 84 rats followed by the
implantation of macro porous knitted mono filament mesh
(Polypropylene, PPL; Poly Lactic Acid, PLA) without any coating
(n=21), with a polymer coating (n=21) and with a coating
containing amoxicillin (AMX) (n=21) or ofloxacin (OFL) (n=21).
Clinical, bacteriological and histological studies were done on the
skin and the mesh.
Results:
In vitro and in vivo results show a significant reduction of
infection rates by both OFL and AMX coating mesh (0 infection)
compared to standard polypropylene mesh (100% infection) (P<
0.001). (Figure & Table). Details of histological analysis reveals
that inflammatory response (giant cells and macrophages) and
collagen formation at 30 days are better around antibiotic coated
mesh on infected animals versus not coated mesh.
Conclusion:
Both antibiotic coating types showed significant improvement of
infection prophylaxis compared to non coated mesh. Further
studies are necessary to validate that proposal in human.
References:
1. Aufenacker TJ, Koelemay MJ, Gouma DJ, Simons MP.
Systematic review and meta-analysis of the effectiveness of
antibiotic prophylaxis in prevention of wound infection after mesh
repair of abdominal wall hernia. Br J Surg. 2006 Jan;93(1):5–10.
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combined gentamicin-hydroxyapatite coating for cementless joint
prostheses on the reduction of infection rates in a rabbit infection
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2006 May 19.

Figure. Comparison of E. coli attachment on surfaces of meshes.
The number of bacteria was measured by fluorimetry and expressed
as relative light unit (RLU). (*) denotes significant differences (p<
0.05) compared with antibiotic coated mesh. Data are given as
means +/- SD.

Table. Microbiological assessment. Animal with ofloxacin or
amoxicillin coated mesh: no culture growth of the mesh. Animal
with standard mesh: positive culture growth on agar plates of the
mesh.

CFU Log
(medium & Range)/
Days

2 15 30

Control Group 8.66 (+/- 0.26) 9 (+/- 0.31) 10 (+/- 0.32)

P Group 9.5 (+/- 0.4) 9.1 (+/- 0.37) 10.2 (+/- 0.4)

Amoxicillin Group 0,00 0,00 0,00

Per OS Group 7.9 (+/- 0.27) 8.1 (+/- 0.3) 9.8 (+/- 0.28)
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Objective:
The objective of this study is to create a new experimental model
of IC induction by oxidative stress using a nitric oxide donor gel.
In this project we studied the effects of a polymeric aqueous
solution of the copolymer poli(etilene oxide)-poli(propioene
oxide)-poli(etilene oxide) (PEO-PPO-PEO) Pluronic F127, con-
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taining S-nitrousglutation (GSNO) as a nitric oxide donor over the
urothelium and the muscle layer of the bladder of the rats. The
GSNO is an endogenous S-nitrousthiol that acts as a carrier and
donor of NO, increasing its half life.
Background:
Because interstitial cystitis is an idiopathic disease, a new experi-
mental model using oxidative stress would be a major advance for the
understanding of this condition.
Besides, it would allow for the experimental evaluation of new
treatments for IC.
Methods:
The animals were divided in four groups:

Group Treatment

1 Saline+GSNO

2 Saline+Polymeric Solution

3 Protamine sulfate

4 Protamine+GSNO

1) Ten rats underwent two sessions of bladder instillation with a 24
hours interval between them of saline solution 0,9% at 0,04 ml/min
until bladder overflow is achieved and then they were injected with
GSNO solution in 3 doses, 2 days between each dose and after that
they were sacrificed.
2) Ten wistar rats underwent two sessions of bladder catheteriza-
tion with a 24 hours interval between them of saline solution 0,9%
at 0,04 ml/mim until bladder overflow. Half of the group were
sacrificed after 48 hours and half 7 days after the first infusion
3) Ten rats underwent two sessions of bladder catheterization with
a 24 hours interval between them using protamine solution
(30 mg/ml) and KCl 300 mM 0,04 ml/min until bladder overflow
(when the maximum vesical capacity is obtained) and ingested
water; half the group for 48 hours after the first infusion, when
they were were sacrificed, and the other half 7 days after the first
infusion, when they were also sacrificed.
4) Ten rats underwent two sessions of bladder catheterization with
a 24 hours interval between them using protamine solution
(30 mg/ml) and KCl 300 mM 0,04 ml/min until bladder overflow
(when the maximum vesical capacity is obtained) and then they
were injected with GSNO solution in 3 doses, 2 days between
each dose and after that they were sacrificed.
Results:
The bladders were fixed in formol for 24 hours and then in ethylic
alcohol 70%.
The slides were made with histological cuts of 3 to 4 mm and
dyed with HE.
The inflammatory process was similar in the groups Saline+NO
and protamine (p=0.0035) when it comes to vascular congestion.
There was also a significant similarity between the same groups in
the fibrosis (p=0.0459).
Conclusions:
When observing the results of this study, it is possible to affirm
that the inflammatory process caused by the intravesical instilla-
tion of NO is similar to the experimental model in the literature,
and that this procedure can be considered as a new experimental

model for inducing interstitial cystitis, for future researches and
new treatments.
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Objectives:
The aim of the study was to determine the resolution rate and the
incidence of new pelvic symptoms after reconstructive pelvic surgery.
Background:
Women with uterovaginal prolapse often have lower urinary tract
and/or bowel dysfunction other than symptoms related to pelvic
relaxation, therefore in the assessment of surgical outcomes there
is a need to focus attention not only in reporting anatomical results
but also to look at the resolution rate of symptoms associated with
pelvic prolapse and to analyse the incidence of de novo symptoms
after reconstructive surgery.
Methods:
All women with>stage 2 pelvic organ prolapse (POP) undergoing
primary reconstructive surgery were enrolled in a prospective
observational trial. Women were excluded from the study if they
had previous pelvic surgery, a synthetic or biologic graft was planned
for POP repair or if they claimed on uterine preservation. Pre-
operative evaluation included a structured urogynecologic interview,
urine culture and pelvic examination. At physical examination, pelvic
floor defects were determined using the Pelvic Organ Prolapse
Quantification System (POP -Q system). Measurements were made
at different vaginal sites (anterior and posterior vagina and cervix)
with the patient recumbent and straining down. A 100-grade visual
analogue symptoms scale (VAS) was used to quantify subjectively
the patients’ perception of the severity of pelvic symptoms.
All patients underwent a standardized surgical procedure that
included vaginal hysterectomy, McCall culdoplasty, anterior and
posterior midline repair when indicated.
Post-operative assessments were scheduled after 6 and 12 months but
patients were eligible for the analysis if they met the one year follow-up
visit. The anatomic outcomes at each vaginal site were defined
according to the standardization of terminology for researches in female
pelvic floor disorders. Lower urinary tract, sexual, prolapse and bowel
symptoms were defined in accordance to the recommendations of the
International Continence Society. All patients were informed about the
study and procedure and gave their informed consent. The Statistical
Package for Social Sciences (SPSS 14.0) was used for data analysis.
Probability values of<0.05 were considered statistically significant.
Results:
Between January 2006 and October 2007, two-hundred sixteen
patients met the inclusions criteria and underwent primary reconstruc-
tive surgery for POP. A complete pre- and postoperative assessment
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was available for 199 women who were considered for the analysis.
The mean age of the patients was 64.8±8 y and all underwent vaginal
hysterectomy with McCall culdoplasty and anterior vaginal repair
while a posterior repair was performed in 133 women (67%). There
were 33 women with voiding dysfunction after surgery that required
intermittent self catheterisation for a mean of 6±2 days (range 1–9) of
whom only 7 had urinary retention that resolved spontaneously within
the first 6 days after operation. After one year there were 38 (19%)
women with anterior recurrence, defined as≥stage II prolapse, 20
(10%)with apical and 11 (8,5%) with posterior recurrences. A≥stage II
prolapse at any vaginal site was found in 51 women (26%), most of
them were stage II recurrences with only 5 (2.5%) women having a
stage III POP. Recurrences were more often seen in a single vaginal
compartment being two or more vaginal sites involved in only 21
patients (10.5%). Subjectively only 28 (14%) patients reported
symptoms of pelvic organ prolapse such as pelvic heaviness and/or
bulging that means that most of women with stage II recurrence
involving only one vaginal site are not bothered by the condition. To
reinforce this statement the visual analogue symptoms scale that was
used to measure the impact of POP on QoL and daily activities
dropped from 81±15 preoperatively to 29±25 one year after surgery.
Stress urinary incontinence was reported by 24 (12%) women after
surgery compared with 37 (19%) that referred the symptom before
the operation (P=0.09) of whom 14 (7%) were de novo SUI. Urgency
improved after pelvic reconstruction with figures of 78 (39%) and 33
(17%) women reporting the symptom (P<0.001) and the same was
for urgency incontinence that was reported by 33 (17%) and 18 (9%)
women respectively (P=0.03). The prevalence of dyspareunia, in
sexually active women, as well as constipation did not change with
the operation being reported by 8% and 21% compared with
preoperative rates of 14% and 29% respectively.
Conclusions:
The overall rate of prolapse recurrence was 26% in our cohort and
more than half of the patients had a relapse involving a single
vaginal compartment. Prolapse symptoms were reported by only
14% of the women and most of patients showed an improvement
in urinary symptoms.
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Objective:
To compare vaginal caldesmon expression in women with and
without anterior vaginal wall prolapse.

Background:
Pelvic organ prolapse (POP) is a distressing problem for many women,
leading to surgery for 6% of all women in the United States [1]. The
etiology of POP is not clearly understood, however, several factors
thought to play a role in the development of POP including abnormal
degradation/synthesis of collagen in the connective tissue, site-specific
fascial defects, and denervation of the pelvic floor. Recently Boreham
et al. and others have proposed that alterations in the smooth muscle
content and function may contribute to development of POP [2].
Myosin phosphorylation and calcium-calmodulin binding are the two
key regulatory factors in smooth muscle cell contraction. A major part
of this regulatory mechanism is the actin binding protein, caldesmon
heavy isoform (h-caldesmon). This isoform is found almost entirely
in smooth muscle cells and inhibits actomyosin cross-bridge cycling
by inhibiting actin-activated myosin ATPase activity (3). We
hypothesized that vaginal caldesmon expression is decreased in
POP. Diminished vaginal expression of caldesmon in the prolapsed
vagina may increase the contractility of the vagina, compensating for
the loss of smooth muscle cells commonly found in POP.
Methods:
Vaginal tissues were sampled in women with (n=11) or without
(n=11) vaginal wall prolapse. All patients underwent an assessment
of POP stages based on the International Pelvic Organ Prolapse
Quantitative system. The site of tissue collection was standardized
due to the fact that the fraction of smooth muscle in the vaginal
muscularis may vary throughout the vagina. After removal of the
uterus, full thickness samples of the anterior vaginal wall were
obtained from the vaginal cuff at the anterior midline portion of the
vaginal wall. Caldesmon mRNA expression was assessed by
quantitative Real-Time PCR. Immunohistochemistry and digital
image analysis were used to determine caldesmon protein expression
in the histologic sections.
Results:
There were no significant differences in age, parity, menopaus-
al status or hormone replacement therapy between the two
groups. Additionally, the stage of the anterior vaginal wall
prolapse was higher in the POP group compared to the non
POP group {median, range, [3 (2–4) vs. 0 (0)], P<0.01}.
Caldesmon mRNA expression was significantly decreased in the
vaginal tissue from women with anterior vaginal wall prolapse
compared to women without prolapse [(Caldesmon mean±SD
mRNA expression in relative units) 0.03±0.02 vs. 0.14±0.14,
P=0.03]. Immunostaining revealed a well-defined, uniform
distribution of smooth muscle cells in patients without POP. In
the POP patients, smooth muscle distribution was irregular and
haphazard. Quantitative morphometric analysis revealed that the
ratio of the fractional area of nonvascular smooth muscle in the
vaginal wall biopsies from women with prolapse was signifi-
cantly decreased compared to women without prolapse [mean±
SD, (0.22±0.08 vs. 0.33±0.15, P=0.04)]. In addition, the
fractional area of nonvascular caldesmon staining in the vagina
of women with anterior vaginal wall prolapse was significantly
decreased compared to women without prolapse [mean±SD,
(0.09±0.04 vs. 0.16±0.09, P=0.03), Figure 3 and 4].
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Conclusion:
Vaginal caldesmon expression is significantly decreased in women
with anterior vaginal wall prolapse compared to normal subjects.
These findings suggest a decrease in the inhibitory effects of
caldesmon as a possible adaptation the vagina undergoes to
compensate for the decrease in smooth muscle.
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Objective:
To compare outcomes of patients with primary versus recurrent
cystoceles undergoing anterior repair with mesh via transobturator
route.
Background:
Subjects with previous cystocele repairs are thought to be at
increased risk of complications with repeat repair.
Methods:
In an ongoing, prospective, multi-center trial, 8 U.S. Sites
implanted women with anterior vaginal wall prolapse (≥ Stage
II). All sites received IRB approval prior to enrollment. Each
patient underwent placement of Type I, polypropylene mesh
(Perigee System with IntePro™, American Medical Systems,
Inc., Minnetonka, MN, USA) employing a transobturator ap-
proach. At the time of implant, the cystocele was not reduced nor
repaired under the mesh. Additional reconstructive and inconti-
nence procedures were completed as indicated. Exclusion criteria
included concomitant hysterectomy or history of anterior wall
graft. Intra- and post-operative data and complications were
evaluated as well as QOL questionarres (PFDI, PFIQ-7, PISQ).
Patients are being followed up through 24 months. Surgical
success was defined as Stage 1 or less anterior wall prolapse.
Results:
111 subjects were implanted , 25 that had previous anterior wall
repair [PAR] with recurrent cystoceles and 86 that had no previous

repair [NPAR]. There were no signifincant difference in demo-
graphics (age, bmi, gravidity, parity. estrogen vaginal maturation
index) but prior hysterectomy was significantly more common in
the PAR (p<0.0001). Two intra-operative complications ocurred
in the NPAR- one hematoma and one bladder perforation. Mean
follow-up was 16.9 +/- 7.5 mos. 12 month visit anterior staging
success rates (</= stage I) were not significantly different
(PAR:95.2%; NPAR 88.7%, p=0.6785). Subjects experiencing
complications did not differ significantly (p>0.05) including intra-
operative or imediate post-operative complications, post-op pain or
dyspareunia. 11 extrusions were seen (9.9%) and were marginally
different between treatment groups however not statistically
different (PAR:16%; NPAR:8.1% p=0.0551). QOL studies im-
proved significantly in both groups including PFDI and PFIQ-7.
Conclusions:
Subjects with recurrent cystocele are generally thought to be at
higher risk of complications and failure. This study involving the
Perigee System demonstrates no increased risks of complications
and similar cure rates at medium-term follow-up in patients with
previous repairs versus primary repair.
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Objective:
To compare fibulin-3 (FIB-3) and fibulin-5 (FIB-5) expressions in
uterosacral ligaments (USL) of women with and without uterine
prolapse.
Background:
Despite the high prevalence of pelvic organ prolapse (POP), the
exact pathophysiology of this condition is not well understood.
The uterosacral ligaments (USL) are key part of the pelvic support
system and help to establish Level I support of the cervix and the
upper vagina. The extracellular matrix of the USL with its
components like collagen and elastin fibers helps to establish
resilience to stretching and expansive forces. Recent experiments
on knout mice demonstrated the importance of elastic fibers for
maintaining structural and functional integrity of the pelvic floor.
Mice with null mutation in fibulin-3 (Fbln5-/-) or fibulin-5
(Fbln5-/-) develop POP and it is remarkably similar to that
primates [1, 2]. Elastic fiber synthesis and assembly is a complex
process and fibulins thought to participate in this process. Fibulin-
3 is an extracellular matrix protein that contains tandem arrays of
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calcium-binding epidermal growth factor domains and a charac-
teristic carboxyl-terminal fibulin domain. Fibulin-5 is a multifunc-
tional extracellular matrix protein that regulates cell growth,
motility, and adhesion; prevents elastinopathy in vivo. Fibulins
are biologically important as demonstrated by the fact that
mutations in their genes have been associated with several human
diseases like cutis laxa, a disease characterized by loose,
redundant skin. Finally, case reports have described POP in a
subpopulation of women with cutis laxa [3]. Our hypothesis was
that USL fibulin expression is decreased in POP. Diminished USL
expression of fibulins may lead to a weakened connective tissue,
providing less support for the pelvic organs.
Methods:
USL were sampled in a standardized fashion from women with
(n=8) or without (n=8) uterine prolapse. All patients underwent an
assessment of POP stages based on the International Pelvic Organ
Prolapse Quantitative system. Complete cross-sections, approximately
10-mm-thick, were obtained intra-operatively from the cervical portion
of the USL. Quantitative Real-Time PCR was performed to measure
mRNA and immunohistochemistry to assess protein expression.
Results:
There were no significant differences in age, parity, menopausal status
or hormone replacement therapy between the two groups. The POP-Q
stage of uterine prolapse was significantly higher in the group of
women with prolapse compared to the group without prolapse
{median, range, P [3 (3–4) vs. 0 (0)], <0.01}. FIB-3 mRNA
expression was similar in the USL of women with and without
uterine prolapse [(FIB-3 mean±SD mRNA expression in relative
units) 0.45±0.41 vs. 0.46±0.82, NS]. The immunostaining for FIB-3
was localized to the extracellular matrix with a fine and even
distribution among the samples. There was no difference in staining
intensity between the USL from women with or without prolapse
[Intensity score, median (range), 1(0–1) vs. 1(0–1), NS]. However,
FIB-5 mRNA expression was significantly decreased in USL from
women with uterine prolapse compared to women without prolapse
[(FIB-5 mean±SD mRNA expression in relative units) 0.07±0.02 vs.
0.26±0.20, P=0.02]. FIB-5 immunostaining was found both extra
and intracellularly. In addition, the staining intensity was significantly
increased in the USL of women with prolapse compared to women
without uterine prolapse [Intensity score, median (range), 0(0–2) vs. 3
(2–3), P=0.002].
Conclusion:
Fibulin-5 expression is decreased in USL of women with uterine
prolapse. Previous animal experiments with Fbln5-/- and Fbln3-/-

mice and our finding seem to support the hypothesis that
decreased USL expression of fibulins may play a role in the
development of pelvic organ prolapse.
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Objective:
To evaluate the postoperative sexual function and patient satisfaction
of women who underwent a vaginal reconstruction procedure.
Background:
Mayer-Rokitansky-Küster-Hauser Syndrome is a rare urogenital
tract malformation with congenital aplasia of the uterus and the
upper part of the vagina occurring in 1:4000 to 1:5000 female
births [1]. The most commonly used nonsurgical procedure is
Franck`s dilator method with increasing vaginal dilators. The inlay
skin grafting technique proposed by McIndoe with dissection of a
space between rectum and bladder and implanting of a skin graft as
well as the Vecchietti operation, creating a neovagina via
dilatation with a traction device attached to the abdomen are the
two most common options to reconstruct a neovagina. Other
options are a neovagina constructed out of the sigma or Davydov's
operation which utilizes peritoneum to line a newly dissected
vesicorectal space.
Methods:
In the years 2000 to 2006 28 patients were treated due to vaginal
agenesia in the gynecological department of the Johannes-
Gutenberg University of Mainz. 20 patients were treated with a
mesh graft neovagina, 6 patients via Vecchietti`s method, two
patients have had a sigma neovagina. Most women were treated
with a McIndoe neovagina because of an abbreviated postopera-
tive period. We performed a retrospective survey among all
patients, 14 agreed to answer the questionnaire according to the
FSFI (female sexual function test) [2], whom 12 women were
treated with the McIndoe, 2 women with the Vecchietti technique.
Value was set on changes in sexual activity, sexual intercourse and
sexual stimulation.
Results:
8 of 14 women felt more feminine, 10 patients started sexual
intercourse 6 weeks after the operation and all responders declared
to have sexual activity 1–3 times a week. 3 of the 14 treated
women reported vaginal bleedings after sexual intercourse. 5
patients complained of frequent dyspareunia. 4 patients had
difficulties to become lubricated. None of our patients suffered
from vaginal narrowness. All of the patients are always or usually
satisfied with their sexual relationship.
Conclusions:
McIndoe and Vecchietti neovagina reconstruction seem to gain
good sexual function and facilitates satisfying sexual relationships.
In sexual point of view, the used methods could be recommended
to women suffering from a Mayer-Rokitansky-Küster-Hauser
Syndrome.
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Objective:
We conducted a dual center retrospective study to assess objective
and subjective outcome of a single incision, minimal invasive
Miniarc-sling in treatment of female stress urinary incontinence
compared with the established transobturator Monarc-sling.
Background:
Stress urinary incontinence is a prevalent problem for which surgical
treatment with a vaginal sling provides an effective solution with low
complication rates. The single incision Miniarc sling is a novel even
less invasive, easier to handle and more swiftly sling procedure.
Methods:
From Januari 2007 to March 2008, 131 consecutive patients with
urodynamically and/or cough stress test-confirmed pure or mixed
stress urinary incontinence were surgically treated at Leuven
University hospital or CHU de Hautepierre in Strassbourg. 75
patients underwent a miniarc-sling procedure, 56 patients under-
went a monarc-sling procedure.
Pre- and postoperative evaluation at 6 weeks and 1 year was performed
by cough stress test(CST), incontinence impact questionnaire short
form (IIQ-7) and number of pads daily used. Statistical analysis was
performed using GraphPad Prism®. The Mann-Whitney test or
Wilcoxon test was used for comparison of means, the chi-square test
or Fisher’s exact test was used as appropriate for categorical data.
Results:
There was no statistically significant difference between the two
patient-groups in baseline demographic characteristics and risk
factors. preoperative IIQ-7 was significantly higher in the miniarc-
treated population (Table 1). IIQ-7 evaluation shows a reduction
from 43 to 11 after Monarc and 53 towards 12 after Miniarc.
Postoperative IIQ-7 was similar in both groups (p=0.82) (Fig. 1).
The percentage of patients with negative CST is significantly
improved postoperatively in both groups (p<0.0001).
6 weeks after surgery, 91% of the patients in both groups had a
negative CST (p=1). After 1 year 89% of the monarc-treated, and

85% of the miniarc-treated group maintained a negative CST (p=
0.60). The mean number of pads daily used at 1 year follow up is
reduced to <1 pad daily in both groups. This reduction is
statistically significant in both groups (p<0.0001) (Fig. 2).
Conclusions:
This retrospective dual center study reporting on the first patients
treated with the surgically easier to handle and more swiftly placed
minimal invasive Miniarc-sling indicates that objective and
subjective results are as favourable as results of the established
Monarc-sling and slings in general reported in literature[1].
Prospective studies with long term follow up are needed to
evaluate whether the Miniarc procedure can maintain satisfying
continence results.
References:
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Table 1. Preoperative risk factors, demographic and clinical
characteristics

Miniarc
N=75

Monarc
N=56

p value

Age (years) 57±14 58±14 0,58

BMI (kg/(h*h)) 25,9±5,6 26,8±4,3 0,19

Menopauzal, n (%) 48 (64) 37 (66) 0,85

number of vaginal deliveries,
median (range)

2 (0–5) 2 (0–6) 0,80

previous hysterectomy, n (%) 21 (28) 17 (30) 0,85

previous incontinence surgery,
n (%)

10 (13) 7 (13) 1

history of incontinence (years) 6±7 6±7 0,86

Pads daily used (n) 3±1,8 3±2,3 0,57

concomitant urge urinary
incontinence, n (%)

17 (23) 15 (27) 0,68

IIQ-7 (0–100) 53,1 ±19,7 43,3±18,7 0,01

Figure 1: IIQ-7 (0-100)
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Figure 2: n Pads daily used
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Objective:
To compare the efficacy,tolerability and complications of two
surgical procedures (ProliftTM Total System vs AvaultaTM ant/post
Support System ) for repair of urogenital prolapse (Stage >2
according to POP-Q Classification)
Methods:
Between September 2006 and November 2008, we selected 120
women with severe urogenital prolapse (Stage III-IV POP), as
demonstrated by a complete urogynecological work-up, e.g.
symptoms score; urine culture; micturition diary; 1 hr pad test
(ICS); prolapse staging according to POP-Q system;Q-Tip test;
stress test at 200/400 ml with everted and reduced prolapse;VAS;
Agachan-Wexner score;UDI-6; IIQ-7;PISQ-12;complete urody-
namic examination and informed consent.The women were
divided into two groups: 65 patients in Group A were treated
with fascial prosthesis (Prolift System) and Gynemesh PS and 55
women in Group B underwent a procedure (Avaulta System) using
a Pelvitex™ mesh .The mean age of the selected patients was
63.3 years,mean BMI was 27.1 and the mean parity was 2.3.
Ninety-four of the 120 patients(78.3%) were menopausal.

Forty-seven patients in Group A and 40 patients in Group B were
in Stage III;18 patients in Group A and 15 patients in Group B
were in Stage IV. VAS score subjective for prolapse was on
average 8.2 (Group A) and 7.8 (Group B); Agachan-Wexner score
<5 was negative for Obstructive Defecation Syndrome(ODS).
Overt Stress Urinary Incontinence was present in 31 of 120
(25.8%), occult SUI in 35 of 120 and potential SUI in 54 of 120
patients.Combined sensitive/irritative disorders occurred in 73.3%
of patients. Pdet Max/Free Qmax evidenced a cervico-urethral
obstruction in 27 of 65 Group A patients and in 23 of 55 Group B
patients. The validated UDI-6 s.f. and IIQ-7 s.f. questionnaire
scores were 8.7 and 7.8,respectively (mean value).Of the 27
sexually active female patients (13 in Group A and 14 in Group
B),eighteen (9 in Group A and 9 in Group B) reported
preoperative dyspareunia with PISQ-12 23.1 (mean value).
Seventy-nine of the120 patients underwent concomitant vaginal
hysterectomy and the remaining 41 patients underwent conserva-
tive treatment.
Results:
All patients received short-term antibiotic prophylaxis with
ceftazidime and metronidazole postoperatively. ninety-five
patients were treated under locoregional anesthesia and twenty-
five under general anesthesia.Patients with overt or occult
SUI (55%) underwent TVT-O treatment for incontinence using
the in-out technique as the last surgical stage.There were no
intra/peri-operative complications.Mean procedural time was
50'±10' only for Prolift Total™ System and Avaulta™ Ant./
Post.System. Stay was 5±2 days(average 3.5 days).At a follow-
up 18.3 (mean value) months, there was evidence of an
effective objective /subjective anatomical and surgical outcome
in both groups: 89.2% (Group A) and 85.5% (Group B)
(Table 1).VAS prolapse-specific questionnaires (0.5), UDI-6 s.f.
(1.6), IIQ-7 s.f. (1.1) and PISQ-12 (16.9), showed a statistically
significant difference in improving the quality of life in the 2
groups of patients (p<0.01).
Conclusions:
Our experience conducted on 120 patients,with severe urogen-
ital prolapse,who underwent surgical procedures with Prolift
System™ and Avaulta System™ showed that the reduced
density of the mesh and, therefore, of the percentage of
polypropylene in the "protected" mesh, does not impair the
anatomical outcome, which showed no statistically significant
difference in terms of results. It was also evidenced that
decreased healing time,and hence less local morbidity,reduced
the possible complications of eversion/erosion. Finally, the
prevalent anatomical site of the erosive complications was
identified in the distal portion of the sagittal incision in the
anterior vaginal wall (Avaulta™),thus showing the protective
effect of posterior dissection of the Prolift™ procedure without
needing to perform a colpotomy. The concomitant vaginal
hysterectomy don’t warrant the protective effect of conservative
therapy on erosions. Obviously, these observations should be
confirmed with a longer follow-up.
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Table 1: Anatomical Outcomes and Complications

No. of Pts=120 Prolift™ Avaulta™

Stage III-IV POP-Q System System

Follow-up 3–6–12–24 months Group A Group B

Objective/subjective anatomical/surgical
outcome

58/65
(89.2%)

47/55
(85.5%)

Asymptomatic grade I-II cystocele 3 4

Symptomatic grade II cystocele 1 1

Symptomatic grade II rectocele 1 1

Symptomatic grade II isterocele 2 2

Erosions 6/65
(9.2%)

4/55
(7.3%)

Partial extrusions 4 1

Resolved eversions (part. rem. in outpatient
setting)

2 1

Post.vaginal hematoma,evacuated without
mesh rem.

0 1/55
(1.9%)

Granuloma without eversion of prosthesis 2 1

Mesh shrinkage 7 6

Asymptomatic synechia in vaginal fundus 3 3

De novo dyspareunia 5 3

Improved dyspareunia 7/9 7/9

De novo urge incontinence 4 3
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Objective:
The aim of this study was to evaluate anatomical outcomes of
recurrent vs. primary prolapse surgery, using anterior colporrha-
phy as a focus.
Background:
Repair for anterior vaginal wall prolapse continues to be one of the
most challenging aspects of pelvic reconstructive surgery. It is not
known whether traditional midline fascial plication is as effica-
cious in primary as in recurrent cases.
Methods:
After Institutional Review Board approval, a retrospective case-
control study was performed comparing patients who underwent
anterior colporrhaphy for recurrent anterior vaginal wall prolapse
(group I) and a matched control group of patients who underwent

primary anterior colporrhaphy (Group II). The control group was
matched based on age, stage of prolapse, parity, body mass index,
previous hysterectomy, smoking history, chronic cough and consti-
pation. Exclusion criteria included patients who had a prior grafted
surgery for prolapse. All patients had more than 6-month follow-up.
Subjects were evaluated at 6 months and annually by history and
physical examination. Anatomical outcomes were evaluated by
POPQ examination. We defined anterior vaginal wall prolapse as
point Ba equal to or greater than -1. Statistical analysis included t
tests, Wilcoxon matched-pairs signed-rank test and McNemar test
as appropriate. Statistical significance was defined as p<0.05.
Results:
A total of 31 patients had undergone anterior colporrhaphy for
recurrent cystocele repair. These patients were included in group I.
Thirty one patients were matched based on the above criteria and
were included in group II. No significant differences were noted
in groups’ demographic characteristics or degree of prolapse
(POPQ).
Concomitant prolapse procedures were similar between the
groups, including rectocele (p=0.640), vaginal vault (p=1.000),
vaginal enterocele (p=0.792) and slings (p=0.349). Overall, at a
mean 79.4 week follow-up (23–234), successful anterior vaginal
support was obtained in 22/31 (71%) patients in group I and 24/31
(77.4%) patients in group II (p=0.773).
POPQ analysis by follow-up time period showed significant
worsening in group I by one year, reaching statistical significance
at 2 year follow-up (Table 1). Mean Ba analysis by follow-up time
period is represented in Figure 1.

Figure 1: Mean Ba by follow-up time period in groups I and I

Int Urogynecol J (2009) 20 (Suppl 3):S241–S491 S255



Table 1: POPQ comparative analysis of groups I and II at 6, 12
and 24 months.

6
months

p-value 12
months

p-value 24
months

p-value

Aa (I) -2.1±1.4 0.89 -2.1±1.1 0.67 -1.0±1.5 0.02*

Aa(II) -2.5±0.7 -2.3±1.0 -2.3±1.1

Ba (I) -2.0±1.6 0.70 -1.7±2.0 0.51 -0.4±2.3 0.02*

Ba (II) -2.5±0.7 -2.3±1.2 -1.9±1.7

Data is presented as mean with standard deviation
* Statistically significant
- Group I: 31 patients at 6 months; 23 patients at 12 months; and
21 patients at 24 months
- Group II: 31 patients at 6 months; 21 patients at 12 months; and
21 patients at 24 months

Conclusions:
Recurrent cystocele repair has a higher anatomic failure rate when
compared to primary cystocele repair in long-term follow-up.
Alternative surgical techniques that provide better long-term durability
may be beneficial in repair of recurrent anterior wall prolapse.
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Objective:
The aim of this study was to estimate the relationship between
history of childhood dysfunctional voiding and urinary inconti-
nence (UI) in adult women with and without clinical UI, and to
estimate its relationship with stress, urge, and mixed UI in the
same group of women.
Background:
The influence of childhood enuresis on adult bladder dysfunction
including overactive bladder and UI has been previously demon-
strated. On the other hand, the effect of dysfunctional voiding on
adult bladder control problems is not well studied. It is not known
if there exists an association in women with clinically relevant UI,
and whether this association is any different between the three
major UI subtypes including stress, urge and mixed UI.
Methods:
Between October 2006 and August 2008, we administered a
validated dysfunctional voiding questionnaire to all cases and
controls (1). Cases were women over 39 years of age referred to
the urogynecology clinic with symptoms of UI. Controls were

women with no UI presenting to the general gynecology clinic for
non-urogynecologic problems. Cases were classified as stress,
urge, or mixed UI based on history, physical exam and
urodynamics. Outcomes of interest and patient characteristics
were compared between the two groups using Student’s t-test,
Chi-square and Fisher’s exact test as appropriate. Logistic
regression was performed to control for confounders. Multinomial
logistic regression was performed to compare dysfunctional
voiding status among the three UI subtypes.
Results:
We recruited 267 cases (120 stress, 37 urge, 98mixed, and 12 other UI)
and 107 controls. Cases and controls differed in mean age (58 vs
52 years), BMI (26 vs 23 kg/m²), parity (94% vs 87% parous), and rate
of previous bladder repair (14% vs 6%). Cases reported significantly
more daytime wet underwear, constipation, postponement of urination,
and urinary urgency than controls (P<0.05). Fifty-six percent of cases
(48% stress, 65% urge, and 62% mixed UI) had a prevalence of
childhood dysfunctional voiding compared to controls (40%) (Fisher’s
P=0.06). After adjusting for confounders, women with adult UI had a
2-fold increased odds (95% CI=1.2–3.4, P=0.006) of childhood
dysfunctional voiding compared with controls. The UI subtype with
the highest prevalence of dysfunctional voiding was urge UI (OR=4.4,
95% CI=1.8–10.7) followed by mixed UI (OR=2.7, 95% CI=1.5–
5.2), and finally stress UI (OR=1.4, 95% CI=0.8–2.5) which was
similar to controls.
Conclusion:
Childhood dysfunctional voiding may predict adult bladder control
problems because of its significant association with UI. This
association is strongest in women with urge UI followed by mixed
UI, but not different between women with stress UI and controls.
References:
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Objective:
To describe the experience of patients undergoing robot-assisted
sacrocolpopexy, including overall satisfaction, use of pain medi-
cations, recovery time, and postoperative bowel function.
Background:
Laparoscopic sacrocolpopexy for symptomatic vaginal vault prolapse
was introduced approximately fourteen years ago, and has proven to be
an effective alternative to laparotomy (Gadonneix). Recent reports
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demonstrate excellent, durable surgical results at five-year follow-up
(Ross). With reduced recovery time, operative blood loss and shorter
hospital stay as compared to open surgery, patient satisfaction rates are
high (Higgs). Five-year outcomes reports have shown objective apical
cure rates of 92–93% (Higgs, Ross), which are comparable to those
reported for open surgery. Initial studies of robot-assisted laparoscopic
sacrocolpopexy with greater than one year follow up demonstrate
decreased hospital stay, low complication rates, durable results, and
high patient satisfaction. Though these reports are promising, little to
no information is available about postoperative recovery parameters
such as pain, activity level, and bowel function. The absence of such
information makes counseling about postoperative expectations vague.
Methods:
Postoperative questionnaires were distributed to patients undergo-
ing DaVinci-assisted sacrocolpopexy. Respondents were queried
about bowel function, activity level, readiness to return to work
and driving, resumption of usual activities, whether surgery went
as expected, and whether they would recommend surgery to a
friend. Use of pain medications and pain scores were recorded
daily for the first week, as well as at 2, 4, and 6 weeks. BMI, total
operative time, surgical procedures, estimated blood loss, peri-
operative complications, and length of hospital stay were extracted
from the medical record.
Results:
21 patients returned completed questionnaires. Mean BMI of
respondents was 27.4+/-4.3. Mean OR time was 269+/-63 minutes,
with average blood loss of 79+/-63 cc. Mean hospital stay was
1.4+/-0.5 days. Procedures included sacrocolpopexy (21), hysterec-
tomy (13), adnexectomy (11), culdoplasty (4) and TVT (3). 20/20
(100% of respondents) would recommend robotic surgery to a
friend. 13/18 (72%) felt their recovery went better than expected,
while none responded it was worse than expected. 9/21 (43%)
reported they did not use narcotic pain medication after the day of
surgery, with 15/21 (71%) no longer taking narcotics by postoper-
ative day 4. Getting out of bed was experienced by most patients
(13) as the activity producing the most pain or discomfort after
surgery. This was followed by having a bowel movement (9),
bending over (9), and standing (5). The majority of respondents had
their first postoperative bowel movement 3, 4 or 5 days after
surgery (7/19 (37%), 5/19 (26%) & 5/19 (26%), respectively).
Despite the use of bowel medications, the majority of respondents
experienced their first postoperative bowel movement as painful
(11/20, 55%). Of those working outside the home, half felt ready to
return to work by 4 weeks. 7/11 (64%) felt ready to resume usual
day-to-day activities such as housework and errands by 2 weeks,
with 91% by 4 weeks. 13/15 (87%) of those who drove a car had
resumed driving by two weeks, with the remainder by 4 weeks.
Conclusions:
Respondents uniformly expressed overall satisfaction with
DaVinci robot-assisted sacrocolpopexy. All patients would rec-
ommend this approach to a friend. Based on this study, the
majority of patients undergoing DaVinci-assisted sacrocolpopexy
will not require narcotic use beyond postoperative day 3. Non-
steroidal agents are the mainstay of pain management for most
patients. The majority experienced their first postoperative bowel
movement as painful. This highlights the importance of improve-
ment in preventing postoperative constipation.
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Objective:
To report on a new ‘minimal mesh’ bilateral anterior sacrospinous
repair technique developed for correction of apical and anterior
defects, including preliminary outcomes for the first 30 consecu-
tive subjects undergoing the procedure for≥stage 2 prolapse with
uterine preservation.
Background:
30 subjects with combined uterine and anterior prolapse self-selected
mesh augmented hysteropexy as a minimally invasive alternative to
hysterectomy, and consented to participate in this prospective
observational study approved by the IRB and ethics committee of
NorthShore University HealthSystem. Objectives in developing this
technique included (1) achieving bilateral suspension of the vaginal
apex and cervix to Level I, (2) augmenting the anterior compartment to
reduce cystocele recurrences, (3) utilizing the minimum quantity of
mesh needed to augment anterior and apical areas most susceptible to
failure, and (4) minimizing the risk of mesh implant complications. We
utilized a commercially available ‘trocar free’ mesh delivery system
(Boston Scientific Corporation, USA) which facilitates passage of
mesh arms, eliminating the need for tying sutures onto the sacrospinous
ligament (SSL). We trimmed this existing product into a teardrop-
shaped anterior-apical mesh, resulting in >75% reduction in mesh
implant surface area relative to the ‘total mesh’ product (70 vs.
322 cm2).
Methods:
Prolapse severity was measured by POP-Q changes from baseline
to post-operative follow-up. Each SSL was approached anteriorly
through a vertical or horizontal anterior vaginal incision, followed
by 2 fingerbreadth wide dissection along the paravaginal-para-
vesical space enabling delivery of the suture-mesh arm assembly
using a push and catch suturing device (CapioTM), eliminating the
need for suture tie-down onto the ligament. Anterior colporrhaphy
was performed using 0-vicryl vertical mattress sutures in the
majority (27 of 30) of cases. The 5 cm x 7.5 cm segment of soft
polypropylene mesh was configured with the goal of providing
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secure fixation of the vaginal apex and cervix, and coverage of the
cystocele. The superior mesh edge was affixed to the paracervical
ring using 2–0 interrupted sutures before final tensioning of the
mesh arms and bilateral elevation of the apex. Fifteen of 30 cases
were performed through a horizontal (“inverted crescent”) vaginal
incision performed just posterior to the suburethral folds, to
eliminate overlap of mesh implant and vaginal suture line.
“Failure” was defined as recurrent apical and/or anterior prolapse
defined as C, Aa or Ap reaching Stage >2. Rectocele repairs and
midurethral slings were performed as per usual clinical criteria.
Results:
These first 30 consecutive subjects were evaluated at a mean interval
of 4.4 (3–10) months. Relevant preoperative mean POPQ values
included: Aa 0, TVL 9.7, C 0.2, Ba 0.5, compared with postoperative
values of Aa -2.9, TVL 9.2, C -7.7, Ba -2.8. When pre and post-
operative exams were compared, significant relevant changes
included: Aa -2.8 (p<0.001), Ap -1.9 (p<0.001), C -5.52 (p<
0.001). TVL was not significantly altered by the surgery (mean
difference -0.02, p=0.967). There were no anterior or apical failures
observed, when failure was defined as Aa, Ap, or C point advancing
to -2 or beyond. In all cases, the procedure was technically feasible,
including fixation of SSL mesh arms by palpation without vaginal
retractors. 27 subjects were discharged from the hospital on POD#1,
and 3 were discharged on the same day of surgery. No patients in this
cohort reported significant postoperative buttock pain. One 5 mm
mesh exposure was observed, located at the deepest extent of a
vertical vaginal incision which had been carried up to the cervix, in a
64 year old subject (case #4); no mesh erosions or exposures have
been observed since converting to the non-overlapping ‘inverted
crescent’ incision which has become our standard approach.
Conclusions:
This repair technique aims to deliver the potential benefits of mesh
augmentation in sites at significant risk for recurrence, while
minimizing foreign body implant and risk of erosion. Early
outcomes in this initial ‘uterine preservation’ cohort suggest
strong support in both anterior and apical compartments, even in
the setting of advanced (stage 3 or 4) prolapse. The technique
involves no trocar passage, and the ‘inverted crescent’ incision
eliminates overlap between mesh and suture line and was
associated with no postoperative mesh exposure. Mesh implant
surface area is reduced by >75% relative to ‘total mesh’ kits,
which may represent a positive trend in light of concerns over
mesh erosion. Finally, when compared to suture based SSL
fixation, the mesh arm fixation system appears to be associated
with a markedly reduced incidence of postoperative gluteal pain,
Updated outcomes, with longer-term (6–12 month) follow up and
an expanded cohort will be presented.
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Objectives:
To determine the rate of obstetric anal sphincter injuries (OASIS)
in a busy UK obstetric unit undertaking approximately 6000
deliveries per year and assess trends in the management of women
undergoing spontaneous and instrumental deliveries over recent
years.
Background:
The overall incidence of OASIS is quoted as 1% of all vaginal
deliveries (1). There does appear to be a rise in the detection of
OASIS and this has been attributed to increased awareness and
training (1). However there may be other risk factors for OASIS
that are also on the increase. Episiotomy on the whole is
associated with a threefold increase in the risk of anal sphincter
injury, however episiotomy in the absence of an instrumental
delivery appears to protect women against sustaining an OASIS
(2). Forceps deliveries are known to increase the risk of OASIS
compared to overall vaginal deliveries (7% vs 1%) (1). When
compared to ventouse, forceps are associated with a significantly
higher occurrence of OASIS: forceps OR:4 ;ventouse OR:2.5 (2)
We aimed to investigate whether other factors such as birthweight,
episiotomy or forceps rates have altered over recent years in our
unit.
Methods:
This has been an ongoing study for the last 12 years however we
concentrate data reported from 2008 versus 4 years earlier after the
new classification of OASIS had been introduced.
Results:
In 2008 2.4% of deliveries resulted in OASIS compared to 1% in
2004. There has been a steady increase in the OASIS rate over the
last 4 years. There was no significant difference in the parity of
women sustaining such injuries with the majority (~70%) being
primiparous in both cohorts. Nor was there any significant
difference in the mean birthweight of their babies or in the degree
of the injury. For the last 4 years 75–80% of OASIS were reported
as either 3a or 3b. In 2008, only 10% of women who achieved a
spontaneous delivery underwent an elective episiotomy compared
to 33% in 2004 (Fig 1). In 2008 30% of the OASIS in the unit
occurred following an instrumental delivery compared to 23% in
2004. 77% of the women delivered instrumentally in 2008
underwent forceps versus only 46% in 2004. In the 5 years
preceding 2004 forceps made up, on average, only 32% of
instrumental deliveries (Fig 2).
Conclusion:
In our unit there has been a steady increase in the rate of OASIS
over the last 4 years. This has coincided with a reduction in the
rate of elective episiotomy for women undergoing normal vaginal
delivery and an increasing trend in preference towards forceps
versus ventouse.
References:
1. RCOG Guidelines. (2006) No 29.
2. Dandolu et al. IUJ. 2005
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Figure 1:

Figure 2:
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RECEIVER OPERATING CHARACTERISTIC (ROC)
ANALYSIS OF POST-OPERATIVE SONOGRAPHIC
FINDINGS IN PATIENTS WITH AND WITHOUT LOWER
URINARY TRACT SYMPTOMS FOLLOWING
TRANSOBTURATOR TAPE (TOT) PROCEDURES
FOR URINARY INCONTINENCE
F. CIATTAGLIA1, R. VINCENZI1, G. GRECHI1, I. LUCIBELLO1,
M. NARDI1, A. L. TRANQUILLI1, V. PILONI2;
1G. Salesi Hosp., Marche Polytechnic Univ., Ancona, Italy,2Villa
Silvia Hosp., Senigallia, Italy.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To determine the role of perineal sonography after surgical repair
of stress urinary incontinence.
Background:
Although sonography proved to be useful in defining tape position
after stress incontinence surgery, few data exist about its clinical
outcome predictive value after TOT procedure.
Methods:
104 consecutive patients who underwent transobturator tape procedure
for overt stress urinary incontinence (n=82; 78.8% ); latent inconti-

nence (n=19; 18,2% ), and mixed type incontinence (n=3; 2,8%) were
examined by introital sonography 3 months and 12 months after
surgery, using a G.E. Voluson 730 model scanner and an end-fire
6.5 MHz endovaginal probe . Associated anatomical defects included
2nd degree or higher cystocele (n=97; 93,2%), hysterocele (n=87,
83.6%), and vaginal vault prolapse (n=5; 4,8%). The following
surgical procedures were associated: anterior colporrhaphy (n=97),
vaginal hysterectomy (n=88), infracoccygeal colposuspension (n=12)
and transobturator cystocele repair (n=6; 5,7%). The sonographic
examination was performed with the patient lying supine, the bladder
half filled by natural urine, the knee flexed and feet flat on the table.
The probe was firstly placed at the introitus on the sagittal axis to
visualize the symphisys pubis, the bladder and urethra, and
subsequently rotated 90° counterclockwise on the coronal plane.
The distance between the posterior edge of the symphysis and the
anterior margin of the visible vaginal tape was measured at rest and
on straining. In addition, the distance between the mesh and the
bladder neck was also measured, as well as the mobility of the
proximal urethra on straining and the bladder wall thickness after
voiding. Mann-Whitney U-test was used to compare differences
between the groups using SPSS for Windows. A value of P<0.05 was
considered statistically significant. The following other sonographic
features were noted: poor anatomical support to the proximal urethra
by the vaginal tape resulting in excessive descent on straining; wrong
position and/or asymmetry, distortion and discontinuity of the tape,
kinking of the middle or distal urethra on straining. A corresponding
1–5 rating scale was developed for the purpose of ROC curve
determination in both patients groups. Intraobserver agreement (K
value) and its statistical significance were calculated by the Z test at a
minimum level of p<0.05.
Results:
While a complete repair of the anatomic defect was obtained in 97
(100%) cases, early post-operative complications included frequency/
urgency symptoms (n=14; 13,4%), thigh pain (n=6; 5,7%), urinary
retention (n=5; 4,8%) and fever (n=1; 0,9%). Of them, the former
symptom progressively decreased to 8 (7,7%) and 4 (3,8%) during the
course of the subsequent follow-up performed at 3 months and
12months respectively. Complete symptom release was obtained in 90
cases with a recurrence rate of 5 cases and 9 ameliorated. At
sonography, the mean pubo-vaginal tape distance at rest was longer
(p<0.05) in patients with recurrent stress urinary incontinence (18.3±
2.4 mm) with respect to asymptomatic subjects (13.1±1.2 mm) and
those with urinary retention (9.4±2.1 mm). While an urethral kinking
on straining was seen in the latter group only, a poor anatomical
sustainment to the proximal urethra by the tape resulting in bladder
neck hypermobility, was noted more frequently in the incontinent
subjects. Overall, the average bladder wall thickness measured after
voiding at a minimum residue of 20 mL exceeded 5 mm in 7 cases
(5,6%) with urgency/frequency symptoms, suggesting a detrusor
hyperactivity mechanism in the origin of the dysfunction. Distortion
of the geometrical configuration of the vaginal tape was more
frequently associated with surgical sequelae such as pelvic pain,
infection and occasional incontinence episodes. At ROC analysis, the
sensitivity, specificity and accuracy values obtained with the 2nd

threshold of the rating scale were 0.73, 0.93, and 0.83, respectively.
Intraobserver agreement indicated a K value as high as 0.82 with a
SE (K) of 0.04 and a Z index=21.58, p<0.001. Two main
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sonographic patterns could be recognized in the symptomatic subjects
as follows: 1) recurrent stress urinary incontinence was more
frequently associated with poor urethral sustainment by the tape and
increased pubo-vaginal tape distance; 2) frequency/urgency syndrome
and urinary retention were most common in subjects with urethral
kinking on straining, vaginal tape distortion and or malposition,
bladder wall thickness>5 mm. Approximately 8 % of symptomatic
subjects did not fit any of the two categories described above and the
cause remained unidentified, based on simple sonographic findings.
Conclusions:
Introital sonography following surgical repair of urinary inconti-
nence helps the clinician for therapeutic decision-making in
subjects with early complications and late symptoms recurrence.
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TREATMENT OUTCOMES OF THE GYNECARE
PROLIFT® PELVIC FLOOR REPAIR SYSTEM:
A SYSTEMATIC LITERATURE REVIEW
V. SIKIRICA, P. HINOUL, A. KIRKEMO, J. GAULD,
D. SUBRAMANIAN, D. ROBINSON;
Ethicon, Inc, Somerville, NJ.

Consent obtained from patients: Not Applicable
Level of support: Industry-initiated, full sponsorship
Work supported by industry: Yes

Objective:
To summarize the efficacy/effectiveness, safety, intra and post-
operative complications and Patient Reported Outcomes associat-
ed with the polypropylene mesh kit GYNECARE Prolift® Pelvic
Floor Repair System
Background:
Polypropylene mesh kits are being used to surgically treat pelvic organ
prolapse. The GYNECARE Prolift® Pelvic Floor Repair System has
been available for commercial use since January 2005. A number of
studies have been done using the system, but current evidence
regarding their safety and efficacy is limited and dispersed.
Methods:
A systematic literature review was conducted using MEDLINE,
PUBMED and gynecologic conference abstracts from AUGS,
IUGA and SGS for primary research focusing on the use of
GYNECARE Prolift® from 2005–2008 (inclusive). Included
studies needed to report on outcomes after any GYNECARE
Prolift® regarding efficacy/effectiveness, safety or patient reported
outcomes of Anterior, Posterior or Total prolapse repair. Single
case studies, review articles, meta-analyses, non-English language
studies and small case series (n<10) were excluded. Kin study
results were included only from the primary article. Weighted
averages and 95% confidence intervals were calculated for all
metrics.
Results:
A total of 33 independent studies met inclusion criteria and the
vast majority of studies were retrospective in nature (19
retrospective cohort, 2 case-control, and 12 prospective cohort).
Among the 24 studies that reported mean follow-up the weighted
mean (SD) follow-up time was 7.2 (4.6) months (95% CI: 7.0–
7.4). The remaining 9 studies reported median follow-up time.

Medians ranged from 7–19 months (data range around those
medians: 2–30 months).
Objective anatomic success rates were measured by the POP-Q for 30
studies and via Baden-Walker Scale in 3 studies. Success as measured
on those scales was 89.5% (95% CI: 88.2–90.6; n=2,614) for all
GYNECARE Prolift®, 89.5% (86.5–92.0; n=532) for anterior, 92.0%
(88.8–94.5; n=386) for posterior and 91.3% (87.6–94.2; n=311) for
total repairs, respectively (Figure 1). Peri-operative complication rates
were: transfusion: 2.3% (1.5–3.3; n=1,108), overall rate of infection
(Systemic or Local): 3.8% (2.7–5.2; n=1,018), overall rate of any
pain (Buttock, Groin or Bladder): 2.8% (2.2–3.7; n=1,971), and
overall rate of any injury (Bladder, Bowel, Vaginal or Urethral): 1.7%
(1.4–2.2; n=4,750). Bladder injury/perforation was highest relative to
other rates: 2.3% (1.8–3.0; n=2,486).
Postoperative complications rates were: overall recurrence rate
(any compartment) was 9.3% (8.2–10.6; n=2,217), and re-
operation rate for failure was 2.7% (1.8–4.0; n=955). Exposure
rates were 6.9% (6.0–7.8; n=2,985) and mesh excision/ resection
was 6.4% (5.1–8.1; n=1,087). The reported dyspareunia rate after
Gynecare Prolift® was 6.7% (5.3–8.3; n=1,092) and de novo or
previously existent was not always delineated.
Patient reported satisfaction with the procedure was 82.3% (77.0–
86.9; n=244) and 87.5% reported they would “recommend to a
friend” (81.0–92.4; n=144).
Conclusions:
The evidence for GYNECARE Prolift® mesh-based pelvic floor
repair is growing. While prospective, randomized, and appropri-
ately powered trials are needed to understand longer-term out-
comes, current peer-reviewed data shows that the GYNECARE
Prolift® kit is an effective pelvic floor repair device with limited
complications and high patient satisfaction.

226
EFFICACY AND SAFETY OF ANTERIOR PROLAPSE
REPAIR USING AVAGINAL TRANSOBTURATOR
COLLAGEN COATED MESH: 6 AND 12 MONTHS
FOLLOW UP RESULTS OF A PROSPECTIVE
MULTICENTER STUDY
A. VOLLEBREGT1, D. GIETELINK2, H. VAN DER VAART3;
1Spaarne Hosp., Hoofddorp, Netherlands,2Amphia Hosp., Breda,
Netherlands,3Univ. Med. Ctr., Utrecht, Netherlands.
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Work supported by industry: Yes
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Objective:
The aim of this study was to evaluate the efficacy and safety of
anterior prolapse repair with a transobturator collagen coated
polypropylene vaginal mesh after 6 and 12 months follow up.
Background:
In genital prolapse surgery the use of synthetic mesh is rapidly
becoming popular. The existing evidence is still limited to guide
decisions regarding whether to use graft material in tranvaginal
prolapse repair [1].
Methods:
From December 2005 onward a prospective multicenter study of
women operated with a transvaginal collagen coated mesh
(Avaulta®) because of a symptomatic vaginal prolapse in 4 centers
is started. Before surgery all patients underwent a POP-Q
assessment and filled in a disease specific Qol questionnaire pre-
and 6 and 12 months postoperatively.
Results:
184 patients received an anterior mesh, 132 (73%) respectively
101 (55%) were available for 6 and 12 months follow up. Mean
age was 62 years (range 29–85), BMI 25.6 (range 19–44),
operating time 41 minutes (range 15–110) and bloodloss 49 ml
(range 15–600). Fifty-six (30.4%) patients had a prior cystocele
repair. Additional repairs included sacrospinous hysteropexie
(17.9%), TVT (6.5%) and posterior colporraphia (3.8%). In 6
(3.3%) patients a per-operative bladder lesion occurred. In 2 (1%)
patients a postoperative vaginal haematoma was observed. The
objective success rate is 94.1% after 12 months as shown in
Table 1. Only two (1.1%) recurrent cystoceles were symptomatic
and re-operated. Eight (4.4%) reoperations were performed
because of de novo rectocele. A mesh erosion occurred in 5
patients, 3 needed surgery to remove the erosion. Two meshes
were removed operatively because of persistent pain. Highly
significant improvement was seen on all domains of the Urinary
Distress Inventory (UDI) and Incontinence Impact Questionaire
(IIQ) as shown in Table 2 and 3. In 12 % de novo dyspareunia
occurred.
Conclusions:
Repair with a collagen coated transobturator vaginal mesh
(Avaulta®) of a cystocele shows both anatomical and functional
efficacy after 6 and 12 months follow up. The complication rate
appears to be low.
References:
1. Sung VW.Graft use in transvaginal pelvic organ prolapse repair:
a systematic review. Obstet Gynec 2008 Nov;112(5):1131–42

Table 1

Stage Baseline 6 months 12 months

N=178 N=133 N=101

Cystocele ≥ 2 132(100%) 7 (5.3%) 6 (5.9%)

≤ 1 0( 0%) 95 (94.7%) 95 (94.1%)

Middle compartment ≥ 2 78(43.8%) 3 (2.3%) 6 (5.9%)95

≤ 1 100 (56.2%) 130 (97.7%) (94.1%)

Rectocele ≥ 2 14 (7.9%) 19 (14.3%) 15 (14.9%)

≤ 1 164 (92.1%) 114 (85.7%) 86 (85.1%)

Table 2

UDI Baseline 6
months

p-value* Baseline 12
months

p-value*

N=120 N=120 N=100 N=100

Overactive
bladder

39 (28) 15 (20) 0.000 37 (27) 17 (22) 0.000

Obstructive
micturation

37 (30) 14 (20) 0.000 35 (30) 14 (19) 0.000

Pain 32 (29) 18 (19) 0.000 32 (29) 17 (21) 0.000

Urinary
incontinence

22 (23) 16 (19) 0.007 23 (24) 16 (17) 0.002

Prolapse 60 (29) 6 (15) 0.000 57 (32) 5 (15) 0.000

Values are means (SD)
*PairedT-test

Tables 3

IIQ Baseline 6
months

p-value* Baseline 12
months

p-value*

N=120 N=120 N=100 N=100

Physical
functioning

30 (30) 21 (27) 0.003 28 (28) 15 (22) 0.000

Mobility 32 (25) 20 (25) 0.000 31 (25) 20 (23) 0.000

Social
functioning

17 (21) 12 (19) 0.006 14 (18) 10 (16) 0.043

Embarassment 18 (22) 9 (20) 0.002 16 (20) 10 (19) 0.007

Emotional
health

27 (26) 19 (25) 0.002 25 (25) 16 (22) 0.000

Values are means (SD)
*Paired T-test
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MID-URETHRAL SLINGS WITH CONCOMITANT
TRANSOBTURATOR CYSTOCELE REPAIR: DO THEY
WORK?
N. L. GUERETTE1, H. S.HARVIE2, E. SAKS2, M. D. SAMMELS2;
1Drexel Univ. Coll. of Med., Philadelphia, PA,2Univ. of Pennsyl-
vania Sch. of Med., Philadelphia, PA.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objectives:
Evaluate the results of retropubic (RPS) and transobturator (TOS)
mid-urethral slings performed with concomitant grafted trans-
obturator cystocele repair (TCR)
Background:
While gathering data suggests that grafted transobturator anterior
vaginal repairs improve anatomic success rates1 concern has been
expressed over increased rates of persistent or denovo stress
urinary incontinence post-operatively2.
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Methods:
This is a retrospective series of patients who concomitantly
underwent correction of stress urinary incontinence with a mid-
urethral sling and cystocele repair using a transobturator grafted
technique (PerigeeTM, American Medical Systems, MN, USA)
from 12/05–12/07. Pre-operative evaluation included a standard
assessment of symptoms, POP-Q exam, multi-channel urodynam-
ics (UDS), and cystoscopy. Pre-op stress incontinence (SUI) was
defined as positive leakage with valsalva or cough during
urodynamics (UDS). Pre-op urge incontinence (UI) was defined
as observed incontinence with involuntary bladder contraction
during UDS and/or subjective report of incontinence associated
with urgency. Outcome comparison of RPS and TOS function was
performed at 6 months post-operative. A POP-Q exam and cough
test were performed on all post-op patients and a subjective report
of SUI, UI, urgency, frequency, and nocturia was recorded.
Statistical analysis including Chi-square and multivariable logistic
regression was performed.
Results:
194 women were treated, 156 (80%) with a minimum of
6 months follow-up were included in the analysis:72 (46%) had
RPS and 84 (54%) had TOS. There were no differences in the
rate or length of follow-up between groups. There were no
differences in age (57±11 yrs), parity (2.7±1.4), BMI (28±5),
post-menopausal status (71%), prior sling (6%), or POP-Q
stage. Incontinence diagnosis included in the study was SUI
(38%) and mixed incontinence (MI) (62%) with no difference
between sling groups (p=0.12, Table-1). Concomitant proce-
dures, blood loss, and hospital stay were similar. On univariate
analysis no significant risk factors for sling failure were
identified including age, post-menopausal status, prior sling,
prior reconstructive procedure, sling type and incontinence type.
The overall resolution of SUI was 89%. Resolution of SUI by
sling type was comparable: RPS 86% and TOS 92% (p=0.27)
as was resolution by incontinence type: SUI 95% and MI 85%
(p=0.06). The overall resolution rates of other urinary symp-
toms were urge incontinence 85%, urgency 90%, frequency
79% and nocturia 69%. Post-op urinary symptoms were similar
between groups (Table 1). This study has 90% power to detect
a 10% decrease in sling success with concomitant TCR from a
minimum estimated 85% success rate of an isolated sling
procedure.
Conclusion:
Previous data has suggested that mid-urethral sling procedures are
less effective when performed concomitantly with TCR2. Our
short-term results suggest that RPS and TOS procedures can be
performed effectively in conjunction with grafted transobturator
cystocele repairs.
References:
1. Nguyen JN, Burchette RJ (2008) Outcome after anterior vaginal
prolapse repair. Obstet Gynecol 111:891–898
2. Steinberg AC, Delisa BM, Schimpf MO, LaSala CA (2007—
abstract) The Effect of Anterior Compartment Mesh-Augmenta-
tion on Urinary Continence. J Pelvic Med Surg 13:2(55)

Table 1: Urinary symptoms

RPS TOS OR
(95% CI)*

Symptom MI
(n=49)

SUI
(n=23)

MI
(n=47)

SUI
(n=37)

Stress incontinence:
Resolved

82% 96% 89% 95% 1.33 (0.45,
3.95)

Urgency:
Pre-operative

92% 52% 94% 49% 0.99 (0.42,
2.33)

Resolved 80% 100% 95% 95% 3.47 (0.88,
13.69)

Denovo 0 0 0 0 -

Frequency (>6/day):
Pre-operative

69% 43% 54% 38% 0.63 (0.32,
1.21)

Resolved 73% 90% 76% 93% 1.22 (0.40,
3.69)

Denovo 7% 0 0 4% 0.63 (0.04,
10.49)

Nocturia (>2/night):
Pre-operative

58% 35% 48% 35% 0.77 (0.40,
1.47)

Resolved 61% 75% 64% 92% 1.42 (0.49,
4.05)

Denovo 20% 7% 0 4% 0.13 (0.15,
1.18)

Urge incontinence:
Pre-operative

100% 0 100% 0 -

Resolved 84% - 87% - 1.33 (0.42,
4.18)

Denovo - 0 - 3% -

*OR for main effect of sling type adjusted for incontinence diagnosis
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POPSITREG: FIRST RESULTS AFTER 1100 CASES
OF TREATMENT FOR PROLAPSE/INCONTINENCE
USING AN INTERNATIONAL ONLINE DATA BASE
B. J. ABENDSTEIN;
BKH-Hall in Tirol, Hall i.T., Austria.

Consent obtained from patients: No
Level of support: Not Applicable
Work supported by industry: Yes

Objective:
The purpose of this presentation is the demonstration of an
international online data base of the Pelvic Organ Prolapse Stress
Incontinence Treatment Research and Education Group (POPSI-
TREG). This is an international association of pelvic floor experts.
The online data base is the first project of POPSITREG and offers
insight in 1100 prolapse or incontinence cases.
Methods:
Starting in 2001 a continuous ongoing data base has been used to
enter online all relevant data of patients requiring treatment for
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prolapse and / or incontinence. These data include standardised
patient related preoperative, surgical, postoperative and follow-up
information. Preoperative: surgical and medical history, symp-
toms, clinical findings, urodynamic parameters and QoL evalua-
tion. Surgical: type of anaesthesia, type of procedure, material
used, procedure duration, perioperative complications. Postoper-
ative: complications, re intervention, pain and functional assess-
ment. Follow-up: complications, re intervention, pain assessment,
clinical findings, symptoms, urodynamic parameters and QoL
evaluation. Follow-up data are collected after standardized
intervals. Care was taken to keep the data base completely
anonymous. All members are enabled to have online access to
their data and institutionalized data are related to data of the whole
group.
Results:
All participants can see their specific data and relate these data to
overall data of the group. This allows a quick overview about the
quality of treatment of the own institution in terms of external
quality control. Moreover it is possible to study each procedure
and the relevant influences on success or failure. Detailed answers
can be given to questions about specific complications, recurrence
rates, symptom changes, functional aspects or QoL aspects. This
allows to draw direct clinical consequences from specific results,
either related to the procedure or to the material or to patient
characteristics. This will be demonstrated by specific examples.
Conclusions:
This POPSITREG online data base could prove its feasibility and
practical applicability. Moreover it could already demonstrate its
clinical value. It can be a valuable tool for quality control in pelvic
floor surgery. Above all, it has the potential for a very quick
evaluation of new methods, since the online data management
allows easy data collection and statistical evaluation. The limiting
factor is completeness of data input which totally depends on the
discipline of all participating centers.
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SACROSPINOUS VAGINAL VAULT SUSPENSION:
ASSESSMENT OF ANTERIOR APPROACH
AND ANATOMIC POSITION OF ANCHORING SUTURE
IN A HUMAN CADAVER STUDY
S. O. ASCHKENAZI1, T. GAMBLE2, A. NGUYEN2,
S. BOTROS2, P. SAND2, R. GOLDBERG2;
1ProHlth.Care Women's Ctr., Oconomowoc, WI,2Evanston North-
western Univ. Feinberg Sch. of Med., Evanston, IL.

Consent obtained from patients: Not Applicable
Level of support: Not Applicable
Work supported by industry: No

Objective:
To assess the safety of an anterior vaginal approach to the
sacrospinous ligament and to identify the anatomical relationship
between the sacrospinous anchoring sutures placed using a

minimally invasive technique with a push-and-catch suturing
device, and the pudendal neurovascular bundle.
Background:
Sacrospinous vaginal vault suspension (SSVVS) is an accepted
procedure for vaginal vault suspension for apical prolapse.
However, common concerns are the proximity of the fixation
sutures to the pudendal vessels and nerves, and possible vascular/
neurological injury.
Methods:
Six fresh frozen cadavers were utilized for the study. Three
operators performed vaginal dissections, suture placement and
assessment of suture location via laparotomy. Each sacrospinous
ligament was reached from an anterior approach and identified by
palpation with minimal dissection through a vertical anterior
vaginal incision and dissection of a paravaginal and paravesical
space. Using the ischial spine as an anatomical landmark suture
placement was consistently targeted one centimeter medial to the
palpated ischial spine, using a push-and-catch suturing device and
placement into the caudad surface of the sacrospinous/coccygeus
complex, avoiding the posterior portion of the ligament. The
sacrospinous ligament and surrounding vessels were then abdom-
inally dissected. Measurements recorded included the distance
between the ischial spine and the anchoring suture, the distance
between the suture and the pudendal nerve-vessels bundle, and the
depth of penetration into the sacrospinous ligament for each
suture.
Results:
A total of 6 anchoring sutures, one per sacrospinous ligament
(SSL), were placed using the push-and-catch device, and were
available for analysis. No injury to the bladder or rectum was
observed in all cases. All sutures were placed into the SSL as
intended, reaching from the superficial to the deeper part of the
SSL but not going through the full thickness of the ligament and
beyond it. The sutures were delivered using the push-and-catch
device and their depth ranged from 0.3 to 0.4 cm into the
sacrospinous ligament.
In all 6 cadavers the suture was placed 0.9–1.1 cm medial to the
ischial spine into the sacrospinous ligament (in two cadavers on
the right and the 4 remaining on the left). The distances between
the anchoring suture in the ligament to the pudendal nerve and
vessels were 1.5, 1.8, 2.0, 2.0, 2.2 and 2.5 cm, with a mean
distance of 1.67 cm.
Conclusions:
This study indicates that sacrospinous ligament anchoring
sutures placed by palpation using a minimally invasive suturing
device were at least 1.5 cm away from the Pudendal nerve and
vessels, providing a reproducible and reliable window of
anatomic safety. The sacrospinous ligament is a prominent,
easily palpated and vaginally accessible pelvic landmark, which
allows for consistent, reproducible and precise placement of
anchoring sutures for apical vaginal vault suspension. The
anterior approach allows for a reliable safe access to the SLL
with minimal dissection.
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THE RELATIONSHIP BETWEEN MEAN BLADDER
WALL THICKNESS AND PATIENT SYMPTOMS
AND URODYNAMIC DIAGNOSIS
D. C. PANAYI, P. TEKKIS, C. HENDRICKEN, A. DIGESU,
R. FERNANDO, V. KHULLAR;
Imperial Coll. Hlth.care NHS Trust, London, United Kingdom.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objectives:
To assess the relationship between ultrasound bladder wall
thickness, symptoms and urodynamic diagnosis.
Background:
The overactive bladder (OAB) syndrome is defined as urgency usually
associated with frequency and nocturia and is associated with detrusor
overactivity (DO). Urodynamic studies are widely used in patients with
symptoms of the OAB syndrome as only 55% of women that present
with these symptoms are diagnosed with DO on urodynamics.
Ultrasound BWT is believed to be associated with overactivity of the
detrusor muscle of the bladder based on the hypothesis that repetitive
involuntary contractions of the muscle against a closed sphincter will
result in hypertrophy of that muscle. A mean BWT of greater than
5 mm has been reported to be associated with detrusor overactivity.
Methods:
Women who attended urodynamics clinic were included in the study.
The women’s symptoms were categorised into overactive bladder,
stress urinary incontinence (SUI), and mixed urinary continence
(MUI) according to ICS definitions. Women underwent a transvaginal
ultrasound scan and three measurements of BWT were obtained and
these were used to obtain the mean BWT. Women underwent
urodynamics studies and diagnosis was categorised as DO, urody-
namic stress incontinence (USI) and normal urodynamic studies
according to ICS definitions. If patients were found to have both
urodynamic stress urinary incontinence and detrusor overactivity, we
termed this as urodynamic mixed urinary incontinence (UMI).
Comparison was made between the mean BWT and symptoms, and
mean BWT with urodynamic findings.
Women with mean BW of greater than 5 mm were also analysed
according to their symptoms and urodynamic diagnosis.
Results:
Of the 182 women recruited, 85/182 (47%), reported OAB 50/182
(27%) reported SUI, and 47/182 (26%) had MUI.
On urodynamics, 72/182 (40%) had DO, 42/182 (23%) had USI, 55/
182 (30%) had UMI, 13/182 (7%) had normal urodynamic studies.

Table 1 shows mean BWT according to patient symptoms and
urodynamics diagnosis

Mean BWT
(95% CI)

Mean BWT
(95% CI)

OAB (n=85) 5.5 (5.4–5.7) DO (n=72) 5.5 (5.4–5.7)

USI (n=50) 4.2 (4.1–4.4) USI (n=42) 4.1 (4.0–4.3)

MUI (n=47) 4.6 (4.4–4.7) UMI (n=55) 4.7 (4.5–4.9)

NUDS (n=13) 5.2 (4.9–5.5)

(p<0.001) Kruskal Wallis

Table 2 Shows distribution of urodynamic diagnosis in women
with a BWT of greater than 5 mm

% patients with BWT > 5 mm

DO 62

USI 5

UMI 22

NUDS 11

84% of women with a mean BWT of more than 5 mm had a
urodynamics diagnosis of detrusor overactivity in isolation or in
conjunction with urodynamic stress urinary incontinence.
Conclusion:
Mean BWT is strongly associated with both symptoms and
urodynamic diagnosis and a threshold of 5 mm is highly
predictive of urodynamic diagnosis of detrusor overactivity.
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THE ORIGIN OF INFORMATION: ARE IUGA SPECIFIC
PATIENTS’ INFORMATION LEAFLETS THE ANSWER?
A. HAWARY, A. SINCLAIR, I. PEARCE;
Manchester Royal Infirmary, Manchester, United Kingdom.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
Our objective was to explore how well our patients understood
their conditions and whether they attempt to enhance their
knowledge from any other external sources.
Back ground:
Patient information leaflets, (PIL), play an integral role in
improving patients understanding of their urogynaecological
condition in addition to explaining investigations and surgical
procedures. This has been highlighted in the UK General medical
council’s (GMC) guidelines of good medical practice (1)which
stated that clinicians should “Give patients the information they
want or need in a way they can understand”. In the UK and
elsewhere, several professional bodies have produced standardised
patient information leaflets explaining different conditions and
procedures to be used in all hospital departments all over a
particular country or region (2). However many specialities
including urogynaecology still provide individual departmental
information leaflets to their patients which can vary from one
hospital to the other leading to the dissemination of inconsistent
information. An interesting study evaluated information leaflets
given to patients undergoing flexible cystoscopy in 13 different
hospitals came out with the worrying conclusion that most leaflets
fell well below adequate standards (3).
Methods:
Over a period of 6 weeks 458 patients attending outpatient
urology clinics were asked to complete a simple standardised
questionnaire regarding their knowledge of their condition and
whether they had attempted to enhance their knowledge of their
condition and if so, via which sources.
Results:
458 completed questionnaires were returned, 139 were new
patients and 319 patients were coming for a follow up visit. The
extent of patients’ knowledge of their condition was assessed
using a visual analogue scale of 1–10. The mean and median score
given was 5 with a mode of 0 (range 0–10), highlighting an
alarming paucity of awareness. 204 patients (44.5%) sought
further information regarding their condition from their primary
care physician whilst 105(23%) searched the internet. 32 patients
(7%) sought information from their friends and an additional. 29
patients (6%) referred to medical books, hospital leaflets and news
paper articles. Only 88 of our patients (19.5%) were satisfied that
they had the sufficient information they needed and didn’t try to
find out any more about their condition.
Conclusion:
This study clearly illustrates that our patients’ knowledge of their
conditions varies hugely and that there are a large number of
informative sources available for them, often resulting in the relay

of inconsistent information. We recommend the development of
IUGA approved standardised patient information leaflets for
common urogynaecological conditions that would provide up to
date and clear information to our patients.
Such internationally approved IUGA patient information leaflets
could be used in addition to localised information regarding
outcome measures and would enhance the uniformity and quality
of the information that our patients receive.
References:
1. Good Medical Practice. General Medical Council 2006.
2. Patient information leaflet, the Royal College of radiologists
2008.
3. J. Shah, S. Sill Year: Clinical Governance: An International
Journal, Volume 12, Number 1, 2007 , pp. 38–41
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THE IMPACT OF MENOPAUSE ON PELVIC FLOOR
DISORDERS, STRESS, AND DEPRESSION
A. NGUYEN, S. O. ASCKENAZI, T. L. GAMBLE, H. DU,
R. KUO, A. SECCO, S. M. BOTROS, P. K. SAND,
R. P. GOLDBERG;
Evanston Continence Ctr., Northwestern Univ., Feinberg Sch. of
Med., Chicago, IL.
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Work supported by industry: No

Objective:
To assess the relationship between menopause and pelvic floor
function using self-report validated questionnaires. Secondarily, to
examine the association between menopause and entities related to
pelvic floor disorders (PFD), namely, perceived stress and
depression.
Background:
Peri-and postmenopausal women may be affected by increased
prevalence of disorders that have an adverse effect on quality of
life. Pelvic floor disorders, depression, and global stress may be
increased during this period however, little is known about the
impact of menopause on these entities.
Methods:
A cross-sectional survey was administered to a community sample
of 304 twin sister pairs. Participants completed demographics and
self-report, validated questionnaires: the Utian Quality of Life
(UQOL)- a menopause quality of life questionnaire, the Pelvic
Floor Distress Inventory-20 (PFDI-20), the Beck Depression
Inventory-II (BDI-II), short form of the Pelvic Organ Prolapse/
Urinary Incontinence Sexual Questionnaire (PISQ-12), Modified
Dysfunctional Voiding Scoring System (DVSS) for assessment of
childhood voiding dysfunction, Global Assessment of Recent
Stress (GARS) Scale (assessment of stress levels) and the Pain and
Urgency/Frequency symptom scale (PUF). The UQOL scale is a
validated instrument to quantify quality of life in peri- and
postmenopausal women age 45–65. It includes 23 items that
reflects 4 domains: occupational, health, emotional and sexual
QOL. Items are answered using a Likert-scale, higher scores
denoting better quality of life. Non-parametric Spearman correla-
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tion coefficients were calculated. UQOL total scores, along with
subscale scores were correlated to scores from PFDI-20, PISQ-12,
DVSS, BDI-II (scores>13 indicative mild-to-severe depression),
GARS and PUF questionnaires in women over 45. A z test was

used to determine if the correlation coefficient was significantly
different than zero at two-sided 0.05 level for n >30, otherwise the
Spearman test statistics was used. A correlation of 0.1, 0.3 and 0.5
is considered small, moderate and large respectively.1

Correlation Coefficient is presented on first row with corresponding p value presented beneath. Significant correlations are presented in
bold.
* adjusted for age, race, hysterectomy and BMI among age >45
† adjusted for age, race, hysterectomy, BMI and depression among age >45

Results:
Of 304 twin sister pairs, 31.6% (N=96) of women were over the age
of 45 and comprised the study population of peri- and postmeno-
pausal women. Mean age was 58.5±8.5, 87.5% white, 57.4% BMI
>25, and 82% menopausal. There was no difference in demograph-
ics between the study group and women under the age of 45 with the
exception of, age, BMI and employment. After adjustment for
covariates, UQOL scores (higher quality of life scores) were found to
be inversely associated with GARS scores (stress perception) in the
health and emotional domains of the UQOL (Table 1). Depression
was significantly associated with UQOL in all domains. Specifically,
women with mild to severe depression (BDI-II >13) had a strongly
significant inverse association with quality of life scores r=-0.98, p<
0.019. Furthermore, women with none to minimal depression (BDI-
II scores of<13) also had significant inverse correlations with UQOL
in nearly all domains. In women with urgency, frequency and
bladder control symptoms (subscales of the UPS), an inverse
association was found with the sexual domain of the UQOL as well
as the total UQOL. Other entities related to pelvic floor dysfunction
such as pelvic pain and sexual function were not found to be
significantly associated with UQOL in the peri- and menopausal
women, after adjustment for covariates.
Conclusions:
Reduced quality of life scores in peri-and postmenopausal women
are significantly associated with bothersome urinary urgency
symptoms, depression and increased levels of perceived stress.
The UQOL is a useful validated tool to identify peri- and
menopausal women with reduced QOL, which will facilitate
treatment and ultimately lead to improved functionality.

References:
1. Cohen, J. Statistical Power Analysis for the Behavioral
Sciences. 2nd edition. 1988. Lawrence Erlbaum Associates, Inc.,
Publishers. Hillsdale, New Jersey.
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PREDICTORS OF CONTINUED URINARY CONTINENCE
SEVEN YEARS AFTER COMPLETION OF AN INTENSIVE
SUPERVISED PHYSIOTHERAPYPROGRAMFORWOMEN
WITH PERSISTENT POSTPARTUM STRESS URINARY
INCONTINENCE
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Objectives:
The objective of this study was to identify predictors of continued
urinary continence seven years after the completion of a
physiotherapy program given to women with persistent postpar-
tum stress urinary incontinence.
Background:
This report is a secondary analysis of data from a seven-year
follow-up randomized control trial that compared two physiother-

Table 1: Adjusted Spearman correlation between Global Stress, Depression & Pelvic Floor Entities

Self-Report Questionnaires Spearman Correlation Coefficient

UQOL total score UQOL occupational UQOL health UQOL emotional UQOL sexual

BDI-II Total (N=85) * -0.539<.0001 -0.410 0.0001 -0.464<.0001 -0.393<.0001 -0.216 .0625

BDI-II Total (>13) (N=79) * -0.981 0.019 -0.971 0.029 -0.964 0.036 -0.849 0.151 -0.286 0.713

BDI-II Total (<=13) (N=6) * -0.512<.0001 -0.402 0.0004 -0.464<.0001 -0.393 0.0005 -0.216 0.063

GARS: Total score (N=85) † -0.218 0.052 0.0050 0.966 -0.259 0.020 -0.338 0.002 -0.215 0.056

UPS: how often do you get a
sudden urge (N=66) †

-0.237 0.037 -0.068 0.553 -0.165 0.149 -0.103 0.371 -0.383 0.001

UPS: how often do you get to
the bathroom in time (N=66) †

-0.293 0.010 -0.154 0.180 -0.268 0.018 -0.060 0.606 -0.315 0.005

UPS: how good is your bladder
control (0–10) (N=66) †

-0.265 0.019 -0.108 0.346 -0.290 0.010 -0.484 0.674 -0.233 0.040
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apy interventions programs for post-partum women with persistent
stress urinary incontinence.
Methods:
Initially, 57 women, ages 23 to 39, were randomized to one of two
eight-week pelvic-floor muscle training programs, one with and one
without abdominal muscle training. Participants in each of the
groups followed the same prescribed exercise program five days a
week at home. Additionally, each week participants attended
individual physiotherapy sessions. Seven years after completing
the treatment, participants were contacted and invited to participate
in a follow-up study. They were asked to undergo a 20-minute pad
test with a standardized bladder volume and to complete three
incontinence questionnaires: the Urogenital Distress Inventory
questionnaire, the Incontinence Impact Questionnaire and the
Visual Analog Scale with a blinded outcome assessor. The results
of this study have been previously reported. The association
between potential predictive variables (body mass index, constipa-
tion episodes, number of new delivery, frequency of pelvic floor
exercise at home) and continued urinary continence, according to
the pad test and questionnaires results was studied using regression
analyses.
Results:
Twenty-six (45.6%) of the initial 57 subjects underwent the 20-minute
pad test and 35 (61.4%) completed the questionnaires. Descriptive
statistics for potential predictive variables and outcomemeasures seven
years after treatment are presented in Table 1.

Table 1. Descriptive statistics for potential predictive variables and
outcome measures

N Min Max Mean SD

Body Mass Index 34 19,0 41,0 24,42 4,73

Constipation episodes per
week

35 0,0 1,0 0,14 0,36

Number of new delivery 35 0,0 2,0 0,17 0,45

Frequency of exercise at
home per week

35 0,0 3,0 0,66 0,68

Pad test (g) 26 0,0 69,0 7,54 13,99

Urogenital Distress Inventory
Questionnaire

35 0,0 36,0 15,8 9,86

Incontinence Impact
Questionnaire

35 0,0 49,0 14,60 13,42

Visual Analog Scale 35 0,0 10,0 4,57 2,84

In a simple two-variable regression analysis, 33.3% of the
variation in the Urogenital Distress Inventory Questionnaire scores
at seven years was explained by the variation in frequency of
constipation (R2=0.11; p=0.48). Higher frequency of constipation
episodes per week was associated with higher Urogenital Distress
Inventory Questionnaire scores.
In another regression analysis, 41.3% of the variation in Visual
Analog Scale scores at seven years was explained by the variation
in body mass index (R2=0.17; p=0.15). Higher body mass index
was associated with higher Visual Analog Scale scores, synony-
mous with increased burden. Further, UI outcomes were not
associated with number of delivery or practice of PFM exercise at
home since completion of a physiotherapy program.

Conclusion:
Although these results are based on a small sample size study, they
contribute new information in terms of the predictors of continued
urinary continence seven years after completion of an intensive,
supervised physiotherapy program for women with persistent
postpartum stress urinary incontinence. Further, predictors identi-
fied in this study are in line with those found in larger trials on
women with stress urinary incontinence. The results suggest that
education in regard to weight gain and constipation following
delivery, both of which are modifiable factors for new mothers,
should be given as part of supervised physiotherapy programs for
women with persistent postpartum stress urinary incontinence.
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EFFICACY AND SAFETY OF POSTERIOR PROLAPSE
REPAIR USING A TRANSVAGINAL COLLAGEN
COATED MESH: 6 AND 12 MONTHS FOLLOW UP
RESULTS OF A PROSPECTIVE MULTICENTER STUDY
A. VOLLEBREGT1, D. GIETELINK 2, H. VAN DERVAART 3;
1Spaarne Hosp., Hoofddorp, Netherlands, 2Amphia Hosp., Breda,
Netherlands, 3Univ. Med. Ctr., Hoofddorp, Netherlands.

Consent obtained from patients: Yes
Level of support: Investigator initiated, partial funding
Work supported by industry: Yes

Objective:
The aim of this study was to evaluate the efficacy and safety of
posterior prolapse repair with a transvaginal collagen coated
polypropylene vaginal mesh after 6 and 12 months follow up.
Background:
In genital prolapse surgery the use of synthetic mesh is rapidly
becoming popular. The existing evidence is still limited to guide
decisions regarding whether to use graft material in tranvaginal
prolapse repair [1].
Methods:
From December 2005 onward a prospective multicenter study of
women operated with a transvaginal collagen coated mesh
(Avaulta®) because of a symptomatic vaginal prolapse in 4 centers
is started. Before surgery all patients underwent a POP-Q
assessment and filled in a disease specific Qol questionnaire pre-
and 6 and 12 months postoperatively. For comparison of means a
paired sample t-test was used.
Results:
113 patients received a posterior mesh, 97 (86%) respectively 63
(56%) were available for 6 and 12 months follow up. Mean age
was 62 years (range 36–85), BMI 26.2 (range 18–44), operating
time 42 minutes (range 20–180) and bloodloss 55 ml (range 5–
400). Thirthy-six (31.9%) patients had a prior posterior repair. An
enterocele was present in forty-six (40.7%) patients. Additional
repairs included anterior colporraphia (6.1%) and TVT (8.8%). In
5 (4.4%) patients a postoperative vaginal haematoma was
observed, which resolved spontaneously. The objective success
rate after 12 months is 88.9% in the posterior compartment and
93.7% in the middle compartment as shown in Table 1. Only one
(0.9%) patient had a re-operation (abdominal rectovaginopexy)
because of a symptomatic recurrence. Eight (7.0%) reoperations
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were performed because of de novo cystocele with symptoms. A
mesh erosion occurred in 5 patients, 3 needed surgery to remove
the erosion. In 2 patients a second operation was necessary
because the mesh exposed again. Table 2 shows the scores of the
Urinary Distress Inventory (UDI) and the Defecation Distress
Inventory (DDI). A highly significant improvement in the
urogenital prolapse symptoms is shown, together with significant
improvement on urinary pain and obstructive defecation symp-
toms. In 18 % de novo dyspareunia occurred.
Conclusions:
Repair with a collagen coated transvaginal mesh (Avaulta®) of a
posterior vaginal wall prolapse shows both anatomical and
functional efficacy after 6 and 12 months follow up. The overall
complication rate appears to be low with a high rate of
dyspareunia.
References:
1. Sung VW.Graft use in transvaginal pelvic organ prolapse repair:
a systematic review. Obstet Gynec 2008 Nov;112(5):1131–42

Table 1

Stage Baseline 6 mo 12 mo

N=111 N=97 N=63

Cystocele ≥ 2 15 (13.5%) 20 (20.6%) 16 (26.4%)

≤ 1 96 (86.5%) 77 (79.4%) 47 (74.6%)

Middle
compartment

≥ 2 34 (30.9%) 4 (4.1%) 4 (6.3%)

≤ 1 76 (69.1%) 93 (95.9%) 59 (93.7%)

Recto/
enterocele

≥ 2 111(100%) 6 (6.2%) 7 (11.1%)

≤ 1 0 (0%) 91 (93.8%) 56 (88.9%)

Table 2

UDI Baseline 6 months Baseline 12 months

N=64 N=64 N=50 N=50

Urinary
incontinence

26 (42) 19 (24) 30 (47) 21 (20)

Overactive
bladder

37 (27) 31 (27) 37 (30) 34 (31)

Obstructive
micturition

30 (28) 26 (28) 28 (28) 25 (29)

Pain 35 (31) 24 (31)* 35 (29) 22 (28)*

Prolapse 58 (33) 8 (22)* 57 (33) 8 (22)*

DDI

Constipation 21 (41) 12 (21) 23 (43) 11 (18)

Obstructive
defecation

20 (23) 9 (16)* 21 (25) 12 (23)*

Painful
defecation

12 (20) 12 (26) 13 (22) 9 (22)

Fecal
incontinence

14 (24) 10 (20) 12 (22) 12 (19)

*p-value<0.05, paired T-test

239
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Objective:
To describe the prevalence of stress urinary incontinence (SUI)
among women runners and to determine if there was a relationship
between running intensity or frequency and leakage severity.
Background:
Incontinence is a disorder that affects many women of all ages and
can be a substantial obstacle for those that lead an active lifestyle.
Stress urinary incontinence is a very common disorder among
women with a reported prevalence of 45% in the general
population. A relationship between urinary stress incontinence
and physical activity has not been clearly established. Running
may be a risk factor for SUI or else it may unmask SUI in women
who have other risk factors. SUI may also be a barrier to running
in women. It would be ideal to determine if physical activity is
either a protective mechanism or a risk factor in the development
of incontinence so that successful preventative treatment can be
implemented. The benefits of increased knowledge in this area
may lead to an improved quality of life for women and allow them
to perform activities that they otherwise could not participate in
due to their incontinence.
Methods:
This study was a cross-sectional questionnaire survey that
included women who were registered for a one day road race.
Women returned completed anonymous questionnaires in reply-
paid envelopes. The questionnaire was a set of standardized
questions including demographic data, information on running
habits, screening questions to clinically diagnose SUI as well as
any treatment (medical or surgical) for urinary incontinence.
Difference in distance run for women who leaked (versus those
who did not) was assessed using the non-parametric Kruskal-
Wallace test. P<0.05 was used to determine a statistically
significant association. SAS was used for data analyses.
Results:
Among the 450 women who responded (mean age 40 yrs, range
18–75), mean distance run per week was 24 km, and 13% report
SUI alone. Overall incontinence was reported by 35%, including
10% urge incontinence, and 12% mixed incontinence. There was
no statistically significant relationship detected between severity
of urinary leakage and intensity and frequency of running. With
increasing severity of urinary leakage with running, women ran
less distance (p=0.02).
Conclusions:
Our study is the first to look at the prevalence of incontinence in
women runners. The prevalence of stress urinary incontinence
may be lower in runners than in the general population.
Incontinence may be a barrier to women runners who suffer from
this disorder, reducing the distance they are able to run.
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QUALITY OF LIFE CHANGES IN WOMEN
WITH REFRACTORY IDIOPATHIC DETRUSOR
OVERACTIVITY FOLLOWING SUBUROTHELIAL
INJECTIONS OF BOTULINUM TOXIN-A.
A PROSPECTIVE COHORT STUDY
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F. KENDALL, J. APPLEYARD;
Calderdale and Huddersfield NHS foundation Trust, Halifax,
United Kingdom.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objectives:
To assess the quality of life benefits and complications of botulinum
toxin-A injected into the suburothelium of the bladder in female
patients with refractory idiopathic detrusor overactivity (IDO)
Background:
In this study forty-one consecutive female patients attending the
urogynaecology unit with urodynamically proven IDO resistant to
both behavioural and anticholinergic treatments were treated.
In each of these patients’ 200units of botulinum toxin-A
(Allergen, Irving, CA) was injected suburothelially on the bladder
wall using a 22F rigid cystoscope connected to a 25G collagen
needle under close circuit television monitor. About 30 sites were
injected in each of the patients including the dome of the bladder
but the trigone was spared from injection. The procedures were
done mostly under general anaesthetic and on a day-case basis.
Methods:
Complications of surgery and quality of life data (QOLD) were
collected and compared before and after treatment at 2,4,6,9 and
12 months. The QOLD included the Median international consulta-
tion on incontinence scores (MICIQ), Median incontinence episodes
per week (MIEW) and Median incontinence pad/liner usage per day
(MPPD). Patients who have had previous bladder BTX-A treatment
were excluded from the study. In this prospective cohort study, the
Wilcoxon test was used to analyse part of the data.
Results:
The procedure was successful in controlling urinary incontinence
in 36 (88%) of the patients at 2 months follow-up. A statistically
significant reduction in all QOLD was recorded at 2,4,6,9 and
12 months of follow up. Thirty-six (88%) of the patients needing
incontinence pads before surgery discontinued there use after
surgery due to the success of the procedure at 2 months of follow-
up. The maximum quality of life benefit derived from this
treatment was maintained for 4 to 6 months after which a
sustained decline in all QOLD was observed. At 12 months of
follow up, 12 patients (29%) continued to report improvement in
incontinence. Only one patient (2.4%) had voiding problem-
requiring catheterisation and 1 patient (2.4%) developed urinary
tract infection after the procedure. No systemic or local toxicity of
BTX-A or any other complication was observed.
Conclusion:
The result of this study demonstrates that BTX-A injected
suburothelially at multiple sites including the dome of the bladder

wall in female patients with IDO is safe and effective. It appears to
be associated with higher success rate, longer duration of
effectiveness and reduced complication rate compared with data
observed following intradetrusor injections.
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THE TEST RE-TEST RELIABILITY OF THE COTTON
SWAB TEST IN ASSESSING URETHRAL
HYPERMOBILITY IN INCONTINENT FEMALES
S. E. SWIFT1, A. HERRON 1, W. GOODNIGHT 2, D. BARNES 1;
1Med. Univ. of South Carolina, Charleston, SC, 2Univ. of North
Carolina, Chapel Hill, NC.
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Objective:
To determine the test-retest reliability of the cotton swab test in
women with urinary incontinence.
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Methods:
Prospective, blinded, observational, IRB approved study of the
cotton swab test in subjects presenting with complaints of urinary
incontinence. Subjects underwent a cotton swab test on initial
presentation and returned within 2–4 weeks for a second cotton
swab test employing the standard aseptic technique. The resting
angle and angle of excursion of the cotton swab were measured
with an orthopedic goniometer. Agreement between resting and
straining angles obtained at exam one and exam two were analyzed
using a Wilcoxon signed rank test. The test was considered positive
if the angle with strain was greater then 30 degrees relative to the
horizon. Agreement of a positive and negative test between
observations was evaluated using McNemar’s test of agreement
and kappa statistic.
Results:
Fifty subjects were examined and had a median cotton swab angle
at rest of 3.16 degrees (-6.0, 10)° and 3.24 degrees (-5.0, 10)° for
the two exams (p=0.99).Table 1 The mean cotton swab angle with
strain for the two exams were 34.4 degrees (20, 50)° and 37.0
degrees (25, 55)° respectively (p=0.14). Using the 30 degree
cutoff, 52% (26/50) were positive at first exam, while 60% (30/50)
were positive at repeat testing. Disagreement between the two
observations was seen in 16% of the group. McNemar’s testing
demonstrated agreement between observation one and two
(p=0.16) with a kappa of 0.68 (95% CI 0.47, 0.88) (Table 2).
Conclusion:
There is good test-retest reliability of the cotton swab test using
a≥30 degree cutoff for hypermobility.

Table 1: Resting and straining q tip angle between observations
(median, IQR, Wilcoxon signed rank)

Variable Observation
1

Observation
2

Median
Difference
(IQR)

p

Q tip resting
angle

3.16° (-6.0,
10)°

3.24° (-5,
10)

0.0 (-5, 5) 0.99

Q tip straining
angle

34.4° (20,
50)°

37.0° (25,
55)°

2.0 (-5.0,
7.0)

0.14

Table 2 Repeat q tip testing (McNemar p=0.16)

Observation 2

Negative Positive

Observation 1 Negative 18 (36.0%) 6 (12%)

Positive 2 (4%) 24 (48%)
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Objective:
This study evaluates the prevalence of urinary incontinence and
associated risk factors in American Indian women from a South
Dakota Tribe.
Background:
Previous epidemiologic studies of female urinary incontinence
have reported on women of many races/ethnicities in the United
States, including: Caucasians, African Americans, ASIANS, and
Hispanics. The National Association for Continence estimates that
75% to 80% of urinary incontinence sufferers are women.
Consumer research reveals that one in four women over age 18
has experienced some degree of urinary incontinence. Inconti-
nence rates are higher in women for various reasons, including:
anatomy, childbirth, and hypoestrogenic effects of menopause.
Other risk factors for urinary incontinence include obesity,
diabetes, vascular disease, and smoking. This study evaluated the
frequency of urinary incontinence and associated risk factors in
American Indian women from a South Dakota tribe.
Methods:
The Urogenital Distress Inventory (UDI), a validated study tool,
was utilized to assess urinary incontinence symptoms and
establish the demographic features of this patient population.
Because the UDI questionnaire had not been previously used in
the American Indian population, a committee that included tribal
members was formed to evaluate it for ethnocentricity. This
committee modified the UDI to make it more culturally sensitive
for American Indian women without modification of scientific
content. A focus group comprised of local American Indian
women reviewed the questionnaire and determined it to be
culturally appropriate. Participants were made aware of the
opportunity to enroll in this study at the Indian Health Service
(IHS) and through “word of mouth” from other native women.
With the cooperation of Tribal Health Administration and IHS,
permission was given to set up a survey center in the foyer of the
IHS facility. Informed consent was obtained by a nursing student
prior to participation in the study. From June to September 2008,
the questionnaire was administered at the IHS facility. Inclusion
criteria for this study required that subjects were female, 18 years
of age or older, and american indian. Pregnant participants were
excluded. The UDI included 15 questions with 4 questions
specifically directed toward understanding the extent and type of
incontinence. The scale for severity of urinary incontinence ranged
from 0 to 3, with “0” indicating no incontinence, “1” a little bit,
“2” moderate and “3” greatly bothered by urinary symptoms and
involuntary urine loss.
Results:
A total of 281 participants provided completed questionnaires. 45
participants were excluded due to not being American Indian (n=
27), under age 18 (n=0), or currently pregnant (n=18). A total of
236 eligible participants remained and their questionnaires were
evaluated. The average age was 42.7 (±13.8) years, BMI was 30.6
(±6.6), and parity of 3 (±2.02). Type II diabetes and cigarette
smoking was reported in 26.0% and 49.4%, respectively, of the
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study group. The overall frequency of moderate and severe urinary
distress incontinence was 35.7%, urgency incontinence 22.6%,
and urinary frequency 44.2%. This data was compared to the
National Health and Nutrition Examination Survey (NHNES),
which included 4,229 women over the age of 20. The NHNES
reported stress incontinence in 24.7% of the sample, affecting
12.3% of blacks, 26.5% of whites, and 25.8% of Mexican-
Americans. The frequency of urgency incontinence in the NHNES
was 7.9%, affecting 11% of blacks, 7.5% of whites, and 7.5% of
the Mexican-Americans in this sample. Our results indicated that
the odds of stress urinary incontinence and urgency incontinence
in American Indian women is 1.45 and 2.86 times greater,
respectively, than in the general population as defined by the
NHNES.
Conclusions:
The prevalence and type of urinary incontinence varies significantly
between racial and ethnic groups. South Dakota American Indian
women have shown a significant increase in the incidence of both
stress and urge incontinence as compared to the general population.
The American Indian sample showed the greatest increase in urgency
incontinence. These findings may be explained by the increased
incidence of Type II diabetes and cigarette smoking in this patient
population. This study demonstrates the need for further evaluation
and therapy in the american indian population.
References:
1. Townsend MK, Danforth KN, Rosner B, et al. Body mass
index, weigh, and incidence of urinary incontinence in middle-
aged women. Obstet Gynecol 2007; 110: 346–353.
2. Yashika D, Kimberly K, Guichan C, et al. Urfinary incontinence
prevalence: results fom the National Health and Nutrition
Examination Survey. J Urol 2008; 179: 656–661
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Objectives:
The aim of this study was to determine which factors, including
type of delivery, are associated with the development of faecal and
urinary symptoms following OASIS.
Background:
OASIS occur in 0.5–9% of vaginal deliveries (1). The reported
incidence of subsequent symptoms, such as faecal urgency and
flatal/ faecal incontinence, varies widely from 25–57 %. Conse-
quently it is difficult to accurately counsel women and provide
relevant prognostic data following such an injury (2,3). Nonethe-
less OASIS are responsible for significant physical and psycho-
logical sequelae for women and therefore detailed, up to date,
information is indeed required.

Methods:
324 women, who sustained OASIS over a 4 year period were
assessed 3 months postpartum using a structured questionnaire.
Results:
The majority of women were primiparous (Table 1). The mean
birth weight was 3586 g (1240–4800 g).

Table 1: Demographic Details

Mean age 29.3 yrs (17–42)

Parity Primip 82%

1 previous delivery 15%

≥2 previous deliveries 3%

Classification - 3a 39%

3b 41%

3c 14 %

4 6%

Type of Repair End to End 23.6%

Overlap 76.4%

Neither parity, birth weight, degree of OASIS, nor methods of
repair were associated with increased risk of developing faecal
symptoms or stress urinary incontinence (SUI). 37% of women
over 35 yrs developed poor flatal control compared to 21% of
those under 35 yrs (p=0.03). Furthermore, 26% of women over
35 yrs developed SUI versus 13% of those under 35 yrs (p=0.03).
The majority of women delivered spontaneously (Table 2). 32%
were forceps deliveries, whereas 8% of all deliveries in this unit
are by forceps (p<0.0005).

Table 2: Type of Delivery

Faecal
urgency

Poor flatal
control

SUI

Spont vaginal delivery
58.7% (n=189)

31% (n=116) 24% (n=43) 12% (n=22)

Ventouse 9.6% (n=31) 23% (n=6) 15% (n=4) 4% (n=1)

Non rotational forceps
23.6% (n=76)

33% (n=23) 22% (n=16) 23% (n=17)

Rotational forceps
8.1% (n=26)

61% (n=14) 32% (n=8) 27% (n=7)

Significantly more women delivered using rotational forceps
reported faecal urgency (Table 2) compared to women who
sustained OASIS following other forms of delivery (p=0.02).
Indeed nearly 2/3rds of this group reported faecal urgency and 1/3
reported poor flatal control. Faecal incontinence was relatively
rare (2.5%). Both rotational and non rotational forceps were
associated with increased risk of stress urinary incontinence (SUI)
compared to sustaining OASIS after ventouse or spontaneous
delivery (p=0.003)

Conclusion:
This study suggests that when the anal sphincter is damaged,
maternal age and the instrument used for delivery have a
significant influence on the woman’s risk of developing faecal
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symptoms and stress urinary incontinence. Advancing maternal
age and rotational forceps delivery appear to be important factors
associated with a significantly increased risk of developing faecal
symptoms such.
References:
1. RCOG Guidelines. (2006) No 29.
2. Aust N Z J Obstet Gynaecol. (1998) Nov; 38(4):414–7.
3. Acta Obstet Gynecol Scand. (1998) Aug;77(7):736–40.
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Objective:
To assess the physician’s impression of most important patient’s
goals of mid-urethral sling surgery.
Background:
Physicians and patients may differ in opinion about what is
important as the outcome of mid-urethral sling surgery for female
stress urinary incontinence (SUI). In order to determine which
parameters are of importance we investigated the opinion of
physicians and patients. This serves as the basis for a prospective
vignette study in which patient preferences and expectations for
SUI surgery are investigated.
In this study we represent the opinion of physicians about what
they think, are important outcome parameters for their patients.
Methods:
Twenty experts in the field of urogynecology were asked to select
six out of 17 possible outcome parameters after mid-urethral sling
surgery. The experts had to rank the outcomes according to the
relative importance in the opinion of their patients. For relative
importance, values were assigned to the ranks: Rank (r)1=10^6,
r2=10^5, r3=10^4, r4=10^3, r5=10^2, r6=10^1. The number of
experts who selected the rank was multiplied by the corresponding
value to calculate a score for relative importance.
The incidences of the presented possible outcomes are based on
our own data (1).
Results:
See table. 18 out 20 experts (90%) considered improvement and
cure of SUI as the most important outcome parameter. However,
improvement of symptoms ranked slightly higher than complete
cure. De novo urinary urge incontinence and the necessity of
postoperative catheterisation were considered as highly relevant
complications.

Conclusion:
Urogynecologists believe that improvement of SUI symptoms is
more important for patients than complete cure and that de novo
urge urinary incontinence is the most feared adverse event.
References:
1) Predictive value of urodynamics on outcome of midurethral
sling surgery for female stress urinary incontinence. Am J Obstet
Gynecol, accepted 12/22/08
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Objective:
To analyze whether alterations in the pelvic floor connective tissue
may be associated to stress urinary incontinence.
Background:
Studies to show impairments in the pelvic floor extracellular
matrix (ECM) associated with stress urinary incontinence (SUI)
has earlier been performed, but the results are contradictory (1, 2,
3). Collagen I and III, the elastin associated proteins fibrillin-1 and
fibulin-5 and the small leucine-rich repeat proteoglycans (SLRPs)
decorin, lumican and fibromodulin are involved in giving the
tissue its mechanical properties and their gene signals and tissue
localizations were investigated.
Methods:
Para-urethral punch biopsies were obtained from 24 women, 12
pre- and 12 postmenopausals, during surgery for SUI. As controls,
biopsies were collected from 14 women, 8 pre- and 6 postmeno-
pausals, undergoing surgery for other benign conditions. The
mRNA expression by real-time RT-PCR and protein identification
by immunohistochemistry were analyzed concerning collagen I
and III, the small leucine rich repeat proteoglycans (SLRPs)
decorin, lumican and fibromodulin and the elastic fiber associated
proteins fibulin-5 and fibrillin-1. Statistical comparisons controlled
for age changes in gene expressions.
Results:
A significant decrease in mRNA expression of fibrillin-1 was
discovered in all SUI women compared to all controls, p=0.03.
All molecules were down-regulated by age, but no other differ-
ences between SUI and controls reached significance. All proteins
were adequately expressed by immunohistochemistry. A weaker
staining for fibrillin-1 was seen in the pre-menopausal SUI group
compared to the pre-menopausal controls.
Conclusions:
A decreased gene signal and weaker immunoreactivity for
fibrillin-1, important for the elastic fiber assembly, was discovered
in women with SUI. Loss of tissue elasticity could lead to
increased urethra hypermobility and SUI.
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Objective:
Recently sacral neuromodulation has been introduced into the
neurologically impaired patient population with Cerebral Palsy and
urgency. We describe our results in women with Multiple Sclerosis
(MS), TransverseMyelitis (TM) or Diabetes (D) andDetrusor Areflexia
Background:
Prospective study with Electronic Medical Records quantitative
and qualitative regular assessments.
Methods:
Between January 2002 and March 2008 we performed 24 Stage 1
Interstim and 17, Stage 2 Interstim implantations under a general
anesthetic. Participants underwent complete history and physical
examination, catheterization and voiding diaries, videourodynam-
ics and cystoscopy. Patients managed their bladders with clean,
intermittent catheterization (CIC) and had failed conservative
therapies such as alpha-blockers and urecholine. All patients were
diagnosed with an areflexic bladder with stable, well-controlled
neurological disease, and were followed by a neurologist for at
least 2 years. Success was defined as spontaneous voiding with
post-void residuals less than 100 mls and having no need to
perform CIC after one-year minimum follow-up.
Results:
Seventeen of 24 patients (71 percent) [85 percent-12/14 MS, 71
percent -5/7 TM, 0 percent-0/3 Diabetes] were successfully
implanted, with a mean follow-up of 4.05±2.32 years and mean
post-void residual of 61.5±19.31 millilitres (mls). The mean
uroflow was 16.72±6.61 mls/sec. Twenty-nine percent (5/17)
required revisional surgeries for lead migration, and 41% needing
battery replacement. There were no IPG (Implantable Pulse
Generator) or lead erosions / infections
Conclusions:
Detrusor areflexia in neurologically patients can be successfully
and safely managed with sacral neuromodulation with few

complications in the short- to medium-term (1–5 years) follow-
up. Additional studies will be needed to clarify its role in Diabetic
patients
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Objective:
The purpose of our study was to know the ratio of patients
who lost to follow-up (FU) after midurethral sling surgery, to
evaluate their current success rate and to identify the reasons
of FU loss.
Background:
The midurethral sling surgery (MUSS) was initially described as a
Tension-free vaginal tape(TVT) procedure in 1996. Thereafter,
Suprapubic arc(SPARC) and Trans-obturator vaginal tape(TOT)
procedures were introduced. No more than ten years, the MUSSs
spread worldwide. In clinically, however, it has been our empiric
observation that a considerable fraction of SUI patients after
MUSSs is lost to FU. There has been relatively little information
in the literature regarding FU loss patients after MUSSs. So the
authors paid attention to these patients. We surveyed how many
patients are lost to follow-up after the surgery. We tried to identify
the reasons for FU loss and current treatment success rate in these
patients
Methods:
One hundred eighty-four patients who received trans-obturator
tape(TOT) surgery for urinary incontinence were reviewed. Each
patient underwent careful history-taking, a pelvic physical exam,
urinalysis, a 1-hour pad test and an urodynamic study preopera-
tively. For patients lost to FU at 3 months, the Stamey’s surgical
outcome scale(SSOS) questionnaire1 and questions regarding the
reason for the FU loss were checked via phone interview. Surgical
success was defined by the SSOS as minimal or no leakage with
subjective satisfaction.
Results:
The mean age of the 184 patients was 54.3±9.2. One hundred
fourteen (62%) patients (FU loss group) were lost to FU after
3 months postoperativly. In the FU loss group, phone interviews
were conducted with 92(80.7%) patients. One patient was declined
to respond, one died due to an accident, and other patients’
numbers were incorrect. Between the FU loss group and the FU
group, there were no significant statistical differences in preoper-
ative profiles including age, BMI, co-morbidity, symptom grade
and duration, and urodynamic study findings (Tables 1 and 2). The
treatment success rate (81.5%, 75 of 92 patients) of the FU loss
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group was lower than that (92.8%, 65 of 70 patients) of the FU
group (p=0.061) (Table 3). When patients were divided according
to urgency symptoms to stress urinary incontinence(SUI) and
mixed urinary incontinence (MUI), the FU loss group with MUI
showed significantly lower surgical success rates than did the FU
group with MUI (Table 4).
As for the reason for FU loss, 66 patients (71.7%) were lost due to
incontinence improvement, 17 patients (18.5%) due to personal
problems, 4 patients forgot the next follow-up date. Only 5
patients gave up further treatment despite their still standing
incontinence (Table 5).
Conclusions:
In our study, more than half of patients lost to follow-up after
midurethral sling surgery. Compared to the FU group, the FU loss
group showed acceptable high surgical success rate. However, in
incontinence patients with urgency, close FU is recommended for
better consultation of patients’ incontinence.
References:
1. Stamey TA. Endoscopic suspension of the vesical neck for
urinary incontinence in females. Report on 203 consecutive
patients. Ann Surg. 1980;192:465–71.

The patients'' baseline characteristics

FU loss
group

FU group p-value

No. of patients 114 70 -

Mean age (range) 54.0(37–74) 54.8(29–77) 0.538

BMI(range) 25.2
(19.4–40.0)

25.1
(19.2~41.6)

0.951

DM, HTN (%) 30 (26.3%) 25 (35.7%) 0.188

Gynecologic operation
(%)

13 (11.4%) 8 (15.7%) 0.860

Symptom duration
(months)

57.1 58.2 0.894

Stamey grade (range) 1.71 (1–2) 1.62(1–3) 0.240

Urgency (%) 65 (57.0%) 51 (72.9%) 0.108

Urge incontinence (%) 54 (47.4%) 43 (61.4%) 0.073

The patients’ preoperative uronynamic findings

FU loss group FU group p-value

MUCP (cm H20) 52.9 48.3 0.164

MBC (ml) 407.0 385.1 0.119

VLPP (cm H2O) 88.8 83.4 0.281

CLPP (cm H2O) 102.8 105.7 0.621

Q-max (ml/sec) 33.8 32.0 0.664

Q-tip >30° (%) 43.9 38.6 0.468

1 hr Pad test (gm) 52.4 41.3 0.193

Voided volume (ml) 224.8 242.8 0.241

PVR volume (ml) 22.1 25.6 0.680

FBC (ml) 384.7 381.4 0.878

Outcomes of the surgical procedure in two groups

Outcome FU loss group FU group

Cure 61 (66.3%) 53 (75.7%)

Improvement 13 (14.1%) 12 (17.1%)

Failure 18 (19.6%) 5 (7.2%)

Total 92 (100%) 70 (100%)

Treatment success rate of two groups which stratified with
accompanied symptoms

FU loss
group

FU group p-value

Mixed type incontinence 77.6%
(n=49)

92.3%
(n=52)

0.040

Stress type incontinence 84.2%
(n=38)

94.1%
(n=17)

0.690

Reasons for the follow-up loss in FU loss group

Reason N Percent

Symptom improvement 66 70.9%

Too busy to follow-up 17 18.2%

Abandonment of additional treatment 5 5.3%

Oblivion of the follow-up date 4 4.3%

Death 1 1.1%

Total 93 100%
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Objective:
The purpose of this study was to describe the long-term efficacy
and outcomes associated with use of the new TVT Secur
pubovaginal sling for the treatment of stress urinary incontinence
(SUI) and to evaluate its effectiveness over time.
Background:
The TVT Secur was released for use in 2006 as one of the first
single-incision slings on the market. The potential benefit of single
incision slings includes less pain, better cosmetics, and fewer
complications. Data on early outcomes is available; however,
long-term efficacy and safety is yet to be reported.
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Methods:
A retrospective chart review from April 2006 through January
2008 was performed for patients undergoing the TVT Secur
procedure for stress urinary incontinence. Only patients with one
year follow-up data were included in the study. A cough test or
credé maneuver was used for setting the tape and was recorded
in the operative record. Operative data collected included OR
time, estimated blood loss, concomitant procedures, sling
configuration (“U” or “H” placement), and complications. Post-
operative data collected included pain, voiding dysfunction
symptoms, persistent SUI, and OAB symptoms. Patients were
seen at 2 weeks, 3–4 months, and 1 year post-operatively for
exam and evaluation. SUI was evaluated by subjective measure
of absolute dryness. Statistical analysis of data was performed
using the McNemar test and logistic regression via SPSS version
15.0.
Results:
There were a total of 349 patients who underwent the TVT-
Secur procedure during the study time period. One hundred
forty-nine patients met study criteria with 1-year data available
for 126 patients. The average age was 59 ±12 years with a
BMI of 30 ±5.7 and parity of 2.6 ±1.4. Seventy-three patients
(57.5%) underwent concomitant prolapse surgery at the time of
sling placement. For sling alone, the mean OR time was 31.7±
24.7 minutes, and mean EBL was 54.2±44.9 ml. In total, 39
patients (30.7%) received the “U” placement while 88 (69.3%)
received the “hammock” configuration. Intraoperative cough
testing was utilized for sling setting in 57 patients (44.9%)
while a credé maneuver was used for 70 (55.1%). There was a
significant decrease in the dryness rate from 2 weeks (91.3%)
to 1 year post-operatively (69.0%) (p<0.001). There was one
mesh exposure and no bladder perforations, hematomas, or
other complications. Four patients (3%) experienced voiding
dysfunction with 3 requiring sling revision. Only one patient
complained of post-operative pain which spontaneously re-
solved by the one-year visit. The reoperation rate for persistent
SUI was 7%. Logistic regression analysis revealed no signif-
icant prediction of persistent or recurrent SUI at one year with
regard to BMI, sling configuration, or preoperative inconti-
nence diagnosis.
Conclusion:
The TVT Secur single-incision sling is an alternative treatment
for SUI that displays a very low complication rate, little to no
post-operative discomfort, a low rate of denovo or worsened
OAB symptoms, and little voiding dysfunction. However,
despite the excellent success initially after placement, the
subjective absolute dryness rates with respect to SUI decrease
over time.
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Objective:
To evaluate the validity of the ICIQ-FLUTS and modified IPSS as
screening tools for voiding difficulties in women.
Background:
Existing female lower urinary tract symptom questionnaires,
including the ICIQ-FLUTS, are validated for use in women with
incontinence, but not for women with voiding difficulties.
Previous studies have found that the classic symptoms of
hesitancy, slow stream, intermittent stream, splitting or spraying
of urine, straining, terminal dribble, feeling of incomplete
emptying, and post-micturition dribble, have poor sensitivity and
specificity for voiding difficulties in women [1,2].
Methods:
Consecutive patients attending for urodynamic testing, completed
a modified 7-item version of the IPSS, designed for use in women,
and 6 items from the ICIQ-FLUTS, assessing the frequency of
voiding symptoms and their associated bother. Objective voiding
difficulties were defined as peak flow <15 ml/s at free
uroflowmetry, or residual urine >50 ml, measured by catheter-
isation or ultrasound. Scores were compared using Pearson’s
correlation and the Mann-Whitney U test. ROC analysis was used
to identify the optimal cut-off value for each questionnaire.
Analyses were performed using SPSS v16.0.
Results:
18 of the 101 women who completed both questionnaires were
found to have objective voiding difficulties on free uroflowmetry.
The ICIQ-FLUTS symptom score was significantly correlated
with both the ICIQ-FLUTS bother score (r=0.528 p<0.0001) and
the modified IPSS score (r=0.684 p<0.001). Only 13 patients
reported no bother associated with voiding difficulties using the
ICIQ-FLUTS. The ROC curves are shown in Figure 1. The
symptom questions from the ICIQ-FLUTS were most likely to
predict voiding difficulties (AUC 0.774, 95%CI 0.674–0.874).
Neither the modified IPSS (AUC 0.638, 95%CI 0.494–0.781), nor
the bother questions from the ICIQ-FLUTS (AUC 0.529, 95%CI
0.384–0.675), performed effectively. Median ICIQ-FLUTS symp-
tom score in the voiding difficulty group was 13 (IQR=5),
compared to a median of 8 (IQR=5) in the group without voiding
difficulty (p=7 in the ICIQ-FLUTS score had 100% sensitivity for
voiding difficulties, with 34.5% specificity.
Conclusions:
Subjective voiding symptoms are common in women without
objective voiding difficulties. The 6 voiding symptom questions
from the ICIQ-FLUTS perform well as a screening tool for
voiding difficulties in women, but are not diagnostic. These
questions could be used effectively in primary care when
initiating anticholinergic therapy. Assessment of bother associ-
ated with voiding symptoms does not improve diagnostic
accuracy.
References:
1. Jeffrey et al, Int Urogynecol J 2007:18 (Suppl 1);S8
2. Lowenstein et al, Int Urogynecol J 2008:19;801–804
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Figure 1 ROC curves for Modified IPSS score, ICIQ-FLUTS
symptom score, and ICIQ-FLUTS bother score.
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Objective:
To audit the management of obstetric anal sphincter injury in a
tertiary hospital, to analyse symptoms and endoanal ultrasound
findings at 3 months post partum and to correlate elements of
management with these findings. The purpose being to identify
factors that could be addressed to improve management and
outcomes.
Background:
The study was performed at a public tertiary hospital, performing
an average of 2080 deliveries per year.
Methods:
All cases of obstetric anal sphincter injury occurring at The
Townsville Hospital over a 2-year period between January 1st

2006 and December 31st 2007 were identified. A retrospective
chart analysis was done to obtain demographics data and details of
management. Results from symptom review and endoanal USS at
three months post partum were obtained for these cases and
collated in an Excel Spreadsheet. Elements of management of
acute anal sphincter trauma and endoanal ultrasound results were
analysed, using exact binomial tests to calculate p values, in order
to identify factors that could be addressed to improve future
outcomes.

Results:
There were 55 cases of obstetric anal sphincter injury over the two
year period, making the incidence 1.3% of all births. 35 of these
55 cases were reviewed at three months.

Table 1: Results of the audit of management of obstetric anal
sphincter injury

Number of
patients

% ( total tears)

Repair under Local Anaesthesia 21 38

Repair under General or Regional
Anaesthesia

34 62

Repair by consultant 5 9

Repair by registrar 50 91

Supervision by consultant 4 7

Overlapping technique 12 22

End to end technique 41 76

Vicryl 27 49

PDS and Vicryl 27 49

Table 2: Classification of degree of tear

Classification Numbers % of all tears

3a 18 33

3b 23 41

3c 1 2

4 5 9

3 (not able to be further classified) 8 15

Of all tears, 20% were classified by the operating surgeon
according to the 3a/b/c/4 system. The remaining 80% were
classified for the purposes of the study based upon the description
given in the case notes. Under classification of tears was common,
in particular involvement of the Internal Anal Sphincter. For
example, 67% of cases with USS signs of disruption to the IAS
(by definition a 3c tear) were classified at the time of repair as a
grade 3a or 3b tear.

Table 3: Symptoms (35 patients)

Number of
patients

% scanned

Symptomatic at 3 months 11 31

Incontinence or urgency of flatus 8

Incontinence of flatus/liquid/solid
faeces

1

Urgency of flatus/liquid/solid faeces 1

Solid urgency/ flatal incontinence 1
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Table 4: Endoanal ultrasound results (35 patients)

Number of
patients

% scanned

Ultrasound findings

Any defect in anal sphincter
complex

16 46

Defect involving EAS only 9 25

Defect involving both EAS and
IAS

7 20

External anal sphincter (EAS)

Intact 19 54

Upper EAS deficient 8 23

Lower EAS deficient 3 9

Upper and lower EAS deficient 5 14

The low case incidence of 1.3% limits conclusions that can be
drawn regarding management. Of those with defects in either
sphincter there was not a significant difference in the location in
which the repair was performed, the suture material used or the
method of repair. In cases with a persisting defect in the EAS, a
higher proportion of tears were repaired under local anaesthesia
compared to regional or general anaesthesia (54% versus 41%, p=
0.53). While statistical significance was not achieved, this trend
supports current recommendations that adequate repair requires
anal sphincter muscle relaxation and analgesia, which can only be
adequately provided by general or regional anaesthesia.
Conclusions:
The high incidence of persistent symptoms and defects in the anal
sphincter, especially the EAS, at three months post partum reveal a
need for improvement in the management of acute obstetric anal
sphincter injury. At the Townsville Hospital, recommendations
based upon this study include:

& The institution of an evidence based guideline and training of
medical and midwifery staff

& Training of Registrar Doctors to improve identification of
degree of damage and surgical technique

& Continued consultant review of patients at 3 months post
partum in conjunction with endoanal USS, and

& Recollection of data in order to assess if these changes have lead
to an improvement in management and outcomes for patients.
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ILIOCOCCYGEUS SUSPENSION FOR SUPPORTING
THE VAGINAL VAULT AT TIME OF VAGINAL
HYSTERECTOMY IN CASE OF UTERINE PROLAPSE III
OR IV STAGE. REPORT OFA FIVE YEARS EXPERIENCE
IN 411 WOMEN
E. MISTRANGELO, G. FEBO, B. FERRERO, M. CAMANNI,
F. DELTETTO;
Ginteam - Unit of Minimally Invasive Gynecology, Torino, Italy.
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Objective:
To evaluate the feasibility, safety, and efficacy of iliococcygeus
suspension for supporting the vaginal vault at time of vaginal
hysterectomy in case of uterine prolapse>2° stage (Pelvic Organs
Prolapse Quantitative system).
Background:
Surgical failure in any or all compartments is likely if support to
the vaginal apex is not restored during operative therapy,
especially in women with severe uterine prolapse. Many utilize
Mc Call culdoplasty at time of hysterectomy to close the cul-de-
sac and to prevent enterocele, but the anatomical and functional
damage of uterosacral ligaments, often limited the results of this
technique. Other authors suggested prophylactic sacrospinous
fixation at the time of vaginal hysterectomy for marked uterova-
ginal prolapse. However, this technique is commonly associated
with significantly more blood loss and risk of post-hysterectomy
anterior vaginal wall prolapse1. Iliococcygeus fixation was
introduced in the hope of reducing the anterior vaginal wall
prolapse and avoiding the risk of injury to pudendal and sacral
nerves and vessels associated with sacrospinous fixation2.
Methods:
Medical records of patients who underwent vaginal hysterectomy
for pelvic prolapse, with an uterine prolapse>2° stage, from 1st

January 2004 to 31st December 2008 were reviewed. Surgical
technique. After having removed the uterus, an incision was made
on the anterior vaginal wall midline. The para-vesical space
dissection was completed bilaterally. Proceeding posteriorly, a
plane between the mesorectum and the levator ani muscles was
opened. The ileo-coccygeous muscle was visualized. A pulley
suture was anchored, bilaterally, into the angle of the vaginal edge
and, using a long needle holder, it was passed perpendicularly into
the muscle, anterior to the ischial spine and inferior to the arcus
tendineus fasciae pelvis. In women with cystocele>or=2° stage an
anterior colporrhaphy was associated. The two pulley sutures, one
per side, remained tension-free until the end of the operation and
they were tightened after the vaginal closure was finished.
Postoperative evaluation included a standardised pelvic examina-
tion at one month and at one year after the operation. A three-
years telephonic follow-up using validated questionnaires is
currently in progress.
Results:
During the five-years period, 411 women with uterine prolapse>2°
stage underwent vaginal hysterectomy with concomitant ilio-
coccygeus suspension. Mean age was 68 years (range: 42–90),
median parity 2.9 (0–5). Concomitant anterior colporrhaphy was
performed vaginally in 410 women. No pelvic organs lesion
occurred, and no blood transfusion was required. At one year
after the operation, 297 women were reviewed. Of these 25
(8.4%) presented a posthysterectomy prolapse: eighteen (6.0%)
with cystocele, two (0.7%) with rectocele, and only five (1.7%)
patients had a defect in the upper support with a consequent
complete vaginal vault prolapse.
Conclusions:
When applied at the time of vaginal hysterectomy, the iliococcy-
geus suspension is reasonably safe and effective for re-establishing
upper vaginal support and for preventing vaginal vault prolapse.
However, further studies are required on the long-term efficiency
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and on the women quality of life perception, in order to evaluate
the true value of this technique.
References:
1. Colombo M, Milani R. Sacrospinous ligament fixation and
modified McCall culdoplasty during vaginal hysterectomy for
advanced uterovaginal prolapse. Am J Obstet Gynecol
1998;79:13–20.
2. Shull BL, Capen CV, Riggs MW, Kuehl TJ. Bilateral attachment
of the vaginal cuff to iliococcygeus fascia: an effective method of
cuff suspension. Am J Obstet Gynecol 1993;168:1669–77.

252
AUTOMATIC INTERPRETATION OF URODYNAMIC
TESTING: PRESENTATION OF A NEW SOFTWARE
PROGRAM
T. AL-AFRAA, N. AMADO, A. LARRIVEE, L. CAMPEAU,
C. HOLCROFT, J. CORCOS;
Jewish Gen. Hosp., McGill Univ., Montreal, Canada.

Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
To create a new software program able to automatically interpret
urodynamic parameters, to generate a final report and to assess the
quality of the study.
Background:
Urodynamic studies are essential to the evaluation and manage-
ment of patients with lower urinary tract symptoms. Interpreting
these tests require significant expertise and may be challenging for
occasional users.
Methods:
We designed a software program, based on the “C++" software
program, that extracts urodynamic parameters from free uroflow,
cystometry and pressure flow study and interprets these parame-
ters based on normal urodynamic values. These normal values
have been defined from published literature articles. The urody-
namic parameters were obtained from a urodynamic report
produced by Kalhei Dolphin software (Laborie Medical Technol-
ogy). Results generated by the new software program were
validated with reports produced by urodynamic experts using the
same terminology than the device.
Results:
34 urodynamic studies were interpreted by urodynamic experts
and compared with the automatic report given by the new software
program. The latter gave the same report that experts provided for
each measured parameter in 97 to 100% of cases. It was able to
report both normal and abnormal results. The quality of the test in
terms of calibration and control of transducers position was also
monitored and reported accurately.
Conclusions:
The new urodynamic-interpreting program is as accurate and
precise as a urodynamic specialist. We believe that this new
program may be a useful tool in the daily practice of clinicians
who perform urodynamic studies on an occasional basis.
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Objective:
To ascertain if vaginal delivery following Obstetric Anal Sphincter
Injury (OASI) results in deterioration in Endoanal Ultrasound
(EAUS) and/or Anorectal Physiology (ARP) results.
Background:
Since November 2001, all women in our unit with previous OASI
have been followed up in a Pelvic Floor Clinic and offered EAUS/
ARP studies. In a subsequent pregnancy they are seen and
counselled in clinic where mode of delivery of the pregnancy is
discussed, taking into account symptoms, investigation results and
patient choice. Asymptomatic patients with normal EAUS/ARP
are advised of their suitability for a vaginal delivery. [1,2]
Methods:
Between November 2001 and November 2007, 263 women with
OASI having had EAUS/ARP were identified. Of these women,
135 had since delivered a baby in our Maternity Unit, with 39
(29%) having had a vaginal delivery. We contacted these 39
women by letter, offering them repeat EAUS/ARP. If no reply was
received in 21 days a further letter was sent, followed by a
telephone call 14 days later. A total of 16 women agreed to attend
for EAUS/ARP, with 11 actually attending. Once the EAUS/ARP
had been carried out, we were able to compare the original results
(after the initial OASI) with the repeat results (after subsequent
vaginal delivery). All of the results were verified by one of the
senior authors. Of the 11 women studied, all were asymptomatic
prior to their subsequent vaginal delivery. 5 women had normal
original EAUS/ARP results. These women would have been
advised of their suitability for vaginal delivery. 6 women had
original EAUS/ARP results showing an abnormality in the form of
a defect in the anal sphincter complex, or abnormally low resting/
squeeze pressures on ARP. These women would have been
advised to consider caesarean section, but chose a vaginal
delivery.
Results:
In total, 7 women out of the 11 studied (64%) had a deterioration
in the repeat EAUS/ARP results compared to the original post-
OASI results. 4 women developed a new external anal sphincter
defect, 1 woman developed a new internal anal sphincter defect
plus low ARP pressures, and 2 women developed abnormally low
ARP pressures. Only 1 woman became symptomatic, developing
flatal incontinence. This was the woman with the new internal anal
sphincter defect and abnormal ARP. 3 of the women with
originally normal EAUS/ARP became abnormal, and 4 of the
women with originally abnormal EAUS/ARP developed a new
abnormality. All of the women studied had a subsequent
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spontaneous vertex delivery. Interestingly, the repeat EAUS of 1
woman reported to have had an intact perineum showed that she
had developed a new external anal sphincter defect. We know
from previous studies that anal sphincter trauma is often missed.
[3] We hypothesised that the degree of original OASI (3a, 3b, 3c)
may predispose to the likelihood of a new defect being noted on
repeat EAUS. The only woman with an original 3a OASI did not
have a new defect. 7 women had original 3b OASI, 3 (43%) of
these developed new defects. 2 women had original 3c OASI, 1
(50%) developed a new external anal sphincter defect. 1 woman
had her original delivery elsewhere with no records available.
Conclusion:
Although the number of women studied is small and may have an
element of self-selecting bias, it appears that a vaginal delivery
after previous OASI is associated with a risk of deterioration in
EAUS/ARP results, even when further OASI is not identified at
delivery. This may be due to trauma to the previously damaged
sphincter complex, rather than another tear into the sphincter. The
results also suggest that women with an original 3a OASI may be
less likely to have deterioration in their EAUS/ARP than women
with original 3b or 3c OASI. We plan to offer repeat EAUS/ARP
to women having a vaginal delivery following a previous OASI,
regardless of the degree of perineal trauma noted. Our Unit
delivers approximately 4000 women per year, yet in a 6 year
period only 39 women were eligible for retesting. We hope to
combine results from multiple centres to obtain more robust data
with which to counsel women about mode of delivery after OASI.
References:
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obstetric anal sphincter tears: risk factors and outcome of primary
repair. BMJ 1994;308:887–891
2. Fynes M, Donnelly V, Behan M, O'Connell PR, O'Herlihy C.
Effect of second vaginal delivery on anorectal physiology and faecal
continence: a prospective study. The Lancet 1999;354:983–986
3. Andrews V, Sultan AH, Thakar R, Jones PW. Occult anal sphincter
injuries—myth or reality? BJOG 2006 Feb;113(2):195–200
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Objective:
The aim of this study is to propose a classification of surgical
technique using mesh by vaginal route.
Background:
Pelvic organ prolapse is very common in middle-age women and
surgical treatment is widely used. Use of native connective tissue

exposes to surgical failures. Failure rates have been cited as high
as 20–40% after surgical repair, with over 50% occurring within
the first 3 years. That’s why pelvic reconstructive surgeons have
turned to the use of mesh to prevent failure as in abdominal
sacrocolpoxexy. Prospective randomised studies have showed
that use of mesh is more effective than colporraphy [1]. Many
different techniques are used with many kits available, and it’s
very difficult to choose the good device. According to the
published articles, several techniques are described, a same route
(as a posterior transobturator way) may be used to correct a
cystocele, a vault prolapse or a rectocele. POP-Q, PFDI, PFIQ
are now internationally used to describe prolapse, symptoms,
impact on quality of life. To date, there is no classification for
surgical techniques.
Methods:
All publications available on Medline with the description of an
original surgical technique prolapse repair by vaginal route using
mesh were analyzed [2]. Techniques, landmarks, route were used
to design the classification.
The classification validity has been checked describing all
procedures with the classification.
Results:
We propose a classification of mesh placement (Table 1) and the
POP-ST classification (Table 2). 100% of published technique
may be described using our classification.
For exemple, a procedure that included anterior transobturator 4
tension-free arms mesh for cystocele and posterior transichional
trans-sacrospinous tension free mesh for rectocele could be
simplified as following : TOp3/TOa3+TIA SSL3.
Conclusion:
According to the number of used techniques, devices available, a
classification should be necessary to help surgeon for a better
understanding and choose. It should be used for technique
standardization, publication, comparison and acts pricing.
References:
1. Hiltunen R, Nieminen K, Takala T et al. Low-weight
polypropylene mesh for anterior vaginal wall prolapse: a random-
ized controlled trial. Obstet Gynecol 2007;110:455–62.
2. V W.Sung et al, Graft Use in Transvaginal Pelvic Organ
Prolapse Repair.
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Table 1 : mesh placement classification

TYPE 1 FREE Free meshbetween 2 anatomical
structures, after dissection, no
fixation.

TYPE 2 HALF-FREE Passage through anatomical
structures of the mesh or its arms
after dissection, no fixation.

TYPE 3 TENSION-FREE Passage through anatomical
structures, no dissection,
no fixation.

TYPE 4 FIXED Fixation with non absorbable
stiches to parietal anatomical
tendineous or
ligament structures.
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Table 2 : POP-ST classification

Surgical Route Anatomical structures Type of
fixation

RP (retropubic) ATFPa (anterior point on arcus
tendineus fascia pelvis)

1 (free)

TOu
(transobturator
and sub-uretral)

ATFPp ( posterior point on
arcus tendineus fascia pelvis)

2 (half-free)

TOa (anterior
transobturator)

US (utero-sacral ligament) 3 (tension-free)

TOp (posterior
transobturator)

SSL (sacrospinous ligament) 4 (fixed)

TIA
(transischioanal)

LAa (anterior levator ani)

LAp (posterior levator ani)

PB (perineal body)

For exemple : anterior transobturator 4 arms mesh for cystocele :
TOp3/TOa3
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Objective:
To investigate the efficacy of the anterior transverse defect repair
using porcine graft for augmentation of the anterior vaginal wall.
Background:
Repair of anterior vaginal wall prolapse continues to pose a
significant challenge for pelvic surgeons. The traditional teaching
of anterior colporrhaphy often results in the need for a subsequent
repair. Autografts, allografts and xenografts have also been
investigated in order to improve outcomes of traditional oper-
ations, however their role is not completely understood.
Methods:
We conducted a retrospective cohort study of women who underwent
transvaginal surgical correction of anterior vaginal wall prolapse from
January 2001 until July 2008. The first group was comprised of
patients who underwent an anterior transverse defect repair and
suspension of the apex with a bilateral uterosacral ligament
suspension. The study group was comprised of patients who
underwent repair of the anterior segment with augmentation with
Surgisis graft (Cook Surgical, Bloomington, IN, USA) as well as
suspension of the apex with bilateral uterosacral ligament suspension.
The degree of prolapse was defined according to the Baden-Walker
system. Patients were seen postoperatively at 4 weeks, 3 months,
6 months and 12 months. Anatomic failure was defined as Stage 2 or
greater prolapse. Data was abstracted from the medical record and
demographic data and clinical information was reviewed. Statistical
analysis was performed using the SPSS statistical package.

Results:
A total of 276 patients met the inclusion criteria for the study. 145
patients underwent site specific repair of the anterior segment. 131
patients underwent anterior vaginal wall repair with Surgisis graft
and uterosacral ligament suspension. There was no statistically
significant differences in mean age (62.2+11.3 years vs. 63.7+
13.6 years), parity (2.7 + 1.4 vs. 2.7 +1.4) and prior hysterectomy
(63% vs. 52%), respectively. Mean follow up time was 8.0+5.5 mo
and 7.1+3.3 mo respectively. At followup, the anatomic failure rate
for the site-specific group (9/143; 6%) was similar to that of the
Surgisis augmentation group (9/104; 8 %), p=1.0. Surgical compli-
cations were similar among both groups.
Conclusion:
Augmentation with porcine graft had similar anatomic outcomes
to the anterior vaginal repair group. The addition of porcine graft
is safe and effective for use in the anterior transverse defective
repair.
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Objective:
To assess risk factors for obstetric anal sphincter injury in an
ethnically diverse UK population.
Background:
Assessed using 3D endoanal ultrasound, the incidence of obstetric
anal sphincter injury following vaginal delivery is 11% [1]. Rates
of recognised injury are lower, and vary widely [2]. The results of
primary repair are poor—two thirds of women with recognised
injury will suffer long-term bothersome faecal incontinence [3].
Earlier studies of risk factors have conflicting results, and
consistently identify only three factors: nulliparity, forceps
delivery, and birthweight >4 kg [3].
Methods:
Cross-sectional study of 32,854 completed singleton vaginal
deliveries at one maternity unit over the period 1995 to 2008.
Potential risk factors included: maternal age, maternal BMI (using
WHO classification), ethnic group, smoking status, marital status,
year of delivery, vaginal parity, mode of delivery, duration of 1st
stage of labour, duration of 2nd stage of labour, syntocinon
augmentation, epidural usage, medio-lateral episiotomy, gestation,
infant sex and birthweight. All factors associated with third or
fourth degree perineal injury (p<0.10) were entered into a
multivariate model. Backward elimination techniques were used
to select factors for the final model of injury with likelihood ratio
tests used to determine significance (p<0.05).
Results:
In the adjusted model the following factors were associated with
increased risk: South Asian ethnicity (n=8,572; OR 1.973 95%CI
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1.574–2.474; reference group Caucasian ethnicity n=18,254),
BMI <18.5 (n=1,036; OR 1.609 95%CI 1.094–2.366; reference
group BMI 18.5–25 n=15,995), being married (n=19,020; OR 1.903
95%CI 1.479–2.448), longer second stage of labour (OR 1.117 95%
CI 1.012–1.233 per hour), increasing birthweight (OR 1.806 95%CI
1.634–1.995 per 500 g), year of delivery (OR 1.110 95%CI 1.082–
1.138 per year), forceps delivery (n=1,174; OR 11.963 95%CI
8.417–17.003), and ventouse delivery (n=2,960; OR 2.767 95%CI
2.105–3.638). The following factors were associated with reduced
risk: current smoking (n=6,934; OR 0.686 95%CI 0.523–0.900),
vaginal parity (OR 0.244 95%CI 0.198–0.299 per delivery),
epidural analgesia in labour (n=7,998; OR 0.738 95%CI 0.598–
0.912), and medio-lateral episiotomy (n=5,343; OR 0.156 95%CI
0.117–0.210).
Conclusion:
This study has identified South Asian ethnicity, low BMI,
ventouse delivery, marital status, and long second stage of labour
as independent risk factors, and epidural analgesia, current
smoking, and medio-lateral episiotomy as independent protective
factors for obstetric anal sphincter injury, in an ethnically diverse
UK population. The findings have confirmed other recognised risk
factors, including forceps delivery, nulliparity, and birthweight.
Obstetricians should take account of these risk factors when
planning method of delivery. These data suggest that ventouse
should be used in preference to forceps, and that episiotomy
should be routine with forceps deliveries.
References:
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Objective:
To evaluate the impact of mid urethral sling procedures: Trans-
vaginal tape (TVT) and Transobturator tape (TOT) on sexual
function in women with urinary incontinence.
Background:
Urinary incontinence with an estimated prevalence of 25%-45%
among adult women has a negative impact on general quality of
life. A recent Italian study showed higher rates of sexual
dysfunction along with dyspareunia among these women. We
evaluated the changes in sexual function observed by our women
in Staffordshire following either TVT or TOT.
Methods:
A study population of 300 women who underwent TVT and TOT
between 2004 and 2007 were chosen. Women who had concurrent
pelvic surgeries were excluded from the study. The International

Continence Society sexual satisfaction questionnaire with eleven
variables was sent to 139 women who had a TOT procedure and to
161 women who underwent the TVT procedure. Patients were asked to
score their sexual satisfaction on a visual analogue score card scaled
from one to ten. Universal sexual indicators that were questioned
included sexual desire, climax, sexual excitement, sexual satisfaction
and intensity of orgasm. Individual symptomatic indicators included
coital pain, coital incontinence, fear of coital incontinence and negative
feelings on sex. Two variables relating to male population, namely
erection and ejaculation problemswere excluded from the final analysis.
Results:
108 valid replies were received by us. 45% in the TVT group and
52% in the TOT group were sexually active and provided us with
scores on their scorecard. The average scores for sexual desire,
climax, satisfaction and excitement were slightly higher in both
groups postoperatively.
26% of women experienced pain during sex preoperatively with
scores between four and five. There was a slight reduction in the
number of women experiencing pain postoperatively with no
significant difference in their scoring of pain. 61.5% of women
reported coital incontinence preoperatively. This halved to 31%
following their sling procedures with a noticeable drop in their
scores from 6/7 to 3/5. Fear of incontinence experienced by nearly
80% of women with a score of 8 dropped to 3.5. There was a
slight decline in negative perceptions towards sex. Scoring on
intensity of orgasm was answered only by 65% of women and
there was no remarkable change observed.
Conclusions:
Coital incontinence and fear of coital incontinence were two
indicators that improved significantly following mid-urethral proce-
dures. Pain during sex was largely unaffected by these procedures.
Negative feelings towards sex fell by 15% and the intensity of orgasm
showed no major change. Universal sexual indicators i.e. sexual
desire, climax, excitement and satisfaction showed a slight but
significant rise in their scores. Although sexual life is multifactorial,
our study has helped us to confirm that the mid-urethral procedures
produce a significant impact on them by removing two major factors
namely coital incontinence and fear of coital incontinence.
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Objective:
The objective of this study was to evaluate the impact of pelvic
organ prolapse in addition to urinary incontinence on sexual
function in a largely postmenopausal population.
Background:
Pelvic organ prolapse (POP) and Urinary incontinence (UI) affect
up to 45% of postmenopausal women and are known to affect
sexual function. Comparison of women with or without UI and/or
POP found that those with incontinence or prolapse reported less
frequent sexual activity and higher incidence of dyspareunia,
although measurement of satisfaction with sexual activity were
similar between groups. The aim of this study was to explore the
sexual function in largely postmenopausal women with POP and
the impact of the addition of UI .
Methods:
60 consecutive women with symptomatic stage II or greater
prolapse seen in a tertiary urogynaecological unit between
September 2007 and January 2009, and participating an ongoing
prospective study about efficacy, safety and impact on quality of
life of different surgical methods resolving the anterior compart-
ment defect, where prospectively recruited. The mean age of
patients was 60 (range 41–81), 96,6% were postmenopausal, all
Caucasian, the mean BMI was 27.5 (19.1–35.4), the mean parity
2.1 (0–5), 50% were after hysterectomy and 27% had a previous
surgery for stress urinary incontinence (SUI) or/and POP. They
were assessed with a standardised interview that included
questions about symptoms of UI and POP. All patients had
urodynamic measurements, pelvic floor ultrasound exam, pelvic
assessment according to the International continence society POP-
Quantification, all patients completed the validated and self
administrated short form of the Pelvic Organ Prolapse/Urinary
Incontinence Sexual Questionnaire PISQ-12 and the International
Consultation on Incontinence Questionnaire ICIQ-UI. Patients
were divided in tow groups. In the POP group we had 38% of
patients (n=23) with main subjective and objective POP symp-
toms without UI symptoms with a main ICIQ score 3.4. In the
second group we had 62% of patients (n=37) with subjective and
objective symptoms of POP and of UI (POPUI group) with a main
ICIQ score of 13. All patients gave a written consent to participate
in the study, and ethical approval was obtained.
Results:
38% of patients (n=23) were not sexually active, all postmeno-
pausal, with a high mean age of 67 (53–81). 30% of these women
belong to the POP group versus 70% in the POP UI group.
Women in POP group, were younger with a mean age of 58.3
versus 61.5 in POPUI group, they had a much lower BMI 24.86
versus 28.4 in POPUI group. Mean parity was similar in the two
groups 2,04 versus 2.16. POP stage II was present in 43.5 %, stage
III in 52%, stage IV in 4.5% of women in POP group versus
48.5%, 51.5 % of stage II and III respectively in POPUI group.
Total PISQ-12 scores in sexually active women from the two
different group were not significantly different: PISQ-12 score in
POP group was 31 versus 29.4 in the POPUI group.

Conclusions:
According to the short form of the PISQ, there is no difference in
sexual function between women with POP and women suffering
from UI and POP.
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Objective:
To investigate outcomes after midurethral sling (MUS) operations
in women with mixed urinary incontinence (MUI) and to identify
factors for favorable outcome.
Methods:
A retrospective data were collected from 279 women with MUI
who underwent MUS operation with at least 2 years follow up.
Before MUS, following measures were recorded; a disease-
specific validated questionnaire, 1-hr pad test, standardized stress
test, urodynamic study. The patients were divided as followed;
predominance of bother (stress-predominance, urgency-predomi-
nance), presence of detrusor overactivity (DO). The patients with
DO were further classified into high detrusor pressure (HPDO)
and low pressure (LPDO) group with reference level of 15 cmH2O
of maximal detusor pressure at which involuntary contraction
occur during filling cystometry). Postoperatively, patient's global
impression of improvement, Bristol Female Lower Urinary Tract
Symptom (BFLUTS), improvement of stress incontinence (SUI)
and urgency were analysed.
Results:
Overall success rates of SUI were 96.4%. The predominance of
bothering symptoms or the presence of DO did not influence the
over all SUI success rates. In a subgroup of women with DO,
those with LPDO showed significantly higher SUI cure rate than
those with HPDO. Urge incontinence resolved in 176 (63%),
improved in 60 (21.5%), while aggravated or persisted in 43
(15.4%). Women with stress-predominant MUI, DO and LPDO
experienced better resolution urgency incontinence, improvement
quality of life (QOL) and global impression of improvement.
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Conclusions:
Our results suggest that women with stress-predominant MUI,
without DO, or with LPDO more likely to be cured of their urge
urinary incontinence after the MUS operations for mixed urinary
incontinence.
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OF THE PROLIFT TRANSVAGINAL MESH PROCEDURE
F. FIROOZI, S. MCACHRAN, M. S. INGBER, C. K. MOORE,
H. B. GOLDMAN;
Cleveland Clinic, Cleveland, OH.

Consent obtained from patients: Not Applicable
Level of support: Not Applicable
Work supported by industry: No

Objective:
The goal of this study was to determine the short and intermediate-
term complications of the Prolift® transvaginal mesh procedure
for pelvic organ prolapse by a single surgeon at our institution.
Background:
Since 1996, prosthetic meshes have become increasingly popular
for the transvaginal surgical cure of pelvic organ prolapse. In
2004, the TVM group from France presented their technique for
pelvic floor reconstruction using a mesh and trocar system.
Methods:
We present a retrospective review of patients who underwent a
total vaginal mesh procedure by a single surgeon to repair pelvic
organ prolapse between June 2005 and June 2008. Office and
hospital charts were reviewed and complications were noted.
Complications were divided into two categories: major and minor.
Major complications were those requiring hospital re-admission or
surgical intervention. Minor complications were those with
minimal patient morbidity.
Results:
A total of 80 consecutive vaginal mesh procedures were
performed using the Gynecare Prolift® kit. Ages ranged from 35
to 86 years (mean age 68 years). Follow-up periods ranged from 2
to 40 months (mean follow-up of 10 months). 2 patients had
concomitant vaginal hysterectomies, 1 had concomitant diagnostic
laparoscopy for recurrent ovarian cyst, and 1 had a concomitant
parathyroidectomy. 38 had concomitant tension-free vaginal tape
procedures. There were 4 (5%) major complications: 1 lower
extremity DVT requiring anti-coagulation, 1 delayed bleed
requiring transfusion and angio-embolization, 1 patient with
vaginal wall extrusion of mesh, and 1 patient with rectal erosion
of mesh. The patient with the delayed bleed had a concomitant
transvaginal hysterectomy and presented on post-operative day
#11. The patient with the vaginal wall extrusion of mesh was
treated with transvaginal excision after conservative approach
failed. The patient with rectal erosion of mesh was treated with
transanal excision of mesh after conservative approach failed.
There were 13 (16%) minor complications: 8 urinary tract
infections, 1 episode of transient urinary retention, 1 episode of
pseudogout, 2 intra-operative bladder lacerations, and 2 vaginal

mesh extrusions. The urinary tract infections were all treated
successfully with oral antibiotics. The bladder lacerations were
noted intra-operatively, repaired primarily, and managed success-
fully with Foley catheter decompression. Healing was confirmed
with a cystogram at the time of catheter removal. There were 2
minor (2.5%) short-term complications related to the mesh itself,
both vaginal extrusions, both managed non-operatively. 1 healed
with the addition of topical estrogen cream, the other treated by
simple excision in the office.
Conclusions:
The short and intermediate-term major and minor complication
rates are comparable to those reported for laparoscopic and
abdominal mesh procedures for pelvic organ prolapse, with the
notable lack of any functional bowel-related complications such as
ileus or small bowel obstruction. A majority of major complica-
tions were treated with outpatient management.
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Objective:
Frequency of pelvic floor disorders one year after spontaneous
vaginal deliveries, deliveries by ventouse, planned (elective) and
unplanned cesarean sections. What conclusions could be drawn
from the results of this study and what recommendations could be
helpful in consultation with pregnant women?
Background:
The incidence of planned (elective) cesarean sections is increas-
ing. Pregnancy itself and vaginal delivery lead to changes of the
pelvic floor. Urogynecological symptoms develop such as urinary
and fecal incontinence as well as dyspareunia. The etiology and
pathophysiology of these symptoms are complex: mechanical and
endocrinological influences as well as aging processes and
lifestyle can serve to explanation for these changes in the pelvic
floor (Rortveit G. et al.). Whether elective cesarean section may
prevent pelvic floor disorders is questionable. Furthermore, it
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appears that the first vaginal delivery is the time when women
sustain their injury of the pelvic floor.
Methods:
From 01.11.1991–31.10.2004 16' 790 deliveries were recorded in
the department of Obstetrics and Gynecology of the cantonal
hospital in Frauenfeld/CH and evaluated in an observational study
by means of a questionnaire.The women were asked about stress
urinary incontinence, fecal incontinence and dyspareunia one year
after delivery. The data were analyzed retrospectively. For the
evaluation 3213 primiparas were considered. Of them 2486
(77.4%) delivered spontaneously, 445 (13.8%) by ventouse, 42
(1.3%) by planned cesarean section and 239 (7.4%) by unplanned
cesarean section.
Results:
13.9% of the primiparas experienced stress urinary incontinence,
2.9% fecal incontinence, 12.8% dyspareunia and 74.2% had no
complaints at all one year after delivery. 73.9% of the women with
spontaneous vaginal deliveries and 69.2% after ventouse deliver-
ies didn`t have any complaints one year after delivery (p>0.05).
Both do not differ significantly concerning urinary stress/fecal
incontinence and dyspareunia. Regarding fecal incontinence, the
four birth methods did not differ significantly. Planned and
unplanned caesarean sections do not differ significantly
concerning urinary stress/fecal incontinence and dyspareunia.
Compared to unplanned caesarean sections after spontaneous
vaginal deliveries and ventouse deliveries urinary stress inconti-
nence and dyspareunia occurred more frequently (p<0.05) (14%/
12.8%, 16%/16.2%); it was less common to experience no
complaints (p<0.05). Spontaneous vaginal deliveries and ventouse
deliveries do not differ significantly from planned caesarean
sections concerning urinary stress/fecal incontinence and dyspar-
eunia. 63.3% of women (n=90) who experienced third-and fourth
degree perineal tears had no urogynecological symptoms com-
pared to women (n=671) who delivered without any tears (p<
0.05). The rate of fecal incontinence is higher (6.7%) after third-
and fourth degree perineal tears than after deliveries with no tears
(2.5%) (p<0.05). The rate of urinary stress incontinence (18.9%)
and dyspareunia (22.2%) are higher after third-and fourth degree
perineal tears than after deliveries with no tears (13% and 9.2%),
the difference for dyspareunia is statistically significant (p<0.05).
Conclusions:
One year after delivery three-quarter of all primiparous women
have no urogynecological symptoms. The planned caesarean
(elective) sections do not completely protect the pelvic floor.
Before a planned caesarean section pregnant women should be
informed about this fact. Women with no injuries of the birth
chanel have, as expected, fewer urogynecological symptoms. The
second stage of delivery should be carefully managed and the
perineum should be protected while pushing. In our opinion a
vaginal delivery still should be the aim of the obstetrical team, but
a timely change to a cesarean section must be carefully
considered.
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Objective:
To determine the prevalence of depression and other psychological
morbidities in women suffering from urinary incontinence and
applying to the Urogynecology Unit and to emphasize the
importance of recognizing and managing incontinence-related
psychological morbidity.
Background:
Female urinary incontinence is a disabling and distressing
condition, which leads to stress and depression. It can impede
interpersonal relationships, impair sexual function and psycholog-
ical well-being and have a negative effect on the quality of life.
Methods:
3010 files of patients admitted to Istanbul University Istanbul
Faculty of Medicine Department of Obstetrics and Gynecology
Urogynecology Unit with the complaint of urinary incontinence
between 1995 to 2009 were retrospectively analyzed.
Results:
Among 3010 patients, 173 (5.7%) had impairment of psychological
state. 30 of these (17.3%) had anxiety/ panic attack, 39 (22.5%) had
bipolar disorder. 13 (7.5%) had history of psychotic episodes and
were using antipsychotic medications. 91 (52.6%) had major
depression. If classified according to the type of urinary incontinence,
118 (68.2%) women had mixed urinary incontinence, 33 (19.1%)
women had overactive bladder, and 22 (12. 7%) women had stress
urinary incontinence. 102 (58.9%) had a coexisting medical disorder.
92 (53.2%) were between 50–60 years old, 54 (31.2%) were between
40- 50 years old, and 27 (15.6%) were above 60.
Conclusions:
Depression and other psychological morbidities are commonly
encountered among women suffering from urinary incontinence.
The degree of emotional impact of urinary incontinence is related
to the age of the women. Mixed urinary incontinence and
overactive bladder have a more negative effect on psychological
well being.
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Objectives:
The primary objective of this study was to determine the
feasibility of using pelvic floor muscle (PFM) exercise classes,
as opposed to costly individual sessions, as a means of
intervention for women aged 60 years and older with stress and/
or mixed urinary incontinence (UI). The secondary objective was
to improve our understanding of the factors that influence attrition
vs. a successful response to exercise classes, in order to prepare a
randomized controlled trial.
Background:
This report is a prospective pre-test, post-test cohort study; UI
symptom measurements were taken before and after implementa-
tion of the PFM exercise classes. Subsequent to the last exercise
class participants took part in one of four focus-group discussions
aimed at eliciting detailed feedback about their experiences with
the exercise program.
Methods:
Twenty-seven community-dwelling older women aged 70.77±
7.75 years with stress or mixed UI were recruited from the
incontinence clinics of three major university hospitals. To be
included in the study, women had to be 60 years or older and
ambulatory, to have had UI for at least three months with a
minimum of one incident per week and to describe a predominant
pattern of stress UI on the Urogenital Distress Inventory
questionnaire (number of leakage episodes on effort exceeding
the number related to urgency). Women were excluded if they
presented incontinence risk factors likely to interfere with the
effects of the treatment (chronic constipation and obesity); if they
had experienced genital prolapse (>2 Pop-Q), had undergone
previous pelvic irradiation or if they had any other acute or
chronic medical problems or major functional impairment likely to
interfere with the treatment and/or evaluation. Women participated
in 60-minute weekly exercise classes in groups of eight for 12
consecutive weeks under the supervision of an experienced
physiotherapist. Each session comprised a 15-minute education
period on UI; a 30-minute session on PFM training in different
body positions and a 15-minute session of strength training for the
trunk and leg muscles. Mobility, balance and relaxation exercises
were conducted between series of PFM contractions. In addition,
participants were required to perform PFM exercises at home five
days per week. Participants were provided with an exercise diary
describing the home exercise program in which to monitor
exercise compliance. The main outcome was the feasibility of
group exercise programs in older women. Feasibility was defined
and evaluated on 3 levels: 1) participation rates in the treatment
session, home exercise program and the pre and post evaluations
2) completion rate for the program, and 3) responsiveness of UI
symptoms to the intervention. Responsiveness of UI symptoms to
PFM exercise classes was defined as a change in the severity of
incontinence using the 72-h urinary diary, the 24-h pad test and the
Urogenital Distress Inventory questionnaire. The Incontinence

Impact Questionnaire was also used to identify the impact of the
exercise classes on the participants’ quality of life.
Results:
The majority of participants complied with study demands in
terms of attendance at treatment sessions (90%), adherence to the
home exercise program (78%), and in undergoing the pre and post
evaluations (95%). The assessments and intervention were well
tolerated by the older women, with an attrition rate, due to
personal/spousal illness, below 15%. Responsiveness to the
intervention is presented in Table 1.

Table 1. Outcomes on UI pre and post group PFM exercise classes
(n=27)

Pre-
intervention

Post-
intervention

P*
value

72-h Urinary Diary
(mean episodes/UI
per day)

1.77±1.50 0.88±1.11 0.005**

24-h Pad test (g) 21.41±47.96 2.67±3.85 0.058

Urogenital Distress
Inventory Questionnaire

27.27±9.64 16.88±9.49 0.012**

Incontinence Impact
Questionnaire

13.23±15.08 6.96±7.42 0.001**

* Paired T-test

Finally, post-study focus groups with the participants identified
close supervision by the physiotherapist and short daily PFM
exercise routine as facilitators for their participation in weekly
PFM exercise classes, completion of the 12-week exercise
program, and compliance with the home PFM exercises through-
out the program.
Conclusions:
This feasibility study demonstrated that women aged 60 and
older are good candidates for group PFM exercise classes,
capable of follow study demands. Even with its small sample
size, the feasibility study suggests promising results for
treatment of UI symptoms through group interventions. Finally,
this study identified facilitators for participation in weekly PFM
exercise classes and home exercise programs that will need to
be taken into consideration for the success of larger multi-center
trails.
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Objective:
To assess the outcome measures for treatment of stress urinary
incontinence following bulking agents, using composite
endpoints.
Background:
Bulking agents may be used for the treatment of stress urinary
incontinence in a specific cohort of patients; women who have had
radiotherapy, or elderly, unfit for surgery or have intrinsic
sphincter deficiency are suitable candidates. Traditionally assess-
ment of outcome of continence procedures has been based on
objective and subjective cure rates. However it is unclear which of
these measures, are the best methods to assess success rates of
these procedures. Composite endpoints are based on a combina-
tion of multiple measures of outcomes. The use of composite
endpoints has the potential to assess standardised patient-centred
outcomes. In this study we defined a composite endpoint for
periurethral bulking agents based on multiple objective measures
and lack of complications. We then compared it with the
difference in Quality of Life scores with pre and post treatment
change in the King’s Health Questionnaire (KHQ) (3).
Methods:
Women undergoing bulking agent procedures performed using
polydimethylsiloxane (Macroplastique) between January 2006 and
June 2008 were eligible for inclusion in this retrospective
study. All women had the procedure performed under local
anaesthesia in the outpatient setting using a minimally invasive
implantation system. Assessments were made preoperatively
and 6 months after the procedure. Health related quality of life
was assessed using the King’s health Questionnaire. Objective
outcome was assessed by cystometry, videocystourethrography
(VCU), and pressure flow studies. Subjective outcome was
assessed during the consultation based on how satisfied the
woman was with the outcome of the surgery. The ‘composite
endpoint’ required the absence of urodynamic stress inconti-
nence (USI), de novo detrusor overactivity (DO) and voiding
difficulties. Pre and post-treatment differences were compared
using the Wilcoxon signed rank test, and the Mann-Whitney U
test using SPSS version 15.0.
Results:
Complete data including preoperative and 6 months postoperative
urodynamics and quality of life evaluation were available for 20

women who were included in the analysis. The mean age at the
time of surgery was 71 years (range 50–83 years).
The majority of the women who underwent these procedures had
had previous unsuccessful continence surgeries; radiotherapy;
excessive abdominal or retropubic surgery; a fixed scarred urethra
or co-morbidities posing an anaesthetic risk. Most women had
(7/20) undergone at least one previous continence procedure like
colposuspension, sub-urethral or trans-obturator tapes or bulking
agents. One of them had undergone 6 such unsuccessful
procedures.
Objective cure of stress incontinence was observed in 75% (15/20)
of women and subjective cure in 80% (16/20). There was a 5.0%
(1/20) incidence of de novo detrusor overactivity and 20% (4/20)
incidence of voiding difficulties at 6 months. Using the composite
endpoint 12 (60%) women were treatment ‘successes’ and
8 (40%) who had USI, DO or voiding difficulties were
treatment ‘failures’. Overall there was a greater improvement
in QoL scores in those with composite success group when
compared to those with composite failure. This achieved
statistical significance only for the role limitations domain
(p=0.047). There is no significant difference between the objective
and subjective cure rates. But QoL measured by the total KHQ
scores significantly improved in all the women who underwent
surgery (p=0.001) (Table 1). This did not differ in those groups
where success was measured objectively, subjectively or using the
composite endpoint.
Conclusion:
Establishing the most appropriate treatment endpoint to assess
success of treatment for stress incontinence requires further
investigation. Unfortunately, the quality of life scores did not
reflect the high (75%) objective and (80%) subjective cure rate. It
is also unclear from this study whether composite clinical
endpoints based on objective cure are a valid method of defining
success of peri-urethral bulking agents. This group of patients
seem to have different expectation from their treatment as most of
them have significant improvement in their quality of life even
with minimal improvement in their symptoms.
References:
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1: Preoperative
2: 6 months after operation

Table 1: Difference in mean KHQ scores before and after surgery

Total
KHQ

General Health
Perception

Incontinence
Impact

Role
Limitations

Physical
Limitations

Social
Limitations

Physical
Relationship

motions Sleep
Energy

Severity
Measures

1 542 48 85 71 72 46 13 64 65 74

2 306 52 57 27 28 27 11 33 30 38
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Objective:
The primary aim of this study was to evaluate the efficacy of a
new ultra-light polypropylene mesh, 22 g/m2 (Novasilk° Colo-
plast) in the treatment of at least grade 2 cystocele POP-Q
classification using a large unfixed mesh technique. The secondary
aim was to access shrinkage of the mesh and vaginal erosion and
their consequences on pain and dyspareunia.
Background:
Results of anterior vaginal prolapse repair with native tissue is
disappointing. The use of polypropylene mesh improves anatom-
ical results but the vaginal mesh tolerance in terms of pain,
dyspareunia and mesh exposition is problematic.
Method:
This prospective longitudinal observational study recruited all
women needing pelvic reconstructive surgery for symptomatic
prolapse with anterior vaginal wall prolapse at least grade 2,
point Ba POP -Q classification. Informed consent was obtained
after information about mesh complications. Pre and postopera-
tive assessment used Kings college Prolapse Quality of life
(PQoL), sexual questionnaire PISQ-12 and POP-Q classification.
Anterior vaginal wall prolapse repair is done with mesh
reinforcement, which is tailored from a Novasilk° sheet 15 X
15 cm and contains a main body 6x4 cm with an anterior
neckline, two large lateral arms 4x5 cm, a long posterior tail 4x7
cm. It is positioned in the vesico- vaginal space through a
sagittal full thickness vaginal incision leaving the fascia against
the vagina. The arms are pushed laterally through the endopelvic
fascia and remains in contact with the arcus tendineous levator
ani. The anterior part of the mesh is attached to the retro-pubic
insertion of the pubo-coccygeus muscles with a Prolene 2/0
suture. The posterior tail is left free in a space created by
dissecting the posterior side of the bladder from its peritoneum
and rests freely on the Mac Call utero- sacral plication (fig 1).
Median and posterior prolapse are treated with specific technique
(vaginal hysterectomy with utero-sacral or sacrospinous ligament
vaginal vault fixation, posterior Denonvilliers fascial repair
without myorraphy). Stress incontinence, if associated, is treated
with TOT. Patients are reviewed for evaluation post operatively
at 1 and 6 months and annually. Failure of anterior vaginal wall
repair is considered for Ba≥-1 cm.

Results:
Ninety-seven consecutive patients operated between 14/06/2006
and 24/04/2008 are included in this study. 14 patients had only
one month follow up and are excluded for postoperative analysis.
83 patients have mean follow up of 12.5 months (6–30). Mean age
66,2 years (38–92), parity 2,6 (0–11), 18 patients had prior
hysterectomy, 9 prolapse surgery and 7 incontinence surgery. 76
(77,5%) patients had grade 3 and 4 cystocele (ICS) pre-
operatively. Abnormal bleeding needing blood transfusion oc-
curred in 1 patient; 2 had pelvic hematomas, 1 with ureteral
distension necessitating drainage and ureteral JJ stent; 3 patients
had urinary retention, one needed sectioning of TOT and 6 urinary
infection The anatomic correction rate of anterior vaginal prolapse
is 88% with intra vaginal recurrence in 10 patients, all are
asymptomatic and did not need re-operation. No recurrence of
vaginal vault or posterior vaginal prolapse occurred. Voiding
symptoms are significantly corrected (54% vs. 8,4% p<0,0001).
Symptoms associated with POP decreased from 90,7% to 1,2%, p <
0,0001. Rectal voiding symptoms were significantly improved,
35,7% pre operatively to 8% post operatively, p<0.0001. Vaginal
mesh exposition occurred in 2 patients(2.4%), the first one occurred
8 month’s post operatively(PO) and was managed in clinic and the
other one 30 month’s PO and needed partial explantation of the
mesh in surgery room. Both had good vaginal healing. Twenty-nine
patients were sexually active pre and post-operatively, among them,
12(41,4%) found no change, 13 (44,8%) patients found improve-
ment and 4 (13,8%) advocated worsening in their sexual life (only 1
out of 4 had dyspareunia). 4 patients had dyspareunia pre
operatively and 6 post operatively, 2 of them said it was related to
surgery. The mesh was either very soft or could not be palpated in
79 patients, light tension is felt in 3 patients and intense retraction
and vaginal erosion occurred in 1 patient who needed explantation
of mesh with good healing of the vagina.
Conclusion:
Our results suggest that large polypropylene mesh (Novasilk°) put
in unfixed fashion to reinforce endopelvic fascia may give
promising results in the correction of anterior vaginal wall
prolapse with low complication and low morbidity rates at one
year follow-up. POP symptoms are significantly corrected and
sexual life is respected. The unfixed technique used in this series
may explain the good vaginal tolerance, as the mesh can retract
freely, thus reducing shrinkage, mesh exposition and dypareunia.
Long-term follow-up are required to confirm these preliminary
results.
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Objective:
The aim of the present study was to examine the relationship
between OAB symptoms and TVT outcome in women with mixed
incontinence.
Background:
Tension free vaginal tape (TVT) is the most commonly
employed procedure for stress urinary incontinence and has a
long term cure rate of 90% (1). The impact of TVT on stress
urinary incontinence (SUI) has been extensively studied,
though it’s impact on mixed incontinence and the relationship
between overactive bladder (OAB), SUI and TVT is poorly
understood.
Methods:
The electronic pelvic floor symptoms assessment questionnaire
(ePAQ) is an interactive, web-based validated questionnaire (2).
It is completed by women attending our urogynaecology clinic
as part of their routine care. ePAQ includes items relating to
OAB (such as urgency, urgency incontinence, key-in-door
incontinence, hand washing incontinence, nocturia and enuresis)
and computes domain scores for SUI, OAB and Urinary
Quality of life (U-QoL) on a scale of 0–100. Women who
gave consent for use of their data for service evaluation purpose
were included in this analysis. Data were collected prospective-
ly for women undergoing TVT between 2005 and 2008 who
completed ePAQ both pre and 3 month post-operatively.
Women who did not report any symptoms of overactive bladder
were excluded. The data were analysed both for women who
failed to improve substantially in terms of their quality of life
(< 25-point improvement in their U-QoL scores) as well as
women who failed to improve substantially in terms of their
stress urinary incontinence (< 25-point improvement in SUI
scores) following TVT. Preoperative OAB and SUI scores in
women in whom TVT failed to improve were compared with
those with successful outcome (Student t test). Individual
symptoms were compared using Wilcoxon Signed Ranks test.
Results:
Of 134 patients who had completed ePAQ, 4 (3%) reported
complete absence of any OAB symptoms and were excluded.
123/130 (94%) of women reported a≥25 point improvement in
U-QoL and 117/130 (90%) reported a≥25 point improvement in
SUI. Overall, there was significant improvement in all OAB
symptoms following TVT (p <0.001). Preoperative OAB and
SUI scores were significantly higher in women who did not
experience substantial improvement in U-QoL compared with
women who did (Student T Test; p<0.05). Preoperative
urgency, key-in-door incontinence and nocturia scores were
also significantly higher in women in whom U-QoL did not
improve.
Outcome in terms of SUI scores was independent of preoperative
OAB scores and all individual symptoms. Preoperative SUI
scores were significantly higher in women who reported
improvement of more than 25 points on SUI scores (p=0.02).
Age had no impact on either UQoL or SUI scores post
operatively.

Conclusion:
OAB symptoms are generally improved 3 months following TVT.
Pre-existing OAB does not appear to adversely affect SUI outcome,
which improves substantially in women following TVT. OAB does
however impact adversely on outcome in terms of quality of life in
these patients. A larger data set is required to allow logistic
regression in order to ascertain whether OAB and SUI are
independent variables in affecting outcome with TVT in terms of
QoL. Longer-term follow-up is also needed, with larger numbers to
better understand the importance of these relationships, which may
be of value in predicting outcome and advising patients, particularly
those with mixed incontinence who are contemplating surgery.
References:
1. Nilsson CG, KuuvaN, Falconer C, Rezapour MUlmsten U.
Long term results of the TVT procedure for surgical treatment of
female stress urinary incontinence, Int Urogynecol J 2001; 12
(Suppl 2):S5-S8.
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Objective:
To assess effectiveness of sling plication in patients who remain
incontinent after suburethral sling and to evaluate 2D perineal
ultrasound in patients screening before such procedure.
Background:
in patients with urethral hypermobility, success rate after TVT or
TVT-O has been proven to range between 96 and 98%.
Nevertheless, if the sling lies too slack under the urethra, the
procedure fails to correct SUI.
Methods:
13 patients with persistent bothersome SUI after TVT-O or
TVT (Gynecare, Ethicon Inc, Somerville, NJ, USA) were
included. Screening of the patients included a physical
examination and a 2D transperineal ultrasound in order to
confirm sling location and to assess urethral bending at rest and
during a stress test and/or a valsalva manoeuvre. In addition, a
multichannel urodynamic testing including a free flow rate,
filling cystometry, pressure flow studies and a urethral pressure
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profilometry was performed. To be included, patients had to
demonstrate SUI during cough test with a positive mid urethra
test (TVT test). Two additional ultrasonographic criteria were
required: adequate sling location and no urethral bending
during stress test and valsalva manoeuvre. Postoperative
assessment included a physical examination with a stress test.
All the patients completed the UIQ-7 and the UDI-6 ques-
tionnaires at follow-up.
Results:
Mean age was 68.3 years. Five women complained of pure SUI
and 8 of mixed incontinence. Recurrent SUI occurred after a
retropubic TVT® in 6 patients and after transvaginal tape
obturator TVT-O ® in 7 patients. Mean MUCP was 23.9 [6–
43]. Patients were offered a simple plication of the sling under
local anaesthesia. Plication was performed with a nonabsorb-
able polypropylene suture (3.0 Prolene, Ethicon, Somerville,
NJ). A cough test was routinely performed at surgery in order
to adjust sling tensioning. Time between initial procedure and
sling plication ranged from 3 months and 6 years. With a mean
follow-up of 15 months, we reported a 77% success rate with
SUI cured in 9 patients and significantly improved in 1 patient.
In these patients mean UIQ-7 and UDI-6 scores were
respectively 5.2 and 15.39. Procedure failed in 3 patients
(23%) with daily mixed incontinence and mean UIQ-7 and
UDI-6 scores at 60.29 and 44.43 respectively. One patient was
discharged using intermittent self catheterization but normal
and complete voiding occurred within 3 days. This small case
series of 13 patients showed that, in selected patients, sling
plication is an effective “second step” procedure to correct
persistent SUI in patients with inadequate sling tensioning. This
is a valid option before to suggest a new sling or another anti-
incontinence surgery. This is a painless procedure feasible in
day surgery under local anaesthesia with low postoperative
morbidity. To optimize the results, patients screening has to be
very rigorous. The 2D transperineal ultrasound is an helpful
tool that provides informative data such as sling location and
degree of tensioning.
Conclusion:
Sling plication is effective to correct persistent SUI in patients
with previous sling when transperineal ultrasound failed to
demonstrate any urethral bending during stress test and valsalva
manoeuvre despite an adequate sling location.
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Objectives:
To evaluate the effect of the TOT on QoL of women with SUI, and
to compare and contrast outcome evaluation using a number of
validated QoL tools, including the short forms of the Urogenital
Distress Inventory (UDI-6), Incontinence Impact Questionnaire
(IIQ-7), International Consultation on Incontinence Questionnaire
(ICIQ-SF), and the Genitourinary Treatment Satisfaction Score
(GUTSS).
Secondly, to determine which questionnaire correlated best
with objective assessment of continence using the 1-hour pad
test.
Background:
The aim of continence surgery is to improve QoL. Qualifying
such subjective experience in an objective way may be
difficult. Although a detailed clinical history should elicit such
information, using validated QoL questionnaires provides a
more objective measure. A number of validated QoL tools
are available for this purpose. They incorporate different
questions evaluating continence status, severity of urinary
leakage and impact on a variety of QoL parameters. Ques-
tionnaires vary significantly both in content, domains assessed,
the number of questions and ease of use and scoring. Few
studies compare and contrast these tools to each other, using
other objective severity and continence outcome measures (eg.
the 1-hour pad test), in women with SUI before and after
continence surgery.
Method:
Patients with urodynamically-proven SUI and a stable bladder
presenting to a tertiary urogynaecology unit were recruited. Pre-
operatively, patients completed a 1-hour pad test and the
following continence specific QoL questionnaires: the UDI-6,
IIQ-7, and ICIQ-SF. Patients underwent placement of a TOT
using a standardised outside-in technique under local anaesthe-
tic and sedation. At 6 weeks, 6, 12, and 24 months follow-up
the 1-hour pad test and QoL questionnaires were repeated. In
addition, at all postoperative visits the GUTSS was also
completed. Data analysis was performed using the SPSS® and
Statview v4.5. This study was approved by the Hospital Audit
Committee.
Results:
84 women were recruited. Median age was 55(IQR 51–62)years,
parity 2(IQR 2–3), and BMI 28(IQR 25–33)kg.m-2. The 1-hour
pad test confirmed significant urinary leakage pre-operatively with
a marked reduction after surgery (Figure 1). The UDI-6, IIQ-7 and
ICIQ-SF were correlated with the 1-hr pad test for all visits.
Analysis using Kendall’s test showed that only the ICIQ-SF
correlated significantly with the pad test at the 6w, 6 m, and
12 m follow-up (p<0.05). Significant improvements were
observed in QoL parameters using all of the QoL question-
naires (Table 1). Patient satisfaction with continence surgery
and care received, assessed using the GUTSS questionnaire,
demonstrated high scores indicating greater satisfaction. Anal-
ysis of individual aspects of these QoL tools and comparison
is demonstrated in Table 1.
Figure 1. 1-hr pad test results at the pre-operative visit and on
follow-up
Significant difference at p<0.05 using Kendall’s tau-b
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Conclusion:
Similar to previous studies on urinary incontinence, this study
has shown that SUI has a moderate to severe impact on QoL
with a significant improvement following surgical intervention.
The TOT procedure significantly improves QoL in women with
SUI at 6 weeks, 6, 12, and 24 months. The ICIQ-SF QoL
questionnaire correlated best with objective assessment of
urinary leakage using the 1-hr pad test. The ICIQ-SF, which
is a brief questionnaire, easy to administer and score, may be

the best tool to assess continence severity and outcome pre and
post therapeutic intervention.
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Objective:
To determine whether patients with stress urinary incontinence,
who leak with cough early during cystometrogram, are more likely
to fail surgical correction.
Background:
Transobturator sling procedures have been shown to have an
increased failure rate in patients with more severe forms of stress
urinary incontinence, such as intrinsic sphincter deficiency. Thus
do patients with stress urinary incontinence (without intrinsic
sphincter deficiency) who leak with cough at smaller bladder
volumes during filling cystometrogram (early leak) represent a
more severe disease state than those who leak with larger bladder
volumes? In turn, are they more likely to fail transobturator slings?

Table 1: QoL analysis pre- and post-placement of TOT

Pre-op 6 w 6 m 12 m 24 m

Patients attended (N) 84 81 59 54 37

Lost to follow-up 2 8 8 8

Removed from study 0 5 7 9

Still for follow-up 0 0 0 8

UDI-6

No of patients:

• Mild 36 62 52 39 32

• Moderate 28 4 1 4 1

• Severe 12 2 1 2 1

Median score (IQR) 50(3–7) 14(1–22)* 6(0–22)* 11(0–22)* 6(0–28)*

IIQ-7

No of patients:

• Mild 45 57 49 41 33

• Moderate 17 3 0 2 1

• Severe 11 3 2 3 0

Median score (IQR) 33(22–62) 0(0–14)* 0(0–5)* 0(0–11)* 0(0–5)*

ICIQ-SF

Median score (IQR) 14 (10–16) 3 (0–6)* 0 (0–4)* 1 (0–4)* 0 (0–6)*

GUTSS

• OS 15 (14–16) 16 (14–16) 16 (14–16) 16 (15–16)

• CS 16 (14–16) 15 (14–16) 16 (14–16) 16 (15–16)

• Total score 32 (28–32) 31 (28–32) 32 (28–32) 32 (30–32)

*p<0.05 when compared to pre-operative values using paired t-testing
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Methods:
A retrospective chart review of all patients who underwent
multichannel urodynamics followed by Monarc transobturator
slings between February 2002 and March 2008, was performed.
Subjects who demonstrated stress urinary incontinence by
leakage with cough during cystometrogram (CMG) were
evaluated. Bladder volume at first leak with cough was
compared with the following measurements: Valsalva leak point
pressures (vLPP) at 150 ml and at capacity, maximum urethral
closure pressure (MUCP) at capacity, and total bladder capacity.
These values were then analyzed to determine whether
urodynamic indices may be used to predict success following
anti-incontinence surgery. Cure was defined by several methods:
favorable patient self-assessment scale (“cured” or “greatly
improved”), negative empty supine stress test, and infrequent
incontinence episodes per day (0–2). Results were described
using means and standard deviations or medians and interquar-
tile ranges for continuous measures and frequencies and
percentages for categorical factors. Spearman correlation statis-
tics were performed to measure the association between leak
levels and other ordinal or continuous measures, while two-
sample t-tests were used to assess the relationship between cure
measures and leak points. A significance criterion of 0.05 was
assumed for all analyses. Analysis was performed using SAS
software (version 9.1; Cary, NC).
Results:
A total of 391 SUI patients underwent surgical correction with
Monarc transobturator sling between February 2002 and March
2008. After excluding detrusor overactivity and follow-up period
less than 6 months, 196 patients were analyzed. Mean age was
60.9 (30.4, 88.1), median gravity was 3.0 (0, 9), and median
parity was 2.0 (0, 12). Mean follow-up period was 65.5 weeks
(24, 297). There was no relationship between volume of first
leak during CMG and the following measures: vLPP at 150 ml
or at capacity, MUCP, patient self-assessment score, ESST, and
number of incontinence events per day. (Table 1) Similarly, no
significant relationship was identified when evaluating volume at
first leak as percentage of bladder capacity, except when
compared with MUCP. (Table 2) There was no significant
relationship between surgical success and volume at first leak,
when success was based on subjective or objective parameters.
(Table 3).

Table 1: Relationship between first leak volume and other
urodynamic and clinical measures.

N rho 95% CI P value

LPP at 150 ml 65 -0.08 (-0.33,0.17) 0.54

LPP at capacity 128 0.01 (-0.17,0.18) 0.93

MUCP 195 0.04 (-0.10,0.18) 0.60

Self-Assessment 193 0.06 (-0.09,0.20) 0.43

Stress Test 187 0.05 (-0.10,0.19) 0.54

Inc Event Per Day 196 -0.12 (-0.26,0.02) 0.10

Table 2: Relationship between first leak volume, as percentage of
maximal bladder capacity, and other urodynamic and clinical
measures.

N rho 95% CI P value

LPP at 150 ml 62 0.01 (-0.25,0.27) 0.93

LPP at capacity 123 -0.13 (-0.30,0.05) 0.17

MUCP 188 -0.16 (-0.30,-0.02) 0.030

Self-Assessment 187 -0.1 (-0.24,0.05) 0.18

Stress Test 181 -0.03 (-0.18,0.12) 0.67

Inc Event Per Day 189 0.08 (-0.06,0.23) 0.25

Table 3: Relationship between first leak volume, as percentage of
maximal bladder capacity and surgical success based on clinical
measures.

Cured Not Cured

N % N % P value

Self Assessment 146 28.0 (0.0,
71.4)

41 26.1 (0.0,
56.9)

0.40

Stress Test 179 26.1 (0.0,
70.9)

2 30.3 (3.7,
56.9)

0.92

Incont./ Day 170 19.2 (0.0,
71.4)

19 35.1 (19.5,
64.4)

0.45

Conclusions:
In this population of patients with pure SUI undergoing trans-
obturator sling, the presence of urinary loss with cough early
during CMG is not a useful predictor of surgical success..
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PATIENTS DISSATISFIED WITH TOLTERODINE
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Objective:
To evaluate satisfaction with darifenacin treatment among overac-
tive bladder (OAB) patients dissatisfied with previous tolterodine
or oxybutynin treatment after 12 weeks on darifenacin.
Background:
OAB is chronic condition of multiple symptoms that increases
with age and affects 12.8% of women.[1] First-line pharmaco-
therapy for OAB is with antimuscarinic agents. Patients who are
dissatisfied with one antimuscarinic therapy may benefit from
‘switching’ to another antimuscarinic.
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Methods:
Patients (n=437) completing a 12-week open-label clinical study
on the efficacy of darifenacin[2] were provided information at the
last study visit about an opportunity to volunteer to participate in a
phone interview to assess patient satisfaction with darifenacin
treatment. To volunteer patients had to contact a third party
research agency. Informed consent was provided by 72 patients
(16% of the clinical study population) who were interviewed
within 2 weeks of their last visit by a trained moderator using a
semi-structured interview guide. Interviews began with open-
ended questions about patients’ experiences during the study,
followed by questions on overall and specific benefits from
darifenacin using a 5-point Likert scale (1=not at all meaningful
to 5=extremely meaningful). Bladder diary data and Patient
Perception of Bladder Condition (PPBC) scores collected in the
12-week clinical study were analyzed for the interview population
to compare changes for patients who did or did not report an
overall meaningful benefit (using Wilcoxon’s signed-rank test).
Results:
Overall, 87.5% of patients interviewed reported receiving very/
extremely meaningful benefits from darifenacin treatment. Specif-
ic patient-reported benefits included:
"Being able to be with my family or go to places"
“I had less accidents, less times that I leaked, less stress of running
to the bathroom"
"I didn't have to wear those pads. More freedom, less expense
because those pads are expensive."
"I didn't wake up at all during the night, where without the
medication I did."
Patients reporting any meaningful treatment benefit had greater
decreases in urgency episodes and urge incontinence episodes, and
significantly larger improvement in PPBC score from baseline to
Week 12 compared with those not reporting meaningful benefits
(Table). The change in PPBC score corresponded to a change from
having "some to moderate bladder problems" at baseline to "very
minor/some minor bladder problems" at 12-weeks.

Reported meaningful benefit

Median change from
baseline to Week 12 (CI)

Yes (n=63) No (n=9)

Micturitions per day -2.2 (-2.5, -1.68) -2.2 (-3.45, -1.14)

Urgency episodes per day -3.2 (-4.3, -2.91) -1.6 (-5.96, -2.67)

Urge incontinent
episodes per week

-5.6 (-11.48, -5.30) -1.4 (-12.33, -6.91)

Mean change from
baseline to Week
12 (CI)
PPBC score -1.62* (-1.92,-1.31) -0.22 (-1.29, 0.85)

*Statistical significance @ 95% CI vs. ‘No’ group; CI=confidence
intervals

Conclusion:
OAB patients dissatisfied with previous drug treatment reported
meaningful benefits with darifenacin and corresponding improve-

ment in bladder symptoms. This suggests that OAB management
may be improved by ‘switching’ treatment in patients reporting
unsatisfactory results with a particular OAB therapy.
Reference:
1. Irwin DE. Eur Urol 2006;50:1306–15.
2. Zinner N. Int J Clin Pract 2008;62(11):1664–74.
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Objectives:
To study the efficiency of Ophira Mini Sling System for the
treatment of stress urinary incontinence.
Background:
The Ophira Mini Sling System is an anatomical approach that
involves placing a midurethral low-tension tape anchored to the
obturator internus muscles bilaterally at the level of tendineous arc.
Methods:
From February 2008 to February 2009, 100 female patients (mean
age: 53 years old) with stress urinary incontinence underwent
outpatient management using the Ophira Mini Sling System. This
Mini sling System has a polypropylene monofilament mesh, held
between two self-anchoring polypropylene columns in a fishbone
design connected to a delivering mini trocar (fig1). During the
follow-up, patients were reviewed at 1, 3, 6 and 12 months as to
urinary incontinence, lower urinary tract symptoms and dyspar-
eunia. The pad test was used in the objective evaluation of urine
loss. The procedure was carried under local anesthesia, using
10 ml of 2% lydocaine solution, injected at the midurethra towards
the vaginal fornix, advancing 2 cm in the internus muscles. A
vertical 1-cm long vaginal incision was performed at 1 cm from
the urethral meatus. Minimal vaginal dissection was performed
laterally towards the ascending ramus of the ischiopubic bone,
preserving the endopelvic fascia. The delivery trocar was
introduced through the small vaginal incision, guided by the
surgeon’s index finger previously introduced at the vaginal fornix
to avoid vaginal wall perforation. Once the needle was felt at the
fornix, the tip was introduced towards the obturator internus
muscle, 1 cm above the vaginal fornix. When half of the mesh was
within the incision, the deploying bottom at the handle of the mini
trocar was retracted, deploying the sling was in place, allowing for
the self-anchoring fishbone columns to provide strong primary
fixation. The same maneuvers were repeated on the other side.
Results:
The mean operative time was 17,5 minutes, ranging from 7 to 60
minutes, and the mean hospital stay was one day. Complications,
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such as infection, bleeding or dyspareunia, were not observed in
this series. Mesh exposure was observed in 9 (9%) patients and
was managed conservatively in all but two cases. One patient did
not complete 30 days after surgery and was not included in the
statistics. Using the pad weight test to objectively evaluate the
patients after 6 months, 83 (83,8%) women were completely dry, 7
(7%) had improved and 10 (10.1%) were incontinent.
Conclusions:
Ophira Mini sling system is a safe and effective option for the
management of SUI. Further studies are ongoing to define the role
of this new alternative in the surgeon’s armamentarium.
References:
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ambulatory surgical procedures under local anesthesia for treat-
ment of female urinary incontinence. Int Urogynecol J 1996,
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Objective:
To characterise the inflammatory cell exudate found in patients
with Overactive Bladder Symptoms.
Background:
Since 1968 it has been known that the best surrogate method of
diagnosing urine infection, in symptomatic patients, is the
identification of pyuria of≥10 white blood cells (wbc) μL-1,
counted by microscopic examination of fresh unspun urine in a
haemocytometer. This has been very well validated 1. Studies
using CSU with enhanced culture methods have shown that the
detection of≥10 wbc μL-1, is more sensitive than MSU culture for
detecting infection in patients with acute frequency and dysuria 2.
Fresh urine microscopy is not a usual method for screening
patients with OAB symptoms. However, recently the detection of
inflammatory exudates of≥10 wbc µl-1 in fresh unspun urine from
around 60% of patients with OAB symptoms has been reported 3.
It was not reported whether this was associated with increased
detection of infection, nor were data available on the differential
white cell count. A method for achieving a more detailed analysis
of urinary sediments has been developed for cytological purposes.

The Shandon Cytospin© is used to concentrate the cells from small
volumes of fluid. Cells are concentrated into a small area on a glass
slide with the excess fluid absorbed onto a cardboard filter. Thus cells
from 0.5 ml of urine, reproducibly, are placed onto glass slides,
forming 5 mm diameter circles of single cell depth. This permits
closer scrutiny and some quantification. Giemsa stain is a classical
blood film stain for peripheral blood smears. Erythrocytes stain pink,
platelets show a light pale pink, lymphocyte cytoplasm stains sky
blue, monocyte cytoplasm stains pale blue, and leucocyte nuclear
chromatin stains magenta. This stain thus allows differential
inflammatory cell analysis of the Cystopsin preparation.
Methods:
CSU samples were obtained, apart from males who provided MSU
samples. Aliquots of fresh urine were examined by haemocytometer
to evaluate pyuria. Five drops of urine filled disposable cuvettes
which were placed in the Shandon Cytospin©. The centrifuge was
run at 850 rpm for 5 minutes using high acceleration. The
preparations were stained by the Giemsa method. Neutrophils and
lymphocytes throughout the preparation were counted. The data was
examined by ANOVA at the 95% level of confidence. The study was
approved by the East London Ethics Committee.
Results:
178 patients with OAB symptoms (94% female) and 21 controls
(77% female) were studied. The controls were younger (mean age
34 sd=9 versus mean age 57 sd=19). The pyuria & non-pyuria
groups were similar in age & sex. There were very substantial
differences in inflammatory cell counts between groups as shown
in the figure 1 (F=23, df=2, p<0.001). The lymphocyte:
neutrophil ratio was 50:50 in OAB but 40:60 in OAB & pyuria.
Conclusions:
The young control group reflects the selection bias incurred
through recruitment of the absolutely asymptomatic. OAB
symptoms are associated with mixed acute and chronic inflam-
matory exudates. OAB symptoms plus microscopic pyuria may
imply acute on chronic inflammation. These data support the
proposition that cystitis, much of it undetected by ordinary
methods, contributes to a significant proportion of OAB.
References:
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Background:
QQ-10 was originally designed to measure patients’ views of
using an electronic pelvic floor questionnaire (ePAQ-PF) as part of
their routine care.1 The QQ-10 comprises of a series of positive
and negative statements relating to patients’ experience of
questionnaire use, each with a 5-point Likert response scale
relating to their agreement with these statements. A free text box
also records personal comments and views. The present study was
designed to establish the psychometric properties of QQ-10.
Methods:
265 women who completed ePAQ-PF as part of their routine
clinical care completed QQ-10 immediately following their clinic
appointment. A subgroup of 55 women also completed the Patient
Experience Questionnaire (PEQ). Data were anonymised and
analyzed using SPSS (version 16.0).
Results:
The mean age of respondents was 54 (range 20–86). Factor
analysis was carried out on the 10 items of QQ-10, producing 2
meaningful factors; (1) Value (6 items: Communication, Rele-
vance, Ease of use, Comprehensiveness, Enjoyableness, Willing-
ness to repeat) and (2) Burden (4 items: Overlong, Embarrassing,
Over complicated, Upsetting). Internal reliability of these factors
was assessed using Cronbach’s alpha; both achieved scores of >
0.7 (Burden=0.74, Value=0.76). Significant correlations were
found between QQ-10 Value and Burden scores with the 2 PEQ
items relating to communication and barriers to healthcare. Free
text items were provided by 42% of respondents; these related to
their views on various aspects of questionnaire use, including
access and utility, understanding and language (face validity).

Internal reliability of scale scores for QQ-10 domains

Domains Internal Reliability
( N=207)

Cronbach’s
alpha

Value

Communication 0.61 0.76
Relevance 0.62

Ease of use 0.75

Comprehensiveness 0.72

Enjoyableness 0.71

Willingness to repeat 0.71

Burden

Overlong 0.73 0.74.
Embarrassing 0.61

Over complicated 0.68

Upsetting 0.70

Conclusions:
Patient reported outcome measures (PROMs) are increasingly recom-
mended for use in practice.2,3 QQ-10 is the first reliable and valid
instrument designed to measure patients’ views of the value and
burden of questionnaire use during their clinical episode. Its two
scored domains show good internal reliability and, combined with its
free text items, QQ-10 offers a valuable measure of face validity and
utility of a questionnaire, in particular the views of patients using a

questionnaire as part of their clinical care. QQ-10 could be used to
compare the value and burden of different questionnaires in different
areas of medicine and could be adapted for assessing patients’ views
of other tests and investigations used in urogynaecology, such as
urodynamics, bladder diaries and paper questionnaires.
References:
1. Radley SC, Jones GL, Tanguy EA, Stevens VG, Nelson C,
Mathers NJ. Computer interviewing in urogynaecology: concept,
development and psychometric testing of an electronic pelvic floor
assessment questionnaire in primary and secondary care. BJOG.
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JM, Selby PJ. Measuring quality of life in routine oncology
practice improves communication and patient well-being: a
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Objective:
This study evaluates the efficacy and safety of this new procedure
which is adjustable like traditional retropubic or transobturator
slings and less invasive like over mini-slings.
Background:
Suburethral slings achieve excellent success with high continence
rates in stress urinary incontinence. Conventional retropubic or
transobturator tapes actually are preferred by most surgeons, but
shows side effects and complications because of the blind passage
of the tape. The single incision sling AjustTM allows a post-
insertion bi-directional adjustability (loosen and tighten) after
strong anchoring in obturator membrane.
Methods:
In our prospective observational study the first 30 patients with a mean
age of 60.4 years (range 43–88 yrs.) were operated from November
2008 to December 2008 with AjustTM in 4 centres. All patients
showed a stress urinary incontinence grade II and III. 9 patients had
previous failed surgery for incontinence (5 Burch, 4 bulking agents).
Each patient had a fully urogynecological assessment preoperatively
with clinical examination, urodynamics and pelvic floor ultrasound.
There was no combination with prolapse repair; the implantation of
the sling was done in 13 patients under local anaesthesia, spinal in 1
and general in 16. In the postoperative setting there was evaluation of
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continence by clinical examination and pain with visual analog score
(VAS) from 0 (worst) to 10 (best). In addition we used the short form
of UDI 6 and IIQ7 and Kings Health Questionnaire to assess the
symptom severity.
Results:
These are preliminary results of the first 30 patients with a mean
follow-up of 3months. In every procedure operating timewas under 15
minutes. There was no intra- or postoperative complication with
bladder lesion or bleeding. In every case it was easily to insert the single
incision sling, were was no need for changing to another system. No
patient needs postoperative catheterization. Residual volume of urine
reached not more than 50 ml. The mean length of stay in hospital was
1.5 days (1–4 days). All patients described the postoperative phase as
completely painless, after 3 months we didn’t see any case of
dyspareunia or other pain. In the follow-up of 3 months all 30 patients
were completely dry, 1 patient shows a mild urgency.
Conclusions:
The AjustTM adjustable single-incision sling system is a minimally
invasive polypropylene sub-urethral sling, may be implanted using
local, regional or general anaesthesia. Insertion for the sling seems
easily, fast and reproducible without high morbidity for the patient.
There is no need for extended vaginal dissection or additional skin
incision. First results showed a high efficacy with excellent continence
rates because of the strong anchoring in the obturator membrane and
no severe side effects in fact of using a small mini-sling and possibility
of bi-directional adjustability after insertion. Further prospective
studies with a longer follow-up have to prove the high efficacy.
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Objective:
To evaluate the long-term success and complication rate for vaginal
ring pessary in women with pelvic organ prolapsed (POP), and
determine the appropriate management of long-term usage of device.
Background:
Although pessaries have been in use for several centuries, there
are few long-term follow up studies to evaluate the usefulness and
complications of the device insertion [1].The average life span of
Japanese women is 86 years old (WHO 2008),that is longest in the
world. Most of the Japanese women opt for the nonsurgical
treatment and so there is a tendency toward long-term use of the
mechanical devices in Japan. Two broad categories of pessaries
exist: support and space-filling pessaries, but there is only ring
pessary in the Japanese market. And then, the Japanese urogyne-
cologists select a soft or hard ring pessary.

Methods:
This study is a retrospective chart review of 106 consecutive charts of
patients that had chosen the pessary usage in the gynecology unit or
female pelvic floor reconstructive centre of our hospital between Jan.
2002 and Jan. 2007. After pelvic examination, women presenting with
symptomatic POP were given three options: expectant management,
pessary, or corrective pelvic surgery. The initial pessary fitting was
judged successful if 1) the pessary was not expelled, 2) the patient
could not feel the pessary, and 3) the pessary did not descend to the
introitus during testing. The patients were booked for a follow-up visit
in 2 weeks and thereafter in every 3 months. At each follow-up visit,
the pessary was removed and rinsed with water. The vagina was
examined by speculum for evidence of erosions, abrasions, ulceration,
or granulation tissue [2] [3].
Results:
During the study period, 106 patients with symptomatic POP (mean
age 70.1 years, range 25–81; median parity 2, range 0–6) had chosen
the vaginal ring pessaries.103 patients (97.2%) were fitted successfully
with pessaries and three (2.8%) were not able to use them at 2 weeks.
69 (67.0%) completed the 12-months follow-up, and 62 (60.2%)
completed the 2-year follow-up. The median follow-up period was
13.5months (range 1–77). Themean size of the pessaries was 65.1mm
(range 50–90 mm). Of 41 patients with not completed the 2-years
follow up, 21 (51.2%) subsequently had surgery: 15 (71.4%) had
vaginal hysterectomy; three (14.3%) had the tension-free vaginal mesh
(TVM) procedure; two (9.5%) had anterior colporrhaphy; one (4.8%)
had sacrocolpopexy. Twenty (49.8%) wished for no further treatment
because of complications: 15 (75%) developed vaginal abrasions after
successful pessary fitting; eight (40%) developed vaginal erosions. No
women complained pelvic pain. Five devices of 62 (8.1%) was
embedded in the vaginal mucosa. The rectovaginal fistula was not
formed yet, but it was difficult to remove them. And then these were
broken with the wire cutter. These patients had begun to use the hard
type devices over 20 years after menopause. Two months later with
local estrogen, themucosa healed up in all cases, and one of them could
have TVM procedure afterwards. Three devices of 62 (4.8%) had been
exchanged for the smaller size rings.
Conclusions:
Although many patients with POP and urogynecologists opt for
surgical management, the pessary is an excellent alternative for
patients unwilling or unable to undergo surgery. It is possible to
use the vaginal device for the long term over 2 years under the
appropriate management. After initial pessary fitting is successful,
it is necessary for patients to return for a follow-up appointment in
about 2 weeks. For patients unable or unwilling to remove and
replace a device themselves, it is important to remove, washing
and reinsertion after inspection of the vagina every 3 months. The
choice of soft device and self-medication of estrogen vaginal
tablet once a week may help prevent complications. The self-
removal and insertion of device is recommended if possible.
References:
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American Urogynecologic Society. Obstet Gynecol 2000; 95: 931–5.
2. Wu V, et al. A simplified protocol for pessary management.
Obstet Gynecol 1997; 90: 990–4
3. Fernando RJ, et al. Effect of vaginal pessaries on symptoms
associated with pelvic organ prolapse. Obstet Gynecol 2006; 108: 93–9

Int Urogynecol J (2009) 20 (Suppl 3):S241–S491 S295



277
COMPARISON OF URODINAMIC AND PATIENT-
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Objective:
To compare urodinamic and patient-centered outcomes after
surgical correction of pelvic organ prolapse (POP).
Background:
The LUTS are more prevalent in women with POP than in
general population (Mouritsen L., 2003; Romanzi LG, 1999).
Some of them significantly correlate to POP stage (voiding
difficulty—VD), some have nonlinear correlation (stress urinary
incontinence—SUI), some have a week (or no) correlation
(frequency, nocturia, urgency, urge urinary incontinence—UUI)
(Ellerkmann R.M., 2003; Burrows L.J., 2004). That’s why the
understanding of mechanisms causing symptoms is essential.
Urodinamic investigation (UDI) is the only tool for objective
evaluation of LUT function. The main goal of UDI is to
reproduce the patient’s symptoms and to give their objective
explanation (Incontinence. 2nd International Consultation on
Incontinence., Ed. P. Abrams, et al., 2002). Another goal of
UDI is to predict outcomes of surgery in patients who have POP
together with several LUTDs. Answering the question “does the
surgery help?” mainly depends on what we consider as “cure”,
especially in patients with prolapse, who seek medical care
mostly because of bothering symptoms and decreased QoL rather
then prolapse itself (Barber MD, 2001). In recently issued IUGA
guidelines for research and clinical practice “Evaluation and
outcome measures in the treatment of female urinary stress
incontinence” the outcome measures are listed. The authors
outlined importance of both kinds of measures—objective
(including POP staging and UDI before and after surgery) and
subjective (inc. validated condition-specific QoL questionnaires,
goals and satisfaction) (G. Ghoniem, 2008).
Methods:
Patients with II-IV POP stages (n=107), eligible for surgical
correction of POP, were assessed before and 1–3 years after the
surgery, including POP-Q staging, UDI, completion of P-QOL
questionnaire, goal selection and then goal achievement score,
Global Impression of Improvement (GII) score. The aim of
surgical treatment was to restore all impaired compartments of
pelvic floor. In the patients with urodinamically confirmed SUI
TVT or TVT-O procedures were performed concomitantly. UD
findings were compared to LUTS scores (SUI, OAB, VD), self-
selection of the main goal before treatment and to LUTS
scores, main goal achievement and GII score 1–3 years after
the surgery.

Results:
Table 1. Self-reporting symptoms before and 1–3 years after the
POP repair.

Symptoms Before surgery,
n (%)

After the POP
repair, n (%)

p

SUI 83 (78) 27 (26) P<0.001

VD 81 (76) 15 (14) P<0.001

OAB 98 (92) 47 (44) P<0.001

The presence of all LUTS significantly decreased after surgical cor-
rection of POP, suggesting POP as one of the causes for most LUTS.

Table 2. UD confirmation of symptoms in POP patients before and
after the surgery.

Conditions Before surgery After the POP repair

Symptoms,
n

UD confirmed
(n, % from
symptomatic)

Symptoms,
n

UD confirmed
(n, % from
symptomatic)

SUI 83 54 (65) 27 7 (30)

VD 81 28 (35) 23 4 (17)

OAB 98 18 (18)—
detrusor
overactivity

47 16 (34)—
detrusor
overactivity

44 (45)—
increased
sensitivity

10 (21)—
increased
sensitivity

We observed poor correlation of symptoms with UD findings,
especially postoperatively.

Table 3. Goal selection in patients with and without UD-confirmed
conditions.

Group of
symptoms

Main goal selection,
% from those patients,
who had such symptoms

Goal achievement (GA),
% from those patients,
who set that goal

UD-
confirmed

UD-not
confirmed

UD-
confirmed

UD-not
confirmed

SUI 74 40 74 67

OAB 16 4 73 60

VD 23 0 85 -

Patients with UD-confirmed LUTD chose a deliverance from their
symptoms as a main goal before surgery more often. The goal
achievement was relatively high for all groups of symptoms. The
patients with VD had the highest goal achievement scores, patients
with symptoms of OAB not confirmed on UD—the lowest. These
findings further improve understanding of POP symptoms and
capability of surgery to improve objective outcomes.The satisfaction
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was correlated highly with preoperative surgical goals achievement
(ρ=0.72; p<0.0001), while LUTS impact score correlated poorly (ρ=
0.37; p=0.005) and objective measures of surgical success, including
UD, didn’t correlate (p=0.55) with patient satisfaction.
Conclusions:
UD is very useful in preoperative evaluation of patients with POP
who have any LUT complaints. It helps to understand the underlying
mechanism of symptoms, make executable patients’ estimations, plan
the treatment, predict its outcomes, including satisfaction. After the
surgery UDI is helpful only if new or worsened LUT symptoms are
present and the patient is seeking for the additional help.
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Objective:
To compare the diagnostic correspondence of Pad test and
Cystomanometry in patients with clinical diagnosis of urinary
stress and mixed incontinence.
Background:
The diagnosis of urinary incontinence is clinical but its symptoms
may be misleading. To try to obtain a good diagnostic accuracy,
exams such as the pad test or Cystomanometry may be used. Pad
test is used to identify the activities leading to leakage with its
quantification. Cystomanometry is an invasive and expensive
technique that requires special equipment and training. However,
it is considered the most important evaluation method when
surgical treatment of urinary incontinence is being planned.
Methods:
We performed a retrospective observational study of women
submitted to urinary incontinence surgery between Out/2005 and
Sep/2007 who had a preoperative evaluation with Pad test and
Cystomanometry. Patients in group A had clinical stress inconti-
nence defined as leakage with coughing, sneezing or exercise.
Patients in group B had mixed incontinence defined as presence of
stress incontinence and urge symptoms.
The Pad test consisted of a saline instillation of 250 mL in an
empty bladder; during 20 minutes the patients were asked to
perform standard activities and leakage was evaluated. Leakage at
coughing or Valsalva maneuver was considered stress inconti-
nence, when washing hands was considered urge incontinence, in
both situations was considered mixed incontinence. In cystoman-
ometry we considered urge incontinence when involuntary
detrusor or post-miccional contractions were present or when the
first sensation occurred below 50 mL. Pure stress incontinence
was defined as leakage occurring with an increase in abdominal
pressure, such as coughing or Valsalva maneuver; mixed incon-

tinence when the criteria of both types were present. We compared
the correlation between the clinical diagnosis (groups A and B)
and Pad test and cystomanometry results, as well as between Pad
test versus cystomanometry results.
Results:
A total of 96 patients were evaluated—group A (n=38), group B
(n=58). The two groups were homogeneous concerning the
distribution of race, age, BMI, history of vaginal delivery,
hysterectomy and postmenopausal status.

Group A (n=38) Group B (n=58)

Caucasian n (%) 37 (97.4) 57 (98.3)

BMI (kg/m2) median
(min-max)

29.9 (21.7–39) 30.3 (21.6–40.2)

Age (years) average (min- max) 60.1 (45–78) 58.7 (40–78)

Patients with vaginal
births n (%)

37 (97.4) 53 (91.4)

Prior histerectomy n (%) 9 (23.7) 14 (24.1)

Postmenopausal n (%) 28 (73.7) 43 (74.1)

The average leakage quantified by Pad test was 101.9 mL (3–265)
and 130.6 mL (2–342) in groups A and B, respectively. The Pad
test classified 65 cases (67.7%) as stress, 3 (3.1%) as urge and 28
(29.2%) as mixed incontinence. The Cystomanometry study
classified 54 (56.3%), 3 (3.1%) and 32 (33.3%) as stress, urge
and mixed incontinence respectively; 7 patients (7.3%) had normal
cystomanometric results.

Pad stress Pad urge Pad mixed

Group A (n=38) 34 (89.5%) 1 3

Group B (n=58) 31 (53.4%) 2 25 (43.1%)

Cystomano-
metry stress

Cystomano-
metry urge

Cystomano-
metry mixed

Cystomano-
metry normal

Group A
(n=38)

27 (71.1%) 1 7 3

Group B
(n=58)

27 (46.6%) 2 25 (43.1%) 4

Cystomanometry
stress

Cystomanometry
urge

Cystomanometry
mixed

Pad stress
(n=65)

45 (69,2%) 1 16

Pad urge
(n=3)

2 0 1

Pad mixed
(n=28)

7 2 15 (53,6%)

Conclusions:
In our study, both Pad test and Cystomanometry had a better
diagnostic correlation with the clinical diagnosis of stress
incontinence than with mixed incontinence.
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Pad test showed a higher correlation with the clinical diagnosis
than Cystomanometry, where stress incontinence was concerned.
However, no difference was found concerning the diagnosis of
mixed incontinence. Pad test, a less expensive exam, seems more
relevant than Cystomanometry in the initial evaluation of urinary
incontinence complaints.
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Objective:
To evaluate the impact of the transobturator tape (TOT) on female
voiding function (VF) using subjective and objective parameters.
Background:
VD is a recognised complication following surgery for SUI.
Placement of a mid-urethral retropubic tape, specifically the
TVT™, is associated with lower rates of VD compared to
colposuspension or traditional pubovaginal slings. It seems that

TOT has a lower rate of VD compared to TVT. There is currently
a paucity of data to support this claim.
Methods:
Patients with urodynamically-proven SUI (USI) and a stable bladder
were recruited. Those with≥grade 2 prolapse were excluded. Pre-
operatively and at 6 weeks, 6, 12, and 24 months follow-up, patients
answered the short form of the Urogenital Distress Inventory ques-
tionnaire (UDI-6) and had uroflowmetry, measurement of post-void
residual volume (PVR), 1-hour pad test and a vaginal examination.
Urethral pressure profilometry (UPP) was only done pre-operatively
and at 6 weeks. The TOTwas placed using the outside-in technique.
300 ml of normal saline was left in the bladder to facilitate an early
trial of void (TOV). Patients were not catheterised post-operatively.
Time to first void, voided volume (vvol) and PVR were recorded.
Results:
84 women were recruited. Median age was 55(IQR 51–62)years,
parity 2(IQR 2–3) and BMI 28(IQR 25–33)kg.m-2. 83(99%) were
performed under local anesthetic and sedation. Median time to
first void was 180 (IQR 75–240)min, median vvol of 250(IQR
198–400)ml and median PVR 54 (IQR 10–156)ml. 5(6%) patients
had unsatisfactory TOV and were catheterised [mean of 16(R 12–
32)hrs]. Repeat TOV was successful.
The 1-hour pad test, used as a measure of cure, demonstrated a
significant decrease in urinary loss (Figure 1). Significant difference
at p<0.05. Pre-operatively, 23(27%) had symptoms of VD which
improved post-TOT(Table 1). UDI-6 scores were reduced after
surgery reflecting improved incontinence symptoms and quality of
life (QoL). Scores for Question 5 evaluating VD were unchanged.

Table 1. Voiding function pre-operatively and at follow-up

Symptoms Pre-op 6 w 6 m 12 m 24 m

Patients attended (N) 84 81 59 54 37

Strain to void 6 5 1 3 0

Poor stream 9 6 1 4 0

Incomplete emptying 17 5* 3* 2* 0**

Double voids 11 3** 3 3 0

Post-micturition dribbling 6 2 0 1 0

UDI-6 Scores

Number of patients (n):

• Mild 36 62 52 39 32

• Moderate 28 4 1 4 1

• Severe 12 2 1 2 1

Median score (IQR) 50(34–67) 14(1–22)* 6(0–22)* 11(0–22)* 6(0–28)*

UDI-6 Question 5 scores

Number of patients (n):

• Not at all 52 52 43 37 28

• Slightly 15 12 10 5 5

• Moderately 5 1 1 1 0

• Greatly 4 3 0 2 1

Median score (IQR) 0(0–1) 0(0–0) 0(0–0) 0(0–0) 0(0–0)

Uroflowmetry values in patients with voided volume of >150 ml

No of patients with >150 ml 39(46%) 61(75%) 45(76%) 36(67%) 25(68%)

§ Qmax(ml/sec)† 28(22–36) 26(18–34) 32(21–40) 27(21–35) 25(16–31)

§ Res (ml)† 20 (0–30) 10 (0–31) 10 (0–53) 10 (0–42) 10 (0–46)

Uroflowmetry values using the Liverpool Nomogram pre- and post-operatively

No of patients with normal flow 59(70%) 59(73%) 43(73%) 40(74%) 22(59%)

Not statistically significant
*p<0.01, **p<0.05,†median values (IQR)
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Correlation of pre-operative voiding cystometry parameters to
UPP demonstrated a positive correlation between time to
maximum flow rate, maximum urethral closure pressure (MUCP)
and maximum functional urethral length(FUL) (p<0.05). MUCP
and mean MUCP values also correlated with time to void (p=
0.02 and 0.01), time of flow (p=0.02, 0.01), and detrusor pressure
at maximum flow (p=0.02, 0.01). UPP parameters measured pre-
and 6 weeks post-operatively demonstrated no significant change in
FUL or maximum FUL but there was a significant decrease in
MUCP and maximum MUCP values at 6 weeks post-surgery.
Uroflowmetry results were analysed using both the cut-off PVR
value of 150mls and the Liverpool Nomograms (LN). At pre-
operative uroflowmetry, more than half of the patients had vvol of
>150 ml. Flow analysis was normal, pre- and post-surgery. Using
the LN, most patients were able to produce a normal flow. When
post-operative data were correlated to pre-operative results using the
Chi-square test, there was no significant change in flow.
Conclusions:
VD is uncommon in patients with SUI. Symptoms of VD based on
history are unreliable in diagnosing VD. UDI-6 is be a better
instrument in detecting VD.
TOT is a safe and effective procedure for the treatment of USI
with a low risk of VD. The risk of VD in the immediate post-
operative period is short-lived and resolves spontaneously.
No deterioration of VF is observed at long-term follow-up.
Symptoms of VD may improve after TOT.

Figure 1. 1-hr pad test results at the pre-operative visit and on
follow-up
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Objective:
It is clinically rare to experience a POP case who has both large
cystocele and severe uterine prolapse at the same time as long as
the levator hiatus is not extremely enlarged. This study attempts to
find the relationship between cystocele and the descent of uterus
in POP patients.

Methods:
We retrospectively evaluated the functional cine-MRI studies of
42 symptomatic POP patients (mean age 62.4y, range 52–83). On
physical examination, the patients had the cystocele with POP-Q
stage 0–I in 12 cases (group A), stage II–III in 15 cases (group B),
and stage IV in 15 cases (group C), respectively. All patients
underwent MR imaging of the pelvis in the supine position at rest
and at straining. The area of levator hiatus area (LHA, square cm)
was calculated at the level of the proximal urethra in the transverse
slice. The descent of uterus was determined by measuring the
distance (cm) of distal edge of cervics to the pubococcygeal line
(PCL) in the midsagital slice at maximum straining (cervics above
PCL is assigned positive numbers).
Results:
The values of LHA were relatively identical among all subjects.
The mean values of the distance of distal edge of cervics to the
PCL were—3.2 +/- 0.3 in group A,+0.4 +/- 0.2 in group B and +
1.1 +/- 0.8 in group C, respectively. Thus, the relationship between
the severity of uterine prolapse and cystocele was reciprocal.
Conclusions:
Patients with severe uterine prolapse had no overt cystocele,
whereas, the patients with large cystocele had no overt uterine
prolapse. Thus, it seems to be the degree of uterine prolapse that
determines the existence of anterior vaginal wall prolapse. In
another words, the support of the middle compartment of pelvis
may characterize the pattern of POP.

281
SACRAL NEUROMODULATION FOR THE TREATMENT
OF SIMULTANEOUS URGE URINARY AND URGE
FECAL INCONTINENCE
D. H. KIM, N. FARUQUI, G. GHONIEM;
Cleveland Clinic Florida, Weston, FL.

Consent obtained from patients: Not Applicable
Level of support: Not Applicable
Work supported by industry: No

Objective:
We hypothesized that overactivity of the plevic nerves can cause
both UUI and UFI. The objectives were to study the safety and
efficacy of sacral neuromodulation in the treatment of simulta-
neous urge urinary and urge fecal incontinence.
Background:
Sacral neuromodulation (SNM) was first introduced back in 1989
by Tanagho1 as a new modality in the treatment of voiding
dysfunction. It has been shown to be an effective treatment for
patients with urinary frequency and urgency with or without
urinary incontinence as well as those with idiopathic urinary
retention. The first observation that bowel symptoms improved in
patients undergoing SNM was noted by Matzel2. SNM was first
used in the treatment of fecal incontinence (FI) in 19952.
Subsequent early studies showed good results with statistically
significant improvements in FI and quality of life. For patients that
have failed prior behavioral and medical therapy, sacral neuro-
modulation has been shown to be an effective minimally invasive
treatment option for patients with either urge urinary (UUI) or
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urge fecal incontinence (UFI). The current role of sacral neuro-
modulation for the simultaneous treatment of both UUI and UFI
has yet to be defined.

Methods:
After Institutional Review Board approval we performed a
retrospective chart review to identify all female patients who
underwent implantation of a SNM implant for UUI from January
2007 to February 2009. Women who also experienced FI with
fecal urgency were included in the study. Data was collected
regarding patient age, parity, prior treatments for UUI and FI, prior
urinary, rectal or pelvic surgery, and complications. Validated
questionnaires (UDI-6, IIQ-7, Urinary QoL, Wexner fecal incon-
tinence score) assessing symptom severity and quality of life were
administered pre-operatively and during follow-up. Number of
times reprogramming was needed. Post-operative adverse events
were also recorded. All patients underwent percutaneous nerve
testing to see if their urinary symptoms improved over a 1 week
period. Patients who experienced at least a 50% improvement in
their urinary symptoms assessed by validated questionnaire or
voiding diary were offered a full SNM implant. Only improve-
ments in urinary symptoms were considered in offering permanent
implant. The testing and implantation technique was done
whereby electrical stimulation is applied to the S3 nerve root.
Patients completed validated questionnaires at routine follow-up.
Missing information was confirmed by way of a brief telephone
interview. Statistical analysis was performed using the statistical
package of social sciences (SPSS) (version 16). Wilcoxon signed-
ranks test was applied to calculate the difference in UDI-6, IIQ-7,
Urinary QoL and Wexner fecal incontinence scores. P value of
less then 0.05 was taken as statistically significant.
Results:
A total of 12 patients underwent implantation for UUI also had
concomitant UFI. Average age was 75.3 years (range 66–81).
Median follow-up was 10 months (range 1–70). All patients were
multiparous. All patients had previously failed behavioral and
medical treatments for both urinary and fecal incontinence. Nine
of 11 had prior hysterectomy. Eight of 11 had prior urinary tract
surgery. Four of 11 had prior anorectal surgery. Two patients had
minor complications in terms of persistent pain at the implant site that
resolved with oral analgesics. Two of 8 patients who were taking
anticholinergics were able to discontinue them following implanta-
tion. There were statistically significant improvements in the UDI-6
(pre/post—9.92±0.77/ 5.6±1, p 0.003), IIQ-7 (pre/post—14±1.8 /
8.5±1.5, p 0.002), urinary Qol (pre/post—5±0.2 / 2.4±0.3, p 0.005),
and Wexner fecal incontinence scores (pre/post—15±1 / 7.5±1.8,
p 0.004). Six out of 11 patients were happy from both a UUI and UFI
perspective. Eight out of 11 patients were happy UUI wise. Eight out
of 11 patients were happy UFI wise. Two patients were happy urinary
wise but not fecal wise. Two patients were happy fecal wise and not
urinary wise. Two persons were unhappy with both types of
incontinence following implantation.
Conclusions:
Sacral neuromodulation is a safe and effective treatment for
simultaneous UUI and UFI. Although previously thought of as
separate problems, UUI and UFI may represent secondary
manifestations of a common pathway—an overactive pelvic
nerve.

References:
1. Tanagho EA, Schmidt RA, Orvis BR. Neural stimulation for
control of voiding dysfunction: A preliminary report in 22 patients
with serious neuropathic voiding disorders. J Urol 1989;142:340–
345.
2. Matzel KE, Stadelmaier U, Hohenfeller M, Gall FP. Electrical
stimulation of sacral spinal nerves for the treatment of fecal
incontinence. Lancet 1995; 346 :1124–1127.
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Objective:
To present a simple and minimally invasive technique to perform
vaginal hysterectomy using electrosurgical bipolar vessel-sealing
technology and to report a five years experience on 1026 women.
Background:
Vaginal hysterectomy is considered to be the method of choice for
removal of the uterus because it results in fewer complications,
shorter hospital stays and convalescence, lower hospital costs, and
better quality of life outcomes1. However, recent studies have shown
that less than one-third of hysterectomies are performed vaginally2. A
number of pre-existing clinical conditions are generally accepted as
contraindications to vaginal hysterectomy as nulliparity, large uterine
size and the indication to oophorectomy. This could be due to the fact
that the vaginal route offers relatively limited space for surgical access
to vascular pedicles. Suture ligation is usually preferred for securing
larger vascular pedicles. However, it can be time consuming as the
pedicles need to be clamped, cut and ligated. Electrosurgical bipolar
vessel-sealing technology is an haemostatic system based on the
combination of pressure and bipolar electrical energy and is able to
seal vessels up to 7 mm in diameter. The current delivered to achieve
haemostasis takes between 2 and 7 seconds, and hence, can be
relatively faster compared with suture ligation.
Methods:
Medical records of patients who underwent vaginal hysterectomy
for benign uterine pathologies, from 1st January 2004 to 31st

December 2008 were reviewed. Surgical technique. A circumfer-
ential vaginal incision was made around the cervix. The bladder
was dissected off the vagina anteriorly and the pouch of Douglas
was opened posteriorly. The sacrouterine ligaments the and
cardinal ligaments, containing the uterine vessels, were then
grasped with the electrosurgical bipolar forceps, coagulated and
cut without using any sutures. Then, the peritoneal cavity was
entered anteriorly. Morcellation was performed if the uterus failed
to descend. The round ligament was grasped with the electrosur-
gical bipolar forceps, coagulated and cut. Depending on whether
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the adnexae were to be removed or left behind, either the
infundibulopelvic or the ovarian and round ligaments were
grasped, coagulated and cut. After removal of the uterus, a
McCall culdoplasty was performed and the vaginal cuff was
closed using continuous suture, without peritonization.
Results:
During the five-years period, out of 1061 women were candidated
to hysterectomy for benign pathologies. Of these, 1026 (96.7%)
were considered for vaginal hysterectomy: 577 for prolapse, 282
for uterine fibroids, 136 for endometrial hyperplasia and 33 for
other benign pathologies. Of the 1026 hysterectomies considered,
1017 were successfully performed by vaginal route while a
conversion to the abdominal route was required in 9 cases.
Ninty-two patients were nulliparous women. In 697 bilateral
oophorectomy was associated. In 104 patients the uterine weight
was>or=500 g. The weight of the largest uterus successfully
removed vaginally was 1600 g. The mean operative time of
hysterectomy was 55 minutes (range: 20–200). The mean hospital
stay was 38 hours (range 20–48).
Conclusions:
Considering all 1061 patients candidate to hysterectomy for
benign pathologies, we successfully performed 1017 (95.8%)
hysterectomies by vaginal route. We hope the results of this study
will be a contribute to “challenge the prevailing dogma regarding
contraindications to vaginal hysterectomy”3.
References:
1. McCracken G, Lefebvre GG. Vaginal Hysterectomy: Dispelling
the Myths. J Obstet Gynaecol Can 2007;29(5):424–428
2. Maresh MJA, Metcalfe MA, Mc Pherson K, et al. The VALUE
national hysterectomy study: description of the patients and their
surgery. Br J Obstet Gynaecol 2002;109:302- 312
3. Doucette RC, Sharp HT, Alder SC. Challenging generally
accepted contraindications to vaginal hysterectomy. Am J Obstet
Gynecol 2001;184:1386- 1391
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Objective:
Interstitial cystitis is a chronic inflammatory disease of the bladder
of unknown etiology and with a handful of surgical therapies
available. We will discuss our results and complications with
intractable IC/PBS treated with sacral neuromodulation.
Background:
Prospective study with Electronic Medical Records quantitative
and qualitative regular assessments.
Methods:
Between January 2002 and March 2004, 34 patients underwent
Stage 1 Interstim (Medtronic, Minneapolis, MN) and later 30,

Stage 2 Interstim placements under general anesthetic (GA). All
patients underwent history and physical examination, videourody-
namics, multiple PUF scores, visual analog pain scale (VAPS, 0–
10, least to worst), positive cystoscopy with hydrodilation under
GA and/ or potassium sensitivity testing in the office. All patients
failed conservative oral and intravesical therapies prior to
treatment with Interstim potentially including Pentosan polysulfate
sodium, Amitriptyline, Impramine and DMSO.
Results:
Thirty patients completed this review with a median age of 41±
14.8 years and with a median follow-up of 74±9.8 months (6.16±
8.2 years). Median PreOp PUF scores were 21±8.6 and Post Op
with minimum 5 year follow-up was 10±6.6 (p<0.01). Median
PreOp/PostOp VAPS were 7/3 (p<0.01). Functioning leads all 4
(27 percent), 3 (50 percent), 2 ( 23 percent). There were 7 cases of
lead migration all were successfully repaired. Two IPG (Implant-
able Pulse Generator) erosions secondary to trauma without
infection were surgically repaired. Reoperation rate 30 percent
(9/30).
Conclusions:
Sacral neuromodulation is an effective medium-term treatment
(5 years) for intractable IC/PBS with an acceptable complication /
reoperation rate.
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OF PATIENTS SUBMITTED TO PROLAPSE
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Objective:
To identify what factors could be associated with a lesser sexual
satisfaction after a prolapse and/or incontinence surgery.
Background:
There is much information about anatomic and symptomatic
results for prolapse and incontinence surgery. At present there is
an increasing interest in evaluating the impact upon the sexual
function after these procedures.
Methods:
Retrospective study of 183 patients submitted to prolapse and/or
incontinence surgery who were administered the validated Spanish
version of questionnaire PISQ-12 not earlier that 3 months post
surgery. It was defined as low level of sexual satisfaction a score
minor or equal to 20, corresponding to 10th percentile of the
universe studied. The variables studied and which could influence
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upon a poor sexual satisfaction were: age, relapse of SUI or POP,
development of major postoperative complications defined as
those that required surgical resolution or prolonged medical
treatment, parity, BMI, postoperative total vaginal length (TVL),
number of compartments repaired, follow-up time, previous POP
and or SUI surgery, suburethral sling, concomitant hysterectomy,
prolapse correction with mesh, abdominal approach and preoper-
ative POP-Q stage 3 or 4. In the univariate analysis the Student
Test for independent samples was used for continuous variables
and Chi Scuare was used for categorical variables. Following next,
a logistic multivariate linear regression was made to identify
independent factors. A value p <0.05 was considered statistical
significance.
Results:
When comparing the group of patients with score≤20 vs those
with score>20, the univariate analysis showed a statistically
significant difference for: development of postoperative major
complications, age and relapse of prolapse or SUI . There was no
difference for the rest of the variables studied (Table 1).

Table 1: Univarite analysis of factors related with a poor PISQ-12
score (≤ 20).

Average age 54,3±7 vs 50,4±7 p=0,05

Relapse of SUI or POP 17,6 % vs 5,3 % p=0,05

Post op. complications 22,2 % vs 2 % p=0,03

Average parity 3,0±1 vs 3,3±1 p=0,41

IMC 29±3 vs 30 ±3 p=0,156

Average TVL (cm) 6±1 vs 7,4±1 p=0,105

N of compartiments repaired 1,7±1 vs 1,6±1 p=0,55

Average follow up (months) 13 vs 12,3 p=0,639

Previouis POP / SUI surgery 11,8% vs 9,2 % p=0,72

Suburethral sling 94,7% vs 85,4% p=0,26

Concomitant Hysterectomy 31,6% vs 22,6% p=0,38

Abdominal approach 5,3 % vs 6,1 % p=0,88

POP-Q stage 3 or 4 17,6 % vs 19% p=0,89

The multivariate analysis only showed statistically significant
association between the development of postoperative major
complications and a poor postoperative score of sexual satisfaction
(Table 2).

Table 2: Multivariate Analysis

Average age OR 0.9 IC95% (0.8–1.0) p=0.08

Relapse OR 2,8 IC95% (0.5–15.6) p=0.22

Post op. complications OR 9,5 IC95% (1,7–53,3) p=0.01

The postoperative major complications were 6 mesh erosions
(86%) that required resection in operating room and 1 low
obstructive uropathy that required urethrolysis (14%). Of the 6
mesh erosions, 2 corresponded to correction of anterior compart-
ment prolapse with Prolene mesh and 4 to TOT.
Conclusion:
In the universe studied the only independent factor associated with
a lower score in the questionnaire of sexual satisfaction during

postoperative time was the presence of complications, mainly
mesh erosion.
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Objective:
Both water-filled (WFC) and air-charged (ACC) pressure sensing
catheters are used for urodynamic (UD) measurements. We have
previously demonstrated differences in their measurement
responses to rapid changes in pressure. The objective of this study
was to compare the responses of these pressure-sensing catheter
systems to bladder pressure during cough to determine if the
differences are clinically relevant.
Background:
WFC and ACC systems are low cost, disposable options for UD
pressure measurement and together dominate the market. The
mechanical response of WFCs, based on pressure signal trans-
duction via weighted media (water), are highly responsive to water
line movement and position changes, creating artifacts in the
pressure data. In addition, they must be cleared of air bubbles.
ACCs utilize a relatively weightless transduction medium (air) and
are a new technology that has become popular, penetrating to over
70% of the UD disposables market in the USA. They do not need
to be cleared of air bubbles, and are not responsive to position
changes, creating fewer artifacts than water-filled catheters.
We have previously investigated the responses of these two
pressure-sensing systems using precision laboratory equipment.
WFCs demonstrated characteristics of an underdamped system;
whereas ACCs acted as overdamped systems, explaining their
different responses to rapidly changing pressures. However, the
clinical relevance of these different pressure measurements in UD
testing, such as during a cough or valsalva, is not known.
Methods:
Example high resolution published bladder pressure data during a
cough1 was obtained and digitized (Fig. 1). Distal ends of a 7 Fr
WFC (Life-Tech) with external pressure transducer and an ACC
(T-DOC) with combined charger/transducer (T-DOC) were
inserted into a pressure chamber through individual watertight
ports such that each sensing element was acted upon by the same
pressure, simultaneously recorded with a reference transducer on
the side of the chamber. All three transducers were calibrated and
zeroed to the height of the center of the water filled test chamber.
Simulated bladder pressures during a cough were generated in the
chamber using a blood pressure system calibrator (Bio-Tek)
controlled by a programmed arbitrary waveform generator. Ten
simulated coughs were created, maintaining the same duration as
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in the original data1 but scaled in amplitude to produce ramped
pressure peaks from 25 cm H2O to 250. The pressure sensing
systems were tested with a signal consisting of the 10 simulated
coughs, repeated 3 times. Peak pressure values were determined
for each of the 3 pressure systems and are reported as mean±
standard deviation. Statistical comparisons were performed using a
one way ANOVA.
Results:
The reference pressure (RP) accurately reproduced the bladder
pressures during cough reported by Thind et al.1 The WFC added
a ringing effect to faster changes in pressure that would occur
throughout the simulated event (Fig. 1). It produced a peak 3.5±
0.2% higher than the peak RP, which was not significantly
different. The ACC underestimated and delayed the peak pressure
(Fig. 1) but had no ringing effect. It produced a peak 10±0.7%
lower than the peak RP, also not significantly different.

Fig. 1. Reproduction of bladder pressure during cough from
Thind, et al.

1

(red solid line) showing th same signal as measured
using a water-filled pressure sensing system (blue dashed line) and
an air-charged system (green dotted line).
Conclusions:
WFC systems respond quickly but tend to overestimate peak
pressure and provide a ringing response when exposed to a
rapid change in pressure. In contrast, ACC systems provide a
more stable response to changes in pressure but underestimate
rapidly changing pressures. Neither system produced a statisti-
cally significant difference in pressure in the cough variations
tested here. Therefore either system can be used for urodynamic
testing but knowledge of the biomechanical characteristics of
the pressure-sensing system can facilitate interpretation of the
results. The decision to use one technology or the other might
better be determined by convenience and consideration of
artifacts.
References:
1. Thind P. et al, Neurourol Urodynam. 13:219–225, 1994.
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Objective:
To assess the outcomes of secondary prolapse surgery following
failure of two anterior compartment techniques including Anterior
Prolift and Anterior SurgiSIS.
Background:
Failure following anterior compartment surgery is a frequent
event. Recently, various procedures using graft materials have
been developed in order to improve outcomes of anterior
compartment surgery. Secondary prolapse surgery is a highly
specialised field. Not only is it technically more challenging and
often associated with more complications, the surgeon is often
required to make a difficult decision on the type of operation
required. There remains very little data upon which to base these
tricky decisions.
Methods:
We evaluated 44 women who underwent repeat anterior compart-
ment surgery. We selected 27 women who had previously had an
anterior vaginal paravaginal repair using a SurgiSIS bridging
technique (Group 1) and 17 women who formerly had an anterior
prolift (Group 2). Symptoms were recorded pre and post-
operatively and women were examined and ICS -POPQ measure-
ments were taken prior to surgery and at 6 weeks, 6 months and
1 year after surgery.
Results:
The women in group 1 (previous anterior SIS) had their primary
surgery a mean of 7.6 months previously and those in group 2
(previous anterior prolift) had been operated on a mean of
12.2 months prior to the second surgery. In group 1, surgery included
either vaginal paravaginal repair using a bolstering technique with
SurgiSIS in 7 women. 5 women had an anterior prolift and an
additional 9 women had anterior vaginal repair without a graft. 7
women had vaginal hysterectomy with high uterosacral ligament
suspension and SurgiSIS overlay at vault. In the group 2, 7 women
had a removal of the Anterior Prolift followed by a bolstering type
anterior paravaginal repair using a SurgiSIS graft which was
connected to the posterior prolift. 8 women had a vaginal
hysterectomy followed by connection of the anterior prolift to the
posterior prolift and 2 women had already had a hysterectomy and
only required enterocele repair with reattachment of anterior and
posterior prolift in the midline. Pre-operatively, the mean point Aa in
Group 1 was -0.5 (range -2 to 1, SD 0.88) and Ba -0.39 (range -3 to
2, SD 1.5). The mean pre-operative point Aa was -1.78 (range -3 to 1,
SD 1.00) and Ba -2.89 (range -4 to 0, SD 0.83) in Group 2. Pre-
operatively significantly more women in the SIS bridging group ( 25/
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27, 92%) complained of prolapse than the anterior prolift group (11/
17, 65%). There were no erosions in the SIS bridging group but 4
(15%) in the prolift group. Palpable shrinkage of the mesh was
evident in 41% of the Prolift group and none of the SIS group. 11 of
the 17 (64%) women who were sexually active in the SIS group
complained of sexual dysfunction and 7 of the 8 (88%) in the
Anterior prolift group had sexual problems. Repeat surgery was
performed in both groups, the surgical procedures are summarised in
Tables 1 and 2. At follow up in group 1, at 6 weeks (n=27), 6 months
(n=20) and I year (n=6) only 2 (7%) women had anterior
compartment prolapse greater than stage 1. In group 2, at 6 weeks
(n=17), 6 months (n=14) and one year ( n=9) only one women (6%)
had prolapse greater than stage 1.
Conclusion:
We accept that this is an extremely heterogenous group of women
who had varied procedures on differing compartments. Expert
pelvic floor reconstructive surgeons are compelled to individualise
their approach in secondary prolapse surgery. In addition, there is
very little data regarding outcomes of secondary prolapse
procedures, particularly regarding failures following the newer
kits and some of the newer grafts like SIS. This data demonstrates
that we can still offer our patients acceptable outcomes for
secondary surgery, in the short to medium term at least.

Table 1 (Group 1)

First
operation

Vaginal paravaginal repair with bridging SurgiSIS 27

Posterior TVM 26

Second
operation

Vaginal paravaginal repair with bolstering
SurgiSIS

7

Anterior vaginal repair no implant 9

Anterior TVM 5

Posterior TVM 1

Vaginal Hysterectomy with High Uterosacral
Ligament suspension and SurgiSIS overlay

7

Table 2 (Group 2)

First operation Anterior TVM 17

Posterior TVM 12

Second operation Vaginal paravaginal repair with bolstering
SurgiSIS

7

Enterocele repair reattachment of mesh 2

Vaginal hyst and high uterosacral ligament
suspension

8
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Objective:
A study was conducted to identify our current practice with
respect to offering and uptake of antenatal pelvic floor exercises

(PFE). The questions looked at where, whether PFE was
offered, who was the main professional involved, how it was
offered and did patients actually practice it in the antenatal
period. Professionals were asked how often they would counsel
antenatal patients regarding PFE, if so when and how and
whether they were happy with the training received for
counselling PFE.
Background:
Pregnancy and delivery is considered to be one of the main risk
factors for the development of Stress Incontinence with incidence
varying from 20–59% in antenatal period and 34% in postnatal
period1. Pelvic floor muscle training should be offered as a
preventative strategy to all women in their first pregnancy
according to NICE2.

Table 3

Pre and post operative POP-Q values

Pre SIS Pre Ant TVM 6w SIS 6w Ant TVM 6 m SIS 6 m Ant TVM 1 yr SIS 1 yr Ant TVM

N=27 N=17 N=27 N=17 N=20 N=14 N=6 N=9

Mean Aa -0.5 -1.78 -1.81 -2.18 -1.4 -2.00 -2.00 1.67

(-2 to 1) (-3 to 1) (-3 to 0) (-3 to 1) (-2 to 1) (-3 to 1) ( -3 to 1) (-2 to 0)

SD 0.88 SD 1.00 SD 0.68 SD 0.53 SD 0.82 SD 0.78 SD 0.5 SD0.82

Mean Ba -0.39 -2.89 -2.4 -2.94 -2.5 -2.71 -2.67 -2.67

(-3 to 2) (-3 to 0) (-3 to 0) (-3 to -2) (-3 to 1) (-3 to 1) (-3 to -2) (-3 to -1)

SD 1.5 SD 0.83 SD 0.93 SD 0.74 SD 1.23 SD 0.83 SD 0.5 SD 0.92

Mean C -4.18 -2.61 -6.14 -5.94 -6.05 -4.79 -6.50 -6.00

(-8 to 1) (-7 to 3) (-8 to 00 (-8 to 0) (-8 to 0) (-8 to 0) (-8 to 0) (-8 to 0)

SD 3.15 SD 3.35 SD 2.08 SD 2.36 SD 2.58 SD 3.14 SD 3.21 SD 2.96
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Methods:
The setting was a small district general hospital with 1500deliv-
eries/year. An anonymous postal questionnaire was sent to 200
postnatal patients, all para1 who would vary between 3–9 months
after delivery over a 3 month period. A similar questionnaire was
distributed amongst 55 professionals working in the institution
including obstetricians, GP trainees and midwives who would be
involved in the counselling of antenatal patients, which were
returned via mail system. This study was ethically approved by the
local ethics committee prior to commencement.
Results:
86/200 patients returned the questionnaire (43%). 80% received
antenatal PFE counselling and it was offered mainly by midwives
(81%) and Physiotherapists (58%) with overlap. 74% of patients
expect midwives and 49% physiotherapists with an overlap as
13% wanting both for counselling. 60% cases it was offered
verbally as well as via leaflets and as a group in 39% cases.33%
cases preferred individual counselling, though 29% were not
bothered. 92% of patients admitted that they practiced PFE in the
antenatal period. A total of 55 professionals were approached with
32 being midwives, 23 doctors who included 12 obstetricians and
11 GP trainees in the hospital. 70% of doctors said that counselling
was offered only if patients were symptomatic and approached
them; where as 41% of midwives offer PFE as a part of routine
antenatal counselling. When routine counselling was started from
20 weeks of gestation and offered mainly as leaflets. 90% of doctors
and 70% midwives admitted to have received no training for
counselling. 48% of doctors and 26% of midwives did not know
how often to do the exercises when used as an indicator to assess
their knowledge on PFE. 81% of midwives were of the opinion that
it should be continued indefinitely where as doctors seemed to set
limits with durations varying from 6 weeks to 1 year.
Conclusion:
PFE appears to be given good importance in our antenatal
counselling, though the reason could be due to the fact that the
patients were all primipara’s who are quite intent to attend antenatal
classes where a physiotherapist always gives a lecture on it. Patient
expectations regarding who should be offering counselling and who
was offering it seems to match, which could also be the reason for
higher uptake. Doctors appear to be a very small minority in routine
antenatal counselling, probably because they are approached for
more significant matters and PFE has a low priority. Our uptake of
antenatal PFE appears to be rather high at 92% probably because, it
hasn’t been subdivided into further categories which provide a true
reflection of the quality of practice which includes how to do it and
how often to do PFE. Doctors tend to counsel if patient reports it as
a symptom and not as routine, in contrast to midwives who do tend
to offer it as a part of antenatal counselling. Majority do not receive
any training though, and increases the negative impact of the
counselling and needs to be rectified.
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Objective:
We evaluated the efficacy of Transurethral injection (TUI) of
bulking agent for the treatment of recurrent or persistent stress
urinary incontinence (SUI) after mid-urethral sling (MUS).
Background:
Although MUS with synthetic materials is associated with high
success rates in female SUI, its widespread use has led to a group
of patients with failures, increasing the need for an appropriate
salvage procedure. Current options for managing failed MUS are
TUI of bulking agent, pubovaginal sling, or repeat MUS. TUI of
bulking agent may be appealing in patients in whom was failed the
MUS procedure for its minimal invasiveness.
Methods:
A retrospective study was conducted involving 23 women who
had undergone TUI for recurrent or persistent SUI after MUS.
Eight patients had TVT® (Gynecare; Ethicon Inc., NJ, USA), 7
had TVT-O® (Gynecare), 6 had IRIS-TOT® (Dow medics, Korea),
and 2 had anterior IVS® (Tyco Healthcare, CO, USA). Median
interval of MUS and TUI procedure was 12 (3–65) months.
Median age was 52 (44–77) at TUI. The distribution of the Stamey
Urinary Incontinence Scale (0=dry; 1=leakage with vigorous
activity; 2=leakage with minimal stress; and 3=leakage regardless
of activity or position) before TUI were 11 in grade I, 9 in II, and
3 patients in III. Injection materials were Macroplastique®
(Uroplasty BV, Geleen, Netherlands) in 21 patients and Dura-
sphere® (Boston Scientific, MA, USA) in 2 patients. The injection
was given with local anaesthesia under direct cystoscopic
guidance. Bulking agents were injected transurethrally into the
submucosa using a 20 G needle. Three to four deposits were
placed 0.5–1 cm distal to the bladder neck. After proper coaptation
was achieved, the bladder was emptied via the endoscope. The
patients were discharged after successful voiding without signif-
icant postvoiding residuals. Average total volume of material
injected was 2.6 (1.5–5.5) cc. The primary outcome measure was
subjective cure rate based on the Sandvik questionnaire. Subjec-
tive cure was defined as “no” experience of SUI in the past 7 days.
Subjective symptom visual analogue scale (0=none, 10=unbear-
able) was used to represent the severity of SUI symptoms
experienced by the patient. Other outcome measures included
incontinence quality of life (I-QoL), benefit, satisfaction, and
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willingness to continue (BSW) questionnaire, and flow rate and
postvoid residual. Adverse events were also evaluated.
Results:
With the median follow-up of 5 (1–34) months, the cure rate was
about 35% (8/23). Cure rates according to the baseline Stamey
Urinary Incontinence Scale were not significantly different (Chi-
square test: p=0.724) (Table). Subjective symptom visual ana-
logue scale was significantly improved from the average of 8.50
to 1.75 (p=0.000). Mean total I-QoL scores improved by 24.4
points. Mean avoidance and limiting behaviour (pre: 48.3 vs post:
75.0, p=0.007), psychosocial impact (pre: 44.7 vs post: 72.5, p=
0.007), and social embarrassment (pre: 37.5 vs post: 67.0, p=
0.008) domain scores improved after TUI. Ninety two percent of
the patients stated that they had benefit from the treatment. And
64% of those patients stated they had “much benefit”. Seventy
seven percent of the patients were satisfied with the treatment.
And 50% of those were “very satisfied”. Overall, all patients
stated that they would undergo the procedure again under the
same circumstances, and 77% would recommend this treatment to
a friend with the same condition. Pre- and post-injective
maximum flow rates (14.4±5.4 vs 11.0±6.0 mL/sec, p=0.162)
and postvoid residuals (31.0±50.7 vs. 30.8±41.8 mL, p=0.893)
were not different. Four patients needed temporary catheterization
for less than 3 days. All of them were able to empty their bladders
without significant amount of residuals after a week of the
injection. Of the failed cases, 3 patients underwent repeat MUS
and 2 had secondary TUI. There were no significant complica-
tions related to the procedure.
Conclusions:
TUI of bulking agent for the failed MUS showed low cure rate,
but the satisfaction was high and the procedure was minimally
invasive with no significant complications. This treatment could
be an option for selected patients in who were failed MUS with
co-morbidity, operative risks, and for patients want to avoid
another surgery.

Table. The cure rates according to the Stamey Urinary Inconti-
nence Scale

Cure Fail

Grade I (n=11) 3 (27.3%) 8 (72.7%)

Grade II (n=9) 4 (44.4%) 5 (55.6%)

Grade III (n=3) 1 (33.3%) 2 (66.7%)

Total (n=23) 8 (34.8%) 15 (65.2%)
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Objective:
Evaluation of the diagnostic value of pyuria and bacteriuria in
asymptomatic bacteriuria in pregnant women.
Methods:
A cross sectional study was performed on 1246 pregnant women who
were visited in a prenatal clinic without any urinary symptoms. For all
of these women urinalysis (leukocyte count, bacteriuria) and urine
culture were done. Then the patients were divided into the three groups:
1) the patients who had just pyuria in their urinalysis (≥5 WBC in
HPF), 2)The patients who had just bacteriuria in their urinalysis, 3)The
patients who had both bacteriuria and pyuria. The positive urine culture
was considered as gold standard. Positive urine culture was defined as
growth of more than 105 of one kind of bacteria. Then the sensitivity,
specificity, positive predictive value (PPV) and negative predictive
value(NPV), were determined for these three groups.
Results:
There were 113 (9%) cases of positive culture and 222 cases of
pyuria, bacteriuria or both. In patients with pyuria (78 cases), there
were 34 (43.5%) cases of positive culture. With a sensitivity of
86.9%, Specificity of 94.5%, PPV=57.7% and NPV=99.3%.
In Patients with bacteriuria (73 cases), there were 27 cases of
positive culture, with the sensitivity of 91.8%, specificity of 99.3%,
PPV=54.8% and NPV=99.3%. In the third group (pyuria plus
bacteriuria), (71 cases), 52 (73.2%) patients had positive culture.
The sensitivity, specificity, PPV and NPV of test were 88.1%,
98.3%, 73.2% and 99.3% respectively. There were 7 cases (0.5%)
of positive culture without pyuria and bacteriuria.
Conclusion:
The combination of pyuria and bacteriuria in urinalysis or pyuria
with more than 10 WBC in HPF or many bacteriuria, have high
sensitivity, specificity, NPV and PPV for the diagnosis of
asymptomatic bacteriuria and can be a good substitute for urine
culture and only 7.7% of patients need to urine culture.
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Objective:
To compare baseline sexual function in women with pelvic floor
disorders to those women presenting to their gynecologist for an
annual well woman visit.
Background:
Sexual function in women with prolapse and/or urinary inconti-
nence (pelvic floor disorders) was vastly unexplored until recently.
Few studies have compared baseline sexual function in women
with pelvic floor disorders to their normal counterparts 1–3. We
aimed to demonstrate that sexual dysfunction is a vexing quality
of life issue in women with pelvic floor disorders which should be
queried and addressed during a urogynecology consult.
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Methods:
From 2004 to 2006, all women referred to a urogynecology
referral clinic and all women presenting to the same clinic for an
annual exam were invited to participate in an anonymous
questionnaire study. All patients were asked to complete four
validated questionnaires: the Pelvic Organ Prolapse/Urinary
Incontinence Sexual Function Questionnaire (PISQ-31), Inconti-
nence Impact Questionnaire (IIQ-7), Urogenital Distress Inventory
(UDI-6), and Pelvic Floor Distress Inventory (PFDI-20). A
complete history and physical exam, including a Pelvic Organ
Prolapse Quantification (POP-Q) exam was performed by a
urogynecologist. According to our initial a power analysis, at
least 30 subjects in each group were required in order to show a
statistically significant difference in overall PISQ scores between
the two groups. Groups were compared using chi-square tests for
categorical variables, t-tests for continuous variables, and Spear-
man correlation coefficients for ranked data.
Results:
Thirty-eight urogynecology patients and 58 annual exam patients
completed the questionnaires and were analyzed. The two groups
of patients were similar on menopausal status, use of HRT, and the
presence of medical and psychological co-morbidities. Urogyne-
cology patients were older that gynecology patients (mean age 54
versus 45 respectively, p=0.002). Patients who presented for
urogynecologic care had: a higher BMI (p = 0.03), greater parity
(p = 0.048), higher POP-Q stage (p<0.001), greater voiding
dysfunction (p=0.022), and were also more likely to have had a
prior hysterectomy (p = 0.07) or prolapse surgery (p = 0.012).
Urogynecology patients had lower total PISQ scores than
gynecology patients (78.9 +/-23.8 versus 94.2 +/-16.5, p<0.001),
primarily due to lower scores on the physical and partner
subscales. This difference in PISQ scores persisted even after
adjusting for age, BMI, and parity. Mean IIQ-7, UDI-7, and PFDI-
20 scores were higher in the urogynecology patients as well (p <
0.001). We next correlated POP-Q stage with PISQ scores in
urogynecology patients. Correlations were generally low (i.e.,<
0.20) and not statistically different from zero. The correlation
coefficient for the association between apical stage and PISQ-
scores was moderate (-0.26, p=0.014).
Conclusion:
This study shows that urogynecology patients have significantly
greater pelvic floor dysfunction as indicated by higher mean IIQ-
7, UDI-7, and PFDI-20 scores and significantly lower sexual
function as indicated by lower overall PISQ scores as well as the
lower scores on the physical and partner subscales compared to
gynecology patients. However, lower PISQ scores did not
correlate well with anterior and posterior stage of prolapse as
measured by POP-Q and only moderately with apical prolapse.
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Objective:
This two part study aimed firstly to measure inter- and intra-rater
agreement in the interpretation of severity of stress urinary
incontinence during fluoroscopic cough stress testing [1], and
secondly to assess the validity of the fluoroscopic cough stress test
as a predictor of outcome of conservative management of stress
incontinence.
Background:
Assessments of stress incontinence severity based on maximum
urethral closure pressure or leak point pressure, can be reliably
measured [2], but do not consistently predict therapeutic outcome
[3]. A simpler method of classifying stress incontinence severity,
based on the number of coughs required to cause leakage, has
been previously described [1], but not validated. Using a urethral
catheter, the patient is filled to maximum cystometric capacity,
with Omnipaque 140 mg I/ml. In a standing position, with a semi-
oblique plane the bladder neck is screened with a 1 megapixel
fluoroscope at 30 frames per second. The cough stress test is
performed by asking the woman to cough once, thrice, and then
five times in succession with maximal effort.
Methods:
For the reliability assessment thirty-two videourodynamic clips were
selected from women presenting with stress, urge or mixed urinary
incontinence. On two separate occasions six urogynaecology health-
care professionals, blinded to demographics and clinical details,
independently assessed the clips, and classified the severity of stress
urinary incontinence as none, mild, moderate or severe. Fleiss’
multirater kappa coefficients and Cohen’s kappa coefficients were
calculated to assess strength of inter- and intra-rater agreement,
respectively. For the validity assessment casenotes of consecutive
women with uncomplicated urodynamic stress incontinence (USI)
attending women’s health physiotherapy for supervised pelvic floor
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muscle training (PFMT) at our institution during 2007 were reviewed.
Grade of stress incontinence severity was compared with age, Oxford
Grade at presentation and discharge from physiotherapy, and referral
for stress incontinence surgery, using Pearson’s correlation, the t-test
and the Chi-Square test.
Results:
Absolute inter-rater agreement, for all six observers, for severity of
stress incontinence was observed in 24 of 32 (75%) and 26 of 32
(81%) cases for the first and second occasions, respectively.
Corresponding Fleiss’ multirater kappa coefficients of 0.85 (95%
CI 0.79–0.91) and 0.90 (95% CI 0.85–0.96) implied almost
perfect agreement. Intra-rater agreement for severity was almost
perfect for all raters, with individual Cohen’s kappa coefficients
ranging from 0.82–1.0 (SE 0–0.08). Of 75 women with uncom-
plicated USI who were seen for PFMT during 2007, 13 (17.3%)
were subsequently referred for stress incontinence surgery by
September 2008. At presentation 23 (30.6%) were diagnosed with
mild USI, 37 (49.3%) with moderate USI, and 15 (20.0%) with
severe USI. There was no association between either stress
incontinence severity and age (r=0.10, p=0.64), or stress
incontinence severity and Oxford Grade at presentation (r=0.201
p=0.16). There was no significant difference in age between
women who were, and who were not referred for surgery
(48.8 years old vs. 50.2 years old, p=0.69). Neither the Oxford
Grade at presentation, nor at discharge from PFMT predicted
progression to surgery. Stress incontinence severity at presentation
was however a strong predictor, with 46.6% of patients with
severe USI progressing to surgery (p=0.002).
Conclusions:
The severity of stress urinary incontinence, assessed using
fluoroscopic cough stress testing, can be reliably interpreted. In
women with uncomplicated USI, independent of age or pelvic
floor strength, severe stress incontinence strongly predicts pro-
gression to stress incontinence surgery. This information should be
useful when counselling patients about the benefits of PFMT.
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Objective:
To evaluate the effects of different obstetric factors in causing
urinary incontinence after delivery, in order to eliminate avoidable
pelvic floor damages at delivery.
Background:
Delivery is associated with high risk for pelvic floor damage.
Vaginal delivery, in particular, may cause injury on the pelvic floor
both directly and indirectly, by partial denervation of pelvic nerve
fibres. This damage can be referred to many different obstetric
factors, and beliefs about the specific role of each single element,
primarily based on the experts’ opinion, are supported by scarce
evidence.
Methods:
In a longitudinal cohort prospective observational study, 452
primiparae were enrolled in our hospital during post-partum
ospitalization. Women were questioned 3 times about urinary
incontinence: during the post-partum hospitalization, 3 months
and 12 months after delivery. Symptom validated questionnaires
were used in their validated Italian-translated version (ICI-SF and
King’s Questionnaire). Maternal, obstetric and neonatal data
concerning every delivery were obtained from hospital records.
3 months after delivery a clinical examination was performed, in
order to recognize initial pelvic organ prolapse, urethral hyper-
mobility and perineal muscle activity.
Results:
Urinary incontinence was detected in 147 patients (33.4%) a few
days after delivery (5.2% since before pregnancy, 28.2% since
pregnancy). Incontinence was mostly occasional, and stress
urinary incontinence was the most frequent symptom observed.
Familiarity, age, smoking, chronic cough and obesity were
considered and none showed any statistical correlation at a
quantitative and qualitative analysis. 3 months after delivery,
urinary incontinence was present in 82 women (20.04 %), 34 of
which (12.7 %) had de novo incontinence after delivery. The
correlation with de novo urinary stress incontinence is greater in
vaginal delivery (16.67 %) than in caesarean section (4.44 %)
(odds ratio 4.84). Statistical analysis in the group of vaginal
delivery found no correlation with constitutional factors such as
familiarity, obesity, age, smoking and obstetric factors such as
vacuum extraction and Kristeller maneuver. On the contrary,
statistical correlation with incontinence was found for high fetal
weight, large fetal head circumference, episiotomy and prolonged
second stage of labour. 1 year after delivery only 7 women
referred incontinence (2.51 %) so no statistical analysis was
possible for obstetric factors.
Conclusions:
Vaginal delivery may elicit urinary incontinence. High fetal
weight, large fetal head circumference, episiotomy and prolonged
second stage of labour increase the risk. These parameters should
be carefully assessed at delivery, in order to reduce traumatisms on
the pelvic floor and reduce prevalence and incidence of urinary
incontinence.
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Objective:
To study the clinical symptoms of occult and overt stress urinary
incontinence in severe urogenital prolapse after pelvic reconstruc-
tive surgery.
Methods:
A total of 312 patients presented with severe urogenital prolapse of
ICS stage III and IV received extensive pelvic reconstructive surgery
that including following procedures VTH, sacrospinous ligament
fixation (167), perigee procedure (110), apogee procedures (3) and
prolift procedure (31) as if indicated. Among them 128 presented
with USI pre-operatively, 59 and 69 were classified as occult and
overt USI respectively. USI is noted during filling cystometry and is
defined as the involuntary leakage of urine during increased
abdominal pressure, in the absence of a detrusor contraction.
Reduction of the prolapse with a ring pessary was practiced for all
patients when urodynamic evaluations were performed. Patients who
only had urinary leakage when the prolapse had been repositioned
were considered the occult USI. Preoperative work-up consisted of
standard urogynecological evaluation. The prolapse evaluation
according to International Continence Society (ICS) ordinal stages
of pelvic organ prolapse was performed pre-operatively and at 3, 6
and 12 months after surgery. Urodynamics and one-hour pad tests
was scheduled pre-operatively and at one year after surgery.
Result:
Concurrent anti-incontinent surgery (tension-free mid-urethra
sling) was offered to 85 patients with USI which including 59
overt USI patients and 26 occult USI patients. Cure rate after anti-
incontinent surgery for total USI and subgroup of occult and overt
USI was 89.3%, 84.5% and 100% at a minimum follow up of
1 year. On other hand, 44 patients showed of USI who received no
concurrent anti-incontinent surgery, 28 (63.6%) remained USI

post-operatively. In it’s subgroup of occult and overt USI, 60.6%
and 72.7% remained USI post-operatively. In contrast, 180
patients presented with no USI pre-operatively, 22 (12.2%)
showed of de nova USI. De nova detrusor instability was observed
in three patients on concurrent anti-incontinent surgery.
Conclusion:
Concurrent anti-incontinent surgery plays a significant role on
maintaining post-operative urinary continence on patients showing
with advance prolapse with overt and occult USI. Pre-operative
USI is likely to persist when no anti-incontinent surgery has been
applied on the advance prolapse.
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Objectives:
To demonstrate anatomical and functional results of severe
cystocele after transvaginal cystocele repair using a tension-free
polypropylene mesh.
Background:
The most common site for recurrent pelvic support defects is the
anterior vaginal segment, with failure rates reported from
approximately 20% to 40%. Absorbable or non-absorbable
meshes have been used to reduce recurrences of anterior vaginal
wall prolapse in recent years. This study was conduct to
demonstrate the experience with a tension-free vaginal mesh
procedure for severe cystocele repair.
Methods:
A case series of 100 patients with severe anterior vaginal wall
prolapse who underwent a tension-free vaginal polypropylene
mesh procedure from January 2004 to June 2008. Before and after
operation, patients underwent physical examination staging of
prolapse; the POP-Q system was used. Symptoms were assessed
by questionnaires. Urodynamic testing was performed before and
3 months after surgery in all patients. Postoperative follow-up
examinations were done at 1, 3 and 12 months, and annually
thereafter. The main outcome measures were postoperative urinary
leakage, recurrence prolapse, mesh exposure, and dyspareunia.
Results:
The median follow-up was 33±18 months (range 9–60). Forty six
patients had stage 3 and 54 patients had stage 4. All patients
returned for follow-up at 3 months follow-up and 90 (90%)
patients returned at 12 months. Ten (11.1%) patients had stage 1
(n=4) or stage 2 (n=6) cystocele. There were 5 (5.6%) vaginal
erosions of mesh. Six (6.7%) patients had granulation change over
vaginal wound. Four out of 30 (13.3%) patients had de novo
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dyspareunia. Ten (11.1%) patients had de novo stress urinary
incontinence and 3 (3.3%) had de novo urge incontinence.
Conclusions:
Transvaginal cystocele repair using a tension-free polypropylene
mesh is effective and safe in patients with severe anterior vaginal
wall prolapse. However, this modality was responsible for mesh
erosion, urinary leakage and dyspareunia in some patients.
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Objective:
Support of the mid-urethra is an essential element of urinary
continence in the female. Our aim was to imaging the behaviour of
the mid-urethra in healthy volunteers and in stress urinary
incontinence patients by dynamic MRI.
Background:
Fifteen healthy volunteers and 40 stress urinary incontinence women
underwent dynamicMR imaging at rest, during squeezing or holding,
coughing and voiding with a bladder volume of 200 -300 ml.

Methods:
The dynamic imaging was performed in sagittal plane during
holding, staining, coughing and voiding. To determine the precise
location of the mid-urethra we used the X- and Y- co-ordinates as
discribed by Schaer (1). The location of the cervix and the anterior
wall of the rectum were also determined, as well as the bladder
neck funneling.
Results:
Continent volunteers can squeeze or hold their mid-urethra
significantly (p 0.001) higher (Y-co-ordinate) than incontinent
women. Moreover, the mid-urethra of incontinent women
rotated significantly more towards Y-axis (X co-ordinate, p
0.02) during straining and coughing than in continent women
(Figs. 1and 2). Movement of the cervix and anterior rectal
bulge did not differ between the healthy continent and stress
urinary incontinent women. Half of the incontinence women
had bladder neck funneling and 27% of the continent women
respectively.
Conclusions:
Elevation of the mid-urethra was more profound in continent than
urinary incontinent women showing sufficient support of the
urethra. Whereas, downward movement of the mid-urethra was
more significant in urinary incontinence women than in continent
women. In contrast to earlier studies the general laxity of the
middle and posterior compartments of the pelvis was not
associated with the stress urinary incontinence.
References:
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Objective:
To assess BWT in women with DM and its relation to LUTS and
voiding dysfunction.

Background:
Bladder wall thickness (BWT) has been shown to be of value in
discriminating between detrusor overactivity and urodynamic
stress incontinence in women with LUTS2. Streptozocin induced
diabetic rats are known to have thickened bladder walls3. So far,
there have been no human studies to assess BWT in diabetic
women.
Methods:
220 consecutive women with DM were recruited. LUTS and their
impact on quality of life were assessed using the King’s Health
Questionnaire and the International Consultation on Incontinence
Questionnaire-Female Lower Urinary Tract Symptoms (ICIQ-
FLUTS). Voiding function was assessed using peak flow rate
(PFR) and voided volumes and plotted on the Liverpool normo-
grams3. Voiding dysfunction was defined as PFR less than 5th
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centile. BWT measurements were obtained using transvaginal
ultrasound. The bladder wall was measured perpendicular to the
luminal surface in three places and mean BWT was calculated.
Results:
Women with voiding dysfunction had thicker bladder walls
compared to normal voiding (6.3 vs 4.8 mm; p=0.003). Positive
correlations were found between BWT and both post void residual
and the ICIQ-FLUTS voiding score. There were no correlations
between BWT and storage and incontinence scores of the ICIQ-
FLUTS. No differences in BWT were found between women with
bothersome and non-bothersome LUTS.
Conclusion:
Increased BWT in women with DM is associated with voiding
dysfunction characteristic of diabetic cystopathy. This might
indicate decompensation of the hypertrophied detrusor caused by
excess urine, or collagen deposition in the bladder wall known to
happen systemically in DM. In women with DM, bladder wall
thickness did not correlate with storage or incontinence symptoms.
References:
1. Br J Obstet Gynaecol (1996); 103:904–8
2. BJU Int (2005); 95:733–8
3. Br J Urol 1989,64:30–38
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REPAIR WITH MESH (“GOLDBERG PROCEDURE”).
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Objective:
To assess anatomical and functional results of the bilateral anterior
sacrospinous ligament suspension associated with a paravaginal
repair with mesh (“Goldberg procedure”) using the CapioTM

needle driver (Boston Scientific) and a type 1 polypropylene mesh
(PolyformTM, Boston Scientific).
Background:
Uterine or vaginal vault prolapse treatment by anterior sacrospi-
nous ligament suspension was first described in 2000 [1]. That
technique allowed a more anterior position of the vaginal axis than
posterior sacrospinous ligament suspension [2].
Methods:
A series of 48 patients were operated by the “Goldberg procedure”
between March 2007 and August 2008 in four centres. Mean age
was 67 years old (range 51 to 85). Nineteen patients (39.6%) have
been previously operated for a genital prolapse. Twenty-one
patients (43.8%) have had a previous hysterectomy. All patients
had both anterior vaginal wall prolapse and Level 1 defect of stage

2 to 4 (POP-Q). Associated procedures were 20 posterior
colporraphy (41.7%) and 16 sub-urethral tape (33.3%). We have
evaluated functional (satisfaction, urinary and colorectal symp-
toms, sexual function, post-operative pain) and anatomical results.
Success was defined by uterine or vaginal vault prolapse and
anterior vaginal wall of stage 0 or 1 (POP-Q C, D and Ba<-1).
Results:
Mean follow-up is 8.9 months (range 1 to 18). Perioperative
complications were: one bladder injury (2.1%), 3 haematomas
(6.3%), 2 ureteral kinking (4.2%) and 2 sciatic pains (4.2%).
Satisfaction rate was 95.8%. Anatomical success was observed in 47/
48 patients (97.9%) for uterine or vaginal vault prolapse and 46/48
patients (95.8%) for anterior vaginal wall prolapse. Two meshes were
explanted (one haematoma with sciatic pain and one bilateral ureteral
kinking). De novo rectocele occurred in 3/28 patients (10.7%). Vaginal
erosion occurred in 3/48 patients (6.3%). Nine patients returned to
sexual intercourse with one case of severe dyspareunia (11.1%).
Conclusions:
Bilateral anterior sacrospinous ligament suspension associated
with a paravaginal repair with a type 1 polypropylene mesh was
effective and relatively safe at short-term, even for high stage
recurrent prolapse. That procedure allows a simultaneous treat-
ment of uterine or vaginal vault prolapse and anterior vaginal wall
prolapse by only one anterior incision.
References:
1. Anterior sacrospinous vaginal vault suspension for prolapse.
Winkler HA, Tomeszko JE, Sand PK. Obstet Gynecol
2000;95:612–5.
2. Anterior or posterior sacrospinous vaginal vault suspension :
long-term anatomic and fonctional evaluation. Goldberg RP,
Tomeszko JE, Winkler HA, Koduri S, Culligan PJ, Sand PK.
Obstet Gynecol 2001;98:199–204.
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Objective:
To evaluate the safety and efficacy of a single incision mini-sling
to treat female stress urinary incontinence.
Background:
The mid-urethral tension-free vaginal tape sling has emerged
as the gold standard to treat female stress urinary incontinence
(SUI). The transobturator approach was then developed to reduce
risks of retropubic needle passage. Most recently, the mini-sling
has been developed in attempts to place the sling without any
needle passages through the abdomen or groin.
Methods:
Women suffering from SUI were offered a single-incision
approach to place a sub-urethral polypropylene mesh tape in a
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position similar to that of a transobturator sling without passage of
needles through the groins. Retrospective data was collected on
the first 61 patients that underwent the new MiniArc (American
Medical Systems, Minnetonka, MN) single-incision sling at our
specialty center in the United States. All patients had urodynamic
proven SUI. Patient selection and concomitant procedures were
determined by the surgeons involved in the study. Procedures were
completed under general, regional, or MAC anesthesia.
Results:
Sixty-one patients underwent the Mini-arc single incision sling.
92% of patients had concomitant procedures for prolapse during
the same setting. Average age was 58 years (range 26–84) and
average LPP was 71.3. Average operative time for the sling
procedure alone was short and average blood loss was 29 cc.
There were no intra-operative complications. There was one post-
operative adverse event secondary to urinary retention which was
resolved by loosening of the sling under local anesthesia in an
office setting. Significant urge symptoms were present in 55% of
patients pre-operatively and only 14% post-operative (75%
resolution of urge symtpoms). Overall cure rate at 12 months
determined by physician and patient assessment in 58/61 patients
was 91.4%. No patients suffered pain or dyspareunia secondary to
the sling and no erosions or extrusions were reported.
Conclusions:
In this initial study, the MiniArc single-incision sling appears to be
a safe approach to treat female SUI and the early clinical results
are encouraging with 12 month cure at 91.4%. A multicenter US
prospective trial is ongoing.
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Objective:
An epidemiologic investigation was undertaken to screen lower
urinary tract symptoms (LUTS),sex and quality of life (QoL)
related issues in a cohort of healthy young women, using the Short
(SF) and Long-Form(LF) of the International Consultation on
Incontinence Questionnaire(ICIQ) for female LUTS1.
Background:
Survival rate of girls with disabling congenital anomalies
involving perineum (bladder exstrophy,cloaca,adrenogenital
and Rokitansky syndrome) has relevantly increased over the
years and the concept is now emerging that a history of bladder
dysfunction during childhood may be predictive factor for

LUTS in women2. Epidemiological studies on LUTS in healthy
young adults may be helpful to follow pediatric patients with
structural or with functional urinary incontinence(UI) into
adulthood. Unfortunately, few studies investigated LUTS in
healthy young women using validated screening tools.
Methods:
One-hundred-six healthy young women,aged 23±5.1(range:18–
40)years, were recruited from a School of Nursing. Both ICIQs
were self-administered anonymously to each woman. To investi-
gate previous presence of LUTS (voiding dysfunction,daytime
incontinence,nocturnal enuresis,urinary infection) in childhood 5
not-validated items were added. Data were entered in a database
and analysed.
Results:
One-hundred women returned questionnaires (response
rate:94%). The ICIQ-SF was completed in full by all subjects.
The ICIQ-SF identified UI in 6 cases:once/week in 1 case, 2–3
times/week in 2, several times/day in the remaining 3 cases.
Total ICIQ-SF score ranged from 5 to 10(average value:5.5). The
ICIQ-LF was completed by all subjects but some items were
missing. The average number of missing items was 11,7
(range:7–37); items missing in the great majority of subjects
(37/100)concerned sexual matters. Daytime frequency was every
1 hour in 10% of subjects,every 2 hours in 32%, every 3 hours in
26% and more than every 4 hours in 32%. Thirty-two percent of
women declared nocturia, 1(30%) or 2(2%) episodes per night.
QoL score ranged from 0 to 8 (average value:0.6) and from 0 to
7 (average value:0.3), respectively, for daytime frequency and
nocturia. Prevalence of LUTS and impact on QoL are listed in
table 1. In ICIQ-LF, UI was found in 8 women.Incontinence
episodes occurred about once a week or less in 4 cases, 2 or 3
times a week in 2 and several times a day in the remaining 2.
Mini-pads were always necessary in 4 cases while the remaining
4 women did not use protections. Quality of everyday life and
general QoL score related to UI range from 0 to 1(average
value:0.2) and from 0 to 10 (average value:7), respectively.
Seventy-one percent of women had sexual intercourse;out of the
remaining 25%,1% did not experience intercourse because of
urinary leakage. Data on sexual matters are shown in table 2.
Quality of sexual life score related to urinary leakage varied from
0 to 2 (average value:0.03). Regarding LUTS in childhood, 23/
100 women answered positively: 3 women had urinary inconti-
nence, 3 voiding dysfunction, 2 nocturnal enuresis and 15
urinary infections. Out of the 23 women 21 had symptoms into
adulthood (4 urinary incontinence, 12 abnormal daytime fre-
quency, 3 urgency, 2 hesitancy).
Conclusions:
Though biased by the selected cohort of subjects, high response
rate and small percentage of missing items confirm ICIQ-SF and
ICIQ-LF as useful and easy-to-handle self-administered instru-
ments to investigate LUTS in healthy women. By the same bias
can be explained the relevant prevalence of occasional (49%) or
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sometimes present (21%) LUTS in ICIQ-LF. Nevertheless, 3% of
young women had LUTS most of the time with variable impact
on QoL. Sexual problems do not seem to be specifically related
to LUTS,even if 1% of subjects did not experience intercourse
because of urinary leakage. These data may be used for
comparison with aged matched women who have diseases,
which comprehend urinary incontinence as natural consequence.

A relevant percentage of women with LUTS also reported a
previous history of voiding dysfunction in childhood. Whether or
not such symptoms are the same persisting over the years or they
are newly onset remains to be clarified.
References:
1. BJU Int.,97:101–108,2006;2)J.Epidemiol Community
Health,53:453,1999
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Objective:
To evaluate and compare the mechanical pullout force needed to
detach mesh straps deployed by different techniques in a sheep
model over time.

Background:
EndoFast Reliant™ is a minimally invasive system designed for
vaginal mesh reinforcement using four soft- tissue stainless steel
fasteners (Fig. 1), avoiding the use of trocars or needles, and
requiring only a single vaginal incision. Other options are based
on tunneling of mesh straps through the obturator membrane
(tunnel technique), or mesh cover over the defect without sutures
(pocket technique).
Methods:
A comparative study assessing the mechanical pullout forces that
were needed to detach monoflilament polypropylene mesh straps
(Biomedical Structures Ltd) from the tissue. The study included
three techniques for deployment: Mesh starps deployed by the
EndoFast Reliant™ fastener vs. mesh straps deployed in a tissue
pocket or in a tissue tunnel. The tunneling technique mimics the
trans obturator mechanism for mesh overlay and the pocket

Table 1: Prevalence of LUTS in a cohort of 100 healthy young women

LUTS Never
%

Occasionally
%

Sometimes
%

Most of the time
%

All of the
time %

Impact on
overall QoL
Average score (range)

Urine Leakage 92 4 2 2 - 0.5 (0–6)

Urgency 63 32 5 - - 0.2 (0–3)

Bladder Pain 80 15 5 - - 0.2 (0–3)

Hesitancy 60 29 9 1 1 0.2 (0–5)

Straining to void 81 18 1 - - 0.08 (0–2)

Intermittency 62 31 7 - - 0.1 (0–2)

Burning feeling when urinating 78 19 3 - - 0.3 (0–5)

Feeling of incomplete emptying 72 22 4 2 - 0.2 (0–5)

Overall LUTS 26 49 21 3 1 0.3 (0–8)

Table 2: Prevalence of sexual problems in a cohort of 100 healthy young women

Symptoms Not at all % A little % Moderately % A lot %

Vaginal pain or discomfort 78 12 10 -

Pain during sexual intercourse 72 22 6 -

Urinary leakage during intercourse 98 2 - -
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technique is comparable to mesh overlay in connective tissue
without suturing. The inserted mesh straps size were 4.5 X1.5 cm
for the fastener and the pocket deployment and 6.5X1.5 cm for the
tunneling deployment technique. This difference was due to the
longer arms of the straps in the tunneling deployment technique in
the current used kits. All straps were implanted in the muscular area
of the sheep thigh. The study protocol was approved by the local
animal study review board. Mechanical pullout forces were assessed
at the following time points: 0, 3, 7, 15, 30 and 45 days after
deployment. The sheep were under general anesthesia during mesh
straps insertion and pullout examinations. Continuous horizontal
traction at an average speed of 0.15 m/sec was applied until the
strap was detached from the tissues and mobilization occurred. At
each time point a force gauge (TSCALE IQ-20) was used to
measure the pullout force in grams. In each sheep, a total of 15
mesh straps were deployed (5 for each deployment technique). At
each designated time point, one sheep was tested for measurements
of the pullout forces of the mesh straps.
Results:
At days 0 and 3, we observed significant higher pullout forces of the
EndoFast Reliant™ system compared to the other methods (p<
0.01). At day 7 this trend continued without reaching statistical
significance (Table 1). At day 15 we observed breaking of the mesh
without detaching it from the tissue, so the pullout forces were
similar in all straps. We continued to observe this phenomenon also
at days 30 and 45. Accordingly, the mean tearing force of the same
mesh straps in vitro was found to be 3936 gr, similar to the mean
pullout forces of all straps from day 15.

Table 1: Mesh pullout force in grams during surgery (day 0) and
post operative period (* p<0.01).

Day 0 Day 3 Day
7

Day
15

Day
30

Day
45

EndoFast
Reliant

Min 1420 930 2240 3330 2720 3660

Max 1730 2000 3310 5600 4600 4650

Mean 1604* 1512.5* 2805 4112.5 3247.5 4220

Pocket Min 80 630 430 2930 3020 2150

Max 170 1180 3810 5610 4880 5590

Mean 112 900 1906 4344 4310 4030

Tunnel Min 170 440 1700 3050 3420 3230

Max 320 820 3240 5300 3900 4350

Mean 282 637.5 2390 4457.5 3617.5 3787.5

Conclusions:
During early post-operative phase (0–7 days) the pullout forces
needed to detach the mesh straps with the fastener were
significantly higher than the other insertion modalities (pocket
and tunnel). Forces increased progressively in all techniques up to
Day 15 to plateau, where the pullout force was reaching the mesh
tearing forces.
We conclude that in a sheep model the EndoFast Reliant method
of deployment generates better holding force in soft tissue
compared to mesh deployed in a pocket or by tunneling technique.

This may imply to a better immediate post operative support
during mesh overlay with fasteners in pelvic organ prolapse repair.

Figure 1: Schematic drawing of a fastener.
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Objective:
To assess the molecular signature underlying the normal diploid
human bladder smooth muscle cells response to cyclic stretch
using cDNA microarray.
Background:
The data used in this analysis was collected from Gene Expression
Omnibus under platform accession no. GSE1595. Primary culture
human bladder smooth muscle cell were isolated using an
enzymatic dispersion method.
Methods:
Microarray gene expression profiles are studied in the normal
diploid human bladder smooth muscle cells conditioning on cyclic
stretch-relaxation at 20% elongation for 4 hours. Cells needed in
stretch plates but not subject to stretch as controls. Total RNAwas
extracted from both group cells, and all labeled samples were
hybridized to Gene chip Human Genome U133 Array Set HG-
U133A (Affymetrix, CA, USA).
Results:
Hierarchical cluster analysis revealed a “60-gene” model, which
contains high expression of normal diploid human bladder smooth
muscle cell subject to cyclic stretch-relaxation. In particular, three
genes (LILRB4, IL1A, and TICAM2) involved in immune and
inflammatory responses are up-regulated through these processes.
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FGF9, an angiogenesis factor that promotes cell adhesion, prolifer-
ation and differentiation was also up-regulated. Changes in complex
biosynthetic processes and metabolisms are observed, including
carbohydrate, lipid, glycosylphosphatidylinositol and amino acid
phosphorylation. Genes involved in potential interactions with
ubiquitin-mediated RNA splicing and nuclear mRNA splicing, via
the sliceosome, are up-regulated in the bladder smooth muscle cells
subject to cyclic stretch. Genes involved in cellular homeostasis
through TGF-β receptor signaling pathway are up-regulated as well.
Conclusions:
The success of this innovation enable the use of microarray-based
expression profiling as a single standardized platform for the
mechanism of bladder response to stretch and drug discovery.

302
TROCAR-GUIDED TOTAL TENSION FREE VAGINAL
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Objective:
To report on efficacy and safety of the Trocar-guided Total tension
free Vaginal Mesh repair with one continuous mesh for the
prolapsed vaginal vault.
Background:
One unique surgical approache for vaginal vault prolapse is the
Trocar-guided mesh repair with one large continuous polypro-
pylene mesh (Total ProliftTM) that enables simultaneous restora-
tion of prolapsed anterior, middle and posterior vaginal
compartments.

Methods:
Prospective observational cohort study. 46 Patients with symp-
tomatic post hysterectomy vaginal vault prolapse stage II or more
who were recruited in two urogynecological centres in the
Netherlands and finished 12 months follow-up after Total
ProliftTM repair were included. Primary study endpoint: overall
anatomical success at 12 months. Secondary endpoints: morbidity
and functional outcome, including sexual functioning. POP-Q
assessment and standard urogynecological questionnaires, includ-
ing UDI, DDI, IIQ en PGI-I, at baseline, 6 and 12 months were
used and gathered in a SPSS 16.0 database[1–3].
Statistical analysis: Pearson’s Chi-square and paired samples t-test
where appropriate.
Results:
Median age: 66 (38–86), BMI: 25 (21–32), 98% prior prolapse
surgery, Duration of surgery 80 (54–109) minutes, blood loss
100 ml (50-1300). >500 ml Blood loss: 2(4%), no bladder or
rectal lesions. Mesh exposure at 12 months 7 cases (15%).
Anatomical results see Table 1. At Baseline 87% had POP stage
III and IV. Overall anatomical success at 12 months 91% (95% CI:
83–99). Functional results see Table 2. At 12 months 93% of
patients felt much to very much improved compared to baseline
situation. No adverse effects on sexual functioning were detected.
Conclusions:
Total ProliftTM repair of vaginal vault prolapse is well tolerated
and anatomically and functionally highly effective at 12 months
follow-up.
References:
1. The standardization of terminology of female pelvic organ
prolapse and pelvic floor dysfunction. Am J Obstet Gynecol
1996;175:10–17.
2. Validation of two global impression questionnaires for
incontinence. Am J Obstet Gynecol 2003;189:98–101.
3. Measuring health-related quality of life in women with urogenital
dysfunction: the urogenital distress inventory and incontinence
impact questionnaire revisited. Neurourol Urodyn 2003;22:97–104.

Table 1.

POP-Q variable Baseline (n:46) 6 months (n:39) Change from baseline 12 months (n:45) Change from baseline

Ba 3.0(2.6) -2.7(0.5) 5.3(2.2)* -2.5(1.1) 5.4(2.4)*

C -0.2(4.7) -7.4(1.5) 6.5(4.2)* -7.1(2.3) 6.7(4.6)*

Bp 1.9(2.9) -2.6(0.7) 3.9(2.3)* -2.4(1.2) 4.2(2.6)*

TVL 8.8(1.2) 8.5(1.1) 0.2(1.2) 8.5(1.2) 0.3(0.9)†

GH 4.8(1.3) 3.5(1.0) 1.3(1.3)* 3.5(1.0) 1.2(1.4)*

PB 3.5(1.2) 3.5(0.9) 0.0(1.0) 3.5(0.9) 0.0(1.0)

POP Stage Baseline Success at 6 months Success at 12 months

Overall 0 - 15(38%) 95% 15(33%) 91%
I - 22(56%) 26(58%)

II 6(13%) 2(5%) 3(7%)

III 37(80%) - 1(2%)

IV 3(7%) - -

Data presented as means (± standard deviation) for POP-Q variable
and number (percentage) for POP stage. * P <0.001 † P 0.018
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Objective:
This study sought to assess the correlation between the Pelvic
Organ Prolapse Index (POP-Q-I)[1,2] and the Prolapse Quality of
Life Questionnaire (P-QOL). [3]

Background:
Seventy-one consecutive patients were included. After completing
the questionnaire, they had their pelvic statics evaluated by a
member of the urogynecology staff, blinded to P-QOL score,
according to the POPQ-I technique.
Methods:
The POPQ-I quantifies the prolapse as a standardized continuous
variable, in which 0 means complete absent prolapse, while 1
reflects complete vaginal eversion. Pearson’s test was used to
assess the correlation between the POP-Q-I and P-QOL scores.
Patients were then divided into four groups by prolapse
intensity (group I POPQ-I from 0 to .25; group II from .251 to

.5; group III from .51 to .75; and group IV>.75). A categorical
analysis and test for trend were performed to assess the dose-
response correlation.
Results:
Significant, but low correlation was found for each POP-Q
point and for the overall POP-Q-I (table 1). After grouping the
sample, we observed a significant dose-response correlation
for both Overall (p=.005) and Global (p=.008) POPQ-I
(table 2).
Conclusion:
These results clinically validate the POPQ-I and suggest that
comparing anatomical outcomes alone is not enough when
comparing different treatments. Thus, on research protocols,
surgical success or failure rates should also consider patient
expectations and standardized questionnaires, and not only
prolapse quantification.
References:
1. Lemos NLBM, Auge APF, Lunardelli JL, Frade AB, Frade CL,
Oliveira AL, Ribeiro PAAG, Aoki T (2007) Optimizing pelvic
organ prolapse research. Int Urogynecol J 18(6):609–11.
2. Lemos NLBML, Auge APF, Lunardelli JL, Carramão SS, Faria
ALA, Aoki T (2008) Validation of the Pelvic Organ Prolapse
Quantification Index (POP-Q-I): a novel interpretation of the POP-
Q system for optimization of POP research. Epub (ahead of print)
DOI: 10.1007/s00192-007-0556-9
3. Digesu G A, Khullar V, Cardozo L, Robinson D and Salvatore
S (2005) P-QOL: a validated questionnaire to assess the symptoms
and quality of life of women with urogenital prolapse. Int
Urogynecol J 16(3): 176–81.

Table 2.

Baseline 6 months (n:37) P * 12 months (n:45) P **

Domains UDI

Prolapse 69.1(33.6) 0.4(2.7) <0.001 2.3(11.3) <0.001

Incontinence 24.2(29.5) 16.2(18.5) 0.250 14.2(17.1) 0.122

Overactive bladder 31.6(30.6) 10.5(17.6) 0.002 11.1(18.3) 0.001

Obstr. micturition 29.4(29.9) 7.4(17.6) 0.002 5.4(11.3) <0.001

Pain 26.7(28.4) 12.6(20.6) 0.005 10.2(17.7) 0.001

Domains DDI

Constipation 8.3(14.6) 3.8(9.1) 0.205 2.4(6.9) 0.291

Obstructed defaecation 12.1(17.2) 4.3(8.9) 0.009 3.5(7.7) 0.003

Pain 7.7(19.0) 4.2(12.8) 0.366 2.4(10.8) 0.146

Incontinence 7.3(13.5) 3.2(7.8) 0.090 2.1(6.7) 0.103

Domains IIQ

Physical functioning 32.5(34.0) 8.1(2.1) 0.002 9.3(23.3) 0.001

Mobility 34.5(25.8) 9.1(12.7) 0.062 11.9(20.2) <0.001

Emotional Health 23.1(27.9) 5.2(8.9) 0.002 9.9(18.7) 0.001

Social Functioning 18.1(18.9) 3.5(7.8) 0.002 6.9(13.7) <0.001

Embarrassment 16.7(23.6) 2.8(6.3) 0.016 7.8(16.5) 0.062

Scores range between 0 (least bother and best quality of life) to 100 (maximum bother and worst quality of life). Values presented as
means±standard deviation.
* P between baseline and 6 months, ** P between baseline and 12 months (paired samples t-test).
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Table 1: Pearson’s Correlation: POP-Q-I vs. P-QOL score

Point R (95% Confidence Interval) R square P

Aa 0.266 (0.022–0.320) 0.071 0.025

Ba 0.249 (0.011–0.325) 0.062 0.036

C 0.258 (0.016–0.315) 0.066 0.030

Bp 0.283 (0.036–0.354) 0.080 0.017

Ap 0.201 (-0.024–0.306) 0.040 0.093

Overall 0.327 (0.068–0.377) 0.107 0.005

Global 0.290 (0.047–0.402) 0.084 0.014

Table 2: Dose response analysis of the change in quality of life (P-
QOL) between quartiles of pelvic prolapse intensity (POPQ-I)

Reference Quartile I
to II (p**)

Quartile I
to III (p**)

Quartile I
to IV (p**)

p*

Overall 0.05 (.44) 0.096 (.15) 0.185 (.009) .005

Global 0.11 (.04) 0.14 (.11) 0.17 (.03) .008

*Overall test for trend
**Categorical analysis
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Objective:
The aim of this study was to investigate the effect of tape-tension
on outcome of tension-free vaginal tape(TVT) procedure and
voiding function.
Background:
TVT procedure is safe and effective for the treatment of stress
urinary incontinence and the adjustment of tape tension is the
critical step for success of the procedure. Excessive tension may
result in postoperative voiding dysfunction and too loose tension
may result in persistent stress urinary incontinence, but there was
no report for the effect of tape-tension on outcome of the
procedure and postoperaive voiding function.
Methods:
We included 62 women patients with stress urinary incontinence.
The patients were randomized into two groups and underwent the
TVT procedure according to the standard method with some
modifications. In group I (n=28), the position of the tape was
adjusted with no tension by placing Mayo scissors between the tape
and urethra and in group II(n=34), the tape was placed in the same
fashion except that create 5 mm-long tape loop under urethra for
more loosening the tape-tension than that of group I. The success

rate of TVT, the rate of postoperative voiding dysfunction and pre-
and postoperative quality of life (QOL), peak urinary flow rate
(Qmax), post-void residual(PVR) were compared between the two
groups.
Results:
There were no significant differences in success rate and
improvement of QOL between the groups (Table 1). In group I,
Qmax was significantly decreased and the PVR was significantly
increased after TVT compared with group II (Table 2,3). The
voiding dysfunction after TVT occurred in 3(10.7%) and 1(2.9%)
in group I, II respectively, and there was no significant difference.
Conclusions:
These data suggest that some loosening of the tape-tension in TVT
procedure has no effect on the success of TVT and improvement
of QOL. By some loosening of the tape-tension, postoperative
voiding function could be improved and this finding would be
helpful especially in patients with preoperative risk factor for
voiding dysfunction after TVT.

Table 1. Outcome of the TVT procedure

Group I (n=28) Group II (n=34) p-value

Cured (%) 25 (89.3) 29 (85.3) >0.05
Improved (%) 2 (7.1) 3 (8.8)

Failed (%) 1 (3.6) 2 (5.9)

Table 2. Change of Qmax after TVT procedure

Group I Group II p-value (between
the groups)

Preoperative
Qmax(ml/sec)

28.6±5.7 30.5±8.1 <0.05

Postoperative
Qmax(ml/sec)

22.0±8.0 29.2±11.1

p-value
(in each group)

<0.05 >0.05

Table 3. Change of PVR after TVT procedure

Group I Group II p-value (between
the groups)

Preoperative
PVR (ml)

15.8±28.5 13.3±24.2 <0.05

Postoperative
PVR (ml)

32.2±46.5 16.5±33.7

p-value
(in each group)

<0.05 >0.05
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Objective:
The purpose of this study was to assess the correlation between
female menopausal status and clinical efficacy of retropubic and
transobturator suburethral tapes for the surgical treatment of
female stress urinary incontinence (SUI).
Background:
Stress urinary incontinence is a very common condition, especially
in women, and affects almost all aspects of everyday life,
influencing not only affected individuals but also their families.
The prevalence of SUI increases with age, with a typical rate in
young adults ranging from 20 to 30%, reaching a peak around
middle age (30–40%) with a further steady increase in older age
(prevalence 30–50%) [1]. In previous studies investigators
compared the efficacy of TVT and they did not found the
difference between cure rates in postmenopausal and premeno-
pausal groups: 78.3% vs 74.5%, respectively (p=0.682) [2]. To
date only few series comparing the clinical efficacy of retropubic
and transobturator slings in comparison with menopausal status
are available.
Methods:
From January 2003 to December 2005 611 patients underwent
clinical and urodynamic evaluation before surgical treatment for
SUI. The criteria of enrolment to the study were: stress urinary
incontinence as indicated by a full clinical examination,
including a complete history, standard urodynamic evaluation,
urinalysis, urine culture, a complete gynecologic examination,
and cough provocation test in the supine and standing positions
with a comfortably full bladder. The study group was free of
any other gynecological diseases, or vaginal prolapse (only
patients in stage 0 and I according to the POP-Q scale were
included into the study). Urodynamic studies were performed
according to International Continence Society standards. Finally
537 patients were included into this study. Patients were
randomly allocated into two study groups in ratio 1:1 to
retropubic (IVS 02) or transobturator (IVS 04) sling placement.
After 18 months 398 women were available for follow-up
efficacy evaluation at tertiary academic center. Patients were
considered totally cured when they were free of all stress
urinary incontinence symptoms and cough tests in the supine
and standing positions were negative. Patients were considered
as postmenopausal based on absence of menstrual bleeding for
more than six months. Statistical analysis was performed using
Statistica package version 7.1 (StatSoft, Poland).
Results:
Patients demographic and urodynamic parameters were similar in
both groups. We found out that there was no statistically
significant difference in clinical efficacy between these two
procedures (χ2=1.88, p=0.39). In IVS-02 group 75.1% patients
(n=151) remained dry (cured), whereas in IVS-04 group 74.1%
patients (n=146) remained dry. Very interesting results were found
when menopausal status was used as differentiating parameter.
The 18 months efficacy calculated for patients operated via
retropubic route was significantly lower for postmenopausal

patients (Table 1). On the contrary transobturator sling is equally
effective in both groups (Table 2).

Table 1. Efficacy of IVS 02 sling according to patients
menopausal status.

premenopausal postmenopausal

Cured (n/%) 70 (34.8%) 81 (40.3%) χ2=9.06 p=0.01*
Improved (n/%) 10 (5.0%) 24 (11.9%)

Failure (n/%) 2 (1.0%) 14 (7.0%)

Total 82 (40.8%) 119 (59.2%)

Table 2. Efficacy of IVS 04 sling according to patients
menopausal status.

premenopausal postmenopausal

cred (n/%) 57 (28.9%) 89 (45.2%) χ2=2.57 p=0.28
improved (n/%) 10 (5.1%) 18 (9.1%)

failure (n/%) 5 (2.5%) 18 (9.1%)

Total (n/%) 72 (36.5%) 125 (63.5%)

Conclusions:
Based on our data from 18 months follow up the efficacy of
retropubic route appears to be significantly more efficient in the
premenopausal compared to postmenopausal patienst (p=0.01).
Transobturator slings are equally effective despite menopausal
status (p=0.28).
References:
1. Hannestad YS, Rortveit G, Sandvik H, Hunskaar S. J Clin
Epidemiol 2000;53:1150–7.
2. Choo MS, Doo CK, Han DH, Lee YS, Kim JY, Kim WS, Jung
HC. Eur Urol 2008;53:176–82.
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Objective:
The purpose of this study was to evaluate two different approaches
for the treatment of concomitant genital prolapse and stress
urinary incontinence based on patient preference.
Background:
For women complaining of stress urinary incontinence together
with genital prolapse, the treatment may vary in different units
and can include prolapse repair with or without concomitant
anti-incontinence procedure. Since the two different approaches
can carry advantages and disadvantages either randomised
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control trials or patient preference studies are indicated to
verify them.
Methods:
Women complaining of genital prolapse and urinary symptoms
were considered. They were all assessed with a specific
questionnaire and a complete multichannel urodynamic evaluation
was always performed. Consecutive women with an anterior
vaginal prolapse≥II stage according to the POP-Q system (with or
without other vaginal compartment descent) and with urodynamic
stress incontinence were included in our study. They were all
instructed with written and oral information about two different
treatment possibility: to have prolapse repair with or without anti-
incontinence procedure (TVT-O) at the same time. For the ones
who preferred to have only prolapse surgery we reassured them
that a sling procedure would have been preformed within 6 months
after the 1st operation. All women were reassessed for anatomical
and functional results after 1 and 6 months post-operatively.
Mann-Whitney or Student’s t-test and the Fisher’s exact test were
used for statistical analysis. A p value<.05 was considered
statistically significant.
Results:
In this prospective study we included 57 consecutive women.
Twenty-nine women decided to have prolapse repair alone
whereas 28 together with TVT-O. On entry the two groups were
comparable for age, BMI and parity and prolapse stage as shown
in Table 1.

Table 1. Preoperative patients characteristics

Prolape Repair+TVT-O

(28 pts) Prolape Repair

(29 pts) P

AGE 64.5 (37–82) 68 (43–86) 0.22

BMI 24.6 (21.4–37) 25 (17.5–35.2) 0.85

PARITY 2 (1–6) 2 (0–5) 0.20

STAGE III 46.4% 65.5% 0.18

STAGE II 53.5% 34.4% 0.18

At 6 months follow-up we assessed subjectively (with a 3-point
scale) and objectively (urodynamics) our surgical outcome. Table 2
shows post-op success rate and voiding difficulty rate in the 2
groups.

Table 2. Post-op success and voiding difficulty rate

Prolape Repair+TVT-O

(28 pts) Prolape Repair

(29 pts) P

CURED (Objectively and Subjectively) 89.2% 48.2% 0.001

POST-OP VOIDING DIFFICULTY 14.2% 3.4% 0.19

At 6 months follow-up, in the group of women who decided to
have only prolapse repair, 27.6% with persistent stress urinary
incontience requested a TVT-O. After this procedure the overall
success rate in that group raised to 87.5% with a further
increase in voiding difficulty of 10.3% for an overall figure of
13.7%.

Conclusions:
At the best of our knowledge this is the first report on the treatment
of concomitant genital prolapse and urodynamic stress incontinence
based on patient preference. Our data show that the two different
approaches have a similar overall success and voiding difficulty
rate. At 6 months almost 30% of women requires an anti-
incontinence procedure in the group of women who choose to have
only prolapse repaired in the first instance. Although these data can
originate different conclusions, we think that they may be useful in
counselling our patients preoperatively. One limit of our study is the
relatively short term follow-up which we decided as limit to treat
stress urinary incontinence when required. We intend to follow-up
these patients for longer time to assess them furtherly.
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Objective:
To calculate the radiation exposure with videourodynamics studies
conducted for evaluation of urinary incontinence in women.
Background:
Videourodynamics is a useful test in investigating urinary
incontinence complicated by previous continence surgery or
neurological condition. It involves imaging of lower urinary tract
that provides information on anatomy of lower urinary tract and
integrity of sphincter mechanism in addition to flow rates and
pressure profile as in standard Urodynamics. This procedure
carries the risk of exposure to ionising radiation and the dosage as
with any other radiological investigation, depends on time and
field of exposure, technique, equipment and patient related factors
such as body habitus. Diagnostic Reference level (DRL) which is
used in United Kingdom as an indicator of the dose that is typical
for a particular imaging procedure in a standard size patient, has
not yet been agreed for this investigation.
Methods:
A retrospective series of consecutive women that underwent
standard protocol video urodynamics over a period of three years
from 2005 to 2007 were included. The most common indication
for the investigation was urinary incontinence in women who
underwent previous pelvic floor surgery (anterior compartment) or
continence procedure.
Siemens Fluorospot radiographic / fluoroscopic unit was used for
imaging and a standard protocol was followed for all the studies.
A 17 cm field of view with visualisation of bladder base, urethra
and pubic symphysis was used. X dose soft ware package was
used to calculate the effective dose and results were derived using
ICRP 60 factors.
Results:
A total of 184 studies in 183 women were included. Using the UK
terminology of the Diagnostic Reference level (DRL) and third
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quartile which implies that only a quarter of the patients exceed DRL
value, the third quartile values for the screening time and DAP(Dose
Area Product) were calculated as 48 seconds and 3.4 Gy.cm2. The
effective dose for the procedure was estimated to be 1.26 mSv.
Conclusion:
Justification is the most important step in radiation protection. No
exposure to radiation is justified unless there is a net benefit to the
patient in terms of diagnosis, management or final outcome. With
advances in imaging and recording, radiation exposure with video
urodynamics is reduced over the last few decades. However, even
with improved technology and modern equipment, Videourody-
namics carry a small but significant risk of radiation exposure. The
use of videourodynamics should be restricted to evaluating
complex incontinence which requires additional information than
that provided by simpler investigations and not routinely used in
place of standard urodynamics. Currently, there is no clear
guidance on image quality required for diagnosis or the radio-
graphic technique to be used for optimising the radiation exposure
with videourodynamics. Setting up nationally agreed Diagnostic
Reference level (DRL) for this investigation will help the
individual units to audit the local practice and minimise radiation
exposure to these patients.
References:
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during standing voiding cystourethrography in women. Urology.
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Objective:
To assess anatomical, quality of life and sexual function along
with mesh extrusion rate at six, 12 and 24 months in women who
had anterior Prolift for recurrent anterior vaginal wall prolapse.
Background:
Anterior vaginal wall prolapse is the most common site of
recurrence following vaginal prolapse repair. Prolift is a device
which employs a type 1 polypropylene mesh with securing arms
to the pelvic side wall. There is limited data on the anatomical and
functional outcome of Prolift for recurrent vaginal prolapse.
Methods:
31 women with recurrent anterior vaginal wall prolapse were
prospectively followed after an Anterior Prolift. Prolapse was
assessed at pre op and six, 12 and 24 months post operatively
using the pelvic organ prolapse quantification system (POP-Q),

prolapse quality of life questionnaire (P-QOL) and pelvic organ
prolapse/urinary incontinence sexual function questionnaire
(PISQ-SF). Patients’ perception of improvement was assessed
using the global impression of improvement.
Results:
At six, 12 and 24 months, none of the patients had worse anatomical
prolapse in the anterior wall compared to baseline. At 24 months, 29
women had point Ba above -1. Three women needed further vault
surgery. On global impression of improvement, 29 women felt their
prolapse was either much better or very much better compared to pre
op. One woman felt her prolapse was the same and two felt their
prolapse was worse. 25 women reported improvement in quality of
life domains and prolapse symptoms at six months that was
maintained at 24 months. Patients’ voiding symptoms improved
following surgery with no change in other urinary or bowel
symptoms. 25 women reported improvement in quality of life
domains and prolapse symptoms at six months that was maintained
at 24 months. Patients’ voiding symptoms improved following
surgery with no change in other urinary or bowel symptoms.
25 women reported improvement in sexual function post opera-
tively. Six patients (19.3%) had evidence of mesh extrusion; five
of them needed surgical treatment.
Conclusions:
In recurrent anterior wall prolapse, Anterior Prolift appears to
improve quality of life, prolapse symptoms and vaginal anatomy
that persist at 24 months. Despite a mesh extrusion rate of 19%,
patients’ report improvement in sexual function and global
impression of improvement that is maintained at 24 months.
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Objective:
The aim of this study is to evaluate levator ani muscle and levator
hiatus biometry soon afterwards vaginal delivery and cesarean
section with the help of 3D ultrasound; we have also looked at
correlation between biometric indices levator ani and length of
second stage of labour, episiotomy, perineal tears, weight and head
circumference of newborn at birth.
Background:
3D translabial ultrasound enables us to evaluate easily the
morphology of the pelvic floor structures with minimal discomfort
of the patient and much less cost than MRI technology. Then it is
feasible and well accepted by the patient also in a so weak time
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like the early days after delivery, just when you can evaluate the
outcames of the time in which levator ani muscle is most
susceptible to injury (3).

Methods:
In a prospective observational study, all women who have
delivered in Obstetric and Gynecological Department of Johannes-
Gütemberg University of Mainz since January 2009 were assessed
by three-dimensional (3D) translabial ultrasound on 2nd-3rddays
postpartum. 3D translabial ultrasound was performed after voiding
in the supine position at rest, using a GE Voluson-e system. The
plane of hiatal dimension is identified in the mid sagittal plane, as
the minimal distance between the hyperechogenic posterior aspect
of the symphysis pubis and the hyperechogenic anterior border of
the levator ani muscle just posterior to the anorectal muscolaris;
the axial plane at this level was then utilized to determine
anteroposterior (AP), and latero-lateral (LL) diameter of levator
hiatus as well as area and hiatalis circumference. The levator
thickness is reached at the plane of maximal thickness, at right and
left side(1).

Results:
In our preliminary data 3D ultrasound was performed in 42
patient: 16 after spontaneous delivery, 22 after casarean section, 4
after operative delivery ( 3 with vacuum and 1 with forceps). Age,
BMI and parity were comparable between women with vaginal
delivery and woman with cesarean section. The women after
vaginal delivery have shown a higher mean AP diameter of levator
hiatus (5.8 cm vs 4.9 cm, P=0.004), a higher mean LL diameter of
levator hiatus ( 4.0 cm vs 3.6 cm , P=0.03), a larger mean hiatal
area ( 15,73 cm² vs 11.09 cm²; P=0.003), a higher mean hiatal
circumference ( 16.04 cm vs 13.12 cm, P=0.0008) , but there is no
significative difference about maximum levator thickness (
0.79 cm vs 0.8 cm, P=0.7 on the right side, 0.82 cm vs
0.79 cm, P=0.4 on the left side), in comparison with women
submitted to cesarean section. The levator ani morphological
defects (2) are found in 8 (40%) patient after vaginal delivery, in 2
(9%) patient after cesarean section (P=0.02). No significant
correlation between pubovisceral muscle biometric indices in
patient after vaginal delivery neither with length of 2nd stage of
labour, nor with mediolateral episiotomy, nor with perineal tears,
nor with weight and head circumference of baby at birth are
found.

Conclusions:
This is the first study using 3D translabial ultrasound to evaluates
morphology of pubovisceral muscle on earlier days postpartum
and correlate them with intrapartum management and newborn
biometrical indices at birth.
Our preliminary data show that vaginal delivery causes morpho-
logical changes in levator ani muscle in comparison with cesarean
section but seems there isn’t significative correlation with intra-
partum management, perineal tears and biometral measures of
newborn at birth.
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Objective:
To examine the safety, tolerability and efficacy of solifenacin in
the treatment of overactive bladder in women treated either by
gynecologists or urologists in the period 2007–2008, a multi-
centric study was performed in two university hospitals and nine
regional hospitals in Slovenia.
Background:
Overactive bladder is a chronic, distressing condition character-
ized by symptoms of urgency (sudden overwhelming urge to void)
and frequency (urinating more than eight times daily) with or
without urge urinary incontinence (sudden involuntary loss of
urine). It affects millions of people of all ages and both sexes
world wide, with greater prevalence in women and the elderly.
Recently, the overactive bladder has become the focus of many
ongoing studies as a result of the limitations of current therapies
for this condition.
The overactive bladder is known to adversely affect the quality of
life of those who suffer from it; the greatest benefit of treatment
experienced by the patients is very likely the improved quality of
life.
Methods:
All enrolled women underwent a diagnostic protocol in order to
confirm the diagnosis of overactive bladder syndrome. The
exclusion criteria were all related to the contraindications to
the use of antimuscarinic drugs. The dose of solifenacin used in
the treatment of overactive bladder was 5 mg twice daily. After
4 weeks of treatment the women had the option to have the dose
increased to 10 mg twice daily. Before treatment and 12 weeks
after the completed treatment the enrolled women completed a life
quality assessment questionnaire. The data were statistically
analyzed by Student-t test and chi-square frequency test.
Results:
Overall, 347 women were enrolled, 211 by gynecologists and 136
by urologists. In both groups we evaluated improvements in major
symptoms of overactive bladder. The statistically significant
improvement was found in frequency, nocturia, urgency and urge
urinary incontinence, and in the use of pads. The treatment was
completed by 87.6 % of women.
Conclusions:
Solifenacin in the treatment of overactive bladder was safe and
well tolerated and the rates of anticholinergic side effects were
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relatively low. The women included by urologists more often
decided to increase the dose to 10 mg twice daily, whereas the
women included by gynecologists more often detected side
effects. The overall percentage of side effects in both groups of
women did not exceed 6.5 %; these women discontinued
treatment.
References:
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anticholinergic drugs compared with placebo in the treatment of
overactive bladder: systematic review. BMJ 2003;326 (7394):
841–4.
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Objective:
To determine the long-term outcome of cystocele repair reinforced
with anchored synthetic mesh in women with either preoperative
stress urinary incontinence (SUI) and/or demonstrable occult
stress urinary incontinence (OSUI) vs. cystocele repair without
preoperative objective evidence of OSUI/SUI in terms of
recurrence of prolapse or presence of postoperative SUI.
Methods:
A retrospective chart review was carried out between May 1995
and December 2006. Preoperative assessment included history,
physical examination, uroflowmetry and multichannel urodynamic
testing. Anterior colporraphy was reinforced with a jacket shaped
mesh of Marlex or prolene (Surgipro, Autosuture). Concomittant
urogynecologic procedures were performed as indicated. Post-
operative follow-up took place at 6 weeks, 6 months and then
annually. Subjective success was defined as lack of symptoms of
prolapse and stress urinary incontinence at the most recent visit.
Objective success for cystocele and SUI was defined as absence of
a cystocele greater than grade II on the Modified Baden Walker
system (i.e. above the level of the hymen) and a negative cough
stress test on physical examination. In addition, multichannel
urodynamic testing was done at 1 year follow-u on a subset of
patients. Descriptive statistics, univariate analysis using chi square
and multivariate logistic regression analysis were used. Local
ethics board approval was obtained.
Results:
Of 172 patients with advanced prolapsed, 93 had preoperative
SUI/OSUI and 79 did not. Median follow-up was 24 months

(range 6 weeks–11 years). The majority of cases were primary
repairs as only 6 patients had previous cystocele repair, 2
previous Burch, and 1previous Marshal-Marchetti-Krantz proce-
dure done. Concomittant sacrospinous vault suspension was
performed in 81/93 (88%) of those with OSUI vs. 58/79 (73%)
of control. Mesh exposures occurred in 16/172 (9.3%) of which
10 had marlex and 6 prolene mesh used. Voiding dysfunction
occurred in 36/172 (20.9%) and majority responded to
conservative measures in less than a week. De novo urge
urinary incontinence occurred in 14.3%. Overall subjective and
objective cure of cystocele repair was 162/172 (94%) and 153/
172 (89%), respectively. There was a statistically significant
difference in objective cystocele cure rates between OSUI 87/93
(93.5%) vs. those without OSUI 66/79 (83.3%) (p=0.034); the
former group had more incidences of sacrospinous vault
suspensions carried out. Subjective cure of SUI was 78/91
(85.7%) in OSUI vs. 68/76 (89.5%) in non OSUI and the
objective cure was 85/89 (95.5%) vs. 73/75 (97.3%), respec-
tively. One year postoperative multichannel urodynamic testing
showed statistical significance for cure of SUI: 32/51 (62.7%)
in OSUI vs. 40/47 (85.1%) in non OSUI (p=0.012).
Conclusion:
Primary cystocele repair with a suburethral sling is safe, provides
a satisfactory long term outcome, and has a role in preventing post
operative SUI. In the subset of patients who had urodynamic
testing at one year follow-up, those with preoperative OSUI had
high initial cure rates which then decreased to 63% but the control
group showed persistent success at 85%.
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URETHRAL ULTRASOUND FOR OPTIMIZED TVT
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Germany, 2Cantonal Hosp. Frauenfeld, Frauenfeld, Switzerland.
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Background:
TVT insertion according to Ulmsten’s “cookbook” does not take into
account individual urethral length. The suburethral incision, which
corresponds to the distal end of the TVT, begins 10 mm proximal to
the urethral orifice. Depending on urethral length (2–6 cm), the tape
may therefore not necessarily come to lie in the optimal functional
position under the midurethra. Here we for the first time investigated
whether positioning of the TVT can be optimized by preoperative
ultrasound measurement of urethral length.
Methods:
Introital ultrasound was performed preoperatively to determine
urethral length in 50 women with stress urinary incontinence. The
site of incision was then marked according to the following
formula: 1/3 of the sonographically measured urethral length=
distance of the distal end of the 1.5-cm suburethral incision from
the external urethral orifice. The shape of the tape and its position
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and distance from the urethral lumen were evaluated by introital
ultrasound 6 months after surgery.
Results:
At 6-month follow-up, 94% (47/50) of the women were continent
and 6% (3/50) were improved. There were no therapeutic failures.
In 86% (43/50) the tape position was between 50% of the urethral
length. In 2 of the 3 women with improvement, the tape position
was >70% at 6 months. The likelihood of being cured was
therefore significantly higher (p=0.048) when the tape position
was between 50% of the urethral length. A too distal position was
associated with a 17 times greater risk of not being cured.
Bladder voiding was disturbed on the first postoperative day in
14% (7/50) because of TVT-urethra distance<3 mm. Loosening of
the tape led to uncomplicated cure in 6/7 patients, while 1 woman
had persistent voiding dysfunction (unchanged distance <3 mm).
Three patients developed de novo urge after 6 months (2 with
tape-urethra distance <3 mm).
Conclusions:
Preoperative sonographic urethral length measurement ensures
optimal functional TVT placement under the distal end of the
middle third of the urethra. The optimal site is calculated according
to the formula: 1/3 of the sonographic urethral length=distance of the
distal end of the suburethral incision from the external urethral orifice.
TVT placement under the distal or proximal third of the urethra is
associated with a several-fold higher recurrence rate but rarely causes
complications. Complications typically occur if the tape is too close
to the urethra.
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1UNICAMP, H. METROPOLITANO, São Paulo, Brazil,
2H METROPOLITANO, São Paulo, Brazil, 3H. ALVORADA,
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Objective:
The objective of this study was to evaluate the safety and efficacy
of the re-adjustable sling (Safyre-tTM, PromedonTM, Argentina) in
women stress urinary incontinence (SUI), either due to urethral
hypermobility or intrinsic sphincter deficiency.
Background:
The patients underwent surgical treatment with the transobturator
sling (Safyre-tTM) between September 2003 and June 2005. Mean
followup was 16 months. All patients had clinically and
urodinamically confirmed SUI. Surgical outcomes were deter-
mined by patient symptoms. Results demonstrated an overall
success rate of 95.5%. Eighteen patients(8.7%) had their mesh
readjusted because they still had UI symptoms. Of this group, 9
patients become continent after the readjustment and 9 were
classified as failure. The complications were urinary retention in

1.5%, bladder lacerations in 1% and partial tape erosions in 1%.
As a conclusion, re-adjustable sling has shown to be a feasible and
safe alternative for treating SUI.

Methods:
In this study, two hundred and five patients underwent surgical
treatment with the transobturator sling (Safyre-t™), for SUI
correction. The procedures were carried out between September
2003 and June 2005, in two private hospitals in São Paulo, Brazil.
All patients enrolled in this study signed an informed consent
approved by the local Ethics Committee. Preoperative evaluation
included detailed history, physical examination, urinalysis and
urodynamic study. The urodynamic evaluation was performed
with the patient in a sitting position. The test included water
cystometry, Valsalva Leak Point Pressure (VLPP) assessment,
which was performed with an intravesical volume of 200 ml and
pressure-flow study. The stress test was positive in all patients.
The discharge criteria was the presence of the second spontaneous
voiding. Patients were followed at 15 days and then every
6 months.

Results:
The basic characteristics and the demographic data of all patients
are shown in Table 1. The mean follow-up period was 16 (6–30)
months. The mean surgical time for SUI correction was 14
minutes (9 to 22 min). The hospitalization period was one day
(15 h to 24 h). The vesical catheter was removed between 8 to 12
hours after the procedure. The mean VLPP was 80 (25–135)
cmH2O. Twenty five per cent of the patients had a diagnosis of
sphincter deficiency and 75% had urethral hypermobility. At
presentation, 45% of the patients, in average, had already
undergone other gynecological surgeries. The intraoperative
complications consisted of two bladder lacerations (1%) occurred
during digital dissection, but they were not caused by passage of
the needles. In both cases, patients were sutured during the
procedure and the catheter was maintained until postoperative day
10. The postoperative complications observed were one dehis-
cence of vaginal suture on postoperative day 10, which was
sutured without any further complication or infection. Urinary
retention was observed in 3 patients (1.5%). They were dis-
charged with a Foley catheter, which was removed on postop-
erative day 5, without any further problems. Two partial tape
erosions (1%) occurred, and patients underwent surgery for mesh
removal, remaining dry afterward. Eighteen patients (9.8%) had
their mesh readjusted because they still had urinary loss
symptoms between 15 days to 3 months. Of this group, 9
patients became continent after the readjustment and 9 (4.9%)
were classified as failure.

Conclusions:
The surgical treatment of SUI with the transobturator approach for
placement of the Safyre Sling is safety and efficacy. Easy to learn
and to perform technique, with low risks of visceral and vascular
lesions, and allowing readjustment when symptoms of inconti-
nence remain or there is urinary retention.
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Objective:
The authors set out to determine how closely presenting symptoms
predict urodynamics findings in the elderly over the age of
80 years, and to assess the efficacy of urodynamics in guiding
treatment.
Background:
Urinary symptoms often correlate poorly with urodynamic finings,
but data remains scarce in the octogenarian or older population.
Medical co-morbidities and polypharmacy are common in this
group, which increases the chance of undesirable drug interactions
and side-effects. As it is currently common for physicians to offer
empirical drug treatment based entirely on presenting symptoms,
unnecessary side-effects may occur without effecting cure if the
medication given for a presumed diagnosis is a mismatch to the
actual underlying pathology.
Methods:
Over a 3 year period, 1052 urodynamics were performed in our
unit, of which 249 were in patients over the age of 80 years. Of
these, 73 were females. All patients had multichannel fluoroscopic
urodynamics according to ICS standards, and had a level of
mobility and mentation that is required for urodynamics. Retro-
spective review of clinical notes included presenting storage or
voiding symptoms, reason for urodynamics referral, and whether
urodynamics altered management. Those presenting with pure
storage symptoms were focussed upon as empirical treatment with
anticholinergics are often given for presumed diagnosis of detrusor
overactivity (DO).
Results:
There were 73 females with a median age of 83 years (80 to 94).
Reasons for Referral
59% unclear diagnosis to referring urologist or gynaecologist
24% to confirm diagnosis before treatment
17% failed initial empirical treatment

Presenting symptoms
49/73 with storage symptoms (67%)—42 of these with storage
symptoms alone
26/73 with stress incontinence (36%)
34/73 with urge incontinence in (47%)
Urodynamic Findings
Urodynamic stress incontinence ( USI ) was seen in 30 women
(41%)
18 (60%) with storage symptoms alone
10 (33%) with mixed incontinence
2 (7 %) with voiding symptoms alone
DO was seen in 16 women (22%):
All (100%) presented with storage symptoms alone
Hypocontractility was seen in 17 women (23%):
7 (41%) had storage symptoms alone
4 (24%) had voiding symptoms alone
6 (35%) had mixed symptoms or retention
Poor compliance was seen in 6 women (8%)
5 (83%) had storage symptoms alone
Normal urodynamics was seen in only 4 patients (5%)
Correlation between Symptoms and Urodynamic Finding
Focussing on the 42 patients presenting with storage symptoms
alone, DO was diagnosed in only 12 (29%). Hence, using storage
symptoms alone as a predictor of DO, the positive predictive value
(PPV) was 29%. It can also be seen from the data above that for
each urodynamic finding listed, the presenting symptoms are often
non-specific, except for DO where all patients presented with
storage symptoms alone.
Complications
Three women (6%) had a urinary infection after urodynamics. All
settled promptly with oral antibiotics. There were no other
complications.
Management
Following urodynamics, anticholinergics was recommended in 14
patients (26%). Bladder training and pelvic floor exercises in 15
(28%). Intermittent self catheterization was advised in 2 patients
with sufficient manual dexterity. Surgery was suggested in 11
(21%)—mid-urethral sling (5), bioinjectable (5), and fascial
pubovaginal sling (1).
Efficacy in Guiding Management
Clinical utility was categorized into 3 groups :
Group 1—definitve change in management as a result of
urodynamics—43% of cases
Group 2—assisted the referring physician by confirming provi-
sional diagnosis so definitive treatment can be more accurately
executed to maximize efficacy and minimize side-effects—52% of
cases
Group 3—not useful (eg. predicted exactly what physician thought
and patient already on correct treatment and no new treatment
added )—5% of cases.
Conclusion:
We have shown that in the octogenarian or older female
population, there is poor correlation between storage symptoms
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and urodynamic findings, with a PPV of storage symptoms alone
predicting DO of only 29%. Other conditions such as hypocon-
tractile bladder and USI may present with storage symptoms
alone. Hence, empirical anticholinergics based on storage symp-
toms alone may not be correct in a significant proportion of this
population, and may lead to side-effects such as retention or falls,
without effecting cure. Urodynamics also assisted the physicians
in confirming their diagnosis before recommending surgery. We
suggest, in the elderly with sufficient mobility and mentation, that
urodynamic evaluation is efficacious and can guide patient
management, with minimal morbidity.
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Objective:
Urgency and urge incontinence, known as overactive bladder
(OAB), are common disorders in adult women. Traditionally a
concern in older women, it has not been well studied in young
females. Risk factors for OAB are suspected to be higher body
mass index (BMI), pregnancy, smoking, and a history of urinary
tract infections (UTI). The objective of this study is to understand
the prevalence of OAB in younger woman and its associated risk
factors.
Methods:
A validated survey entitled, “Evaluating the Extent of Urinary
Symptoms in Women (EVE)” was distributed to a total of 903
female patients seeking care at Planned Parenthood clinics for
non-urinary complaints. Potential risk factors for OAB were
recorded during the survey.
Results:
Of the 903 women surveyed, the average age was 26.8 years. The
average BMI was 24.3 kg/m2. 29% of the patients had been
pregnant. 37.4% were smokers. 47% reported a history of one or
more UTIs. Of all the patients surveyed, 15.1% of the women
reported symptoms suggestive of OAB. Logistic regression
analysis model that included smoking, BMI >30, prior pregnancy
and UTI for OAB showed pregnancy to have an odds ratio of 1.83
(confidence interval (CI) 1.23–2.72) and UTI to have an odds ratio
of 3.15 (CI 2.04–4.87).
Conclusions:
Urinary urgency and urge incontinence (OAB) are prevalent in
younger age women. Of the risk factors surveyed, pregnancy andUTI
yielded statistically significant logistic regression analyses. Smoking
and BMI (>30) did not appear to be significant risk factors.
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Objective:
We assessed the effectiveness of administering alpha 1-adreno-
ceptor antagonist, tamsulosin, for the patients with maximal flow
rate less than 12 ml/sec.
Background:
In the female bladder neck, the alpha adrenergic component seems
less present. Nevetheless, some experiences using alpha-blockers
in women suffering from obstructed urine flow have been
reported.
Methods:
From January 2007 to December 2007, 150 patients with
maximal flow rate less than 12 ml/sec were selected for this
study. The patients were treated with tamsulosin at a dose of
0.2 mg per day. The effectiveness of tamsulosin was assessed
by analyzing the International Prostate Symptom Score (IPSS)
and the other parameters, including the maximal urinary flow
rate (Qmax), and the postvoid residual urine. The data for these
parameters were acquired at baseline and after 4 and 12 weeks
of treatment.
Results:
Of the 150 patients, 113 patients (75.3%) completed the study. The
clinical parameters, including the total IPSS, voiding symptom
score, the Qmax and the residual urine except for storage symptom
score showed significant improvement 4 and 12 weeks after
treatment from the baseline (p<0.05). The incidence of adverse
events was only 4.4% including dizziness in 3 patients, stress
incontinence in 1 patient and letharge in 1 patient.
Conclusions:
Alpha-1 adrenoceptor antagonist, tamsulosin, significantly im-
proved the subjective symptoms and uroflowmetric parameters in
female patient with low maximal flow rate, less than 12 ml/sec.
The use of tamsulosin may be an initial treatment option with low
maximal urinary flow rate in female.
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Table 1. Comparison of the clinical parameters between pre- and
post-treatment

Baseline 4 weeks 12 weeks p-value

IPSS total 13.6±3.4 11.9±3.1 10.2±3.5 <0.05

voiding symptoms 8.7±3.1 7.2±2.8 6.4±2.7 <0.05

storage symptoms 4.8±0.9 4.4±0.7 4.3±0.6 >0.05

Maximal flow rate
(ml/sec)

10.4±1.2 12.5±2.5* 12.9±2.4* <0.05

Residual urine (ml) 51.5±25.8 33.5±22.4* 31.8±22.4* <0.05
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Objective:
To evaluate the impact of the TOT upon the sexuality of patients
with SUI.
Background:
TOT has demonstrated to be an effective technique in the
symptomatic treatment of stress urinary incontinence (SUI). Its
impact on sexuality has been less studied.
Methods:
etrospective study of 52 patients from the south eastern area of
Santiago de Chile with SUI diagnosed by office cystometry or
multichannel urodynamics. The patients were administered
questionnaires PFDI-20, King Health questionnaire ( KHQ )
and PISQ-12 , the latter in its validated Spanish version. The
questionnaires were administered the month prior to surgery and
not earlier than 3 months postoperative time. Total scores
obtained from each questionnaire were compared by means of

Student Test for related samples. It was considered significative
if p=0.05. The average of score change between preoperative
and postoperative questionnaires was compared between patients
with TOT and those with TOT with associated surgery, using
the Mann-Whitney test.
Results:
Of the 52 patients, 37 (71.2%) were only subjected to TOT. In 15
cases (28,8%) it was associated with another prolapse surgery,
including hysterectomy in 9 cases (17.3%). The average age of
the patients was of 50.3±7.8 years. The average parity was of
3.3±1.3. The average body mass index was 29.8±4.5. Two
patients (3.8%) had a previous SUI surgery. The average time for
the administration of the questionnaire in the postoperative
period was of 7.9 months (3–24 months). The average total
scores for pre and post operative questionnaires were: 98.9 and
21.5 (p 0.000) for the PDFI-20; 620 and 44.4 (p 0.000) for the
KHQ; 24 and 33.3 (p 0.000) for the PISQ-12. When comparing
patients with TOT vs TOT with associated surgery, there was no
statistically significant difference in magnitude of improvement
in the average total score between pre and post operative in any
of the questionnaires: 515 and 598 (p 0.170) for the KHQ; 76.3
and 77.8 ( p 1.000) for the PFDI-20; 9.4 and 9.1( p 0.967) for the
PISQ-12.
Conclusions:
Our results suggest that TOT not only causes a positive impact
upon the symptomatology and life quality of patients with SUI but
it also improves their sexuality.
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Objective:
To compare sexual function in women before and nine months
after surgery (open sacrocolpopexy or sacrocervicopexy) for
apical prolapse using Prolene mesh.
Methods:
A prospective questionnaire study was undertaken on consecutive
women undergoing surgery for apical prolapse with no pre-
operative evidence of urodynamic stress incontinence at Worcester
Royal Hospital between Jan 2005 and December 2007. Assess-
ment was based on the Pelvic Organ Prolapse/ Urinary Inconti-
nence Sexual Questionnaire (PISQ). Apical prolapse was assessed
using pelvic organ prolapse quantification. Point ‘C’ (anterior lip
of the cervix or the cuff in post hysterectomy women) was below -
1 in all cases pre-operatively. Mc Nemar’s test was used to
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compare responses to individual PISQ items pre and postopera-
tively. Change in PISQ total scores was assessed using a paired
t-test.
Results:
During the study period 84 women underwent surgery. Completed
responses were obtained from 39 women preoperatively and at
9 months post operatively. Women completing the PISQ were
significantly younger (mean=54; range=34–65) than those who
did not (mean=66; range=55–70). Reasons for not completing the
questionnaire were following: not sexually active=66.6% (30/45),
refused=22.2% (10/45), lost in follow up=8.8% (4/45) and one
patient died during later part of follow up period due to non
surgical reasons. The mean PISQ score was better postoperatively
(preoperative=83.2, postoperative=92.1, p<0.001) with statisti-
cally significant improvements in only physical domains (preop-
erative=31.3, postoperative = 35.7, p<0.001). There was
improvement in partner (preoperative=18.0, postoperative =
19.0, p=0.09) and behaviour emotive domains (preoperative=
35.3, postoperative = 37.4, p=0.06) but it was not statistically
significant.
Conclusion:
Open abdominal surgery to correct apical prolapse is associated
with an improvement in sexual function.
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DISORDERS IN NORTHEASTERN SLOVENIA
M. PAKIZ, A. TURCIN, I. BUT, B. KORES PLESNICAR;
Univ. Clinical Ctr. Maribor, Maribor, Slovenia.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The aim of our study was to assess whether different types of
female urinary incontinence (UI) are associated with depression
and/or quality of life (QoL), as well as to evaluate received
treatment.
Background:
The presence of UI and different types of UI, as well as
consultation and treatment rates were evaluated according to the
questionnaire used by Hunskaar et al studying the prevalence of
UI among women in four European countries (1). Zung Self-
Rating Depression Scale was used as a screening tool, covering
affective, psychological and somatic symptoms associated with
depression (50–59 mild, 60–69 moderate, 70–80 severe depres-
sion) (2).
Methods:
Randomly chosen women, aged 18 to 80 years, living in Podravje
region (Northeastern Slovenia, EU) received a questionnaire by
post. Questionnaires asked about UI (any leakage or involuntary

loss of urine), about stress UI (SUI; leak or loss of urine caused by
sneezing, coughing, exercising, lifting, physical activity and
smiling), about urge UI (UUI; an urge to urinate but unable to
reach the toilet before leaking or a strong sudden urge to go to the
toilet to urinate with no advance warning), about duration of UI,
consulting with doctor about UI and treatment of UI. Burden of UI
was assessed with Incontinence Impact Questionnaire (IIQ 7),
whereas possible mood disorders were assessed with Zung Self-
Rating Depression Scale. Statistical analysis was performed using
Student t-test, One-way ANOVA test and chi-square test.

Results:
Among 2268 valid returned questionnaires, 1422 (62%) women
had UI and 260 (11%) had≥50 on Zung Scale (possibly having
mild to severe depression). UI was represented with 21%, 18%,
60% and 1% for SUI, UUI, MUI and other UI, respectively. Only
27% of incontinent women consulted their doctor, 2% were treated
with drugs for UI and 2% underwent an operation for UI.
Although asked about possible treatment for depression, the
collected data was not adequate for statistical analysis. Women
having UI were more likely to have≥50 scores on Zung Scale than
those without UI (19% vs. 6%, p=0.000), and the trend is seen in
all age groups (12% vs. 3% for 18–44 age group, p=0.000; 22%
vs. 8% for 45–59 age group, p=0.000; 24% vs. 13% in older than
60, p=0.027). There was also a correlation between IIQ7 QoL
assessment and Zung scores among incontinent women (Pearson
correlation 0.405, p=0.000). Furthermore, depressive women with
UI had longer duration of UI than those not depressed (48 months
vs. 36, p=0.002). They consulted their doctors more often (40%
vs. 24%, p=0.000) and had higher IIQ7 scores (8.5±6.1 points vs.
3.8±4.5, p=0.000). The highest share of women having≥50
scores on Zung Scale was found among women with MUI (25%
vs. 11% and 8% for UUI and SUI, respectively, p=0.000),
furthermore IIQ7 scores were highest in the same group (6.9±
5.7 vs. 1.8±3.2 vs. 2.7±3.8, for MUI, UUI and SUI, respectively,
P=0.000).

Conclusions:
Although UI is a very common disorder, only approximately
4% of incontinent women were actually treated for UI, and
only every third woman seeks advice about UI. Our results
show that women having UI are more prone to depression.
Among incontinent women, MUI had greatest impact on
comorbid mood disorders, as well as the quality of life. These
conditions are much too often overlooked or underrated, and
therefore, all primary physicians, gynecologists and psychiatrists
should actively search for UI among female patients and offer
them appropriate treatment.
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Objective:
Gynecare TVT-SECUR® is a third generation minimal invasive
suburethral sling in treatment of primary stress urinary incontinence.
It is a short laser cut polypropylene midurethral tape (8 x 1,1 cm)
and requires no exit points therefore it may be safer and less painful.
Background:
The TVT-SECUR® allows the fixation of the sling within the
obturator internus muscle (“Hammock”) position or in the
urogenital diaphragm in a retropubic (“U”) position. The purpose
of this study was to evaluate complication rates, efficacy, short
term outcome, and patient satisfaction of a two years experience
with this system in our unit.
Methods:
118 patients were included, mean age was 59,9 years (range 35-
91), mean body mass index 27.7 kg/m2 (range 19,5- 41) and mean
parity was 2.13 (range 0- 8). All of the patients had primary stress
urinary incontinence (SUI) verified by urodynamics, all of them
underwent TVT-SECUR® procedure in the Hammock position. 51
patients had no previous surgery (42.7%), 28 had previous
hysterectomy (23.9%), 19 had hysterectomy and colporrhaphy
(16.2%), 1 had posterior IVS, Burch colposuspension and mesh
(0.9%), respectively. 17 had any other surgery before (14.5%). No
concomitant surgery had 99 patients (83.9%), concomitant
hysterectomy was performed in 6 patients (5%), colporrhapy of
posterior vaginal wall in 1 (0.9%), 12 patients had other
abdominal surgery (10.2%). We performed local anestesia in a
combination with ultra short intravenous analgesia (Ultiva®) in 3
patients (2.5%) and general anestesia in 115 (97.5%) patients.
Mean operation time was 18 minutes, patients blood loss was less
than 100 ml (N=117). We have found that placement of TVT-
Secur® must be significantly tighter against periurethral tissues
compared to longer suburethral slings in order to ensure a better
outcome of continence. We modified the original surgical
technique by covering the tape with the inverted end of a forceps
when pulling out the metal inserter gently to protect loosening of
tension or removal of the tape. After a median follow up time of
4 months (range 1–13) patients were evaluated by interview, King´
s health questionnaire, visual analogue scale (VAS 0–10), physical
examination, perineal sonography, and stress test.
Results:
115 out of 118 patients could be evaluated, 3 were lost of follow up.
Complications:
Over-all complication rate was 9/118 (7.6%). We observed 1
patient with a bleeding more than 500 ml and haematoma in the

cavum Retzii because of disconnection of the inserter with the
tape while pushing it into the obturator internus muscle. This
complication had to be treated by laparotomy to make a suction of
the haematoma. In 2 cases (1.8%) we found a lateral-vaginal
erosion postoperatively as a result of wrongful implantation in the
very first cases during the learning curve. 4 patients had
dyspareunia (3.4%), 2 (1.8%) had unintended tape removal at
the time of inserter removal, necessitating in one case the usage of
TVT-O in the other case we re-implantated the TVT-Secur but this
patient was not continent at the time of observation. We did not
see any urethral injuries, no patient had thigh pains and no one a
infection in the area of surgery.
Success: Objective cure rates by stress test did not significantly
differ from subjectively continence. Of all 115 patients 72 (62.6%)
felt cured with a negative stress test, 31 (27%) felt improved and
12 (10.4 %) felt unchanged . The mean improvement of all the
patients concerning visual analogue scale VAS was 6 points (mean
VAS preoperative 8, mean VAS postoperative 2). An interim-
analysis of the first 20 cases showed an important learning curve:
Of our very first 20 cases only 11 (55%) patients could be cured, 5
(25%) improved and 4 (20%) remained unchanged. Concerning
the following 95 patients 61 (64.2%) felt cured, 26 (27.4%)
improved and 8 (8,4%) unchanged.
Conclusions:
Our objective cure rates are similar to those reported for other
midurethral slings. The over-all complication rate is low (7.6%). 4/
7 complications occurred at the very first 20 cases. There were no
bladder injuries and no thigh pains. The procedure itself can be
also performed in an ambulatory setting . There is a real learning
curve: The system necessitates to be very cautious about adjusting
the tension of the tape and about disconnecting the inserter from
the tape. Long term data collection, randomized controlled
comparative studies to prove equal efficacy to retropubic and
transobturator tapes will be required.
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Objective:
The aim of this study is to evaluat the functional, anatomical
results and patients satisfaction after surgery for concomitant
pelvic organ prolapse (POP) and stress urinary incontinence (SUI).
Background:
1024 patients with pelvic organ prolapse and stress urinary
incontinence which have completed a minimal folow-up of
12 months were included in the study. The history of SUI and/or
the demonstration of SUI during urodynamic studies constituted
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the indication for the sling procedure: TOT with Emmet needle,
TVT and TVT-O (Ethicon Inc., Somerville, NJ). The TOT with
Emmet needle was done as originally described by Delorme.
Methods:
Patients were prospectively evaluated with history including
pelvic examination, urinanalysis, urodynamic studies and quality
of life questionnaire to determine the overall impact of urinary
incontinence on their lives (Urogenital Distress Inventory -UDI-6,
the International Symptom Score Quality of Life Question
(IPSSQoL)). Urodynamic studies included filling cystometry,
pressure-flow studies and VLPP.
Results:
1024 patients with mean age of 58.8 years (31–84) with pelvic organ
prolapse were enrolled in this study. Among them, 456 patients had
concomitant pathology (POP+SUI). The mean VLPP was 54.94±
9.21 cm H2O, the mean detrusor pressure at maximum flow rate
(Pdet at Qmax) was 22.7±15.6 cm H2O, and the mean maximum
flow rate (Qmax) was 18.3±9.1 ml/sec. The mean number of PPD
used was 3.5±2.4 (range 0–10). The mean score on the UDI 11.1 ±
3.2 (range 0–18). All patients were “unhappy” preoperatively in
response to the IPSSQoL. The TOT procedure was made in 207
patients, TVT—90 patients, TVT-O—159 patients. Among 1024
patients 70.54% had cystocele repair, 18%—had hysterectomy by
vaginal or laparoscopic approach, 5.4%—had enterocele repair
(McCall), 34%—had rectocele repair, 7.2%—had vaginal vault
suspension with prolene tape by laparoscopic approach, 1,96% had
genital hernioplasty. The mean hospital stay was 8.7±5 day for
patients with surgery for prolapse and 2.5±1 day in patients with
only SUI surgery. The mean duration of catheterization was 4.4±
1.3. At a mean follow-up of 26.9 ±14.7 months, 35 (17%) reported
persistence of preoperative urge incontinence, and 1 (0.5%) has de
novo urge incontinence. No cases of recurrent stress incontinence
occurred. The mean PPD use is 0.15±0.56 (range 0–3) and 177
patients (86.9%) do not use pads. The mean score on the UDI was
3.28 ±3.09 (range 0–14). Data from patients who did have history
of SUI preoperatively were used in the calculation of the rate of
success or failure of the procedure. Thus, the overall improvement
rate for SUI is 89%; mixed incontinence 74%, PPD 94%, UDI 71%,
and IPSSQoL is 83%. Twelfth patients developed obstructive
voiding witch didn’t required tape release.
Conclusions:
These results demonstrate the safety and efficacy of surgery for
pelvic organ prolapse and concomitant stress urinary incontinence.
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Objective:
We describe the results obtained from a multicenter trial of SUS
(Sub Urethral Support) for SUI incontinence including 223
patients over 2 years.
Background:
Since when in the 1990 s Ulmsten and Petros firstly introduced the
Integral Theory, intravaginal slingplasty and tension-free techni-
ques became the gold standard for SUI correction. As far as TVT
is concerned, many studies report a success rate of approximately
90%. Delorme proposed a new surgical approach based on the
same principle of TVT, the TOT technique. TOT revealed to be
more favorable thanks to minor surgical complications, reaching a
successful outcome in more than 90% of the patients as well.
Nonetheless, complications associated to both the Tension-free
Vaginal Tape and Trans Obturatory Tape, rare but possible and
sometimes severe, recently led urogynaecolgists to research and
introduce simpler and safer solutions. SUS is a mini invasive
surgical technique for SUI correction in alternative to classical
interventions. This approach utilizes a short monofilament sling
(7 cm) of polypropylene, positioned under the mid-urethra through
single-incision technique, in the tension-free fashion.
Methods:
Between April 2005 and October 2008 our Urogynaecologic unit
performed 306 urodynamic invastigations. Patients’ age range was
3–6; 30 patients were menopausal. 223 patients presented pure
SUI, while remaining 73 women revealed mixed urinary inconti-
nence. Preoperative assessment comprehended gynaecologic
examinaton, pelvic ultrasound, urogynaecologic history and
urodynamic data. SUS was proposed to patients presenting pure
SUI secondary to urethral hyper-mobility. Between April 2005 and
October 2008, 223 selected patients underwent SUS surgical
correction, written informed consensus being obtained before
surgery. After urinary catheter positioning, surgeon proceeds to
anterior longitudinal colpotomy, 1 cm long, just beneath urethral
mucosa, and sub-mucosal tissue is detached, preparing the access
for a plastic, S shaped, disposable device, used to create two para-
urethral tunnels, towards obturatory foramen. Following the tunnel
just set up, an unbending sling polypropylene (7x1 cm), hung on
the forked extremity of the device, is inserted on the right and then
on the left para-urethral side. Just a slight tension is applied to it.
Eventually the sling results applied beneath the mid-urethra. An
absorbable suture closes the incision. 3 medicated and wet gauzes
are pushed into the vagina. 1 month (223 pts), 12 months (165 pts)
and 24 months (129 pts) follow-up has been performed.
Results:
Mean surgical time was less than 10 minutes.
Follow-up results are reported below:

& 1 month (223 pts): 80,7% (180 pts) dry, 13,9% (31 pts)
markedly dry, 5,3% (12 pts) no improvement;

& 12 months (165 pts): 84,8% (140 pts) dry, 9,1% (15 pts)
markedly dry, 6,1% (10 pts) no improvement;

& 24 months (129 pts): 77,5% (100 pts) dry, 16,4% (21 pts)
markedly dry, 6,2% (8 pts) no improvement.
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Including both partial and complete symptom resolution, SUS
obtained a success rate of 94,6% at 1 month, 93,7% at 12 months
and 93,9% at 24 months.
Conclusions:
If compared to TVT/TOT, SUS utilizes a shorter sling and a
less invasive approach. The high success rate in our study
demonstrates that smaller slings are equally able to stimulate
that fibrous tissue production necessary to restore urinary
continence. SUS efficacy is comparable to that obtained
performing classical techniques, moreover resulting long-lasting.
We conclude that SUS is a valid alternative to classic SUI
surgical correction, applicable also to obese patients and
patients affected by coxarthrosis and orthopaedic pathologies.
It realizes the purposes recommended by modern mini-invasive
surgery: efficacy, safety, rapid and plain technique, reduced
anaesthetic procedures, short hospitalization, early and com-
plete healing process, short, nonetheless necessary, learning
curve for the operator.
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Objective:
We analysed patient satisfaction, quality of life and anatomical
results in patients treated for POP (pelvic organ prolaps) with a
transobturatoric polypropylene mesh with and without additional
sacrospinous threads for central compartment suspension.
Background:
Implantation of transobturatoric fixated meshes seems to
improve POP surgery results in the anterior and central
department. Nevertheless, the mesh suspension via the fora-
men obturatorium may not be sufficient to give long lasting
support to the central compartment of the pelvic floor.
Therefore, our group used additional fixation threads between
the cranio-dorsal edge of a polypropylene mesh and the
sacrospinous ligaments bilateraly in patients with a pronounced
central POP.
Methods:
Surgery Technique: After a longitudinal colpotomy the para-
vesical spaces were dissected until the ischial spine and the

arcus tendineous were reached. A mono-filamentous polypro-
pylene mesh (Seratom®, Serag Wiessner, Naila, Germany) with
four arms for transobturatoric fixation was implanted. The arms
were pulled through the foramen obturatorium in an outside-in-
technique with dedicated helices. If the surgeon considered a
necessity for a specific central support, an additional posterior
colpotomy in the upper third of the vagina was performed and
the pararectal space was dissected, until the sacrospinous
ligaments were clearly visible. A braided polyester thread was
fixed to the ligament on each side and was led to the dissected
anterior compartment with a dedicated awl. The threads were
knotted to the cranio-dorsal edge of the mesh without any
tension, leaving enough space for the rectum and enough
mobility to the vaginal vault after colpotomy sutures.
Three years after surgery patients with a Seratom® mesh were
invited to a standardized interview. A validated quality of life
questionnaire specific for pelvic floor dysfunction was offered to
the patients. Furthermore, patients were asked to attend the
hospital for a pelvic floor examination.
Results:
Between July 2004 and December 2005 107 women with POP
were treated with a transobturatoric Seratom® mesh. In 61
women (57%) additional bilateral sacrospinous threads were used
for central suspension. Patients with and without these threads
showed no significant differences regarding age, body-mass-
index, parity, previous POP surgery, and urinary or stool
incontinence, but they differed significantly concerning central
vaginal vault descensus (mean POP degree 1,46 vs. 2,30 (p=
0,001)) (table 1). After a mean follow up period of 38,8 months
97 patients were eligible for the standardized interview and for
the QoL questionnaire. Patients with sacrospinous threads
reported statistically significant more satisfaction with the
surgical result on a visual analogue scale and less prolaps
symptoms in the QoL questionnaire. On the other hand there
were no more surgery associated complications and no more
pelvic pain or pain during intercourse reported for the group
with sacrospinous threads (Table 2). A pelvic examination was
performed in 72 patients revealing comparable results but
significantly improved positioning for the vaginal vault in
patients with sacrospinous threads (-1,16 vs. -2,10 (p=0,005)
(table 4). POP recurrences behind the hymen were observed in 5
patients (3 vs. 2 (p=0,646)). Overall patient satisfaction with the
surgical results was high. All the reported results were not
correlated to the statistically relevant pre-treatment differences of
the central prolaps status.
Conclusions:
The additional surgical effort for a bilateral sacrospinous
fixation of a transobturatoric mesh in patients with a pronounced
central defect seems to be justified by improved patients
satisfaction and anatomical results. Nevertheless, our data a
compromised by the unplanned retrospective character of this
subanalysis and a considerable drop out during follow up.
Therefore, additional studies are necessary to validate our
findings. Beside the differences between these two surgical
modifications, our study with a 39 months follow up period
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confirmed the good results of POP surgery with transobturatoric
polypropylene meshes.

Table 1 Pre-treatment Patients Characteristics

Without SSL
Fixation

SSL
Fixation

Parameter mean ±SD mean ±SD p-value

Age 62,61 9,61 63,61 9,87 0,562

BMI 27,24 3,39 27,42 3,779 0,836

Parity 2,34 1,14 2,60 1,10 0,179

Previous pelvic
floor surgery

1,00 1,26 0,60 0,97 0,088

Overall POP 2,78 0,42 2,87 0,43 0,319

Cystocele 2,78 0,63 2,85 0,63 0,566

Central vaginal
vault /uterus

1,46 1,17 2,30 1,17 0,001

Rectocele 0,89 0,83 0,84 0,92 0,550

Table 2 Treatment Results

Without SSL
Fixation

SSL
Fixation

Parameter mean ±SD mean ±SD p-value

Improvement of
POP symptoms

1,77 1,03 1,38 0,74 0,038

Feeling of descending
vagina/pelvic organs

0,71 1,09 0,29 0,71 0,039

Pain during intercourse 0,22 0,43 0,52 0,90 0,321

Pelvic pain 0,79 1,52 0,92 1,87 0,855

POP Difference pre-post
surgery
Overall POP -1,29 0,90 -1,71 0,78 0,038

Cystocele -2,13 0,92 -2,27 1,05 0,337

Central vaginal
vault /uterus

-1,16 1,46 -2,10 1,07 0,005

Rectocele 0,29 1,19 0,02 0,91 0,377
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Objective:
The aim of this study was to determine clinical predictors of
success and failure for postoperative stress incontinence (SI) and
urge incontinence(UI) after Monarc suburethral sling placement.
Background:
Suburethral transobturator slings have become very popular as
anti-incontinence procedures over the past 5 years and are
accepted as first- line procedures, largely equivalent to transretzius

slings (1). However, recurrent SI and de novo or worsened UI
remain a problem in some patients.
Methods:
We conducted a retrospective clinical audit of patients who had
undergone Monarc suburethral slings with or without concomitant
prolapse surgery at our institution between June 2005 and
December 2008. The preoperative work-up included a standardised
interview, a clinical examination including ICS POP-Q assessment,
multichannel Urodynamic testing, and 4D Pelvic Floor ultrasound.
Clinical notes and ultrasound volume datasets were analyzed to
determine potential predictors including demographic data, clinical
findings, urodynamic and ultrasound data. Potential predictors were
tested against subjective failure for SI, UI, and overall satisfaction.
Results:
Ninety- eight patients were identified for review of records and
ultrasound volume data. Mean age at surgery was 56.9 (range
27.6–87.1). All but 5 patients (95%) had pre-operative SI
symptom and 86 (88%) complained of UI. On urodynamic testing,
all patients were diagnosed with urodynamic stress incontinence;
19 (19%) had detrusor overactivity.
Mean follow up interval was 0.92 (0.04–2.88) years. Eighty six (88%)
were satisfied with the result, and 92 (94%) reported overall
subjective cure or improvement. Of 93 patients with preoperative
SI, 74 (80%) reported subjective cure while 19 (20%) still
experienced SI. Within this group, 14 (15%) reported improvement,
4 (4%) reported no change, and 1 felt worse. As regards UI
symptoms, 43(50%) felt cured, 34(40%) improved, 7 (8%) no
different, and two worse. Of 12 patients without preoperative UI, 2
developed de novo UI. There was no association between length of
follow-up and success/ failure or satisfaction. Maximum flow rate
(MFR) centiles (2) showed a significant drop postoperatively (19.9
vs. 33.6, P=0.001).With subjective cure defined as success, 19 (20%)
patients were classified as failures with regards to SI, and 45 for UI. In
addition, we classified a patient who did not express satisfaction with
the procedure as a failure (n=12). Age, BMI, previous anti-
incontinence surgery, detrusor wall thickness, bladder neck descent,
MUCP, urodynamic detrusor overactivity and preoperative maximum
flow rate centile were tested as potential predictors (see Tables 1–3).
The only consistent finding was that a lower MUCP was associated
with both stress and urge incontinence postoperatively.

Table 1: Potential predictors of failure to cure stress incontinence
after Monarc sling.

Predictor SI failure
N=19 (SD)

SI success
N=79 (SD)

P

Age (years) 57.2 (10.4) 56.1 (13.1) 0.693

BMI (n=86) 30.6 (7.2) 28.9 (5.6) 0.347

Previous continence
surgery

5/19 12/79 0.250

DWT (mm) (n=96) 3.4(1.1) 4.1(1.2) 0.035

BND (mm) 28.6(12.8) 31.6(11.5) 0.355

MUCP (cmH2O) (n=80) 29.2 (9) 36.6 (13.3) 0.015

Detrusor overactivity 5/19 14/79 0.395

Preoperative MFR
centile (n=88)

17.6 (22.4) 37.4 (27.6) 0.004
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Table 2: Potential predictors of failure to cure urge incontinence
after Monarc.

Predictor UI failure
N=45 (SD)

UI success
N=53 (SD)

P

Age (years) 58.4(11.8) 54.5(13.2) 0.128

BMI (n=86) 28.3(5.0) 30.2(6.8) 0.151

Previous continence
surgery

11/45 6/53 0.087

DWT (mm) (n=96) 3.8(0.9) 4.1(1.4) 0.192

BND (mm) 29.4(11.5) 32.4(11.9) 0.209

MUCP (cmH2O)
(n=80)

31.3(12.7) 38.2(12.3) 0.017

Detrusor overactivity 10/45 9/53 0.513

Preoperative MFR
centile(n=88)

32.8(26.2) 34.3(29.3) 0.812

Table 3: Potential predictors of patient dissatisfaction after
Monarc.

Predictor Satisfied
N=86 (SD)

Dissatisfied
N=12 (SD)

P

Age (years) 56.5(13.0) 54.6(9.4) 0.544

BMI (n=86) 29.2(5.9) 29.6(7.3) 0.849

Previous continence
surgery

15/86 2/12 0.947

DWT (mm) (n=96) 4.0(1.2) 3.7(0.9) 0.468

BND (mm) 31.7(11.3) 26.5(14.3) 0.248

MUCP (cmH2O)
(n=80)

35.4(12.9) 34.0(13.3) 0.777

Detrusor overactivity 15/86 4/12 0.192

Preoperative MFR
centile(n=88)

35.1(28.1) 24.0(23.6) 0.161

Conclusions:
The Monarc suburethral sling is associated with high subjective
cure and satisfaction rates. As expected, and in keeping with the
literature (3), we confirmed MUCP as a predictor for success after
Monarc suburethral sling placement. Interestingly, this applied to
both stress and urge incontinence. We have no explanation for the
association between higher DWT and success, which may be
spurious. As regards the finding that lower flow rate centiles were
associated with failure, it is likely that slings were tensioned less
in patients with poor voiding. We did not identify predictors of
patient dissatisfaction.
It is likely that the sample size of this study was too small to allow
reliable conclusions as regards predictors of failure after subure-
thral sling, with the possible exception of MUCP.
References:
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Objective:
The aim of the study was to identify prevalence and risk factors
for urinary incontinence (UI) in women over 20 years of age in
Malatya.
Background:
UI is one of the most common health problems seen in women
and the elderly in particular. It is essential to recognize the impact
of UI on QOL as well as recognizing the prevalence and risk
factors associated with UI in order that women have a better life
quality.
Methods:
The study was designed as a population based study in the region
of 3 public health center in Malatya. In order to constitute the
stratified sample of the study, the numbers of the women in each
age group were calculated according to last census in Malatya.
According to average urinary incontinence prevalence of 25%
from previous studies in Turkey, the sample size was calculated as
800 using 95% confidence interval (α=.05) and with a 0.03
sampling error (d=.03). The distribution of each age group was
evaluated according to data of Malatya National Heath Manage-
ment Service (20–29 ages—260 women, 30–39 ages—197
women, 40–49 ages—146 women, 50–59 ages—99 women, 60–
69 ages- 59 women, 70 and over ages- 39 women). Data were
gathered via face-to-face interviews with a questionnaire prepared
by the researchers according to the literature on symptoms and
risk factors related to UI by visiting at home. Adjusted odds ratios
of incontinence were given using logistic regression.
Results:
The UI prevalence was found as 32.4% in women. The rate of UI
by the age groups were 13.8% in the ages of 20–29 years, 22.3%
in the ages of 30–39 years, 43.2% in the ages of 40–49 years,
58.6% in the ages of 50–59 years, 64.4% in the ages of 60–
64 years, 51.3% in the ages of 70 and over. According to the
logistic regression analysis; aging (70 and over OR 19, CI 95%
3.66–98.88, 60–69 ages OR 18.8, CI 95% 3.68–96, 50–59 ages
OR 11.56, CI 95% 2.97–44.98, 40–49 ages OR 7.22, CI 95%
1.96–26.5, 30–39 ages OR 3.14, CI 95% 0.86–11.5), fecal
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incontinence (OR 10.67, CI 95% 1.18–96.63), lung illness (OR
3.96, CI 95% 1.4–11.22), smoking (OR 2.25, CI 95% 1.18–4.28)
and perineal tears in first birth (OR 2.12, CI 95% 1.15–4.19) were
identified as the most important risk factors for UI.
Conclusions:
It was found that the prevalence of UI was high and increased
significantly with age in a large sample group of Turkish women
in this population based study. Aging, respiratory disease,
smoking and perineal tears in first birth were identified as the
risk factors of UI.
References:
1. Zhu L, Lang J, Wang H, Han S, Huang J. The prevalence of and
potential risk factors for female urinary incontinence in Beijing,
China. Menopause 2008;15(3):566–9.
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Objective:
To investigate the molecular signatures underlying pelvic organ
prolapse (POP) using cDNA microarray.
Methods:
Microarray gene expression profiles were studied in pelvic
connective tissue from premenopausal women with pelvic organ
prolapse corresponding to non-prolapse controls. The round
ligament and uterosacral ligament tissues were removed from
each subject at the time of laparoscopic hysterectomy. RNA was
then extracted and all labeled samples were hybridized to ABI
Human Genome Survey Microarray Version 2.0 (Applied Bio-
system, CA, USA).
Results:
The results were very interesting. Hierarchical cluster analysis
revealed a “33-gene” model, which contains high expressions of
round and uterosacral ligaments from women with POP. The
expressions of ribosomal protein mRNA is up-regulated in round
and uterosacral ligaments from women with POP. Genes involved
in potential interactions with mitochondrial electron transport,
nucleosome assembly, cell cycle and apoptosis are up-regulated in
round and uterosacral ligaments from women with POP. As a
consequence, defective mitochondrial translation caused by

ribosomal protein mRNA is the molecular etiology of pelvic
organ prolapse.
Conclusions:
The success of this investigation has supported the use of
microarray-based expression profiling as a single standardized
platform for diagnosis and drug discovery of pelvic organ
prolapse.
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Objective:
To determine whether ob-gyn resident doctors in Catalonia (a
region in the north-east of Spain with about 7 million inhabitants)
have a poor knowledge of pelvic floor anatomy and limited
experience in perineal trauma repair.
Background:
Several studies in different countries show that formation of
gynaecology and obstetrics resident doctors in pelvic floor anatomy
and perineal trauma repair is insufficient (1,2). To our knowledge,
there are no such studies taken out among Spanish resident doctors
population. Likewise, it has been demonstrated the positive effect of
the introduction of specific formative actions (3).
Methods:
Cross-sectional observational study performed among third and
fourth year gynaecology and obstetrics residents in Catalonia. A
survey with 40 items was specifically designed for the purposes of
the study and validated by three pelvic floor expert senior doctors
who practice in hospitals different from ours. Between October
2007 and January 2008, 72 surveys were sent by mail to the full
72 third and fourth year ob-gyn resident doctors population in
Catalonia. Answers were anonymous except for the hospital of
origin. All information gathered was confidential. An Excel
(Microsoft) database was filled out being the variables dichoto-
mous except the ones belonging to affiliation and variables 18 and
19. Composite variables were calculated for each section. We used
pared two tail t-Student test in order to compare the results,
providing the average and standard deviation. All analysis were
done with SPSS (V15.0) statistical package.
Results:
46 inquiries were received (63’9%), with the participation of
resident doctors from 15 out of 16 hospitals which offer residency
programmes in Catalonia (93’75% of hospitals being represented).
52’2% of the surveys were answered by trainees in their third year
and 47’8% in their fourth. 80’4% were female and 19’6% male
residents.
No significant differences were found between the evaluation
made by the third and fourth year trainees, nor between tertiary
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referral hospitals and smaller hospitals. Differences between
hospitals with a higher number of deliveries per resident and
those with a lower one were neither found. In 80’4% of the centres
a restrictive episiotomy policy is applied. 60’9% answered that
their knowledge in pelvic floor anatomy is not adequate. 84’8%
expressed their insatisfaction for not receiving regulated teaching
about anatomy during their residency programmes. More than
97’8% gave the opinion that it would be necessary to receive more
theoretical and practical skills on the issue. A significant difference
was observed between the evaluation made by resident doctors on
their ability to perform a caesarean section when compared to their
ability to repair a third or fourth degree tear. Resident doctors felt
more skilled in performing a caesarean section than in repairing a
tear (p<0’001). Finally, 71’7% of centres does not have a clinical
follow-up monitoring program for patients having suffered a third
or fourth degree tear (perineal clinic).
Conclusions:
The vast majority of resident doctors hold the opinion that they
have an insufficient knowledge of pelvic floor anatomy. They rely
on their ability to perform an episiotomy correctly. When resident
doctors are asked to compare their skills in performing a c-section
or a third or fourth degree tear repair, a significant difference is
observed in favour of caesarean section. It appears that although
most residents claim that they know the consequences of a
perineal tear, only a few of them regularly follow-up those patients
with a third or fourth degree tear. Finally, even if the vast majority
of them have been supervised in their first perineal repair, they
consider that more formation including theoretical aspects and
practical skills on this matter is needed. The results of this survey
support the opinion that formation on pelvic floor anatomy,
obstetric perineal trauma repair and follow-up in Catalan resident
doctors residency programmes should be improved.
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Objective:
Evaluation of pelvic floor dysfunction and pregnancy outcome
following pelvic fractures.

Background:
Pelvic trauma sustained during road traffic accidents represents a
serious clinical problem with a high mortality (1). A wide range of
pelvic floor dysfunction symptoms may occur. The nature and
prevalence of these symptoms is unclear.
Methods:
All women treated for pelvic fractures at a Tertiary Orthopaedic
Trauma Centre (1993–2004) were identified. Hospital notes were
reviewed and fracture type and treatment audited. A telephone
questionnaire was constructed including information regarding
subsequent pregnancy outcome and questions regarding urinary,
bowel, prolapse and sexual function.
Results:
67 women were identified and 23 were contactable: Mean age was
29 years (Range 17–39) at the time of trauma. The mean follow-up
was 11 years and 9 months. 16(69%) of pelvic fractures reported in
this series were caused by road traffic accidents (Table 1). 32(48%)
of women reported one or more symptoms of pelvic floor
dysfunction (Table 2). 15(65%) were sexually active with a high
rate of sexual difficulties (Table 3).The most common symptom
relating to sexual difficulty was pain on penetration. 11( 47%) had a
subsequent normal pregnancy outcome (Table 3).

Table 1: Causes of pelvic fractures

No Percentage

Road traffic accidents 16 69%

Ruptured Pelvic Girdle -Childbirth 3 13%

Fall 2 9%

Blunt trauma 1 4.5%

Unknown 1 4.5%

Table 2: Prevalence of bladder, bowel and prolapsed symptoms

Urinary 30%(7) Bowel 22%(5) Prolapse 9%(2)

Stress
Incontinence

22%(5) Faecal
incontinence

9%(2) Vaginal
lump

0

Frequency 13%(3) Urgency 9%(2) Dragging
sensation

0

Urgency 22%(5) Digitation 9%(2) Vaginal
irritation

0

Nocturia 0 Constipation 17%(4) Digital
replacement

0

Voiding
dysfunction

17%(4) Flatal
incontinence

9%(2)

Table 3: Prevalence of sexual dysfunction symptoms

Sexually Active 65%(15) Not active 26%(6)

Normal 35%(8) No Partner 9%(2)

Sexual difficulties 30%(7) Unknown reason 4%(1)

Loss libido 4%(1) Immobility 4%(1)

Superficial
dyspareunia

4%(1) Gynaecological
problems

4%(1)

Deep dyspareunia 13%(3) Psychological 4%(1)

Superficial/deep dyspareunia 9%(2) Unknown status 8%(2)
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Table 4: Reproductive function following the pelvic fractures

Sterilization Miscarriage Pregnancy Vaginal birth Caesarean

9%(2) 13%(3) 47%(11) 27%(3) 73%(8)

Conclusions:
Pelvic floor dysfunction is common following pelvic fractures. Most
of these fractures are caused by road traffic accidents. In this context
the focus of care is frequently on lifesaving intervention and the
impact of injury on subsequent pelvic floor function and quality of
life is unclear. Many of these women despite exhaustive attempts are
lost to follow-up. Of those whowere contactable, 48% had symptoms
of altered bladder and or bowel function at follow-up. Of the 15(65%)
that were sexually active 7/15 reported sexual difficulties. These
findings would suggest that the prevalence of dysfunctional pelvic
floor symptoms following significant pelvic orthopaedic trauma is
high, persists in the long-term, and is largely unrecognised or treated.
In contrast to previous reports (2), 47% of women in this series had a
subsequent successful full term pregnancy.
Further research is required to evaluate symptom severity, impact
on QoL and sexual function using validated tools in women
following pelvic fractures. The prevalence of pelvic floor
dysfunction following such trauma requires more widespread
recognition with early screening and intervention by appropriate
Urogynaecology specialists as part of a multidisciplinary team.
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Objective:
The main purpose of the study was to evaluate the collagen type I
biosynthesis in cultured pubocervical fascia fibroblasts after
exposure to various types of estrogens often used by menopausal
women suffering from stress urinary incontinence (SUI) and/or
pelvic organ prolapse (POP).
Background:
Fibroblasts proliferation and collagen deposition plays a key role
in wound healing after urogyneacological procedures using
polypropylene mesh implantation. Factors taking placed in this
process are still unknown. There is a belief that estrogens may
have an influence by regulation of fibroblasts proliferation and
collagen biosynthesis in connective tissue surrounding mono or
multifilament polypropylene mesh implants during early postop-
erative period. But there are no strong scientifical evidence for this
type of estrogens action.
Methods:
Tissue specimens of human pubocervical fascia were obtained
from 56- years- old woman suffering from SUI and POP during
urogyneacological operation. Fibroblasts were isolated and
cultured by outgrowth technique. After performing several
passages cell lines were ready to assessment. The experiments
were conducted using 24-multiwell culture plates (density 3x104

cells/ml). Control group performed without mesh and study
group divided into subgroups: one using mono (SPMM-149,
SURGIPRO™ Polypropylene Monofilament Mesh, Covidien
AG) and second multifilament (SPM-149, SURGIPRO™
MULTI-filament Polypropylene Mesh, Covidien AG) meshes.
Cells were exposed to 17β-estradiol, estriol and phytoestro-
gen daidzein added into culture medium supplemented only
with Serum Replacement 2 (Sigma). Collagen type I biosyn-
thesis was assessed after 48, 96 and 144 hrs using UniQ
PINP (Orion Diagnostica Oy, Finland)—quantitative radioim-
munoassay of intact aminoterminal propeptide of type I
procollagen.

Results:
Detailed results as shown as follows :

PINP (μg/l)

Control 17beta-estradiol Estriol Daidzein
Type of MESH
(mono or multifilament)

Mono Multi Mono Multi Mono Multi Mono Multi

Time (hrs)

48 43.9±2.0 44,9±1.8 44.5±1.3 43.3±1.2 44.1±0.4 43.6±2.8 42.8±1.3 45.0±1.3

p=0.55 p=0.3 p=0.8 p=0.09

96 47,0±0.9 48.9±0.1 54.0±0.1 47.6±2.9 54.0±0.6 42.8±0.1 49.5±2.4 45.9±1.1

p<0.05 p<0.05 p<0.0005 p=0.07

144 49.1±0.3 32.9±2.1 39.6±0.4 32.2±1.3 54.6±0.9 39.3±2.0 51.2±0.6 35.6±1.4

p<0.005 p<0.005 p<0.005 p<0.0005
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Conclusions:
The results indicate that fibroblasts from pubocervical fascia taken
from menopausal women suffering from SUI or POP are capable
to collagen type I biosynthesis after estrogens treatment. This is an
indirect rationale for local estrogen treatment in case of female
SUI or POP. Our research shows fibroblasts lower biosynthesis of
aminoterminal propeptide of type I procollagen in the study
subgroup using multifilament polypropylene mesh. The most
significant difference between assessed groups was recorded
within 96th and 144th hour. It is possible that decrease of collagen
type I biosynthesis after 144 hour of the experiment was caused by
aging of the culture.
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Objective:
Most of the artificial meshes used in prolapse repair surgery are
woven mesh made from polyprolene. The strain and deformities
vary from not only the material itself but also the way of woven
and knitting. We will test the strength and deformities of meshes in
different direction according to knitting.
Background:
In 1958, single monofilament polyethylene mesh was introduced
by Usher. The relative soft character and lower complication rate
make it popular and widely applied. After decades, the poly-
prolene mesh becomes the main material used in repairing tissue
and have a lot of similitudes. However, there are few studies probe
into deformation and mechanical properties of artificial mesh.
Methods:
Three commonly used polypropylene mesh were obtained:
Gynecare Gynemesh, Bard Marlex, and Ethicon Mersilene. Each
of the meshes were carefully cut in two way: along knitting axis
(KA) and cross knitting axis (CKA) as the weaving direction. The
specimen was 25 mm in length and 20 mm in width. Tensile tests

were performed with Instron 8804 tensitometer. The Digital image
correlation system Vic-3D was used to measure the actual object
in-plane movement and the Lagrangian strain tensor. The modulus
of elasticity is the ratio of stress to strain and the Poisson's ratio is
the ratio of the relative contraction strain to the relative extension
strain.
Results:
Marlex mesh have the greatest max load at knitting axis as 211 N
while the load at CKAwas only 66.N. The Mersilene mesh owned
the least max load at CKA as 40 N. The Gynemesh showed no
obvious different in both KA(65 N) and CKA(69 N) axis. The
modulus of elasticity showed Mersilne and Marlex have more than
100% difference in KA and CKA axis, however the Gynemesh
showed minor difference. The Poisson's ratio of Gynemesh KA is
1.78. and 1.1 for CKA. The Marlex and Mersline showed small
amount of difference in both axis.
Conclusions:
The measurements corresponding to breakage are high. The
Mersilene are less resistance in CKA and the Marlex are the
strongest. It is also important to take into account their ease of use
and implantation as well as the direction of cutting the meshes.
The properties are clinically unjustifiable, as the resistance of
prolapse is not in a surface plane. The complicated anatomic
component of pelvic can not ne mimic in vitro study. However,
physician should be caution of the direction of knitting when
cutting the mesh before use to achive the ultimate result.
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Objective:
The aim of this study was to evaluate the intra- and postoperative
complications, the number of recurrences, benefit of the preoper-
ative urodynamic findings and patient satisfaction.
Background:
In recent years alloplastic mesh has increasingly been used for
pelvic floor reconstruction surgery in patients with pelvic organ
prolapse. Monofilament materials with large pores (e.g. polypro-
pylene) cause least of all infections and were used for this study.
In addition to infections alloplastic mesh implants and the
corresponding surgery can determine further intricacies like pain,
secondary bleeding, more than 100 ml residual urine after
urination, de novo stress urinary incontinence, dyspareunia, mesh
erosion, abscesses, fistulation, up to shrinkages of the implant with
induration, implant losses and recrudescence of prolapse. Besides
these risks and complications there are decisive advantages and
reasons for the use of alloplastic mesh implants for pelvic floor
reconstruction surgery.
Methods:
Analyzed was data from all 58 patients undergoing vaginal
prolapse surgery using alloplastic mesh in the Department of
Urogynecology at the University of Heidelberg between May
2005 and June 2007. In order to assess quality of life and
satisfaction a prolapse quality-of-life questionnaire (P-QOL) was
handed out to each patient before and after the surgery. In 43 cases
complete pre- and postoperative (3 months after surgery)
urodynamic findings were obtained. The patients were asked to

present for a vaginal examination after 3 months and again after
6 months to evaluate recurrences and complications (pain, mesh
erosion, secondary bleeding, dyspareunia, apparent infection,
more than 100 ml residual urine after urination, and de novo
stress urinary incontinence).
Results:
For continuous control examinations 47 patients presented after
3 months and 33 patients after 6 months. After 3 months six
patients (13%) had a recurrence and after over half a year eight
patients (24%) in the grade II group, but without symptoms. Only
one woman suffered a grade III recurrence with urinary retention
and none a grade IV. Women who did not experience any
complications had a significantly longer period (p=0.027) without
recurrence of prolapse. After more than 6 months 11 patients (33%)
suffered from one of the aforementioned complications. Due to
drop-out of 25 patients after 6 months (43%) the assessment of
complications and recurrence rates is restricted. A significant
difference in pre- and postoperative urodynamic findings was only
observed in three of the investigated urodynamic parameters (more
than 100 ml residual urine after urination—bladder neck obstruc-
tion—urine leakage when in recumbent position). About eight of
the nine quality-of-life domain scores in the P-QOL questionnaire
were postoperatively significantly lower than preoperatively. This
implies a significant improvement in the quality of life of these
women after the reconstructive mesh surgery.
Conclusions:
Alloplastic mesh implantation in women with pelvic organ
prolapse is associated with moderate complication and recurrence
rates. Urodynamic findings do not really differ before and after
surgery; however, it is beneficial to identify larvate stress urinary
incontinence and bladder neck obstruction due to pelvic organ
prolapse. Our main objective, to relieve pain and discomfort and
to improve quality of life in these patients, was fully achieved by
this surgery.
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Objective:
Pelvic organ prolapse is a common problem in women. Of these
women 11% need surgical repair. Vaginal hysterectomy and the
Manchester Fothergill procedure are some of the various surgical
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procedures available for correction of uterine prolapse. Since there
is a lack of evidence that the Manchester Fothergill procedure is
less effective than the vaginal hysterectomy (which is widely
performed), we investigated the long term prolapse recurrence
rates of a uterine sparing procedure, the Manchester Fothergill
procedure, compared to the vaginal hysterectomy.
Background:
Retrospective study including all Manchester Fothergill proce-
dures performed between 2000 and 2005, matched (age, parity and
grade of prolapse) with vaginal hysterectomies.
Methods:
Data from hospital record files were collected on recurrence and
re-operation for prolapse. Recurrence risks are expressed in
relative risk ratios. Multivariate analyses were done to correct for
potential confounders. Primary outcome is recurrence of pelvic
organ prolapse. Secondary outcomes are blood loss, complica-
tions, operating time and duration of hospital admittance.
Follow-up was performed after 4–9 years using a validated
questionnaire.
Results:
Up to now 52 versus 52 patients were analysed. Another 48
patients will be analysed. Seventy patients are needed in each
group according to power analyses. Follow-up of all patients
has been collected. Preliminary results show no significant
difference in recurrences of pelvic organ prolapse. Time to
recurrence is significant longer after the Manchester Fothergill.
Blood loss and operation time is significantly less during
Manchester Fothergill. There are no significant differences in
peri-operative complications.
Conclusion:
There is no significant difference in recurrence rate of prolapse
between Manchester Fothergill and vaginal hysterectomy.
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Recurrence rates for Manchester fothergill compared to vaginal
hysterectomy group

MF VH Sig (P)

Recurrence, Hazard ratio
(95% CI)

1.76 (0.5–6.0) - 0.367

Time from first operation
until recurrence, mean±SD
(months)

62.9±28.8 51.3±21.7 0.023

Re surgery for prolapse, n 4 4 0.549

Figure 1. Kaplan-Meier curve for recurrence of prolapse in regard
to time to recurrence (months) for Manchester Forthergill and
vaginal hysterectomy group
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Objective:
Over genetic and obsteteric factors, also autoimmunity may be
involved in female chronic pelvic pain (CPP) pathogenesis. Our
study aims to determinate the prevalence of CPP after one year
from delivery, and to investigate the possible influence on CPP of
concomitant autoimmune conditions.
Background:
In the litterature inflammatory mechanisms and genetic factors
result involved in the pathogenesis of vulvodynia, as well as
psychosexual contributors, and postpartum CPP has been correlated
with lactose intolerance, sometimes consequent to celiac disease.
Methods:
We selected a cohort of caucasian primipara and secondipara who
delivered in our clinic in 2006. We collected personal, clinical and
obstetric data, and asked them about pelviperineal painful symptoms.
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Results:
Mean maternal age is 35,52 years (±4,70), 27,65% of women
delivered by cesarean section, 61,04% spontaneously and 11,32%
by operative assistance, with partoanalgesia in 10,39% of cases,
episiotomy in 41,19%, vaginoperineal tears in respectively
14,10% I degree, 11,13% II degree and 0,93% III to IV degree.
43,60% of women have ever undergone abdominopelvic surgery,
32,84% by laparotomy-laparoscopy, 7,05% by hysteroscopy,
5,01% limited to perineum. Chronic autoimmune diseases affect
78,48% of women, allergies 7,79%, rheumatic pathologies 1,3%,
autoimmune endocrinopathies 71,8%. 26,53% of women report
pelviperineal painful symptoms, being already present in 2,23% of
cases, 12,43% generalised pelvic pain, 4,27% dysuria, 2,60%
vulvodynia, 17,07% dyspareunia. By monovariate analysis CPP
results influenced by III-IV degree vaginoperineal tears (p0,079),
operative assistance (p0,055), preexisting CPP (p0,063), previous
and actual urinary incontinence (p<0,05), abdominopelvic surgi-
cal interventions (p<0,05), coexisting rheumatic pathologies
(p0,065). Furthermore in multivariate analysis, rheumatic disease,
operative assistance and previous CPP are indipendent predictive
factors for CPP in the postpartum (AUC=58,10%).
Conclusions:
Delivery may highlight CPP symptoms in predisposed women
affected by chronic autoimmune pathologies, previous CPP, and
who ever underwent vaginal operative assistence.
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Objective:
To determine the relationship between pelvic organ prolapse
(POP) assessed objectively by the POP-quantification system
(POP-Q) and the extent of disruption to quality of life (QoL)
measured by means of validated questionnaires.
Background:
Female pelvic organ prolapse is a common, troublesome condition
that can lead to a range of pelvic symptoms. However, the degree
to which the condition affects and disrupts quality of life is still
not clear.
Methods:
Women referred to our urogynaecology clinic with POP symptoms
and/or lower urinary tract dysfunction participated in the study.
None of the women had undergone previous anti-incontinence or
prolapse surgery. Pelvic symptoms, degree of bother and impact
on QoL were assessed using the Pelvic Floor Distress Inventory-
20 (PFDI-20) and the Pelvic Floor Impact Questionnaire-7 (PFIQ-
7). The PFDI-20 is a 20-item symptom inventory measuring the
degree of bother and distress caused by pelvic floor symptoms and
has 3 subscales: the pelvic organ prolapse distress inventory
(POPDI-6), the urinary distress inventory (UDI-6), and the
colorectal-anal distress inventory (CRADI-8). The PFIQ-7

assesses the life impact of pelvic floor symptoms on different
activities of daily living, social relationships, or emotions. The
PFIQ-7 consists of three subscales: the Incontinence Impact
Questionnaire (IIQ-7), the Colorectal-Anal Impact Questionnaire
(CRAIQ-7), and the Pelvic Organ Prolapse Impact Questionnaire
(POPIQ-7). Prolapse was objectively assessed with the 9 point
POP-Q system and for each woman the POP stage (I-IV) was
assigned according to the most severe portion of the prolapse.
Lower urinary tract function was assessed using multichannel
urodynamics (UDS) and the diagnosis was classified as normal,
urodynamic stress incontinence (USI), detrusor overactivity (DO),
voiding difficulties (VD) or mixed urodynamics diagnosis.
Results:
Complete data were available for 153/165 women. Mean age was
61 (±11) years, parity 2 (±1), BMI 28.4(±4.9) kg/m2. 43(28.1%)
women were found to have stage I prolapse, 57 (37.3%) stage II,
46(30.1%) stage III, and 7(4.6%) stage IV. A significant positive
correlation (p<0.05) was found between the subscales evaluating
the impact of pelvic organ prolapse symptoms on patient’s quality
of life (POPDI-6 and POPIQ-7) and POP-Q measurements. The
subscales assessing the impact of lower gastrointestinal and lower
urinary tract symptoms on quality of life (CRADI-8, CRAIQ-7,
UDI-6 and IIQ-7) were not correlated (p>0.05) with the POP-Q
measurements. Similarly, the stage of prolapse (I-IV) was positively
correlated only with the POPDI-6 and POPIQ-7 domains and not
with CRADI-8, CRAIQ-7, UDI-6 and IIQ-7. Interestingly, the
subscales assessing women’s quality of life with bothersome lower
urinary tract symptoms (UDI-6 and IIQ-7) were correlated with
UDS diagnosis and this was not the case for the domains evaluating
prolapse and lower gastrointestinal symptoms. Women with mixed
urodynamic incontinence were found to have the most significant
correlation with UDI-6 and IIQ-7, followed by women with
urodynamic stress incontinence and voiding difficulties.
Conclusion:
The greater the degree of prolapse the more bothersome the
prolapse symptoms are, but not the symptoms related to lower
urinary or bowel function. Urinary symptoms are related to the
urodynamic diagnosis, but not to the degree of prolapse. Optimal
treatment in patients with POP should address not only anatomical
but also associated functional problems to improve patients’ QoL.
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Objective:
To present a series of patients with recurrent prolapse following
transvaginal mesh repairs and their management options.
Background:
The field of Pelvic Reconstruction has witnessed the emergence of
many controversial surgical trends over the years. The association
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of common urogynecologic procedures such as a sacrospinous
ligament fixation and Burch colposuspension with prolapse
recurrence in the anterior and posterior compartments has been
demonstrated[i]. More recently, the focus has been on the
premature acceptance of mesh and/or surgical kits use in pelvic
reconstruction surgery without supporting data. Erosions, dyspareu-
nia, vaginal infections and strictures are among some of the
complications reported following transvaginal mesh surgeries. In
addition, we describe isolated apical prolapse following transvaginal
mesh repairs as a new complication increasing in emergence in
referral centers. We illustrate this trend in a case series where eleven
patients presented with isolated apical prolapse shortly after
undergoing various mesh repairs.
Methods:
Eleven women presented to our surgical tertiary referral center with
greater than grade 2 prolapse following vaginal reconstructive
procedures with mesh. A medical history and physical exam was
performed on each patient. Medical records and prior operative

reports were reviewed and patients underwent urodynamic testing
as part of their evaluation. Demographic information, presence of
vaginal erosions, pre and post-operative pelvic examination and
surgical procedures performed were recorded.
Results:
Of the 11 patients, preoperative history revealed that 3 had Total
Prolift™, 2 Anterior Prolift™, 3 sacrospinous fixations with mesh
placement anteriorly, 1 Gynemesh™ placement in the anterior
wall, 1 Pelvicol™ in the posterior wall and 1 Perigee™. Erosions
were noted on vaginal exam only in the Total Prolift™(3),
Anterior Prolift™(1) and Gynemesh™(1) groups. Preoperatively,
the POP-Q examinations were notable for advanced degree of
vault descent C=-0.5 (-2.3 to +2) in all subjects whereas the
anterior (Aa, Ba) and posterior (Ap, Bp) walls had milder
prolapse. All 11 women underwent an abdominal sacrocolpopexy.
At an average period of 36 weeks (14–105), POP-Q examinations
showed a marked improvement in C=-9 (-7 to -11) with points
Aa, Ba, Ap and Bp all at -3.

Conclusion:
Recurrent vaginal prolapse is seen as a pattern of failure following
grafted prolapse repairs, likely due to detachment of the mesh
from its apical attachments. In this series, abdominal sacrocolpo-
pexy was required to address this prolapse recurrence in all
patients.
References:
1. Benson et al. Vaginal versus abdominal reconstructive surgery
for the treatment of pelvic support defects. Am J of Obstet
Gynecol 1996;175:141–421 (vol 6)
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Demographics N= Age Gravidy Parity BMI Menopause Hysterectomy

Total Prolift 3 66 4 2 25.4 all yes 2 of 3

Ant Prolift 2 62.5 3.5 2.5 24.5 all all

SSF mesh ant 3 68 4 3 26.5 all all

Gynemesh ant 1 76 3 2 28.2 yes yes

Pelvicol post 1 56 1 1 29.6 yes yes

Perigee 1 48 5 3 23.1 no no

Pre-operative Erosions Aa Ba C TVL Ap Bp

Total Prolift 3 -1.7 -0.2 -2.3 9.5 -3 -3

Ant Prolift 1 -0.5 0.8 -0.3 8.8 -1 0.8

SSF mesh ant 0 0 2.3 -0.7 7.7 -0.7 3.2

Gynemesh ant 1 3 4 0 10 -1 -1

Pelvicol post 0 -3 2 2 11 0 2

Perigee 0 -1 -1 1 10 0 0

Post-operative Weeks Aa Ba C TVL Ap Bp

Total Prolift 32.7 -2.7 -2.7 -8.5 10 -3 -3

Ant Prolift 14.5 -3 -3 -8 9 -3 -3

SSF mesh ant 18.3 -2.3 -2.67 -9.7 10.2 -2 -2

Gynemesh ant 105 -2 -2 -11 11 -3 -3

Pelvicol post 24 -3 -3 -9 10 -2 -2

Perigee 21 -3 -3 -7 9 -3 -3
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Objective:
To evaluate a contemporary cohort of patients that underwent
pelvic organ prolapse (POP) repair with and without a midurethral
synthetic sling (MUSS) to determine the incidence and manage-
ment of recurrent and de novo SUI.
Background:
There is no consensus guiding the timing and type of treatment for
stress urinary incontinence (SUI) following POP repair with or
without concomitant MUSS. We sought to examine this group of
women retrospectively and determine how they were managed.
Methods:
We retrospectively reviewed the charts of 189 patients that underwent
repair of stage 2–4 POP between 1/03 and 6/07. All patients
underwent preoperative videourodynamics. Patients were designated
as demonstrating urodynamic SUI (SUI demonstrated without
prolapse reduction), occult SUI (SUI with prolapse reduced), or no
SUI. Only patients with urodynamic or occult SUI underwent
simultaneous placement of a MUSS, while those without either did
not. Charts were reviewed to determine which patients developed
SUI after POP repair. We reviewed the treatments we employed to
manage SUI post POP repair and the success of these interventions.
Results:
Mean age was 65 years. Mean follow up was 11.7 months. 134
patients underwent POP with concomitant MUSS, 55 did not have a
MUSS placed. Overall, 22/189 (11.6%) of patients developed SUI. Of
the MUSS patients, 8/134 (6.0%) had recurrent SUI. Of the patients
without MUSS, 14/55 (25.5%) developed de novo SUI. Of the
8 MUSS patients that developed recurrent SUI 5 patients had further
treatment (2 collagen, 2 coaptite, 1 improved after takedown of an
eroded MUSS) and 3 patients received no further intervention (2
resolved spontaneously and 1 lost to f/u). Of the 14 patients who
developed de novo SUI 8 had further treatment (2MUSS, 4 coaptite, 1
collagen alone and 1 collagen followed by MUSS) and 6 had no
further intervention (5 were not bothered and 1 had dementia and did
not seek treatment). Median time to develop recurrent SUI after
MUSS was 83 days (13–956) and for de novo SUI was 133 days (5–
519). Median time to intervention after recurrent SUI was 90 days
(24–219) and for de novo SUI was 46 days (33–313). Of the 11
patients with follow up after intervention for both recurrent and de
novo SUI all were reported as successful in the short term.
Conclusions:
The incidence of de novo or recurrent SUI following POP repair is
relatively low when using a urodynamic protocol to determine
when to place a MUSS concomitantly. In our series, de novo SUI
occurred more frequently than recurrent SUI, but both were easily
and promptly treated with urethral injection and/or MUSS with a
little less than half requesting no further treatment due to minimal
symptom bother.
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Objectives:
The aim of this study was to review the correlation between presence
of overactive bladder (OAB) symptoms, and likelihood of diagnosing
detrusor overactivity (DO) on Ambulatory Urodynamics (AUM).
The secondary aim was to evaluate the role of AUM in altering the
initial diagnosis made on Videocystourethrography (VCU).
Background:
Whilst VCU is recognised as the best diagnostic study for urodynamic
stress incontinence (USI); AUM has been recognised to be more
sensitive in the diagnosis of DO (1). However, it is time consuming
and labour intensive. Therefore, in current clinical practice, AUM is
generally reserved for investigating patients in whom VCU failed to
provide a diagnosis, and where there is significant disparity between
symptoms and urodynamic diagnosis. Previous studies have shown
significant correlation between the presence of OAB symptoms and
DO (2). AUM has also been previously shown to alter the initial VCU
diagnosis by around 70 %( 3).
Our aim was to further study the relationship between OAB
symptoms and the diagnosis of DO on AUM, and to explore the
role of AUM altering the initial diagnosis made on VCU.(1)
Methods:
This was a retrospective analysis of our AUMdatabase between 2007
and 2008. Only patients who had AUM for investigating symptoms
of OABwere included in this analysis. Our inclusion criteria required
that all eligible patients had complete documentation of the presence
or absence of all OAB symptoms and had details of both VCU and
AUM diagnoses. All patients in this cohort had been referred for
AUM because the VCU diagnoses were equivocal, or did not
correspond to patient’s symptoms. The frequency of OAB symptoms
and the diagnoses of DO were recorded analysed.
Results:
100 patients fulfilled the inclusion criteria. Mean age was 56y (range
19y-87y) Table 1 shows the different diagnoses made on both AUM
and VCU. We found that performing AUM increased the likelihood
of diagnosing DO 10 fold in the same cohort of patients. A definitive
diagnosis wasmade in 64% of patient with AUMcompared to 58% at
VCU. AUM also changed the final diagnosis in 58% of patients
leading to a subsequent change in their management. The predict-
ability of diagnosing DO based on various OAB symptoms is shown
in Table 2. DOwas diagnosed in 38% of patients who presented with
urgency and urge incontinence. 35% of patients who presented with
urgency and urge incontinence with or without frequency were
proven to have DO on AUM. Frequency in the absence of urgency or
urge incontinence was the weakest predictor of DO. 79% of patients
who had a normal VCU studies were found to have other diagnoses
using AUM, the most frequent diagnosis being DO (56%) (Table 3).
Conclusion:
AUM compared to VCU has the capacity to increase the diagnosis
of DO by 10 folds Urgency and urge incontinence -either alone or in
combination with other OAB symptoms- are the strongest pre-
dictors of DO on AUM, whilst frequency was the weakest predictor.
In addition, nearly 80% of patients with “normal “VCU were
found to have other diagnoses. This has important clinical
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implications in avoiding inappropriate treatment based on inaccu-
rate diagnoses. AUM is a reliable tool and should be used when
available, particularly in complex cases where VCU alone in not
able to provide accurate diagnosis.
References:
1. J Obstet Gynaecol. 2007 May;27(4):413–5
2. J of Urology, Vol 175, Issue 1, Jan 2006, 191–194
3. Scand J Urol Nephrol.2008;42(5):428–32

Table 1 Diagnoses on VCU and AUM

Urodynamic diagnosis
(N=100)

VCU AUM %change in
diagnoses

DO 3% 32% 29%

USI 45% 25% 20%

Mixed incontinence 3% 2% 1%

Voiding dysfunction (VD) 6% 5% 1%

USI+VD 1% 0% 1%

Normal 42% 36% 6%

Definitive diagnoses 58% 64%

Table 2 Percentage of DO on AUM with different OAB symptoms
combination

Symptoms % with DO

U+UI 38%

UUI 35%

U+UI+F 35%

U 34%

N 28%

U+N 27%

F 20%

U+UI+F+N 20%

U+F 20%

OAB+SUI 17%

Table 3 AUM Diagnosis in patient with Normal VCU

Diagnoses Number Percentage

DO 23 56%

USI 7 17%

MUI 1 2.4%

VD 2 4.8%

Normal 9 21%

Total 42 100%
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Objective:
Our aim was to describe bowel symptoms reported at baseline by
a population of patients with refractory OAB.
Background:
Overactive bladder (OAB) is common, and refractory cases are
often treated with sacral neuromodulation (SNM). We are
conducting a prospective study to identify prognostic factors for
this procedure. SNM is also used to treat constipation and fecal
incontinence in other countries. A planned secondary objective
was to describe concomitant changes in bowel symptoms that
might occur with implantation for on-label urinary indications.
Methods:
We prospectively enrolled patients undergoing SNM for OAB-wet
during 2008. Extensive preoperative history and physical data were
obtained. The baseline history was obtained using a standardized
intake questionnaire and interview. Amongst multiple validated
questionnaires, the Colorectal-Anal Distress Inventory-8 (CRADI-8)
and Colorectal-Anal Impact Questionnaire (CRAIQ-7) were admin-
istered. CRADI-8 and CRAIQ-7 scores range from 0–100with higher
scores indicating worse symptoms and quality-of-life.
Results:
Twenty-nine women with idiopathic OAB-wet underwent treat-
ment with SNM. The mean age was 59 years (range 19–83). Most
(90%) reported at least one bowel symptom on the CRADI-8. The
mean CRADI-8 symptom score was 32.8 (range 0–100) and
corresponding impact on daily activities based on the CRAIQ-7
was 22.1 (range 0–95.1). Based on the CRADI-8, 19 (66%) had
symptoms of straining and/or incomplete evacuation, 23 (79%)
reported fecal incontinence to gas and/or stool, 6 (21%) reported
pain with bowel movements and 14 (48%) had bowel urgency.
Eighteen (62%) reported using bowel medications. In contrast,
only 15 (52%) considered themselves “constipated,” and only 16
(55%) admitted to fecal incontinence on the standardized intake
questionnaire. Of note, only six patents (21%) were using
anticholinergic medication.
Conclusions:
We have discovered a high level of bowel dysfunction in this
population which even occurs in patients that are not on
anticholinergic therapy. Our findings suggest that screening
questions alone may not identify patients with bowel symptoms.
In addition, the degree to which identified bowel symptoms bother
each patient and impact their quality of life is variable.
Nonetheless, this finding may have important implications in
deciding between anticholinergic therapy and treatment with
sacral neuromodulation for patients with refractory OAB.
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Objectives:
To compare the repeatability of transvaginal and transperineal two
dimensional ultrasound approach in measuring bladder wall
thickness (BWT) in women.
Background:
Increased thickness of the bladder wall in association with detrusor
overactivity is based on the principle that involuntary contractions
of detrusor muscle against a closed sphincter leads to detrusor
hypertrophy. The technique for measuring the thickness of the
bladder wall with two dimensional ultrasound has been described
for transvaginal and transperineal approaches. This consisted of
taking measurements in the parasagittal plane perpendicular to the
mucosa at three sites: the dome of the bladder, the anterior wall of
the bladder and the trigone. The transperineal approach involves
applying a sheathed abdominal ultrasound probe in the sagittal
plane onto the perineum. A recent study of a large number of
women concluded that translabial ultrasound measurement of
bladder wall thickness was not useful as a diagnostic test for
detrusor overactivity. Although women with detrusor overactivity
had thicker bladder walls than women with stable bladders.
Methods:
Twenty five consecutive women who attended tertiary referral centre
with lower urinary tract symptoms were prospectively recruited to the
study. Each woman was asked to void and then underwent a two
dimensional ultrasound scan of their bladder carried out by two blinded
operators each using the transperineal and transvaginal techniques in
randomorder.Womenwere randomised intowhich operator performed
the scan first and which technique was carried out first. Bladder wall
thickness at each of the three anatomical sites were recorded by the two
operators independently. The mean BWT for each anatomical site was
calculated for each patient by the two operators for the transperineal
and transvaginal approach. The difference from the mean of the two
operators measurements for each patient was calculated including the
95% confidence interval and has been expressed as a scattergraph.
Results:
Twenty three women were successfully scanned by the two
operators using the two ultrasound techniques. Two of the women
were excluded from analysis because either of the two operators
were unable to obtain all three bladder wall thickness measure-
ments using the transperineal method. All women were success-
fully scanned using the transvaginal method.
The mean thickness of each of the anatomical sites of the bladder
wall and mean BWT as well as the variance is shown in Table 1.

Mean
Dome
(95% CI)

Mean
Anterior
(95% CI)

Mean
Trigone
(95% CI)

Mean BWT
(variance)

Transperineal 6.7 (5.5–7.9) 6.9 (5.5–8.3) 5.4 (4.6–6.2) 6.3 (6.7)

Transvaginal 6.1 (5.4–6.7) 6.0 (5.3–6.6) 5.1 (4.7–5.5) 5.7 (1.8)

Conclusion:
There is a difference between the mean BWTwhen measured using
the transperineal method when compared to the transvaginal
method. is A much wider varianceis found when using the
transperineal method when compared to the transvaginal method.
The transperineal method can fail to successfully obtain measure-
ments. Further studies should be carried out with larger numbers of
patients with each technique when applied to a clinical condition.
This will allow establishment of the accuracy of each method.
Figure 1: The interobserver difference from the mean plotted against
the BWTof the trigone of the bladder using the transperineal technique
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Objective:
The levator hiatus is an opening within the levator ani muscle through
which the urethra, vagina and rectum pass. Its external boundary is
formed by the inferior rami of the pubic bones and the puborectalis
muscles (parts the levator ani muscles) The levator ani muscles
compress the mid-urethra, distal vagina and rectum against the pubic
bone taking part in continence mechanism and pelvic organ support
(1). Its injuries change the levator hiatus anatomy and contribute to
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the development of pelvic organ prolapse and urinary incontinence.
Two-dimensional (2-D) endovaginal ultrasound, 3-D/4-D transper-
ineal ultrasound or MRI appeared to be useful tools in assessment of
the levator hiatus but still not devoid of some drawbacks. The aim of
the present study was to investigate the anatomical parameters of the
normal levator hiatus in young nulliparous women using of 3-D
endovaginal ultrasound.
Background:
Subjects of the study were 16 nulliparous volunteers, aged from 19 to
37 years with no urogynecological disorders. Pelvic ultrasound was
performed using the Profocus ultrasound scanner and a 12–16 MHz
rotational 360-degree transducer (type 2050) with a built-in 3D
automatic acquisition system (B-K Medical, Denmark). The ultra-
sound examination was performedwith the woman at rest in the supine
position with the pelvis elevated on their own fists after they reported
their bladder felt comfortably full. The data acquisition started above
bladder neck ending slightly below the external meatus of the urethra.
As a 3D model is constructed from a synthesis of a high number of
parallel transaxial 2D images, acquisition time of 300 transaxial
images over a distance of 60 mm is 60 seconds. Due to high-resolution
of 3D data which is close to the axial and transverse resolution of the
2D image, this technique ensures true dimensions of the 3D data cube
and allows the assessment and measurements of the pelvic structures.
Methods:
The measurements included the levator hiatus area, the levator
hiatus length and the pubic arch angle (PAA). The hiatal area was
measured by outlining the inferior border of the symphysis pubis
and the inner margin of the puborectalis muscles. The plane for
the measurement was set at the level of the puborectalis muscles
attachments to the symphysis anteriorly and fusion of the muscle
posteriorly. The longest AP diameter of the hiatus was defined as
its length.
Results:
Ultrasound allowed detailed visualisation of pelvic floor muscels,
syphysis pubis as well as rectum and urethra. The puborectalis
muscle was easily seen in each woman as a hypechoic sling
beginning at the inferior ramus of the symphysis pubis, encompass-
ing the urethra, vagina and rectum and then fusing in midline behind
the rectum. The levator hiatus area varied from 10.7 cm2 to 14.8 cm2

(mean 12.7 cm2) and the levator hiatus length ranged from 43.8 cm
to 59.4 cm (mean 50.2 cm). The pubic arch angle varied between
88° and 138° (mean 114°). Interestingly, the levator hiatus length,
but not its area, was inversely related to the pubic arch angle
(r=-0.62, p=0.01).The intra-observer and inter-observer reproduc-
ibility for measurement ranged from 0.73 to 0.98.
Conclusions:
Size of the normal levator hiatus differ noticeably among young
nulliparous women. Its length is largely determined by the pubic
arch angle. 3-D endovaginal ultrasound is a reliable tool for
assessment of the pelvic floor with good reproducibility.
References:
1. Ashton-Miller JA, DeLancey JO. Functional anatomy of the
female pelvic floor. Ann N Y Acad Sci 2007;1101:266–96. 2.
2. Athanasiou S, Chaliha C, Toozs-Hobson P, Salvatore S, Khullar
V, Cardozo L.Direct imaging of the pelvic floor muscles using
two-dimensional ultrasound: a comparison of women with
urogenital prolapse versus controls. BJOG;2007;114:882–8.3.

3. Barry C, Dietz HP. The use of ultrasound in the evaluation of
pelvic organ prolapse. Rev Gynaecol Practice 2005;5:182–195
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Objective:
The objective of the study was to determine whether the position
of the tension-free vaginal tape (TVT) on the urethra has an effect
on voiding function in women undergoing the TVT operation.
Background:
The TVT is thought to act by compression of the urethra against
the symphysis or tape. The urethra is not a tube with properties
that are identical throughout its length. The distal urethra is
thought to be relatively fixed whilst the proximal urethra is more
mobile [1]. Although designed to be “tension free,” insertion of
the tape usually results in a reduction in flow. Therefore it could
be postulated that placement of the TVT at different positions
along the urethral length might have different effects for both the
resolution of USI and the effect on voiding. A TVT placed on the
distal urethra lies further from the symphysis and might be
expected to be less effective at compressing the urethra. The distal
urethra is also surrounded by dense connective tissue and may be
more difficult to compress. ATVT placed on the mid urethra (which
is closest to the symphysis) might be more likely to compress the
urethra. Performing the tape in a less obstructive manner might be
more beneficial for some women. Women with disordered voiding
prior to a TVT insertion are a group more likely to benefit from a
less obstructive tape. An audit (personal data, unpublished)
suggested mid urethral tapes were more obstructive. A properly
powered study was designed to test this hypothesis.
Methods:
78 consecutive women who underwent TVT in a urogynaecology
unit underwent a transperineal ultrasound to assess the position of
the TVT on the urethra (Using a 5% significance level and a
required power of 80% gave a necessary sample size of 76). The
tape was inserted in a standard fashion and no attempt was made
to place the tape on any particular position on the urethra. All
procedures were performed under spinal anaesthesia and the tape
was adjusted sufficiently tightly so that leakage was abolished.
For the perineal ultrasound scan all women were examined in the
supine position with a linear array 5.0 MHz probe applied to the
external urethral meatus more than 6 months after surgery. Women
were instructed to empty their bladders prior to scanning and any
residual was measured. The urethra can be identified as a fluid
filled tube perpendicular to the scanning probe. The urethral
length was measured from the introitus to the bladder. The
distance of the tape from the introitus was measured and the
position of the tape was defined. The tape position was classified
as either proximal, mid or distal urethra.
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Each patient had pressure flow studies carried out prior to and
after surgery. The effect on voiding was assessed using the
maximum flow rate centiles corrected for voided volume and
detrusor pressure at maximum flow. The primary outcome
measure for this study was change in flow rate parameters after
surgery. The change in pressure flow parameters was compared by
tape position.
Results:
78 women were enrolled into the study and had tape localisation
with pre and post sling pressure flow studies. 5 women had tape
failures which resulted in no change in the flow rate and these
excluded from the analysis. The tape was placed distally in 46
women and mid urethrally in 26 women (one woman with a tape
failure had a proximal tape). A tape lying on the mid urethra
caused a greater fall in MFR centiles than one lying on the distal
urethra (p=0.04). The residual was less than 100mls in all women.
There was no difference in the detrusor pressure at maximum flow
related to tape position and the detrusor pressure did not increase
after the tape was inserted. Of the tape failures one was proximally
positioned with 3 mid and 1 distal. The figures are too small to
analyse statistically.
Conclusion:
This study suggests that a tape lying on the mid urethra causes a
greater fall in flow rate centile than one placed on the distal
urethra. There was no increase in detrusor pressure associated with
the reduction in flow. After careful patient counselling, placement
of the tape at the distal urethra may be beneficial if voiding
dysfunction is to be avoided. Intraoperative ultrasound has been
used to avoid over-elevation during colposuspension and to reduce
complications [2]. Possibly similar techniques might be advanta-
geous in the TVT procedure to guide exact placement of the tape.
The challenge for further work may be to assess whether
alterations in surgical technique result in the tape coming to lie
on a different part of the urethra which results in a different degree
of obstruction.
References:
1. Shek KL, Dietz HP (2008). The urethral motion profile: a novel
method to evaluate urethral support and mobility. Aust N Z J
Obstet Gynaecol 48: 337–42
2. Viereck V, Bader W, Krauss T et al (2005). Intra-operative
introital ultrasound in Burch Colposuspension reduces post-
operative complications BJOG 112: 791–6
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Objective:
The purpose of a present study was to estimate the effect of age on
improvement, in urinary incontinence Quality Of Life (QOL)
score, following surgery for stress urinary incontinence. We
compared the outcomes of TVTO procedure, with regard to
QOL, in two groups of women, with different age, to determine its
efficacy in the elderly population.
Background:
Urinary incontinence in women increases with age. Data from
literature reveal that the overall prevalence of urinary incontinence
in community dwelling women aged 60 and older was 38% and
daily incontinence increased with age ,ranging from 12% in women
aged 60 to 64 to 21 % in women aged 85 and older (1). Urinary
incontinence can significantly affect woman’s psychological,
emotional, sexual and social life; many studies evaluating quality
of life outcomes have demonstrated an improvement in quality of
life for most women but results are conflicting with regard to the
impact of incontinence on quality of life in older women.
Methods:
We conducted a retrospective cohort study of women who
underwent surgery, for urodynamic stress urinary incontinence ,
referred at our hospital from December 2005 to December 2008.
Women reporting mixed incontinence symptoms were included
only if they had predominant stress incontinence symptoms . A
total of 94 patients were evaluated .Two group were identified
based on age :an elderly group of 43 patient ,age 70 years and
older , and a group of 51 women younger than 70 years. All
patients underwent surgery with the TVTO procedure .(2)
Patients were evaluated pre and postoperatively, at 6-mounth
intervals for two years, with Kings Health Questionnaire. We
reported QOL outcomes at 1 year of follow-up and the main
outcome measures on perioperative morbidity. The methods,
definitions and units conformed to the standards proposed by the
International Continence Society. Outcome measures were
compared between the two group using the Student t test on
Excel.
Results:
Clinical data of 43 elderly and 51 younger patients are listed in
table I. 16 (31.3%) of younger patients had previously undergone
abdominal hysterectomy for uterine fibroid (12) and vaginal
hysterectomy (4) for genital prolapse with anterior repair and
traditional antiincontinence surgery (Kelly-Nichols). In the elderly
12 (27,9%) had previously surgery :11 vaginal hysterectomy and
traditional surgical repair ,one elderly patient had radical abdom-
inal hysterectomy for endometrial cancer . All patients had
undergone TVTO procedure. Concomitant prolapse surgery was
done in16 younger women (31.3%) and in13 elderly (30,2%).
Perioperative morbidity is presented in table II. The incidence of
postoperative complications was similar in both groups but age
related morbidity was seen in the elderly group:1 pulmonary
embolism,1 Cardiac arrhythmia and 2 deep vein thrombosis. Both
groups showed same statistically significant improvement, for
General Health perception and impact incontinence symptom
score (p <0.05). ( Fig 1 and 2) ,There was similar appearance in
the stress incontinence, frequency ,urge and urge incontinence
(Fig 3,4,). In either group ,there was no statistically difference in
the symptom score for difficulty passing urine.
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Conclusion:
Recently some authors have demonstrated the efficacy of TVT
procedure on quality of life outcome also in elderly women. Our
findings suggest that there is no difference between the degree of
improvement in quality of life between older and younger patients
undergoing surgery with TVTO procedure. However elderly
patients were more complex because they had more comorbidity.
Despite these issue our patients tolerated the TVTO procedure well
with significant improvement in quality of life outcomes . We think
that this procedure is a safe and effective option for elderly patients.
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Objectives:
To assess the efficacy of the Avaulta Mesh with a 1 year follow up.
Background:
The lifetime risk of surgery due to prolapse is 11.1% while the re
operation rate is around 29 %( 1). A vast variety of biological and
synthetic prosthetic meshes have been studied till date and
currently the Type 1 prosthetic mesh is the mesh of choice.
Non absorbable meshes have been used to treat vaginal [rolpse for
10 years research suggest that low wt macroporous monofil mesh
reduce mesh reduces mesh erosion and extrusion and pain.
Avaulta bard is a low weight hydrophic coated meash designed
to reduce incidence of mesh erosion even firther. Currently there
are 3 meshes used predominantly (Avaulta Bard, Prolift Gynecare,
Perigee AMS).Though increasingly popular used, only limited
data on outcomes for surgery is available. The data to date is
mainly retrospective and is in small numbers. The recent Cochrane
review calls for more prospective data(1).

Methodology:
The study was approved by the Gwent Research committee. The
first 27 patients to undergo the procedure were followed up over
a 1 year period. Preoperative and postoperative (1 year follow
up) symptoms were assessed both quantitatively and qualitative-
ly. Quantitative assessment was done using the POPQ classifi-
cation whilst qualitative assessment was done using Pelvic Floor
Distress Inventory (PFDI) and Pelvic Floor Impact (PFI)
Questionnaires. Avaulta mesh for pelvic floor repair was used
only in patients who had had previous failed pelvic floor surgery
and hence came in for re operation. 34% had previous anterior
repair, 34% had previous posterior repair, while 32% had both
anterior and posterior repair and previous hysterectomy in the
past. 50% had anterior compartment surgery, 10% had posterior
Avaulta while 40% had both.
Results:
The figures are tabulated for ease of understanding. This shows
the POPQ stage before and 1 year after surgery.

Results after 1 year

POPQ Anterior vaginal wall Posterior vaginal wall

N=18 N=9

Pre Op Post Op (1 Yr) Pre Op Post Op (1 Yr)

Stage 0 12 (67%) 6 (67%)

Stage 1 4 (22%) 2(22%)

Stage 2 1 (6%) 2 (11%) 1(11%)

Stage 3 14(17%) 6 (67%)

Stage 4 3 (77%) 3 (33%)

Qualitative results:
All 3 questionnaires—The Pelvic Organ Prolapse Distress Inventory
(POPDI), Colorectal Anal Distress Inventory (CRADI) and Urinary
Distress Impact (UDI) questionnaire all showed significant
improvement at 1 year follow up.
POPDI—p=0.001; CRADI- p=0.002; UDI- p=0.01
Quality of life questionnaires, that looked at working and social
life also showed significant improvement at 1 year follow up (p<
0.01). Complications:
re—surgery: 2 patients; Pt 1 -was operated for complete vault
eversion—now anterior defect. Pt 2—had anterior mesh and now
has had vaginal hysterectomy for uterine descent
1 case of vulvitis. No mesh erosion. No de novo dyspareunia. We
are following up 20 more patients and the data is due to be
available to us in a month.
Conclusions:
This is the first set of prospective data of this kind to be presented
in Wales.
The results are comparable to the French prospective multicentre data
which is the biggest to date (2). In our study, the posterior avaulta had
better qualitative and symptomatic results than the anterior avaulta.
The need for larger studies and longer follow up remains.

References:
1. Cochrane Review 2008
2. Prolapse repair by vaginal route using a new protected low-
weight polypropylene mesh: 1-year functional and anatomical
outcome in a prospective multicentre study de Tayrac Int
Urogynecol J 2006
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Objective:
To assess the safety and efficacy of ambulatory urogynaecology in
a 24-hour day case surgery setting.
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Background:
Highly organised day surgery, whereby patients "walk in to receive
a surgical service and walk out on the same day" from a specially
designed and constructed Day Surgery Facility, has been in
existence for long time. In the current practice the emphasis is on
a prompt, highly effective, minimally invasive and an economical
management of medical and surgical conditions. Urogynaecology
cannot be an exception to this development and is evolving from a
traditional in-patient service to a modern ambulatory service.
Methods:
We evaluated 318 patients who underwent urogynaecological
procedures in the two year period from April 2006 to March 2008
in an ambulatory care setting. Intra- and post-operative complica-
tions were noted. Proportion of patients being discharged within
24 hours was noted. Re-admission rate, prolonged in-patient stay
and post-operative complications were analysed by using SPSS
release 16.0.
Results:
318 patients underwent urogynaecological procedures at our unit
during the study period. Mean age was 58±13.811[range: 19–92]
and median parity was 3[0–10]. Forty-one (28.3%) women had
hysterectomy previously and 99(68.3%) were post-menopausal.
There were no intra-operative complications except bladder injury
in one patient. 272 (85.5%) patients were discharged in 23-hour
ambulatory protocol. Remaining 46 (14.4%) required inpatient
admission.

Table 1. Reason for prolonged In-patient stay

Reason No. Percentage

Pre-admission (co-morbidities) 4 8.6%

Post-operative pain/nausea 23 50.0%

Urinary retention/UTI 12 26%

Surgeon’s advice (multiple procedures) 1 2%

Patient’s choice 6 13%

Table 2. Number of urogynaecological procedures performed
during the study period

Procedure No. Percentage

Prolapse repair +/- mesh plasty 99 31.1%

Botox Injection 67 21.0%

TOT 50 15.7%

TOT+prolapse repair 32 10.0%

Cystoscopy 30 9.4%

Miniarc 28 8.8%

Colpocleisis 18 5.6%

Sacrospinous fixation 7 2.2%

Conclusions:
A variety of urogynaecological procedures can be performed in a
24-hour ambulatory care setting. This practice appears to be safe and
effective, particularly in view of high rate of early discharge. This can
reduce the risk of Hospital-acquired infection (eg. Norwalk virus,
MRSA, C. Difficile etc.,). The relatively shorter inpatient stay for the
women means less disruption to their lives and higher satisfaction.
References:
1. Urogynaecology: an ambulatory approach. Br J Hosp Med
(Lond). 2007 Aug;68(8):414–7. Review.
2. A prospective observational study of the safety and accept-
ability of vaginal hysterectomy performed in a 24-hour day case
surgery setting. BJOG. 2007 Apr;114(4):430–6.
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Objective:
To evaluate effects of nocturia on health-related quality of life
(HRQoL) and sleep.
Background:
Nocturia has been shown to be bothersome, its true effect on the many
dimensions of HRQoL and sleep has not been adequately assessed.
Nocturia is considered to be themost frequent cause of disturbed sleep.
Methods:
From January 2007 to December 2007, 180patients with lower
urinary tract symptoms, were prospectively selected for this study.
Study was conducted among respondents with nocturia (void/
night≥1)(n=119) and age matched controls (no nocturia)(n=61),
with participants completing a series of questionnaires on HRQoL
(OAB-q short form) and Medical Outcomes Study (MOS) sleep
scale and frequency voiding chart.
Results:
The sample population had a mean age of 57.2 years. In the
sample, 58 patients reported 2>void/night≥1, 32 patients reported
3>voids/night≥2 and 29 patients reported void/night≥3. The
number of nocturia episodes/night was significantly associated
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with the OAB symptom score (p=0.001), symptom bother (p=
0.001) and the MOS sleep index (p=0.016).
Conclusions:
Incremental increases in the number of voids/night have further
negative effects on sleep, symptom bother, and HRQoL.
References:
1. Middlekoop HA, Smidle-van den Doel DA, Neven AK,
Kamphuisen HA, Springer CP. Subjective sleep characteristics of

1485 males and females aged 50–93: Effects of sex and age, and
factors related to self-evaluated quality of sleep. J Gerontol: Med
Sci 1996;51:108–115
2. Asplund R, Aberg H. Health of the elderly with regard to sleep and
nocturnal micturition. Scand J Prim Health Care 1992;10:98–104
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urinary dysfunction in Hong Kong Chinese women. Obstet
Gynecol 1996;88:1041–4

MOS: Medical outcome study, p-values calculated with ANOVA
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Urinary continent patients with a positive stress test demonstrated
on reduction of severely prolapsed mass are considered to be at
high risk of developing postoperative stress urinary incontinence
(SUI). Our aim was to evaluate the clinical outcomes of LeFort
colpocleisis with concomitant trans-obturator sling (TOT) com-
pare to LeFort colpocleisis alone for advanced pelvic organ
prolapse in the medically compromised elderly.

Background:
Retrospective chart review was undertaken comparing 22 patients
who underwent LeFort colpocleisis with concomitant trans-obturator
sling(MONARC® AMS, MN, USA) versus 16 patients who

Table 1. The quality of life and symptom bother according to nocturia

No of nocturia p-value

No nocturia 2>nocturia≥1 3>nocturia≥2 Nocturia≥3
n=61 n=58 n=32 n=29

Mean age(years) 57.2±11.8 55.4±11.3 56.2±11.31 61.9±11.8

OAB-q SF

Symptom bother 19.2±19.0 34.1±22.9 39.5±20.8 52.9±21.2 0.001

HRQoL total 79.9±19.0 68.6±19.9 64.2±16.3 52.2±21.2 0.001

OAB-q SF: overactive bladder-quality of life short form, HRQoL: health related quality of life

Table 2. The sleep quality according to nocturia

No of nocturia p-value

No nocturia 2>Nocturia≥1 3>Nocturia≥2 Nocturia≥3
n=61 n=n=58 n=32 n=29

Mean age(years) 57.2±11.8 55.4±11.3 56.2±11.31 61.9±11.8

MOS sleep subscale

Hours sleep/night 6.7±1.5 6.2±1.8 6.4±1.7 6.0±1.7 0.258

Snoring 31.8±27.9 34.5±26.4 36.3±28.0 37.9±27.1 0.757

Shortness of breath 23.0±28.2 24.1±28.7 27.5±20.2 35.9±31.8 0.196

Adequacy of sleep 40.0±19.7 41.2±20.9 47.2±22.8 50.0±25.1 0.025

Somnolence 34.0±14.6 35.2±17.1 42.1±14.2 46.0±20.3 0.003

Sleep Index 1 33.2±16.2 37.0±14.4 40.9±17.5 44.5±20.2 0.016

Objective:
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underwent LeFort colpocleisis alone from September 2001 to
December 2008. Stress urinary incontinence was demonstrated by
a positive stress test with reduction of the prolapse during the
preoperative urodynamic test and a positive pad test. Variables
analyzed included patient demographics, operative data, complica-
tions, and objective and subjective outcome.
Methods:
A t-test was used to compare continuous variables between
patients who underwent LeFort colpocleisis with concomitant
trans-obturator sling versus LeFort colpocleisis alone. The Fisher
exact test was used to test for association between patient group
and each categorical variable.
Results:
All demographic measures including age, vaginal parity, body mass
index (BMI), number of previous prolapse surgery, and a follow-up
period were similar for the two groups. Concomitant trans-obturator
sling was not associated with statistically significant increases in
operative morbidity nor lengthen the hospital stay. Two patients (1.3%)
in LeFort colpocleisis group developed symptomatic SUI at 2-month
follow up, whereas none of LeFort colpocleisis with TOT sling group
had. None of the patients in both groups had de novo urgency/urge
incontinence. With objective cure defined as absence of prolapsed to the
hymen, all of LeFort group was objectively cured after a median follow-
up of 17 months (range, 10–25 months), whereas 21 patients (95.5%) in
LeFort with TOT group were objectively cured after a median follow-up
of 22.5 months (range, 18–31 months). Subjective cure, defined as a
response of very satisfied or satisfied with the result of their surgery, was
achieved in seventy-five percent (14/16) of LeFort group and eighty-six
percent (19/22) of LeFort with TOT group (p=0.47).
Conclusions:
This preliminary data suggest that the trans-obturator sling can be
performed safely and effectively with concomitant LeFort colpo-
cleisis without significant increase in operative morbidity in the
medically compromised elderly patients. The prospective study with
larger series and longer-term follow-up are required to verify the
usefulness of concomitant continence surgery in this clinical setting.
References:
1. Fitzgerald MP, Brubaker L. Colpocleisis and Urinary inconti-
nence. Am J Obstet Gynecol 2003;189:1241–4.
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Objective:
The experiences with different mesh-implants showed the advan-
tages of mesh-supported versus conventional methods applied in
pelvic floor surgery. Despite this improvement, recurrence rates up
to 15% show the potential for optimised implants.
Background:
The requirements for optimised implants based on pathological
studies on alloplastic materials used in pelvic floor repair surgery
and on extensive mesh-experience in hernia surgery. Remarkably
less inflammation and fibrotic foreign body reaction is the result of
excellent biocompatibility of Polyvinylidenfluoride (PVDF) in
comparison to conventional Polypropylene. The PVDF-implants
indicate significantly less shrinkage.
Methods:
5 new textiles implants were developed based on the material
requirements (less inflammation and fibroses, less cell-turnover,
less shrinkage, nonabsorbable polymer with standardised features,
no Polyester, no Silicon, no bio-material) and on the structural
requirements (no sharp edges, large pores (> 1 mm, no film), little
elasticity (< 10%), high form stability, minimum width of 1 cm).
The validation of the development is resulted with the help of new
measurement methods and analysing processes and was to be
tested in clinical use. All structures base upon a newly designed
warp knitted structure and are made out of PVDF-monofilament.

& One sling for the treatment of female urinary stress incontinence
(anterior sling), the treatment of moderate Cystocele (median sling)
and the treatment of vaginal blind pouch prolapse ( posterior sling)

& One short sling for the less invasive treatment of female
urinary stress incontinence

& Three special shaped meshes for the treatment of a rectocele /
enterocele, the treatment of a cystocele and for the sacrocol-
popexy after vaginal blind pouch prolapse or uterus prolapse

Results:
347 new PVDF structures were operated since begin of 2006 (161
anterior slings, 21 short slings, 26 median slings, 50 posterior
slings, 89 prolapse meshes). Arrosion into the vaginal wall has been
observed in two cases of the anterior slings. In both cases the slings
were explanted but continence was achieved. Further arrosions
were observed in only one case of an anterior mesh. All of the three
explanted structures were pathological examined and no signs of
mesh based complications were found. 6/228 cases of an inconti-
nence treatment achieved in the 6 week follow-up only an
improvement of continence due to a mixed urge / stress-inconti-
nence. All other procedures achieved the favoured treatment
success and no further complications were observed. This results
in a continence rate of 97 % and an over all complication rate of
only 0.9 % in the short term follow-up of 6 weeks. These promising
results were confirmed in the observation over the last 3 years.
Conclusions:
A significant improvement has been achieved by application of
structural optimised PVDF-implants compared to conventional
Polypropylene implants.
References:
1. PVDF as a new polymer for the construction of surgical
meshes, U. Klinge, B. Klosterhalfen, A.P. Öttinger, K. Junge, V.
Schumpelick, Elsevier, Biomaterials 23, 2002
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Objective:
The objective of this cohort prospective study was to evaluate the
efficacy of two major operating techniques for the treatment of
high grade uterine prolapse: the vaginal hysterectomy with out
salpingo-oophorectomy on the one hand and the Prolift® total
pelvic floor repair system on the other. Is preservation of major
anatomical structures of any difference in those techniques?
Background:
A series of medical records were included from women with high
grade uterine prolapse. The first visit included quantification of
prolapse and planning while the second one hospitalization and
treatment. Women were randomly offered the one or the other
technique.
Methods:
102 women (n=102) participated in this study aged from 39 to
72 years (average of 63 years). The prolapse evaluation was made
using the ICS POPQ measuring system (Pelvic Organ Prolapse
Quantification). 52 patients were treated with vaginal hysterectomy
with out salpingo-oophorectomy and the rest 50 with Prolift®

polypropylene mesh (anterior+posterior or total).All woman received
regional anesthesia. Results were evaluated in terms of: a) total
operative time b) operative and post operative complications c) need
for post operative analgesia in the first 48 hours d) hospitalization
time and e) patient quality of life questionnaire score.
Results:
Quantification of all prolapses showed a 69% (70 women) grade III
and a 39% (32 women) grade IV uterine prolapse. There was a
significant difference in operative time. The average operative time
for vaginal hysterectomy was 73 min±8 min while 46 min±5 min
were needed for the Prolift® total pelvic floor repair system to be
placed. The major operative and post operative short term
complications in the Prolift® group was pelvic hematoma 4% (2
women) and vaginal erosion in 3 patients (6%) along with
hispareunia. In vaginal hysterectomy group operative complications
included severe blood loss requiring transfusion in one patient (2%)
while vaginal bleeding secondary to operation in 2 patients (4%)

was managed conservatively. The post operative short term
complications (1 year) included de novo prolapses of the pelvic
vault in 6 woman (11,5%) witch required further surgery. The post
operative analgesia plan included paracetamol and NSAID’s on
demand. The need for analgesia in the anatomical structures
preserving group (Prolift®) was smaller 25% (17 patients) requested
a second dose of paracetamol and NSAID ) while in the vaginal
hysterectomy group a second dose was required in 40% of the
patients and a third dose in 8 % of the patients. Hospitalization time
in hysterctomised woman was 5 days while the mesh placement
group was hospitalized for 48 hours. In QoL questionnaire (daily
activities comeback, sexual life, etc) there was also a significant
difference: the hysterectomy group had 40% lower QoL score.
Conclusions:
It seems that these major repair techniques have advantages and
disadvantages of their own complexity and severity. The Prolift®

total pelvic floor repair system by preserving all major anatomical
and supportive structures of the vaginal vault appears to be a better
tolerated surgical operation than classic vaginal hysterectomy.
Fewer complications less hospitalization time, less need for post
operative analgesia but mostly higher QoL score are the
parameters that lead the polypropylene mesh technique ahead of
vaginal hysterectomy. A larger number of cases is required and a
long term follow up to finally determine the best technique.
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Objective:
In agreement with Petros and Ulmsten “integral theory” tape should
be placed at the point of maximal urethral closure pressure at the
mid-urethra. To achieve it we start incision 1 cm from urethral
external meatus. Our concern is that patients maybe different and
perhaps we should individualize the place of incision and tape
insertion. The aim of the study was to evaluate ultrasonographic
(US) female urethral length in patients with SUI before operation.
Background:
Women who were planned to have operation because of SUI were
recruited into the study.
Methods:
Patients had measurements of urethral length done with use of
ultrasound equipment. Measurements were done by 4 doctors
trained to do so in patients with 250–300 ml of fluid/urine in the
bladder with transvaginal probe. In some patients the results were
compared with urodynamic (URO) functional urethra length.
Results:
310 women aged 36 to 81 (mean age 59) had measurements of urethra
length taken in ultrasound (US). 113 of them were also tested to
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establish urodynamic (URO) functional length.Mean urethral length in
US of tested 310 patients [Fig.1] was 31.84+/-4.87 mm. The longest
urethra was 51 mm long, the shortest was 18 mm. Only in 69.4% of
patients urethral length was [30 +/- 5]mm. Mean length in urodynamic
measurements (URO)was 35,4mmwith StandardDeviation 15.8mm.
Differences between mean length in urodynamic measurements and
mean length in ultrasound measurements in t-Students test were
significant (p-value 0.02652) [Fig.2].We found no correlation between
ultrasound urethral length measurements and functional urethral length
in urodynamics. Correlation Analyses confirm that in tested group
urethral length in URO decreases with age (on the limit of significance
p=0.05). We found no correlation with age in US measurements.
Conclusions:
Only 69.4% of female patients with SUI showed ulrasonography
measured urethral length approximately 30 mm. Thus in about
30% it is probably possible to optimize the tape placement with
ultrasound use. Our on-going prospective studies should show if
this theory is correct.

Figure 1. Histogram of urethral length of tested patients in US

Figure 2. Means and Standard Deviations of urethral length of
tested patients in urodynamic measurements (URO) and ultra-
sound measurements (US).
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Objective:
To compare sexual function following two different sub urethral
sling procedures: Transvaginal tape (TVT) and Trans-obturator
tape (TOT) also known as TVT-O, procedures.
Background:
Our district general hospital serves a population of 300,000 in
midstaffordshire of England. Our unit performs about sixty-
seventy mid urethral sling procedures every year. Individual
preferences among our practising consultants and selection
criteria have yielded two subgroups of women i.e. one group
who had the trans-obturator tape procedure and a second group
who underwent the transvaginal tape procedure. We analysed
and compared the improvement in sexual function observed by
these two distinctive groups of women.
Methods:
The modified International Continence Society sexual satisfac-
tion questionnaire with eleven variables was sent to 139
women who had a TOT procedure and to 150 women who
underwent the TVT procedure. Women with predominant
symptoms of pelvic organ prolapse and women whose surgery
was performed less than 12 months ago were excluded. Patients
were of the age range of 45 to 62 years. They were asked to
score their sexual satisfaction on a visual analogue score card
scaled from one to ten. Universal sexual indicators that were
questioned included sexual desire, climax, sexual excitement,
sexual satisfaction and intensity of orgasm. Individual symp-
tomatic indicators included coital pain, coital incontinence, fear
of coital incontinence and negative feelings on sex. Sixty
replies were received from post-TVT patients and forty-eight
replies were received from post-TOT patients.
Results:
27 patients (45%) in the TVT group and 25 patients (52%) in the
TOT group were sexually active and provided us with valid scores
on their scorecard. The average scores for sexual desire, climax,
satisfaction and excitement were slightly higher after the sub
urethral slings. There was no difference observed between the
two procedures among these universal sexual indicators. The
intensity of orgasm was higher in the TOT group with an
average score of 8.1 against a score of 6.9 in the TVT group.
24% of women in the TVT group and 28% in the TOT group
were experiencing pain during sex preoperatively with scores
between four and six. The average pain scores dropped by unity in
both groups with no difference between the two procedures. 59%
of TVT women and 64% of TOT women reported coital
incontinence preoperatively. There was a remarkable decline to
22% and 40% respectively after their operative procedures with a
noticeable drop in their scores from 6/7 to 3/5. The drop was more
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marked from an average score of seven to three in the TOT group.
Fear of incontinence experienced by nearly 80% of women in both
groups almost halved following the procedure. There was no
significant difference noted in the decline in fear of incontinence
and negative sexual feelings between the TVT and the TOT groups.
Conclusions:
All parameters influencing sexual function improved with mid
urethral slings. However, there was no significant difference observed
in the scores achieved by TOT as opposed to TVT. The intensity of
orgasm was perceived to be higher in women who underwent TOT
although understandably the association is not causal.
References:
1. Berthier A, Sentilhes L, Taibi S, Loisel C, Grise P, Marpeau L
Sexual function in women following trans vaginal tension-free
tape procedure for incontinence. International journal of gynae-
cology and obstetrics: the official organ of the International
Federation of Gynaecology and Obstetrics, August 2008, vol./is.
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Objective:
The primary aim was to compare the degree of impairment of
quality of life in women with different types of incontinence.
The secondary aim was to assess the association between the
height of detrusor contraction with age, ethnicity and urodynamic
diagnosis.
Background:
Previous studies have shown that patients with urge incontinence
and mixed incontinence have significantly worse health related
quality of life (QoL) compared to patients with stress incontinence
(1). Similarly the urge component of mixed incontinence has a
greater impact on quality of life than the stress component (2). The
International Continence Society defines detrusor overactivity
(DO) as a urodynamic observation characterised by involuntary
detrusor contractions during the filling phase which may be
spontaneous or provoked (3). Urodynamic stress incontinence
(USI) is noted during filling cystometry and is defined as an
involuntary leakage of urine during increased abdominal pres-
sure, in the absence of a detrusor contraction. In this study we
analysed the King’s Health Questionnaire (KHQ) completed by
patients with a definitive urodynamic diagnosis of detrusor
overactivity (Provoked and systolic), urodynamic stress inconti-
nence (mild, moderate and severe) or urodynamic mixed
incontinence. We compared the impact of the quality of life in
different types of incontinence. We also analysed the relationship
of the height of detrusor contraction to age, ethnicity and
urodynamic diagnosis.

Methods:
Women undergoing videourodynamic studies in our tertiary centre
were included in this study. For the purpose of this study, systolic
detrusor overactivity was defined as a detrusor contraction of >
15 cm of water associated with urgency at filling phase in the
absence of provocation. If the same occurred after provocative
measures like cough, running water or immersion of hands in cold
water, it was defined as provoked detrusor overactivity. USI was
assessed with a fluoroscopic cough test at maximum cystometric
capacity or 500mls. If fluoroscopy revealed leaking on 1 cough
without associated urgency or detrusor contraction a diagnosis of
severe USI was made. Similarly a diagnosis of moderate USI and
mild USI were made if leaking occurred after 3 coughs and 5
coughs respectively. Data were analysed using the Wilcoxon test,
Mann-Whitney U test, Pearson’s correlation, independent samples t-
test, Kruskal Wallis and one way ANOVA using SPSS version 15.0.
Results:
Data regarding urodynamic diagnosis and completed KHQs were
collected prospectively from women attending urodynamic eval-
uation and retrospectively from case notes in 350 women. The
mean age of the women was 52.9 years (range 18–83 years). The
study included analysis of 50 women each with a diagnosis of
provoked DO, systolic DO, combination of both systolic and
provoked DO, mild USI, moderate USI, severe USI and finally
women with true urodynamic mixed incontinence with the
presence of both DO and USI. The total KHQ scores comparing
all groups showed worst impairment in patients with mixed DO
(p=<0.001). There was no difference between those with systolic
and those with provoked DO. In general patients with DO had
greater impairment in QoL when compared with patients with pure
USI. This reached statistical significance in the total KHQ score
(p=<0.001) and in 7 of the 9 domains of the KHQ. 200 women,
who were diagnosed with detrusor overactivity or urodynamic
mixed incontinence were included in the second analysis. No
correlation was observed between age and maximum detrusor
contraction pressure (r=-0.341). Afro-Caribbean patients had the
highest mean maximum pressure (61.8 cmH2O), and Caucasian
patients the lowest (35.18 cmH20), with a highly significant
difference between groups overall (p=0.000 one way ANOVA).
Patients with co-existing urodynamic stress incontinence had lower
maximum pressures (33.0 cmH20 versus 45.5 cmH20 p=0.002).
Conclusion:
Detrusor overactivity, particularly when there is a combination of
systolic and provoked tends to affect quality of life more than
urodynamic stress incontinence. This may reflect the unpredict-
ability of urinary leakage and the need for toilet mapping
restricting social activities in these women. Maximum detrusor
contraction pressure shows marked variation according to patient
ethnicity and urethral sphincter competence. The Afro-Caribbean
women run risk of damage to upper tract due to reflux caused by
high detrusor pressures. This group of women may need
aggressive treatment with anti-muscarinics and counselling to-
wards perseverance and compliance of treatment.
References:
1. BJU Int. 2002 Oct;90(6):544–9.
2. BJU. Int. 2003 Nov;92(7):731–5.
3. Am J Obstet Gynecol. 2002 Jul;187(1):116–26.
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Objective:
To describe the management and outcomes following graft
revision surgery.
Background:
Several studies have demonstrated excellent functional and
anatomic outcomes with the placement of transvaginal grafts for
prolapse repair. There has been a paucity of data regarding the
management of associated complications and the need for
reoperation. The purpose of this study was to identify graft-related
complications requiring re-operation, characterize the operative
management, and describe the post-operative anatomic and
functional outcomes following their excision.
Methods:
Our surgical database and operative logs were queried for referred
patients requiring transvaginal excision of mesh. Mesh related
complications after abdominal procedures (including abdominal
sacrocolpopexy), suburethral sling procedures, and excision of
non-type 1 transvaginally placed mesh were excluded. We
retrospectively reviewed the medical records from our own
institution and the original operative reports to collect information
on patient demographics, operative procedures, and post-operative
follow-up.
Results:
15 patients underwent revision or excision of mesh following
transvaginal prolapse repair utilizing either biologic or Type-1
synthetic mesh from September 2006–December 2008. The
median age was 60, and median BMI was 28. 13 patients were
postmenopausal, and 12 had undergone prior hysterectomy. 67%
(10/15) patients had vaginal mesh ‘kit’ procedures (6 Prolift, 2
Perigee, 2 Avaulta), and in 33% (5/15) patients the graft was
suture in place. The median time interval to patient symptoms
after the original surgery was 6 weeks (range 2 weeks–10 months).
The primary indication for re-operation was erosion in 9 patients
and pain syndromes without graft exposure or erosion in 6.
Secondary indications involved recurrent prolapse in 6 patients
and obstructed voiding in 2. Recurrence of prolapse occurred in a
different compartment from the original surgery in all patients (all
apical recurrence). Type I synthetic mesh was used in 8 of 9
erosions and in 2 of 6 cases requiring excision due to pain.
Biologic cross-linked graft was used in 1 of 9 erosions in a patient
with a chronic draining sinus tract and in 4 of 6 subjects with
vaginal pain. Postoperatively 14 of 15 patients had resolution of
their original symptoms with a median follow-up of 4 months
(range 2 weeks–2 years). 1 patient required 2 further surgeries due
to nonresolved vaginal stricture and vaginal foreshortening.

Dyspareunia resolved in 5 of 7 sexually active patients following
surgery for mesh excision. To date no patients have required
further surgery due to mesh reexposure or prolapse recurrence.
Conclusion:
Surgical re-operation for graft-related complications can be
performed safely and often involves addressing prolapse recur-
rence in opposing compartments. After graft excision, good
functional and anatomic outcome is maintained. In this series,
graft excision for stricture, bunching or erosion did not lead to
prolapse recurrence or long-term vaginal pain syndromes.
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Objective:
This study aims to identify the prevalence of urinary incontinence and
irritative lower urinary symptoms in patients who have known diabetes.
Background:
The incidence of diabetes is on the rise in Australia and worldwide. An
estimated one million Australians aged 25 years and over have
diabetes, although around half of these people are currently
undiagnosed. In large observational studies, diabetes has been reported
to be associated with a 30 to 70% increased risk of incontinence in
women. We aimed to identify the prevalence, in order to improve
quality of life by initiating appropriate practice changes, through a
formal referral process to the appropriate health professionals.
Methods:
Patients attending the diabetic clinic in a tertiary level hospital
were given a standardised questionnaire after obtaining verbal and
written consent. The participation was completely voluntary. The
questionnaire contained questions relating to their diabetic
condition and urinary continence issues. The responses were
collected and analysed.
Results:
One hundred and twenty patients’ out of 130 completed the
questionnaire satisfactorily. The age range of the patients was from
21 to 83 years. Fifty three percent were women. Sixty three
percent of patients were diagnosed with Type 2 diabetes. Duration
of Diabetes varied from 5 weeks to 40 years. Seventy two percent
of the patients were treated with insulin. Only 20% of patients
were aware of their recent HbA1c result. Some form of urinary
continence issues were reported by 82.5% of the patients. The
length of time patients have had continence issues range from
8 weeks to 25 years.
Conclusion:
One of the significant results was that only 20% of patients knew
their haemoglobin (HbA1c). This was an unexpected finding as
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the HbA1c is a clinical tool used by the multidisciplinary team and
patient to manage their chronic disease. We knew that urinary
incontinence is largely unreported and diabetes increased this risk.
Our research project showed that 82.5% of respondents indicated
some form of urinary incontinence or irritative lower urinary tract
symptoms. As a result of this study, we have identified the need
for easily accessible patient information on continence issues in
patients with known diabetes.
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Background:
Vesicovaginal fistula (VVF) is uncommon in the developed world
and the majority are caused by inadvertent surgical injuries. In
developing countries, neglected labour contributes significantly to
VVF. Less common causes include pelvic malignancies, radio-
therapy, pelvic abscesses and infections including tuberculoses. A
series of 6 cases of VVF arising from foreign bodies (5 from
aerosol deodorant caps and one from a bottle) amongst a total of
146 urogenital fistulae attending the urogynaecology unit in
Durban South Africa over a 10 year period will be discussed.
Methods:
A description of the 6 cases are presented.
Results:
The average age was 27.5 years( 16- 75); 4 patients were
nulligravidae ( age 16,20,22 and 43) and 2 were parity 3 (age 40
and 75).Four patients (age 16,20,22 and 43) admitted to using
deodorant cans for masturbation and sexual gratification, and all were
in heterosexual relationship except the patient aged 43 who was
mentally retarded and did not have a sexual partner. The 40 year old
was using the deodorant cap as a contraceptive device. The patient
aged 75 years had a bottle impacted high in the vagina with erosion
into the bladder and denied any history of foreign body insertion. All
5 patients who used the aerosol caps were aware of the device being
retained in the vagina but did not seek medical assistance because of
embarrassment. The average duration from recognition of retention
of the device to presentation for medical help was 13 months (2–48).
The 6th patient in whom a bottle was found in the vagina had calculi
in both the bladder and the bottle . Vaginal discharge, discomfort
and pain were presenting symptoms in all patients. Two patients
aged 75 and 22 years presented with urinary incontinence and one
had abnormal vaginal bleeding . All patients required removal of the
foreign bodies in theatre under general anaesthesia and this was
technically difficult. Upper urinary tract imaging ( Intravenous
pyelograms) were normal in all patients. Surgery was delayed for a
period of 4 to 6 months in all cases to allow the necrotic tissue to
slough and inflammation to settle. In 3 patients (aged 20,22,43), the
fistula site was at bladder neck and trigone, and all 3 were operated
vaginally with a Martius labial fat pad interposition graft. Continence

was achieved in 2 and one ended with urethral incontinence. A Bard
biological retropubic tape was inserted which improved incontinence
episodes. Two patients (aged 16 and 40) were operated via the
abdominal route and continence was achieved in both. The patient
aged 16 was operated previously via the vaginal route at a regional
hospital and the fistula repair was unsuccessful. In this case, a right
ureteric implant was also performed because of the close proximity of
the ureteric orifice to the fistula site. In both cases, omentum was
interposed between the bladder and vagina at the repair. The 75 year
old patient was counselled for a urinary diversion procedure because
of the extensive nature of the fistula but she declined surgery.
Conclusions:
These cases illustrate the harmful effects of female masturbation using
foreign bodies. In under resourced countries knowledge and availability
of appropriate contraceptive measures needs to be promoted.
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Objective:
To define and test a clinical protocol reproducing ICI guide-lines
for Urinary Incontinence (UI) in an Italian metropolitan area.
Background:
The International Consultation on Incontinence (ICI) algorithms
for the treatment of UI in women is intended to simplify the
approach to UI and distinguishes between Initial and Specialised
Management. In fact the Initial Management Algorithm consists of
non-invasive assessment, and allows treatment of uncomplicated
cases onto an empirical basis. This approach would permit a better
patient selection for the second level assessment. At present no
data concerning the implementation of the ICI guide-lines for UI
in women in clinical practice are available in the literature.
Methods:
A Urogynaecologist from a referral Hospital of the city and two
Gynaecologists operating in the Family Planning Clinic (FPC)
belonging to the local health service (ASL), have been involved.
After appropriate training the referral Urogynaecologist and FPC
Gynaecologists (FPC-Gs) cooperated in defining the study
protocol. Two validated symptom questionnaires (ICI-Q SF and
OAB Assessment Tool), a specifically designed patient medical
file, summarising all the steps of the ICI Initial Management
Algorithm, and the Patient Global Impression of Improvement
(IPG-I) questionnaire were set up as method to monitoring.
Symptom questionnaires were administered to self compilation
to non pregnant nor puerperal women, of age≥30 years old,
attending the FPC-ASL. Questionnaires were considered negative
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when scoring≤4 of the ICI-Q SF and<8 in the OAB Assessment
Tool. Patients with positive answer questionnaires, were admitted
at the clinical visit and data recorded in the specific-designed
medical data file. Urinary Stress Incontinence, Mixed Inconti-
nence or Overactive Bladder have been recorded. Women
underwent a gynaecological physical examination, a stress test
and a post-void residual assessment. Uncomplicated cases were
managed in the FPC and reassessed within a two month interval.
Complicated cases, including patients with symptomatic POP≥II
degree, significant post-void residual (arbitrarily defined≥100 ml)
or treatment failure have been considered referral conditions for
Specialised Management. All the data have been reported in a
specifically designed database and analysed.
Results:
From April to July 2008, 136 consecutive women attending the
FPC (mean age 47.6 years; range 30–81) have been enrolled in the
study. The rate of positive answer questionnaires was 45% (62
patients). The specific-medical data file was actually completed in
by FPC-Gs for only 50 patients (80.1%): questionnaire symptom
overestimation or border line (7 cases); patient unwilling to have
treatment (2 cases); protocol violation (3 cases) were the reasons
for not completing the data file. Seven more women resulted
asymptomatic at the moment of clinical examination. In conclu-
sion, 43 women (31.6%) were considered to be symptomatic.

Table 1: Clinical classification according to symptoms in 43 women.

Clinical Condition USI OAB MI

N. of Pts 7 (16.3%) 15 (34.9%) 21 (48.8%)

Complicating conditions were observed in 5 patients: pain
(1 case), recurrent urinary tract infection (2 cases), and voiding
difficulties (3 cases). A POP≥II degree was observed in 5 cases.
Out of the 43 symptomatic women a stress test was performed in
29 patients (67%) of which 5 were positive and a post-void
residual was actually measured in 25 women (58%) none of which
were positive. In 54% of cases (27 women) a urinalysis and
bacterial search was requested. 3 women were sent for a Pelvic
Floor Rehabilitation and 9 women underwent a pharmacological
treatment for OAB reporting an average IPG-I score of 0.4 (0=
highly improved -6=highly worsened) at control. 3 women (2%)
were referred to a specialised management. Finally FPC-Gs
judged the protocol applicable in their daily clinical practice.
Conclusions:
Self administered questionnaires seem to overestimate the actual
rate of urinary symptoms in our population. The feasibility
protocol valuation seems to be contradictory with the relatively
high level of protocol violations observed. Nevertheless, even with
a perfect adherence to the protocol criteria the rate of patient
referral to a IInd level assessment would have been contained
within 6% (8 patients).
A further study would be invaluable in establishing the actual
feasibility of implementing ICI guidelines.
References:
1. Kirby M, Artibani W, Cardozo L, Chapple C, et al. Overactive
bladder: The importance of new guidance. Int J Clin Pract. 2006
Oct;60(10):1263–71. Review
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Objective:
We assessed whether the urinary excretion of GAGs may be
affected by a condition of detrusor overactivity (DO).
Background:
It is well known that the bladder surface consisting of a superficial layer
of GAGs and of basement membrane of GAG layer. GAGs play an
essential role in maintaining the bacterial antiadherence properties of the
bladder in protecting it from carcinogens. GAGs appear to preserve
impermeability of the specialized umbrella cells saving the function of
the underlaying muscles. The loss of the GAG layer after urothelial
injury could be a sign of the disruption of the bladder defensemechanism
(1,2). Recently the urinary excretion of GAGs was found to be higher in
children with urinary incontinence than in controls although in absence
of an urodynamic characterization (3). Now we want to ascertain
whether the urinary excretion ofGAGsmay be affected by a condition of
detrusor overactivity (DO). To this purpose the present study checked
patients with and without DO for different amounts of GAGs in urine.
Yet the novelty of the argument, the few data so far described reported in
the literature on such topics, and the speculative interest of the results we
obtained, convinced us that these latter were worth reporting.
Methods:
The present study comprised twenty-five patients (16 women and 9
men, mean age of 63.81 years, range 40–79), referred for irritative
lower urinary tract symptoms (LUTS) such as frequency and
urgency of micturition and urge incontinence, as well as 14 healthy
controls (7 women and 7 men, mean age of 65.75 years, range 23–
79) without LUTS. In the patients’ group the urodynamic
evaluation comprised filling cystometry. The following urodynamic
parameters, according to the standardization sub-committee of the
international Continence Society, were considered : a) ODC
(overactive detrusor contraction) threshold (mL), expressed as the
bladder filling volume at which the first ODC occurred; b) ODC
amplitude (cm H2O), i.e. the maximum detrusor pressure recorded
during the detrusor overactive activity; c) mean ODC duration (sec)
(calculated by summing up the duration of each ODC, from the
onset to the end of the detrusor pressure rise, and dividing the result
by the number of ODCs); d) maximum bladder capacity (mL), i.e.
the bladder volume at which the urine leakage was observed or an
unbearable desire to void induced us to stop the filling. The urinary
excretion of GAGs was measured in the 24-h urine samples of both
patient and control groups. In particular GAGs were measured on the
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basis of total urine volume and normalized to the creatinine
concentration. The Kolmogorov-Smirnov test revealed the normal
distribution between the two groups and Student’s test was employed
to check for differences between the urinary excretion of GAGs in
pathological and control groups. The confidence level was set to 95%.
Results:
The urodynamic findings of the 25 patients are presented in
Table 1. The urinary content of GAGs discovered in the control
group is significantly higher than that in the pathological group for
the ratio GAGs/creatinine concentration (Table 2).
Conclusions:
It is our opinion that a low GAGs excretion in the urine of patients
with high amplitude and long duration ODCs might result from
relative ischemia of the bladder wall epithelial layer because of a
chronically increased contractile activity of the detrusor. Certainly our
small patient samples do not permit any conclusive statements, and
further investigations are needed. Yet it seems to us that the present
relatively new data could possibly offer a contribution of some
interest to the knowledge of a complex and already obscure matter.
References:
1. Uronate peaks and urinary hyaluronic acid levels correlate with
interstitial cystitis severity J Urol. 2006; 176:1001.
2. Urinary glycosaminoglycan excretion as a laboratory marker in
the diagnosis of interstitial cystitis. J Urol 1993; 9: 31
3. A Increased excretion of glycosaminoglycans in children with
urinary incontinence compared to those with monosymptomatic
nocturnal enuresis. Scand J Urol Nephrol. 2007; 41: 218.

Table 1: Urodynamic findings in pathological group: descriptive
statistics

ODC threshold (mL) ODC amplitude (cm H2O)

mean 85.93 45.70

SE of mean 22.91 9.61

Median 59.0 34.0

range 19–290 17–159

ODC duration (sec) Bladder capacity (ml)

mean 43.41 197.93

SE of mean 19.53 21.90

Median 30.0 167.0

range 15–334 56–406

Table 2: Urinary excretion of GAGs: descriptive statistics

GAGs (g/ml) GAGs/creatinine

Pathological group (n=25)

mean 0.50 0.55

SE of Mean 0.12 0.10

median 0.21 0.30

range 0.05–3.32 0.56–2.06

Control group (N=14) not significant p<0.001

mean 0.81 1.57

SE of mean 0.14 0.42

median 0.62 1.34

range 0.16–2.25 0.18–6.12
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Objective:
To compare objective and subjective outcomes of infracoccygeal
sling (posterior IVS) with those of sacrospinal colposuspension
(SSLF) following Nichols-Richter,s technique, as treatment for
apical prolapse in a comparative study.
Background:
Numerous outcome studies exist for surgical procedures to
treat apical prolapse, such as high McCall culdoplasty,
sacrocolpopexy, bilateral uterosacral ligament suspension. More
recently, the importance of subjective outcomes postsurgery,
using validated patient satisfaction with surgery has been
recognized and used to complement objective outcomes
(vaginal profile) after posterior IVS and SSLF for treatment
of apical prolapse.
Methods:
We conducted a comparative study of patients undergoing a
posterior IVS and SSLF for treatment of apical prolapse. All
patients gave informed written consent. The primary outcome
measure was objective cure rate of apical prolapse (total
vaginal length, and degree of prolapse). Secondary outcome
measures were overall and condition-specific quality of life
data (King’s Incontinence Questionnaire; Short Form 12 (SF-
12); EuroQoL5; Patient Global Impression of Severity and
Improvement, PGI-S, PGI-I). Perioperative complications were
recorded and data were obtained for cost and cost utility
analyses.
Results:
A total of 100 patients (32 posterior IVS and 68 SSLF) were
treated at 3 participating centers (regional hospitals and
university departments). Median duration of the procedure
was 21,0±3,1 minutes in the posterior IVS arm and 31.0±5.2
minutes in the SSLF arm (P<0.05). At 6 months the difference
in total vaginal length was 11.0±1.3 mm of patients after
posterior IVS compared with 3.0±0.2 mm after SSLF (P<
0.05). The difference in degree of prolapse was 2.2±0,16 after
posterior IVS compared with 3.4±0.21 after SSLF (P<0.05) by
system of POP-Q. Quality of life and health economic data are
being analyzed.
Conclusions:
The present study confirms that posterior IVS and SSLF are two
effective techniques for the correction of apical prolapse. Posterior
IVS showed superiority in terms of technique’s execution, surgery
duration and efficacy surgery outcomes. Attaching the vaginal vault
(or Cervix) to the sacrospinous ligament allows us to tacklemedium—
high POP cases, comparing with p-IVS suitable for low—medium
apical prolapse cases.
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Objective:
To investigate the reliability of Pelvic Floor Distress Inventory
(PFDI) and Pelvic Floor Impact Questionnaire (PFIQ) in Chinese
women suffering from pelvic floor disorders.
Background:
Women suffering from pelvic floor disorders have significant
impairment of their quality of life (QOL). A comprehensive
disease specific symptoms and QOL instruments for pelvic floor
disorders can not only assess the interrelated symptoms associated
with pelvic floor disorders but also to fully assess the impact of
the disease on the women. PFDI and PFIQ are the comprehensive
instruments assessing the symptoms, severity and impact of
different types of pelvic floor disorders, namely the pelvic organ
prolapse, urinary incontinence, urinary tract dysfunction, colorec-
tal-anal dysfunction on a woman’s activities and well-being. [1]
They are available in Western countries but have not been
available to Chinese population, which accounts for 20% of the
world’s population. This was a preliminary report on the internal
consistency and test and retest reliability of the Chinese version of
the two questionnaires.
Methods:
Approval to use the PFDI and PFIQ was obtained from the
original author, and the translation process and back-translation
has been completed according to standard procedure. Ethics
approval was obtained from local institution. All Chinese women
attending the Gynecology clinics of the study institute with pelvic
floor disorders were invited to join the study. Exclusion criteria
include an age of less than 18 years or mental incapacity. Written
informed consent was obtained prior to study entry. Subjects
completed the Chinese version of PFDI and PFIQ before they
were assessed by the attending physician. Clinical data and socio-
demographic data were obtained; followed by examination by the
physician. The questionnaires were administered again at four
weeks’ time before treatment was given. The reliability of the
scales is estimated by the internal consistency (Cronbach’s alpha)
and test-retest reliability (Spearman-Brown coefficient). Reliability
coefficients of .80 or above indicate that the test is reliable.
Results:
At the time of this report, 103 women completed the study. The
mean age of the women was 56.6±10.2 years. The chief
complain was pelvic organ prolapse in 49% and urinary
incontinence or other urinary symptoms in 51%. The scoring,
internal consistency and test-retest reliability of PFDI and PFIQ

were shown in Table I and II. There was high internal
consistency of all subscales of PFIQ and most of the subscales
of PFDI; and moderate to high correlation of test-retest scores of
both questionnaires.
Conclusions:
The internal consistency of the Chinese version of PFDI and PFIQ
was good. Further evaluation on the test-retest reliability and
validity of the questionnaires is pending.
References:
1. Barber MD, Kuchibhatla MN, Pieper CF, Bump RC. Psycho-
metric evaluation of 2 comprehensive condition-specific quality of
life instruments for women with pelvic floor disorders. Am J
Obstet Gynecol 2001; 185: 1388–95.

Table I. The scoring, internal consistency and test-retest reliability
of PFDI

PFDI 1st test
Score
Mean (SD)

2nd test
Score
Mean (SD)

Internal
consistency
(Cronbach’s a)

Test-retest
reliability
(ICC) %

P value

POPDI 86.8 (63.3) 81.5 (60.5) 0.89 0.79 <0.001

CRADI 83.6 (67.1) 85.6 (66.8) 0.86 0.77 <0.001

UDI 90.1 (52.8) 87.3 (52.5) 0.91 0.77 <0.001

Table II. The scoring, internal consistency and test-retest reliability
of PFIQ

PFIQ 1st test
Score
Mean (SD)

2nd test
Score
Mean (SD)

Internal
consistency
(Cronbach’s a)

Test-retest
reliability
(ICC) %

P value

POPDI 56.6 (88.9) 55.4 (87.1) 0.97 0.65 <0.001

CRADI 30.4 (58.5) 38.0 (67.2) 0.97 0.71 <0.001

UDI 111.1 (93.1) 106.0 (94.1) 0.97 0.74 <0.001
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Objectives:
To evaluate an infracoccygeal colpopexy procedure by tension-
free synthetic tape and a porcine dermal graft for vaginal apical
and posterior wall prolapse repair.
Background:
The placement of a tension-free vaginal tape for posterior wall, as
described by Petros in 2001 [1], allows the anchoring of the
vaginal apex. However, the risk of prolapse recurrence is
decreased for posterior compartment [2]. Furthermore, the
placement of a prosthetic mesh by vaginal route is associated
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with a high risk of mesh extrusion [3]. The use of dermal porcine
mesh should sharply decrease the risk of vaginal extrusion.
Methods:
We followed up a cohort of 35 women who have undergone a
prolapse repair surgery performed in 2004. We used a Baden
Walker classification for prolapse. The tape was a polypropylene
mesh (SPARC TM, AMS®). The iliococcygeus transmuscular tape
bilaterally supported the vaginal apex via an infra- and not trans-
ligamental (sacrospinous ligament) method. This vaginal tape
procedure, associated with a vertical incision in the posterior wall
of the vaginal apex, allowed the implantation of a biological graft
of porcine dermis forming a scaffold for tissue regeneration and
allowing the treatment of the rectocele (INTEXEN TM, AMS®)
(Figure 1).
Results:
Median follow up was 48 months (+/- 3) (94% patients follow up).
89% of the patients complained of a weight sensation linked to the
prolapse and 25% of obstruction defecation symptoms. Pre opera-
tively, there was 33% of each grades 2, 3 and 4 for rectocele and for
vaginal apical prolapse. Recurrence of the rectocele occurred in 3
(9%) patients, vaginal apical prolapse in 1 patient (3%). 3 patients
(9%) beneficed of second surgery (for prolapse recurrence). No mesh
extrusion was diagnosed (Table 1). One patient complained of
prolapse at last follow up, none about obstruction defecation
symptoms and one (3%) for dyspareunia. (Table 2).
Conclusion:
This trans-ischio-anal polypropylene tape and dermis porcine graft
is associated with a low rate of complication and re intervention
for recurrence, with good functional results.
References:
1. Petros PE (2001) Vault prolapse II: Restoration of dynamic vaginal
supports by infracoccygeal sacropexy, an axial day-case vaginal
procedure. Int Urogynecol J Pelvic Floor Dysfunct. 12(5):296–303.
2. Maher C, Baessler K, Glazener CM, Adams EJ, Hagen S (2007)
Surgical management of pelvic organ prolapse in women.
Cochrane Database Syst Rev. Jul 18;(3):CD004014.
3. Deffieux X, Huel C, de Tayrac R, et Al. (2006) Vaginal mesh
extrusion after transvaginal repair of cystocele using a pros-
thetic mesh: Treatment and functional outcomes. J Gynecol
Obstet Biol Reprod (Paris). Nov;35(7):678–84 [Article in
French]

Figure 1: inter rectovaginal mesh suture.

Table 1 Pre- and post-operational anatomical results and Table 2
Pre- and post operational functional results.

Table 1

N (% follow up) Preoperative 25 months
follow up

50 months follow up

35 35 (100%) 33 (94%)

Vault / Uterine prolapse

Stage 1 0% 34 (97%) 32 (97%)

Stage 2 33% 0 0

Stage 3 33% 1 (3%) 1 (3%)

Stage 4 33% 0% 0

Rectocele prolapse

Stage 1 0% 33 (94%) 30 (91%)

Stage 2 33% 1 (3%) 2 (6%)

Stage 3 33% 1 (3%) 1 (3%)

Stage 4 33% 0 0

Table 2

N (% follow up) Preoperative 25 months
follow up

50 months follow up

35 35 (100%) 33 (94%)

Prolapse symptoms 89% 6% 3%

Constipation 14% 3% 3%

Dyschesia 25% 3% 0%

Sexual Intercourse 62% 62% 40%

Dyspareunia 18% 18% 3%

0% de novo 0% de novo
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Objective:
To compare outcomes of two allograft, anterior vaginal wall
augmented procedures: bilateral sacrospinous hysteropexy and anterior
colporrhaphy versus vaginal hysterectomy and anterior colporrhaphy.
Background:
The use of graft materials to augment repairs may possibly
increase the success and durability of prolapse repair, especially in
the anterior compartment where there is a high failure rate.
Further, the role of hysterectomy in prolapse repair has not been
confirmed. This is concerning given that hysterectomy rates in the
United States have been declining, as more women choose uterine
preservation. This combined with an aging female population
warrants considering uterine preservation in prolapse repair.
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Methods:
33 consecutive women with≥2 Stage II pelvic organ prolapse who
underwent a bilateral ‘anterior approach’ sacrospinous hysteropexy
were compared with 51 women who underwent transvaginal hysterec-
tomy with modified McCall culdoplasty. After a midline colporrhaphy,
an allograft was secured using single permanent sutures placed 1.5 cm
medial to the ischial spines on both the right and left sacrospinous
ligament (SSL) and along the arcus tendineus fascia pelvis bilaterally in
both groups. In the hysteropexy subjects each SSL suture was secured
to both the allograft and to a fixation point on the ipsilateral vaginal
apex located 1 cm lateral to the cervix on both sides simultaneously
suspending the vaginal apices. Concomitant midurethral slings and
posterior repairs were performed as indicated. Changes in pre- and post-
operative POPQ staging were assessed using two-sample t-tests.
Results:
Mean age, BMI, and median parity were similar between groups.
There were no mesh erosions or significant complications in either
group.Mean follow-up was similar between groups, 19 and 17months
in hysterectomy versus hysteropexy, respectively. Anterior compart-
ment POP-Q staging for hysteropexy patients was significantly
improved over hysterectomy: Aa -2.55 vs. -1.75 p<.004, Ba -2.5 vs.
-1.75, p<.008. Total vaginal length was also significantly higher in the
hysteropexy group 9.52 vs. 8.13 p<.002. Apical and posterior supports
were similar in both groups postoperatively. The risk of recurrent
pelvic organ prolapse to the hymenal ring and beyond after one year
did not differ between the hysteropexy and hysterectomy groups:
uterine prolapse 6% vs. 8% (p=1.0), cystocele 10% vs. 29% (p=0.08)
and, rectocele 19% vs. 25% (p=0.62). Dysparuenia as measured by
Likert scales was not statistically different in the hysteropexy (28%)
versus the hysterectomy group (7%) at one year, (p=0.07).
Conclusion:
Postoperatively, hysteropexy with anterior allograft reinforced
colporrhaphy confers better anterior support and increased total
vaginal length over vaginal hysterectomy with anterior allograft
reinforced colporrhaphy. However, although not statistically
significant, there was a trend toward more dysparuenia in the
hysteropexy group.

362
SEXUALITY AND VAGINAL EUTOCIC DELIVERY
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Objective:
To evaluate the changes of the female sexuality 6 months after
vaginal natural delivery in primiparous women, searching for
specific anamnestic and obstetric factors associated with better
outcomes.
Background:
Albeit important, sexuality is often ignored in medical evaluation
of global health, even in gynaecology. Both women’s and the

couple’s sexual health are particularly neglected in the post-partum
period during the clinical counselling, letting women’s uncertain-
ties after hospitalization grow.
Methods:
Assessment of the patient’s sexuality was performed by using the
anonymous, verified, self-reported, Italian version of the Female
Sexual Function Index (FSFI) questionnaire. Sixty nulliparous
women were enrolled during the post-partum hospitalization. The
questionnaire was anonymously compiled by the patients at
enrollment and at 6 months after delivery, reguarding respectively
the pre-pregnancy and the post-partum sexuality. Demographic
and delivery data were retrieved from our department database.
For statistical revision, Student’s t-test was used.
Results:
46 patients (76,67 %) sent us back the 6-months questionnaire.
6 months after the vaginal eutocic delivery, all the sexuality
domains evaluated through the FSFI (desire, arousal, lubrication,
orgasm, satisfaction, pain) suffer a global lowering of 17,1 %.
Breastfeeding particularly seems to lower the score of arousal (-21.5
%), lubrication (-27.4 %) and satisfaction (-25.4 %) in a statistically
significative fashion (p<0.05). The Student’s t-test doesn’t correlate in
statistical significance for any FSFI domain about job and menstru-
ation resumption at 6 months after delivery. Also no statistical
significance (p>0.05) has been found for any FSFI domain about
the role of mid-lateral episiotomy, though an increase of 17.5% in
dyspareunia is observed inwomen in puerperiumwho have undergone
this procedure and a decrease of 31.8 % in women who haven’t.
Conclusions:
Sexual counselling in the pre- and post-partum evaluations need
real attention to both women’s and the couple’s quality of life.
Sexuality cannot be excluded from the professional figures that
care about women during pregnancy, delivery and puerperium.
Our data, especially about dyspareunia, confirm the necessity to
continue research in this field in order to gain a better
understanding on sexuality, reduce morbidity and improve the
post-partum global quality of life.
References:
1. R DeRogatis et al. Assessment of sexual function/dysfunction
via patient reported outcomes Int J Impot Res 2008(20): 35–44.
2. AM Connolly et al. Effects of pregnancy and childbirth on post-
partum sexual function: a longitudinal prospective study, Int
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Objective:
The aim of this retrospective analysis was to review patients who
had undergone a tension-free vaginal tape (TVT) or transobturator
approach operation (TOT) performed due to stress urinary
incontinence in terms of intraoperative complications, operating
time, subjective quality of life (according to the German IOQ-
questionnaire) as well as patient satisfaction.
Background:
Following the success of the tension free vaginal tape (TVT), there
has been considerable interest in technique modifications such as
the transobturator approach for implant placement. Proposed
advantages of the transobturator approach include improvement
of speed, safety and the reduction of obstructive complications.
Methods:
101 patients with SUI were reviewed in total, 46 patients with TVT-
procedure (operated between February 2001 and July 2008) versus 55
patients with TOT-procedure (operated betweenMarch 2004 and April
2008). Inclusion criteria: stress urinary incontinence and urethral
hypermobility. Exclusion criteria: greater grade II prolapse in any
vaginal compartment. Standard operative techniques were the Ulmsten
and Delorme techniques. Side information such as BMI, parity,
concomitant diseases and previous operations were also reviewed.
Results:
The response rate to the IOQ-questionnaire was 78.3%. Intraoperative
complications: TVT/TOT: bladder injury 3/0, pelvis hematoma 8/4.
Altogether the operative time of the TOT approach was significantly
shorter than of the TVTapproach (TVT=34 +/- 10.3 min; TOT =18 +/-
6,7 min; p<0.001). Subjective QOL according to the IOQ-questionnaire
turned out to be significantly enhanced with the TVT-procedure (on a
scale from 1 (best) to 100 (worst): Original QOL TVT=30.4 +/- 15,7;
TOT=37.3 +/- 16.2; p=0.034 and Extended QOLTVT=26.6 +/- 15.5;
TOT=34 +/- 16.7; p=0.026). Patient satisfaction was not proven to be
significant but relevantly different between both groups: 91 % of
TVT patients would advise the procedure to their friends, but only
77 % of TOT patients (p = 0.225). Patients’ characteristics regarding
BMI, parity, concomitant diseases and previous operations were
similar in both groups.
Conclusions:
Compared to the TOT-procedure the TVT-procedure showed
significantly better results regarding subjective QOL, but at the
same time the amount of intraoperative complications was higher
with TVT-procedure. Mean operative time was detected as 16 min
longer than in the TOT-procedure, mainly due to obligate
cystoscopy. Patients’ satisfaction was relevantly but not signifi-
cantly better in the TVT-procedure. Due to missing risk of bladder
injury with TOT-procedure cystoscopy is perhaps not obligate.
Efficacy regarding subjective QOL did not chang significantly
between both dates of investigation. Further studies with a greater
amount of patients appear to be necessary.
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Objective:
This research is an prospective study which was designed to
determine the effects of Percutaneous Tibial Nerve Stimulation
(PTNS) therapy (Neuromodulation) on quality of life and sexual
life of patients with chronic pelvic pain (CPP).
Background:
Chronic pelvic pain is a common condition particularly in
reproductive-aged women, causes disability and distress, and
significantly compromises quality of life and affects healthcare
costs (1,3). Neuromodulative therapies have been used with
moderate success in patients with chronic pelvic pain. Intermittent
Percutaneous Tibial Nerve Stimulation is a new, minimally invasive
treatment option, which has shown to significantly decrease
accompanying pain complaints in patients with lower urinary tract
dysfunction, such as urge incontinence or urgency/frequency (2).
Methods:
The study sample consisted of women who met inclusion criteria and
being treated due to pelvic pain at Istanbul University, Istanbul
Faculty of Medicine Gynecology and Maternity Department,
Gynecology Outpatient Clinic between January 2006-April 2008.
The sample consisted of an experimental group (n=12) and a control
group (n=12), total of 24 patients. The experimental group were
treated with PTNS one session in a week, total of 12 sessions, while
the control group did not receive any intervention. Data were
collected by Visual Analogue Scale (VAS), the McGill Pain
Questionnaire (MPQ), the SF-36 general quality of life questionnaire
and the Female Sexual Function Index (FSFI) at baseline and after
12 weeks of treatment. Statistical analysis was performed using SPSS
(Statistical Programme for Social Science) 11,5 for Windows.
Results:
The pain frequency and intensity in the experimental group who
underwent PTNS decreased considerably (VAS=Before treatment
ZMWU=- 0.46 p=0.72; After treatment ZMWU=- 3.61 p=0.00; MPQ
PRI=Before treatment ZMWU=- 0.49 p=0.62, After treatment
ZMWU=- 2.46 p=0.01; MPQ PPI=Before treatment ZMWU=- 0.03
p=0.97, After treatment: ZMWU=-3.31 p=0.001). These women
also reported better quality of life. There was a considerable
improvement in role-physical, emotional functioning, mental health,
social functioning and pain subscales of SF 36 (SF 36 Role-
Physical=Before treatment: ZMWU=-0.93 p=0.35; After treatment:
ZMWU=-2.62 p=0.009; Emotional Functioning=Before treatment:
ZMWU=-0,53 p=0,59; After treatment: ZMWU=-2,71 p=0.007;
Mental Health=Before treatment: ZMWU=-0.06 p=0.95; After
treatment: ZMWU=-2,54 p=0.01; Social Functioning=Before treat-
ment: ZMWU=-1.14 p=0.25; After treatment: ZMWU=-2.71 p=0.04;
and Pain=Before treatment: ZMWU=-0.94 p=0.,34; After treatment:
ZMWU=-3.31 p=0.001). There was not any improvement in total
FSFI and other subscales, except the pain subscale (FSFI Pain=
Before treatment: ZMWU=-0.15 p=0.87; After treatment:
ZMWU=-2.35 p=0.01). We determined in our study PTNS was
improved the quality of life of women with chronic pelvic pain by
decreasing the intensity of pain and contributed to perform their
daily activities more comfortable.
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Conclusions:
PTNS is a type of treatment which contributes to the quality of life of
women with chronic pelvic pain by decreasing the intensity of pain.
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Objective:
To evaluate the short term outcome of an electrical stimulation and
biofeedback program for pelvic floor muscle rehabilitation.
Background:
Urinary incontinence is a common problem, affecting up to two-
thirds of all women (1). The prevalence of fecal incontinence in
women 15 to 64 years is 1.7 per 1000. Eight out of ten cases have
an adverse obstetric history associated to symptom onset (2).
Treatment options range from conservative to surgical manage-
ment, an option of conservative treatment is biofeedback and
electrical strengthening of the pelvic floor muscles (3).
Methods:
A descriptive, observational study of 101 consecutive cases, 43
patients with stress urinary incontinence and 58 patients with fecal
incontinence, from October 2002 to October 2008 at the Instituto
Nacional de Perinatología in Mexico City. A visual analogue scale
from 0 to 10 was used to describe the basal state, with a subjective
percentage improvement rate from 0 to 100%. Patients must have
had a minimal of four sessions and a maximal of twelve. The
improvement at the end of the sessions was compared.
Results:
Of the forty three patients with stress urinary incontinence twenty
four patients received intravaginal electrical stimulation for pelvic
floor muscle strengthening and biofeedback, 6 patients received

intravaginal electrical stimulation alone and 13 patients biofeed-
back. The mean age was 45.6 years (range 29–75), mean BMI
26.9 (range 22–34.1) and the mean pelvic organ prolapse stage
was 2 (range 0–2). Five patients (7.5%) had previous antiinconti-
nence surgery. The mean improvement at the end was 85% (range
20–100). Thirty eight patients reported an improvement equal or
more than 60% and 35 more than 80%, only 5 patients had no
improvement. The patients with stress urinary incontinence had a
significant improvement (more or equal to 60%) comparing the
initial to the final state (p<0.001) in the three groups. Forty seven
patients with fecal incontinence received electrical muscle
strengthening and biofeedback. Ten patients received only
electrical muscle strengthening and one patient received an
inhibitory TENS cycle. The mean BMI was 27.4 (range 20–42)
and the mean pelvic organ prolapse stage was 2 (range 0–3).
Fifteen patients (25.8%) had previous proctologic surgery. The
mean improvement at the end was 83.6%. Most of the patients
(94.8%) achieved at least 60% improvement from the baseline
state and 75.8% of the patients at least 80%, 3 patients showed no
improvement. There was a significant improvement (more or
equal to 60%) comparing the initial to final state (p<0.0001).
Conclusions:
Electrical stimulation and biofeedback therapy has good results,
with self reported improvement of 60% or more at the end of
program in 86% of the patients with stress urinary incontinence
and 94.8% of the patients with fecal incontinence.
References:
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Objective:
To compare the efficacy of 2 non-elastic retropublic slings in the
management of intrinsic sphincter deficiency: I-STOP and
Anterior IVS.
Background:
Retropubic slings are commonly recommended for patients with
urethral hypermobility and intrinsic sphincter deficiency (ISD).
Inherent mesh characteristics such as filament structure, pore size
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and type of material have been shown to be significant factors
regarding success and erosion rates. Elasticity is the ability of a
material to deform under external stress but return to its original
shape. The term “non-elastic” tape is used synonymously as “non-
deformable”mesh in the Urogynecologic literature and this
property plays a role in its tensioning ability. The use of a
polypropylene tape with minimal elasticity allows for a more
precise individualized tensioning in order to improve sphincteric
function[i]. We investigated the efficacy of 2 commonly used
non-elastic slings: Type 1 I-STOP suburethral sling (CL
Medical) and Type 3 IVS (Tyco/US surgical) for the treatment
of ISD.
Methods:
Our Urogynecologic clinical database was queried for all patients
with: stress incontinence with uretrhal hypermobility and maximal
urethral closure pressure (MUCP)≤20 cm H2O and valsalva leak
point pressures (VLPP)≤60 cm H2O who underwent Anterior IVS
or I-STOP slings. Patients’ demographics such as age, parity,
history of previous urogynecologic surgery, as well as patient self-
assessment responses, incontinence episodes per day, pad use per
day, results of standardized stress test (ST) and presence of
postoperative urgency and urge incontinence were obtained.
Success was defined as: cured or greatly improved on patient
self-assessment, no incontinence episodes/day, no daily pad use
and a negative ST. A 2-sample t-test or Wilcoxon rank sum test
was used to compare continuous measures. A Pearson Chi-square
test or a Fisher’s exact tetst was used for comparing success rates
within each category, as well as comparing pre and post-opertaive
urge incontinence rates. All analyses were performed using SAS
software (Cary, NC) or R 2.5.1 software.
Results:
Between I-STOP and IVS, a total of 318 slings were performed
from March 2001 and January 2009. Of these, 187 patients (73 vs.
114, respectively) with follow-up time >/= 6 months were
included for analysis. Mean post-operative follow-up period was
73 weeks (range 24–240 weeks). Anterior IVS patients were older
(72.9 vs. 68.6 years, p=0.009). There was no difference in height,
weight, parity, or menopausal status. I-STOP patients fared better
than IVS patients, based on self-assessment ratings (93.2% vs.
81.6%, p = 0.026). There was no difference in any of the remaining
outcome measures (Table 1). De novo urge incontinence rates were
similar in each group (22.2% vs. 18.9%, respectively, p = 0.68). There
were eight erosions requiring excision in the IVS group and none in
the I-STOP group.

Overall I-STOP Ant IVS

Success Rates N (%) N (%) N (%) p

Self-Assessment 161(86.1) 68 (93.2) 93 (81.6) 0.026

Incontinence/day 154 (82.4) 62 (84.9) 92 (80.7) 0.46

Pads/day 160(85.6) 64 (87.7) 96 (84.2) 0.51

ST 184(98.4) 73 (100) 111 (97.4) 0.28

Conclusion:
I-STOP suburethral sling demonstrated better success rates than
Anterior IVS sling based on patient self-assessment scoring. There
were no differences in incontinence episodes per day, pad use per
day, ST, or de novo urge incontinence. The low complication rate
and high success rate demonstrates the utility of the I-STOP sling
in patients with ISD.
References:
1. Rechberger, T et al. A randomized comparison between
monofilament and multifilament tapes for stress incontinence
surgery. Int Urogynecol J (2003) 14 432–436
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Objective:
Polyvinylidene flouride (PVDF) has some advantages in comparison
to polypropylene which is actually mostly used in pelvic floor surgery:
Background:
PVDF is stronger, heavier and more resistant against degradation,
has little inflammatory activity and decreased risk for bridging so
that smaller pores can be realized.
Methods:
The requirements of an optimised implant are compiled and the
appropriate developments are executed. The validation of the
developments is resulted with the help of new measurement
methods and analysing processes and is to be tested in clinical use.
In a prospective study 249 tapes and meshes (124 anterior tapes,
11 median tapes, 42 posterior tapes, 72 prolaps-meshes) were
implanted. The patients had a follow-up after 6 weeks to
3 months.
Results:
Based on the requirements of alloplastic materials for use on the
pelvic floor (less inflammation and fibrotic body reaction,
reduced shrinkage, non-resorbable) and the demanded structural
attributes (no sharp edges, big pores, low elasticity, high form
stability) 4 implants was developed and produced with PVDF-
material. This could be confirmed in clinical use of the products.
In the follow-up study no infection, no erosion to bladder,
urethra or rectum could be observed. In 3 cases (1.2%) a vaginal
extrusion was treated by local excision and conservative
treatment. An enduring well reconstruction at the treated site
could be documented in all patients.
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Conclusions:
With an extrusion rate of 1.2 %, good handling of the material in
clinical use and satisfying success significant improvement has
been achieved by application of structural optimized PVDF-
implants.
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Objective:
The objective of our study is comparison of QoL after different
techniques of prolapse surgery. The operations under discussion
were Prolene transvaginal meshes (Prolift anterior, posterior
and total).
Background:
Pelvic organ prolapse is a fairly common condition affecting
substantial part of Caucasian population of which 11% undergo
the operation for this condition. The most important achievement
of last decade’s development seems to be the introduction of
transvaginal mesh techniques, which should be able to prevent
recurrences not reducing quality of life after the operation. The
assessment of QoL becomes essential part of any study evaluating
the results of reconstructive surgical procedures as subjective
patients´ comfort seems to be superior to the optimal anatomic
effect.
Methods:
Ethics committee approved our study including the Informed consent.
Prospective, multicentre study with planned set of 500 patients
divided according to the prevailing type of descent. Examination set
up comprises history including above mentioned questionnaires,
urodynamics according to ICS standards and ultrasound (according to
EUGA recommendations). Magnetic resonance scan was used in all
patients in B group. All patients filled in questionnaires (PISQ, UIQ,
CRAIQ, POPIQ) preoperatively and three months after the surgery.
Duration of surgery; intraoperative, early and late complications rate
of standardized operations have been documented and statistical
evaluation followed (contingent squares, parametrical analysis for
quantitative magnitude levels, classic regression analysis and logistic
regression with SAS 9 pack ANOVA and t-tests). Our study is
registered at FDA.

Results:
In our prospective study we operated until now on substantial part
of the planned cohort: Group A—108, Group B—113, Group C—
109, together 330 patients. The extensive database contains a
complete dataset of 87 patients of our own centre. We used Prolift
anterior in 31 patients (A), methods of vaginal cuff suspension in 15
cases (B) and Prolift posterior in 41 women (C). The demographic
data show the homogenous distribution as presented in Table 1.
Mean duration of procedure was A—57 mins, B—67 mins, C—
49 mins and mean blood loss during it was A—119 ml, B—115 ml,
C—70 ml. Table 2 shows the rate of intraoperative, early and late
postoperative complications. Concerning the evaluation of QoL
questionnaires, following results of statistical comparison were
found: PISQ—no significant difference between the domains of
sexual life before and after the operations was found. On the other
hand, there were statistically significant differences in mean quality
of life parameters in UIQ, CRAIQ and POPIQ (UIQ—urinary tract
functions, CRAIQ—bowel functions and POPIQ—pelvic organs
prolapse symptoms perception). The results before the procedure are
shown in the upper panel of graph 1 and the same parameters
3 months after the procedure are shown in the lower panel.

Table 1: Demographics in a comparison of both groups

Group Variable Mean Min Max

A Age 64.22 33 88

BMI 28.02 21.9 41.5

Para 2.06 1 3

B Age 64.57 54 82

BMI 27.69 18.6 35.7

Para 2.21 2 3

C Age 65.56 36 83

BMI 27.6 17.7 38.1

Para 1.9 1 3

Table 2: Rate of complications

A B C P

Excessive blood loss 3/32 4/14 1/41 0,015

Bladder injury 2/32 0/14 0/41 0,28

Bowel injury 0/32 0/14 1/41 1

Pelvic hematoma 0/32 0/14 0/41 -

Infectious complications 0/32 0/14 0/41 -

LUTI’s 0/32 0/14 0/41 -

Protrusion 2/28 1/11 1/37 0,47

Prolapse recurrence 5/28 5/11 5/37 0,025

SUI de novo 9/28 2/11 6/37 0,42

OAB de novo 2/28 3/11 4/37 0,26

Pelvialgie 5/28 1/11 0/37 0,012

Dyspareunia 2/28 1/11 0/37 0,15
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Graph 1: Qol parameters of UIQ, CRAIQ, POPIQ before the
procedure (upper) and 3 months after the operation (lower).

Conclusions:
According to our preliminary results novel transvaginal mesh
techniques for the treatment of prolapse have unquestionable
benefit on quality of life with an acceptable rate of complications.
This study was supported by the Grant of Ministry of Health No.
9309–3.
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Objective:
To compare urinary symptoms and urodynamic parameters
between women with urodynamic stress incontinence (USI) and
those with USI and detrusor overactivity (UMI).
Methods:
Women with lower urinary tract symptoms were studied
retrospectively. Only women with a diagnosis of USI and
UMI were included in the study. Urinary symptoms of
frequency, nocturia were recorded from the patient. Urgency,
urge and stress urinary incontinence were assessed using a 4
point scale. The pad usage as well as the urodynamic
parameters were also analysed. The uroflowmetry parameters
studied were Q max and voided volume. The filling and
voiding phase parameters studied were first sensation to void
(FS), maximum cystometric capacity (MCC), detrusor pressure
at MCC, Q max and detrusor pressure at Qmax (pdet Qmax).
Pelvic organ prolapse, previous vaginal surgery, pregnancy,
anticholinergic therapy or neuropathies, urinary tract infection
were exclusion criteria. All terms, definitions are in accordance
with the International Continence Society.
Urinary symptoms and urodynamic parameters were compared
between women with USI and UMI using a Mann Whitney U
test. A SPSS version 14 software was used for statistical
analysis.
Results:
Three thousand four hundred and twenty-eight women were
studied. Only 2114 women were included in the study. One
thousand four hundred and fifty-three women, mean age 52 (range
44–63) years had USI whereas 661 women, mean age 53 (range
46–67) years had MUI. Urinary symptoms of nocturia, urgency,
urge urinary incontinence were significantly less common in
women with USI compared to those with UMI (p<0.001). Women
with UMI had a significant reduced FS, MCC and Qmax
compared to the USI group (p < 0.001).

Table 1. Urinary symptoms between women with urodynamic
stress incontinence and urodynamic mixed incontinence.

USI Median
(IQR)

UMI Median
(IQR)

P
value

Demographic
characteristics

N=1403 N=661

Age 52 (44–63) 53 (46–67) 0.5

Frequency 7 (4–9) 8 (5–9) 0.7

Nocturia 1 (1–2) 2 (0–3) 0.004

Stress urinary
incontinence

2 (0–2) 1 (0–2) 0.003

Urge urinary incontinence 0 (0–1) 1 (0–2) 0.001

Urgency 1 (0–1) 2 (0–3) 0.001

Number of pads 1 (0–2) 1 (0–2) 0.6
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Table 2. Urodynamic parameters between women with urody-
namic stress incontinence and urodynamic mixed incontinence.
Values are expressed as mean and standard deviation (SD)

USI Mean
(SD)

UMI Mean
(SD)

P
value

Urodynamic parameters N=1453 N=661

Qmax (ml/s) 19.6 (± 16) 16.8 (± 14) 0.02

Voided volume (ml) 225 (± 208) 196 (± 187) 0.09

First sensation to void (ml) 223 (± 106) 188 (± 96) 0.001

Maximum cystometric capacity
(MCC) (ml)

498 (± 264) 449 (± 106) 0.001

Pdet at MCC (cmH20) 6 (± 24) 4 (± 7) 0.001

Q max (ml) 21 (± 14) 19 (± 15) 0.002

Pdet @ Qmax (cm/H20) 24 (± 30) 24 (± 20) 0.5

Conclusions:
Our study suggests that women with UMI might have an abnormal
sensory function compared to women with USI. The increased
Qmax in women with USI might be explained by a reduced
urethral resistance during void. However, further studies and
research are still needed to confirm our hypothesis.
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Objective:
We assessed patients’ views on various aspects of outpatient clinic
correspondence including receiving copies of outpatient letters
sent to other clinicians, having any such letter dictated in front of
them and the concept of patient held medical records .
Background:
There is an increasing trend for patients to become equal partners in the
decision making process regarding their care and the treatment they
receive; this undoubtedly necessitates greater patient involvement. It is
a UK Government Department of Health’s policy that copies of
correspondence between clinicians regarding an individual patients
care should be copied to the patient in question (1). Conflicting views
between clinicians have been expressed including fears that such
letters may cause confusion to patients as a consequence of them not
understanding medical terminology(2). We ran our own survey in a
busy outpatient urology clinic to explore patients’ views regarding
different aspects of outpatient clinic correspondences.
Methods:
458 patients attending urology outpatient clinic appointments were
asked to fill a standard questionnaire. They were asked if they
wished to receive a copy of any outpatient department correspon-
dence and if so what form of correspondence (postal or e-mail)

would they prefer. We also asked our patients if they preferred to
be present when their treating doctor dictated the letter and if they
were willing to pay small nominal fee to help with the expenses of
copying a letter to them (£1, $1.44, 1.14 Euro)
Patients views regarding the concept of patients gaining owner ship
of their medical notes was also assessed. This is already policy in
many obstetrics and gynaecology departments and we were keen to
know whether this would be of appeal to a wider group of patients.
Results:
Out of the 458 completed questionnaires, 139 were new patients
and 319 patients were coming for a follow up visit. The majority of
our patients 394(86%) were in favour of receiving copies of
outpatient correspondence. 408 patients (89%) expressed a prefer-
ence to receive letters while only 50 patients preferred e-mails. Of
those patients wishing to receive copies of correspondence, (57%)
wished for this correspondence to be dictated in front of them and
(59%) were willing to pay to receive such a service. Only around
(25%) of our patients were keen to be responsible for their notes and
to bring them to each out patient clinic,
Conclusion:
Whilst the majority of our patients are in favour of receiving
copies of outpatient correspondences, there is little enthusiasm for
patient held urological notes. More than half of our of patients
opted to be present during the dictation of the clinic which offers
the added advantage of allowing explanation of medical terms and
ensures patient physician agreement. We recommend that all
patients be sent copies of all correspondences relating to their care
and that patients should be invited to be present during such
dictation.
References:
1. Department of Health. Copying letters to patients. 2006
2. White, P. Copying referral letters to patients: prepare for
change. Patient Educ Couns. 2004; 54:159–61.
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Objective:
Aim of our study was to plot the patients’ journey through primary
care, exploring time taken to present, investigations and treatments
offered before being referred to secondary care. We also wished to
explore the differences in treatment offered by ethnicity of the
patient in primary care.
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Background:
Majority of patients with urinary incontinence will seek first line
professional help from their general practitioners. Around 6–8000
adults experience urinary incontinence in an average Primary Care
Trust population. Studies have shown that this is an underestima-
tion of the prevalence of incontinence in the population. There are
also indications in the literature that many patients with urinary
incontinence do not get the optimal treatment available, in spite of
recommendations for assessment and treatment in primary and
secondary care set out by the UK’s National Institute for Clinical
Excellence (NICE) guidelines.
Methods:
A retrospective study from records of female patients 18 yrs and
above with computer record codes for urinary incontinence was
carried out. This inner city general practice caters for 5000
women, 50% of these are from an ethnic minority background. To
determine if there were differences in presentation and treatments
offered by ethnicity we aimed to review 100 records each in the
Asian and Caucasian groups. Of the 300 patients identified using
the codes, 70 were Asians. Of these only 30 records were actually
found to have been correctly coded for urinary incontinence in the
Asian group. These were then compared with the records of 40
Caucasian women.
Results:
The mean age was similar Asians (53 yrs) vs. Caucasians (59 yrs)
(SD 11vs 15).
Overactive bladder and mixed urinary symptoms were more
predominant in both groups (25/30 and 30/40). None of the Asian
women were referred to secondary care on the first visit (0% vs.
37.5%) diff 37.5 (CI 18.1, 56.9). However when they were
eventually referred, the median time for referral was 105 days (7–
1275), compared to (0–30) for Caucasians (p=0.002). Treatment
in primary care was basic. Less than 10% had their urine tested for
infection. 4.2% were given advice on pelvic floor exercises and
only 1 patient was given advice on weight reduction. Over half of
the women were given anticholinergic drugs. There was no
difference by ethnicity in the treatments offered.
Conclusions:
Fewer women than expected were identified .Asian women were
less likely to be referred to secondary care. The treatment offered
in primary care is sub optimal and needs to be addressed with a
proactive approach to diagnosis and management by educating
primary healthcare professionals.
References:
1. O'Donnell, M., L. Viktrup, et al. (2007). "The role of general
practitioners in the initial management of women with urinary
incontinence in France, Germany, Spain and the UK." European
Journal of General Practice 13(1): 20–26.
2. http://www.nice.org.uk/Guidance/CG40
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Objective:
The aim of the present study was to evaluate the safety and
efficacy of a new tension-free procedure (CONTASURE NEE-
DLELESS) for the surgical treatment of stress urinary inconti-
nence (SUI) , and to review our data in patients with a minimum
follow up of 2 year. With this procedure we tried to avoid the
major complications during the surgery (TVT/TOT), when passing
the needle via the transobturator route but keeping the Tension
Free concept. And we simplify the TOT tecnique since only a
single incision is needed to perform this procedure.
Background:
Before and after the treatment, the patients were evaluated under a
clinical study protocol consisting in a urogynecology clinical
history, quality of life questionnaire, (preoperative ICI-Q (QoL):
7.45 (4–21) and Sandvick Test: 6.8 (2–12)), the clinical
classification under Ingelman-Sundberg, urethral mobilization
study with Q-tip test and urodynamic study. We excluded patients
with ISD and recurrent urinary incontinence.
Methods:
The intervention consist of placing under the midurethra a
macroporus monofilament polypropylene sling of 12 cm length
and 1,4 cm wide, with Pocket Positioning System in the lateral
sides of the mesh that allows to anchore the sling. In this group of
patients local/regional anaesthesia was used. After applying
anaesthesia, a longitudinal 2 cm incision is made in the anterior
vaginal wall. Through this incision the paraurethral spaces are
dissected, a Surgical Forceps (Koher) is introduced in the Pocket
system at the edge of the mesh. Then the sling is introduced
through the dissected spaces and penetrate at 45º from the
horizontal plane and the Internal Obturator fascia is perforate
with the surgical forceps. A total of 245 female patients underwent
a Contasure Needleless sling (Neomedic International, Spain). We
present safety and efficacy data on 58 patients who have reached a
minimum follow-up of 2 year. Mean age of the patients was
61.8 years (42–81), parity: 2.8 (2–7).
Results:
After a mean follow up period of 24 months, 51 patients (87.9%)
achieved cure of stress incontinence (objective and subjective), 2
of them (3.4%) improved. A total of 5 patients (8.6%) were not
objectively cured. Mean operating time was 7 min (range 4 -20).
ICI-Q (QoL) 1.9 (0–14) and Sandvick Test 0.6 (0–6). No bladder
lesions or intraoperative complications occurred. No urinary
retentions during inmediate post operative happened. One patient
had a mild hematoma. Mean hospital staying was 1.1 days (range
1–3). There were no cases of inguinal pain. As late complications
there were 2 partial mesh erosion (3.4%), the 2 of them solved
with local estrogens.Two patients had de novo urge incontinence.
Three patients had UUI in treatment with anticolinergics.
Conclusions:
Preliminary reports (1) suggest that the technique of midurethral
synthetic sling placement of Needleless is reproducible, easy to
master, and minimally invasive with respect to other tension free
procedures. Patient surgical morbidity decreases with this tech-
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nique with less peri operative and post operative complications.
Two year follow up results are the same that other tension free
procedures(TVT/ TOT), and no change in success rates regarding
1 year follow up cases (245 patients),are observed (2, 3). Further
experience to have a clear view of mid term results, and further
studies with longer follow up are needed.
References:
1. Needleless: A New technique for correction of urinary
incontinence. Randomized Controlled Trial Compared with TVT-
O.Preliminary Results.IUGA 2007, Cancun, Mexico.
2. Minimal invasive surgical technique without Needles: (Con-
tasure Needleless) for the surgical treatment of stress urinary
incontinence: A multicentric trial. European Urology. EAU 2008 ,
Milan ,Italy.
3. A new minimal invasive surgical technique without Needles for
the surgical treatment of Stress Urinary Incontinence: Preliminary
Results Needleless sling. Neurourology and Urodynamics.ICS
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Objective:
The purpose of the study was to compare anatomic result of
anterior colporrhaphy with and without mesh.
Background:
The traditional anterior colporrhaphy have a high recurrence rate.
This problem has been sought to be resolve by use of artificial
mesh. Until today the place of mesh in primary repair of prolapse
is unknown because of lack of data. We conduct a case control
study with primary target to determine the recurrence rate of
anterior wall prolapse repair , by midline plication (MP) and by
mesh and secondary target to assess feasibility of repair with
mesh.
Methods:
Between January 2006 and December 2008 77 women had
anterior coloporrhaphy with mesh and 53 by MP. The meshes
used were Avaulta by Bard and Prolift By Gynacer. The decision
which mesh to use was based on the size of anterior vaginal wall.
Midline plication was done traditionally. Mesh was introduced as
recommended by the manufactures. All women had pre and post
operative prolapse, urinary and bowel symptoms assessment,
prolapse quantification measurement (POP-Q) Urodynamic stud-

ies were done in those patient that suffered from stress
incontinence and were planed to mid urethral sling placement.
Results:
Median follow up was 5.3 (1–17) month in MP group and 5.8 (1–24)
month in the mesh group . 11 patient drop from follow up in MP
group and 9 in mesh group. Age, parity and weight of heaviest baby
delivered did not defer s between groups. Recurrence of prolapse
reaching stage II by POP-Q system occur in 39% (16/41) inMP group
and in 6% (4/68) in mesh group( p<0.0001) . Extrusion of mesh was
in 2.9% (2/68). There was no case of occult stress incontinence inMP
group and 14.7% (10/68) in the mesh group (p 0.013). There was one
bladder perforation 1.9% in theMP group and non in the mesh group.
Blood loss was greater in the mash group by 0.86 g% ( p 0.0012) The
influence of anterior repair on overactive bladder syndrome was the
same in both groups.
Conclusion:
Our study shows a significant major successes of anterior vaginal
wall repair with mesh with a very low complication rate.
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Objective:
Avariety of pelvic floor operations, in particular colporraphies, are
being applied to the menopausal patients for the treatment of
pelvic floor defects. The prevalence of dyspareunia increases after
transvaginal reconstructive pelvic surgeries [1]. De novo dyspar-
eunia is a neglected problem in the menopausal patients. In this
study, we aimed to determine the prevalence of dyspareunia
among patients who had colporraphy anterior and/or colporaphy
posterior surgery for pelvic organ prolapse (POP) in the
menopausal patients.
Background:
The study included 97 women who had colporrhapy anterior ,
posterior or both between the dates of May 2004 and February
2007 in the Clinic of Gynecology and Obstetric of Ankara Ataturk
Teaching and Research Hospital. All patients gave an informed
consent and ethical committee of the hospital accepted the study.
Methods:
Preoperative evaluation included a complete clinical history,
urogynecologic examination (stress test, Q-tip test), urodynamic
studies (cystometry and uroflowmetry) and pelvic ultrasonogra-
phy. The pelvic organ prolapse was evaluated with pelvic organ
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prolapse quantification (POPQ) system. All patients responded to
the Pelvic Organ Prolapse/Urinary Incontinence Sexual Question-
naires-12 (PISQ-12) which had already been validated for Turkish
women. The patients were controlled 3, 6 months and annually
after the operation again with the same methods as in the
preoperative period. The patients were operated by the consultant
surgeons of the clinic and levator plication was a standart
procedure for colporrhapy posterior operation.
Results:
The mean age of the study population was 48.8 years (range
44–65). Fortyfive women (51.2%) were sexually active whereas
42 women (48.3%) were not sexually active. In order to
evaluate the dyspareunia complaint , the study was carried on
the sexually active group. Colporrhapy anterior, posterior and
antero/posterior operations were undertaken at 3, 10 and 32
postmenopausal patients, respectively. One patient (2.2%), 7
patients (15.6%) and 14 patients (31.1%) complained of de
novo dyspareunia after the colporrahapy anterior, colporrhapy
posterior and colporrhapy anteroposterior, respectively. Twen-
ty-three patients did not report de novo dyspareunia (51.1%),
however, a total of 22 patients (48.9%) reported de novo
dyspareunia after the surgeries.
Conclusions:
Dyspareunia was a significant complaint in postmenopausal
patients who had posterior repair when compared with anterior
repair. This could be very much related to the levator
plication. The deteriorating effect of levator plication has
been reported in a recent review[2]. Hence, levator plication
should not be a part of pelvic floor surgery in the postmenopausal
patients.
References:
1. Abramov Y, Gandhi S, Botros S, Goldberg R, Sherman W,
Rurak M, Sand P. (2005) Do alterations in vaginal dimensions
after reconstructive pelvic surgeries affect the risk for dyspareu-
nia? Am J Obs Gynecol 192(5)May 1573–1577
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logical operations: Do they improve sexual life, Eur J Obs & Gyn
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Objective:
To assess the effectiveness of postnatal classes designed to
improve continence, emotional/ sexual dysfunction following
childbirth and the adherence of the women to this programme.
Background:
Bladder and bowel problems are common in women postnatally.
Sexual dysfunction is also prevalent with around 20% of women
affected, while traumatic stress responses are found in around
33%. Despite these disabling problems most women do not seek
help. Research suggests that educating women about pelvic floor
muscle exercises (pfme) and bladder training reduces the risk of
incontinence, supervised pelvic floor physiotherapy is an effective
treatment, and learning in a supportive peer group environment
can be an effective way of disseminating information. This joint
physiotherapy, psychology and obstetric initiative commenced in
2006 in a district general hospital to identify women who may be
at risk of developing urinary or bowel, emotional or sexual
dysfunction following delivery and offering them support and
help. Data collection and evaluation of the service has been
undertaken since its inception.
Methods:
Participants are identified by a risk assessment form and
scored by considering factors such as instrumental delivery,
prolonged 2nd stage and birth weight. High-risk women are
invited to the classes at 6 weeks postnatal. Two classes are held
in the community by a specialist physiotherapist and include
educational and practical sessions on bladder and bowel
dysfunction, pelvic floor muscle exercises, and a discussion of
psychological and emotional issues. A symptom questionnaire
(adapted from the Kings, Manchester questionnaires and the
DSM-1 V criteria for PTSD) to determine the level of bladder,
bowel, sexual and emotional difficulties is completed at entry
and at 6 months. Quantitative and qualitative data is collected
and audited
Results:
In total, 171 women attended the postnatal classes over an
18 months period. 65% of women have problems with urinary
incontinence affecting their life. These problems include frequen-
cy, urgency, urge and stress incontinence. Over 6 months there
was a 40% reduction in bladder symptoms. Similarly, 54% of
women have significant problems with their bowels including
faecal urgency, leakage, passive soiling, flatus incontinence and
straining to defecate. After 6 months only 27% of women still
experienced bowel problems (Figure 1). At least 60% of women
were experiencing perineal pain and vaginal discomfort while
34.5% have dyspareunia (pain and discomfort with sexual
intercourse) which was affecting their relationship and resumption
of sexual intercourse. With physiotherapy and pelvic floor muscle
exercises there was at least 30% reduction in symptoms. While
majority of women were not suffering significant post-traumatic
stress disorders, 12% have a completely negative memory and
56% some negative memories of their delivery. Anger is a
powerful emotion and 6% of the women still experience anger
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as the dominant emotion when they think about their delivery
while 8% express sadness.
Data at 6 months revealed 70% of women practising pelvic
floor muscle exercises occasionally and 30% regularly. Evalu-
ation showed a high satisfaction rate with over 90% of women
rating the classes and information as helpful or extremely
helpful.
Conclusions:
More than half the women in the high risk group have significant
physical symptoms including urinary, bowel, sexual problems and
perineal discomfort following delivery. Postnatal classes are a cost
effective intervention in this population of women giving
improved outcomes and a high level of satisfaction. Women
perform pfme more frequently when involved in a pfme
programme.
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Objective:
To assess feasibility and results of mid-urethral sling placement for
stress urinary incontinence (SUI) in adult women after transurethral
injection therapy failure.
Background:
To date, only one paper has reported three cases of TVT
procedures after previous urethral injection, with unchanged
results [1].
Methods:
Eleven patients were operated from mid-urethral sling placement
after at least one transurethral injection therapy, from January
2005 to February 2008. Injections were performed for moderate
non-daily SUI, or according to patient willingness, or for SUI
surgical history. Mean age at the time of surgery was 59.9 years
(range 33 to 84).
Results:
Mean operative time, including control cystoscopy time during
TVT placement, was 26 minutes (20–35). There were no peri-
operative complications, nor problems for dissection or tape
placement. At a mean follow-up of 9.9 months (5–20), 9/11
(81%) patients were dry with no lower urinary tract disorders.
Conclusion:
SUI treatment by mid-urethral sling after transurethral injections
failure is feasible not bothered by the injected material and
effective at short-term.

References:
1. Fianu-Jonasson A, Edwall L. Stress urinary incontinence:
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Objective:
To compare surgical morbidity and time, as well as anatomical
outcomes between vaginal hysterectomy and uterine preservation
(hysteropexy) in the treatment of uterine prolapse using a mesh kit
(Nazca® R).
Methods:
Design: Randomized Controled trial.Population: 31 women with
uterine prolapse POP-Q stage 3 or 4 pelvic organ prolapse who
underwent vaginal surgery using tipe I polypropilene mesh
(Nazca®), were randomized in 2 groups: group VH: vaginal
hysterectomy and pelvic reconstruction floor with mesh (n=15);
group HP: hysteropexy and pelvic reconstruction floor with mesh
(n=16). Race, miccional urgency, constipation intestinal, sacral
pain were assessed with Fisher’Test. To compared the index of
QQL King’s Health was used the Wilcoxon test within each group
and the test of Mann-Whitney between the groups. For the
comparison between the groups in the amount of bleeding and the
surgical procedure was used Mann-Whitney test.
Results:
Median follow-up was 9 months on both groups. No difference was
observed on complication rates and functional outcomes. Operation
time was 120 minutes to group I, versus 58.9 minutes to group II
(longer in group I, p<0.001, Mann-Whitney test ) and intra-
operative blood loss was 120 mL on group HV versus 20 mL to
group HP (greater in group I, p < 0.001, Mann-Whitney test). No
difference was observed on anatomical cure rates. Objective success
rate was 86.67% to group HV and 75% to group HP (p=0,667,
Mann-Whitney test) at 9 months of follow-up, for two groups, the
anatomical results were similar, between the two groups.
Conclusion:
Vaginal surgery using mesh is an effective procedure for pelvic
organ prolapse. The anatomic results of hysteropexy were similar
to hysterectomy. Surgical time and blood loss were greater in
group HV. The erosion rate was 20% (3/15) to group
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HV versus 18,75%(3/16) to group HP(p =1,000, Mann-Whitney
Test). The QQL’ results demonstrated that the quality of life was
better in both groups after surgery, without difference between
groups (Mann-Whitney ‘Test). However further studies are
required to establish the role of the surgery described in this study.
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Objective:
The objective in this study was to clarify whether what has been
termed the ‘plane of minimal dimensions’ of the levator hiatus
measured using a 3dimensional (3D) ultrasound axial image,
accurately represents the minimal anatomical transverse hiatal
dimension during a valsalva manoeuvre.
Background:
3D transperineal ultrasound (US) imaging is an important modality
used to quantify pelvic floor muscle function . Biometric indices of
function include hiatal areas and diameters during voluntary pelvic
floor muscle movement, measured using a defined axial plane known
as the ‘plane of minimal dimensions’. This allows repeatable
measurement of hiatal area and diameters at rest and during
movement. This plane is defined from a sagittal image and is
bounded by the inferior aspect of the symphysis pubis anteriorly, the
ano-rectal angle posteriorly and the inner aspects of puborectalis /
pubococcygeus (PR/PC) laterally. During a valsalva manouevre the
posterior limit of the levator hiatus moves dorsocaudally, the anterior
boundary remaining fixed. Thus relative to the anterior-posterior
borders of the hiatus, the lateral boundaries, formed by the lower
margins of PR/PC may move more caudally due to the anatomical
configuration of the hiatus. In this study a coronal MR scan, passing
through the plane of the vagina, was used to detect if there was
differential caudal movement of PR/PC.
Method:
3D US and MR images, from a previous study were used to assess
the ‘plane of minimal dimensions’ during a valsalva manoeuvre.
Participants had given consent for their data to be used for future
research at the time of the initial study. 3D US was performed using
a GE Kretz Voluson 730/730 Expert with a 7–4 MHz transducer.
MR images were obtained using a Siemens MAGNETOM Avanto
1.5 T scanner.Nineteen 3D US andMR images were used to measure
the transverse diameter of the ‘plane of minimal dimensions’ of the
hiatus on maximum valsalva manoeuvre. Coronal MR images
through the plane of the vagina on maximum valsalva were also
obtained. The term apparent minimal transverse diameter (aMTD)
was used to define the transverse diameter measured using axial US
and MR images. The transverse diameter measured between the
caudal margins of PR/PC on the MR coronal image is denoted the

true minimal transverse diameter (tMTD). Figure 1 shows the MR
coronal image which was used to measure the tMTD on valsalva. It
also defined the classical axial ‘plane of minimal dimensions’ from
which the US and MR aMTD were recorded.

Figure 1: MR coronal image on full Valsalva (B). Solid white line
indicates the plane of measurement of the transverse diameter of the
aMTD. The asterisk indicates the caudal margin of puborectalis/
pubococcygeus dotted line the transverse diameter of tMTD.

Results:
No significant differences were demonstrated between the aMTD
measured using an axial ultrasound or axial MR, on valsalva.
However, there were significant differences, as shown in Table 1
between the aMTD and the tMTD using a coronal MR image.
$table_{700E79A7-58FE-44BA-BB5C-FFB43AC025A6}
Conclusion:
This study highlights the complexity of the shape of the levator hiatus
and pelvic floor muscles, particularly during a valsalva manoeuvre.
The ‘plane of minimal dimensions’ has been extensively used to
assess the functional parameters of the pelvic floor, and these are
associated with pelvic organ descent and prolapse[3]. However these
minimal dimensions of the hiatus have assumed a flat plane when in
fact it becomes non-Euclidean on valsalva. Therefore hiatal measure-
ments on valsalva may be subject to systematic error if performed in a
single section, ie using a Euclidean plane.
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Objective:
The aim of the study was to evaluate the safety (intra and
postoperative complications) and early efficacy of the Ophira mini
sling system® in the surgical treatment of female stress urinary
incontinence.
Background:
The Ophira mini-sling system® is a new therapeutic option for
women with stress urinary incontinence. It is made of polypro-
pylene monofilament mesh (10.2 cm x 0.9 cm), held between two
self-anchoring polypropylene columns in a fishbone design
connected to two delivering needles.
Methods:
The study comprised 35 consecutive female patients who had been
qualified for surgical treatment of stress urinary incontinence. The
procedure was carried out with the patient in the lithotomy
position and under local anesthesia, using 20 ml of 2% lidocaine
solution. A vertical 1-cm long vaginal incision was performed at
1 cm distance from the urethral meatus. Minimal vaginal
dissection was performed laterally toward the ascending ramus
of the ischiopubic bone, preserving the endopelvic fascia. The
delivery trocar was introduced through the small vaginal incision,
guided by index finger previously introduced at the vaginal
fornix to avoid vaginal wall perforation. The tip was introduced
toward the obturator internus muscle at the level of the arcus
tendineus fascia pelvis. When half of the mesh was within the
incision, the deployment button on the needle handle was
pressed and the minisling was kept in place by the self-
anchoring fishbone columns. The same maneuvers were
repeated on the other side. The vaginal wall was closed in
the usual manner. Cystoscopy was not mandatory, and no Foley
catheter was left in place. Two grams of cephalosporin were
administered intravenously for infection prevention. The
patients were discharged immediately after spontaneous voiding.
The pre- and postoperative protocol included the following: a
detailed urogynecologic history, physical examination, pad test and
a multichannel urodynamic evaluation. The UDI-6 questionnaire
was used to evaluate the impact of incontinence on quality of life
(QoL) and to measure patient’s perception of incontinence
severity. Objective cure was defined as no leakage of urine while
coughing during the post-operative stress test and failure as any
reported leakage of urine during stress. All patients were informed
about the study and procedure and gave their informed consent.
Results:
Between August 2008 and February 2009, mini-sling procedures
with the use of Ophira mini-sling system® were performed in 35
women (26 patients presented with isolated stress urinary inconti-
nence and 11 patients presented with mixed urinary incontinence).
The mean age of the patients was 56 (37–76) years, mean BMI 28.3
(16.4–42.0) kg/m2 and mean parity was 3 (0–10). Twenty seven
women (77.0%) were menopausal and no one currently takes
hormonal replacement therapy. Eight (22.9%) had a history of
previous gynecological surgery. All the patients underwent surgery
under assisted local anesthesia in a day-hospital setting. The mean

duration of the surgery was 30 (15–80) minutes and the average of
operative pain by the visual analogue pain scale was 1 (0–10).
Twenty four (81%) patients became completely dry after surgery.
Five patients became better, one patient had no clinical improve-
ment, and 3 patients failed. When pre- and postoperative pad test
was compared, it showed a great improvement (pre operative
133.3±23.0 g and postoperative 27.3±16.2 g) (p=0.0003). The
UDI-6 questionnaire symptoms score showed a highly statistical
decrease from a mean of 8±2.4 before surgery to a mean of 2±
2.5 at the last follow-up visit forwarded (p<0.0001). Five
patients had defect healing, with vaginal exposition of the mesh
less then 1 cm. Two patients underwent mesh resection of the
exposed area, and other 3 received treatment with local estrogen.
There was one case of overactive bladder that antimuscarinic
drugs were needed.
Conclusions:
The Ophira mini-sling system® is safe, needs short time to
perform can be done easily in most of patients under local
anesthesia, with a highly significant improvement in incontinence
related QoL. Further studies with longer follow-up are necessary
to establish the long-term efficacy of the procedure.

380
TRANSOBTURATOR TAPE FOR THE TREATMENT
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Objective:
The objective of the study was to determine the success rate
and predictors of failure of transobturator tape (TOT) for the
surgical treatment of stress urinary incontinence (SUI) in
women.
Background:
Minimally invasive midurethral synthetic slings, including TOT,
represent a notable advance in the treatment of SUI. Available
evidence suggests that all sling types provide efficacious out-
comes. Some studies have reported predictors of outcome which
would be helpful in the choice of surgical technique.
Methods:
Retrospective data collection was performed for 250 women who
had undergone TOT using Aris tape (Coloplast®) between
February 2005 and August 2008. Preoperative and postoperative
assessment included history, physical examination, uroflowmetry
and multichannel urodynamic testing. Postoperative follow-up
took place at 6 weeks, 6 months and then annually. Multichannel
urodynamic testing was repeated at 1 year follow-up. Subjective
success was defined as lack of stress urinary incontinence
symptoms and objective success was defined as a negative cough
test during physical exam. Statistical analysis was performed using
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simple descriptive techniques. Multivariable Cox regression
analysis was used to evaluate predictors of failure. Local ethics
board approval was obtained.
Results:
During the study period, 265 TOT were performed; however, 15
cases were excluded because of inaccessible records. This study
therefore included 250 cases of whom 237 (94.8%) were primary
operations for SUI. The mean age was 56.59, BMI was 27, parity
was 2.42, 44.5% had estrogen therapy replacement, 65% had
associated overactive bladder symptoms and 110 (44%) patients
had concomitant surgeries (11% had vaginal hysterectomy, 42%
had anterior and/or posterior repair, and 16% had sacrospinous
vault suspension or laparoscopic colposacropexy). The mean
follow-up time was 8.5 months (range 1.5–36 months). Objective
success rate was 84.6% and subjective success rate was 78% in
6 months, and 92.6% and 86.6%, respectively, at the end of 1 year.
Variables as age, BMI>30, smoking, vaginal delivery, menopause
status, HRT and previous gynecology surgery were not predictors
of failure. Menopause, previous hysterectomy and BMI > 30
increased the chances of failure in 1.7, 3 and 2.3 times,
respectively, but were not statistically significant.
Conclusions:
We concluded that TOT procedure is effective with a success rate
of 90% at one year follow up. Age, BMI>30, smoking, vaginal
delivery, menopause status, HRT and previous gynecology surgery
were not predictors of failure.
References:
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Objective:
To compare the diagnostic outcomes of multi-channel and single
channel cystometry, in women with stress (SUI) or mixed urinary
incontinence (MUI).
Background:
For women with MUI, multi-channel cystometry is recommended
prior to continence surgery (NICE CG40). Single channel
cystometry has previously been used to assess pressure-volume
changes during bladder filling, but recently it has fallen out of
favour because of concerns about the sensitivity of detecting
detrusor overactivity (Sutherest and Brown 1984).

Methods:
Data were collected as part of a larger multi-centre study, from
258 women with either SUI or MUI. All centres received ethical
committee or IRB approval and all women gave written, informed
consent. Multi-channel cystometry was performed with dual
sensing catheters and single-channel cystometry using the GYNE-
CARE MoniTorrTM Measurement system. Group 1 (119 women)
underwent single then multi-channel cystometry, whilst group 2
(127 women) were tested with multi-channel then single channel
cystometry.
Results:
246 women completed both multi and single channel cystometry.
Detrusor overactivity was diagnosed in 61 cases by both tests,
with 13 women diagnosed by multi-channel cystometry alone and
another 13 women diagnosed by single channel testing alone. The
negative predicitive value of single channel cystometry was 92%.
Conclusions:
Single channel cystometry is simple, inexpensive with a high
negative predictive value. Single channel cystometry could be
used to screen for patients that require further investigation by
multi-channel testing.
References:
1. Sutherst JR, Brown MC. Comparison of single and multichan-
nel cystometry in diagnosing bladder instability. Br Med J (Clin
Res Ed) 1984;288(6432):1720–2.
2. National Institute for Health and Clinical Excellence, Clinical
Guidance 40. October 2006 Urinary incontinence: The management
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Objective:
To report the clinical usefulness and histological changes when
using the Seton drain in a two-staged repair of rectovaginal
fistulae.
Background:
Rectovaginal fistulae (RVF) are uncommon conditions in the
developed world and obstetric trauma remains the commonest
cause with a prevalence of 0.1% of vaginal deliveries. Failed
fistula surgery may result from chronic sepsis of the tissues
surrounding the fistula tract. Placement of a Seton drain in the
fistula tract for 6 to 8 weeks prior to definitive surgical repair
results in squamous cell epithelialization of the fistula tract and
prevents ongoing faecal contamination of the surrounding tissues
and results in the abatement of chronic sepsis. The Seton drain
also aids in identifying the tract during surgery. Recent studies
have advocated treatment of supra-sphincteric fistulae using a
multi-staged procedure including the placement of a Seton drain as
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the initial stage followed by fistulectomy (1, 2, 3). In our study we
reviewed RVF cases treated with and without the use of a Seton
drain.
Methods:
A retrospective observational study of women with RVF from
January 2006 and December 2008 referred to a tertiary urogynae-
cology unit. Selected cases had a Seton drain placed for 6 to
8 weeks prior to RVF repair. Surgery was performed vaginally by
standard surgical techniques that depended on the location, size
and tissue factors of the RVF. Histology of the RVF tract was
performed in the Seton drain group (6 cases) and the no-Seton
drain group (3 cases).
Results:
Thirteen women (mean age 38.4 years and parity 1.6) with a RVF
were assessed. The presenting symptom was faecal discharge from
the vagina (85%) and vaginal flatus (15%). The duration of
symptoms ranged from 3 weeks to 9 years. The likely etiology of
the fistulae was: obstetric trauma (7/13, 54%); inflammatory
bowel disease (3/13, 23%); complication of Bartholin’s abscess (2/
13, 15%); and complication of a posterior IVS mesh procedure (1/
13, 8%). The location of the fistulae was: upper vagina (1/13, 8%);
mid-vagina (2/13, 15%); and lower vagina (10/13, 78%). Three
women had already undergone failed transanal RVF repair by
colorectal surgeons and one woman had undergone a transvaginal
RVF repair and mesh removal by a gynaecologist.
Twelve women underwent transvaginal surgical repair of the
fistulae, 6 cases as a two-staged procedure using a Seton drain and
6 cases as a single staged procedure without the Seton drain. One
RVF resolved spontaneously without surgery. Of the 6 women
treated as a single stage procedure (i.e. no Seton drain), 5 (83%)
had a successful outcome. However, only 3 out of 6 (50%) women
undergoing a two-staged procedure with the use of the Seton drain
had an initial successful RVF repair. Of the 4 recurrent fistulae, 3
have undergone further successful surgery without the use of a
Seton drain. A Martius graft was used in one case, a Singapore
flap was used in another case and one woman had simple multi-
layered fistula closure. These 3 women have experienced a
successful outcome. A further repair with a Martius graft is
planned for the remaining case. Of 4 women who experienced
recurrent fistulae 2 had inflammatory bowel disease and 2 had a
Bartholin’s absecss. All the women presenting with obstetric
fistulae had successful outcomes after primary RVF surgery.
Histology on the fistula tracts in 4 cases when the Seton drain
was used showed complete epithelialization with a non-keratinized
squamous epithelium and minimal surrounding inflammation. In
all 4 cases the fistula tract appeared to be completely excised. In 2
cases when no Seton drain was used, histology demonstrated that
the fistula tract was lined by glandular rectal mucosa and large
aggregates of inflammatory cells. In one case it showed some
squamus epithelialization too.
Conclusions:
Our results demonstrate that the placement of a Seton drain for 6
to 8 weeks prior to vaginal surgery to repair a RVF results in
complete epithialization of the fistula tract and the abatement of
sepsis and inflammation in the surrounding tissues. In theory, this
should improve the success rate of the surgical repair of the RVF.
However, we found a trend towards a higher success rate for

vaginal repair of RVF when the Seton drain was not used.
However, in four out of the 6 cases where seton was used patients
were in the high risk group for recurrences. We also observed a
trend towards more successful primary surgical repairs of
obstetrically acquired RVF’s compared to RVF’s secondary to
inflammatory bowel disease or Bartholin’s abscess.
References:
1. Surg Gynecol Obstet. 1983 Nov; 157 (5):419–22.
2. Mayo Clin Proc. 1984 Sep; 59 (9):613–7.
3. Surg Today. 1995;25 (1):32–6.

383
ABNORMALITY OF THE LEVATOR ANI MUSCLE
IN UROGYNAECOLOGICAL PATIENTS
E. KASIKOVA, J. FEYEREISL, L. KROFTA, M. OTCENASEK,
M. KRCMAR;
Inst. for the Care of Mother and Child, Prague 4, Czech Republic.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
We intended to define prevalence of abnormalities of the
pubocervical muscle in women with stress urinary incontinence.
Background:
The levator ani is the main structure supporting the pelvic organs
and therefore thought to be of major importance in the aetiology of
pelvic organ prolapse and incontinence. Transperineal, two-
dimensional (2D) ultrasonography can be used for the assessment
of female pelvic floor. The rapid development of 3- and 4-
dimensional (3D/4D) technology may allow dynamic assessment
of pelvic floor anatomy.
Methods:
In a prospective observational study, 92 women underwent 2D and
3D/4D translabial ultrasound. These women was referred for
urogynaecological assessment with complaints of stress urinary
incontinence. Inclusion criterion was urodynamically proved
primary genuine stress urinary incontinence. Exclusion criteria
were predominant urge incontinence, urodynamic detrusor insta-
bility, previously failed anti-incontinence surgery, previous pro-
lapse or radical pelvic surgery or radiotherapy, women with stage
II and more of pelvic organ prolapse. We examined: a) the area of
the urogenital hiatus (HA), b) pubovisceral angle (PVA): to
analyze the shape of the hiatus. We defined the PVA angle as
the angle between the vertical line that traverses the urethra and
rectum and the tangent line that connects the point where the
vertical line crosses the inner edge of the puborectal loop with the
most distant inner point of the pubovisceral muscle. We assume
that in the presence of avulsion injury, there is dislocation of the
muscle as a result of loss of its ventral attachment to the bone.
This could be reflected by differences in the value of PVA. The
left (PVA_L) and right (PVA_R) PVA were evaluated separately.
This measurement was performed at the identical plane as for the
hiatal area measurement. Levator avulsion was diagnosed in
rendered axial volumes. The diagnosis of avulsion was made
when there was loss of continuity between muscle and pelvic
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sidewall in all volume datasets. Analysis of the datasets was
undertaken using the software GE 4D View. Statistical analysis
was performed using the Statistical Package for Social Science
(SPSS Version 11.5). Descriptive statistics were computed for
demografic and anamnestic patient data. The results are presented
as mean and SD. Ultrasound results were analysed by non-
parametric statistical methods: paired test.
Results:
Complete datasets were available for 92 women. We found major
morphological abnormalities (avulsion) of the levator ani at these
patients in 36%. The HA of women without avulsion was 15.8
(SD 3.55) cm2 at rest and 18.78 (SD 4.93) cm2 during Valsalva. In
case of bilateral avulsion, the HA was significantly larger when
comparing to the previous group (rest: 18.7 (SD 4.90) cm2 vs.
Valsalva: 24.86 (SD5.38) cm2). We found statistically significant
correlation between hiatal area and parity, non significant
correlation between BMI and hiatal area. The presence of avulsion
injury was associated with higher values of the PVA on the side of
avulsion ( PVA_R 30.45 /SD 7.05/, PVA_L 30.45 /SD 7.05/,,
compared with PVA in women without avulsion ( PVA_R 24.20 /
SD 6.14/, PVA_L 25.02 /SD 5.47/ on rest and on straining.
Conclusions:
Morphological abnormalities of the pubovisceral muscle are
common in urogynaecological patients. Avulsion is associated
with statistically significant changes in the morphological param-
eters of the urogenital hiatus.
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INCIDENCE OF PERIOPERATIVE URINARY
INCONTINENCE (DE NOVO OR IMPROVEMENT)
OF THE RECONSTRUCTIVE SURGERY FOR PELVIC
ORGAN PROLAPSE
H. YOSHIKAWA, M. KOYAMA, K. SEN, N. TUJI,
R. NAKAHIRA, M. UJITA, E. KUMAKURA,
A. SAKAKIBARA, K. TERAKAWA, T. NAGANO;
kitano Hosp., osaka, Japan.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The purpose of this study was to determine the incidence of stress
urinary incontinence (SUI) and urinary urgency (UU) before and
after reconstructive surgery for pelvic organ prolapse (POP).
Background:
Urinary incontinence is closely related with the pathogenesis of
pelvic organ prolapse (POP). In clinical management for POP, de
novo or occult urinary incontinence is often affects QOL of the
patients suffering from POP after reconstructive surgery.
Methods:
In this study, we recruited 372 women underwent reconstructive
pelvic surgery at Kitano hospital between December 2005 through
October 2008. A hundred and eight women with a mean age of 64
(range 40–81) underwent the modified McCall culdoplasty
(MMC) without any mesh materials (Group A), 87 women with
a mean age of 64 (range 37–78) underwent the MMC with anterior

colporrhaphy using polypropylene mesh (Group B), 120 women
with a mean age of 67 (range 53–82) underwent total tension-free
vaginal mesh operation (kit-less) (Group C) and 57 women with a
mean age of 76 (range 60–89) underwent colpocleisis (Group D).
There were no significant difference among four groups, in
degrees of POP stage, parity and BMI (mean 24;range 15.5–35.5 ).
Postoperative changes in symptoms of SUI and UU were assessed.
Results:
Thirty seven percent of group A, 47.1% of group B, 44.1% of
group C and 42.1% of group D had suffered from SUI before
reconstructive surgery. After reconstructive surgery, 52.5% of
group A, 43.9 % of group B, 53.8% of group C and 62.5% of
group D with preoperative SUI were greatly improved. On the
other hand, 19.1% of group A, 32.6 % of group B, 18.2% of group
C and 21.2% of group D of patients without SUI before surgery
had an onset of de novo SUI. Urinary urgency (UU, pollakisuria
or urge incontinence) was improved in 81.8 % of group A, 80% of
group B and 82.2% of group C. In patients received colpocleisis,
UU was improved in only 66.7%. Nearly 4.7~16.7% of the POP
patients reported de novo UU after reconstructive surgery but
50 % of group A and group B were completely dissolved in six
months. In comparison to the patients received MMC without
mesh material, the incidence of UU in the patients with mesh
repair was significantly higher (16.74% vs. 4.7%).
Conclusion:
In the patients underwent MMC, mesh material caused adverse
effect in UU. However, in genera, cure rates of SUI or UU were
not clearly related to the type of reconstructive pelvic surgery.
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TRANSOBTURATOR TAPE FOR THE TREATMENT
OF STRESS URINARY INCONTINENCE:
PERI-OPERATIVE COMPLICATIONS
V. A. MIRANDA, M. A. BORTOLINI, M. ALARAB,
D. LOVATSIS, H. P. DRUTZ;
MOUNT SINAI Hosp., Toronto, Canada.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The purpose of this study is to assess the rate of peri-operative
complications among women who underwent Transobturator Tape
(TOT) for Stress Urinary Incontinence (SUI).
Background:
Minimally invasive sling are the most common type of surgery
among women with SUI. TOT may be chosen over TVT or Burch
procedure due to a lower risk of complications, particularly
bladder perforation.
Methods:
This retrospective case series identified from a database containing
all SUI patients who had undergone minimally invasive sling
procedures from February 2005 to August 2008. Patients were
included in the study if they had a TOT procedure with or without
concomitant surgery for pelvic organ prolapse. TOT was performed
with an out-to-in technique using Aris tape (Coloplast®). Compli-
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cations included intraoperative bleeding, bladder perforation,
vaginal wall perforation, de novo overactive bladder and post-
operative voiding dysfunction. Patients with a follow-up less than
6 weeks were excluded. Statistical analysis was performed using
simple descriptive techniques. Logistic regression analysis was used
to evaluate risk factors of mesh erosion and voiding dysfunction.
Local ethics board approval was obtained.
Results:
We identified 250 patients who had undergone TOT. The mean
follow-up mean was 8.5 months (SD 7 months). The mean age
was 56.5 years, BMI was 27, parity was 2.4, 44.5% had estrogen
therapy replacement, 65% had associated overactive bladder
symptoms and 110 (44%) had concomitant surgeries. There was
an overall erosion rate of 8/237 (3.3%). Although the number of
erosions was small, logistic regression was attempted for the
following risk factors: prior surgery, concomitant surgery, HRT
use, and menopausal status (no statistical significance). Intra-
operative bleeding (>500 ml) occurred in 13/250 (5.2%), 10 cases
of which were TOT plus concomitant prolapse surgery. One case
was abandoned due to major bleeding during the para-urethral
dissection.
There was one case of bladder perforation and one case of urethral
perforation that were identified and repaired during the anti-
incontinence procedure. There were 12/250 (4.8%) cases of vaginal
wall perforation, which were identified and repaired at the time of
surgery, without further sequelae. There were 22/147 (15%) cases of
de novo overactive bladder. The rate of post-operative voiding
dysfunction (post-void residual>100 ml) was 12/148 (8.1%) at
6 months after surgery. Although the number of cases of voiding
dysfunctions was small, logistic regression was attempted for the
following risk factors: prior surgery, concomitant surgery, HRT use,
and menopausal status (no statistical significance).
Conclusions:
Transobturator Tape is a safe procedure. The rate of peri-operative
complications is low, and there were no major complication in this
series.

Table of TOT complications

Nº Patients %

Mesh Erosion 8/237 3.3%

Bladder/Urethra Perforation 2/250 0.8%

Vag. Perforation 12/250 4.8%

Intraop. Bleeding (>500) 13/250 5.2%

De novo OAB Urgency±Frecuency/
urgeincontinence

22/147 15%

Voiding dysfuntion (6/12) 12/148 8.1%

References:
1. Kane AR, Nager CW. Midurethral slings for stress urinary
incontinence. Clin Obstet Gynecol. 2008Mar;51(1):124–35. Review.
2. Poza JL, Pla F, Sabadell J, Sánchez-Iglesias JL, Martínez-Gómez
X, Xercavins J. Trans-obturator suburethral tape for female stress
incontinence: a cohort of 254womenwith 1-year to 2-year follow-up.
Acta Obstet Gynecol Scand. 2008;87(2):232–9.

3. But I, Faganelj M. Complications and short-term results of two
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IS PRE-OPERATIVE TEACHING OF CLEAN
INTERMITTENT SELF-CATHETERISATION (CISC)
NECESSARY OR WORTHWHILE IN WOMEN
WITH PRE-EXISTING VOIDING DYSFUNCTION
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Objective:
To determine whether the pre-operative teaching of clean
intermittent self- catheterisation (CISC) is necessary or worthwhile
in women with pre-existing voiding dysfunction prior to anti-
incontinence and /or prolapse surgery?
Background:
Based on our clinical experience, a case control follow up study
was established to test our hypothesis that teaching CISC pre-
operatively was not worthwhile in so called ‘high risk’ women
prior to anti-incontinence and /or prolapse surgery.
Methods:
Women with preoperative symptoms of voiding difficulty and -
urodynamic- voiding dysfunction were recruited to the study between
January 2006 and June 2008. Voiding difficulty symptomswere noted
from the history:—hesitancy, poor stream, straining, post void
dribbling and sensation of incomplete emptying. Criteria for
urodynamic voiding dysfunction were:—MFR<15mls/s and/or Pdet
<15 or>50cmH2O and/or residual >100mls. Patients who had one or
more urodynamic parameters suggesting voiding dysfunction and
who were having anti-incontinence and/or prolapse surgery were
taught clean intermittent self catheterisation prior to their surgery. All
patients had bladder scan to check urine residual following surgery,
either on the same day if they had TVT under local anaesthetic or the
following day ( after catheter removal)if they had prolapse surgery.
Post-operative progress with respect to voiding, residuals and the need
for catheters was noted.
Results:
27 consecutive women were included. Of these, 22% [6 patients]
had a TVT under LA, 70% [19 patients} had indwelling catheters
for one night, 7% [2 patients] had a suprapubic catheter. All of
patients (100%) who were taught CISC before surgery as result of
fears relating to pre-existing voiding dysfunction, had normal
voiding post-operatively with no requirement for CISC. Analysis
of all our patients (total 360 women who had anti-incontinence
and /or prolapse surgery following urodynamics tests) in the same
time frame revealed only 2 patients who required post-operative
CISC teaching. Neither of these had pre-exiting voiding symptoms
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and both had normal voiding urodynamic parameters. Both
occurred after anterior repair. One woman required CISC for
38 days and the other one for 90 days.
Conclusions:
Previous report showed that urodynamics tests have predicted
early voiding difficulty1, 2 .
Teaching pre-operative CISC in women with symptoms of voiding
difficulty and urodynamics voiding dysfunction is not necessary,
time consuming and costly. This has now been abandoned in our
unit, although of course, all women undergoing anti-incontinence
and /or prolapsed surgery are warned of this potential complication.
Further studies with larger number of women are needed.
References:
1. Bhatia N, Berman A. Urodynamics predictability of voiding
following incontinence surgery. Obst Gynecol 1984; 63:85–91.
2. Bhatia N, Berman A. Use of preoperative uroflowmetry and
simultaneous urethrocystometry for predicting risk of prolonged
postoperative bladder drainage. Urology 1986; 28:440–5
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POINT PRESSURES?
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Objective:
Mini-Slings involve less Prolene Mesh (8 cms) vs TVTO (45 cm)
or TVT (45 cm). Additionally there is less dissection with Metz
and Trocars so it may be the least minimally invasive approach for
stress incontinence (SI) and may become office based. How well it
will succeed with regard to a range of Cough Leak Point Pressures
(CLPP) has not been well ascertained.
Background:
Prospective study with Electronic Medical Records quantitative
and qualitative regular assessments.
Methods:
Between August 2006 and August 2008 we performed 108 TVT
Secur’s (Gynecare, Somerset, New Jersey, USA) under local
anesthetic and intravenous sedation. All patients had a complete
history and physical examination, videourodynamic and cystoscopy.
All patients were followed in the office at 6 weeks, 6, 12, and
24 months (latter two were feasible). Patients performed 5 strong,
consecutive, coughs in the office with a minimum of 150 mls in the
bladder in both the dorsal lithotomy and standing position any
immediate leakage was determined a failure. If patient still related a
stress incontinence episode she then had a 30 minute provocative pad
test with indigo carmine performed or repeated videourodynamics.
Failure were stratified as per range of Cough Leak Point Pressure’s.
No concomitant procedures were performed other than cystoscopy.
Results:
With a median follow-up of 21 months were had an overall success
rate of 88 percent. With a success rate distribution per CLPP; Group
1=94 percent (>90 cm H2O, n=), Group 2=89 percent (70–89 cm

H2O), Group 3=72 percent (50–69 cm H2O) (Comparison of
Group 1 and 2 versus 3 demonstrate a significantly less success rate
p<0.01). De novo urgency per group was 11, 10, 14 percent and
vaginal exposure was likewise 6, 7, 4 percent.
Conclusions:
In the short term Mini Slings provide excellent resolution of SI with a
Cough Leak Point Pressure greater than 70 cm H2O but a statistically
significant diminished result with lower CLPP<70 cm H2O.
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CONCURRENT TVM (TENSION-FREE VAGINAL MESH)
WITH MODERN SLING PROCEDURE IMPROVE
POST-OPERATIVE URINARY CONTINENCE RATE
IN THE MANAGEMENT OF USI WITH SEVERE
UROGENITAL PROLAPSE
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Chang Gung Mem. Hosp., Chang Gung Univ., Tao-Yuan Hsien,
Taiwan.
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Objective:
To study the safety and efficacy of concurrent TVM (tension-free
vaginal mesh) with modern sling procedure in the surgical
management of severe urogenital prolapse and USI.
Methods:
A total of 94 patients presented with USI and severe urogenital
prolapse of ICS stage III and IV received concurrent anti-
incontinent surgery (tension-free mid-urethra sling) and extensive
pelvic reconstructive surgery. Among them, 35 had TVM
procedure (TVM group, including perigee and prolift-total) and
59 (SS group) had sacrospinous ligament fixation along. Addi-
tional concurrent pelvic procedures included VTH, anterior &
posterior colporrhaphy as if indicated. USI is defined as the
involuntary leakage of urine during increased abdominal pressure,
in the absence of a detrusor contraction during filling cystometry.
Reduction of the prolapse with a ring pessary was practiced for all
patients when urodynamic evaluations were performed. Patients who
only had urinary leakage when the prolapse had been repositioned
were considered the occult USI. Preoperative work-up consisted of
standard urogynecological evaluation. The prolapse evaluation
according to International Continence Society (ICS) ordinal stages
of pelvic organ prolapse was performed pre-operatively and at 3, 6
and 12 months after surgery. Urodynamics and one-hour pad tests
was scheduled pre-operatively and at one year after surgery.
Results:
The mean period of follow-up was 14.1 months. These two groups
were comparable in age, weight, parity, rate of prior pelvic surgery
and rate of concurrent pelvic procedures. Concurrent anti-
incontinent surgery (tension-free mid-urethra sling) was performed
on all patients. Overall cure rate on USI is 89.4% at a minimum
follow up of 1 year. Cure rate of USI on TVM group and SS group
is 97.1% vs 84.7% (p<0.05). De novo detrusor instability was
observed in 2 patients on SS group and non on TVM group.
Urodynamic data showed that the obstructive index was relieved
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in both group post-operatively. However, TVM group has higher
obstructive index as compared to SS group. Surgical complications in
TVM group have shown no higher than SS group.
Conclusion:
Concurrent anti-incontinent modern sling surgery with TVM
achieved better results in correcting USI on severe pelvic organ
prolapse surgery. Yet, a longer period of follow-up is necessary to
determine the effect of higher urethra resistance index on the
urinary voiding as compared to no TVM implant surgeries.
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Objective:
To evaluate 1 year follow up of patients who underwent prolapse
repair with EndoFast Reliant™ system, a novel transvaginal
technique for Pelvic Organ Prolapse (POP) repair.
Background:
This system is designed for vaginal mesh reinforcement using four
soft- tissue stainless steel fasteners (Fig.1), and requiring a single
vaginal incision.
Methods:
From March 2007 ongoing prospective multicenter study is
carried out in 20 women with anterior and/or posterior POP, who
underwent vaginal mesh reinforcement with Endofast Reliant
System. The mesh anchored by fasteners to soft tissues, generates
at least 1 Kg of holding force per fastener. We excluded patients
who needed hysterectomy or correction of stress urinary inconti-
nence. All patients had preoperative evaluation including physical
examination (POP-Q system), pelvic floor symptom evaluation using
the PFDI questionnaire, and sexual function assessment using the
FSFI questionnaire. Following surgery the physician's satisfaction
was documented, and the patients were followed at 2 weeks, 3, 6 and
12 months post operatively, using the above mentioned measures. To
follow possible anchor migration, X-ray of the bony pelvis was
performed immediately after the procedure and following 3 months.
For statistical analysis we used SAS software.
Results:
The surgical procedure was performed under general or regional
anesthesia. At the conference time 20 patients will reach 1 year
follow up. Mean age was 61.2 years (range 34.2–79.2) and the
mean BMI was 25.9 (range: 21.6–29). There were no intra-
operative complications and up to discharge, no major complica-
tions were observed. During follow up period, no mesh erosion
was noted. No detachment or migration of fasteners was observed.
One case of misplacement of a single fastener was observed due to

dyspareunia, which was removed under local anesthesia. Two
cases of de - novo SUI occurred (10%), of whom one was treated
surgically. Prolapse resolved in 100 % of our patients at 3 months
(Grade 0 or 1) and in 88.9% at 6 months (2 patients of 18 had
asymptomatic grade 2 prolapse). To date, prolapse correction has
been maintained in 86.6% of patients that have reached 1 year (13/
15 patients). Updated data will be present at the conference.
Significant improvements in pelvic floor symptoms that are related
to bulging and bladder but not to rectum were observed (Table 1).

Table 1: Pelvic floor symptoms derived from PFDI

Bladder
symptoms

Anorectal
symptoms

Bulging
symptoms

Baseline 1.4±1.6 0.3±0.6 4.1±1.5

3 months FU 0.6 ±1.0 0.2 ±0.5 0.6±1.2

6 months FU 0.5±0.8 0.2 ±0.5 0.8±2.1

12 months FU 0.2±0.4
p=0.067

0.3 ±0.9
(p=NS)

0.1±0.3
p<0.001

Sexual function did not change significantly during 6 and 12 months
with respect to the domains of arousal, lubrication, orgasm and
satisfaction. Pain during intercourse decreased from a mean score of
3.6 at screening to a mean score of 5.2 at 12 months.
Overall physician satisfaction was high (very satisfied and somewhat
satisfied: 95.0%) and the procedure was perceived as safe by the
physicians (very satisfied and somewhat satisfied—100.0%).
Conclusion:
The EndoFast Reliant™ system enables simple and safe mesh
overlay in vaginal POP repair. The low morbidity, maintenance of
anatomical correction for one year and significant symptom
improvement makes it an attractive option for prolapse repair.
Additional comparative studies are needed to validate its advan-
tages on current available techniques
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TAPE SLING: 2-YEAR FOLLOW UP RESULT
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Objective:
We studied about the result after tape shortening in female patient
with recurrent stress urinary incontinence (SUI) after transobturator
(TOT) sling.
Background:
Midurethral sling procedure is considered as the standard
treatment method for SUI. According to the increase of TOT
sling in female patient with SUI, concerns about the treatment of
recurred SUI have been growing. This study was performed to
investigate the 2-year follow up result in female patient with
recurrent SUI who was treated by TOT shortening.
Methods:
Medical records of 10 female patients who had undergone TOT
shortening with follow-up of at least 2 years were reviewed. TOT
shortening was performed due to recurrent SUI or dissatisfaction
despite of improvement of SUI. One year after TOT shortening we
investigated the continence status, patient satisfaction with
questionnaire (5: very satisfied, 1: very unsatisfied), maximal
flow rate (Qmax) and postvoid residual urine volume. Two year
after TOT shortening the continence status and patient satisfaction
were evaluated.
Results:
The mean periods of TOT tape shortening were 4.2 months
(1–12 months) after TOT sling. One year after TOT shortening
7 patients showed complete dryness, 2 patients showed
improvement and 1 patient failed. Severe intrinsic sphincter
deficiencies were observed in 2 of the 3 patients without
complete dryness and their preoperative valsalva leak point
pressures were 13 and 15 cmH2O. The 8 patients were very
satisfied or satisfied with 1-year result after TOT shortening. The
mean preoperative and postoperative Qmax was 23.8 and
26.7 ml/s, respectively and there were no significant differences.
One year after TOT shortening de novo urgency and voiding
difficulty was observed in 2 patients. Two years after TOT
shortening 6 patients showed complete dryness, 2 patients
showed improvement and 2 patients failed. Two failed patients
wetted slightly their underwear due to incontinence. Among
them one had failed from 1 year after TOT shortening and
the other had shown 1 year complete dryness. From the
6 patients with complete dryness one patient was undergone
repeat TOT sling due to worseness of incontinence despite of the
1-year improvement after TOT shortening. The 8 patients were
very satisfied or satisfied and 2 patients dissatisfied with 2-year
result after TOT shortening. One of the dissatisfied patients failed
from the 1 year after TOT shortening and the other recurred SUI
even though the complete dryness had been achieved in 1 year after
TOT shortening. De novo urgency and voiding difficulty were
improved in each patient in 2 years after TOT shortening.
Conclusions:
Most of the patients undergone with TOT shortening showed
satisfaction as well as improvements of incontinence after 2-year
follow up. Moreover, we consider that TOT shortening for the
patients with recurrent SUI after TOT sling is relatively easy to

perform and has cost-effectiveness. Therefore we suggest that
TOT shortening may be recommended primarily in patient with
recurrent SUI after TOT sling procedure.
References:
1. Int Urogynecol J Pelvic Floor Dysfunct 2002; 13: 377–9.2. Curr
Urol Rep 2004; 5: 389–96.
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Objective:
To examine the correlation differences between Pelvic Floor
Distress Inventory (PFDI) and Beck Depression Inventory (BDI-
II) scores in African American (AA) and Caucasian (C) women.
Methods:
A survey including the PFDI and Beck Depression Inventory (BDI-
II) was administered to twin sisters at the largest gathering of twins
in Twinsburg, Ohio. Spearman correlation coefficient was calcu-
lated and compared between BDI II and PFDI scores for bowel
dysfunction (CRADI), urinary distress (UDI), and pelvic organ
prolapse (POPDI) for AA versus C twins. Corresponding effect
sizes (ES) were calculated for interpretation of score differences
between groups. Generalized estimating equations adjusting for
twinning were constructed to assess the association between
binary response and ethnicity, and mixed-effects models for
repeated measures were used to determine the difference
between AA and C twins with respect to continuous variables.
Results:
1564 women completed the survey, 94 were AA and 1364 were
C. C women and AA women differed on BMI (25.8 vs. 30.2,
p<0.001); stress urinary incontinence (44.6% vs. 33.3%,
p=0.034); urge urinary incontinence (29.1% vs. 34.8%,
p=0.025), respectively. Comparisons between AA and C women
with pelvic floor disorders (PFD) revealed a difference in
correlation for the PFDI CRADI incontinence subscale and
BDI [0.83 vs. 0.21 (ES=0.97, p=0.003)], respectively. Correla-
tions between CRADI-incontinence with BDI somatic scores
[0.81 vs. 0.23 (ES=0.88, p=0.006)] and POPDI subscale with
BDI cognitive scores [0.68 vs. 0.17 (ES=0.66 p=0.017)] were
also significantly different between AA and C women. The
correlation between PFDI-UDI and BDI-cognitive scores
between AA and C women was marginally different [0.57 vs.
0.12 (ES=0.66, p=0.054)].
Conclusions:
Correlations between PFDI and BDI II scores were significantly
higher in AA than C women with pelvic floor disorders. This study
underscores the importance of screening AAwomen for PFD.
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Objective:
To critically evaluate dynamic-MRI-performed functional and
questionnaire-evaluated subjective effectiveness of mesh-repair in
female pelvic floor disorder.
Background:
Functional pelvic floor disorders are a common clinical problem
and incontinence, descensus or organ prolapse lead to a number of
surgical treatment possibilities such as the mesh-repair.(1) To capture
surgical outcome clinical examination, urodynamical investigation
and ultrasound seems standard.(2) Yet techniques such as MRI or
Quality-of-Life questionnaires are useful supplements.
Methods:
25 female patients aged 41–82 years (mean age 63) with
symptomatic pelvic floor disorder and significantly decreased
quality-of-life received a dynamic 1,5 T magnet-resonance
imaging of the pelvic floor while in supine position preoperatively,
at 4 and 12 weeks after surgical intervention. All women surgically
underwent anterior and/or posterior mesh-repair, occasionally with
sacrospinal fixation. The dynamic changes of the pelvic floor under
valsalva maneuver such as the pre- and postoperative changes were
evaluated according to the International-Continence-Society (ICS)
score / Pelvic Organ Prolapse Quantitative (POP-Q) guidelines. The
urogynaecological descensus was measured in reference to the
pubococcygeal-line (pc-line) for bladder, uterus and douglas-pouch.
For evaluation of the rectum the midpubic-line (mp-line) was used. In
addition each patient received the German version of the prolapse
quality-of-life questionnaire (P-QOL).
Results:
4 patients received a combined anterior/posterior mesh-repair, 18
an anterior and 3 a posterior mesh-repair. The average descensus
at rest was detected before surgery at -0.42 cm (bladder), -2.28 cm
(uterus), 0.36 cm (douglas-pouch), -0.45 cm (rectum), 4 weeks
after surgery at -0.93 cm (bladder), -2.9 cm (uterus), 0.43 cm
(douglas-pouch), -0.5 cm (rectum), and 12 weeks postoperative at
-0.43 cm (bladder), -2.58 cm (uterus), 0.48 cm (douglas-pouch),
-0.88 cm (rectum). Performing the valsalva maneuver the average
descensus preoperative was observed at 3.89 cm (bladder),
0.58 cm (uterus), 2.12 cm (douglas-pouch), 0.47 cm (rectum).
4 weeks after surgery the descensus was measured at 0.37 cm
(bladder), -1.46 cm (uterus), 1.23 cm (douglas-pouch), -0.03 cm
(rectum), and 12 weeks after surgery at 0.76 cm (bladder),
-1.55 cm (uterus), 1.4 cm (douglas-pouch), 0.17 cm (rectum).

The prolapse quality-of-life questionnaire showed significant (p<
0.05) improvement comparing the preoperative evaluation with
the 4 or 12 week postoperative outcome in terms of general health
perception, prolapse impact, role limitations, physical and social
limitations. Comparing the outcome of the 4 week to the 12 week
postoperative P-QOL questionnaire there was no significant
change detected.
Conclusions:
Dynamic MRI offers a precise method diagnosing pelvic floor
disorders and presenting a radiological proof to the clinical and
subjective impression of urogynaecological descensus. Addition-
ally dynamic MRI offers the possibility to evaluate postoperative
success after reconstructive surgeryand it correlates positively with
the P-QOL questionnaire results.
References:
1. Bertschinger, K. M., F. H. Hetzer, et al. (2002). "Dynamic MR
imaging of the pelvic floor performed with patient sitting in an
open-magnet unit versus with patient supine in a closed-magnet
unit." Radiology 223(2): 501–8.
2. Minardi, D., V. Piloni, et al. (2007). "Correlation between
urodynamics and perineal ultrasound in female patients with urinary
incontinence." Neurourol Urodyn 26(2): 176–82; discussion 183–4.
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PELVIMESH ANTERIOR (HERNIAMESH S.R.L.)
POLYPROPYLENE MESH FOR CYSTOCOELE
REPAIR—OUR EXPERIENCE
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Objective:
The aim of the study is to present our technique of surgical repair
of cystocoele in women using an ultra light polypropylene mesh
system (Pelvimesh, Herniamesh S.R.L).
Methods:
Between I 2006 and X 2008 360 patients were operated on for
cystocoele alone or combined with other pelvic organ defects. The
mean age was 63,8 years and the mean BMI was 27,2 kg/m2. 127
patients suffered from cystocoele alone. In 233 women cystocoele
was combined with other disorders—vagina or uterus prolapse, recto
and enterocoele. In 51 patients symptoms of SUI were present as
well. All POP was defined according to POP-Q classification. All
patients underwent surgical repair of POP. In all of them cystocoele
was repaired using an ultra light polypropylene mesh system
(Pelvimesh anterior, Herniamesh S.R.L) In patients with accompa-
nying SUI the mesh was placed directly below the urethra like in
T.O.T technique. In patients with other pelvic disorders concomitant
surgery was done. Patients were then followed-up every 3 months
after surgery with clinical examination.
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Results:
The mean follow-up was 18,1 months. The cure rate was 98,6% (355
out of 360 patients). 45 out of 51 women with SUI reported
substantial improvement after surgery. The main complications were
paravesical space haematoma in 3 patients, one anaphylactic reaction
and bladder injury in 1 patient. No haematoma needed evacuation.
The erosion rate was 6,9%, (25 patients) necessitating partial mesh
excision and vaginal mucosa suturing in 15 patients. In no case mesh
removal was necessary.
Conclusions:
The double—t.o.t. technique using Pelvimesh Anterior system
(Herniamesh S.R.L.) is a reliable and safe procedure for
cystocoele repair, including patients with SUI symptoms.
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TRANSCRIPTOME PROFILING OF VAGINALWALL
IN WOMEN WITH PELVIC ORGAN PROLAPSE
M. NASSIRI1, P. TAKACS2, C. A. MEDINA2, S. YAVAGAL2;
1Univ. of Miami, Dept. Pathology, Miami, FL, 2Univ. of Miami,
Dept. of OB/GYN, Div. of Urogynecology, Miami, FL.
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Objective:
To identify new genes that contributes to pelvic organ prolapse.
Methods:
Vaginal tissues were sampled in women with (n=6) or without
(n=6) anterior vaginal wall prolapse undergoing hysterectomy.
Total RNA was analyzed using Agilent 44 k chips. To identify
significantly expressed genes SAM and NIA array analysis ANOVA
modules of BRB array tools were used. Annotation of differentially
expressed genes was performed using DAVID. Selected number
genes were validated by quantitative real-time PCR.
Results:
Cases with prolapse were separated from cases without prolapse
using unsupervised hierarchical clustering. Functional annotation
of the differentially expressed genes showed enrichment in
following categories phosphoprotein, signal transduction, zinc
finger and metalloproteins. Real-time PCR studies validated
majority of differentially expressed genes.
Conclusion:
Microarray profiling identifies new class of genes as biomarkers of
pelvic organ prolapse. Further studies of functional contribution of
these genes to pelvic floor physiology might provide potential
therapeutic targets.
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PATIENT’S EXPECTATIONS AND SATISFACTION
AFTER DIFFERENT MINIMAL-INVASIVE
INCONTINENCE SURGERY
T. HAGEMEIER1, G. NAUMANN2, H. KOELBL2;
1Gyn. Praxis Suhl, Suhl, Germany, 2Johannes-Gutenberg-
Univ., Mainz, Germany.

Consent obtained from patients: Yes
Level of support: Not Applicable
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Objective:
The purpose of this study was to determinate the expectations and
satisfaction outcome of patients undergoing different kinds of
minimal-invasive incontinence procedures with retropubic sling,
Mini-sling and intraurethral injection.
Background:
Different ways of incontinence procedures achieve excellent
success with high continence rates. The surgeon should to be in
charge for the right procedure, depending on own experiences,
literature, EBM and main stream.
Methods:
50 patients with retropubic sling TVT° (Gynecare), 50 patients with
Mini-sling MiniArc° (AMS) and 50 patients with bulking agent
Zuidex° (Q-Med) were interviewed after follow up of 6.1 months (4–
14) after surgery. All were followed up by standardized interview
with different question categories, e.g. goals for operation, experi-
ences during procedure, pain, overall satisfaction from 0 (worst) to
100 (best), question of same operation again and so on. In addition we
used the short form of UDI 6 and IIQ7 to assess the symptom severity
and checking the given answers.
Results:
Most given goals for all patients were to minimize urine loss,
achieve continence in sport activities and daily life, but not always
the goal complete dryness. All retropubic slings, mini slings and
bulking agents were done under local anaesthesia with no intra-
and postoperative complications. In the TVT-group we assessed an
overall satisfaction of 92 in a scale of 0–100 with 1 case of failure
after 12 weeks. 84% of patients classified the procedure as
painless or minimal pain, 16% told a painful operation. 89% of all
would choose the same operation again. In the MiniArc°-group
was found the same overall satisfaction of 92 in a scale of 0–100
with also 1 case of failure after 6 weeks. All patients classified the
procedure as painless or only minimal pain. Beside 1 woman all
would choose the same operation again. There was a high number
of recurrent incontinence (n=38) in the group of intraurethral
injection. Goals were named as minimizing of pads and
incontinence episodes. Overall satisfaction were 70, in 5 patients
we noted a bladder empty disorder over 48 hrs. 14% classified the
injection as painful. 85% of patients would choose the injection
again and noted the procedure successfully. UDI-6 and IIQ-7
scores postoperatively were in a range below 20 in each group
with good correlation to the patient satisfaction.
Conclusions:
Analysing the results of 3 different incontinence procedures with
retropubic sling, mini sling and intraurethral injection we found
high success rates with excellent overall satisfaction. Patients
named different goals for surgery, differing casually from doctor’s
opinion. Retropubic sling and mini sling generate excellent
postoperative continence rates without serious complication. Bulking
agents show not the same high success rate, but this group is
influenced by a high number of recurrent cases. Nevertheless there is
a high acceptance of this method with good overall satisfaction and
wish of the same operation again. The single-incision Mini-sling
seems to be the most painless procedure.
Patients are happy to save a general anaesthesia and emphasize a
close medical care by the surgeon. In the hand s of an experienced
surgeon in the field of urogynaecology different ways of
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procedures can achieve good results for the patients. We have to
listen carefully of different patient goals for surgery. In most cases
the surgeon with responsibility for the woman chooses the right
procedure. The new generation of mini slings also show
comparable results to retropubic slings with high patient satisfaction,
but there is an urgent need for prospective studies. Patients with
bulking agents also show good acceptable satisfaction, agreeing with
the typical goal to minimize urinary loss.
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HOW EFFICIENT IS DULOXETINE IN THE ROUTINE
THERAPY: WHO PROFITS MOST?
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Objective:
1. In a retrospective study we wanted to find out the efficacy of a
routine treatment of genuine stress incontinence (GSI) in daily
routine.
2. Are there any urodynamic parameters predicting which patients
profit most.
Background:
Duloxetine reduces the IEF in urinary stress incontinent women.
Although urinary stress incontinence (usi) is a disease caused by
different factors, most studies are dealing with pharmacotherapy
with duloxetine alone.
Methods:
Included in the study were all patients with an urodynamic
verified GSI or predominant GSI in mixed incontinence who
attended our urogynecological unit between October 2004 and
January 2006. All patients underwent a full urodynamic examina-
tion including urethrocystomanometry, vaginal EMG, Valsalva-
test, perineal sonography and facultative cystoscopy. The patients
took duloxetine in increasing dosages and underwent physiotherapy
by a subspecialized physiotherapist. Peri- and postmenopausal
women had a systemic HRT and/or vaginal Estriol.
The results of the therapy were evaluated after 10–14 weeks by a
standardized questionnaire with a range of +3 (complete continent)
to -3 ( clear worsening) by the patient and by the doctor. Furthermore,
we evaluated the quality of life and the incontinence episode
frequency.
Results:
We treated 103 women with pure or predominant urinary stress
incontinence. 93 of them took duloxetine for more than 2 weeks.
64 %( doctor’s questionnaire) and 63% (patient’s questionnaire) of
all 103 (intended to treat) showed an improvement (questionnaire
scale >1), respectively. 38% (doctor’s judgment) and 35% (self-
judgment) showed an improvement of +2 (much better/almost
dry). More than 1/3 of all patients—including those who
discontinued therapy because of side effects—were satisfied by

the conservative treatment after two to three months. Over all there
was an IEF-reduction rate of 50%.
24 women (23%) under duloxetine treatment showed side effects,
13 of them (12%) stopped medication due to side effects. Nausea
was dominating in about 1/3 (37%) followed by constipation,
sleeping disorders and others. Women with a very low urethral
pressure under stress (UCPS) showed significantly better results
than those with a higher UCPS (cough: r=.-.23, p<0.05 valsalva:
r=-.26, p<0.05 ). Urethral closure pressure at rest, vaginal EMG,
perineal sonography and number of deliveries showed no
correlation to the efficacy of duloxetine treatment.
Conclusions:
A combined conservative treatment of urinary stress incontinence
with duloxetine, physiotherapy and HRT shows satisfying results
in more than 1/3 of stress incontinent women. Our results correlate
with those of other working groups showing that duloxetine raises
the UCPS.
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PAINFUL BLADDER SYNDROME/INTERSTITIAL
CYSTITIS TREATED BY OCCLUSIVE DRESSING
TECHNIQUE THERAPY USING DIMETHYL SULFOXIDE
M. KAJIWARA1, M. OKI1, H. IKEDA2, H. MORIYAMA1;
1JA Onomichi general Hosp., Onomichi-city, Japan, 2Kita-Kyushu
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Objective:
Painful bladder syndrome/interstitial cystitis (PBS/IC) persists as a
challenging disease complex in urology. The opinions how to best
treat PBS/IC have remained controversial. Hydrodistention of the
bladder and intravesical dimethyl sulfoxide (DMSO) therapy may
be the most selected therapies to treat PBS/IC. However, a limited
number of clinical trials indicate that intravesical DMSO may be
of benefit. On the other hand, the efficacy of dermal application of
DMSO for patients with arthritis, osteoarthritis urinary tract
amyloidosis and PBS/IC has been reported. The purposes of the
study are to elucidate the safety and efficacy of occlusive dressing
technique therapy using DMSO for treatment of PBS/IC.
Methods:
A total of six Japanese patients (3 females, 3 males) with PBS/IC
were enrolled into the pilot study between December 2007 and
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February 2009. All patients demonstrated glomerulations at
hydrodistention of the bladder and were diagnosed as having
PBS/IC in our hospitals. All patients met the NIDDK inclusion
and exclusion criteria for those who had partial evaluation.
Patients with ulcer type PBS/IC were excluded. All patients
received 120–240 minutes occlusive dressing technique therapy
using 7–10 ml of 50% DMSO every day and we assess the
safety, tolerability and efficacy of the treatment prospectively.
Occlusive dressing technique therapy using DMSO were
considered successful if the patient reported symptom amelio-
ration and/or chose to continue with the treatment (primary
outcomes) at 3, 6, and 12 months. If the patient reported to be
having deteriorated, the treatment was considered to be failed.
Secondary measurements were the patient perception of
treatment benefit (PPTB; much benefit, little benefit and no
benefit) and changes in the O'Leary-Sant Interstitial Cystitis
Index and daytime frequency and maximum bladder capacity
were also evaluated at 3, 6, and 12 months. Full informed
consent about possible efficacy and adverse reactions of
occlusive dressing technique therapy using DMSO was
obtained from each patient.
Results:
The median patient age at treatment was 68 years (range: from
58 to 78 years) and median duration of occlusive dressing
technique therapy using DMSO was 12 months (range: 3 to
12 months). Adverse reactions to the dermal application of
DMSO treatment are found in 4 cases (66.7%); skin rash and
pruritis for few hours after dermal application found in 2 cases,
gastrointestinal symptoms (nausea) in one and garlicky smell in
one. No serious adverse reactions were encountered. No
patients withdrew because of the adverse reactions. Dermal
application of DMSO treatment was successful in 5 (83.3 %) at
3 months, and 4 (66.7%) at 6 and 12 months, respectively.
Three of 4 patients have chosen to continue the treatment with
symptom amelioration for 6 to 12 months (mean 12). Therapy
was discontinued at 3 and 6 months in 2 patients of whom one
with symptoms amelioration and another was because of the
bothersome of the treatment. In the two patients, residual
treatment effects have been lasting 3 and 6 months, respective-
ly. The treatment failed in one patient (16.7%) at 2 months.
The patient required additional therapy because increased
frequency and suprapubic pain which had gradually worsened.
The patients selected one series of 8 times intravesical DMSO
instillations treatment, which was successful. PPTB demon-
strated much benefit in 3 paatients, little benefit in 2 and no
benefit in 1 at 3 months (n=6), and much benefit in 2 and little
benefit in 3 at 6 months (n=5), and much benefit in 2 and
little benefit in 3 at 12 months (n=5). Repeated hydrodistention
or other invasive treatment for PBS/IC was not required in all
patients.
Conclusions:
Our experience suggests occlusive dressing technique therapy
using DMSO is well-tolerated and effective to treat PBS/IC.
Further investigation about occlusive dressing technique therapy
using DMSO would be required because it could be a safe and
effective treatment option for patients with PBS/IC, especially for
non-ulcer type PBS/IC.
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PREDICTIVE FACTORS INVOLVED
IN THE SUCCESSFUL RESPONSE OFANTIMUSCARINIC
TREATMENT FOR FEMALE PATIENTS
WITH OVERACTIVE BLADDER
K. SHIM1, Y. SEO1, J. HUR1, J. LEE2;
1Busan Veterans Hosp., Busan, Republic of Korea, 2Maryknoll
Gen. Hosp., Busan, Republic of Korea.
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Objective:
We analyzed the predictive factors involved in the successful
response of antimuscarinic treatment for female patients with
overactive bladder (OAB).
Background:
Overactive bladder was recently defined as "urgency, with or
without urge incontinence, usually with frequency and nocturia.. if
there is no proven infection or other obvious pathology."
Overactive bladder is considered to be a symptom complex
(syndrome) and a generic term to describe a condition. So the
clinician needs further detailed division into subgroups to guide
investigation and treatment. Although antimuscarinic treatment
was used most frequently for OAB symptom, many of the patients
can't experience symptom improvement. In addition, it is not
certain that antimuscarinic treatment would be more effective for
which kinds of patients. So we analyzed the predictive factors
involved in the successful response of antimuscarinic treatment for
female patients with overactive bladder.
Methods:
Office records of 112 patients who presented for evaluation of a
chief complaint of urinary urgency, urinary frequency and/or urge
incontinence between 2007 and 2008, and who completed a
urodynamic study (UDS) were reviewed. All patients were
accessed by history taking, physical examination, urinalysis,
3 day frequency/volumn charts and UDS prior to treatment, and
treated with solifenacin (10 mg/day) for 3 months. 3 day
frequency/volumn charts and a patient's satisfaction were analyzed
after treatment. Patients were divided into satisfied, moderate and
unsatisfied groups according to their subjective satisfaction.
Statistical analysis was performed using standard ANOVA and
Neuman-Keuls multiple comparison test for comparison between
3 groups.
Results:
Subgroups according to the patients' subjective satisfaction
included 67 (59.8%), 27 (24.1%) and 18 (16.1%) patients for
satisfied, moderate and unsatisfied group, respectively. In the
UDS, detrusor overactivity was noted in 24 patients (24/67,
35.8%) of the satisfied group, 7 patients (7/27, 25.9%) of the
moderate group, and 1 patient (1/18, 5.6%) of the unsatisfied
group. In case with detrusor overactivity, antimuscarinic treatment
was more effective. Maximum detrusor pressure and detrusor
pressure at maximum flow were higher in the unsatisfied group as
compared with moderate group and satisfied group. About
maximal flow rate, maximal bladder capacity, residual urine
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volumn and the incidence of bladder outlet obstruction (BOO), there
were no statistically significant differences between groups. In pre-
treatment frequency/volumn chart, the frequency of urge symptom
was significantly increased in the satisfied group. Comparing the pre-
and post-treatment frequency/volumn charts between groups
revealed that the satisfied and moderate groups showed decreased
frequency, urgency and nocturia, and increased functional bladder
capacity compared to unsatisfied group after treatment.
Conclusions:
The efficacy of antimuscarinic treatment for female OAB patients
would be associated with the frequency of urge symptom and the
presence of detrusor overactivity. Urodynamic study and frequency/
volumn chart may aid in predicting the efficacy of antimuscarinic
treatment.

399
OCTOPUS: NEW SURGICALTREATMENT OFANTERIOR
AND MIDDLE PELVIC ORGAN PROLAPSE
USING AN ORIGINAL IN/OUT TRANS-SACROSPINOUS
ROUTE. A PILOT STUDY
P. MOURTIALON1, S. DOUVIER1, P. SAGOT1,
R. DE TAYRAC2, E. DELORME3;
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Objective:
Tto evaluate feasibility of an anterior and middle pelvic organ
prolapse repair using an IN/OUT transacrospinous route.
Background:
Pelvic organ prolapse is very common in middle women and
surgical treatment is widely used. Use of native connective tissue
expose to surgical failures. Failures rates have been cited as high
as 20–40% after surgical repair, with over 50% occurring within
the first 3 years. That’s why pelvic reconstructive surgeons have
turned to the use of mesh renfort to prevent failure as in abdominal
sacrocolpoxexy. Three prospective randomised study have showed
that use of mesh is more effective than plicature. For vault or
uterine prolapse, sacrospinous ligament suspension is actually the
gold standard, but pudendal nerve entrapment, perineal pain have
been described. Trans-sacrospinous way is widely used for
rectocele repair. We propose a new surgical approach to correct
cystocele and vaginal vault or uterine prolapse with a six-arm
mesh by vaginal route using an original In/Out trans-sacrospinous
fixation of the posterior arm with a specific needle.
Methods:
Between February 2008 and December 2008, 20 patients have
been operated by the same surgeon for at least stage 2 prolapse
(Baden-Walker classification).
All patients were operated by vaginal route using a specially
designed prosthetic six-arm mesh sized 9*6 cm (Abiss Lyon,
France). Arms are anterior (ATO), lateral (PTO), and posterior a
trans-uterosacral and trans-sacrospinous (USS). A specific needle
has been designed for trans-sacrospinous In/Out technique.

Results:
Mean operative time was 58 minutes. There was no operative
complications (no bladder injury, no rectal injury, no abnormal
bleeding). Two patients have developped haematoma in early
post-operative period with no re-operation.
At short term there was no reccurence and no erosion.
Conclusion:
We describe a six-arm mesh allowing concomitant treatment of
cystocele and vault or uterine prolapse with an original trans-
sacrospinous way. Short-term results are promising.
References:
Hiltunen R, Nieminen K, Takala T et al. Low-weight polypropyl-
ene mesh for anterior vaginal wall prolapse: a randomized
controlled trial. Obstet Gynecol 2007;110:455–62.

OCTOPUS n=20

Mean age 67

Mean Body Mass Index (kg/m2) 29

Previous surgery

Previous surgery for prolapse 3 (15)

Previous hysterectomy 6 (30)

Pre-operative prolapse stage(Badden-Walker )

Stage 0 0

Stage 1 0

Stage 2 3 (15)

Stage 3 10 (50)

Stage 4 7 (35)

Concomitant procedures

Hysterectomy 0

Posterior repair 7 (35)

Mean operative time (minutes) 58

n (%)
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PREVALENCE AFTER ANTI-INCONTINENCE SURGERY
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Objective:
The aim of this study is to compare the frequency of urethro-
vesical hipermobility after surgery and the relation to postsurgical
clinical continence.
Background:
The physiology of incontinence is not completely understood.
The Hammock Theory for urinary incontinence introduce by
DeLancey´s explains the rol of the pubouretral ligaments as a
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physiologic backboard for the midurethra. The urodynamic
incontinence could be classified in several categories based on
the assessment of urethral support and urethral function. The
clinical way to measure urethral hipermobility has been done
with the Q tip. The International Continence Society has define
the urethrovesical junction hipermobility as the maximun strain
axis exceeding +30 degrees from the horizontal. Anti-incontinence
surgery basis are mostly on correcting the urethral support. This
idea suggest that a correction of the hipermobility is important to
achieve success.
Methods:
A retrospective study of the charts of patients that had
undergone an anti-incontinence surgery from 2005 to 2007 in
the National Institute of Perinatology were reviewed, the Q tip
previous to the surgery and the Q tip in the 1st year follow up
were registered. Charts lacking these variables were excluded.
Data was analyzed using a Chi Square statistics in the SPSS
version 10.0.
Results:
Fifty four patients were included, mean age was 49 years,
8 (14.8%) had a BURCH procedure, 21(38.9%) TVT and 25
(46.3%) a TVT-O procedure. Seventy nine percent of the
surgeries were associated with another abdominal or vaginal
surgery for prolapse correction. The clinical diagnosis was
50% with stress urinary incontinence and 50% with mixed
urinary incontinence. The hipermobility previous and after
the surgery changed significantly for the TVT-O procedure
( p: 0.002) ( Table 1). But no correlation was found between
the hipermobility and the clinical continence after the surgery
(p:0.439).
Conclusion:
The anti-incontinence surgery TVT-O reduces the preva-
lence of urethro-vesical hipermobility in the 1st year follow
up, but the presence of hipermobility after the surgery doesn’t
correlate with surgical success. The mechanisms how anti
incontinence surgery achieves continence are not completely
understood.
References:
1. International Incontinence Society. Incontinence. 2005.
2. Paick JS et al. Is proximal uretral mobility important for
transobturator tape procedure in management of female
patients with stress urinary incontinence? Urology (2007)
70:250–1.
3. Viereck V. et al. Urethral hipermobility after anti-incontinence
surgery- a prognostic indicator? Int Urogynecol J (2006) 17:586–
592.

Comparison of Hipermobility Prevelence before and after surgery

SURGERY Hipermobility
previous to surgery

Hipermobility
after surgery

P

BURCH 8 (100%) 5(62%) p:0,083

TVT 23(92%) 12(48%) p:0,059

TVT-O 19(90%) 14(66%) p:0,002
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Objective:
To determine the long term subjective outcome of out-patient
bladder retraining in women with overactive bladder symptoms
and mixed incontinence.
Background:
Bladder retraining is indicated for presumed detrusor overactivity,
though patients with combinations of presumed stress inconti-
nence and detrusor overactivity and stress incontinence alone may
also benefit(1).There are few randomised studies on bladder
retraining and few data describing long-term follow up (2).
Methods:
This is a retrospective case note review and a postal questionnaire
survey.117 women were seen in the Urogynaecology clinic between
July 2001 and June 2002.75 of the 117 were managed by Bladder
retraining and the remaining 42 received other forms of treatment like
pelvic floor muscle training, or surgical management. Questionnaires
were sent in June 2005, to these 75 women who presented initially
with symptoms of frequency, urgency, nocturia, urge incontinence +/-
stress incontinence and were managed only by bladder retraining.
The primary outcome measure is subjective improvement on a four
point scale: cured completely, improved, same and worse. Women
who were cured and improved were grouped as treatment responders
and those who were the same and worse were grouped as
nonresponders. Audit committee approval was obtained.
Results:
46 of the 75 (64%) women returned the questionnaire. The median
follow up was 45 months (range 42–54 months). Seventeen (37%) of
the 46 women considered themselves cured or improved at longterm.
The treatment response decreased by 42% from that at the last clinic
review (Table 1). No significant differences was identified between
responders and nonresponders from baseline parameters obtained
from frequency volume chart ( frequency, urgency, urge incontinence
and mixed incontinence) at initial presentation other than nocturia.
Significantly higher proportion of nonresponders to treatment had
nocturia at initial presentation (p=0.042). The urodynamic diagnosis
was similar in both the groups but the numbers were small to attribute
statistical significance. Although more responders (15 of the 17
(88%)) were followed up in the clinic for more than 6 months when
compared to nonresponders ( 19 of 28 (68%)) the difference did not
reach statistical significance ( p=0.236). There was significantly
higher non attendance for follow up among non responders (6/29)
when compared to responders (0/17) (p=0.045) Despite 86%
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satisfaction rate at longterm, 63% stated that they were still using
pads and 80% would recommend bladder retraining to a friend.
Conclusions:
Bladder retraining appears effective in the long term for a third of
patients (cured and improved and satisfied) regardless of urodynamic
diagnosis. Nocturia at initial presentation and failure to attend the
follow up appointment were associated with nonresponse to treatment.
References:
1. Abrams P, Cardozo L, Khoury S, Wein A. Incontinence.
2ndedition. Health Publications Ltd. 2002; p 616.
2. Wallace SA, Roe B, Williams K, Palmer M. Bladder training for
urinary incontinence in adults. The Cochrane Database of
Systematic Reviews 2004, Issue 1. Art. No.: CD001308. DOI:
10.1002/14651858.CD001308.pub2.

Table: 1

OUTCOME LAST CLINIC
REVIEW
N=62**

AFTER
QUESTIONNAIRE
ADMINISTRATION
N=46

RESPONDED

CURED 22 (36%) 79% 1 (2%) 37%
IMPROVED 27(43%) 16(35%)

NOT
RESPONDED
SAME 13(21) 21% 22(48%) 63%
WORSE 0 7(15%)

** n=62 after excluding 12 DNA’s and 1 missing data.
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Objective:
To analyse participation rates in a follow-up program offered to patients
after “routine” pelvic organ prolapse (POP) surgery at our institution.
Background:
In the clinical follow-up of patients treated for malignant conditions
roll-out of strict standards has led to increasing adherence and more
reliable data. This enables definition of institution-specific out-
comes, vital for patient information needs and quality management.
In patients after POP-surgery often the referring physician will be
the only one in charge of the follow-up—with the exception of
patients entered in clinical trials, although this may vary greatly
between different health-care settings.
Methods:
We studied consecutive patients after “routine” POP-surgery (i.e.
procedures outside study protocols) between 1.1.2003–30.6.2008

excluding all those enrolled in clinical studies. Women were
offered a short follow-up examination 6 months after the operation
at our institution. We assessed clinical results, continence status
and general satisfaction with the surgery.
Results:
219 women with POP were included in the study. 86 (39%) attended
the follow-up (Tab. 1). 79(36%) underwent surgery because of
symptomatic POP. 140 (64%) women additionally complained of
stress urinary incontinence (SUI). 21 (9.6%) of patients with SUI
opted for a simultaneous incontinence operation. 47 (55%) women
attending follow-up were completely satisfied with the operation, 39
(45%) reported various complaints (e.g. urinary tract infection,
dyspareunia, de-novo urge incontinence, recurrent POP, de-novo
stress incontinence, p=0,0001). Whether a simultaneous incontinence
operation was performed, had no influence on outcomes (p=1,0).
Patients operated for POP attended the follow-upmore frequently than
those with simultaneous incontinence surgery (p=0,005).

Table 1. Characteristics of patients in POP-surgery follow-up program

Status N %

Follow-up 86 39

no Follow-up 133 61

Follow-up in other institution 12 5,5

Illness 7 3,2

No follow-up appointment 15 6,8

In other Follow-up program
(oncology)

6 2,7

Severe neurological/
psychiatric illness

4 1,8

Never appeared for follow-up
exam

89 41

Total 219 100,0

Conclusion:
The poor adherence rate in our follow-up program for patients
after POP-surgery does not permit reliable conclusions about
success rates and data cannot in fact be used for quality
management. Since reliable information on “routine” patients
could be useful to compare “real world” patients with those in
studies, a standardised follow-up for urogynecological operations
outside clinical studies should make a valuable contribution for
quality management.
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Objective:
To determine the prevalence of urinary incontinence of females in
Liaoning, investigate the correlated influencing factors.
Background:
In recent years, Urogynecology has rapidly developed into a new
discipline internationally. According to the current epidemiologi-
cal investigations globally, the high-risk factors for UI prevalence
includes age, pregnancy, delivery, delivery mode, parity, obesity,
chronic pelvic pain (CPP), pelvic organ prolapse, menopause,
combined chronic medical diseases, race, occupation, diet and
some other factors.In order to explore the epidemiology of UI in
the adult female population in Liaoning (locates in the north-east
of China as a large-scale industrialized and modernized provinces
with total population of 42,170,000 according to 2004 census
result) (such as contributing factors, high risk population etc.), we
conducted a large sample epidemiological investigation in Liaoning
between September 2007 and March 2008.
Methods:
The subjects investigated were 4000 females≥18 years old.
Random cluster multistage sampling design was used, and field
investigation was conducted with modified International Consul-
tation on Incontinence Questionnaire Female Lower Urinary Tract
Symptoms Module (ICIQ-FLUTS).
Results:
The recovery rate of questionnaire was 100%, 3884 valid
questionnaires were obtained, and the rate of invalid questionnaire
was lower than 3%. The prevalence of urinary incontinence about
females in Liaoning was 21.9% (851/3884), among which, the
prevalence of stress incontinence, urge incontinence, mixed
incontinence and other incontinence were 16.9% (658/3884),
1.8% (71/3884), 3.0% (116/3884), 0.2% (6/3884), respectively.
Conclusions:
Age, high body mass index, heavy physical labor, chronic pelvic
pain, parity and delivery factors and newborn infant body weight
are the risk factors for the urinary incontinence of the adult
females in Liaoning.
References:
1. Zhu Lan (2005) Incidence trend of female urinary incontinence
and its social impact. Chinese Journal of General Practitioners 4
(5):261–262
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Objective:
Evaluate the safety and short-term outcomes of a novel, intra-
vaginal technique for repair of apical and posterior vaginal wall
prolapse.

Background:
Recent improvements in manufactured grafted repairs for ad-
vanced pelvic organ prolapse have elevated the success rates of
vaginal approach pelvic reconstruction to near sacral colpopexy
levels while markedly decreasing intra-operative risks associated
with major abdominal surgery1,2. These techniques, however,
require needle and mesh arm passage through pelvic musculature
possibly resulting in tissue trauma, hematoma formation, and
prolonged post-operative pain. We report peri-operative and short-
term follow-up data on a novel, intra-vaginal grafted technique for
apical and posterior vaginal prolapse (Posterior ElevateTM,
American Medical Systems, MN, USA) that avoids passage of
needles or graft material through the pelvic musculature.
Methods:
Retrospective case series of 39 consecutive women who under-
went vaginal vault or uterine suspension and posterior vaginal
wall repair with the novel graft technique by two experienced
operators over a 6 month period from 7/2008–12/2008. Pre-op
evaluation consisted of physical examination including POP -Q
staging, standardized assessment of urinary and bowel symptoms,
multi-channel urodynamics (UDS), cystoscopy, and post void
residual (PVR). The Posterior ElevateTM bilateral sacrospinous
fixation and posterior vaginal repair were performed in a standard
fashion. Concomitant repairs were performed as indicated. Peri-
operative data included intra-operative and post-operative compli-
cations, estimated blood loss (EBL), length of hospital stay (LOS),
time to spontaneous void, length of narcotic use, and time to
return to normal activities. Standard assessment of symptoms,
POP-Q, PVR, and documentation of wound healing abnormalities
were performed at 6 weeks post-operative. Apical failure was
defined as the negative value of points C or D≤TVL—2 and
posterior failure was defined as points Ap and/or Bp≥-1.
Results:
39 consecutive women who underwent ElevateTM with minimum
6 weeks follow-up were included in this analysis. Median age was
60 (39–83); median parity was 2 (1–5); mean BMI was 25.1Kg/m2

(19.2–44.8); 33 (85%) women were postmenopausal; 2 (5%)
received pre-op systemic hormone replacement; 15 (38%) women
were current or past smokers; 12 (31%) had prior hysterectomy; 6
(15%) had prior pelvic reconstruction; 4 (10%) had prior pelvic
reconstruction with graft. Twenty -seven (69%) underwent uterine
suspension and 12 (31%) underwent vaginal vault suspension.
Average EBL, including concomitant repairs, was 102 ml (10–
200), there were no intra-operative dissection or device related
injuries. Hospital stay in all cases was less than 24 hours. Fourteen
(36%) patients voided adequately immediately post-op and
median time to adequate void was 2.5 (0–8) days. Thirty-six
(92%) women used narcotics for less than one week, 32 (78%)
returned to regular activities within 3 days. One (2.6%) patient
had a pelvic hematoma in the recto-vaginal septum that
resolved spontaneously in the first week post-op. At 6 weeks
post-op POP-Q staging revealed no apical or posterior failures
(table-1). Thirty-six (92%) patients had normal wound healing,
2 (5%) patients had granulation tissue, and 1 mesh erosion
(2.6%) was noted in a patient with a prior mesh repair. Average
pre-op PVR (range 5–200 ml) and post-op PVR (range 5–
90 ml) were the same at 30 ml.
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Table 1: Median POP-Q Values

POP-Q Point Pre Procedure Post Procedure

C -4 (-7 to +6) -8 (-7 to -11)

D (n=27) -6 (-7 to +6) -9 (-8 to -11)

Ap 0 (-2 to +3) -3

Bp 0 (-2 to +6) -3

TVL 9 (7–12) 9 (7–12)

Conclusions:
Based on this retrospective, short-term series, this novel intra-
vaginal grafted technique for apical and posterior vaginal prolapse
appears safe, allows rapid return to activities with minimal post-op
pain, and provides equivalent anatomic results to graft techniques
that require passage of needles and graft material through the
pelvic musculature.
References:
1. Gauruder-Burmester A, Koutouzidou P, Rohne J, Gronewold
M, Tunn R. Follow-up after polypropylene mesh repair of anterior
and posterior compartments in patients with recurrent prolapse. Int
Urogynecol J 2007;18:1059–1064
2. Culligan PJ, Murphy M, Blackwell L, Hammind G, Graham C,
Heit MH. Long-term success of abdominal sacral colpopexy using
synthetic mesh. Am J Obstet Gynecol 2002;187:1473–1480
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Objective:
To compare anterior vaginal wall mesh augmentation with
concomitant sacrospinous ligament fixation (SSLF) or with
posterior intravaginal slingplasty (IVS) for severe genital prolapse
in a randomized controlled trial.
Background:
SSLF is commonly employed operation for pelvic organ prolapse,
although recurrence of anterior vaginal wall prolapse has been
reported in many studies. Posterior IVS is an alternative to
sacrospinous suspension, but nowadays has widely been aban-
doned because of high complication rates. We undertook a
prospective randomized study comparing these two methods with
concomitant anterior vaginal wall mesh augmentation.

Methods:
The study group comprised postmenopausal women attending
Tampere University Hospital for vaginal vault prolapse or uterine
procidentia between March 2003 and December 2005. The extent
of the prolapse was described with the POP-Q system. All patients
underwent anterior repair augmented with self-tailored four-armed
Vypro®II mesh (6x11 cm) placed over the plicated fascia. Vaginal
hysterectomy was performed, when appropriate, and the vaginal
vault was fixed either by posterior IVS or SSLF. Before and 2, 12,
24, 36 months after surgery, participants were evaluated by
physical examination and standard questions covering prolapse-
related symptoms.
Results:
There were no statistically significant differences between the
study groups concerning demographic factors or preoperative
or postoperative prolapse stage (Table). Operative blood loss or
duration of the operation did not differ between the study
groups.

Variable IVS (n=14) SSLF (n=8)

Age (years) 73±6 68±12

BMI (kg/m²) 27±3 24±4

Type of prolapse

Vault 6 (43) 2 (25)

Procidentia 5 (36) 4 (50)

Enterocele 3 (21) 2 (25)

Preoperative stage

III 9 (64) 4 (50)

IV 5 (36) 4 (50)

Postoperative stage

0 7 (49) 5 (63)

I 3 (21) 2 (25)

II 1 (7) 1 (13)

III 2 (14) 0

Recurrent prolapse 3 (21) 1 (13)

Numbers are mean±sd or n(%)

The POP-Q values of the anterior and posterior vaginal wall were
similar in the two groups, but the C-point value for apical prolapse
was closer to hymen after IVS than SSLF (-5.6 cm vs -7.8 cm,
p=0.03) after 36 month follow-up. The vaginal length was shorter
after IVS than SSLF (7.6 cm vs 9.4 cm, p=0.05). Two out of
22 patients (9 %) had mesh exposure: the one in the IVS group was
treated by resection two months postoperatively because of bleeding,
and the other found 12 months after SSLF was symptomless and not
treated. A total of seven (32 %) patients reported to be sexually
active; four (29 %) in the IVS and three (38 %) in the SSLF group. In
both groups two patients reported that coital function improved after
the operation whereas two patients after IVS and one after SSLF
reported adverse effect on coital function.
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Conclusions:
Anterior repair reinforced with tailored mesh concomitant with
SSLF or with IVS prevented recurrence of anterior vaginal wall,
but for the apical prolapse, the POP-Q point C was significantly
closer to normal in the SSLF group than in the IVS group after
36 month follow-up. Severe complications associated with a mesh
and differences concerning sexual function postoperatively were
not found in the two groups.
References:
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Objective:
Colpocleisis is an easy and low invasive procedure of pelvic organ
prolapse (POP), but many surgeons tend not to choose this
procedure recently because of loss of sexual function. However,
age is known as one of risk factors of POP, and elder patients often
have various complications so that they can not take long
operation. It is also true that perioperative management is often
difficult in such patient. For these reasons, colpocleisis is well
indicated for elder patients accompanied by complications. The
purpose of our study was to reveal the prognosis of colpocleisis
and to study the indication of this procedure.
Background:
Sixty-one women who underwent either Le Fort colpocleisis or
complete colpocleisis between Decembers 2005 and March 2008
were included in this study. Preoperative pelvic evaluations were
performed with the International Pelvic Organ Prolapse staging
system on maximum Valsalva effort in the seated semilithotomy
position. All procedures were performed by same examiner and
patients with symptomatic vaginal wall prolapse or uterine
prolapse of stage 2 or greater were indicated for operations.
Methods:
We retrospectively reviewed the medical record of the subjects and
analyzed the prognosis. Data extracted from records included

demographics (age, parity, BMI and other complications), operation
time, estimated amount of blood loss and type of any concomitant
surgery performed. Data were analyzed using Microsoft Excel 2003
for Windows.
Results:
The mean age of the women was 74.1±6.4 years old (56–86), the
mean operation time was 54±24minutes (18–125), and the mean
estimated blood loss was 56±107 ml (0–681). In 27 cases other
procedures were performed concurrently (vaginal hysterectomy in
16 cases, rectal prolapse surgery in 3 cases, and incontinence
surgery in 8 cases). In 37 women on whom only colpocleisis was
performed without concurrent procedure, mean operation time was
38±10minutes (18–62) in Le Fort-group and 46±13 minutes in
complete-colpocleisis-group. The mean estimated blood loss was
21±28 ml. When physical status (PS) was evaluated by the criteria of
American society of Anesthesiologists (ASA-PS), 75% of patients
were classified into class 2 or greater (9 was in class 3, 37 was in class
2), but no one developed serious perioperative complications.Fifty-
seven women were able to follow up more than six months. When
recurrence was defined as the symptomatic vaginal wall descendent
beyond hymen, no recurrence was observed during study period.Of
20 women who had stress urinary incontinence (SUI) preoperatively,
SUI was cured in 12 cases (in 8 cases TOT or TVT was performed
concurrently). Of 12 women who had preoperative urinary urgency,
urge symptom was cured in 9 cases. However, of 37 women without
preoperative symptoms of any urinary incontinence, 4 had new onset
SUI after surgery (10.8%).
Conclusion:
Colpocleisis is a low invasive procedure with short operation time
and few complications, so that this procedure is well indicated for
elder POP patients accompanied by complications.
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Objective:
The purpose of this study is to measure, using transperineal 2-D
ultrasound, bladder neck distraction by the rigid catheter guide
during tension-free vaginal tape (TVT) placement.
Background:
The TVT procedure requires minimal dissection prior to its
placement, in contrast to the autologous fascial sling which
requires the creation of a sling tunnel from the paraurethral tissue
to the retropubic space. The TVT manufacturer’s instructions¹
recommend a small 0.5 cm paraurethral dissection so that the tip
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of the needle can be introduced into the paraurethral dissection. A
rigid catheter guide is used to distract the bladder neck and urethra
away from where the trocar will pass into the retropubic space.
The amount of distraction has not been quantified nor has it been
shown to decrease urinary tract injury.
Methods:
Patients who planned to undergo a TVT procedure were invited to
participate in this IRB approved prospective trial. Demographic
and peri-operative data including concomitant procedures were
recorded. The operative case proceeded as usual until the
placement of the TVT. At that time, the bladder was filled with
70 mL of sterile water to aid in visualization of the bladder neck
by ultrasound. The rigid catheter guide was placed into the Foley
catheter and both were inserted into the urethra until the tip of the
catheter was visualized~1 cm proximal to the bladder neck. Using
a transperineal ultrasound probe (BK Ultrasound Profocus CX-
series Ultrasound System (HC MDL 70586 CL3) with a Convex
Array Probe (MFI 3.75–6.0 MHz, HC MDL 70586 CL3) the
distance of the bladder neck distraction was measured bilaterally.
SPSS Statistics version 17.0 was used for descriptive analysis.
Results:
The 20 participants in this study had a mean age of 51 years
(range 30 to 70) and a median vaginal parity of 2 (range 0 to 5).
30% of patients had a prior hysterectomy, 25% patients had prior
C-section. The median POPQ stage was 2 (range 0 to 3). One in
four (25%) patients had concomitant prolapse surgery. The median
right-sided bladder neck distraction distance was 1.36 cm (range
0.65 to 1.96) and median left-sided bladder neck distraction
distance was 1.32 (range 0.8 to 1.89). One patient had bilateral
bladder perforations and 1 patient had a right-sided bladder
perforation. The figure below depicts the distribution of the
urethral distraction length on the right and left sides.
Conclusions:
The bladder neck is distracted approximately 1.3 cm contralat-
erally during a TVT procedure. Whether this step reduces bladder
neck and bladder perforations remains to be determined.
References:
1. Tension-free Vaginal Tape (TVT) System - Instructions for Use,
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2. Ward, K., Hilton, P., Prospective multicentre randomized trial of
tension-free vaginal tape and colposuspension as primary treat-
ment for stress incontinence”. BMJ, 2002 325 (7355): 67–73.
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Objectives:
To evaluate subjective and objective continence outcome
and morbidity following TOT for the treatment of female
SUI.
Background:
A number of studies evaluating TOT suggest equal efficacy
but lower morbidity compared to traditional continence
surgery. However, these are of small numbers and/or short-
term follow-up (1–17 months). This study presents data over
24 months following TOT evaluating its morbidity and
continence outcome.
Methods:
Patients with urodynamically-proven SUI (USI) and a stable
bladder were recruited from a tertiary urogynaecology unit. They
were asked to perform a 1-hour pad test before and after
placement of a TOT. To assess subjective outcome, patients were
questioned pre- and post-operatively regarding the presence of
SUI and asked to score the degree of bother and severity using a
visual analogue scale (VAS) (0–10) and the Stamey grading scale
(1–3).
Subjects underwent placement of a TOT using the outside-in
technique. Follow-up was conducted at 6 weeks, 6, 12, and
24 months. At each review, a questionnaire was completed which
asked whether they felt ‘cured’, ‘improved’ or ‘not changed’ by
the surgery. Vaginal examination was performed to observe for
urinary loss. All data were analysed using SPSS® and Statview
4.5®.
Results:
84 women were recruited. Median age was 55(IQR 51–62)
years, parity 2(IQR 2–3), and BMI 28(IQR 25–33)kg•m-2.
83 (99%) underwent TOT placement using a local anaesthetic
and sedation technique. Pre-operatively, using regression
analysis, there was no correlation between severity of urinary
loss using the 1-hour pad test and age, parity, or BMI.
Post-operatively, there was a significant improvement in SUI
(Table 1). 3 patients had persistent USI requiring further
continence surgery (2 periurethral bulking, 1 TVT™). The
remaining women with recurrent SUI were less bothered with a
median VAS of 0. After TOT placement, significant improve-
ments were observed in all objective and subjective measures of
outcome including the Stamey grading scale and VAS scores
(Table 1).
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Table 1. Comparison of pre- and post-operative outcomes

Pre-op 6 w 6 m 12 m 24 m

Patients
attended (N)

84 81 59 54 37

Lost to
follow-up

2 8 8 8

Removed
from study

0 5 7 9

Still for
follow-up

0 0 0 8

Presence of SUI on symptoms and signs

Based on
history

84 8* (10%) 5*(8%) 7*(13%) 7*(19%)

Demonstrated
on exam

39(46%) 1*(1%) 0* 0* 1*(3%)

Presence of UUI

Based on
history

39(46%) 15*(19%) 16*(27%) 21*(39%) 10*(27%)

Patient perception regarding treatment (Cured/ Improved/ No change)

Cured 35(43%) 36(61%) 33(61%) 22(59%)

Improved 24(30%) 12(20%) 11(20%) 8(22%)

No change 3 (4%) 2 (3%) 2(4%) 2 (5%)

No answer 17(21%) 9(15%) 8(15%) 5(14%)

Stamey
grading
scale score

1 (IQR
1–2)

0* (IQR
0–1)

0* (IQR
0–1)

0* (IQR
0–1)

0* (IQR
0–1)

Visual
analogue
scale score

7 (IQR
5–8)

0* (IQR
0–0)

0* (IQR
0–0)

0* (IQR
0–0)

0* (IQR
0–0)

*statistically significant (p<0.05) when compared to pre-operative
values

SUI=stress urinary incontinence; UUI=urinary urge incontinence

Patients lost to follow-up are considered treatment failures. 39
(46%) patients had symptoms of urinary urge incontinence (UUI)
pre-operatively (Table 1). Improvement in UUI was seen in these
women at post-operative follow-up. At 24-months, only 5(14%)
had persistent UUI. In addition, 5(14%) developed de novo UUI
post-operatively which persisted until the 24-month visit. Of
these 10 patients with UUI, only 4 patients considered their UUI
severe enough to take anti-cholinergics. The degree of bother
was also low with a median VAS score of 3(IQR 0–5). Objective
evaluation of continence using the 1-hour pad test demonstrated
a significant decrease of urinary loss at all follow-up visits
(Figure 1).
Figure 1. 1-hr pad test results at the pre-operative visit and on follow-
up. Significant difference at p<0.05 using Kendall’s tau-b. With the
non-validated questionnaire which evaluated patient’s perception of
outcome (‘cured’, ‘improved’, or ‘not changed’), 73–81% of patients
considered their condition improved or cured (Table 1).
Conclusion:
The severity of pre-operative SUI is not influenced by age, parity,
or BMI.
The TOT is an effective continence procedure for the treatment of
female SUI. Data also suggest that it may improve urgency and
UUI in patients who have mixed symptoms. Although de novo
post-operative urgency and UUI may occur, the risk is low and
comparable to the TVT.
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Objective:
The aim of this prospective no randomized study was to evaluate
the efficacy, tolerability and the impact on quality of life of
intravesical instillations of hyaluronic acid (HA) in patients with
painful bladder syndrome/ interstitial cystitis.
Background:
The name interstitial cystitis (IC) has become misleading and has been
replaced by painful bladder syndrome (PBS) in the 2002 by
International Continence Society (ICS). Afterwards, the European
Society for the Study of Interstitial Cystitis (ESSIC) agreed to include
IC in the overall term PBS/IC. It is a chronic, debilitating bladder
disease characterized by pelvic pain, urinary frequency and urgency for
at least 6 months in duration without a diagnosable etiology (1). The
exact etiology is still unknown, but there are several suggested causes.
A defect in the glycosaminoglycan (GAG) layer of the bladder mucosa
might be a pathogenic explanation. This mucous layer is thought to
protect against urinary solutes. HA is a major mucopolysaccharide
component of the extracellular matrix and it also forms an important
component of GAG layer on the bladder surface. Intravesical
instillation of HA has been showed to improve bladder symptoms,
but the mechanism of action are not clear. Our study would like to be a
contribution to understanding the satisfaction and acceptance by
patients of this pharmacological treatment and its handling.
Methods:
We have enrolled 32 patients (age range 29–79 years), from January
2001 to June 2008, all suffering from PBS/IC diagnosed according to
the criteria of the NIDDH (2). All patients underwent to the following
evaluation before therapy: a urodynamic study, urine culture,
diagnostic cystoscopy with hydrodistension; we have submitted to
patients the O’Leary-Sant Interstitial Cystitis Symptom Index (ICSI:
range 0–20), Interstitial Cystitis Problem Index (range 0–16) (3) and
Visual Analogue Scale (VAS) scored from 0 to 10 to evaluate the pain
before and after the treatment to assess the outcome of the therapy. The
treatment protocol included intravesical instillation of HA (Cystistat®:
containing 40 mg of HA in 50 ml phosphate-buffered saline) weekly
for six weeks and afterwards monthly for 6 months.
Results:
All patients completed the six weeks of HA treatment, but 2 women
(6%) withdrew after six weekly instillation because of a lack of
response. Out of 30 patients who completed monthly instillations
treatment of HA, 2 (7 %) stopped therapy after a strong positive and
lasting response with significant decrease in symptomatology (ICSI:
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range from 18–20 to 0–5), significant improvement of Quality of Life
(ICPI: range from 12–16 to 0–4) and decrease of pain (VAS: range
from 8–10 to 0–2). On the contrary, 28 patients (93%) continued
intravesical therapy uninterruptedly because symptoms recurred about
three weeks after the last instillation. HAwas tolerated by all patients
and no adverse reactions were reported. Our criteria to include the
patients are more strict than actual diagnostic criteria proposed by the
ICS in 2002. Probably we would have misdiagnosed a lot of patients,
but, on the other hand, a homogeneous population was selected: all
the patients had a severe clinical state and pathognomic cystoscopic
signs. It should be explain the fact that the majority of our patients
have needed additional instillations of HA.
Conclusions:
Data of literature show an absence of uniform protocol to treat this
pathology and no unambiguous diagnostic criteria. In our experi-
ence we can affirm that HA is a safe, effective and useful treatment
in patients with PBS/IC, as demonstrated by psychometric tests
with significantly improvement of quality of life. Although we
aware of the existence of a "placebo effect" that in some studies
may justify up to 30% of positive results, we felt it was not ethically
correct to perform a randomized trial versus "placebo."
Nevertheless the efficacy of HA treatment couldn’t be lasting and
we should take in to consideration the possibility to carry on the
therapy continuously.
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Objective:
The aim of this study was to investigate the prevalence of
urinary and faecal incontinence among nursing home popula-
tion in a midsized city of northern Italy and to verify the
association of these disturbances in relation to the cognitive
and functional status.
Background:
The prevalence of urinary incontinence reaches 20–30% in
community-living older people and may rise up to 50% among
residents in long term care facilities (1).
As the elderly population in all western countries increases, the
need for knowledge about health problems common among the
elderly, for instance incontinence, becomes essential. Addition-
ally, other functional limitations become more frequent with
ageing. Therefore, an exploration of widespread health com-
plaints that coexist with incontinence could provide more
knowledge about urinary and faecal incontinence in nursing-
home residents.
Methods:
A total of 307 nursing home residents (78 males and 229 females—
mean age 82±8.8) were interviewed with a specific non-validated
questionnaire based on the evaluation of urinary incontinence,
faecal continence, functional status and cognitive performance. The
questionnaire was administered to each subject by a single
interviewer.
Results:
237/307 (77.5%) subjects showed two or more associated
pathologies as cardiovascular disease (59.6%), neurological
disease (25%), diabetes (20.5%) and respiratory disease
(17.3%). 53/307 (17.3%) subjects showed a cognitive impair-
ment while 18.5% showed pressure ulcers. 34.6% of men
showed symptomatic voiding dysfunction. 24/229 (10.5%)
females had a prolapse. 97/307 (31.6%) showed communica-
tive disabilities. 135/307 (44%) subjects were able to void
without nursing care. 31/307 (9.8%) subjects had dwelling
catheter and 4/307 (2.4%) subjects used intermittent catheter-
ization. Among 272/307 (88.6%) subjects without dwelling
catheter or intermittent catheterization, the prevalence of
urinary incontinence was of 49.4%. 112/307 (36.6%) subjects
were affected by faecal incontinence.
Conclusion:
This study shows the prevalence of urinary and faecal incontinence in
nursing home residents in a midsized city in northern Italy. In
particular the results demonstrate that the above reported dysfunctions
are related to the cognitive and functional status of this population.
These data are in accordance with previously reported studies (2,3).
Urinary and faecal incontinence associated with cognitive impair-
ment and functional status is a frequent condition among people
living in nursing homes.
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Objective:
To demonstrate that a intensive-reduce pelvic floor exercise
program has a similar outcome to the intensive pelvic floor
program exercise for the treatment of stress urinary incontinence
in women.
Background:
The literature review reported that the pelvic floor exercises had a
17 to 84 percent cure rate for stress urinary incontinence,
differences were mainly because of a great variety of exercises
programs, population and evaluation methology (1). Bo et al
demonstrate that the intensive pelvic floor exercise program
achives good results (2). A case series pilot study conducted in
the National Perinatology Institute in 2007, showed that most of
the patients didn´t follow the 30 routine exercises indicated, but
they did about 10 routines per day instead. This patients reported a
subjective improvement of 60%. A study to demonstrate that a
intensive-reduce program (10 routines) can be as effective as the
intensive program (30 routines) for the treatment of stress urinary
incontinence is presented.
Methods:
Patients attending the Urogynecology Department of the National
Perinatology Institute in Mexico, with stress urinary incontinence or
mixed urinary incontinence with a mayor stress factor and that accepted
to participate and signed a informed consent were included. The study
was performed from January 2008 to January 2009. The patients were
randomized into one of the following groups: 1- Intensive program,
consist of 30 routines per day. 2-Reduce program, consist of 10 routines
per day. A pelvic floor anatomy and physiology class was presented in
the first session, and a voiding diary was given each week for 6 weeks.
At the beginning and the end of the program a cough test, biofeedback
session, visual analogue scale, and a King`s Health Questionnaire were
recorded. Data was then analyze with descriptive stadistics and t-student
using the SPSS 11.0 version program.

Results:
Fourteen patients were included, 7 in the intensive and 7 in the
reduced program. The demographic characteristics in both groups
were similar. Forty two percent in the intensive group and 28,5%
in the reduced group presented a positive cough test. The mean
Sandvick score was 5.2, which would be moderate incontinence.
Both groups presented similar objetive and subjetive improvement
rate. Among the King´s Health Questionnaire parameters, the
social limitation improvement favors the intensive program (p=
0.039).
Conclusion:
The reduce pelvic exercise program can be as effective as the
intensive pelvic floor exercise program; but considering that the
population size is small, no firmly conclusions can be done.
References:
1. Hay-Smith EJC, Bo K, Berghmans LCM, Hendriks HJM, de
Bie RA, van Waalwijk van Doorn ESC. Entrenamiento muscular
del piso pélvico para la incontinencia urinaria en mujeres.
Biblioteca Cochrane Plus 2006;1: 1–100.
2. Bo K, Hagen RH, Kvartein B, Jorgensen J, Larsen S. Pelvic
Floor Muscle Exercise for the tratment of Female Stress Urinary
Incontinence. III Efects of two differents degrees of pelvic floor
muscle exercise. Neurourod Urodyn, 1990;9:489–502.
3. Ghoniem G, Stanford E, Kenton K, Achtari C, Goldberg R,
Mascarenhas T, Parekh M, Tamussino K, Tosson S, Lose G, Petri
E. Evaluation and outcome measures in the treatment of female
urinary stress incontinente: Internacional Urogynecological Asso-
ciation (IUGA) guidelines for research and clinical practice. Int
Urogynecol J 2008;19:5–33.

412
OPEN SACROCOLPOPEXY AND RECTOPEXY
FOR ADVANCED PELVIC ORGAN & RECTAL
PROLAPSE WITH TVT OR TVTO: RESULTS
AND COMPLICATIONS
S. MARINKOVIC;
St Francis Hosp., Indianapolis, IN.

Consent obtained from patients: Yes
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
Pelvic Organ Prolapse necessitating operative intervention in a
womenn’s lifetime approaches 10–12 percent. Corequisite Rectal
Prolapse is less commonly encountered and repaired by Pelvic Floor
Surgeons. We discuss our results and complications when open
Sacrocolpopexy (SCP) is concomitantly performed with open
Rectopexy (RP) utilizing standard grade Polyprophylene mesh
interposition and with TVT/TVTO.
Background:
Retrospective study with Electronic Medical Records quantitative
and qualitative regular assessments.
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Methods:
BetweenOctober 2001 and January 2008we have performed 246 open
SCP and 19 with concomitant RP and/or TVT/TVTO. All patients
underwent a comprehensive history and physical examination (ICS
POP scores) with multichannel urodynamics or videourodynamics.
Assessment with UDI-6 IIQ-7 & PFDI-20 were performed at each
subsequent encounter. All patients had Stage 2 ICS POP score in two or
more pelvic compartments with Stage two or more rectal prolapse.
Patients with fecal incontinence underwent anal manometry and rectal
ultrasoundography and were excluded and not treated in this manner.
All operations were performed under general anesthetic with Allen
stirrups and hospitalized for a minimum of 48 hours then discharged.
We evaluated at 6 weeks , 6, 12 & 24 months and between May -
November 2008 for recurrent pelvic, rectal prolapse, stress & urge
incontinence, mesh exposure and bowel complications. Failure was
defined as recurrent Stage 2 or more pelvic organ or rectal prolapse.
Results:
With a mean follow-up of 48.8±16.7 months and a mean age of 60.3±
11.9 years . There were 4/19 (21 percent) recurrent Grade 2 cystoceles,
0/19 recurrent vault prolapse, 5/19 (26 percent) recurrent rectoceles and
3/19 (16 percent) rectal prolapses. There was a 89 percent success in
treatment of stress incontinence and 11 percent de novo urgency. Mesh
exposure was 1/19 (5 percent, posterior compartment). UDI-6, IIQ-7
and PFDI all improved statistically significantly (P<0.001). There was
two patient episodes of bowel obstruction at 22 and 31 months of
follow-up both treated with uncomplicated open lysis of adhesions.
There were 2 patients (16 and 20 months follow-up) with new onset
Grade 1 fecal incontinence subsequently treated with rectal/sigmoid
resection by a colorectal surgeon. There were no hospital readmissions
within 90 days of discharge.
Conclusions:
Combined Sacrocolpopexy and Rectopexy with TVT or TVTO does
successfully treat combined pelvic organ prolapse, rectal prolapse and
stress incontinence with minimal operative morbidity. There were also
obtained statistically significant improvements in urinary and pelvic
floor quality of life measurements.
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Objective:
We have recently witnessed an insurgence in the utilization of
Polypropylene mesh for the vaginal repair of Pelvic Organ Prolapse
(POP). Concomitant POP and mid-urethral sling regardless of
preoperative urodynamic proven stress incontinence (SUI) is studied
much rarer but may be gaining proponents to prevent occult SUI.

Background:
Prospective study with Electronic Medical Records quantitative
and qualitative regular assessments.
Methods:
A study of 72 consecutive patients who underwent total transvaginal
polypropylene mesh interposition and Sacrospinous Fixation with
tension-free vaginal tape -obturator (TVTO, Gynecare, Somerset, NJ,
USA) approach under general or regional anesthetic. Patients had a
complete history and physical, cystoscopy and videourodynamics. All
patients completed a UDI-6, IIQ-7 and PFDI-20 score preoperatively
and 1 year post-operatively and presented with an International
Continence Stage 2 (POP) or more prolapse in two or more pelvic
compartments. All study participants had a prior hysterectomy.
Failures and complications were defined to include International
Continence Society (ICS) Stage 2 or more recurrent prolapse,
incidence of mesh exposure, de novo i.e. stress incontinence, urgency
or dyspareunia, and intraoperative complications.
Results:
Failure rate was 9 percent (6/72) with a median follow-up of 26±
11.94 months. There was a mesh exposure rate of 6 percent. De
novo stress incontinence, urgency and dyspareunia were 8, 15 &
12 percent. Median operative time was 88 minutes±12.73 minutes
with a corresponding median blood loss of 100 mls±75 mls. There
were three cystotomies and two rectal enterotomies.
Conclusions:
The Total transvaginal Polyprophylene mesh repair with Sacrospinous
Fixation and TVTO is a very successful minimally invasive approach
to prolapse and preventive SUI providing excellent resolution of
significant prolapse with acceptable mesh exposure rates.
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Objective:
To evaluate the 1 year effectiveness and complications of tension-
free vaginal tape-obturator (TVT-O) in the treatment of female
stress urinary incontinence (SUI).
Background:
Female stress urinary incontinence (SUI) is a common condition that
affects up to 25 % of women in the general population. Although not
life threatening, the associated symptoms can have profound
psychosocial, physical and mental impact on women. In the year
2001, the transobturator approach was first introduced whereby
the tape was inserted through the obturator foramen, from the thigh
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fold (outside) towards the mid-urethral region (inside), with the goal of
avoiding the retropubic space. A new approach, the tension-free vaginal
tape-obturator (TVT-O), using an inside-out technique, was developed
by de Leval J in 2003 with the aim of minimising the morbidities
related to injury of bladder and urethra. The aim of this study was to
investigate the outcome of TVT-O; its effectiveness and associated
complications in the treatment of female stress urinary incontinence.
Methods:
A total of 421 women with SUI who underwent the TVT-O
procedure from May 2004 to December 2006 were recruited in the
study. Pre-operative evaluation included history taking, physical
examination, erect stress test, and urodynamic investigations. Data
regarding operative time, intra- and peri-operative complications
were recorded. Post-operatively, patients were assessed at 1, 6 and
12 months. Urodynamic investigations were performed post-
operatively at 6 months follow-up to document objective outcomes.
Results:
Out of 421 cases, 227 underwent the TVT-O with concomitant surgery
while the remaining 194 had only TVT-O done. The percentage of
patients turning up for review at 6 and 12 months were 81% and 68%
respectively and the subjective cure rates were 93.3% and 94.0%
respectively. The objective cure rate at 6 months was 93%. Two
patients had bladder perforations (one from concomitant prolapse)
which were treated conservatively. Although 11 patients (2.6% of 421
cases) had postoperative voiding difficulty, 90% of them resolved
spontaneously. In 2 cases (2/421), tape loosening was done within
2 weeks of the TVT-O procedure for persistently high post-void
residual volumes (PVR). De novo urge incontinence, mesh erosion
and thigh pain were reported at 5.2%, 3.2% and 1.7% respectively.
Conclusion:
Tension-free vaginal tape-obturator is a highly effective procedure
with very few major complications.
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Objective:
To evaluate the results of laparoscopic sacrocolporectopexy in
patients with pelvic organ prolapse or bowel dysfunction.
Background:
Pelvic organ prolapse causes a variety of symptoms that impair a
patient’s quality of life. These symptoms are incomplete evacua-
tion, rectal discomfort, anal incontinence, pelvic heaviness,
vaginal bulging and lower abdominal pain. A laparoscopic
sacrocolporectopexy uses a mesh fixation of the mid-compartment
vagina and the posterior-compartment rectum to the sacrum to
correct both anatomical deformity and pelvic floor symptoms.
Methods:
In St Antonius Hospital the charts were collected retrospectively
of consecutive patients, who underwent laparoscopic sacrocolpor-
ectopexy from November 1999 to February 2007. The patients
were reviewed six weeks after surgery. An extra review was done
at mean of 34.8 (range: 7–73) months after surgery. At this follow
up a standardized pelvic floor questionnaire of the Dutch Society
of Obstetrics and Gynecology was completed, including women’s
satisfaction.
Results:
A total of 24 patients were included. The mean age was 61.4 years
(range: 39–85 years). The mean period of follow up was 10 months
(range: 5 days to 59 months). All patients had a prolapse of the
posterior compartment; either twelve patients (44.4%) had a prolapse
of the posterior compartment and vaginal vault prolapse (mid-
compartment). Themean operating timewas 120minutes (range: 65–
209) and estimated blood loss of 72 ml (range: 10–600 ml). In two
patients the laparoscopy was converted to an open procedure, one due
to adhesions and one due to a rectum perforation. Six weeks after
surgery the anatomic results were good. In the follow period no
recurrences occurred. The functional results of the laparoscopic
sacrocolporectopexy had significant effect on prolapse symptoms in
all women (n=12) with vaginal vault prolapse. However there was no
significant improvement in bowel dysfunction (n=17, p 0.51). De
novo urine voiding problems was present in 62.5% of women (n=
15). The majority of women (87%) were moderate to completely
satisfied with the result of laparoscopic sacrocolporectopexy.
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Conclusions:
Iin patients with concurrent posterior- and mid compartment
prolapse laparoscopic sacrocolporectopexy is an effective and safe
operation to correct pelvic organ prolapse. Especially for vaginal
vault prolapse a high satisfaction rate is observed. However after
posterior compartment correction, bowel symptoms are not
improved in a majority of women and become worse in some
cases. Anatomical correction is no guarantee for functional
improvement in these women. Furthermore de novo urine voiding
problems are evident and should be discussed prior to operation.
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Objective:
To assess and validate a new, portable uroflowmeter/voiding diary
(PUF-VD) conceived and designed by our group.
Background:
Voiding diaries for the measurement of micturition volume and
frequency, and flowmetry quantifying urine flow rate are standard
diagnostic tools providing valuable information in a clinical
urological practice.
Methods:
Fourmembers of our Department urinated into the PUF-VD at home as
many times as possible for a week. Immediately after each void, they
also had to pour urine from the device into a graduated plastic container
and record the time of micturition and volume on a paper sheet. Before
entering the study, all participants completed an International Prostate
Symptom Score to assess their possible voiding dysfunction. They also
performed 2 flowmetry measurements with our departmental flowme-
ter, one before and the other after the home recordings.
Results:
Evaluators found the new device easier to use and preferred it to a
paper container system if they had to redo the test. Recorded date,

time and volume of each micturition were precise when compared
to the paper container system. A non-clinically significant average
variation of 4% (0–10%) was found in automatically recorded
voided volumes. Flowmetries with fixed devices gave values
always in the ranges of those measured with the new device.
However, variations of peak flow rates up to 20% were recorded
with the PUF-VD in the same individual, demonstrating the higher
accuracy of repeated measures.
Conclusions:
This initial evaluation allowed us to display the device’s accuracy
and utility. A larger scale satisfaction survey of patients and
physicians is required. The new device may be of great interest in
clinical practice and research into voiding dysfunctions.
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Objective:
The aim of the study was to determine the importance of pelvic
floor rehabilitation in urinary incontinence (UI) on the quality life
in women who applied to urogynecology unit in a university
hospital in Istanbul.
Background:
Therapies to strengthen the pelvic floor are the most commonly
recommended treatment for UI in women. They have the
advantage over other therapies (especially surgery) in that they
have no adverse physical side-effects or morbidity. The rational
use of these therapies might offer treatment to women who would
not or could not undergo more invasive treatments.
Methods:
The study was designed as a prospective and experimental study
and included 388 incontinent women who applied to Istanbul
University Istanbul Medical Faculty Urogynecology Unit for pelvic
floor treatment between June 2005-May 2007. Data were gathered via
face-to-face interviewswith a questionnaire prepared by the researchers
and a quality of life questionnaire (Kings Health Questionnaire- KHQ).
KHQ has nine subdimensions. Total score for KHQ is 100 and higher
scores reflect more negative effects on quality of life. All subjects were
evaluated according to the usual protocol of Urogynecological Unit
(history, pelvic examination, body mass index, pad test, perineometer,
digital palpation, urodynamic evaluation, KHQ).
Results:
The mean age of the women was 47,94±9,06. Most of the women
were married (91.8%) and were housewives (71.1%). The mean
number of deliveries was 2.96±1.74 and 30.3% of women were in
postmenopausal period. One or combined pelvic floor education
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program techniques, including biofeedback, vaginal electrical
stimulation, pelvic floor muscle exercises, vaginal cone and
treatment with electromagnetic waves during 6–8 weeks (n=53),
were used for pelvic floor rehabilitation.
The type of urinary incontinence was 49%mix, 37.4% stress and 13.7%
urge incontinence. Before treatment, severe incontinence was found
according to pad test (22.47±34.21 gr.) and incontinence significantly
decreased in the pad test after treatment (4.40±16.72 gr.) (p=.000).
Pelvic floor muscle strength was evaluated as weak/middle with
perineometer 24.69±14.09 cmH2O and digital palpation 2.95±1.22.
After treatment, a significant increase in pelvic floor strength was
observed in the women (by perineometer 31.56±15.10 cmH2O and
digital palpation 3.42±1.01) (p=.000). The results of UI treatment were
found as 29.6% “cure”, 56.4% “better”, and 13.9% “no difference”.
Also when KHQ and cure rates were compared a highly significant
decrease was found for the all subdimensions’ scores except “emotions”
and total score of scale in the after treatment (z=-4.493 p=.000).
Conclusions:
UI is an important problem for quality of life. Behavioral therapy
can be used easily as an effective treatment for increasing quality
of life in urinary incontinence of women.
References:
1. Williams KS, Assassa RP, Gillies CL, Abrams KR, Turner DA,
Shaw C, Haslam J, Mayne C, McGrother CW; Leicestershire
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OBJECTIVE ANATOMICAL RESULTS
OF THE TRANSCOCCIGEAL SACROPEXY
FOR POSTERIOR VAGINALWALL PROLAPSE
USING NAZCA R
P. PALMA1, C. RICCETTO1, V. HERRMANN1,
F. DALPHORNO1, T. F. PALMA1, R. CASTRO2, C. DEL
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Objective:
This prospective multicentric study was carried out to objective
evaluate the results of the transcoccigeal posterior mesh Nazca R
in the management of high grade or recurrent posterior vaginal
wall prolapses.

Background:
From January 2004 to April 2007, 110 patients with high grade or
recurrent rectocele underwent posterior transcoccigeal mesh repair,
using the POP-Q grading system to objectively evaluate the
anatomical results. The mean age was 58 years.
Methods:
The procedure was carried out under spinal anesthesia with the
patient in the lithotomy position. A posterior vaginal incision was
made and the parietal space was dissected and the sacrospinous
ligament identified. Two skin incisions were made 3 cm lateral
and inferior to the anus. A special needle was introduced through
the skin incision and guided by the index finger until the
sacrospinal ligament was transfixed. The armpit of the mesh was
connected and brought to the perineal incision. The same
maneuver was repeated on the other side. After adjustment of
the mesh the vaginal skin was closed.
Results:
There were 106 (94%) of cure, that is absence or grade I
rectocele. Ten (9%) patients present mesh exposure close to the
perineal body, managed conservatively. There was no rectal or
vascular lesion. One patient presented gluteal pain for 3 weeks.
Dyspareunia was observed in 7 (6.7%) % of the sexually active
patient.
Conclusions:
Transcoccigeal sacropexy is a safe and effective alternative for the
management of selected cases of posterior vaginal prolapse and
vaginal wall prolapse as well.

419
PELVIC FLOOR ULTRASOUND ON STRESS URINARY
INCONTINENCE—VALIDATING OUR EXPERIENCE
J. COLACO, I. BRAVO, R. VIANA, A. VIEIRA,
V. GONÇALVES, H. RETTO;
Hosp. GARCIA ORTA, Almada, Portugal.
Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
Concordance between pelvic floor ultrasound and urodynamic
study results in the evaluation of women with stress urinary
incontinence (SUI).
Methods:
98 women with SUI symptoms were concomitant evaluated for
diagnosis purposes with pelvic floor ultrasound and urodynamic
study. Pelvic floor ultrasound was performed with convex trans-
labial probe with minimal 50 cc of bladder urine. Hipermobility
was defined as urethral mobility superior to 25 mm with Valsalva
maneuver. Doppler visualization of urine loss and urethral
hipermobility were criteria for diagnosis for SUI in the pelvic
floor ultrasound. Voiding cystometry was realized with three
lumen catheter and urine loss with Valsalva maneuver after 250 cc
were enrolled in this study. Women with hyperactive bladder in
the urodynamics and pelvic floor effects on the ultrasound were
excluding from this study. For treatment approach we try establish
a validation model for pelvic ultrasound results instead of
urodynamics results.
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Results:
Mainly the women studied had complaints of pure stress
incontinence (88 %). In 43 women (43, 8 %) the symptoms of
SUI were concordant with urodynamic results and 52 % (51
women) in the pelvic floor ultrasound. Concordance between this
two exams occurred in 59 % of the cases (58). Predictive positive
value from ultrasound to urodynamics was 50 % and predictive
negative value was 61, 7 %. In 40 women’s the two studies were
discordant in the results. Ultrasound urine loss occurred in 62, 5 %
(25) of the normal urodynamics studies. Instead in 15 cases no
urine loses wore visualized in pelvic floor ultrasound but
document in urodynamic study.
Conclusion:
In our experience pelvic floor ultrasound assumes an interesting
diagnostic tool in the cases of SUI with discordant results in the
urodynamic study. In the future surgical decision algorithm in our
unit, pelvic floor ultrasound will be established as a first line
examination tool.
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CORRELATION BETWEEN URODYNAMICS FINDINGS
AND PATIENT SYMPTOMS USING ICIQ SCORE
A. STANITSAS;
GREAT WESTERN Hosp., SWINDON, United Kingdom.

Consent obtained from patients: Yes
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
The aim of this study is to examine the correlation between the
presenting symptoms as quantified by the ‘International Consul-
tation on Incontinence Questionnaire-Short-Form (ICIQ-SF)’
Score and the urodynamic findings in patients with stress, urge
or mixed incontinence. In addition we aimed to observe the
percentage of patients that used the ICIQ-SF score and its
significance in identifying presenting symptoms associated with
incontinence and finally the management plans followed, based on
urodynamic findings.
Background:
Based on National Institute of Clinical Excellence (NICE)
recommendations a detailed clinical history and categorisation
of symptoms was acquired along with a urine sample to exclude
infection. Also patients were offered a bladder diary to fill before
the urodynamics appointment. The ICIQ-SF is a prerequisite to
urodynamics and is very helpful for the subsequent management
of incontinence. A trial of Anticholinergics should be offered
along with bladder retraining, if the presenting symptoms are
suggestive of Overactive Bladder, and should stop at least 7 days
prior to urodynamics. Also physiotherapy and Pelvic floor
muscle exercises should be offered for 3 months if symptoms
are suggestive of Stress Urinary Incontinence or Mixed Incon-
tinence. Also a Frequency Volume Chart should be filled as a
prerequisite to urodynamics. Finally if urodynamics suggest
urodynamic stress incontinence patients should be offered a sling
procedure as a management plan.

Methods:
Between January and December 2008, sixty six patients aged 24-
83 years old, were referred to our department with incontinence on
straining, urge or mixed incontinence symptoms. After taking a
detailed clinical history, physical examination and urinanalysis all
of the patients had urodynamics and 27% of them filled the ICIQ-
SF. A detailed analysis of the scoring for frequency of inconti-
nence, quantity of urine leakage and their interference with quality
of life was made based on the questionnaire. Also conditions
associated with incontinence like prolapse or stool incontinence
were registered and were correlated with urinary incontinence. We
carried out urodynamics to all the patients and we correlated the
results to the presenting symptoms according to the ICIQ-SF. All
urodynamic tests were supervised by a consultant. A clear
management plan was performed based on the urodynamic
findings. All pre- urodynamics and post-urodynamics findings
were then transferred to Windows Office Excel 2003 program and
statistical analysis of the results was made.
Results:
We found statistically significant differences between pre-urody-
namic symptoms and post-urodynamic findings which affected
decisively the management plan. The analysis of the presenting
complaint showed that 67% of the cases presented with mixed
incontinence, 21% with Stress Incontinence and 12% with
overactive bladder symptoms, whereas the urodynamic findings
were :17% Normal, 29% Mixed incontinence, 25% Urodynamic
stress incontinence, and 27%Detrusor overactivity and 3% detrusor
hyposensitivity. A total of 27 patients (42%) filled the ICIQ-SF prior
to urodynamics which gave a quantitative scoring of symptoms and
interference with the patient’s quality of life. The Urodynamic results
in the cases presented with Mixed Incontinence symptoms were:
Urodynamic Stress Incontinence in 19% Detrusor Overactivity in
30% Mixed Incontinence in 40% ,Normal urodynamics in 9% and
detrusor Hyposensitivity in 2% of the cases.
Conclusions:
ICIQ-SF scoring is a practical and reliable method for baseline and
possible post treatment evaluation of patients with urinary
incontinence. 21% of patients had stress incontinence as a starting
complaint as opposed to 25% of patients that had the diagnosis of
Urodynamic Stress Incontinence. Accordingly 67% of patients had
mixed incontinence as a presenting complaint as opposed to 29%
of patients that had the Urodynamic diagnosis of Mixed
incontinence. Finally only 12% of patients had overactive bladder
symptoms as a presenting complaint whereas urodynamics
showed a diagnosis of detrusor overactivity in 27% of patients.
Significant correlation exists between the ICIQ-SF and urody-
namic parameters. Further studies are warranted.
References:
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TREATING 3RD AND 4TH DEGREE PROLAPSES (POP-Q)
WITH PROLIFT
E. UBERTAZZI, A. SAAVEDRA SANCHEZ, A. GERDING,
R. PEREZ VIDAL, R. TESTA;
Hosp. Italiano de Buenos Aires, Buenos Aires, Argentina.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The aim of this study was to assess the anatomical and functional
results of the transvaginal repairing of 3 rd and 4th degree
prolapses with the Prolift device.
Background:
This prospective and observational study included 45 patients
from only one centre. They were operated on between June 2006
and November 2007. Twenty-eight (62.2%) patients had a stage 3
prolapse, 15 (33.3%) had a stage 4 prolapse and only 2 (4.4%) had
a stage 2 recurrent prolapse. The post operatory follow up was
16.1 months long in average (range 1–26 months) but 38 (84.5%)
patients were controlled for over a year. Post operatory assessment
included: POP- Q and recording de novo appearance of SUI, UUI,
dyspareunia, constipation, pelvis pain, healing defects, retractions
and new surgery procedures. This control was carried out by a
doctor who was not the surgeon. Average age of patients was 63
(40–81) and average parity was 3. 91 % were post menopausal
patients.
Methods:
A total mesh was used on 9 patients (20%), an anterior mesh was
used on 11 patients (24.4%), a posterior mesh was used on 10
patients (22.2%) and both anterior and posterior meshes were used
on 15 patients (33.3%). 11 patients (24.4%) had undergone a
previous hysterectomy, a vaginal hysterectomy was performed on
4 patients (11.8%) during the procedure and on 30 patients
(88.2%) the uterus was preserved.
Mid urethral slings were performed on 14 patients (31.1%). Other
vaginal procedures without mesh together with Prolift were
performed on 13 patients (28.8%).
Patients in stages POP-Q 0 or 1 were considered cured, those in
stage 2 asymptomatic were considered improved, and those in
stage 2 with symptoms or >2 were considered failed.
Results:
38 patients (84.4%) were cured and 5 patients (11.1%) improved.
The procedure failed in 2 patients (4.4%). From the anatomical
point of view the recurrences (POP-Q 2 o >) were: Anterior
defect: (stage 2) 1 case (2.2%). Apical defect: (stage 2) 5 cases and
(stage 3) 1 case (13.3%). Posterior defect: (stage 2) 1 case (2.2%).
Furthermore, de novo SUI: 1 case, dyspareunia: 2 cases, de novo
urgency: 4 cases, Haematomas: 2 cases, one that needed
reoperation to drain the haematoma were observed. There were
no new surgeries performed due to recurrences.
There were 5 cases (11.1%) of healing defects, all of them within
the first 3 months of follow up and those patients had undergone
uterus preservation procedures.

There were 17 cases (37.7%) of retractions, all of them
asymptomatic, except 1 patient who experiences pain on palpa-
tion. Uterus preservation on patients with apical defect was
successful on 21 patients (81%).
Conclusions:
This study has shown that uterus preservation has not avoided
healing defects. However, the Prolift device is a successful option
to preserve the uterus of patients suffering 3 rd or 4th degree
hysterocele. Following the results observed after a 16-month
follow up, it would appear that the Prolift device is safe and
effective to treat high degree prolapses. Notwithstanding this, the
results must be confirmed in the long term.
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MENOPAUSE DECREASE IN WHOLE QUALITY OF LIFE
IN WOMEN
K. MIN1, H. KWAK2, J. YOON3, D. KANG3, S. CHOI3;
1Paik Inst. of Clinical Res., Inje Univ., Busan, Republic of Korea,
2Dongrae Paik Hosp., Inje Univ., Busan, Republic of Korea,
3Pusan Paik Hosp., Inje Univ., Busan, Republic of Korea.

Consent obtained from patients: Yes
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Work supported by industry: No

Objective:
The aim of this study is to assess quality of life about voiding
symptoms, sexual life and general well-being in menopausal
women.
Background:
Menopause changes in uro-genital system anatomically and
physiologically resulting in increasing voiding symptoms and
sexual dysfunction. Even if women encountered low quality of life
due to menopause, however, there has been a tendency to avoid
estrogen replacement for fear of it’s side effects.
Methods:
Twenty five questionnaire for assessing quality of life is composed
of 5 from King’s Health Questionnaire for voiding symptoms, 5
from female Sexual Distress Scale, and 15 from Korean
questionnaire about quality of life which was published in Korean
journal and validity was confirmed. This questionnaire was self-
administered by 1600 women above 35 years old in Busan city,
Korea. Fifteen hundred and forty two women are available to
analyze statistical significance with ANOVA between premeno-
pausal (n=400), perimenopausal (n=273) and postmenopausal
(n=869) group. Perimenopause defined as sudden menstrual
irregularity or within 1 year after menopause.
Results:
Mean age is 46.7±4.92 in premenopausal group, 50.5±5.51 in
perimenopausal group, and 59.8±7.04 in postmenopausal group.
Frequency-associated distress and discomfort with nocturia and
hesitancy increased significantly in postmenopausal women and
increased moderately in perimenopausal women compared to
premenopausal women (p<0.0001). All questionnaires about
quality of sexual life such as sexual distress, sexual dissatisfaction
and sexual anxiety except vaginal dryness did not show statistical
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significance between 3 groups (p>0.1). However, these all sexual
questionnaires demonstrated statistical significances between
premenopausal and postmenopausal groups (p<0.0001). Fourteen
questionnaires about depression, ability to do, physical discomfort
and fatigue in general life revealed significant differences between
3 groups (p<0.0001).
Conclusions:
Menopause increased in voiding symptoms and sexual distress
including vaginal dryness, and decreased in general well-being.
Hormone replacement therapy should be considered in women
with decreased quality of life by menopause.

423
CHANGES IN VESICAL URODYNAMICS IN FEMALE
PATIENTS WITH CHRONIC RENAL FAILURE
J. LEE1, K. SHIM2;
1Busan Catholic Med. center, Maryknoll Hosp., Busan, Republic
of Korea, 2Busan Veterans Hosp., Busan, Republic of Korea.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To investigate the urodynamic changes in female patients with
chronic renal failure (CRF).
Background:
There are only little urodynamic studies of patients with CRF,
especially female patients.
Methods:
Urodynamic evaluations were performed in female patients with
CRF(50 females) during the period of May, 2004 and May, 2007.
The patients were free of neurogenic bladder in the past history.
The clinical notes of the patients were reviewed to ascertain the
causes and duration of CRF. The causes of renal failure were
chronic glomerulonephritis(n=25), Hypertensive nephrosclerosis
(n=15), IgA nephropathy(n=8), Obstructive nephropathy(n=2).
The average duration of CRF was 25.9+/-23.1 months.
Results:
Urodynamic evaluations were performed in female patients
with CRF(50 females). The average age was 39+/-8.5 years old
and mean 24 hour urine output was 265+/-150 ml. The average
volume of the first sensation of fullness(131.1+/-90.3 ml) and
the average volume of urge sense(178.5+/-102.6 ml), compli-
ance(19.8+/-13.9 ml/cmH2O) were abnormally low, and the
degree of deterioration was more remarkable in the patients of
longer duration of CRF. The voiding detrusor pressure(58.1+/-
26.5 cmH2O) was within the normal range in female patients
with CRF irrespective of duration.
Conclusions:
There were significant urodynamic changes in female patients
with CRF, but the voiding detrusor pressure was well preserved
irrespective of duration of CRF. We should consider these
findings to provide an appropriate management of bladder
dysfunction in female patients with CRF before and after renal
transplantation.

424
NEEDLE IMPLANTED MESH FOR CORRECTION
OF FEMALE PELVIC ORGAN PROLAPSE AND PELVIC
FLOOR DYSFUNCTION: ANTERIOR
TRANSOBTURATOR MESH (ATOM)
AND/OR POSTERIOR ISHIORECTAL MESH (PIRM)
M. LUŽNIK;
Gen. Hosp., Slovenj Gradec, Slovenia.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
Benefit of alloplastic mesh implantations with needle applicators for
correction of female pelvic organ prolapse and pelvic floor
dysfunction is in their minimally invasive intervention to achieve a
marked improvement in pelvic organ static and pelvic floor function.
For younger women it is often very important to preserve the
otherwise healthy uterus and normal volume of vagina.
Background:
All these demands can be fulfilled with an anterior transobturator
mesh—ATOM and/or a posterior ischiorectal mesh—PIRM
procedures.
Methods:
Between April 2006 and December 2008 we performed one
hundred and fifty-six needle implanted mesh operative corrections
of female pelvic organ prolapse and pelvic floor dysfunction on
our Department of Gynecology and Obstetrics. The seventy
patients with surgical procedure TVT-O or Monarc as solo
intervention are not added to this number.
In 16 out of 156 patients hysterectomy was performed concomi-
tantly, only for gynecological indications other than prolapse itself.
In 119 out of 156 patients prolapse was corrected with mesh and
uterus has been preserved. In 21 cases out of 156, correction of
vaginal stump prolapse after hysterectomy was performed in 5 cases
with ATOM and PIRM, in 7 only with ATOM and in 9 only with
PIRM. In 13 cases out of 119, where uterus was preserved, ATOM
and PIRM were performed for correction of prolapsed uterus and
anterior and posterior vaginal wall prolapse. On 99 out of 119
patients correction of prolapsed anterior vaginal wall and uterus was
performed with ATOM. In 7 cases from this group of 119 patients
only PIRM was performed for posterior vaginal wall prolapse.

Table: The number of different types of procedures performed for
pelvic organ prolapse correction

Correction
of vaginal
cuff prolapse

Correction of
POP without
histerectomy

Correction of
POP with
histerectomy

Together

ATOM 7 99 11 117

PIRM 9 7 0 16

ATOM+
PIRM

5 13 5 23

Together 21 119 16 156
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Results:
All 156 procedures were performed relatively safely. In 8 cases of
ATOM we had perforation of bladder, in 3 by application of
posterior needle and in 5 by application of anterior needle. In 2
cases of PIRM we had perforation of rectum. In all 10 cases
correction was performed during the operation, mesh was kept in
place and postoperative course of treatment went without
complications. Short term results, 2 to 3 months after the operation,
are very good both for pelvic organ static, and for pelvic function. In
12 cases we had small vaginal erosion in place of vaginal incision.
All erosions were cured spontaneously after excision of small
denudated mesh part without any anesthesia and sutures.
Conclusions:
We also expect long duration of good results.
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LAPAROSCOPIC MESH SACROCOLPOPEXY IN POP
SURGERY, TECHNIQUE AND RESULTS
D. STRUPPL;
Na Homolce Hosp., Prague, Czech Republic.

Consent obtained from patients: Not Applicable
Level of support: Not Applicable
Work supported by industry: No

Objectives:
Surgical repair of pelvic organ prolapse (POP) has a major role to
play nowadays, but due to aging the population it will be even
more important in the future. There are many innovative changes
in the concept of POP surgery during last decade, especially in
new techniques and implants to reach the optimal tissue support.
The (POP) is a multicompartmental disorder and usually consists
of urethrocele, urethral hypermobility, cystocele, uterine or vaginal
vault prolapse, enterocoele or rectocele. The simmilar aethiology
explains frequent coincidency of occult or evident urinary
incontinence as well.
Methods:
We evaluate the current role of laparoscopy in POP surgery and
present our experiences and results in prospective cohort of 174
consecutive cases of women who underwent laparoscopic global
prolapse mesh repair including sacrocolpopexy during five years
period (2002–2007). 135 women underwent concomitant antiincon-
tinence surgery ( transobturator urethropexy—TOT ) and 39 women
prolapse mesh repair only. Mean follow-up was 39,1 months (5–
57 months). Our aim was to assess the success of the procedure and
to compare the impact on the urinary continence in these groups.
Results:
The cure rate in prolapse surgery was 97.7% (170 pts) at the time
of follow up. 94.8 % women were dry in TOT group and 82.1% in
prolapse surgery alone group. Mean surgery time was 189 min,
average blood loss 79 ml and complication rate of prolapse
surgery 5.12 %.
Conclusion:
We conclude that laparoscopic approach in POP surgery allows
the multi- compartmental reconstruction with low complications

rate. Mean operating time is related to the intaabdominal finding
after previous surgery as well. Laparoscopic surgery of POP has
difficult learning curve but superior postoperative effect at the
time of our follow up. To decrease the risk of postoperative GSI
we perform the concomitant transobturator urethropexy in women
with preoperative occult or evident urinary incontinence.
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ELECTROSTIMULATION USING INTERFERENTIAL
VERSUS TENS ENERGY AT LOW FREQUENCIES
FOR THE TREATMENT OF OVERACTIVE BLADDER
SYNDROME
S. RODRIGUEZ COLORADO, E. LAURA,
V. GORBEA CHÁVEZ, E. GONZÁLEZ GONZÁLEZ, J. LIU;
Inst. Natl. de Perinatología, Mexico City, Mexico.

Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
To compare the results of electrostimulation with TENS energy
versus interferential at low frequency in patients with an
overactive bladder syndrome.
Background:
Among the patients complaining of urinary incontinence, the
quality of life in the patients with an overactive bladder can be
severely affected. The main treatment is conservative, with
behavioral modification, pelvic floor exercises and anticolinergic
medication. Another conservative choice is the electrostimulation,
this method has been studied mostly in neurogenic patients with
good results.
Electrical stimulation may aim is to inhibit overactive detrusor
function by stimulating the reflex inhibition (pudendal to pelvic
nerve) or by blockade of nerve conduction. Different energies
using low frequencies have been proposed mainly TENS and
Interferential energy.
Methods:
A retrospective study of the Electrostimulation Database from
2004 to 2008 in the National Perinatology Institute was reviewed.
Patients with overactive bladder syndrome that didn’t improved
with anticolinergics, had a contraindication for anticolinergics or
couldn’t afford the medication were included. A total of twelve
sessions, 20–30 minutes weekly using Interferential energy with
low frequencies ( 5–10 Hz) or TENS energy were provided . A
vaginal probe or surface electrodes were used. The outcome was
measured using the visual analogue scale. We define improvement
as a visual analogue scale betterment in 60%.
Data was analyzed using descriptive statistics and Chi square
Statistics using the SPSS 10.0 version.
Results:
Forty nine patients were included, mean age 50 years, 61% with
POP stage II and 18% had a previous anti-incontinence surgery.
Thirty three patients were in the Interferential group and 16 in the
TENS group. The interferential group used a vaginal probe in all
the patients, an a 81,8% of improvement was reported. Only
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46,8% of the patients completed the 12 sessions and 21% had 6 or
less sessions. In the TENS group 56,25% used a vaginal probe and
43,8% used surface electrodes. Sixty eight percent completed the
12 sessions and any of them had less than 6 sessions. An 56%
reported improvement with the therapy. There was no mayor
difference between interferential and TENS groups (p: 0.62).
There were no mayor improvement of the therapy in patients using
or not anticolinergics (Table 1).
Conclusion:
There’s no significant difference in the treatment improvement
using the interferential versus the TENS energy at low frequen-
cies. The use of anticolinergics with the electrotherapy doesn’t
improve the results. A bigger population is necessary to make firm
conclusions.

Improvement in patients using or not Anticolinergic Medication

Type of
Energy

Anticolinergic
Medication

Number of
Patients

Improvement P

Interferential
(n=33)

With 19 (57,5%) 15 (78,9%) 0,49
Without 14 (42,5%) 12 (85,7%)

TENS (n=16) With 6 (37,5%) 3 (50%) 0,549
Without 10 (62,5%) 6 (60%)
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TRANSVAGINAL MULTITAILED PROLENE MESH
FOR MAJOR DEGREE OF GENITAL PROLAPSE
V. P. PAILY;
Mother Hosp.,Thrissur, Thrissur, Kerala, India.
Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
Repair of major degree of genital prolapse has a high failure rate. Use
of synthetic mesh will reduce failure but has a high complication rate.
Also, the commercially available ready made mesh preparations are
prohibitively expensive and not affordable to the vast majority of
patients in the developing world. The author has been trying out
various designs and materials to achieve good anatomical support at
affordable cost but without compromising the quality.This paper
presents the results of the recent work in this regard.
Background:
The author had tried conventional prolapse repair techniques like
fascial repair, paravaginal repair and sacrospinous colpopexy
before embarking on the current method of multi tailed polypro-
pylene mesh. The method was used for major degree of primary
genital prolapse as well as vault prolapse.
Methods:
A piece of macroporous soft mesh 15 cm long and 4 cm wide was
cut out of sheets of mesh of the same quality that are used in the
readymade mesh preparations. Tails of 1.2 cm width and 30 cm
length were attached across this central piece. Two of them were
attached to the part corresponding to the anterior compartment and
taken out through the obturator fossa and the posterior two taken

out through the isciorectal fossa—one at the level of the
sacrospinous ligament and the other at the level of apex of the
perineal body. Reusable helical needles for the anterior compart-
ment and sickle shaped needle for the posterior compartment were
developed. Thus the cost could be reduced to one tenth. The
procedure was done usually under regional anaesthesia. If uterus
was present hysterectomy was done with or without oophorecto-
my depending on the wish of the patient. Fascial repair of major
degree of cystocele, rectocele and enterocele was undertaken first
and this was overlaid with the mesh, the tails passing through
obturator or ischiorectal fossa. The posterior end of the mesh was
fixed to the perineal body and the apical part of vagina anchord to
the correspondig point of the mesh.
Results:
Thirty two patients underwent this procedure from April to
December 2008. The mean age was 60.37 years. The youngest
was 44 years and the oldest 83 years. No one had mesh erosion on
follow up. In one patient there was fusion of the anterior and the
posterior walls one inch above the introitus,but no action was taken
as it was asymptomatic and she was not in need of sexual contact.
All the patients had excellent anatomical cure. There was no major
bowel, bladder or vessel injury but one tail had to be cut away in
one patient because it was felt too close to the rectal mucosa.
Conclusions:
It is possible to use transvaginal multitailed mesh support with
very low complication rate and high success at affordable price.
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INTRA-DETRUSOR BOTULINUM TOXIN A INJECTIONS
IN WOMEN WITH REFRACTORY OVERACTIVE
BLADDER (OAB) AND VOIDING DYSFUNCTION.
ARE VOIDING SYMPTOMS PREDICTORS
FOR POSTOPERATIVE VOIDING DYSFUNCTION?
S. K. DOUMOUCHTSIS1, S. JEFFERY2, H. ABBOUDI1,
K. WANG1, R. MORLEY1, M. M. FYNES1;
1St George's Hosp., St George's Univ. of London, Dept. of Pelvic
Reconstructive Surgery and Urogynaecology, London, United
Kingdom, 2St George's Hosp., St George's Univ. of London,
Dept. of Pelvic Reconstructive Surgery and Urogynaecology.,
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Objectives:
The aim of this study was to identify possible correlations between
pre-treatment voiding symptoms and increased post void residual
urinary volumes following Botulinum Toxin A therapy.
Background:
The most common side effect of intra-detrusor Botulinum Toxin A
injection for OAB is increased post void residuals necessitating
urethral, suprapubic or self catheterisation. The reported rates of
catheterisation vary widely from 4–45%.
Methods:
Sixty eight women underwent intra-detrusor Botulinum Toxin
injections over a 4 year period. Preoperatively they were assessed
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for voiding symptoms. As increased postvoid residuals after
Botulinum Toxin A injections appear to be dose related, we
included only those women undergoing the first Botulinum Toxin
injection, as the dose was the same for all these subjects
(Dysport® 500iu). Twenty two women (32.3%) reported one or
more symptoms of voiding dysfunction before treatment. Five
women complained of all five symptoms assessed (straining to
void, poor stream, incomplete bladder emptying, double voiding
and post-micturition dribbling). Twelve women reported straining
to void, 10 poor stream, 17 incomplete emptying, 16 double
voiding and 13 post micturition dribbling. At six weeks post-
treatment, 17 women had residual volumes>150 ml at uroflow-
metry. We examined the correlations between symptoms of
voiding difficulty before treatment and post treatment voiding
dysfunction.
Results:
Using Spearman’s correlations, we found that only incomplete
bladder emptying was significantly correlated with voiding
dysfunction following intra-detrusor Botulinum Toxin A injections
(p<0.05). The number of symptoms (3 or more) was not
significantly correlated with voiding dysfunction.
Conclusion:
This small cohort suggests that incomplete bladder emptying may
be used as a predictor to identify women more likely to develop
voiding dysfunction following Botulinum Toxin A injections.
These results should be interpreted with caution and validation
with a larger study cohort is required.
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OUTCOME OF VAGINAL REPAIR
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Objective:
To assess and analyse short and medium term outcome of vaginal
prolapse repair using a mesh kit (Perigee-Apogee vaginal support
system, AMS, USA).
Background:
Pelvic organ prolapse repair is associated with about 30%
lifetime risk of recurrence following primary surgery. Hence
attempts are being made to reduce this by using various types of
meshes. Amongst them the synthetic ones are quite popular as
they are not biodegradable. Short term objective success rates are
quite high, but long term data regarding their safety and efficacy
are still lacking. This becomes important during preoperative
consultation.
Methods:
In order to assess our results, hospital records of first 50 women
operated by a Consultant UroGynaecologist using one particular
mesh kit, were selected for analysis. Reviews of notes were
performed by the authors.

Results:
Among this group of 50 women, 21 had only Perigee, 24 had only
Apogee and 5 had both Perigee and Apogee meshes inserted. Out of
a total of 50 women, 44 women had either previous abdominal or
vaginal hysterectomy, 20 had previous anterior vaginal repair and
18 women had previous posterior vaginal repair. Indications for
using Perigee mesh kit included previous anterior vaginal wall
repair (61%) or significant cystocele with paravaginal defects
(39%). Indications for using Apogee mesh included significant
recto-enterocele with or without apical descent (75%) or previous
posterior vaginal wall repair (25%). There were no per-operative or
immediate post operative complications. No patient required to
return to theatre, blood transfusion or re-admission. All women
were given follow up appointments at 3 and 9 months. At 3 months
100% women attended but at 9 months 72% women attended, rest
were lost to follow up. At 9 months follow up objective
improvement was noted in all women. However 2 (9.5%) women
who had Perigee mesh inserted developed small rectocele and 2
(8.3%) women who had Apogee inserted, developed a small
cystocele. Thus approximately 18% women developed a prolapse
at other site then the mesh insertion site. There were no cases of
mesh erosion/ exposure amongst either Perigee or Apogee group at
3 or 9 months follow up. A number of women who attended at
9 months had new urinary symptoms, 4 (11%) had stress urinary
incontinence and 2 (5.5%) had overactive bladder symptoms.
Conclusion:
A medium term results appear to be encouraging in terms of
outcome following insertion of Perigee or Apogee vaginal wall
support system meshes. There were no major operative complica-
tions, recurrence of prolapse at the operated sites or mesh erosion
in this series. However some women developed prolapse at the
non operated vaginal wall or new urinary symptoms.
References:
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group. Retrospective multicentre study of the new minimally
invasive mesh repair devices for pelvic organ prolapse. BJOG
2008;115:22–30
2. Feiner B, Jelovsek J, Maher C. Efficacy and safety of
transvaginal mesh kits in the treatment of prolapse of the vaginal
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Objective:
We describe the complications encountered performing intra-
vaginal slingplasty with SUS (Sub Urethral Support) for SUI
incontinence including 223 patients over 2 years.
Background:
TVT and TOT represent the gold standard for SUI surgical
treatment. Even if considered a mini invasive treatment, severe
complications during their performance are described. In detail,
TVT reaches 80–90% cure rates, but complications include more
frequently bladder perforation, urinary retention and haemorrhage.
As far as TOT is concerned, many papers report improvement or
cure in up to 90% of the patients, presenting a decreased
likelihood of vascular and bladder injury. However, muscle and
perhaps nerve compromise determining leg pain is not infrequent.
1 Moreover, an additional adverse effect of synthetic mesh
positioning is sling is mucosal erosion and sling extrusion. This
may depend on the type of sling (polypropylene being the material
of choice), mucosal lesion not recognized, technical errors (sling
rolling, excessive tension applied), defects in tissue regeneration
and prosthesis’ infection. Erosions appear usually, but not only,
during the first postoperative year, clinically appreciable as
discharge, pain, urinary/vaginal recurrent infection, and urinary
disturbances. The management could be just careful waiting and
watching for lesions<1 cm large, while for greater erosions
transvaginal removal of the extruded portion is necessary. In these
cases, however, urinary continence is maintained thanks to the
fibrotic tissue already developed. We present our data regarding
SUS surgery, a new single incision intravaginal slingplasty
presented as an alternative to classical techniques.
Methods:
Between April 2005 and October 2008 223 patients presenting
pure SUI incontinence secondary to urethral hyper-mobility have
undergone SUS correction. Patients’ age range was 38–66; 30
patients were menopausal. Preoperative assessment comprehended
complete clinical and instrumental urogynaecologic examinaton.
Written informed consensus has been obtained before surgery.
After urinary catheter positioning, surgeon proceeds to anterior
longitudinal colpotomy, 1 cm long, just beneath urethral mucosa,
and sub-mucosal tissue is detached, preparing the access for a
plastic, S shaped, disposable device, used to create two para-
urethral tunnels, towards obturatory foramen. Following the tunnel
just set up, an unbending sling polypropylene (7x1 cm), hung on
the forked extremity of the device, is inserted on the right and then
on the left para-urethral side. Just a slight tension is applied to it.
Eventually the sling results applied beneath the mid-urethra. An
absorbable suture closes the incision. 3 medicated and wet gauzes
are pushed into the vagina.
Results:
Patients resulted dry or markedly dry in more than 90% of the
cases, a result maintained durng the entire follow-up and similar to
TVT’s/TOT’s. Complication correlated to the procedure are seen
in Table I.
Conclusion:
Because this sling is a quality-of-life-improving procedure, ways
safer than TVT/TOT for SUI treatment have been contemplated.
Therefore, short polypropylene mesh introduced via a single
vaginal incision was developed. This approach results less

invasive, the sling being long enough to support the mid-urethra
but not so large to go into the leg muscles or near the obturator
nerve. Our data do not point out harmful side-effects, however
they reveal a high erosion percentage. Re-evaluation of the cases
has demonstrated that, in patients who experienced mesh
extrusion, rapid absorbable material had been used for vaginal
suture. No more similar events have occurred with different
materials. In consideration of this evidence, we suggest that
vaginal erosions reported in our study were mainly caused by
inadequate thread choice.
We conclude that SUS is a valid and safe alternative to classic SUI
surgical correction (TVT, TOT).
References:
1. Serels S. Thoughts on midurethral synthetic slings. Curr Urol
Rep. 2007 Sep;8:359–63.

Table I: Complication after SUS

Complication N pts %

Vaginal Erosions 21 9

Haemorrage 0 0

Organ lesion 0 0

Infection 0 0

Urinary Obstruction 0 0

Antalgic Therapy 0 0

No complication 202 91
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HYSTERECTOMY AND PERIOPERATIVE MORBIDITY
IN WOMEN WHO HAVE UNDERGONE RENAL
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Objective:
To compare the rate and type of complications in women with a
history of renal transplant who underwent vaginal hysterectomy
(VH) as compared to women who underwent abdominal hyster-
ectomy (AH).
Background:
Hysterectomy is the most common surgical procedure performed
in the United States1 and is increasingly being performed on
women with comorbid conditions. One such group of women are
those who have undergone renal transplant. These women are at
risk for hysterectomy due to endometrial hyperplasia2 and cervical
dysplasia3 as a result of chronic immunosuppression and under-
lying metabolic disease. These medical conditions may also
increase perioperative complications. There has yet to be a study
looking at a large sample of renal transplant patients undergoing
hysterectomy; therefore, the risk of complications in this group of
patients is unknown.
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Methods:
Adult women who underwent renal transplant from 1966 through
2008 were identified by surgical procedure codes. Women who
subsequently underwent a hysterectomy were eligible for review.
Composite information regarding pre-operative medical informa-
tion, surgical procedures, intra- and post-operative events were
collected. Main outcome measures included complications requir-
ing hospital readmission, reoperation, intensive care unit admis-
sion or medical treatment from hysterectomy through 9 weeks
post-operation. Descriptive statistics and student’s t-test were used
to compare hysterectomy groups.
Results:
Of 58 women with renal transplant, 16 (27.6%) underwent a VH
and 42 (72.4%) had an AH. Table 1 lists indications for
hysterectomy. Overall, 42 (72.4%) women experienced complica-
tions, with the two most common being infection and bleeding
requiring transfusion. Table 2 describes categories of complica-
tions experienced among women in the vaginal and abdominal
hysterectomy groups. Women who underwent an AH were no
more likely to have a perioperative complication as compared to
women having a VH (OR 1.25, 95% CI 0.38–4.08, p=0.71).
There was one ureteral obstruction requiring reoperation, however,
there were no cases of graft loss.

Table 1. Indication for hysterectomy

Indication * N

Menorrhagia 20

Cervical dysplasia 10

Pelvic organ prolapse 10

Adnexal mass 10

Gynecologic cancer 9

Fibroids 8

Pelvic Pain 7

Other 5

Biopsy-proven endometrial hyperplasia 2

* Patients may have had more than one indication

Table 2. Category of complication by type of hysterectomy

Complication Abdominal
N=42

Vaginal
N=16

Management

Cardiac 1 2 ICU

Respiratory 2 0 Medical , ICU

Thromboembolic 1 0 Medical

Infection 11 4 Reoperation, Medical, ICU

Genitourinary 3 1 Reoperation, Readmission

Bleeding 9 0 Reoperation, Medical

Hyperkalemia 1 2 Medical

Other 3 0 Medical

Conclusions:
Although renal transplant patients had multiple comorbidities
upon admission and experienced perioperative complications,
none led to renal graft loss or resulted in mortality. Hysterectomy
can be considered in these higher-risk patients. Surgeons should
be diligent in the postoperative care given the immunosuppressed
status.
References:
1. Brill AI. Hysterectomy in the 21st century: different approaches,
different challenges. Clin Obstet Gynecol 2006;49:722–35.
2. Bobrowska K, Kaminski P, Cyganek A, Pietrzak B, Jabira-
Zieniewicz Z, Durlik M, Paczek L. High rate of endometrial
hyperplasia in renal transplanted women. Transplant Proc 2006
Jan-Feb; 38(1): 177–9
3. Penn I. Cancers in cyclosporine-treated vs azathioprine-treated
patients. Transplant Proc 1996;28:876–878
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Objective:
To evaluate the effectiveness, safety and possible morbidity of the
first experience at our hospitals, that use a tension free vaginal
polypropylene soft mesh (Prolift) to treat anterior, apical and
posterior genital prolapse.
Background:
Genital prolapse is a major health problem in women, especially in
post menopause; it affects life quality and causes limitations in
daily life activities. The estimated lifetime risk of surgery for
prolapse or incontinence is 11%, with one of three patients
requiring more than one surgical repair. The use of a tension free
vaginal soft polypropylene mesh was created to achieve a
complete anatomic repair of pelvic floor defects in a standardized
way; in response to the high range of recidivance of the
conventional surgeries. Depending on the site of the defect, the
repair can either be anterior, posterior, or total.
Methods:
A prospective cohort study was made to evaluate the surgical
outcomes, including 65 women that had surgery between October/
2007 and December/2008; all of them with at least a grade III
genital prolapse in one of the 3 compartments. Medium age was
65 years old (range 37–88). Follow up was between 1–13 months.
Results:
Total prolift was performed in 33 patients, anterior prolift in 26
patients, and posterior prolift in 6 patients. In 73% of women the
prolapse repair was done concurrently with other procedures. Two
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patients were lost of follow. Complication during surgery were
present in 6 patients (9%), 5 of them were bladder puncture, and
they were sutured at the same moment. The mean of hospitaliza-
tion days after the surgery was 2.5 days (range 2–8). 63 patients
were followed at first month, all of them were asymptomatic. We
have 49 patients with at least 3 months of evolution after surgery,
35 of them (71%) controlled at 3 months; 33 (94.2%) asymptom-
atic and 2 patients had a symptomatic prolapse but with less
POPQ grade than before the surgery. With at least 6 months after
surgery we have 29 patients, 16 (55%) controled at 6 months; 15
(93.7%) have no anatomical prolapse and 1 had an asymptomatic
prolapse. We have 9 patients with at least 10 months of evolution,
5 of them controlled at 10 months; all asymptomatic. Post surgical
complications were presented in 7 patients (11%), 4 of them were
mesh retraction and 2 mesh erosions that were easily managed.
One required a resection of the eroded mesh at the operating room.
Approximately 50% of patients were from rural places.
Conclusions:
Genital prolapse repair with tension free vaginal polypropylene
soft mesh appears to be an effective and safe procedure, with low
rate of complications. Anatomic results are satisfactory, obtaining
complete treatment in more than 85% of patients, and clinical
improvement in 95% of them. Better follow up was not possible
because the rural origin of many of our patients. A higher number
of cases and time of follow up is needed to recommend this
technique definitely.
References:
Am JObstet Gynecol. 2008 Dec;199(6):694.e1–6. Epub 2008Nov 4.
Rechberger T, Futyma K, Bartuzi A. Ginekol Pol. 2008 Dec;79
(12):835–9.
Int Urogynecol J Pelvic Floor Dysfunct. 2009 Feb;20(2):269.
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Objective:
The aim of the study was to identify risk factors for urinary
incontinence in women over 20 years of age who applied to
outpatient gynecology clinic and urogynecology unit in a
university hospital in Istanbul.
Background:
Urinary incontinence is a common and distressing problem among
females. A wide range of risk factors (constitutional, obstetric,

gynecological) has been identified in several previous studies.
However very few studies assessed risk factors for urinary
incontinence in Turkish women.
Methods:
The study was designed as a case-control study and included 367
incontinent women who applied to urogynecology unit and 227
continent women who applied to outpatient gynecology clinics
with other gynecological symptoms. Data were gathered via face-
to-face interviews with a questionnaire prepared by the researchers
according to the literature on risk factors related to urinary
incontinence. Adjusted odds ratios of incontinence were given
using logistic regression.
Results:
The mean age of the women was 47.3±10.8 in incontinent women
and 35.6±12.6 in control group. Most of the women were married
(case=91.3%, control=74.2%) and were primary school or over
graduates (case=82.7%; control=89.2%). Variables which were
found to be significantly different in chi-square analysis for
presence of urinary incontinence were age, number of births,
number of pregnancy, home births, vaginal birth, perineal tears,
fundal pressure use in birth, respiratory diseases, diabetes mellitus,
hypertension, herniated disk/ varicose veins, hemorrhoid, body
mass index—BMI >25, constipation, fecal incontinence and
flatus. When these variables were assessed in multivariate logistic
regression analysis, age (compared to 20–29 for reference age
group; 30–39 ages OR 2.0, CI%95, 0.6–6.3, 40–49 ages OR 4.3,
CI%95, 1.5–12.5, 50–59 ages OR 5.5, CI%95, 1.7–17.5, 60 and
over ages OR 4.9, CI%95, 1.2–19.0), fundal pressure use in birth
(OR 2.0, CI%95, 1.0–4.0), body mass index—BMI >25 (OR 3.6,
CI%95, 1.8–6.8) and herniated disk/ varicose veins (OR 3.3, CI%
95, 1.3–7.8) were identified as the most important risk factors for
urinary incontinence.
Conclusions:
Besides a potential obstetric risk factor for urinary incontinence
such as fundal pressure use in birth, herniated disk/varicose
veins as a physical factor and obesity as a lifestyle factor were
identified as the risk factors of urinary incontinence in Turkish
women.
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Objective:
Midurethral slings are increasingly popular for the surgical
treatment of stress urinary incontinence during the last 10 years.
Background:
Polypropilene sling procedures can be differentiated by the
implantation technique, and by the conformation of the mesh.
These differences may result in varied combinations of in vivo
reactions, thus contributing to differences in biocompatibility and
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in the propensity for reaction, erosion or rejection. IVS tape (eg,
intravaginal slingplasty [IVS], Tyco Healthcare, Mansfield, MA)
is a multifilament tape with small pores. Previous studies have
shown a higher incidence of erosion and extrusion with the IVS
tape. A recent Danish study1 has evaluated the long-term (5 years)
results and morbidity of the IVS sling procedure. The purpose of
this study was to evaluate the long-term efficacy and morbidity of
the IVS sling operation.
Methods:
In this study we enrolled 18 patients operated with the IVS
procedure in the period from February 2002 to November 2002.
Two surgeons, experienced in midurethral sling procedures,
performed all the operations. Before the surgical procedure all
patients underwent gynecological examination, stress test and
urodynamic evaluation. They all presented stress urinary inconti-
nence without detrusor overactivity. The IVS procedure was
performed according to the standard technique previously de-
scribed by Petros2. The follow-up was performed at 6 months,
1 year, 3 years and 6 years.
Results:
Patients mean age was 53.5 (range 40–69), mean parity was 1.7
(range 0–4), mean BMI was 27.7 (range 20–46). Six patients had a
previous hysterectomy.
Mean operation time was 28 minutes (range 20–40). Two patients
(11%) had a bladder perforation during the IVS procedure. There
were no more perioperative complications.
No patients had voiding difficulties after the operation. Seven-
teen patients have a 6 year follow-up. One patient died 2 year
after the operation. Three patients (18%) reported the persistence
of stress urinary incontinence after the IVS operation . Only one
patient received a TVT procedure one year after the IVS
operation. Currently she’s continent. Two patients were not
interested in further treatment. One patient experienced vaginal
erosion of the IVS tape 6 years after the operation. She referred
to our outpatient clinic for purulent vaginal discharge and
postmenopausal bleeding. We found a suburethral vaginal
erosion of the tape and a pyogenic granuloma. She was treated
removing vaginally a piece of the the tape 5 cm long from the
right side, the granuloma was excised and the overlying vaginal
skin was then closed. The patient was continent and without
further erosions after three months.
Conclusions:
The purpose of this study was to evaluate the long term
complications of the intravaginal slingplasty (IVS) operation
for stress urinary incontinence in women operated 6 years
ago.
As everybody knows, according to Amid’s classification for
mesh used in abdominal hernia repairs, the intravaginal sling
tape consists of a type III polypropylene mesh, which is a
microporous mesh with multifilamentous components. Because
of the small interstices of the mesh (less than 10 microns),
bacteria might infiltrate but cannot be eliminated by macro-
phages, which are too large to enter the pores and interstices,
therefore contributing to infection. Contrary to other studies3 in
our series there is a low risk of erosion and extrusion after the
IVS operation at 6 years follow-up (only one in seventeen
patients,6%). Fourteen women (82%) were subjectively cured.

We didn’t observe any more significant long-term complications.
Though the IVS procedure seems safe in our hands, because of
the small numbers of our series and the previous literature
evidences, we agree with other authors and don’t recommend to
perform routinely this operation for the treatment of stress
urinary incontinence.
References:
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Objectives:
To compare quality of life after surgery to treatment of uterine
prolapse: hysterectomy versus hysteropexy, both groups using
mesh type I (Nazca R®- Promedon) to pelvic floor reconstruction.
Methods:
Women between 48 and 80 years older with stage 3 or 4 pelvic
organ prolapse who desired surgical correction were prospectively
enrolled. The 31 subjects were enrolled based on the result of
randomization: 15 in hysterectomy (group VH) and 16 in the
hysteropexy (group IIP). The subjects completed King’s Health
Questionnaire (KHQ), at pre-operative and 9 months after surgery.
The Mann-Whitnney test used to compare the groups.
Results:
Both groups demonstrated significant improvements in the quality
of life KHQ, compared preoperative with 9 months follow-up,
without differences between the two treatment groups. In addition,
there were significant and clinically important improvements
noted in vitality, social functioning, role-emotional, and mental
health in both groups after surgery (p<0,005, Mann-Whitney
‘Test, table 1), with no significant difference between groups
(Mann-Whitney ‘Test, Table 1).
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Conclusion:
The QQL’ Kings Health results demonstrated that the quality of
life was better in both groups after surgery, without difference
between groups.
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Objective:
To investigate the response of cervical cancer patients with
radiation cystitis to sequential bladder cocktail installation
Background:
Repeat and unsolved radiation cystitis carry great burden for both
the patients and physicians. Usually, the first step for radiation
cystitis is bladder irrigation. Oral and intravenous agents such as
aminocaproic acid, estrogen and sodium pentosanpolysulfate have
been tried with limited success and extra cost. Intravesical treat-
ments with alum silver nitrate, prostaglandins are sometimes used if
bleeding persists. The last resort usually comes to intravesical
formalin installation without bladder function preserved. Prior report
confirmed the use of bladder cocktail for treating patient with
interstitial cystitis offer substantial benefit, so we conduct this study
to assess the efficacy of the sequential bladder cocktail installation for
cervical cancer patients with radiation cystitis severe enough required
repeated hospital stay and cystoscopy for clots evacuation.
Methods:
We retrospectively evaluated the medical records of 23 patients
with radiation cystitis treated with sequential bladder cocktail

installation. From February 2005 through June 2008, 23 patients
with radiation cystitis confirmed by cystoscopy in whom all other
attempts at management had failed and who had no evidence of
infection or recurrent malignancy as an etiology for hemorrhage
were treated with sequential bladder cocktail installation. The
bladder cocktail was installed at weekly basis for at least six
months which composed of the mixture of solucortef, heparin,
lidocaine, sodium bicarbonate and/or gentamycin. The mean age
was of 52 years (range 15 to 74). Mean time between completion
of radiation therapy and the onset of hematuria was 47 months
(range 6 to 132). Follow-up ranged from 3 to 42 months.
Results:
All of 23 patients were available for follow-up. Of the 23 patients
21 (91.3%) experienced complete resolution or marked improve-
ment of hematuria following sequential bladder cocktail installa-
tion. Of the 2 patients did not improve, died of medical
complication. All patients underwent cystoscopy before bladder
cocktail installation to exclude etiologies for bleeding other than
radiation cystitis. Of the 23 patients 13 also underwent post-
bladder cocktail cystoscopic evaluation to visually assess response
to treatment, which revealed objective improvement in bladder
mucosa appearance in 12 (92.3%). Only 2 patients (8.6%) required
repeated cystoscopy for clots evacuation. The incidence of urinary
tract infection was also significantly decreased during the study
interval. No major complications were observed in the patients
undergoing treatment.
Conclusions:
The success of this innovation enables the use sequential bladder
cocktail installation as the primary treatment for cervical cancer
patients with retractable radiation cystitis.
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AN ASSESSMENT OF FESOTERODINE IN CLINICAL
PRACTICE
R. ASSASSA, Z. GIRN;
Mid Yorkshire NHS Trust, Pontefract, United Kingdom.

Table 1: Comparison of QQV King’s Health domains between groups VH and HP

Preoperative

Group VH preoperative VH Follow-up VH HP preoperative HP Follow-up HP VHx HP

Domain Median Median P Median Median p p

General health perception 25.0 0.0 0.003* 25.0 0.0 0.002* 0.,708

Incontinence impact 100.0 0.0 0.001* 100.0 0.0 0.001* 0.155

Role limitations 67.0 0.0 0.002* 58.5 0.0 0,008* 0.293

Physical limitations 50.0 0.0 0.001* 41.5 0.0 0.003* 0.563

Social limitations 22.0 11.0 0.002* 33.0 11.0 0.005* 0.146

Personal relations 50.0 0.0 0.007* 0.0 0.0 0.039* 0.422

Emotions 33.0 0.0 0.002* 67.0 0.0 0.002* 0.278

Sleep energy 50.0 0.0 0.003* 17.0 0.0 0.007* 0.926

Severity measures 27.0 0.0 0.005* 23.5 0.0 0.003* 1.000
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Objectives:
To assess the introduction of Fesoterodine on to our hospital
formulary.
Background:
Fesoterodine is a newly licensed drug for the treatment of bladder
overactivity. We have evaluated the introduction of this medica-
tion to our hospital formulary (Drug and Therapeutics committee
requirement)
Methods:
Over a 6 month period all women prescribed Fesoterodine were
evaluated before and after treatment using our standard assessment
tools (3 day urinary diary, Kings QOL questionnaire and PGISS).
Tolerability, side effects and willingness to continue were
identified.
Results:
43 women were prescribed Fesoterodine. Average age 57 years
(range 37–90). 15 were prescribed on symptoms alone, 16 had
isolated DO, 12 had mixed urodynamics (DO predominant).All
women had previously undergone behavioural therapy. 25 were
treatment naïve.18 switching anticholinergic (13 lack of efficacy, 5
side-effects). Fesoterodine 4 mg was used (8 mg used for 5
patients switching from other anticholinergic). Mean follow-up
was 33 days (range 19–55). 37 (86%) were still taking medication
(20/25, 80% treatment naive, 17/18, 94%second line therapy) .
Discontinuation was always due to side-effects (abdominal pain 4,
lethargy 4, dry mouth 3, poor urinary flow 2, constipation 1,
palpitations 1, visual disturbance 1). Side effects occurred in 23/37
(62%) of women still taking medication (dry mouth 19, abdominal
pain 4, dry eyes 2, lethargy 1, itching 1).
35 of the women still taking medication wanted to continue, 22
out of 31 on 4 mg increased to 8 mg. Similar improvements were
seen in treatment naïve and second line therapy patients. Mean self
reported improvement was 47% (0–100%) and there were
significant improvements in QOL scores.

Improvement in urinary diary values in those still taking
medication

Pre post P value(paired t test)

Fluid input 1.7 1.7 NS

Caffeine drinks 0.8 1.3 NS

Daytime voids 10.2 8.9 .003

Nocturia 1.58 1.07 .008

Incontinent episodes per day 3.97 2.66 .001

Pads per day 2.76 1.65 .001

Conclusion:
Fesoterodine seems to have high tolerability and willingness to
continue rates despite minor side-effects being common. Abdom-
inal pain/cramps were unexpectedly commonly reported. A high
rate of titration to a higher dose was seen. Improvement seems to
be consistent with that reported in RCTs.
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STUDY PROPOSAL VALIDATING A NEW CLINICALLY
RELEVENT REVISION OF THE PELVIC ORGAN
PROLAPSE QUANTIFICATION (POP-Q) SYSTEM
H. M. ZYCZYNSKI1, D. G. TINCELLO2, M. P. CAREY3;
1Univ. of Pittsburgh, Pittsburgh, PA, 2Univ. of Leicester Repro-
ductive Sci. Section, Leicester, United Kingdom, 3Royal Women's
Hosp., Victoria, Australia.

Consent obtained from patients: Yes
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
To report a study proposal that evaluates the clinical utility of two
new points that represent the mid vagina (points Ma and Mp)
supplementing the POP-Q exam.
Background:
The study of interventions treating pelvic organ prolapse (POP)
requires a clinically relevant and scientifically valid method that
describes pelvic organ support at baseline and following treatment.
In 1996, the Pelvic Organ Prolapse Quantification System (POP-
Q) was devised to provide a defined, reliable and repeatable way
of characterizing prolapse1. It has escaped revision for 13 years.
POP-Q describes pelvic organ support with reference to the
maximum descent of 6 anatomical points of the vagina and cervix
in relation to the position of the hymen. It has good inter- and
intra-observer reliability. A complementary ordinal staging system
is derived from the POP-Q values. Among those who adopted
POP-Q, it is apparent that the system has deficiencies. POP-Q
scores vaginal wall descent on the basis of the lowermost portion
of vaginal wall between the vaginal apex and a point 3 cm above
the hymen. As such, POP-Q does not have the ability to describe
mid vagina support in the presence of compromised distal vaginal
support. Points B are co-linear with points A in situations often
seen after apical prolapse repair when a distal repair such as
perineorrhaphy or urethropexy is not indicated. The POP-Q
system will record this successfully treated case as a surgical
failure. This inability to describe the mid anterior and posterior
vaginal walls is a limitation of POP-Q when studying prolapse
surgical outcomes. The untenable situation is exemplified in a
recent study of abdominal sacral colpopexy where 36% of women
met criteria for anatomic failure (≥stage II) 12 months post-
procedure2. In order to address these POP-Q limitations we
propose the introduction of 2 new assessment points in the middle
vagina, termed points Ma and Mp (Ma for the anterior wall, and
Mp for the posterior wall). We postulate that these fixed points
will record the position of the middle vagina accurately and
reproducibly. This protocol describes a validation study to
examine the inter- and intra-observer reliability of points M.
Methods:
This study is approved by each sites’ respective IRB. All
investigators are experienced in performing the POP-Q exam and
participated in a standardized training session. The points M will
be recorded during a POP-Q exam performed in the dorsal
lithotomy position, with women reclined at 45º angle, during
maximum straining, with verbal confirmation that the maximum
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extent of prolapse has been achieved as originally proscribed1.
Points M are defined as:

& Ma, a fixed point in the midline of the anterior vaginal wall
5 cm above the external urethral meatus.

& Mp, a fixed point in the midline of the posterior vaginal wall
5 cm above the plane of the hymenal remnant.

Data for intra-observer reliability analysis will be obtained from
women examined twice by the same examiner within a 6 week
period. Data for inter-observer reliability analysis will be obtained
fromwomen examined once each by two examiners. Each examiner
will record their findings without reference to the other. Exams will
be performed under identical conditions of patient consciousness.
Women using a pessary or those with vaginal graft implants will be
excluded from this study to avoid potential confounding.
Analysis Plan: Comparison of data for reliability for both inter- and
intra-observer comparisons will be done with a Bland-Altman plot
to examine the variation between observers and within observers.
We will also calculate cronbach’s alpha statistic and the kappa
statistic for the data after transformation into ordinal stages. Finally,
the correlation between observations will be examined by means of
Spearman’s or Pearson’s correlation coefficient as appropriate.
Sample size: 50–75 sets of paired data for each analysis will be
collected from three centers in England, Australia and the United
States. To ensure a broad distribution of prolapse, a third of women
will be recruited from each of stage 0/I, II, and III.
Conclusions:
We believe the current POP-Q system requires revision to make
this system more clinically relevant and scientifically valid. We
propose a study to explore the utility of 2 new POP-Q points that
assess support of the middle and upper vagina. The clinical
validity of the POP-Q staging system requires reassessment.
References:
1. Am J Obstet Gynecol 1996;175:10–7. 2. Obstet Gynecol. 2008
Jul;112(1):49–55.
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SURGICAL TRANSVAGINAL OPERATIONS FOR STRESS
URINARY INCONTINENCE: A COMPARISON
BETWEEN AN ANCHORAGE TECHNIQUE (TFS)
AND FREE—ANCHORAGE TECHNIQUE.
PRELIMINARY RESULTS
D. DODERO1, F. ROSATO1, A. CORTICELLI1,
D. PIROLI TORELLI2, A. D'AFIERO3, L. DI PIAZZA4,
M. POLICHETTI5, P. MORELLI2, F. BASILICO6, F. FUSCO7,
D. DI PIAZZA8;
1ASL 4 Chiavarese, Ospedale di Lavagna (GE) Italy, lavagna
(GE), Italy, 2Private Inst. Villa Majone, villaricca (Na), Italy,
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Raffele, milano, Italy, 5Univ.ry Istitute S. Giovanni di Dio e Ruggi
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Pietà, casoria (Na), Italy, 7Università degli studi di Napoli
Federico II, napoli, Italy, 8Pio X, Milano, Italy.
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Objective:
To assess the effectiveness and to compare clinical outcome of two
midurethral tension-free sling procedures currently used for the
treatment of women with SUI: the Tissue Fixation System and
Needleless sling. The TFS comprises of two small plastic anchors
to fix an adjustable midurethral polypropylene mesh sling into the
pelvic muscles and tissues below the retropubic space; the
Needleless is a polypropylene mesh sling without anchors.
Methods:
50 patients with preoperative urodynamically proven stress urinary
incontinence without prolapse underwent operation between 2007
and 2008, mean age 55, mean weight 74 kg; 25 cases using TFS
and 25 cases using the Needleless sling. The patients were
preoperatively assessed with a structured questionnaire, 24-h urinary
diary, cough stress test, transperineal ultrasound an urodynamics. A
midurethral mesh tape was attached to fibromuscular tissues behind
the perineal membrane and the suburethral fascia was also tightened.
Postoperatively the patients were reviewed at 6 weeks and 3-monthly
intervals with clinical exam, ultrasound and cough stress test.
Results:
Cure rates at 12 months follow-up (93%) were similar between the
two groups. The two techniques also demonstrate great safety and
similar complication rate.
Conclusion:
The anchorage technique, in this preliminary report, doesn't seems
to improve outcome or preventing complications in respect to the
anchorless technique. Further studies are needed to evaluate these
results and confirm it.
References:
1. Petros P. The female pelvic floor. Springer Medizin Verlag,
Heidelberg 2007.
2. Rardin CR, Kohli N, Rosenblatt PL, Miklos JR, Moore R,
Strohsnitter WC. Tension-free vaginal tape: outcomes among
women with primary versus recurrent stress urinary incontinence.
Obstet Gynecol 2002; 100 (5 pt 1): 893–897.
3. Petros P, Richardson PA. Midurethral tissue fixation system
(TFS) for cure of stress-incontinence: 3-year results. Int Urogyne-
col J Pelvic Floor Dysfunct 2008 jun; 19 (6): 869–71.
4. Novara G, Galfano A, Boscolo-Berto R, Secco S, Cavaller S,
Ficarra V, Artibani W. Complication rates of tension-free midurethral
slings in the treatment of female stress urinary incontinence: a
systematic review and meta.analysis of randomized controlled trials
comparing tension-free midurethtral tapes to other surgical proce-
dures and different devices. Eur Urol 2008 feb; 53 (2): 288–308.
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Objective:
To asses the sexual function of Japanese women with lower
urinary tract symptoms (LUTS).
Background:
It is generally accepted that LUTS affected quality of life (QOL)
including sexual function. However, there is few study in Japan
which evaluated the relationship between LUTS and the sexual
function. In this study, we evaluated the sexual function of
Japanese female patients who visited urological clinic with LUTS.
Methods:
Four hundred seventy five new female patients who consulted the
urology clinics were asked to participate in this study. Sexual
function of the patients was assessed using the Female Sexual
Function Index (FSFI) questionnaire on anonymous bases.
Results:
Eventually 248 patients (32.0%) among 472 were objected for the
evaluation. The mean age was 49.2±11.7 years old, 128 (84.2%)
patients have the partner, but 100 of the patients (65.8%) had no
sexual activity. Diseases diagnosis were as follows, no disease was
31 patients (20.3%), overactive bladder was 39 patients(25.7%),
stress urinary incontinence was 36 patients(23.7%), pelvic organ
prolapse was 17 patients(11.2%), interstitial cystitis was 7 patients
(4.6%), urinary tract infection was 4 patients(2.6%) and others
were 18 patients(11.8%). The mean scores of each FSFI domain
were as follows; desire was 2.18±1.06, arousal was 1.43±1.68,
lubrication was 1.72±2.74, orgasm was 1.52±2.15, satisfaction
was 3.06±1.33, pain was 1.59±2.37 and total score was 12.44±
10.21, respectively. All of these scores were significantly lower
than those of American healthy female and Japanese healthy
female (P<0.05).
Conclusions:
Significantly lower sexual activity of Japanese female patients
with LUTS was demonstrated in this study.
References:
1. R.Rosen et al. J.Sex&Marital Therapy,2000
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SIMULTANEOUS OPERATIONS FOR PELVIC ORGAN
PROLAPSE AND RECTAL PROLAPSE: REPORT OF 12
CASES
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S. TABATA, H. NAKASHIMA;
Tonami Gen. Hosp., Tonami, Japan.
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Objective:
To discuss the feasibility of simultaneous operations for pelvic
organ prolapse (POP) and rectal prolapse (RP).
Background:
Although the prevalence of RP is lower than that of POP, the
associations between POP and RP has been mainly reported by
colorectal surgeons, demonstrating an as high as 76% incidence of
POP in their RP surgery series (Kupfer et al, Loygue et al, Azpuru,
Mellgren et al). On the contrary, in the field of urogynecology,

only a few reports have focused on this association. Although the
true incidence of the associations between POP and RP is still
unknown, it is worth considering whether the two conditions
frequently coexist and if so, they should be repaired simulta-
neously from both the economical and QOL points of view.
Methods:
Between April 2006 and January 2009, 87 patients (mean age
69.3 years, range 41–85) with stage 2 or greater POP received
pelvic floor reconstructive surgeries at our hospital. 76 of the 87
patients were operated on with tension-free vaginal mesh (TVM)
procedure, 5 with anterior colporrhaphy, 3 with sacral colpopexy,
2 with colpocleisis and one with abdominal paravaginal repair.
Before the POP surgeries, extensive rectal examinations including
defecography were performed in 32 of the 87 patients (36.8%)
because of anatomical and/or functional abnormalities in the
anorectum. If the POP patient suffers simultaneously from RP, we
usually propose 3 different RP procedures consisting of Delorme’s
procedure (transanal rectal mucosal stripping plus muscle plica-
tion), Altemeier’s procedure (perineal rectosigmoidectomy with/
without levatorplasty) and Sudeck’s procedure (transabdominal
direct suture rectopexy). According to our results of more than 200
cases of RP surgeries in 17 years, recurrence rates of Delorme’s
procedure, Altemeier’s procedure and Sudeck’s procedure were
12%, 5% and 1% respectively (unpublished data). After discussion
with the patients regarding the risks and benefits of each
procedure, surgical techniques were finally selected with proper
informed consent.
Results:
The mean observation period after surgeries was 13.7 months.
Complete RP was found in 12 of the 87 POP patients and mean
length of the prolapsed rectum was 4.0 cm. They all received
simultaneous operations for POP and RP. In 7 of these 12 patients,
Delorme’s procedure and TVM with/without TOT was performed.
In 2 of them, Sudeck’s procedure and sacral colpopexy were
performed. In the remaining 3 patients, we chose Sudeck’s
procedure plus anterior colporrhaphy, Sudeck’s procedure plus
paravaginal repair and Sudeck’s procedure plus TVM. Although
they contained miscellaneous combinations of POP and RP
procedures, average operative time and estimated blood loss were
211 min and 259 cc respectively. Perioperative morbidity was not
encountered, and no cases required blood transfusion. There were
no major postoperative complications except for one patient who
received the surgery for ileus at 3.5 months postoperatively. This
patient had a history of an artificial anus due to a failed previous
surgery for rectocele at a different hospital. Therefore, we did not
consider that our simultaneous procedures directly contributed to
the ileus. In 5 cases, minor complications such as transient stress
urinary incontinence and mesh extrusion to the vagina were
experienced. Only a single patient demonstrated a recurrent stage
2 cystocele without symptoms.
Conclusions:
Simultaneous operations for POP and RP were feasible in our 12
cases. Even use of controversial polypropylene mesh did not
interfere with RP repair. Short-term results were satisfactory, and
the risk of complications has been relatively low. We will continue
to follow the patients closely to generate long-term results and
better define the risk of late complications.
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TENSION-FREE VAGINAL MESH (TVM) OPERATION:
A SHORT TERM OUTCOME
C. TOMONAGA, K. YOSHIMURA, T. HACHISUGA;
Univ. of Occupational and Environmental Hlth., Kitakyushu,
Japan.
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Objectives:
Recently, tension-free vaginal mesh (TVM) operation has become
one of the standard operation for pelvic organ prolapse. TVM
operation can reconstruct the pelvic wall and could complete total
repair of the damaged fascia. The objective of this study was to
evaluate TVM operation for pelvic organ prolapse retrospectively.
Methods:
Indication of TVM operations was severe pelvic organ prolapse
more than 3 rd degree of pelvic organ prolapse quantitation (POP-
Q) criteria with desire for operation of the patient. In University of
Occupational and Enviromental, Health, Japan from August 2006
to August 2008, 193 women underwent TVM operation were
participated in this study and anterior/anterior-posterior/posterior/
complete(A/AP/P/C)-TVM operation were performed in 70/96/9/
18 women, respectively. Outcome measures included blood loss,
operative time, complications, recurrence of POP and assessment
of pelvic floor symptoms.
Results:
The means of operative time and blood loss of A/AP/P/C-TVM
operation were 48.5/83.0/65.0/69.9 min. and 49.2/65.0/15.0/
24.5 ml, respectively. As the intraoperative complications, bladder
injury and blood loss more than 200 ml were found in 2.5% (n=5)
and 7.2% (n=14), espectively. As the postoperative complications
after 6–24 months follow-up, urinary incontinence was found in
16.1% (n=31) and the subsequent urethral sling operations were
performed in 35.4% (11/31)women. The rest of the 20 cases were
cured naturally or by medication. Residual urine more than
100 ml, poor wound healing, hematoma and hydronephrosis were
found in 2.5% (n=5), 1.5%(n=3), 2.0% (n=4), 1.0% (n=2),
respectively. Mesh erosion was found in 8.2% (n=16). Recurrence
of POP more than 3 rd degree were found in 4.8%(n=10) and only
2 women after A-TVM received P-TVM.
Conclusion:
TVM operation would provide a strong vaginal support with
good functional improvement in patients with POP. TVM
operation seems to be less invasive than conventional
operation for POP and good for the older patients with
multiple complications. In addition, TVM operation would be
suitable for all type of POP without strict diagnosis of injured
site of pelvic wall.
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AN EVALUATION OF TVT-SECUR IN WOMEN
WITH MIXED URINARY INCONTINENCE
Z. GIRN, F. MARSH, R. ASSASSA;
MidYorkshire Hosp. NHS Trust, Wakefield, United Kingdom.
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Objective:
To evaluate the effect of tension-free vaginal tape (TVT-SecurTM,
Gynecare, Ethicon) in women with urodynamically proven mixed
incontinence.
Methods:
Between November 2006 and December 2008, 167 women
underwent TVT-Secur. All had prior urodynamic investigations
and 57 (37%) had both USI and DO. Routine assessment in our
unit involves a 3 day urinary diary (from which objective
measurements were calculated), QOL questionnaires and 24 hour
home pad test every time the patient is seen. We have performed
retrospective evaluation of the success of surgery in this group.
Results:
The average age was 54 years (range 34–82, SD11.1), BMI 30.3 (range
19–43, SD5.5). Preoperatively 51 women (89.5%) had received
behavioral therapy and 33women were also given anticholinergics.
50 patients had the insertion of TVT-Secur alone, 7 also vaginal repairs
(5posterior, 2anterior). The mean follow-up time was 11 weeks.

Before After P value

Fluid input (l) 1.78 1.76 0.748

Caffeine intake 1.9 1.1 0.031

Daytime frequency 8.42 6.78 0.000

Nocturia 1.02 0.64 0.003

Incontinence episodes 4.5 1.2 0.000

Pad usage 3.1 1.1 0.000

24 Hour pad test 61 18 0.000

There was a significant improvement in all QOL scores (including
those likely to be effected by DO).

KHQ Question
Does your
bladder
problem affects

Not at all A little Moderately A lot

life 23(40.4%) 22(38.6%) 5(8.8%) 7
(12.3%)

daily activities
outside the
home

31(55.4%) 16(28.6%) 4(7.1%) 5(8.9%)

travel 34(60.7%) 16(28.6%) 2(3.6%) 4(7.1%)

Never Sometimes Often All the
time

sleep 27(47.4%) 19(33.3%) 6(10.5%) 5(8.8%)

feel worn
out/tired

24(42.9%) 21(37.5%) 9(16.1%) 2(3.6%)

fluid you drink 34(59.6%) 15(26.3%) 5(8.8%) 3(5.3%)

Normal Mild Moderate Severe

PGISS-how
condition now

23(40.4%) 24(42.1%) 7(12.3%) 3(5.3%)
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Anticholinergic therapy

Before After Started Post op Stopped post op

33(57%) 46(80%) 15(23%) 2(3%)

Conclusions:
Patients undergoing TVT secur who have mixed urinary inconti-
nence have a positive improvement in all there urinary symptoms.
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FOUR-YEAR QUALITY OF LIFE OUTCOME DATA
ON MID-URETHRAL SYNTHETIC SLINGS
IN THE TREATMENT OF URODYNAMIC FEMALE
STRESS INCONTINENCE WITHOUT CONCOMITANT
PELVIC PROLAPSE REPAIRS
E. CHUNG, V. TSE, L. CHAN;
Concord Repatriation Gen. Hosp., Concord, Australia.
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Objective:
Four-year quality of life (QoL) outcome data on the use of the
retropubic mid-urethral synthetic sling (MUS) without concomi-
tant prolapse repair in a single institution is presented.
Background:
In recent years, the mid-urethral synthetic sling (MUS) has
emerged as a popular procedure for female urodynamic stress
urinary incontinence. Although many studies are published on its
outcomes, they are often combined with other pelvic floor surgical
procedures with short follow-up. Hence, information on longer-
term (4 years or more) outcomes pertaining purely to the sling is
scarce. We report 4-year quality of life (QoL) outcome data of the
retropubic MUS in patients without concomitant prolapse repair.
Methods:
Data are prospectively collected. Patients who underwent
concomitant prolapse repairs were excluded. This yielded 21
consecutive patients with a mean age of 67.6 years (range 41–
81) who underwent retropubic MUS with minimum 4 year
follow-up. Pre-operatively, all patients underwent history,
examination, pad usage, and multichannel fluoroscopic urody-
namics according to International Continence Society (ICS)
standards. 19 patients has urethral hypermobility with a
Valsalva leak point pressure (VLPP) of>90 cm H20, and 2
had intrinsic sphincter deficiency with a VLPP<60 cm H20.
All patients had a stable bladder on pre-operative urodynamics.
The MUS were all placed under no tension at all. All patients
were cystoscoped with both 30 and 70 degree lens at the
end of the procedure with a fully distended bladder to exclude
bladder or urethral injury. The bladder was emptied at the end
of the procedure with no indwelling catheter. The validated
Kings Health Questionnaire (KHQ) was used both pre- and post-
operatively to assess QoL measures. All patients were assessed at 3-
months follow-up and then for least 3 times thereafter.
Results:
Paired student’s t-test was performed on the mean pre-operative
and post-operative (4 years follow-up) KHQ scores. There was

statistically significant improvement in all 9 domains on KHQ
between preoperative and 3 months postoperative (p<0.01), with
the most significant being in general health perceptions, inconti-
nence impact, physical, and role limitations (see table). Improve-
ment in QoL persisted up to 4 years in all domains (p>0.05).
Bladder perforation occurred in 2 pts with uneventful resolution. 2
patients required very short-term post-operative catheterisation
(<5 days). In our series, there were no sling revision, division,
infection or erosion. No patients developed de novo urgency or
urge incontinence postoperatively.
Conclusion:
In our institution, QoL improvement after retropubic MUS at
3 months post-operatively predicts persistence of improvement at
4-years. This is useful clinically in counselling our patients
regarding treatment efficacy. Tension-free placement is associated
with minimal risk of post-operative retention or de novo
overactive bladder. Although subject numbers are modest, it adds
to the currently scarce longer term ( 4 years or more) QoL data on
the MUS which is a safe and durable procedure with a minimal
complication profile.

Improvement in KHQ domains both preoperative, 3 months and
4 years postoperative

KHQ Domains Pre-operative
Mean Score

3 months
Post-op Mean
(p<0.01)

4 years
post-op Mean
(p>0.05)

General Perception 71.5 3.1 3.1

Incontinence Impact 95.3 5.0 3.1

Role Limitations 68.4 3.8 3.8

Physical Limitations 71.5 0 0

Social Limitations 49.2 3.1 3.1

Personal Relationships 49.2 3.1 3.1

Emotions 49.2 0 0

Sleep/Energy 57.5 3.5 3.5

Severity Measures 63.5 6.3 2.1
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ONE YEAR FOLLOW-UP
AFTER MESH-REPAIR—LONG-TERM IMPLICATIONS
OF A LEARNING CURVE
T. AIGMUELLER1, W. UMEK2, S. HINTERHOLZER1,
I. M. GEISS1, P. RISS1;
1Landesklinikum Thermenregion Moedling, Moedling/Vienna,
Austria, 2Med. Univ. Vienna, Vienna, Austria.
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Objective:
The aim of our study was to describe the anatomical und
functional results of the first 27 consecutive patients in which
synthetic, non-absorbable mesh was used for pelvic floor
reconstructive surgery.
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Background:
After introduction of mesh at our institution we wanted to get an
overview of the functional and anatomical long-term results of the
patients chosen for mesh repair.
Methods:
From October 2005 we started to use mesh-kits for pelvic floor
reconstructive surgery. All patients included in this study had
either anterior, posterior or complete anterior and posterior repair.
Anterior and posterior Prolift™ as well as Perigee™ and
Apogee™ were used. We invited the first consecutive 27 patients
having had Mesh-repair to come to our outpatient clinic for a
follow-up examination at least one year after surgery. This
examination included a gynecologic investigation (POP-Q,Ero-
sion) as well as questions regarding functional problems and
quality of life: symptoms of descent, defecation problems, LUTS,
sexual intercourse, overall satisfaction with the result of the
surgery. We also asked about reoperations in the interim.
Results:
From October 2005 to October 2007 27 patients were chosen for
mesh repair for pelvic floor reconstructive surgery with descent of
at least one compartment stage two or three.
23 out of 27 patients were available for 1-year follow-up (8–
21 months after surgery, mean=13 months). 6 patients had no
previous gynecologic surgery, 6 patients had previous hysterecto-
my, 9 patients had previous hysterectomy with concomitant
prolapse surgery, 1 patient hysterectomy with colposuspension
and 1 patient had previous TVT.
15 patients had antererior Mesh-repair, 6 patients posterior mesh-
repair and 2 patients had combined anterior and posterior Mesh-
repair. No concomitant hysterectomy was done, in 1 patient a
concomitant sacrospinous ligament fixation was performed. At the
time of follow-up 5 patients (22 %) presented with Mesh erosion,
2 patients (9 %) were to undergo surgical revision due to erosion.
1 patient (4%) needed reoperation due to recurrence of prolapse.
13 patients (57 %) had no anatomical recurrence, 10 patients (43
%) presented with prolapse-staging of at least one compartment of
2 or 3. 5 patients out of the 10 still complained about symptoms of
descent. 4 patients (17%) complained about constipation, 11
patients (48%) complained about stress urinary incontinence or
urge.
10 out of the 23 patients were still sexually active at the time of
follow-up, 4 out of that 10 patients reported difficulties regarding
sexual intercourse. Regarding the overall satisfaction with the surgery
12 patients (52 %) answered with “very satisfied”, 9 patients (39 %)
with “unsure” and 2 patients (9 %) were “not satisfied”.
Conclusion:
At the one-year follow-up of the first 27 patients with Mesh-repair
for pelvic reconstructive surgery 23 patients were available for
follow-up. The mesh erosion-rate (22%) as well as the anatomic
recurrence rate (43%) were quite high and were interpreted as part
of the learning curve. On the other hand only two patients (9%)
had to undergo revision due to mesh erosion and only one patient
(4%) underwent reoperation for symptomatic prolapse recurrence,
which we interpreted as high success criteria.

The rate of symptoms correlated to pelvic floor weakness (LUTS,
symptoms of descent, defecation and sexual disorders) were
similar compared to cross sectional epidemiological data of people
of the same age. The use of mesh—with or without kits—
broadens the armamentarium of the pelvic reconstructive surgeon.
We assume that some failures were due to the learning curve. At
present, methods of pelvic reconstructive surgery, which are
supported by good and even better long-term data (vaginal
sacrospinous ligament fixation, site-specific repair with or without
hysterectomy, sacrocolpopexy) remain valid treatment-options for
pelvic organ prolapse.
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P. PALMA;
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Objective:
To present a longitudinal non randomized prospective evaluation
of female patients with diagnosis of urogenital dysfunctions
(LUTS and/ or genital prolapse) associated to urinary incontinence
who underwent surgical treatment aiming to determine its impact
on their quality of life and sexual response.
Background:
According to the World Health Organization (WHO), Sexual
Dysfunction should be considered as a public health issue,
negatively impacting the quality of life of those affected. Female
Sexual Dysfunction (FSD) is a multifatorial condition and is
defined as a persistent or recurrent incapacity to perform sexual
intercourse as desired, which leads to different levels of anxiety.
Urinary incontinent women and those who present urogenital
dystopias are known to refer clearly adverse effects of this
condition onto their sexual function.
Methods:
From April 2007 to March 2008, 50 sexually active women were
prospectively recruited from our Urogynecology Clinic at the
University Hospital. All of them had a diagnosis of urinary
incontinence associated or not with genital dystopia. Exclusion
criteria included systemic or genital conditions that could affect
sexual response and incapacity to respond the applied question-
naires. Subjects were asked to respond to portuguese validated
versions of the Health Organization Quality of Life (WHOQOL-
bref) questionnaire and Female Sexual Function Index (FSFI)
before and 6 months after surgery. Demographic data was also
assessed. Non parametric Wilcoxon test was used for paired
samples comparison. Student’s T test was used for FSFI results. A
significance level of 5% was considered.
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Results:
Forty four patients fully completed pre and post operative
evaluation. Mean age was 46 (28–78) years. Previous vaginal
deliveries averaged 3.3. Table 1 shows distribution of types of
incontinence in our sample.

Table 1 . Distribution of patients according to type of incontinence

Urinary Incontinence N %

Stress 17 38,64%

Mixed 26 59,09%

Urgency 1 2,27%

Total 44 100,00%

Table 2 presents the distribution of patients regarding surgical
approach. Thirty three patients (75%) presented some sort of
associated genital dystopia.

Table 2. Patient distribution according to surgical approach

Type of surgery N %

KK (Kelly Kennedy) 1 2,27

KK+levator myorraphy 1 11,35

Levator myorraphy 2 4,55

Nazca (anterior mesh) 8 18,18

Nazca+site specific correction 2 4,55

Sling 23 52,27

Sling+hysterectomy 1 2,27

Sling+Nazca 1 2,27

Sling+perineoplasty 1 2,27

Burch+Levator myorraphy 1 2,27

Total 44 100

Pre and post operative final scores for all domains of both applied
questionnaires (WHOQOL-bref and FSFI) failed to show statisti-
cal difference in all analysed domains whatsoever (Table 3).
Conclusion:
Surgical treatment of urinary incontinence being or not associated
to genital dystopia correction did not worsen the quality of life and
sexual response of analysed patients after 6 months of surgery
when assessed by validated questionnaires.
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Table 3. FSFI scores before and after surgery

Variable Before Surgery After Surgery P-Value

Desire 2.75 2.79 0.78

Excitement 2.78 2.92 0.38

Lubrication 2.92 2.79 0.22

Orgasm 3.06 3.07 0.94

Satisfaction 3.44 3.53 0.48

Pain 3.54 3.49 0.74

Total 3.77 3.78 0.84
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Objective:
The aim of this study was to compare the urinary tract
complication in patients undergoing total laparoscopic radical
hysterectomy with abdominal radical hysterectomy for cervical
cancer and to evaluate the effects of prophylactic bethanechol,
doxazosin and tamsulosin for bladder dysfunction after radical
hysterectomy
Methods:
We reviewed all patients who underwent total laparoscopic radical
hysterectomy or abdominal radical hysterectomy and pelvic
lymphadenectomy between 2004 and 2008. We excluded patients
receiving postoperative chemoradiation to reduce the impact of
radiotherapy complication on the outcome of the surgery. Eighty-
five patients with cervical cancer were randomized to receive
bethanechol (75 mg/day) with doxazosin (5.09 mg/day), betha-
nechol (75 mg/day) with tamsulosin (0.2 mg/day) and placebo.
Medication was administered postoperatively during 30 days after
the 7th postoperative day.
Results:
Forty-six patients underwent abdominal radical hysterectomy, and 39
underwent total laparoscopic radical hysterectomy. Mean age was
49.5 years, and mean body mass index 23.5. There was no difference
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in demographic or tumor factors between the two groups. For
abdominal radical hysterectomy, 17.4% of patients experienced
postoperative urinary tract infection compared with 2.6% for total
laparoscopic radical hysterectomy (P=0.035). There was no differ-
ence in overall noninfectious postoperative urinary tract complication
between the two groups (P=0.46). None of the 85 patients had any
long-term sequelae. There was no difference in return of urinary
function according to the prophylactic medication.
Conclusions:
Total laparoscopic radical hysterectomy reduces urinary tract
infection. Prophylactic applications of bethanechol with doxazosin
and bethanechol with tamsulosin do not diminished postoperative
bladder dysfunction after radical hysterectomy.
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Objective:
The aim of the study was to evaluate the influence of the vaginally
administered estrogens on RI of bladder arterial vessels in women
suffering from the urinary urge incontinence.
Background:
Menopausal urge urinary incontinence may be connected with
various morphological changes of the lower urinary tract (LUT)
possibly caused by the depletion of oestrogens. Besides others, the
blood supply could be diminished because of the improper
function of the blood vessels affected by the decreased level of
oestrogens. Doppler velocimetry seems to be the promising
examining tool which can be utilized in the evaluation of the
blood vessels function. Resistance index (RI) measured in the
urinary bladder wall arteries mirrors the blood flow in this crucial
structure of menopausal LUT.
Methods:
The studied group consisted of 32 women suffering from urge
urinary incontinence. The RI was measured before, after 3, and
after 6 months of treatment with vaginal estrogens. The RI was
measured 3 times by means of Doppler velocimetry assessment
using a 7.5 MHz transvaginal probe in the coronal plane and the
mean value was calculated.
Results:
The median values of RI in bladder wall arteries before, after
3 months and after 6 months of local administration of estrogens
were 0.66, 0.65, and 0.62 respectively (Friedman ANOVA, χ2=
7.05, p=0.029).
Conclusion:
6 months intravaginal estrogen therapy results in the significant
amelioration of the urinary bladder wall blood supply.
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Objective:
The aim of the study was to compare the differences in
urodynamics values after different anti-incontinence surgeries.
Background:
Stress incontinence is a symptom or sign indicating that the woman
has involuntary urine loss associated with exertion. Surgery for
stress incontinence of urine has been performed on women for over
a century. Although many different surgical procedures have been
described, it is accepted that the retropubic urethropexy (Burch) and
midurethral slings are the most popular operations due to their
excellent cure rates. The physiology of continence is still not
completely understood, but anti-incontinence surgeries basis is to
give urethral support and some might suggest that also an
obstructive effect. Urodynamics has been a way to understand the
physiology of incontinence and to comprehend the way the anti-
incontinence surgeries achieves success.
Methods:
This is a retrospective study from women that had undergone an
anti-incontinence surgery from 2005–2007 at the National Institute
of Perinatology. Multichannel urodynamic studies were performed
pre- and one year postoperatively. Data was analyzed using
descriptive statistics and t-student analysis in the SPSS version
10.0 program.
Results:
Sixty seven patients were included, 14 in the BURCH group, 24 in
the TVT group and 29 in the TVT-O group. In the TVT group, the
mean age was 48 years, 54.2% have clinical stress urinary
incontinence, the procedure was associated with pelvic organ
prolapse surgery in 66.7% of the patients. We observed decrease
in continence area first sensation and cistometric capacity and
decrease in average flow (Table 1)
In the TVT-O group, the mean age was 49 years, 51.7% had a
mixed urinary incontinence, 75% had a pelvic organ prolapse
surgery associated. we observed an increase in urethral trans-
mission ratio. In the BURCH group the mean age was 45 years,
50% had a clinical stress urinary incontinence and 92% had a
vaginal or abdominal surgery associated. The urodynamic
change was a decrease in the continence and closure urethral
areas.
Conclusion:
Comparison of pre and postoperative urodynamic indices demon-
strated no differences in changes in average functional urethral
lengths, changes in maximum urethral closure pressures, or
improvement in pressure transmission ratios. Except in the TVT-O
group that reported an increase in the urethral transmission ratio.
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Objective:
The aim of this study is to indicate the best way of unmasking
occult stress incontinence in women with genital prolapse willing
to undergo surgery.
Background:
Pelvic organ prolapse (POP) can functionally mask stress
incontinence (SI), therefore continent women undergoing prolapse
surgery are at risk for developing SI postoperatively, because of
unmasking occult SI. The rates of occult SI may be as high as 65%
prior to prolapse surgery. Patients with occult SI are at
substantially more risk of developing overt SI after prolapse
surgery.
Methods:
Prospective comparative study which took place in a Urodynamic
unit of tertiary referral hospital. All women undergoing surgery for
prolapse had preoperative urodynamics. Patients who had prolapse
recurrence and patients who had urinary incontinence recurrence
were excluded from the study. All patients had (1) free uroflowme-
try, (2) multichannel cystomanometry, and (3) pressure-flow studies.

According to the study protocol, during 200 ml filling and in the
supine position, patients had (1) cough test / Valsalva test
without prolapse reduction, (2) cough test / prolapse test after
reduction of the prolapse manually (with the use of the index
finger), (3) cough test / Valsalva test after prolapse reduction
with the lower blade of a plastic speculum. The three tests were
repeated at maximum cystometric capacity (MCC) with the
patients in the supine position. The percentages of USI in each
of these groups were compared. Statistics were performed with
MedCalc.
Results:
50 women (mean age 59.8-years-old, +/- 9.57 years) scheduled for
prolapse surgery were included in the study. All women had>GrII
cystocele or>GrII uterine prolapse. Twelve women did not have
USI: 4 of them had detrudor overactivity (DO) and 8 women were
continent. The remaining 38 patients were diagnosed with USI,
whereas 5 of them suffered from mixed urinary incontinence. At
200 ml filling, cough / Valsalva test with no prolapse reduction
was positive in 16/38 (42.1%) cases; cough / Valsalva test with
manual prolapse reduction was positive in 24/38 (63.1%) cases;
and cough / Valsalva test after prolapse reduction with the lower
blade of the speculum was positive in cases 37/38 (97.3%)cases.
At MCC, cough / Valsalva test with no prolapse reduction was
positive in 18/38 (47.4%) cases; cough / Valsalva test with manual
prolapse reduction was positive in 26/38 (68.4%) cases; and cough
/ Valsalva test after prolapse reduction with the lower blade of the
speculum was positive in cases 38/38 (100%) cases. The
percentage of masked incontinence in the study group was 21/50
(42.0%). All women had pressure-flow studies after prolapse
reduction: 28/50 had flows within normal limits, 21/50 had
abnormally reduced flows, whereas in one case voiding was not
successful.

Table 1: Mean Urodynamics Values before and after Anti-incontinence Surgery

BURCH TVT TVT-O

Urodynamic Parameters Before After P Before After P Before After P

Average Flow ( ml/sec) 15.9 16.8 0.67 14.0 12.5 0.47 14.5 13.08 0.188

Pressure Transmition Ratio (%) 24 20.35 0.59 20.6 31.14 0.065 14.7 39 0.007

Continence Area (cm2H2O) 47,5 27.79 0.006 64.45 33.8 0.000 39.3 33.2 0.99

Clossure Urethral Area (cm2H2O) 82,86 60 0.031 64.45 62.13 0.761 78.3 65.8 0.34

First Sensation (ml) 134 113 0.407 166 139.05 0.007 141 129 0.425

Cistometric Capacity (ml) 520 550 0.439 474 458 0.000 483 483 0.999

Average Flow in the Pressure Flow study (ml/sec) 13.6 13.83 0.681 12.52 10.67 0.006 14.56 13.08 0.188
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Conclusion:
There is a significant subgroup of women scheduled for prolapse
surgery who suffer from occult urinary incontinence. The best tool
to unmask this condition is the reduction of the prolapsing anterior
compartment with the aids of the lower blade of a speculum
Further studies are needed in order to define whether treatment of
masked USI prevents postoperative USI without increasing
incontinence surgery-related complications.
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Table 1. Rates of unmasking occult incontinence in relation to the
tool of prolapse reduction.

Tool n USI Leak at
200 ml Fill

Chi-
square
test

Leak at
MCC

Chi-
square
test

n % p n % p

No
Reduction

50 38 16 42.1 <0.0001 18 47.4 <0.0001

Finger 50 38 24 63.1 0.0006 26 68.4 0.0005

Lower
valve of
speculum

50 38 37 97.3 38 100
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Objective:
Old age, mixed urinary incontinence, low valsalva leak point
pressure is the lowering factor of satisfaction after TVT-O.
However, other correlation factor was not proved clearly. We
explored correlation between satisfaction and 1 hour pad test,
valsalva leak point pressure, grade of cystocele, post operation
residual urine volume.
Background:
The 122 patients who underwent TVT-O from March 2007 to
March 2008 was analyzed.

Methods:
Preoperative 1 hour pad test, valsalva leak point pressure,
cystography, postoperative residual urine volume was compared
between postoperative free of incontinence group (Group A) and
incontinence remaining group (Group B) by Stamey`s rule.
Results:
On 1 hour pad test the urine leakage volume below 50gm was 36
patients (52.9%) in group A and 32 patients (47.1%) in group B.
The p-value was 0.465. The patients of valsalva leak point
pressure below 60cmH2O was 22 (59.5%) in group A and 15
(40.5%) in group B, and the patients of valsalva leak point
pressure over 60cmH2O was 39 (45.9%) in group A and 46
(54.1%) in group B. No significant difference was found
regardless of valsalva leak point pressure p=0.167. 48 patients
(54.6%) in group A and 40 patients (45.5%) in group B was grade
I, IIa cystocele. 13 patients (38.2%) in group A and 21 patients
(61.8%) in group B was grade IIb, III cystocele (p=0.106). 74
patients (78.7%) in cystocele grade I, IIa and 14 patients (50%) in
cystocele grade IIb, III had postoperative residual urine volume
below 70 cc. 14 patients (21.8%) in cystocele grade I, IIa and 14
patients (50%) in cystocele grade IIb, III had postoperative
residual urine volume over 70 cc. Significant difference was seen
between the grade of cytocele and postoperative residual urine
volume (p=0.002).
Conclusions:
No significant correlation was seen between satisfaction and
1 hour pad test, valsalva leak point pressure, grade of cystocele.
However, there was significant correlation between grade of
cystocele and postoperative residual urine volume. This current
study indicate that preoperative cystography would predict
postoperative residual urine volume and postoperative satisfaction
of patient.
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Objectives:
Evalluation of Female Sexual Function Index on women submit-
ted to pelvic floor reconstructive surgery with mesh.
Background:
Although urinary incontinence is not a life-threatening disorder, it
has been shown to have detrimental effects on quality of life in
terms of psychological, social, and sexual problems. In this study,
investigators explored the effects of pelvic reconstruction surgery
on female sexual function with a reliable and validated question-
naire, the Female Sexual Function Index (FSFI).
Methods:
Comparative study of 94 patients submitted to reconstructive
pelvic surgery with mesh for pelvic prolapse at Coimbra’s
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University Hospitals. All subjects were submitted to the FSFI
questionnaire, prior and after surgery.
Results:
Mean age of subjects 63 years (SD: 10,46ys). 58 patients had 3rd

degree cistocele, 34 had 3rd degree histerocele/vault prolapse, and
26 had 3rd degree rectocele. Anterior floor repair with mesh was
performed in 50 patients, Posterior floor repair with mesh was
performed in 25, and Total repair with mesh on the remaining. 88
patients showed resolution on the post op consultation, and the
remaining had asymptomatic residual prolapse. From the 94 initial
subjects the authors only report 37 responsive subjects, to the
FSFI questionnaire. Statistical analysis of non-parametric version
of a paired sample t-test, using SPPS 14.0 version, showed no
significance for all domains of the FSFI questionnaire except for:
the number of intercourses in the previous 4 week (p=.002),
Orgasm (p=.007) and Overall score (p=.01).
Conclusions:
Pelvic organ prolapse may occur in 41–65% of women. Studies
have shown lower rates of sexual activity and higher rates of
sexual dysfunction in this population, but the results of studies
assessing sexual function after surgical repair are conflicting. The
authors of this study showed that for all domain scores of FSFI
except the number of intercourse in the previous 4 weeks, Orgasm
and Overall Score had no statistically significance when compar-
ing the previous and after surgery survey.
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Abstract
Objectives:
To assess the effectiveness of the Tissue Fixation System (TFS)
sling in patients with pelvic organ prolapse at 12 months
Methods:
Operations using the TFS anchor system were performed on 14
women aged between 55 to 77 years (average 68.8) for grade 3 or
4 pelvic organ prolapse (12 uterine prolapses and 2 vault
prolapses) between October 2007 to February 2008 inclusive.
The means (range) of BMI and parity were 23.9 (18.7–29.1) and
2.42 (0–6), respectively.
In this operation, the TFS applicatorÂ® (TFS Manufacturing,
Adelaide Australia) was used. This instrument has two polypro-
pylene plastic anchors attached to an adjustable non-stretch
multifilament polypropylene mesh tape. The TFS sling (U sling,
Cervical sling, USL-sling, and Perineal body sling) operations were
originally performed as reported by Petros & Richardson. 1–2
Six procedures (Anterior repair and U-sling for lateral/central
anterior vaginal wall defects, posterior repair for recto vaginal

fascia defects, posterior sling (USL sling) of the uterosacral
ligaments, cervical sling for cervical ring defects and perineal
body sling for defect of the perineal body) were performed in all
patients.
Results:
All patients were followed up for a minimum of 12 months (12–
14). The means±SDs of the operating time and loss of blood were
98 (±14.9) minutes and 53.2 (±27.3) ml, respectively. Seven
patients (50%) were discharged on the same day of surgery, six
patients (43%) on the following day and one patient on third day
with a return to normal activities within 1–5 days. There were no
intra- or postoperative complications. At 12-month follow-up, cure
rates of symptoms due to pelvic laxity were: urinary frequency
77.8% (7/9), nocturia 85.7% (6/7), urgency 87.5% (7/8) ,dragging
pain 71.4% (5/7), and SUI 85.7%(6/7). There was one recurrent
cystocele. There were two tape rejections at five months and six
months after the TFS operation, respectively.
Conclusion:
The TFS procedure delivers satisfactory results for pelvic organ
prolapse (vault prolapse and uterine prolapse repair with uterine
preservation). The procedure is useful because of the short
duration of operation, short term of recovery, its safety profile
and minimal invasiveness. There is a significant improvement in
the quality of life, especially for elderly women. However, long-
term results are currently unknown.
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Objective:
As incontinence is a chronic disease a primarily adjustable system
in cases of recurrent incontinence seems favourable. It should also
allow to de- or increase the tension on the urethra or the bladder
neck area after some time without a new periurethral surgical
approach. The aim of this study was the evaluation of the method
and to answer the question of the efficacy after up to more than
three years postoperatively and to evaluate the feasibility of re-
adjustment after a longer period.
Backround: In cases of recurrent incontinence an incontinence
system which allows an easy adjustment to improve the
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continence situation is required. The Remeex- System is such an
adjustable system [1,2]. Adjustments after eight years are reported.
Remeex combines the option of a tension free tape positioning and
if needed a bladder neck elevating function.
Methods:
40 patients with severe SUI who had undergone more than one
previous incontinence surgery were included. Clinical investigations
were performed 6, 12 and >24 months postoperatively or in case of
disorders. This included continence anamnesis [questionnaire-guided],
one-hour Pad Test, perineal ultrasound studies an measurement of
residual urine volume. In case of micturition disorders a cystoscopy
and urodynamic study flow-study was performed.
Results:
45% patients were totally cured at the 2 years follow up (one-hour
Pad Test regarding the ICS criteria<2 g). 35% had an improve-
ment. 6 patients did not report any improvement. The system was
lost in 2 cases due to inflammation and removed a short time after
the operation. In one patient an urethral erosion was detected. A
severe obstruction with urine residual volumes of more than
300 ml was treated successfully by adjustment. Adjustments [one
or more] were performed in 15 women.
Conclusion:
An easy and efficient adjustment to optimize the patient’s
continence situation was achieved in cases over more than one
year after the implantation of the Remeex-System by a minimal-
invasive procedure without any difficulties or complications. In
the spectrum of surgical procedures for recurrent incontinence the
System used seems to be a good choice.
References:
1. Campos-Fernandes J, Timsit M, Paparel P et al. REMEEX: A
possible treatment option in selected cases of sphincter incompe-
tence. Prog Urol. 2006 Apr;16(2):184–91.
2. Iglesias X, Espuña. M.Surgical treatment of urinary stress
incontinence using a method for postoperative adjustment of sling
tension (Remeex System). Int Urogynecol J Pelvic Floor Dys-
funct. 2003 Nov;14(5):326–30; discussion 330. Epub 2003 Sep 6.
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NEEDLELESS EXPERIENCE—OUR RESULTS
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Objective:
Our purpose was demonstrate the results with needleless sling
system in an set of women with a diagnosis of stress urinary
incontinence (SUI)
Methods:
A set of 43 women were submitted to SUI correction with
needleless sling system. Women with pelvic floor defects were
excluded from our study. All women have performed urodinamic

study and pelvic floor ultrasound previously to confirm SUI and
exclude occult pelvic floor defects. The clinical evaluation was
performed at regular intervals of time after surgery: 3, 6 and
12 months. A subjective clinical assessment was performed based
in the improvement or cure of SUI symptoms.
Results:
All women wore submitted to placement of suburethral sling
needleless according to the technique describe by the manufacturer.
The average age of the women’s was 56.5 years. The average
operating time was 11, 4 minutes. In 29 women (67%) the surgery
was performed with general anaesthesia, 9 (20.9 %) with local
anaesthesia andmild sedation and 5 women’s with spinal anaesthesia.
The mean follow-up time was 9,1 month (max 16 months, min
3 months). The mean hospitalization time was one day, and there
wore no intra or post operative complications described. In 83,7 %
(36) of the women’s improvement or cure of symptoms of SUI was
achieved. 2 (4.6 %) women have no improvement in SUI symptoms
and in 5 (11.6 %) occurred of symptoms of urgency or urge
incontinence. Extrusion of suburethral tape was recognized in the 3
cases without symptoms of incontinence and signs of vaginal
infection or rejection. In these cases vaginal dissection with inclusion
of the tape was performed without complications.
Conclusion:
Our experience with needleless sling shows very acceptable results in
the set of office based incontinence surgery. Clinical follow-up
evaluation still ongoing to confirm this results and extension of this
type surgery is planned at our unit to major prolapse intervention.
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SAFENESS OF TENSION FREE VAGINAL MESH
PROCEDURE FOR TREATMENT OF POST
HYSTERECTOMY PROLAPSE IN JAPAN
K. NARIMOTO1, Y. KITAGAWA1, M. KURIBAYASI1,
K. IZUMI1, A. MIZOKAMI1, E. KOH1, M. NAMIKI1,
T. KIMURA2, T. KATO2, M. TAKEYAMA2;
1Kanazawa Univ. Graduate Sch. of Med., kanazawa, Japan, 2osaka
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Work supported by industry: No

Objective:
To evaluate perisurgical complications and anatomical outcome
after treatment of post-hysterectomy prolapse by vaginal route using
interposition of synthetic prostheses (Gynemesh Prolene Soft;
Gynecare) following the Trans Vaginal Mesh (TVM) technique.
Methods:
The present retrospective study population consisted of 109
patients who underwent surgery between December 2005 and
June 2008. All patients had previously undergone hysterectomy.
We developed an original kit using polypropylene mesh because
Prolift was not available for use in Japan. Prosthetic interposition
was total, or either anterior or posterior only in individual cases.
Patients were followed up 3 and 12 months after surgery according to
the Pelvic Organ Prolapse Quantification (POPQ) system.
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Results:
The mean age of the patients was 66.9 years (range: 46–85). The
mean follow-up period was 6.5 months. The duration from
hysterectomy was 19.7 years (range: 1–50). The reasons for
hysterectomy were as follows: 32.1% cure of prolapse and 63.3%
myoma uteri. Twenty-six patients were treated for cystocele only.
Fourteen patients had rectocele and 69 patients had a prolapse
affecting both anterior and posterior compartments. The mean
operation times were 87.9 min for total and 45 min for anterior or
posterior interposition. Mean estimated blood loss was 18.9 mL
(range: 0–300). Perisurgical complications were bladder injuries in
3 cases (2.8%) and hemorrhages greater than 200 mL in 2 cases
(1.8%). Among the early post-surgical complications, 5 patients
developed pelvic hematomas (4.6%). None of the patients had
vaginal erosion or prosthetic expositions during the 1-year follow-
up. At 3 months and 1 year, POPQ scores were significantly
improved in all cases.
Conclusions:
Treatment of post-hysterectomy prolapse with synthetic prostheses
by the vaginal route is a reliable method with a good cure rate that
can be reproduced with a low rate of complications.
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SEVERITY OF OVERACTIVE BLADDER SYMPTOM
IS CLOSELY RELATED TO DEGREE OF STRESS
URINARY INCONTINENCE
J. BAE1, H. KIM2, J. YEO3, M. OH1, H. CHOI1, J. LEE1;
1Korea Univ. Med. Ctr., Seoul, Republic of Korea, 2Dankook
Univ. Hosp., Cheonan, Republic of Korea, 3Inje Univ. Paik Hosp.,
Seoul, Republic of Korea.
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Objective:
This study was performed to confirm the relationship between the
grade of SUI and degree of OAB symptoms.
Background:
The severity of overactive bladder (OAB) is thought to be closely
related to the degree of stress urinary incontinence (SUI).
Methods:
From 2000 to 2008, frequency volume chart, questionnaire, and
urodynamic results of patients with SUI were retrospectively analyzed.
The patients were divided into three groups according to severity of
urgency. Group I included the patients with pure SUI without OAB,
group II with dry urgency (SUI+dryOAB) and group III with urge
incontinence (SUI+wetOAB). Parameters such as age, disease history,
symptoms, physical examination and urodynamic parameters were
analyzed among these groups using one- way ANOVA.
Results:
A total of 540 patients were enrolled (Group I+II + III=418+108+
14). General characteristics of the patients such as age, height, body
weight, BMI, presence of cystocele in each group are shown in
table 1. The maximal bladder capacity decreased in decreasing order
of Group I, II and III. Presence of detrusor overactivity increased in
increasing order of group I, II and, III. The Stamey grade increased in
increasing order of group I, II and III. Compared to Group III, the
ratio of stamey grade I was significantly higher in Group I.
Conclusions:
Severity of OAB symptoms was thought to be directly propor-
tional to the grade of SUI.

Descriptive statistics of the patients with SUI according to the severity of OAB.

Total Pure SUI SUI+dryOAB SUI+wet OAB P value

BMI 25.2±3.1 25.1 25.7 25.5 0.378

Parity 2.5±1.1 2.4 2.0 2.7 0.090

Sx duration (month) 61.1±63.2 59.5 55.0 68.3 0.402

Stamey sx grade I/II/III (%) 171/356/13 (31.7/65.9/2.4) 150/266/2 (35.9/63.6/0.5) 1/11/2 (7.1/78.6/14.3) 20/79/9 (18.5/73.1/8.3) 0.000

Q-tip 39.8±14.9 39.9 33.9 40.3 0.309

Qmax 24.6±10.6 24.6 22.0 25.0 0.607

PVR 20.9±43.9 19.3 30.3 25.8 0.279

VLPP(cmH2O) 62.7±29.1 63.3 58.9 60.8 0.639

MBC(ml) 366.0±80.9 376.5 333.1 329.6 0.000

Pdetmax(cmH2O) 21.7±11.5 22.1 23.4 20.1 0.238

Det Overactivity (-/+) 194/345 409/8 101/7 12/2 0.000
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ABDOMINAL VAULT SUSPENSION WITH RECTUS
SHEATH STRIPS-A CASE SERIES
H. MASTOROUDES, A. GAYEN;
Worthing and Southlands NHS Trust, London, United Kingdom.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To evaluate the clinical outcome of abdominal vault suspension
(AVS) using rectus sheath strips. The rectus sheath strips were not
buried by closure of the peritoneum.
Background:
A retrospective case series. Worthing General Hospital, a district
general hospital in South-East England with a stable population.
Methods:
Thirty-four patients had suspension of the vaginal vault using
1 cm strips cut out from the rectus sheath. Patients were followed
up postoperatively at 3 to 6 months and then were referred back to
hospital by their general practitioners if any problems arose.
Incidence of intra-operative and postoperative complications,
improvement of prolapse symptoms and recurrence of vault
prolapse
Results:
There were no serious intra-operative complications in the form of
urinary tract injury, bowel injury or haemorrhage needing blood
transfusion. Ninety four percent of patients had subjective
resolution of their prolapse symptoms while 6% had further
symptoms. One patient complained of fullness in the vagina on
mobilising, and the second suffered from vaginal discomfort, but
neither required further surgery. Seven of the 34 (20%) patients
had urge and stress incontinence out of which 3 patients required
tension free vaginal tape (TVT). There were no cases of bowel
problems in the postoperative period or in the long-term. Hospital
stay ranged from 2 to 8 days.
Conclusions:
Abdominal vault suspension (AVS) using rectus sheath strips
appears to be a safer and easier alternative to other abdominal
suspension procedures. The use of patients’ own tissue eliminates
the risk of mesh erosion

459
HEALING ABNORMALITY SUCCESSFULLY TREATED
WITH VAGINAL EROSION REPAIR GRAFT
S. LEE, S. LEE, W. JU, S. KIM;
Ewha Womans Univ. Mokdong Hosp., Seoul, Republic of Korea.
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Level of support: Not Applicable
Work supported by industry: No

Objective:
The aim of this study was to evaluate the efficacy of the newly
developed vaginal erosion repair graft (VERG) in treatment of
healing abnormality after surgery with mesh.

Background:
One of troublesome complications after surgery with mesh are
simple and complex healing abnormality. VERG is newly
developed for treatment of healing abnormality after surgery with
mesh. VERG is a 4-layered lyophilized graft which is migration
and erosion-resistant. It is developed to reinforce soft tissues
where weakness exists in the gynecological anatomy, including
the repair of erosions of the vaginal wall.
Methods:
Implantation of VERG was carried out on 2 consecutive female
patients with healing abnormality. One developed simple healing
abnormality just 2 weeks after T.O.T(transobturator vaginal mesh)
procedure and the other was noticed the complex healing
abnormality after 7 weeks after ATOM(anterior transobturator
mesh) procedure complaining postcoital bleeding. After delicate
dissection of the vaginal wall in which erosion exist, we tucked
VERG under the edges of the defect and suture around edges.
After laying VERG loosely, we sutured it to vaginal wall with
Vicryl. In one case, we could close the epithelium over VERG.
However in the other case, we could not it because of short length
of vaginal wall around VEGF. Local estrogen cream and vaginal
suppository were prescribed for 2 weeks after implantation.
Results:
After 4 weeks later, the healing abnormality was successfully
treated without complication and the vaginal wall have no
evidence of recur of the healing abnormality.
Conclusions:
Although it is preliminary results, VERG could be an option to treat
healing abnormality after surgery with mesh. We should undergo a
further study with a large scaled, randomized one to confirm this result.

460
A PROSPECTIVE OBSERVATIONAL STUDY
ON PERI-OPERATIVE OUTCOME OF TVT-SECUR
SURGERY FOR WOMEN WITH URINARY STRESS
INCONTINENCE
S. CHAN, S. PANG, K. CHOY, L. LEE;
The Chinese Univ. of Hong Kong, Hong Kong, Hong Kong.
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Objective:
To evaluate the peri-operative outcome of TVT-SECUR for
women suffering from urinary stress incontinence.
Background:
Urinary stress incontinence (USI) is common in women. Since the
introduction of tension free transvaginal tape (TVT) surgery in
1995, it has become the standard operation for treating USI of
women. Whilst there is a wealth of long-term follow up data for
TVT, there is a need to evaluate for newer modifications such as
TVT-SECUR System. TVT-SECUR (Gynecare, Ethicon) was
introduced since October 2007 at the study center. The objective
of this study is to evaluate the peri-operative outcome of TVT-
SECUR in one urogynaecology training center.
Methods:
This is a prospective study using the protocol of the study center
to collect the demographic data, history of urinary symptoms,
physical examination findings at the women’s first consultation.
Patients are evaluated at baseline, peri-operatively and thereafter at
up to 5 years. Pre-operative urodynamics study was performed to
confirm USI before surgery. The operations were performed by
urogynaecologists and there may be concomitant pelvic floor
surgery for pelvic organ prolapase. Peri-operative data, including
the information of operation, intra-operative complications, post-
operative bladder training and complications were collected at the
time of discharge. Urinary symptoms and other complain, if any,
were reviewed at 12 weeks after the operation; and urodynamics
study was performed at one year after the operation to monitor the
operative outcome. All the medical records of the women who had
TVT-SECUR performed were reviewed to collect the above data.
All device-related and procedure-related adverse events are
collected.
Descriptive statistics were used to characterize the study popula-
tion. Chi squared test with Yates correction and Mann Whitney U
test was used where appropriate. All statistical analyses were
performed using Statistical Package for Social Sciences (SPSS
version 16.0; SPSS Inc., Chicago IL). A p value of <0.05 was
considered to be statistically significant.
Results:
At the time of report, there were 50 TVT-SECUR performed for
women suffering from USI. Among them 17 (34%) had TVT-S
alone and 33 (66%) had TVT-S and concomitant pelvic floor
surgery. The mean age of all women were 58.3±11.2 years and
parity was 3.1±1.7. Table 1 showed the demographic detail and
pre-operative urinary symptoms. Peri-operative details and post-
operative details were shown on Table 2 and 3. In all, 39 (78%)
and 4 (8%) completed the 12 week and one year post-operative
visit respectively. The outcome at 12 weeks follow up was shown
in Table 4. There was no statistical difference between TVT-S
alone and TVT-S with concomitant surgery. All 4 women (1 TVT-

S alone and 3 with concomitant surgery) had no urinary symptoms
and showed normal urodynamics study at one year follow up.
Conclusions:
TVT-SECUR is a safe and effective treatment for women suffering
from USI. The short term outcome is satisfactory but long term
result is pending.

Table 1. Demographic data and pre-operative urinary symptoms
besides stress incontinence.

TVT-S alone
(n=17)

TVT-S and
concomitant
surgery (n=33)

P value

Age (years) 54.0 (10.4) 61.4 (11.1) 0.02

Parity (no) 2.7 (1.2) 3.3 (1.6) 0.13

Pre-operative urinary
symptoms
Urge incontinence 9 (52.9%) 5 (15.1%) 0.01

Urgency 9 (52.9%) 9 (27.3%) 0.12

Table 2. Peri-operative details of TVT-Secur surgery.

TVT-S alone
(n=17)

TVT-S and
concomitant
surgery (n=33)

P value

Operative time (min) 16.7 (4.2) 112.1 (39.2) <0.001

Blood loss (ml) 29.4 (17.2) 310.6 (175.8) <0.001

Anaesthesia l 3 (17.6%) 8 (24.2%) 0.7
Spinal l 14 (82.4%) 25 (75.8%)
General

Bladder injury1 0 1 (3.0%) -

Ureteric injury2 0 1 (3.0%) -

1Injury occurred during sacrocolpopexy
2Injury related to kinking of ureter after paravaginal repair, no
complication after release of suture

Table 3. Post-operative details of TVT-Secur surgery

TVT-S alone
(n=17)

TVT-S and
concomitant
surgery (n=33)

P value

Post-operative fever 0 5 (15.2%) -

Post-operative UTI 3 (17.6%) 6 (18.2%) 1.0

Pelvic haematoma 0 1 (3.0%) -

Pneumonia 0 1 (3.0%) -

Bladder training (days) 0.2 (0.5) 1.0 (3.6) 0.7

Hospital stay (days) 1.5 (0.7) 5.3 (4.3) <0.001

Required stretching
of TVT-S tape

0 1 (3.0%) -
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Table 4. Outcome at 12 weeks of follow up.

All patients
N=39 (%)

TVT-S alone
n=16 (%)

TVT-S and
concomitant
surgery n=23 (%)

Women’s subjective operative outcome

l Better 36 (92.3) 14 (87.5) 22 (95.7)

l Same 4 (7.6) 2 (12.5) 1 (4.3)

Stress incontinence 8 (20.5) 5 (31.3) 3 (13.0)

Urge incontinence 7 (17.9) 1 (6.3) 6 (26.0)

Urgency 7 (17.9) 2 (12.8) 5 (21.7)

Sense of incomplete
emptying

1 (2.6) 1 (6.3) 0

TVT mesh exposure 2 (5.1) 1 (6.3) 1 (4.3)
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PELVIC ORGAN PROLAPSE SURGICAL REPAIR
WITH GYNECARE PROLIFT POLYPROPYLENE
MESH SYSTEM—OUR EXPERIENCE
A. MALINOWSKI1, G. MACIOLEK-BLEWNIEWSKA2,
M. WOJCIECHOWSKI1;
11) Polish Mother's Mem. Hosp. - Res. Inst.; 2) Med. Univ. of Lodz,
Lodz, Poland, 2Polish Mother's Mem. Hosp. - Res. Inst., Lodz, Poland.
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Objective:
The aim of the study is to present our experience in the POP repair
with Gynecare Prolift system.
Methods:
Between February 2006 and October 2008 we inserted 74 Prolift
meshes for POP repair. Patients’ mean age was 60.5 years (+/-
12.24 years). Mean BMI was 26.77 kg/m2 (+/- 3.92). 2 women
had an isolated cystocoele. 9 women had vaginal prolapse and 54
had uterine prolapse. 6 patients presented with uterine cervix
prolapse and 3 with massive enterocoele. 5 women suffered from
stress urinary incontinence as well. All POP was described
according to POP-Q standard. 10 women had cystocoele repaired
with Prolift Anterior only and 58 had a Prolift Total repair. 6
patients had a Prolift Posterior repair only. Among 10 women with
Prolift Anterior cystocoele repair, 5 had a simultaneous, traditional
sacrospinous ligament vagina / uterus fixation. 3 women under-
went a concomitant vaginal hysterectomy. The patients were
followed-up every three months after surgery.
Results:
The mean follow-up has been 23 months now. In 66 patients
(89.2%) we have achieved a complete cure of POP or significant
improvement according to POP-Q stage. In 6 patients (8.1%) the
improvement was satisfactory with patients’ subjective impression
of cure with less satisfying objective POP-Q evaluation. In 2
patients (2.7%) the Prolift repair proved unsuccessful and another
repair was done. There were 3 cases of mesh erosion—2 Prolift
Posterior meshes in paracervical space and one Prolift Anterior

mesh. There was one important intraoperative bleeding with
hemoglobin drop from 12.4 to 6.5 g/dl.
Conclusions:
We find Prolift system is a reliable, easily applicable and safe
method for mild and severe POP repair.
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VESICOVAGINAL FISTULA INCREASING PROBLEM
IN DEVELOPING WORLD
A. ABDULLAH1, S. S. SYED2;
1Liaquat Natl. Hosp., Karachi, Pakistan, 2Koohi Goth Fistula
Hosp., Karachi, Pakistan.

Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
Urogenital fistula is still a major problem in developing world.
This is directly attributed to poor socioeconomic conditions and
lack of ante natal care. Prevalance is around 2 million women.
Unfortunately Pakistan has large number of cases. Our data shows
shift of etiology from maternal causes to gynecological causes.
Methods:
A retrospective study of 355 patients with different types of
urogenital fistulae treated by the authors during the period from
January 2005 to Dec 2007 is presented. 300 cases had a
vesicovaginal fistula of which 160 were repaired vaginally and 140
were repaired abdominally. The remaining fistulae were as follows:
14 unilateral ureterovaginal fistulae, 11 ureterovesicovaginal fistulae
(one bilateral), and 28 vesicouterine fistulae. All were repaired
abdominally except for 9 patient with vesicovaginal fistula needing
continent urinary diversion with neobladder and two under went
ureterosigmostomy. 4 patients had uretherovaginal fistulae for which
Mitroffnof procedure was done.10% patients were redo from
previous attempts by other surgeons.
Results:
Majority of fistulae 66% were due to neglected obstructed labor
while34% were iatrogenic. The iatrogenic causes were gyneco-
logically related in (57%) patients and obstetrically related in
(41%) cases. There were (9%) failed repairs in the vesicovaginal
cases, were salvaged by a secondary surgery.
Conclusions:
Prevention of fistula should be ultimate goal. Uro genital fistula
should be treated by people with appropriate training.
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PERIOPERATIVE AND IMMEDIATE POSTOPERATIVE
OUTCOMES OF GYNECARE PROLIFT PELVIC FLOOR
REPAIR SYSTEM IN A PREDOMINANTLY OBESE
POPULATION
T. ADEDIPE, S. CHAWATHE, S. J. VINE;
Prince Charles Hosp., Merthyr Tydfil, United Kingdom.
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Objective:
To identify Peri-operative and Post-operative outcomes and
complications associated with use of Prolift kits (Gynecare/
Ethicon, Somerville, NJ, USA) in a UK district general hospital
in an area with a high incidence of obesity.
Background:
Gynecare Prolift pelvic floor repair system (GPS), a synthetic
mesh, has been increasingly used in transvaginal repairs of genital
prolapse. Our population is known to have a significant percentage
of obese people (62%). A significant percentage had previous
failed prolapse surgeries.
Methods:
This was a prospective observational study designed to identify
peri-operative and post-operative outcomes. A full evaluation
including a full history, physical examination, urinalysis and when
indicated urodynamics was done in women awaiting a GPS repair.
The type of mesh i.e. total/posterior/ anterior was offered dependent
of site of prolapse. Assessment was made at time of discharge and
6 weeks postoperatively when possible with emphasis on intra-
operative and short-term post operative complications.
Results:
The sample size included a total of 27 women. Total mesh was
used in 10 patients (37.1%), isolated anterior mesh used in 12
patients (44.4%) and an isolated posterior mesh used in 5 patients
(18.5%). Important demographic details in this study included a
high percentage of obese (BMI kg/m2>30.0) women (55.55%).
The highest in a study recorded so far. A high proportion of the
women (44.4%) were also over the age of 65 years with attendant
co-morbidities. The age range was 45–77 years.
Complications were graded according to the Dindo morbidity
scale and included mesh exposure (11.1%), catheterization at
discharge (7.4%), bladder injury during dissection (3.7%) imme-
diate post-operative pain (3.7%), recurrent prolapse (7.4%).
Conclusions:
In the carefully selected individuals, GPS appears to be a safe
technique to correct pelvic organ prolapse. The results above are
congruent to results obtained in some other studies (1–3).
However, long term follow-up is needed. Further research should
be directed towards well-conducted and adequately powered
randomized controlled trials.
References:
1. Alperin M, Sutkin G, Ellison R, Meyn L, Moalli P, Zyczynki H
“Perioperative outcomes of the prolift pelvic floor reapir systems
following introduction to a urogynaecology teaching service.” Int
Urogynaecol J Pelvic Floor Dysfunct 2008 Dec;19(12):1617–22.
2. Altman D, Vayrynen T,Engh ME, Axelsen S, Falconer C;
Nordic Transvaginal Mesh Group, “ Short-term outcome after
transvaginal mesh repair of pelvic organ prolapse.” Int Urogynecol
J Pelvic Floor Dysfunct. 2008 Jun;19(6):787–93.
3. Lucioni A, Rapp DE, Gong EM, Reynolds WS, Fedunok PA,
Bales GT “The surgical technique and early postoperative
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SHORT TERM OBSERVATION
A. BARTUZI1, M. J. MONIST1, K. FUTYMA2,
K. ROMANEK1, A. WRÓBEL1, T. RECHBERGER1;
1II Dept. of Gynecology Med. Univ. of Lublin, Lublin, Poland,
2II Depatrment of Gynecology Med. Univ. of Lublin, Lublin,
Poland.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The aim of our study was the assessment of anatomical and
functional results after Trans Vaginal Mesh (TVM) technique in
sexually active patients with advanced pelvic organ prolapse.
Background:
Pelvic organ prolapse occurs in 50% females older than 50 years.
About 10–20% of them need to be operated on this condition [1].
The effective treatment of pelvic organ prolapse remains still a
challenge for the contemporary reconstructive surgery. Numerous
abdominal and vaginal techniques have been developed and
already evaluated, however the best operation remains to be
established. The properly done pelvic reconstructive surgery
should restore anatomy as well as function and these should
be accompanied by low percentage of perioperative complica-
tions and long lasting outcomes in terms of women quality of
life [2].
Methods:
Between June and December 2008 in II Department of Gynecol-
ogy Medical University of Lublin 144 TVM procedures had been
performed. Among patients who underwent reconstructive surgery
60 (41,7%) women were sexually active and they were included
into this study. Up to now 40 (66%) women returned question-
naires 7 weeks after operation. So the study group consisted of 40
women aged from 40 to 79 (mean age: 59,5 +/- 9,07) who agreed
to participate in the study. Prolapse severity before operation was
evaluated using Pelvic Organ Prolapse Quantification Scale. Nine
patients (22,5%) presented stage IV according to POP-Q scale, 25
patients (62,5%) had both cystocoele in stage III and rectoenter-
ocoele in stage II of POP-Q and 6 patients (15%) had stage III of
rectoenterocoele. Previously four patients (10%) underwent
hysterectomy and five (12,5%) previous anterior and posterior
colporraphy. Additionally 9 patients suffered from stress urinary
incontinence (SUI) which was treated simultaneously by IVS
procedure. Moreover 11 women had difficulty in bladder
emptying and 14 complained of chronic constipations. All patients
had a subjective feeling of prolapse. In 32 (80%) women both
anterior and posterior mesh placement was done, in 6 (15%)
patients only posterior repair was performed whereas in 2 (5%)

Int Urogynecol J (2009) 20 (Suppl 3):S241–S491 S425



women total polypropylene mesh was inserted. Seven weeks after
surgery anatomical results were assessed using the Pelvic Organ
Prolapse Quantification (POP-Q) scale. In order to describe the
functional results and the impact of surgery on patients quality
of life all women answered validated self-assessment question-
naires related to pelvic symptoms [3]. Additionally cough test
in standing position with comfortably full bladder was
performed. Fisher exact test was used to evaluate the outcome
of surgery and p value<0,05 was considered as statistically
significant.
Results:
Mean follow-up was 7 weeks ( 6–8 weeks). In 2 out of 40 patients
reccurence of prolapse was observed (1st—stage II ap and 2nd—
stage III p). No mesh erosion was found in any patient. This gives
a short term efficacy of 95% in terms of anatomical restoration.
Stress urinary incontinence de novo occured in 6 patients (15%)
and overactive bladder symptoms in 1 case (2,5%). In one case
(2,5%) hematoma was observed between rectum and posterior
vaginal wall. This patient complained of constipation after surgery
but all symptoms resolved spontaneously after 5 weeks. The
remaining 13 patients who suffered from constipation before
surgery reported marked improvement after operation. Almost
all of patients 36 (90%) were satisfied from the results of
surgery. The satisfaction rate as measured on VAS scale
was>90%. Four out of fourty patients (10%) complained of
chronic pelvic pain, which was not present before operation.
We do not reported now results concerning sexual performance
after operation because only 7 patients returned questionnaires
after 6 months so current data is too small but preliminary
results look promising.

Table 1. Anatomical and functional outcome of TVM procedure—
short-term observations.

SYMPTOMS BEFORE
SURGERY

AFTER
SURGERY

p
value

Urinary
incontinence

9 22.5% 6 15% 0.2839

Overactive
bladder
symptoms

0 - 1 2.5% 0.5000

Difficulty in
bladder emptying

11 27.5% 0 - 0.0002

Constipation 14 35% 1 2.5% 0.0001

Pelvic pain 13 32.5% 4 10% 0.1340

Subjective
prolapse feeling

40 100% 2 5% 0.0000

Conclusions:
Surgical management of genital prolapse by means of TVM
technique proved to be anatomically and functionally effective
method in short-term observations. This technique characterizes a
low rate of peri- and early post-surgical complications.

References:
1. Cutner AS, Elneil S. The vaginal voult. BJOG. 2004:111;
(Suppl 1):79–83
2. Monga A. Management of the posterior compartment. BJOG.
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Objective:
We implemented a specialized referral centre for patients with
pelvic organ prolapse (POP) to improve the care of our patients
suffering from POP and to improve the training of our residents.
Background:
Patients with prolapse usually are seen in private practice, general
gynaecologic clinics or special urogynaecologic clinics. Recent
studies have shown a number of potential deficiencies in the
assessment of prolapse before surgery potentially affecting the
patients’ management (1). In order to improve the care, the follow
up and the overall satisfaction of our patients and at the same time
the training of our residents we set up a prolapse clinic at our
gynaecological department, Moedling Hospital, Austria.
Methods:
In 2008 we set up a so called “prolapse clinic” at our gynaecological
department: one afternoon per week a specialised consultant and a
resident together assess the patients in the prolapse clinic. Patients are
referred to the prolapse clinic by their gynaecologist or from the
general gynaecological outpatient clinic of our department.
We schedule patients at 30 minutes intervals. All patients are
assessed using a validated Prolapse Quality of Life (P-QOL)
questionnaire and interviewed regarding functional problems such
as symptoms of descent, defecation problems, LUTS and sexual
intercourse. The examination consists of a gynaecological inves-
tigation including POP-Q and a photo recording of the examina-
tion of the 3 vaginal compartments (anterior, central and posterior)
with straining. For documentation we give each patient a primary
and a secondary diagnosis, and categorize the diagnosis into eight
groups: cystocele, rectocele, vault prolapse, uterine prolapse,
OAB, SUI, mixed incontinence and previous surgery.
All patients having undergone surgery at our department are seen
postoperatively at the prolapse clinic for quality assurance purposes.
Results:
In 2008 a total of 81 patients were seen in our prolapse clinic. The
mean age of all patients was 66.6 (38–85) years. The most
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frequent primary diagnoses were cystocele (29), previous surgery
(27), OAB (8), SUI (7), vault prolapse (3), uterine prolapse (3),
mixed incontinence (3) and rectocele (1). The most common
secondary diagnoses were previous surgery (12), uterine descent
(10), rectocele (4), zystocele (3), SUI (3), mixed incontinence (3),
vault prolapse (2) and OAB (2). We operated on 38/81 patients. A
total number of 87 surgical interventions were performed:
hysterectomy (20), anterior (22) and posterior (20) colporrhaphy,
TVT (9), mesh procedures (8), vaginal sacrospinous ligament
fixation (4), abdominal sacrocolpopexy (1), Burch colposuspen-
sion (1) and revision (2). One revision was due to mesh erosion,
one was due to dyspareunia after mesh procedure. All patients
were seen for a follow-up examination and evaluation of the
anatomical and functional results postoperatively.
Conclusion:
We find that the Prolapse Clinic allows us to focus on the
problems and symptoms of the patient and helps us to develop a
plan of management. Because of the amount of time and the
expertise of the examiners we are able to individually tailor
treatment resulting in high patient satisfaction. The Prolapse Clinic
is an excellent means for teaching residents and students. They
appreciate the opportunity to develop communication skills and to
acquire knowledge on the diagnosis and treatment of POP.
References:
1. Fayyad A, Hill S, Gurung V, Prashar S, Smith AR (2007) How
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Objective:
Prospective study to investigate eventual discrepancies between
patient and physician regarding symptom assessment.
Background:
Urinary Incontinence (UI) is a condition that affects a significant
percentage of women and has a profound impact on their lives.
Adequate symptom assessment is essencial to provide a correct
therapeutic approach, and questionnaires are fundamental in that
area. It has been reported that patients and physicians can differ in
their evaluation of bothersome symptoms. The King’s Health
Questionnaire (KHQ) was specifically developed to evaluate the
impact of urinary incontinence on women’s quality of life.

Methods:
One hundred women attending the Uro-Gynaecological consulta-
tions at Coimbra’s University Hospitals for UI self-completed the
KHQ. A second parcial KHQ was later filled in by the physician—
blinded to the patient responses—after a detailed urogynecological
history had been taken, on the basis of his impression of the
symptoms elicited during the interview. Concordance between
patient and physician symptom assessment was assessed using
weighted kappa analysis.
Results:
Overall, the weighted kappa showed relatively poor concordance
between patient and physician responses; mean kappa: 0.45(range
0.23–0.79). Concordance was better regarding frequency, nocturia,
urgency and urge incontinence, and poorer when evaluating stress
incontinence, nocturnal enuresis, intercourse incontinence, water-
works infection and bladder pain. When concordance was poorer,
physicians tended to ignore less severe symptoms and exaggerate
moderate ones.
Conclusions:
Urinary incontinence can dramatically affect patient’s quality of
life, leading in some cases to social isolation, fear and embarrass-
ment. Routine clinical practice should include self-evaluation by
the patient, as physicians can differ from patients in the
assessment of symptoms, and an adequate evaluation is crucial
for the institution of a correct therapeutic plan.
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PELVIC HEMORRHAGE AFTER PROLIFT ANTERIOR:
A ROLE FOR EMBOLIZATION?
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Utrecht, Utrecht, Netherlands.
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Objective:
We hereby describe two clinical cases with postoperative
hemorrhage after Prolift® anterior.
Background:
Case 1: A 54-year old woman with the history of anterior,
posterior colporrhaphy, vaginal hysteropexy in 2005, and vagi-
nosacropexy in 2006 presented with severe vaginal bulging.
Examination showed her anterior vaginal wall extended+7 cm to
the hymenal ring. A decision was made to correct this recurrent
cystocele with a Prolift® anterior, which was performed without
any complication. Her blood loss was 200 ml. Post-surgery, her
blood pressure deteriorated and she developed tachycardia, while
her hemoglobin (Hb) was found to drop from 8.4 to 3.4 mmol/l.
Acute pelvic hemorrhage was suspected. A decision was made to
proceed to intervention radiology. The angiogram revealed
extravasation of contrast from a pelvic branch of the anterior
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trunk of the right internal iliac artery. The vessel was occluded
with coils. She was transfused with 4 packed cells and 2 units of
fresh frozen plasma (FFP). Her further clinical course was
uneventful.

Case 2: a 55- year old woman presented with vaginal bulging. She
had a history of a hysterectomy, posterior colporrhaphy and
thrombotic thrombocytopenic purpura (TTP) with acute renal
failure. Examination showed her anterior vaginal wall extended+
3 cm to the hymenal ring. She underwent an uncomplicated
anterior Prolift®. She received two units FFP because of her TTP.
Blood loss was 200 ml. She received a NSAID for pain mediation
post-operatively. Post-surgery, she suddenly became dyspnoeic;
her blood pressure dropped, developed tachycardia and became
anuric. Her Hb dropped from 8.6 to 4.0 mmol/l; the platelets from
256 to 37 G/l and creatinine rose to 240 μmol/l. She was
transferred to the intensive care unit, and the decision was made to
proceed to intervention radiology. The angiogram revealed
extravasation of contrast from two pelvic branches of the anterior
trunk of the left internal iliac artery. The vessels were occluded
with coils. She received plasmapheresis, more units of FFP and
peritoneal dialysis. Thereafter, her clinical course was uneventful.

Vascular injuries of the pelvic floor can be potentially life
threatening regarding the major vessels. Tomacruz described that
extensive packing can stop a venous bleeding of the fossa
obturatorius in which gentle compression against the pelvic
sidewall. As Prolift® is a blind interventional procedure, bleeding
is not visible. Intervention radiology has the advantage for
visualizing the leakage of the pelvic arteries and enables
embolization using coils as previously described by Mokrzycki.
Conclusion:
Arterial embolization is the first choice of treatment for acute
arterial pelvic hemorrhage after anterior Prolift® intervention.
References:
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Objective:
Our aim was to determine the incidence of pelvic floor symptoms
in a group of HIV positive and HIV negative antenatal women in a
large African city.
Background:
Symptoms of pelvic floor dysfunction are common in pregnant
women. The commonest reported symptoms include increased
daytime frequency and nocturia. About 8% of women will
experience symptoms of urinary incontinence during the antenatal
period. Although pelvic floor dysfunction in pregnancy has been
extensively studied in Europe and the USA knowledge regarding
the incidence of pelvic floor symptoms including faecal inconti-
nence and sexual dysfunction in an African setting is limited.
There is also as yet no data regarding the impact of HIV on these
symptoms.
Methods:
As part of a larger study investigating outcomes of third and fourth
degree tears, women were questioned regarding their antenatal
symptoms of pelvic floor dysfunction. A single investigator
questioned the subjects following delivery regarding faecal
incontinence (using Wexner Scores), urinary symptoms (using 0–
10 visual analogue scores). Sexual function was assessed using the
Abbreviated Sexual Function Questionnaire (ASFQ). Ethics
Committee Approval was obtained.
Results:
35 women were recruited. 27 (78%) women were HIV negative
and 8 (22%) were HIV positive. Mean CD4 count was 346 (Range
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105 to 544, SD 173) and only 2 had a count of less than 250. 6 of
the 8 women were taking antiretroviral drugs. The mean age of the
cohort was 24 (range 18 to 35). Mean parity was 1.51 (range 1 to
5) and 24 (66%) women were primiparous. Looking at anal
continence, none of the women complained of incontinence to
solid stool. 3 (10%) women were incontinent to liquid stool with 2
scoring a Wexner 2 (sometimes) and 1 women scoring a Wexner 3
(usually). The same 3 women scored similar Wexners for gas
and wearing a pad. There was no statistical difference between
the HIV positive and HIV negative groups regarding faecal
symptoms.
8 (22%) women complained of urinary urgency with 6 reporting
associated urge urinary incontinence. 4 (50%) of the HIV positive
women complained of urgency compared to only 14% of the HIV
negative cohort. This difference was statistically significant (P=
0.04). 6 (17%) women reported stress incontinence. There was no
difference between the HIV positive and HIV negative groups.
Only 12 (33%) women reported no nocturia with 11 (30%)
reporting getting up once, 9(25%) twice and 2 (6%) three times.
Again, there were no statistical differences between the two
groups. Looking at sexual function (Table 1) HIV positive women
scored significantly lower scores on the Arousal-Sensation and
Orgasm domains.
Conclusions:
From this small cohort, pregnant HIV positive women would
appear to have higher rates of urinary urgency. Sexual function,
particularly arousal, sensation and orgasm would appear to be
impacted upon following an antenatal diagnosis of HIV.

Table 1 Mean Scores for the various domains on the ASFQ

Domain Total Cohort HIV
positive

HIV
negative

p-value HIV
pos vs
HIV neg

Desire 2.93 (1.7
to 3..3)

2.98 (2.13
to 3.63)

2.93 1.7
to 3.37)

0.791

Arousal-
Sensation

2.49 (1.8
to 3.29)

1.92 (1.38
to 2.38)

2.66 (1.93
to 3.56)

0.007

Orgasm 2.34 (2.34
to 3.03)

2.17 (1.88
to 2.38)

2.85 (2.48
to 3.22)

0.014

References
1. Hanif S. Frequency and pattern of urinary complaints among
pregnant women. J Coll Physicians Surg Pak 2006; 16:514–517
2. Chaliha C, Bland JM, Monga A, et al. Pregnancy and delivery:
a urodynamic viewpoint. Br J Obstet Gynaecol 2000; 107:1354–
1359.

470
LOWER URINARY TRACT SYMPTOMS THREE YEARS
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Objective:
The objective of this study was to investigate the impact of
pregnancy and delivery on lower urinary tract symptoms (LUTS)
three years after delivery in women previously evaluated in the
third trimester of pregnancy and its correlation to social problems.
Methods:
A prospective study was undertaken. In a previous study (2003),
340 pregnant women attending the Antenatal Clinic at The State
University of Campinas, SP, Brazil were interviewed and
responded a structure pre-tested questionnaire about LUTS and
obstetric parameters. Three years after delivery (2006), the authors
were able to contact by telephone 120 women out of 340. All
patients answered to a second questionnaire regarding obstetric
parameters, LUTS and its correlation to social problems. LUTS
were classified as stress urinary incontinence (SUI) and irritative
bladder symptoms. The statistical analysis applied McNemar test
and X2 (p<0.05).
Results:
The frequency of SUI and nocturia during pregnancy was 57.5%
and 80.0%, dropping to 13.7% and 16.7%, respectively after
delivery. Urge-incontinence symptoms were significantly more
frequent postpartum (30.5%) than during pregnancy (20.8%). We
observed that only 35.6% women with irritative bladder symptoms
exclusively (no SUI) mentioned social embarrassment, while
91.4% with stress urinary incontinence associated to irritative
symptoms referred embarrassment.
Conclusion:
This study suggested that in our population pregnancy, more than
delivery, was associated to the occurrence of stress urinary
incontinence and nocturia. Urge-incontinence was more frequent
postpartum. Most women considered that SUI, associated to
irritative bladder symptoms represents a major social problem.
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SATISFACTION OF SURGICAL OUTCOME REFLECT
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1The Townsville Hosp., Townsville, Australia, 2James Cook
Univ., Townsville, Australia, 3The Townsville Hosp. & James
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Objective:
To determine whether patient’s assessment of subjective global
satisfaction of outcome correlate to using validated questionnaires.
Methods:
This was a prospective observational study conducted between
January and June 2008.
50 women requiring surgery were consecutively recruited for the
study. The modified Bristol Female Lower Urinary Tract Symp-
toms Questionnaire was administered Pre and Postoperatively to
patients undergoing Continence and Pelvic Reconstructive Sur-
gery. The patient completed all questionnaires at home. They were
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also asked whether they were satisfied with the result of their
operation. Analysis of their response to each question pre and
postoperatively was done.
Results:
The age range was 35- 91 years. Procedures performed were
Transobsturator suburethral tape (MonarcTM), PerigeeTM, ApogeeTM,
Anterior and Posterior Colporrhaphy. Postoperative assessment at
about 12 weeks revealed 4 women were subjectively not satisfied;
this was confirmed by analysis of the questionnaires. Although 90%
were globally satisfied [subjectively], 24.4- 42.2% (half of this
women had only MonarcTM) of this group either had no improve-
ment or worsening of various aspect of their sexual function.
Conclusions:
Assessment of subjective global satisfaction of surgical outcome
may not reveal the complete picture of outcome and the use of
validated pre and postoperative questionnaire may reveal persis-
tent symptoms or impaired quality of life that need further review.
It is possible that early postoperative assessment may have
influenced our results.
In cases where there is no physical cause of persistent symptoms
or impaired quality of life, referral to other specialist such as
psychosexual experts can be recommended
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Objective:
To compare efficacy of tension-free vaginal tape (TVT) in the
treatment of stress urinary incontinence versus intrinsic sphincteric
deficiency in women with incontinence.
Methods:
One hundred thirty-six women diagnosed with urodynamic stress
incontinence or intrinsic sphincter deficiency with or without
concomitant pelvic organ prolapse repair were reviewed after they
were treated with TVT sling. The primary outcome reviewed was
the presence or absence of urodynamic stress incontinence at
6 months postoperatively. Secondary outcomes reviewed were the
rate of operative complications, symptomatic stress incontinence
requiring further surgery, and quality-of-life questionnaires.
Results:
134 cases were reviewed that underwent surgery in the past
4 years. Of the 134 patients assessed initially and at 6 months with
urodynamic studies, 74 (55%) had urodynamic stress incontinence
compared with 60 (45%) who had a component of intrinsic
sphincteric deficiency (P=.004) measured by low leak point
pressures. Two women in the ISD group had repeat sling surgery
compared with none in the GSUI group. Subjective and objective
cure rates for GSUI patients was 92 and 95% respectively,

whereas subjective and objective cure rates for ISD patients was
85 and 82% respectively.
Conclusion:
Retropubic TVT is an effective operation in women with
urodynamic stress incontinence and intrinsic sphincter deficiency
though ISD patients have a slightly lesser success rate.
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A. FURTSCHEGGER1;
1BKH-Hall in Tirol, Hall i.T., Austria, 2Univ. Klinik für
Radiologie, Innsbruck, Austria.
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Objective:
The aim of this study was to assess the role of infraccoccygeal
sacropexy and rectovaginal mesh placement for restoration of
damaged uterosacral ligaments and associated rectovaginal fascia
for the treatment of rectocele, rectal intussusception, evacuation
disorders and fecal incontinence.
Methods:
62 patients with various degrees of vaginal vault descensus,
clinical rectoceles and defecatory dysfunctions were treated by
insertion of a posterior IVS (syn: infracoccygeal sacropexy),
reconstruction of the rectovaginal fascia and perineal body repair.
Standardised questionnaires and proctograms were used for pre-
and post treatment patient assessment.
Results:
Of the 62 patients with evacuation difficulties, 58 (94%) patients
reported complete normalization of defecation at both visits after
surgery. Of the 29 patients with fecal incontinence, 20 (69%) reported
cure, 5 (17%) >50% improvement, and 4 no change. Postoperative
proctograms showed resolution of the rectal intussusception in 89%
and 94% reported completely normal defecation after surgery.
Conclusions:
Connective tissue damage to the anterior rectal wall supports may
cause it to sag inwards, “intussusception”. The posterior sling
creates a foreign body reaction which reinforces the damaged
uterosacral ligament and “reglues” the ligament’s attachments to
levator plate, cervical ring and rectovaginal fascia to suspend and
stretch the rectal wall.
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APPLICATION OF KOREAN TRADITIONAL DANCE
TO TREAT STRESS INCONTINENCE—POSSIBILITY
FOR BEING A COMPLEMENT AND SUBSTITUTE
FOR PELVIC MUSCLE EXERCISES
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Objective:
We believe that among basic movements of Korean traditional
dance, slowly walking while bending and stretching the body or
toe-walking are effective in overcoming the difficulties of the
traditional pelvic muscle exercises.
Background:
The effectiveness of pelvic muscle exercises in treating stress
incontinence is well known. However, pelvic muscle exercises are
so difficult that many patients give up on carrying out them at the
beginning, thus its effectiveness is lower than people thought.
Methods:
We conducted a survey for 49 stress incontinence patients who
learn Korean traditional dance and asked them to do the traditional
pelvic muscle exercises. Average age for those surveyed is 53.2
and average prevalence period is 47.3 months and they learned
Korean traditional dance for 26.5 months in average. We classified
ratings into ‘very improved’ for the cases in which after learning
Korean traditional dance, they no longer suffered from inconti-
nence or the symptoms decreased dramatically, ‘improved’ for
incontinence was improved but not satisfactorily and ‘not
improved’ for the cases in which the seriousness of incontinence
remained unchanged.
Results:
When asked about the frequency of incontinence before learning
Korean traditional dance, 8 (16.3%) patients said less than once a
month, 17 (34.7%) said more than once a month, 21 (42.9%) more
than once a week and 3(6.1%) said everyday. When asked about
the improvement in incontinence after learning Korean traditional
dance, 38 patients (77.6%) said ‘very improved’, 9 (18.4%) said
‘improved’ and 2 (4.1%) said ‘not improved’. When asked about
difficulties of Korean traditional dance, 8 patients (16.3%) said
‘very difficult’, 10 (20.4%) said ‘little difficult’, 18 (36.7%) said
‘moderate’ and 13 (26.5%) said ‘not difficult’. All of those
surveyed said they would continue to exercise Korean traditional
dance. To compare with the traditional pelvic muscle exercises, we
educated and trained them the pelvic muscle exercises which are
currently administered to incontinence patients. And only 4
patients (8.2 %) said they would continue the pelvic muscle
exercise despite of the difficulties.
Conclusions:
Further studies and scientific approaches are required, but some
movements of Korean traditional dance turned out to be effective
in treating stress incontinence. Moreover, given that the treating
effects are incidental benefits of dancing rather than therapy, its
fun factor will offset the shortcomings of the traditional pelvic
muscle exercises.
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RECONSTRUCTION WITH PROLIFT MESH
FOR SEVERE PELVIC ORGAN PROLAPSE
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Objective:
To evaluate the short-term outcome of pelvic reconstruction with
Prolift mesh for severe pelvic organ prolpse.
Methods:
50 advanced pelvic organ prolapse patients with POP-Q stage 3 or
4 including 33 total uterine prolpase and 17 vaginal vault prolpase
were enrolled into this study. All htose patient received pelvic
reconstruction with total Prolift mesh and 30 patients preserved
uterus during operation. Some patients combined USI or occult
SUI were performed anti-incontinence sling comcomitantly. The
operative procedures begin from correcting level I, level II to level
III., then the anti-incontinence surgery was done finally. The pre-
op assessment including urinary and prolapse symptoms, POP-Q
staging, urodynamic examination.
Results:
At 6-month follow-up, all patient recovered smoothly and 90 %
patients satisfied the post-op assessments. Ther are 3 patients suffered
from vaginal meshmigration and needed excision. 3 patients
complained of recurrent uterine prolpase after operation. Anterior
vaginal wall hematoma occured in one patient which was treated with
conservative treatment and no sequale during posterative follow-up.
Conclusions:
An advanced pelvic organ prolpase can be repaired with Prolift
mesh and treated the USI or occult SUI concomitantly. Although
the short-term follow-up in POP-Q reconstructive surgeries with
prolift has higher success rate in prevent recurrence and correct tha
anatomic defects. There are still many complications need to be
overcomed and long-term results need to be investigated before
being an accepted operative procedure.
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IS SHORT URETHRA LENGTH A NEGATIVE
PREDICTOR FOR TOT-PROCEDURE OUTCOME?
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Objective:
The aim of the study is to investigate whether a shorter urethra length,
with the risk of suboptimal placement of the tape, influences the
success rate or postoperative complications (e.g. urge-incontinence,
de novo urge, or obstruction) in TOT-procedure.
Background:
A TransObturator Tape (TOT)- operation is a frequently used
treatment for stress urinary incontinence (SUI). The Transobtu-
rator tape is placed tension-free under the mid urethra.
Methods:
Retrospective study of consecutive 43 women with stress urinary
incontinence, who underwent a tension free (Uretex® TO) TOT-
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operation between April 2005 to June 2006. Preoperative all
patients had their urodynamic examinations conducted in the
urology outpatients department to confirm SUI. The functional
urethra length (FU) derived from the urodynamic examination was
used as urethra length. Preoperative and two months postoper-
ative questionnaires were completed (voiding-, I-Qol- and UDI-
questionnaires). By data-mining the patients’ condition was
ranked within categories of postoperative SUI (‘continent’,
‘good’ or ‘average improvement’, ‘equal’ or ‘aggravated incon-
tinence´: score 0–4), de novo- urgency (score 0–3) and
‘obstructive voiding’ (‘uncomplicated’ vs. ‘difficult’ voiding:
score 0–3). Statistic analysis was performed by Chi-square test
(cutoff-point 25 mm).
Results:
The mean age of the women was 52,7 yrs, with range 36–78 yr.
The average FU was 31.8 mm (SD 11.7 mm). Preoperative 15 of
the 43 women (34.8%) had combined incontinence with urge
component. Postoperative 80.0 % of patients with FU </=25 mm
had no stress incontinence, versus 81.8 % of the patients with FU
>25 mm. (p=1.00) Three of the fifteen patients known with
combined incontinence showed aggravation of urge incontinence,
while four women developed a de novo urgency (overall 16.3 %).
Significant difference could not be found (p=0.656 women with
FU </= 25 vs. >25 mm), although a shorter mean urethra length of
21,9 mm was found in patients with de novo urge. Obstructive
voiding was not experienced in 70.0 % of patients with FU
</= 25 mm, vs. 63.6 % of patients with FU>25 mm (p=1.00)
Conclusion:
No significant association was found between functional urethra
length and outcome for TOT-procedure.
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OUTCOME MEASURES AFTER MESH REPAIR
FOR RECURRENT PELVIC ORGAN PROLAPSE
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Gen. Hosp., Stafford, United Kingdom.

Consent obtained from patients: Not Applicable
Level of support: Not Applicable
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Objective:
This study assessed the outcome of vaginal mesh repair for pelvic
organ prolapse using patient global impression questionnaire and
clinical findings on examination.
Background:
Recently outcome research showed the importance of assessing
outcome based on patients’ expectations, satisfaction and quality
of life rather than outcomes as identified by surgeons.
Methods:
A consecutive series of 39 patients who required mesh repair for
recurrent pelvic organ prolapse were prospectively identified
between 2005 and 2008. All patients have completed the validated
Patient global Impression of Severity Questionnaire (PGI-S)
preoperatively. Patients were invited for a follow up clinic run
by two independent nurse specialist practitioners who asked the

patient to fill another PGI-S and a Patient Global Impression of
Improvement Questionnaire (PGI-I). All patients were asked to
report any bothersome symptoms and they were examined to
assess the presence of prolapse and its grade, mesh erosion, and
mesh contracture.
Results:
The mean age of our study group was 63.89 with mean follow up
duration of 22.7 months. Using the preoperative PGI-S the mean
score was 3.61 while postoperative mean score was 1.38, which
represents 62% reduction in severity. 69.2% (27 patients) had
postoperative PGI-S score of one (Normal), 23.15% (9 patients)
had a score of two (Mild) and 7.6% (3patients) had a score of
three (Moderate).
The mean score of PGI-I was 6.44 (moderate to great improve-
ment), where 51.3% (20 patients) reported greatly improved, 41%
(16 patients) reported moderately improved, 5.1% (2patients)
reported slight improved and 2.56% (1 patient) reported slightly
worse.
There were seven cases (17.9%) with denovo overactive bladder
symptoms, two cases (5%) with stress urinary incontinence, two
cases (5%) with mesh exposure and one case (2.5%) with
recurrent cystitis.
Conclusion:
This study show that medium to short term outcomes of Mesh
repair for recurrent pelvic organ prolapse from both patient and
surgeon prospective are acceptable and with low complication
rate. Future studies needs to focus on patient goals, satisfaction,
and quality of life measures in assessing surgical success.
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ELECTROMYOGRAPHY AND PERINEOMETRY PELVIC
FLOOR EVALUATION OF WOMEN WITH PELVIC
ORGAN PROLAPSE—PRELIMINARY RESULTS
A. RESENDE, L. STUPP, B. BERNARDES, E. OLIVEIRA,
R. CASTRO, M. GIRÃO, M. SARTORI;
Federal Univ. of São Paulo, São Paulo, Brazil.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To assess the feasibility of pelvic floor muscle (PFM) evaluation
by surface electromyography (EMGs) and perineometry parame-
ters. This included the collection of pilot data to test question-
naires, evaluation methods and inform sample size calculations in
preparation for undertaking the full trial.
Background:
There is a lack of evidence as to whether pelvic floor muscle
evaluation for women with pelvic organ prolapse yet many
physiotherapists use pelvic floor muscles training to treat prolapse
(1).
Methods:
Nine women (55.1±6.2 years-old) with stage II prolapse were
recruited at Urogynecologic and Vaginal Surgery Ambulatory of
Federal University of São Paulo. A pelvic organ prolapse
quantification (POP-Q) (2) examination was performed and used
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to determine eligibility for inclusion in this study. Women were
recruited to a standardized physiotherapy evaluation consisting of
3 appointments over a two-week period. At appointment 1, a history
was taken, anatomy and function of the pelvic floor muscles were
taught and types of prolapse explained. At appointment 2, women
were taught how to correctly contract the muscles, how to counter-
brace against increases in intra-abdominal pressure. At last, EMGs
and perineometry evaluation was taken at appointment 3.
Results:

Table 1: EMGs and Perineometry parameters (BT: baseline tonus;
MVC: maximum voluntary contraction and E: endurance)

EMGs Perineometry

BT
(µV)

MVC
(µV)

E
(µV)

BT
(mmHg)

MVC
(mmHg)

E
(mmHg)

Mean
and SD

2.58±
1.9

12.4±
8.4

15.4±
7.6

19.4±
11.6

50.7±
16.3

49.8±
15.8

Conclusions:
Were founded pelvic floor dysfunctions in all evaluated women.
PFMs were assessed by EMGs and perineometry to determine the
content of the home exercise programme. Sixty three women will
be randomised and advised to do at least 3 sets of exercises daily.
Lifestyle advice will also give. Twenty one women will be
randomised to the control group (lifestyle advice information sheet
only). This study is supported by FAPESP (Research support
Foundation of São Paulo State).
References:
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Database of Systematic Reviews, Issue 4, 2006.
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Objective:
To evaluate the results of transurethral injection with polyacrylamide
hydrogel (Bulkamid®) for treatment of urodynamic stress urinary
incontinence (USI) and report any significant complications.
Background:
Bulkamid® is a new bladder neck bulking agent which has
promising physical properties (a hydrogel formed from cross

linked 2.5% polyacrylamide) and a unique sub-mucosal injection
technique. We have reported our experience upon initial use in our
unit.
Methods:
Between January and December 2008, 11 women underwent
surgery. All women had prior urodynamic investigations confirm-
ing USI (5 also DO). Assessments which involved a 3 day urinary
diary (from which objective measurements are calculated), QOL
questionnaires and 24 hour home pad test were collected before
and after surgery as is our routine.
Results:
The average age was 52 years (Range 28–81, SD17.6). 6 women
had previously undergone extensive anti-incontinence surgery. In
5 women this was the primary procedure for USI. Transurethral
injection under direct vision was carried out using an average of
1.4 ml (range 0.7–2.0 ml) of the gel with reasonable apposition
achieved. One patient (primary surgery) who had postoperative
pain was unable to void for 2 weeks post operatively. Partial
cystoscopic drainage of the gel was necessary. This patient
showed no improvement at follow-up. The mean follow-up time
was 7 weeks. Only limited improvement was seen in the women
who had had previous incontinence surgery. 2 have requested
further top up injections. In women undergoing primary surgery
only 1 did not improve (patient with retention). The remainder all
felt at least a 50% improvement with 3/6 being completely cured.
Conclusions:
Bulkamid is a theoretically interesting substance for bladder neck
injections. It is surgically easy to use but it has shown only limited
effects in women who have complex surgical histories. The effect
in women undergoing primary surgery seems better and may be
further improved with more surgical experience and expertise.
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BLADDER, BOWEL AND SEXUAL FUNCTION
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Objective:
To compare laparoscopic supracervical hysterectomy (LSH) with
laparoscopic-assisted vaginal hysterectomy (LAVH) in terms of
outcomes determined on bladder, bowel and sexual function.
Background:
The impact of different surgical procedures on women’s satisfac-
tion after hysterectomy is a topical issue. The development of
laparoscopic approaches to hysterectomy over the last decade was
perhaps the most important stimulus to the renewed interest in this
approach. The short-term advantages of the laparoscopic proce-
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dure to hysterectomy have now been well documented and include
less operative pain, shorter convalescent time, quicker return to
full activity and more rapid improvement in short-term quality of
life measures. It was argued that these benefits may be even more
apparent with laparoscopic supracervical hysterectomy. Improve-
ments in technology including improved mechanical morcellators,
the use of energy for blood vessels sealing and speedy amputation
of the cervix has resulted in a reduction of the blood lost and
operating time. Gynecologists have demonstrated a trend to return
to supracervical hysterectomy to protect the pelvic floor and
decrease the risk for urinary incontinence. It is uncertain whether
LSH results better bladder, bowel or sexual function than LAVH.
Methods:
Patients, who referred to our private hospital for obstetrics and
gynecology, need hysterectomy for benign indication. Exclusion
criteria were: symptomatic uterine prolapse and bladder disfunc-
tion, genital malignancy, abnormal cervical smears. Each opera-
tion was carried out by experienced surgeon, LAVH were
performed in the usual manner, introduced by Reich, 1989, and
LSH followed procedure from Lyons, 1995. Urinary, bowel and
sexual function was evaluated before surgery and 6 and 12 months
afterward. Urinary function was determined with the Urethral
Retro-Resistance Pressure Measurement (URP), used Gynecare
Monitorr system, as well as the women’s response to a subjective
standardized questionnaire. Pelvic floor was assessed by perineal
ultrasound (PUS). Bowel and sexual function were evaluated on
the basis of response to validated questionnaires. Data were
analyzed with the use of SPSS software.
Results:
In the study period, 27 patients were enrolled. 13 were treated with
LSH, 14 patients with LAVH. The two treatment groups were
similar in age, weight, parity, menstrual status and indication for
hysterectomy. The preoperative and postoperative rates of urinary
tract infection, frequency, stress incontinence, urgency, urge
incontinence and incomplete bladder emptying did not differ
significantly between the two groups. The mean URP (three
measurements) was 75.6 cm H2O preoperatively versus 73.2 cm
H20 postoperatively, (p-0.897). No adverse events related to URP
measurement were observed. Movement of pelvic floor investi-
gated by PUS did not differ significantly in patients treated with
LSH or LAVH. The rates of constipation, hard stools, urgency,
straining, use laxatives and incontinence of flatus were similar in
the two treatment groups after surgery. The frequency, desire and
initiation of intercourse, vaginal lubrication, did not differ
significantly between the two groups before of 6 and 12 months
afterward.
Conclusions:
In this prospective study, urinary, bowel and sexual function at one
year was similar in the group women who had undergone LAVH
and in those who had undergone LSH. Neither procedure had
apparent adverse effect on the functions. Although it seems
biologically plausible that the disruption of local innervations
and anatomical relationship caused by hysterectomy might lead to
organ dysfunction, our findings, as well as the consistently high
satisfaction rates reported in other studies in association with
simple hysterectomy, suggest that substantial pelvic organ dys-
function is uncommon after total or subtotal hysterectomy. The

evidence currently suggests that supracervical hysterectomy may
be associated with less preoperative problems and a quicker return
to normal activities particularly after laparoscopic procedures.
There remain many unanswered questions regarding the optimum
method of performing hysterectomy, but recent data dispelled
some myths and clarified the indications for the different
approaches.
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OF 5 YEARS AT THE REGIONAL HOSPITAL VALDIVIA,
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Objective:
To evaluate the surgical outcomes of Posterior Intravaginal
Slingplasty with prolene mesh in patients with apical prolapse
(uterus or vaginal vault), with a follow up of 5 years.
Background:
Apical prolapse is caused by weakness of the uterosacral cardinal
complex. Posterior Intravaginal Slingplasty is a minimally
invasive surgical option that repairs apical prolapse and allows
to reinforce the posterior wall. The results of this technique have
been excellent with success rates up to 94–97.2%. Although the
main complication related is mesh erotion from 5.3% to 13%.
Probably it is due to the use of multifament prolene mesh, a tipe of
material that clearly shows higher rates of infection and erotion.
Methods:
A prospective cohort study was made. Patients were recruited
from the first of January 2004 to the fourth August 2008.
Results:
47 patients entered the study with a median age of 63 years. Stress
urinary incontinence was associated in 45% of the cases. The
pelvic floor stage at entry was 23% apical prolapse stage II, 49%
stage III and 28% stage IV. 85% corresponded to uterine prolapse
and15% vaginal vault prolapse. The posterior wall was compro-
mised in 77% of cases and the anterior wall in 91%. Vaginal
histerectomy was performed in 23 patients, 57.5 % of the ones
with uterus. Posterior colporraphy was made in 31 cases (66%)
and mesh over the rectovaginal fascia was installed in 15 (48%) of
them. Anterior colporraphy was performed in 38 cases (88%) and
in 13(34%) a mesh was used. In every patient with stress urinary
incontinence a TOT was performed. There were no intraoperatory
complications. There was one case of posterior wall hematoma in
the inmediate postoperatory. One diabetic patient presented a
gluteal abscess that was succesfully trated with oral antibiother-
apy. The patients were discharged at 2.8 days average (ranging
from 2 to 7 days). The follow up was from 1 to 60 months. Of the
patients with apical prolapse stage II 100% were at stage 0 at the
moment of evaluation. For stage III 21 (87%) turned to stage 0. In
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this group 2 (8%) recurred, one to stage II at 46 months and one to
stage III at 9 months and a vaginal hysterectomy was performed in
both of them, 13% turned to stage II. For the patients with apical
prolapse stage IV 100% turned to stage 0. 2 (15%) recurred to
stage III at 5 and 16 months of follow up, and vaginal
hysterectomy was performed in both of them. The mesh eroded
in 5 cases (10%).
Conclusions:
The success rate in this study is 91% and with the 4 that were
reoperated it reaches a 100%. There were no recurrences in the
patients without a uterus. Posterior Intravaginal Slingplasty
remains an excellent and save choice to repair apical prolapse.
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Objective:
The aim of the study was to investigate the lower urinary tract
symptoms in women over 20 years of age who applied to
urogynecology unit and outpatient gynecology clinic with urinary
incontinence complaints in a university hospital in Istanbul.
Background:
Although most women are aware of the more severe end of the
spectrum of urinary symptoms, incontinence, there are a myriad of
other symptoms that can affect a woman’s health-related quality of
life.
Methods:
The study was designed as a descriptive cross sectional study and
included 367 incontinent women who applied to urogynecology
unit and outpatient gynecology clinics in the hospital. Lower
urinary tract symptoms were evaluated using Bristol Female
Lower Urinary Tract Symptoms Questionnaire Scored Form-
BFLUTS.

Results:
The most prevalent lower urinary tract symptoms in women were
leaking urine at least once per day (n=160; 43.6%), urinating 3–4
or more times at night (n=96; 26.2%), feeling rush to urinate (n=
331; 90.2%), feeling pain in bladder (n=223; 60.8%), frequent
urination in every 1 or 2 hours (n=222; 60.5%), leaking urine
before getting to toilet (n=320; 87.2%), leaking urine when
physically active, cough or sneeze (n=307; 83.7%), leaking urine
when asleep (n=122; 33.2%), sexual life effected by urinary
symptoms (n=156; 42.5%), leaking urine during sexual inter-
course (n=135; 36.8%), need to change clothing during day
because of urine leakage (n=284; 77,4%) and quality of life
interfered with urinary symptoms (n=326; 88.8%). The mean
BFLUTS scores of all women were 26.3±11.4 and the mean
BFLUTS scores of women by the age groups were 23.8±12.2 in
the ages of 20–29 years, 24.8±12.3 in the ages of 30–39 years,
25.8±10.5 in the ages of 40–49 years, 27.3±11.4 in the ages of
50–59 years, 27.9±12,5 in the ages of 60–69 years and 38.2±13.1
in the ages of 70 and over. BFLUTS subscale scores of women
were: filling 6.8±3.0 (max=15), voiding 2.7±2.7 (max=12),
incontinence 7.3±3.7 (max=20), sexual function 1.2±1.6 (max=
6) and quality of life 8.0±4.4 (max=18).
Conclusions:
Lower urinary tract symptoms that accompany urinary inconti-
nence are very common in Turkish women and have negative
effects on quality of life.
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Objective:
The aim of the study was to compare urodynamic parameters of
lower urinary tract function between asymptomatic women of
Caucasian and south Indian Asian origin.
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Background:
In our practice we see a high proportion of women of south Asian
origin (25%) and noted some differences in presentation compared
with that of Caucasian women. From our unit a retrospective study
of urodynamics data has shown that Asian women with detrusor
over activity(DO) had earlier and more frequent contractions with
higher maximum and average detrusor pressures than their
Caucasian counterparts with similar diagnosis. These differences
may be due to environmental or genetic factors but it is also
possible that differences exist in bladder function even in normal
women. It is important to gain understanding of comparative
bladder physiology for if indeed differences in bladder sensation,
capacity and contractility exist, it is important to incorporate these
into the specific limits of normality and interpret abnormal results
accordingly.
Methods:
Nulliparous volunteers were recruited and underwent a dual
channel subtraction cystometry and urethral pressure profile. Data
from our previous study in symptomatic women suggested that the
mean bladder capacity was 438 ml (SD 137) in the Caucasian
women and 369 ml (SD 106) in the Asian women without
detrusor overactivity. In order to detect a difference in maximum
bladder capacity of 69 ml with 80% power and significance set at
5%, a total of 70 subjects would be required. We aim to recruit 35
volunteers from each ethnic group.Data were compared using
Mann Whitney U test and Chi square as appropriate.
Results:
This study is still ongoing. 29 Caucasian and 9 Asian volunteers
have participated so far.

Variables Caucasian
No=28

Asian No=9 P value

Age (Median) 25(19–34) 24(22–28) 0.185

BMI(Median) 23(20–31) 23(19–29) 0.671

MaxFlow 24.5(3.6–57.1) 22.9(18–354) 0.467

Avg Flow 12.5(1.7–22.9) 12.05(8.7–22.4) 0.844

First desire( mls) 150 (0–326) 132(80–223) 0.770

Capacity 455(289–503) 432(232–519) 0.339

Pdet 10(0–80) 9(7–27) 0.750

Max pdet 45(25–106) 47(2–102) 0.867

Mean urethral
closure pressure

131(56–173) 100(82–165) 0.116

Functional
urethral length

41(16–65) 51(23–82) 0.583

USI 1(3.5%) 0 0.565

DO 10(35.7%) 6(66.6%) 0.103

Although the numbers are small, there appeared to be a trend
towards a higher incidence of DO in Asian volunteers as
compared to Caucasian (6/9 vs. 10/28) However there was no
difference in the frequency and amplitude of the contractions.
Conclusion:
We are still pursuing the study, inspite of the difficulty of
recruiting Asian volunteers. Detrusor overactivity was seen in

50% of “asymptomatic women”. There is an overlap between
numeric urodynamic data that are considered to be pathological
and that which is found in asymptomatic volunteers. This study
also highlights the difficulty in recruiting volunteers from south
Asian background, considering the volunteers were university
students and traditional issues about access and language
difficulties did not apply to the study population.
References:
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Objective:
To assess the efficacy & tolerance of duloxetine in patients with
stress urinary incontinence (SUI)
Background:
Pharmacokinetics: The External Urethral Sphincter (EUS) helps to
maintain continence by contracting to “guard” against the increased
bladder pressure and thus prevent leakage. Serotonin and norepi-
nephrine are 2 key neurotransmitters that stimulate the proximal end
of the pudendal nerve to control the contraction of the EUS.
Duloxetine Hydrochloride is a Serotonin Noradrenaline reuptake
inhibitor that enhances urethral striated sphincter activity via a
centrally mediated pathway.
Doses: 20, 40 or 80 mg daily. Known side effects: Nausea (Main
side effect), Dry mouth and Constipation. Standard: Tolerability
and efficacy of duloxetine in a nontrial situation done in the
Hospital in Kent, BJOG. 2007 May; 114(5):543–7
Methods:
Time Period: Jan 2005 to Jan 2006, conducted in Cardiff & Vale
NHS Trust
Sample Size- 30. All patients had urodynamics study to confirm
SUI. No previous surgery for Stress urinary incontinence. All
patients had pelvic floor exercise. All patients were parous. The
assessments of symptoms were done by direct questionnaire
during the follow up visit in the clinic. Data Retrieval Method:
Patients were identified from gynaecology out patient clinic
letters. Case notes retrieved by Medical Records Department.
Results:
Age group: <50 years—9 patients, >50 year—21 patients. Type
of Incontinence:
22 patients had pure SUI and 8 patients had mixed urinary
incontinence (Detrusor overactivity & SUI). All patients had
duloxetine prescribed. The duration of treatment taken was
ranging from 4 weeks to 96 weeks. In our study 60% (18/30)
benefited with improvement in their symptoms of SUI. In the
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benefited group 15/18 had pure SUI and 3/18 had mixed UI. 46%
(14/30) had nausea as the major side effect. 61% (11/18) had to
stop medication due to nausea in the benefited group.
Conclusions:
This study has shown that 60% patient got benefited from
duloxetine, compared to standard was 67% improvement. 8/30
(27%) did not show any improvement in their symptoms. In the
benefited group majority of patients had pure SUI (83%) which
may suggest that people with pure SUI responded better over
those with mixed UI symptoms.
In our audit overall 46% patients discontinued due to Nausea
compared to 66% in the standard group. Despite of good efficacy
significant number of patients (61%) had to discontinue medica-
tion due to poor tolerance in the benefited group. Surgical therapy
is the mainstay of treatment for stress urinary incontinence (SUI).
However some patients are unsuitable or not willing for surgery.
Duloxetine may be offered as an alternative to surgical treatment,
counsel women about adverse effects.
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Objective:
The purpose of this study was to assess the feasibility of using 3D/
4D ultrasound to visualise mid-urethral tapes after insertion.
Background:
The surgical management of female stress urinary incontinence
(SUI) has been revolutionized since the introduction of the tension
free vaginal tape in1995. The tension-free vaginal tape (TVT) has
been a highly efficacious surgical treatment for female stress
urinary incontinence with the longest follow up of 7.6 years,
demonstrating cure rate of 81% and improvement in 16%. With
the growing popularity of this procedure, many other versions of
the mid-urethral tapes were introduced with minor variations.
Another minor leap in the progress is tunneling the tape through
the obturator foramen instead of the retropubic region e.g.
Tension-free vaginal tape-Obturator (TVT-O). This has the added
advantage of avoiding entry into the pelvis, hence reducing the
likelihood of injury to the bladder, intraperitoneal viscera and
major vessels. Medium term cure rates are similar to that of TVT.
Recently a newer and shorter tape [Tension-free vaginal tape-

Secur (TVT-S)] was introduced. We performed 3D/4D ultrasound
on 5 patients who had TVT-S inserted for SUI.
Methods:
3D/4D U/S was performed using Voluson 730 Expert on 5 patient
who had TVT-S inserted more than 6 months ago. The patient’s
bladder was filled to 300mls with normal saline for the U/S.
Results:
We were able to see the placement of TVT-S easily. The position
of the tape yielded important reasons that could substantiate the
failure of mid-urethral sling surgeries.
Conclusion:
Trans-perineal 3D/4D ultrasound provides a unique and revolu-
tionary technique to visualize the mid-urethral tapes after
insertion. It could be used to help us further understand why
mid-urethral tapes fail in some patients.
References:
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Objective:
Vaginal hysterectomy is a common surgical technique for the
treatment of uterine prolapse. However, some authors advocate to
refrain from vaginal hysterectomy to cure uterine prolapse with
respect to its increasing operational morbidty such as, in particular,
de novo urinary incontinence. Moreover, it has been reported that
hysterectomy for benign indications, irrespective of surgical
technique, increases the risk for subsequent stress-urinary-
incontinence surgery and women should be counselled on associ-
ated risks related to hysterectomy [1].We aimed to scrutinize the
relationship between vaginal hysterectomy and de novo urinary
incontinence in women who had uterin prolapse.
Background:
The study included 56 women who had vaginal hysterectomy
between the dates of February 2004 and December 2008 in the
Clinic of Gynecology and Obstetric of Ankara Ataturk Teaching
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and Research Hospital. All patients gave an informed consent and
ethical committee of the hospital accepted the study.
Methods:
Preoperative evaluation included a complete clinical history,
urogynecologic examination (stress test, Q-tip test) , neurological
examination (clitoral reflex, anal reflex and cough reflex),
urinalysis and culture, fasting blood glucose testing, urodynamic
studies (cystometry and uroflowmetry; these studies have been
carried out with a pesser inserted into vagina so that the prolapsed
uterus had been placed its normal position preoperatively) and
pelvic ultrasonography. The women who had not any findings of
any type of incontinence was admitted to the study. The patients
were controlled 3 months after the operation again with the same
methods as in the preoperative period.
Results:
The mean age of the study population was 65 and the mean of
menopausal period of the patients was 12.3 years. The mean
follow up period is 40+2 months. De novo urinary incontinence
was diagnosed in 9 women (16%) after the vaginal hysterectomy.
De novo urge incontinence, de novo stress urinary incontinence,
de novo mixt incontinence and de novo overflow incontinence
were seen in 5 women (56%), 2 women (22%), 1 woman (11%)
and 1 woman (11%), respectively.
Conclusions:
In our study we found that vaginal hysterectomy increased the
incidence of de novo urinary incontinence. Urge incontinence has
been the dominant form of urinary incontinence. This finding is
also in accordance with the knowledge such as the most prevelant
form of incontinence is urge incontinence in the elderly women.
Hence, vaginal hysterectomy could lead to a decrease in the
quality of life in postmenopausal women. However, it has already
been argued that de novo urinary incontinence became evident
several years after hysterectomy or urinary incontinence had
nothing to do with with hysterectomy [2]. Randomized, multi-
centered studies are needed to draw a solid conclusion.
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Objective:
The purpose of this study was to evaluate the outcome of Perigee
system for the management of severe anterior vaginal wall
prolapse in pelvic reconstructive surgery.

Introduction:
Patients with POP-Q grade III/IV cystocele who underwent
transvaginal pelvic reconstructive surgery with Perigee device
between May 2006 and June 2008 were reviewed.
Methods:
The preoperative and postoperative clinical examination including
the International Continence Society Pelvic Organ Prolapse
Quantification system (ICS POP-Q) and multichannel urodynamic
study.
Results:
A total of 77women received the surgery with Perigee mesh, the
mean age of the women was 64 years (range, 45–85 years) and
mean parity was 3.9 (range, 0–8). Sixty-five of the 77 women had
concomitant TVT-O procedure, including 29 women had USI, 36
women had occult USI. The mean follow-up duration was
15.64 months (range, 5–31) Four (5.6%) patients had vaginal
bleeding after discharge, but this condition was well managed with
conservative packing of vagina. Ten (13%) patients were noted to
have mesh protrusion through the vagina, the protruded mesh was
excised simply at OPD OR in 9 patients. Seventy-two (93.5%)
patients were free of genital prolapse during the short-term follow-
up, 2 patients had recurrent grade II uterine prolapse, 3 patients
had recurrent grade II cystocele. Six (7.8%) patients had mild SUI
after operation. There were no life-threatening complications.
Conclusions:
The short- term results of Perigee system seem encouraging. Long
term follow-up is necessary.
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Objective:
The aim of this study is to compare supine versus standing
position during filling cystometry, in the diagnosis of episodes of
detrusor overactivity.
Introduction:
Detrusor overactivity (DO) is the commonest urodynamic finding
in women presenting with urge urinary incontinence (UI). During
urodynamics, special provocative maneuvers may be needed to
demonstrate DO in some patients. An important group of OAB
due to DO patients, complain about symptoms when in the erect
position, and not lying. It remains unkown whether body position
during urodynamic studies induce urgency symptoms, whereas
there are recent studies supporting that standing predisposes to
detrusor overactivity discovery.
Methods:
Prospective, comparative study which took place in a Urodynamic
unit of tertiary referral hospital. Inclusion criteria were: (1) women
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with urge incontinence (UI), (2) women with mixed urinary
incontinence (MUI), (3) women with persisting incontinence post
surgery, and (4) women with lower urinary tract symptoms
(LUTS). All women with pure urodynamic stress incontinence
with no urgency symptoms were excluded. All patients had (1)
free uroflowmetry, (2) multichannel cystomanometry, and (3)
pressure-flow studies. According to the study protocol, all patients
underwent multichannel cystomanometry in the supine position
and after voiding they had a second session of multichannel
cystomanometry in the standing position. The following parame-
ters were obtained at supine and standing positions and then
compared to each other: (1) infused volume at first desire to void
(FDV), (2) infused volume at normal desire to void (NDV), (3)
infused volume at strong desire to void (SDV), (4) maximum
cystometric capacity (MCC), and (5) overall presence of detrusor
overactivity (number of DO episodes). Statistics were performed
with MedCalc.
Results:
Twenty five women (mean age 61.9-years-old, +/- 8.04 years)
were included in the study. Thirteen women presented with UI, 4
women had MUI, 4 women had persisting incontinence post
surgery, and 4 women had LUTS. Detrusor overactivity was
confirmed in 18 women, whereas 4 women had urodynamic stress
incontinence, and there 3 continent women. MUI was diagnosed
in 3 patients. Overall, FDV, NDV, SDV, and MCC, were not
different between supine and standing position. DO was con-
firmed in all women diagnosed with OAB in both positions,
whereas in non-OAB patients was absent.
Conclusion:
Multichannel cystomanometry in standing position does not seem
to be related with increased DO rates compared to cystomanom-
etry in the erect position. In OAB patients, DO is diagnosed
satisfactorily in both supine and standing positions.
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Table 1. Rates of detection of DO in the supine and in the erect
position in the study population.

Subgroup DO in any
position

DO in
supine
position

DO in
erect
position

p

n % n % n %

OAB 18 100 17 94.4 17 94.4 N.S.

Mixed UI 3 100 2 66.7 3 100 N.S.

No OAB 0 0 0 0 0 0 N.S.

Table 2. Comparison of URD filling parameters during cystoman-
ometry in the study population.

Subgroup n FD MCC

Supine Erect p Supine Erect p

OAB 18 60 56 0.19 225 230 0.72

Mixed UI 3 57 53 0.61 210 206 0.83

Non OAB 4 120 114 0.38 458 470 0.48
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Objective:
To describe the technique of using a vulval pad of fat in the
surgical management of vaginal mesh erosion.
Introduction:
Synthetic mesh is increasingly used in reconstructive pelvic floor
surgery including the uses as mid-urethral slings for urinary
incontinence and as a graft to support native tissues for the
treamtment of vaginal prolapse. There is a reported incidence of
vaginal extrusion/ erosion ranging from 1% in cases of mid-
urethral slings(1) to 6.9% % in cases of graft for vaginal
prolapse(2). Management of these cases can be conservative but
in a large proportion excision / trimming of the mesh is needed.
This case report describes the technique of using an intervening
graft between vaginal epithelium and the mesh.
Methods:
A 70 years old presented with recurrent grade III posterior vaginal
wall prolapse. Patient had previous vaginal hysterectomy and
repair 5 years beforehand. Full assessment was carried out
including the use of symptom specific quality of life assessment
questionnaires, vaginal examination and assessment of Prolapse
using POPQ score and urodynamics. Patient underwent posterior
vaginal repair using Polypropylene mesh Type 1 (Apogee kit,
American Medical Systems) . At 10 weeks, the patient presented
with symptoms of vaginal discomfort, dyspareunia and her partner
was complaining of feeling the mesh during intercourse. Other-
wise patient reported relief of all the prolapse symptoms specially
the need for digitation to help defecation. On examination the
posterior vaginal wall had a 3X2 cm mesh extrusion at the mid
vaginal level. Rectal examination confirmed absence of rectal
erosion. Patient was advised to use topical oestrogen daily for
4 weeks. Reassessment showed no improvement and the patient
was keen to proceed to surgical management. Procedure was
carried out under general anaesthesia. Antibiotic prophylaxis and
thrombo-embolic prophylaxis were used according to local policy.
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Using a midline posterior vaginal wall incision the vagina wall
dissected from the mesh and the dissection continued laterally on
the patient right side to the right labia majora. A 4 cm long labial
skin incision parallel to the labial margin is made. The labial pad
of fat is dissected and cut at the anterior end leaving the posterior end
to carry blood supply. A tissue forceps is passed through the midline
vaginal incision, under the vaginal skin, to appear at the labial skin
incision and used to pull the free anterior free end of the pad of fat to
cover the mesh erosion as an intervening layer between the mesh and
vaginal skin. Two or three stiches of 2/0 vicryl are used to fix the pad
of fat in position . Vaginal skin is closed using Vicryl interrupted
sutures. Labial skin is closed using subcuticular sutures.
Results:
Follow-up at 2 weeks, 2 and 4 months was completed. At the follow
up patient had no symptoms and no sexual dysfunction. Also she
continued to have no symptoms of prolapse. On examination there
was no further mesh erosion and the vagina was well supported.
Conclusions:
Vulval pad of fat can be used as an intervening graft between
mesh and vaginal mucosa to aid the healing of vaginal mesh
erosion obviating the need for mesh excision.
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Objective:
The aim of this study was to assess the efficacy of intra vesicular
steroid injection in the management of interstitial cystitis (IC) in a
retrospective study.
Methods:
Patients who had intra vesicular steroid injection for their IC from
July 07 to June 08 were identified from the hospital records. The
steroid used was Triamcinolone 80 mg diluted with 20 ml of
marcaine with 5% adrenaline. All patients were interviewed over
the phone with a standard questionnaire regarding their symptom
improvement. The results are analysed and presented in this study.
Results:
There were a total of 107 patients who had the intra vesicular
steroid injection. Of those, only 34 patients were accessible due to
availability and natural disasters. The age of patients varied from

22 to 76 yrs. The number of injections each patient had varied
from 1 to 18. 38.2% pts felt improvement in their symptoms after
1 injection and 14% after 2nd injection. 26.4% did not feel any
improvement with steroids injection. 50% of these pts had only
one dose of steroid injection. 88% of patients has got a day time
frequency less than 10 times and did not think this was a serious
problem. 67% has got a night time frequency of 2 or less and did
not think it was a quite a problem. 76% experienced urgency between
‘never and sometimes’. Of these pts, 29% considered the problem as
‘quite a problem or serious problem’. 71% experienced no bladder
pain or occasional pain only. But 35% of total pts described this as
‘quite a problem or serious problem’. 41.1% had worsening pain on
intercourse, 32.3% had no worsening pain and 26.4% said it was not
applicable to them. Of the patients who were unable to be contacted,
the hospital charts were reviewed for their last visit. In total, 73.8% of
patients felt they were cured or well after the steroids injection.
Conclusion:
Interstitial cystitis is a distressing condition for patients and a
challenging condition to treat for gynaecologists and urogynaecol-
ogists. Intra vesicular steroid injection seems to improve the
symptoms in this small retrospective study. Further randomized
controlled trials are needed for a definitive answer.
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Objective:
We experienced TOT tape-induced vaginal erosion and report the
efficacy of vaginal mucosa covering technique.
Introduction:
Tension-free vaginal tape procedures have been used for stress
urinary incontinence in women. The procedures with synthetic
materials can usually be risky of vaginal erosion.
Methods:
A total of 455 female patients diagnosed as stress urinary
incontinence underwent TOT procedures at our hospital between
2005 and 2008. All patients succeeded in follow-ups, among
which 6 patients (mean age 48.5 years old) presented with vaginal
exposure of mesh. Antibiotics were administered and vaginal
wound dressings were done for 3–4 days. Also, vaginal mucosal
covering technique was performed under local anesthesia.
Results:
Four out of 6 patients complained of persistent vaginal discharge
for 4 weeks postoperatively. Two out of whom complained of
spouse’s discomfort during sexual intercourse. Remaining two
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patients were otherwise asymptomatic, but mesh erosion was
discovered at routine follow-up visit. Five (83%) out of 6 patients
showed complete mucosal covering on the mesh after operation
(mean follow-up period: 16 moths). Vaginal mucosal erosion was
recurred in one patient (17%) in a week of operation and then the
mesh was cut. She had recurrent stress urinary incontinence.
Conclusions:
Vaginal mucosal covering as a sling preservation with continued
patient continence may be a feasible and effective option for the
treatment of vaginal exposure of mesh after TOT tape procedures.
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Objective:
To describe a modification in the technique of Sacrosipous
colpopexy allowing it to be used in patients with post-hysterec-
tomy vault prolapse and short vagina.
Background:
Sacrospinous colpopexy is a recognised method for the treatment of
post-hysterectomy vaginal vault prolapse. Short vagina either
prevents the apposition of vagina to sacrospinous ligament or subject
the vagina to excessive tension affecting the healing process. This
case report presents a technique using an intervening synthetic mesh
to cross the bridge between sacrospinous ligament and vaginal vault.
Methods:
This is a retrospective study of patients who underwent sacrospi-
nous colpopexy with prolene mesh to bridge the gap between
vaginal vault and sacrospinous ligament. The patients were
identified from theatre records and notes were reviewed for data
collection. At the original assessment, all patients completed ICI-
Q ( International consultation in Incontinence Questionnaire)
Vaginal Symptoms module and Urinary symptom module. Vaginal
prolapse was assessed using POPQ score. All patients had
previous hysterectomy. The vaginal length was less than 7 cm in
all patients and the vaginal vault descended to at least 2 cm above
the hymenal ring. All patients underwent routine preoperative
assessment and preparation according to the local policy.
Antibiotic prophylaxis was administered in the form of 1 gm
metronidazole rectally two hours preoperative plus 1 gm cefzole
intravenously at the time of induction of anaesthesia. All patients
received thrombo-prophylaxis according to local policy. All
procedures were performed by the author under general anaesthe-
sia. Posterior vaginal wall incised longitudinally up to a point
2 cm from the vaginal vault. Dissection was carried out laterally to
expose the sacrospinous ligament on the patient’s right hand side.
Miya hook was used to insert a loop of Prolene No. 1 suture which
is cut to form two stitches . A 3X 5 cm piece of prolene mesh was
cut and stitched to the upper 2 cm of the posterior vaginal wall and

the vault using PDS No 2/0 suture material. The stitches into the
sacrospinous ligament were fixed to the mesh at point to allow the
mesh apposition to the sacrospinous ligament without redundancy.
The excess mesh was trimmed and upper half of the vaginal
incision closed . At this stage any anterior repair is completed if
needed. The sacrospinous stitches were tied to elevate the vault.
The vaginal closure finished. Vaginal pack and catheter were
inserted for 24 hours. Follow-up conducted at 6 weeks, 3,6 and
12 months. At follow-up ICI-Q were completed. POPQ assess-
ment of prolapse was completed and a special note was made on
any vaginal mesh erosion. Also the patients were asked if they
consider the operation success or failure.
Results:
Four Patients underwent Modified sacrospinous colpopexy as
described above.
Table 1 summarises the patients characteristics, pre-operative and
operative data for the four patients. Follow up data showed 100 %
patients satisfaction. ICI-Q overall impact of prolapse symptoms
on every day life was 1–2 . POPQ assessment of prolapse at
12 months showed stage 0 prolapse in 3 patients and stage 1 in one
patient. Nomesh erosion, vaginal pain or sexual dysfunction reported
by 12 months. The patient who had faecal urgency preoperatively
continued to have the same problem and Sigmoidoscopy showed no
structural abnormality while duodenal biopsy showed sever enzyme
deficiency which responded well to special dietary regimen.

Table 1: patients characteristics, pre-operative and operative data
summary

Age 49, 52,53 and 66 years old

Previous vaginal surgery • Vaginal hysterectomy with anterior
and posterior repair in all of patients

• One patient had colposuspension as
a second operation

Main presenting symptoms • Vaginal lump in 4 patients

• Difficult bowel evacuation in 2 patients

• One patient had faecal urgency but
no incontinence.

• All patients were sexually active
and reported that prolapse has affected
their sex life.

ICI-Q overall impact
of prolapse symptoms
on everyday life

• 10 in one patient

• 9 in three patients

Stage of Prolapse • Three patients had stage 3

• One patient had complete vault
eversion

Other concomitant pelvic
floor surgery performed.

• Anterior repair ( one patient)

• Posterior repair ( one patient)

• Anterior and posterior repair
( one patient)

• One patient had only modified
Sacrospinous colpopexy

Operative time 45–90 min.

Hospital stay One patient stayed for 3 days.
Three patients stayed for 2 days.

Estimated blood loss 50–200 ml
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Conclusions:
Using an intervening prolene mesh to cross the gap between the
sacrospinous ligament and vaginal vault is a safe and effective
modification to enable the surgeon to use Sacrospinous colpopexy
in the management of post-hysterectomy vault prolapse.
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Objective:
To evaluate the anatomical results of sacrocolpopexy in the
treatment of vaginal vault prolapse.
Introduction:
Vaginal vault prolapse has an incidence of 0.5 to 2%. It occurs
because of either loss of apical support or due to iatrogenic lesion
of the pelvic support structures. The most common correction
techniques are sacrocolpopexy, sacro-spinous fixation, and most
recently correction with a transvaginal mesh.
Methods:
Retrospective analysis of patients with vaginal vault prolapses
submitted to sacrocolpopexy in our Department of Gynecology,
between April of 2004 and October of 2007. The anatomical
evaluation was performed according to the international classifi-
cation of pelvic organ prolapse quantification, 12 months after
surgery.
Results:
Twenty cases were analysed. The route of previous hysterectomy
was 65% abdominal, 35% vaginal and 10% laparoscopic. Average
age at date of surgery was 62 years (47–76). Fifteen patients had
an associated cystocele, and eleven an associated rectocele; four
patients had urinary stress incontinence. Sacrocolpopexy was
performed with an interposing mesh (22% Pelvicol®; 78%
Pelvitex®). Two cases were performed through a total laparoscop-
ical approach; seven cases were converted from an initial
laparoscopic approach to an abdominal surgery. The pre-surgical
evaluation of point C was an average of 4.1 cm (min -1, max +8).
Post-surgical evaluation showed an average of -7.5 cm (min +3,
max-11). An improvement of 11.6 cm was achieved at point C. No
erosion cases were registered. There was one recurrence of vaginal
vault prolapse, which occurred 3 months after surgery.
Conclusion:
Sacrocolpopexy is an effective surgery for the treatment of vaginal
vault prolapses. With this surgical approach, excellent anatomical
results are obtained.
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Objective:
The objective of this study was to assess the safety, success and
complication rates following transvaginal mesh (TVM) for the
treatment of pelvic organ prolapse (POP).
Methods:
21 women with pelvic organ prolapse undergoing insertion of
transvaginal mesh using Prolift were assessed pre and postoper-
atively using ICIQ-VS.
Results:
All women had undergone previous gynaecological surgery (88%
had a previous hysterectomy and12% had a previous POP repair).
The demographic data is reported in Table 1. 71% (n=12) of
women had undergone previous pelvic floor muscle training under
the care of the physiotherapists. 28% (n=5) had tried vaginal
pessaries to control their prolapse symptoms. Pelvic organ
prolapse was assessed in accordance with the ICS ordinal staging
classification. 87% of hysterectomised women had vault prolapse
(satge II-IV). 2 women had no vault prolapse but did have stage III
posterior vaginal wall prolapse and underwent a posterior TVM
insertion. 2 other women had procidentia with stage IV anterior
and posterior vaginal wall prolapse and underwent vaginal
hysterectomy and TVM insertion. 9 women underwent total
TVM and 12 underwent posterior TVM insertion. There were no
significant intra or post operative complications in this cohort. All
women had intravenous antibiotics and a vaginal pack and
catheter for 48 hours following surgery.

Table 1

Age 66 yrs (47–85)

Parity 2.2 (1–4)

BMI 26.5 (22–32)

Surgical operating time 55 mins (23–92)

No of overnight stays 3 (3–4)

Women were followed up 6 weeks after surgery. There was a
significant reduction in the number of women who felt their
vagina was too loose/lax (14 preop vs 1 postop p=0.005).
Furthermore significantly fewer women were aware of a lump or
bulge coming down in the vagina following surgery (21 preop vs
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2 postop p<0.0005). Similarly significant fewer women felt a
lump or bulge coming out of their vagina so they could see or feel
it on the outside (14 preop vs 0 postop=0.02)). There was no
significant difference in the number of women that felt a dragging
pain in their lower abdomen or who had to digitate to empty their
bowels. On a scale of 0–10 women reported a significant mean
reduction in how severely their vaginal symptoms affected their
everyday life following surgery (7 preop vs 4 post op p=0.0009).
Conclusion:
Transvaginal mesh appears to be an effective and safe treatment
for POP in the short term. However more extensive data is
required to evaluate the success and complication rates of this
procedure in the longer term.
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Objective:
The purpose of these study is to evaluate the differences in the
urodynamic parameters in women with mixed urinary inconti-
nence (MUI).
Methods:
Patients from Hospital Estadual de Diadema with clinical diagnose of
MUI were included in our study. Patients were divided into three
groups based on the subjective predominance of: stress incontinence
(group 1), urge- incontinence (group 2) or both (group3). After physical
examination, urodynamic study was performed in all patients.
Results:
Overall 49 patients were included in our study: Group 1 with 11
patients, group 2 with 13 patients and group 3 with 25 patients.
Fluxometry parameters were similar in all three groups. Detrusor
overactivity was present in 100% of patients in the group 1.3,
6.7% in the group 2 and 64% in the group 3. Valsalva Leak Point
Pressure (VLPP) was assessed during graded Valsalva maneuvers
at 200 ml. Group 1 had a mean VLPP of 65 cmH2O, group 2 had
mean value of 123 cmH2O and the group 3 had 88 cmH2O of
mean VLPP. Intrinsic sphincter deficiency based on the VLPP
value was diagnosed in 61.5% of patients in the group 1. 24% in
group 3 and none in the group 2.
Conclusion:
Although the detrusor overactivity occurred more often in the
group of stress predominant MUI this may not have much
implications in the treatment of MUI patients, since the diagnosis
of overactive bladder is based on the clinical findings. There is a
correlation between VLPP and stress predominant MUI in our
study. In this patients the severity of stress incontinence may be
the reason of the failure of non-surgical approach and a surgical
intervention may be required.
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Objective:
The aim of this study is to evaluate effectiveness, patient
satisfaction and morbidity of the Botulinum-A toxin in the
treatment of mixed urinary incontinence.
Background:
The symptoms of overactive bladder (OAB) are frequently
disabling both physically and socially and cause considerable
distress as well as cost to both individuals and the health service.
Treatment options of OAB are limited when behavioral modifica-
tion and anti-cholinergic drugs have failed. The injection of
Botulinum-A Toxin has been shown to be effective in the
treatment of this condition (1).
Methods:
Six patients with urodynamically proven mixed urinary inconti-
nence with significant side effects of anticholinergic medications
were offered treatment with intradetrusor Botulinum toxin. Three
hundred units of botulinum toxin type A (Botox®, Allergan Inc.,
Irvine, California) were injected into the detrusor at 20 sites in a
grid-shaped pattern, sparing the trigone, using a flexible cysto-
scope and the Olympus Injector system. Patients kept a voiding
diary and completed the Incontinence Impact Questionnaire (IIQ)
and the Urogential Distress Inventory (UDI) to record the effect of
OAB on the quality of life. These parameters were measured
before treatment and at two months. Changes in frequency of
urinary incontinence episodes were monitored via patient bladder
diary over the 24-week study period Urodynamic investigation
were performed. Key urodynamic assessments (maximum cysto-
metric capacity, mean volume of first desire to void and maximum
detrusor pressure during bladder contraction) were used to provide
objective measures of treatment effect on bladder function before
and 2, 6 months after the botulinum injection. Patients were
followed up until treatment benefit had worn off.
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Results:
Patients followed up to date had shown clinically significant
improvement in frequency, nocturia and in IIQ/UDI symptom
scores: the pre-treatment parameters IIQ 14.08/ UDI 10.56, the
post-treatment parameters IIQ 3.37/ UDI 3.68, remaining signif-
icant to 6 months. There was also a significant reduction in urge
incontinence: at a 6 months post-treatment period patient reported
no urge incontinence. Improvements in bladder function were also
observed using the urodynamic assessments. Urodynamic param-
eters at 2 months were also improved with the mean maximum
cystometric capacity increasing from 278 ml to 378 ml and the
mean volume of first desire to void increasing from 144 ml to
270 ml. The procedure was well tolerated. One patient suffered
from post-procedural discomfort lasting for up to 2 weeks. No
cases of autonomic dysreflexia or systemic events were seen.
Conclusions:
This pilot study showed that the intradetrusor injection of
Botulinum A Toxin seems to be an effective and safe treatment
of overactive bladder. A single dose of botulinum toxin type A
(BOTOX®) combines rapid and sustained efficacy with a no
incidence of side effects and represents a valuable option for
managing urinary incontinence caused by detrusor overactivity.
Longer term follow up in a larger group of patients, is required.
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Objectives:
In this study we describe the design of our multidisciplinary
women’s incontinence clinic (WIC).
Background:
In 2004 we started the first multidisciplinary women’s inconti-
nence clinic in our country; a new approach to women with urine
incontinence (UI) symptoms, to minimize doctor’s delay and to
benefit from the different views from the different disciplines. The
WIC provides a multidisciplinary team of urologists, gynecolo-
gists, pelvic physiotherapists and a nurse practitioner. In this
multidisciplinary approach women are counseled from initial visit
till treatment. The aim is to analyze the UI characteristics and
suggest adequate treatment, within two visits, to all women that
are referred to our hospital with UI.
Methods:
This is a retrospective cohort study of all women visiting the WIC
from January 2006 to November 2007. the practical implementa-
tion is described. Before visiting the clinic all women obtain

extensive questionnaires, which have to be completed before their
first visit. At this first visit the nurse practitioner checks all
questionnaires with the patients. Blood and urine analysis are
obtained and the women undergo an urodynamic investigation at
this initial visit. At the second visit, patients get independent
physical examinations by the urologist, gynecologist and pelvic
physiotherapist. Subsequently, the multidisciplinary team evalu-
ates all findings and discuss treatment options at the end of the
second visit with the patient. in this study the 3 ui subgroups were
analyzed with one-way-ANOVA-test and independent sample t-
test. the pearson correlation test was used to assess significance of
correlations for i-qol and iciq scores and other continuous
variables. to give an overview of patient characteristics,I-QOL
and ICIQ scores before treatment were evaluated.
Results:
156 patients were enrolled in this study. iqol scores for stress ui,
urge ui and mixed ui were respectively 82.2, 64.9 and 69.1. the
iqol was significantly higher in patients with stress ui compared to
urge UI and mixed UI functional capacity and IQOL scores were
positively correlated (p 0.007). more than half of the patients had
ui symptoms for over 5 years. 73.4% of the patients had previous
treatment before visiting the WIC; general practitioners diagnosed
48.1% of the patients correctly.
Conclusion:
This study provides an overview of the design of the women’s
incontinence clinic in our hospital. advantages, like the multi-
disciplinairy approach and the short time to diagnosis and therapy,
and disadvantages, like logistic problems and over-analysis in
some patients, are being discussed. it was striking that the
diagnosis made by the general practitioner was often incorrect.
the quality of life appears to be importantly affected by urinary
incontinence, even more by urge- than by stress incontinence.
After this study, we decided to make some minor changes in the
execution of our wic, like leaving out the blood test, since no
abnormalities were found. because of the standardized way
patients are evaluated, we can easily enrol patients in trials or
further investigations. overall we are very satisfied with this
approach of the very common, often validating problem of urinary
incontinence in women.
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Objective:
To evaluate the anatomical results of sacrocolpopexy in the
treatment of vaginal vault prolapse.
Background:
Vaginal vault prolapse has an incidence of 0.5 to 2%. It occurs
because of either loss of apical support or due to iatrogenic lesion
of the pelvic support structures. The most common correction
techniques are sacrocolpopexy, sacro-spinous fixation, and most
recently correction with a transvaginal mesh.
Methods:
Retrospective analysis of patients with vaginal vault prolapses
submitted to sacrocolpopexy in our Department of Gynecology,
between April of 2004 and October of 2007. The anatomical
evaluation was performed according to the international classification
of pelvic organ prolapse quantification, 12 months after surgery.
Results:
Twenty cases were analysed. The route of previous hysterectomy
was 65% abdominal, 35% vaginal and 10% laparoscopic. Average
age at date of surgery was 62 years (47–76). Fifteen patients had
an associated cystocele, and eleven an associated rectocele; four
patients had urinary stress incontinence. Sacrocolpopexy was
performed with an interposing mesh (22% Pelvicol®; 78%
Pelvitex®). Two cases were performed through a total laparoscop-
ical approach; seven cases were converted from an initial
laparoscopic approach to an abdominal surgery. The pre-surgical
evaluation of point C was an average of 4.1 cm (min -1, max +8).
Post-surgical evaluation showed an average of -7.5 cm (min +3,
max-11). An improvement of 11.6 cm was achieved at point C. No
erosion cases were registered. There was one recurrence of vaginal
vault prolapse, which occurred 3 months after surgery.
Conclusion:
Sacrocolpopexy is an effective surgery for the treatment of vaginal
vault prolapses. With this surgical approach, excellent anatomical
results are obtained.
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Objective:
The purpose of the present study is finding a relationship between
the mode of delivery and SUI ,1 year after first delivery.
Introduction:
Stress urinary incontinence (SUI), is one of the important health
problems for women and the knowledge about its risk factors has
considerable significance.

Methods:
A historical cohort study was performed in Akharabadi Teaching
Hospital, Tehran, Iran, between March 2006- March 2007. 1400
primiparas women who had delivery one year ego have entered
the study and compared.
Patients were diagnosed with incontinence by questionnaire.
Statistical analysis was performed using SPSS. T test and chi-2
tests was used for comparing the results.
Results:
Of 1400 women, 400 cases had vaginal delivery, 600 had elective
cesarean section and 400 had emergency cesarean section. 25
women (1.9%) had SUI, who 12 cases (3%) were in the vaginal
delivery group and 5 cases (0.83%) were in the elective cesarean
group and 8 cases (2%), were in the emergency cesarean group
with a statistically significant difference (p=0.0037). There was no
significant difference between the women with SUI and without
according to neonatal weight, maternal weight ,doing exercise
before and after delivery and race. Duration of the second stage of
labor was longer in the patients with SUI (34±8.1 minute vs 25±
9.6 min, p=0.00, and the patients with SUI was older (25.48±
4.55) vs 20.2±5.41 year old, p=0.000.
Conclusion:
Vaginal delivery is a risk factor for SUI one year after first
delivery.
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Objective:
Our purpose is to tested the subjective efficacy and effect duration
of the botulinum toxin type-A intradetrusor injection in the
treatment of idiopatic urodynamically-proven detrusor overactivi-
vity resistant to anticholinergic drugs treatment.
Background:
The current treatment of the idiopatic overactive bladder is based
on the use of antimuscarinic drugs and on the sacral, pudendal or
posterior tibial neuromodulation.
Since 1989 the Botox A-type is enterd in the protocols for
the treatment of urological desease. In literature some cases
of use of botulinum toxin are described for the treatment of
the neurogenic overactive bladder secondary to cord injury or
neurodegenerative desease. In these cases the intradetrusor
injection of the toxin have good results with a considerable
reduction of the urgency episodes and leak for at least a
year.
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Methods:
Between Febrary 2008 and December 2008, in a prospective
study, 16 women with a mean age of 58,8 years (range 21–76)with
idiopatic overactive bladder (urgency-frequency syndrome and or
urge-incontinence), resistant to anticholinergic drugs treatment,
received injection of BTX-A into bladder. Under general anesthe-
sia , 100 Units of BTX-A, diluited in 20 ml 0,9% saline solution,
were injected under video-cystoscopy into the detrusor muscle,
sparing the trigone to avoid iatrogenic reflux: 1 ml was injected at
20 sites. Before treatment, videocystouretroscopy, micturion diary,
urodynamic and neurological status were perfomed in all patients.
Frequence of voids, number of incontinence episodes (number of
pad), number of voids associated with urgency per 24 hours and
number of episodes of nocturia per 24 hours were perfomed at
baseline, at 4 and 24 weeks after the treatment.
Results:
A significant improvement in bladder function in regarde to
subjective symptoms and quality of life was seen in 15 patients
after 1 to 3 weeks. There were no severe side effect (except a case
of temporary partial urine retention that regressed with intermittent
catheterization). At 4 weeks we had no significative prolongation
of micturion time ( 41 to 50 sec.). At 24 weeks urgency
disappeared in 15 of the patients and incontinence resolved in
93,75 % of cases since 2–3 weeks after botulinum toxin-A
injection. In 15 patients urgency episodes decreased from 17±4 to
6±2. In 1 patient leak decreased from 11±4 to 7±2 incontinence
episodes. No patient had urinary tract infection at 4–12–24 weeks
follow-up visits. The patients reported no dysuria. A patients
reported bladder pain for three days after the treatment, treated
with anti-inflamatory therapy. An important reduction of number
of nocturia episodes was observed (from 6,3 to 1,2 in the average).
Conclusions:
The treatment is well tolerated with minimal, short lasting side
effects. BTX-A injection provide improvement in symtoms for at
least 24 weeks after treatment. We propone to observe the patients
for a more long period to evaluate the necessity of repeating the
intradetrusor injection of BTX type-A. In fact in our study there
are 3 patients who have improvement of bladder symptoms at
40 weeks after the date of treatment.
Our study demonstrates that intradetrusor injection is a promising
treatment option for the management of non neurogenic bladder
overactivity in whom treatments with anticholinergic drugs have
no effect.
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Objective:
Our objective was to evaluate the pre-surgical morbidity derived
from the placement of the different bands for stress urinary
incontinence and cure rate at short and medium term.
Background:
Stress urinary incontinence is an illness of high prevalence, which
like other disorders such as pelvic floor prolapse increases with
age and parity. There are several surgical techniques for correcting
this alteration, including the placement of urethral suspension
bands as TVT® (Tension-Free Vaginal Tape) system, Needleless®
system and TVT-secur® system, sub-half-urethral tape of easier
implementation.
Methods:
It was carried a prospective study of 59 patients with stress or
mixed urinary incontinence, recruited from a Pelvic Floor Unit.
All patients underwent an incontinence test and Bonney test.
Patients were randomized to surgical correction by placing one of
the three devices described above. Exclusion criteria were: a
history of previous surgery, prolapse and associated deterioration
of cognitive ability. We performed a follow-up to 6 weeks post-
operative, 6 and 12 months.
Results:
In 28 patients (47%) was placed TVT-Secur, 20 patients (34%) the
retropubic TVT and 11 patients (19%) the Needleless system. The
median age was 53 years (range 30–80 years) and average body
mass index of 30. The average number of births in each group
ranged from 2.5 to 2.7. No significant differences were observed
for any of these variables. The time that patients remained with
tube or at hospital was 3–4 times higher among women who had
been placed TVT (range 1–7) compared with those who received
the TVT Secur (range 1–3). Also patients with TVT Secur showed
fewer intraoperative bleeding. Among the post-operative compli-
cations are urinary retention and bladder perforation, which are
more frequent in the case of TVT (4 cases). At 6 weeks after
surgery the patient reported subjective cure rates of around 75%
for TVT Secur and Needleless, while the percentage was higher
for TVT (94%). At 6 months, all groups showed a decrease in the
subjective cure rate compared with the reports of the first 6 weeks
but no patient reported incontinence worsening with respect to
presurgical state. The follow-up to 12 months could only take
place in the group of patients TVT Secur sling (42%) and
Needleless sling (36%). The overall cure rate was 81.25% with
75% for patients who received TVT Secur and 100% for patients
receiving Needleless system. However, in the latter group the
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number of patients with follow-up was low and the rate of
reoperation was higher (18%).
Conclusions:
Cure rates were similar in all groups with a slight increase for TVT.
However, patients who were placed TVT Secur device showed
lower presurgical morbidity and post-operative complications.
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Objective:
The aim of this study was to evaluate the efficacy and the one-year
anatomic outcome of tension-free vaginal mesh (TVM) procedure
by a single surgeon for pelvic organ prolapse (POP).
Background:
The TVM procedure is thought to be a minimally-invasive
technique for correcting POP. However, the efficay of the TVM
procedure was not fully evaluated.
Methods:
A retrospective analysis was performed on 110 patients who
underwent TVM procedure for POP by a single surgeon between
October 2006 and September 2007. Anatomical outcome was
measured by the POP-Quantification (POP-Q) score.
Results:
At 1 year, POP-Q socres at any points were significantly
improved. Anatomical failure (any postoperative POP-Q point≥
stage II) was found in 4 (3.6%) patients. Among them, one
patient required re-TVM procedure. The intraoperative compli-
cations were observed in 3 patients. Two (1.8%) patients had
injury to the bladder. One (0.9%) patients had significant
hemorrhage (>500 ml). During follow-up, four (3.6%) patients
developed vaginal mesh erosion. All mesh erosions occurred
before 3 months. All mesh erosions were asymptomatic and no
cases of serious adverse tissue reactions related to mesh were
found.
Conclusions:
In the present study, we demonstrated the TVM procedure by a
single surgeon was safe and effective technique for the correction
of POP.
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Objective:
We evaluated whether double J stening could be an initial
procedure to manage ureteral injuries detected postoperatively.
Backgound:
Ureteral injuries detected intraoperatively during gynecologic
surgery can be managed by simultaneous repairs in most cases.
However, injured ureters detected postoperatively used to remain
prolonged morbidity.
Methods:
From 2002 to 2007, 7 patients who were tried to double J stenting
primarily among patients that injured ureters were diagnosed after
gynecologic surgeries were included in the study. Medical records
and radiologic findings were investigated retrospectively.
Results:
Median age of the patients that double J stentings were tried were
48.6 years old. 6 patient were unilateral(right-3, left-3) and 1
patient was bilateral ureteral injuries(total 8 ureters). The time
between gynecologic surgery and double J stenting was 1 week in
1, 2 weeks in 2 and 4 weeks in 4 patients. Gynecologic diagnoses
were uterine myoma in 4, cervical cancer in 3 and types of
gynocologic surgeries were simple hysterectomy in 2, radical
hysterectomy in 3 and laparoscopic hysterectomy in 2 patients.
Double J stenting was tried on the outpatients basis in all aptients
and was successful in 4 ureters, but failed in the remaining 4
ureters. These ureters were tried to double J stenting by
ureteroscopic examination under general anesthesia, however only
2 ureters were successfully placed by double J stent. In 2 ureters
that stentings were failed, open surgical repairs were required.
In 6 ureters that stentings were succxessful by either outpatients
basis or ureteroscopic examination, 3 ureters were cured, but 3 ure-
ters remained strictures. 2 out of 3 strictures were managed by ureteral
dilataion with repeat double J stenting, 1 was lost to followup.
Conclusions:
Our data suggest that double J stenting alone can avoid invasive
urological surgery in damaged ureter detected late after gycologic
surgery. Therefore, it is justifiable to attempt double J stenting
before deciding open urological surgery.
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Objective:
The aim of the present study was to evaluate the effect of prolonged
zinc hydroaspartate treatment on immobility time of mice and to
examine if zinc supplementation could influence antidepressants
effect in animal model of menopausal depressive—like state.
Background:
The onset of menopause produces a depressive state in women.
Depressive symptoms develop during natural and surgical meno-
pause and estrogen replacement therapy has been used as a
treatment of choice. As the chronic estrogen administration may
evoke serious adverse effects, the interest in the development of
alternative therapies for the prevention and treatment of meno-
pausal depression has increased. It was shown recently that zinc is
an endogenous modulator of neuronal activity and may play an
important role in the pathogenesis of depression. It has been
demonstrated that zinc is present at law concentrations in blood of
depressed patients. Moreover, chronic treatment with antidepressant
drugs raises hippocam¬pal and serum zinc concentration. Further-
more, the plasma zinc level in depressed patients after recovery was
found to be higher than in depressed patients. The negative correlation
between serum zinc level and Hamilton scale was also observed. Zinc
is a very patent inhibitor of the NMDA receptor complex. It exhibits
antidepressant-like effects in animal models of depression like the
forced swim, tail suspension test or chronic mild stress.
Methods:
The experiments were carried out on Albino Swiss female mice.
The animals were bilaterally ovariectomised and additionally
subjected to administration of aromatase inactivator—exemestane.
Zinc hydroaspartate at the dose of 5 or 20 mg/kg/day and
imipramine at the dose 2.5 or 10 mg/kg/day were administered
once daily for 14 days. The immobility time was measured 48 h
after the last injection of a drug. The mouse was judged to be
immobile when it remained floating passively, performing slow
motion to keep head above the water (Porsolt test).
Results:
It was shown that hypoestrogenism evoked by ovariectomy and
exemestane administration, lead to significant duration of immo-
bility time. Zinc given in the doses of 5 mg/kg/day had no effect
on the immobility time in mice, but administered in the doses of
20 mg/kg/day shortened it by approximately 40 %. Imipramine in
the doses of 10 mg/kg/day but not 2.5 mg/kg/day significantly
reduced the immobility time.
Neither imipramine (2.5 mg/kg/day) nor zinc hydroaspartate
(5 mg/kg/day) administered alone changed the immobility time.
However, when imipramine was given at the same dose in mice
pretreated with zinc hydroaspartate the prolongation of immobility
time induced by hypoestrogenism was not observed.
Conclusions:
The present results indicate that zinc similarly to antidepressants
protects against the hypoestrogenism—induced behavioral "de-
pression". Moreover our findings suggest that zinc supplementa-
tion could potentiate the antidepressant effect of imipramine.
The obtained results might suggest that coadministration of zinc
with antidepressants could result in the decrease of dosage of
drugs commonly used in the treatment of menopausal depression.

The reduction of adverse effects as well as the limitation of the
cost of depression treatment could be achieved.
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Objectives:
To evaluate the correspondence between the uretral mobility and
high pressure SUI demonstrated by the Q-tip test to urodynamic
Valsalva Leak Point Pressures (VLPP).
Background:
The high pressure stress urinary incontinence (SUI) (after 90 cm
H2O) is related to uretral mobility that originates a changed uretral
closed pressure and resulting in lost of urine. The Q-Tip Test have
been included in gynecological examination because allows to
evaluate the uretral mobility.
Methods:
A retrospective analysis was performed of 422 files of patients
submitted by gynecologic examination and urodynamic test
between may,2000 and February, 2004. The data collected was
compared to de degree of prolapsed vagina and urodinamics
findings (VLPP). It was considered Q-tip Test negative when it
was less then 30 degrees; it was considered Q-Tip Test positive
when it was more than 30 degrees.
Results:
There were 84 patients with Q-Tip test negative and 338 patients
with Q-Tip Test positive. Although we expected all the negative
Q-Tip Test patients had low VLPP on urodynamics or hadn´t SUI
at all, it was not that way. In this group we´ve found 41,7%
patients with high pressure SUI (uretral mobility with Q-Tip test
negative). Buy the other hand, in the positive Q-Tip Test patients,
when we expected most of them be high pressures SUI, we
observed only 36,7% of patients with high pressure SUI.
Conclusion:
Although the Q-Tip test is part of gynecological examination, it
has poor correlation with VLPP and cannot be used to predict SUI.
Neither can be used to diagnose SUI.
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Objective:
To evaluate the effectiveness and safety of the posterior intra-
vaginal slingoplasty (IVS) or infracoccygeal sacropexy.
Background:
The conventional method of treating vault prolapse is either
abdominal sacrocolpopexy or sacrospinous fixation, both of which
are invasive and major procedures.
Methods:
This was a retrospective study which analysed 26 patients who
had posterior intravaginal slingoplasty between July ‘04 to
April’07. The study was performed to analyse the intraoperative
complications, hospital stay , post operative complications and
medium term success rate. All the patients had posterior IVS with
the posterior colporrhaphy.
Inclusion criteria: All the patients had stage three vault prolapse
according to the Pelvic Organ Prolapse Quantification (POP-Q)
iclassification and almost 95 % of the patients were aged more
than 65 years who were too frial for any conventional surgery.
Results:
Immediate post operative period one patient had blood transfusion
of two units. Postoperative pain was minimal. No haematomas or
rectal perforation was noted.
The cure rate was 100% for vault prolapse. Medium term
complications occurred in one patient- one patient had mesh
erosion which is 3.8%. (The part of the mesh was excised as a day
case after 1 year). One patient had rectal prolapse which is
unlikely an associated complication but was treated accordingly.
The follow up period was between one to four years. All the
patients were followed up in the urogynaecology clinic three
months and then yearly and more frequent intervals if required.
Conclusion:
The posterior IVS is a successful and minimally invasive
procedure for the vault prolapse in old and frail patients with
short postoperative hospital stay and good cure rate.
As described by the first study to see the effectiveness of the
intravaginal slingoplasty the symptomatic relief was reported in
85% and the objective cure (exercise stress testing) was 88%.ii

This study and the prospective observational study by Farnsworth
conclude that posterior sling is a safe and effective procedure in
the treatment of vaginal vault prolapseiii. As this is a minimally
invasive procedure so it was not associated with increased
morbidity as 84% of the women were between 70–90 years old.
The main complication reported is tape erosion which in different
studies has shown the incidence of 1%- 5% and our study had one
case with a 3.8%. This procedure can be done as a day case and
under regional anaesthetic.
References:
1. Bump RC, DeLancey JO , et al. The standardisation of
terminology of female organ prolapse and pelvic floor dysfuntion.
Am J ObstetGynecol. 1996;175:10–7
2. Petros P.E. Vault prolapseII Restoration of dynamic vaginal supports
by infracoccygeal sacropexy. Int Urogynecol J(2001) 12:296–303
3. Farnsworth B N Posterior intravaginal slingoplasty for severe
posthysterectomy vaginal vault prolapse- a preliminary report on
efficacy and safety. Int Urogynaecol J Pelvic Floor Dysfunct
2002;13:4–8
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Objective:
To report on the diagnosis and management of two cases of
obstetric bladder rupture
Background:
Bladder rupture is a rare occurrence in obstetrics. It is almost
always documented to follow a catastrophic uterine rupture. And
on isolated bladder ruptures in the parturient, there is little
reported. Presented here are two cases of bladder ruptures, one
discovered simultaneously with a uterine rupture and another
occurring solely.
Methods:
Case report
Results:
Case 1 is a 24 year-old G2 P1 who had ingested Misoprostol at
20 weeks gestation and presented with crampy abdominal pain
and vaginal bleeding. A Foley catheter was inserted with the
balloon and tip visualized on speculum exam through a transverse
perforation at the anterior vaginal wall on internal exam. The
cervix was not palpable. A transvaginal ultrasound showed uterine
rupture at the region of the previous low segment cesarean section
with posterior bladder wall extension. On cystourethroscopy, there
was a 4-centimeter wide supratrigonal perforation in the bladder
through which the uterine defect as well the fetal head were
visualized. On laparotomy, uterine rupture and bladder rupture
were confirmed. The fetus was expelled completely and its head
impacted in the bladder. Case 2 is a 33 year-old G9 P8 who
consulted for anuria for 2 days. She had delivered her 9th child
vaginally at her home 1 week prior. She presented with a
distended abdomen and bloody urine on catheterization. There
were absent bowel sounds, slight abdominal tenderness on deep
palpation, bilateral costovertebral angle tenderness, and grade 2
bipedal edema. Transvaginal ultrasound showed a normal post-
partum uterus with minimal hematometra, massive free fluid in the
abdominopelvic cavity and echogenic debris within the bladder
and a thinning of the anterior bladder wall. There was also an
incidental finding of dilatation of both ureters and renal calyces.
Her baseline laboratory exams showed markedly elevated BUN
and creatinine levels as well as normal serum potassium, sodium
and chloride. On cystoscopy, there appeared to be a 1 cm anterior
bladder wall defect near the dome with frayed and necrotic edges
that was obscured by an adherent clot of the same size. On
exploration, there were no blood clots noted in the retropubic area.
However, after evacuation of 2 liters of clear serous fluid with
distinct ammonia-like odor, a 2-cm defect was seen on the
posterior bladder wall. For both patients, the Foley catheter was
maintained for 2 weeks after repair. Cystograms taken prior to
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removal showed no mucosal breaks or leakages. Post-operatively,
there was return of normal urinary function with no episodes of
incontinence.
Conclusions:
While bladder rupture is a rare complication in obstetrics and is
usually expected to occur in women with a previous cesarean
section, coincident with a uterine rupture, it may also happen in
women without any history of uterine surgery. Gross hematuria
in during labor and postpartum should alert the obstetrician to a
possible bladder rupture. Early recognition prompts a system-
atic evaluation of the lower urinary tract. Timely repair of
bladder rupture is often met with successful return to urinary
function.
References:
1. Agarwal, U; Nanda, S; Sangwan, K; Singh, R. Combined
bladder and uterine rupture following prostaglandin induced mid
trimester abortion—An unreported event. Acta Obstetricia et
Gynecologica Scandinavica 2003;82(10): 974–975(2).

Table: Summary of Cases

Case 1 Case 2

Age 29 33

Gravidity/
Parity

G2 P1 G9 P8

Age of
gestation

20 weeks Term

Presentation

How Gross hematuria Anuria and abdominal
enlargement

When Intrapartum Postpartum

Risk factors Previous cesarean section,
uterine rupture

None

Operative
intervention

Bilateral ureteric
catheterization,
cystorrhapy, repair of
uterine defect, omental
flap interposition

Bivalve cystotomy,
bilateral ureteric
catheterization,
cystorraphy, omental
flap interposition
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Objective:
To evaluate long-term results and long-term patients satisfaction of
infracoccygeal sacropexy performed for massive vaginal vault prolapse.
Introduction:
The vaginal vault prolapse isn´t a common pathology and it´s
physiopathology and treatment have been discussed for a long
time. The most accept technique to treat the pathology is the
abdominal colposacropexy and it´s considered the gold standard
for some authors. On the other hand, when compared with abdominal
techniques, the vaginal techniques offer advantages like less
morbidity and less surgical time to perform the procedure.
Methods:
A prospective analysis was performed of 36 women who
underwent infracoccigeal sacropexy during the period of March,
2004 to February, 2008. The degree of prolapse was evaluated by
the Point C of the ICS Pelvic Organ Prolapse Standardization
(POP-q) and a validated questionnaire was used to evaluate
patients´ satisfaction after surgery. The study was approved by the
ethical commission of the institution and all patients have signed
the informed permission to be admitted in the study.
Results:
The women was followed by a mean time of 30.9 months (10 to
55 months). The point C variation media was +6 before the
procedure to -6.5 after the procedure (after 30 months after
surgery). It was statistically significant (p<0.001). There was only
one patient not cured by the procedure. The patients´ satisfaction
was statistically improved after the procedure (p<0.001).
Conclusion:
The infracoccigeal sacropexy technique was efficient to reduce the
vaginal vault prolapse and to improve the quality of life in the
group of study.
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Objective:
To analyze comparatively the efficacy and safety of synthetic
transobturatory and aponeurotic retropubic slings, in the treatment
of stress urinary incontinence (SUI) in women.
Background:
21 patients were submitted to the operatory correction by the
transobturatory sling technique, whereas 20 patients were operated
by the retropubic sling technique with natural, aponeurotic screen.
Patients were followed up for 12 months. The procedure duration
was 12.8±2.4 minutes in the transobturatory group, being lesser
than the retropubic group, 59.7±10.3 minutes. Healing rate was
90.5% (19/21) and 95% (19/20), respectively after 12 months.
Methods:
41 patients were selected for inclusion from the Centro de Atenção
Integral à Saude da Mulher (Center for Women’s Health) .The
inclusion criteria were stress urinary incontinence (SUI), con-
firmed through medical history, physical exam and urodynamic
investigation, between April 2004 and October 2005. The physical
examination specifically evaluated urinary loss through Valsalva
maneuver and the presence of other concurrent dystopias of pelvic
floor, using POP-Q classification, Valsalva Leak Point Pressure
(VLPP), stantardized in this study at 200 mL of vesical repletion.
VLPP equal to or lower than 60 cmH20 was compatible with
intrinsic sphincter deficiency. Urethral hypermobility was defined
as a Q-tip test>30º and VLPP value higher than 60 cmH20.
Group A: 21 patients who underwent transobturator sling
technique with synthetic material.
GroupB: 20 patients submitted to abdominal aponeurotic retro-
pubic sling.
The discharge from hospital took into account patient’s clinical
condition and had been standardized regarding the volume of residual
urine in the second or third spontaneous urination. Patients had been
clinically re-evaluated in the tenth and thirtieth postoperatory days,
and 3, 6, and 12 months after surgery to register immediate and late
complications. Efficacy analysis was accomplished one year after
surgery. To organize data, the complications had been separated in
intraoperatory and postoperatory.
Results:

Table 1: Preoperatory clinical characteristics of patients submitted
to surgical correction of urinary stress incontinence (USI) using
transobturator technique (Group A) or abdominal technique
(Group B).

Variables Group A Group B p-value

n=21(%) n=20(%)

Age (years) 46.5±10.9 52.1±10.5 0.11

BMI (kg/m2) 27.2±4 26.6±3.9 0.79

Parity 3.8±2.3 3.4±2.2 0.65

Vaginal births 3.1±2.5 2.7±2.5 0.75

Postmenopause conditions 7(33,3) 8(40) 0.66

Hormone replacement
therapy

1(4,8) 1(5) 1.00

Previous USI surgery 2(9,5) 3(15) 0.59

Genital prolapse previous
surgery

2(9,5) 3(15) 0.59

Previous Hysterectomy 4(19) 2(10) 0.34

Disease duration (months) 50±39.8 45±29.8 0.95

BMI: Body Mass Index

Table 2: Preoperatory urodynamic characteristics of patients
submitted to surgical correction of urinary stress incontinence
(USI) using transobturator technique (Group A) or abdominal
technique (Group B).

Variable Cathegory Group A
(n=21)

Group B
(n=20)

p-value

>60cmH2O Presence 13(61,9%) 8 (40.0%) 0.161

≤60cmH2O Presence 8 (38,1%) 12 (60.0%) 0.161

VLPP
(cmH2O)

Min–Max 27–125 30–139

Median 70 56.5 0.699

Average±sd 76.2±27.5 72.5±33.7

VLPP: Valsalva Leak Point Pressure; Min=Minimum; Max=
Maximum

Table 3: Duration of surgery and intra- and postoperatory
complications in patients submitted to surgical correction of
urinary stress incontinence (USI) using transobturator technique
(Group A) or abdominal technique (Group B).

Characteristics Group A Group B

n=21 n=20

Duration of procedure (minutes) 12.8±2.4 59.7±10.3(a)

Postoperatory residual volume (mL) 60±88.9 62.7±42.2

Intraoperatory complications

•Vesical perforation - 1

•Bleedings - -

Postoperatory complications

•Vaginal mesh erosion (isolated) 1 -

•Suture dehiscence (abdominal) - 1

•Urinary retention 2 3

•Urinary infection - 2

•Surgical wound infection - 1

•Seroma and/or hematoma drainage - 5

•Postoperatory complications (Total) 3 12(b)

(a)
p<0.0001 (duration of procedure)

(b)
p<0.011 (postoperatory complications)
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Table 4: Results obtained 12 months after surgical correction of
urinary stress incontinence (USI) using transobturator technique
(Group A) or abdominal technique (Group B).

Results Group A Group B p

n=21 n=20

Cure 19 19

Improvement 0 0 1.00

Failure 2 1

Conclusions:
Self-fixable and readjustable sling technique is efficient in treating
stress urinary incontinence. When compared to aponeurotic slings,
transobturator approach demands significant shorter durations of
surgery and that it results in fewer intra- and postoperatory
complications.
References:
1. Latthe PM, Foon R, Toozs-Hobson P (2007) Transobturator and
retropubic tape procedures in stress urinary incontinence: a
systematic review and meta-analysis of effectiveness and compli-
cations. BJOG 114:522–31.
2. Palma PC, Dambros M, Riccetto CZL, Thiel M, Netto NR Jr.
The Ibero-American experience with a re-adjustable minimally
invasive sling. BJU International. 2005; 95(3):341–5.

511
LONG-TERM RESULTS OF THE PARAURETHRAL
TENSION-FREE VAGINAL APPROACH
FOR THE TREATMENT OF STRESS URINARY
INCONTINENCE
A. SIVASLIOGLU1, I. DOLEN 2;
1Ataturk Training and Res. Hosp., Ankara, Turkey, 2Ankara
Zubeyde Hanım Maternity and Women's Hlth.Res. Hosp., Ankara,
Turkey.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
'Tension free' suburethral sling insertion can be performed through
four different anatomical approaches: the midline vaginal ap-
proach, the suprapubic approach, the paraurethral approach and
the transobturator approach [1]. In this study; we evaluated the
technique, efficacy and complications of the paraurethral approach
in the treatment of stress urinary incontinence. Our reason for
choosing the paraurethral approach was that we believed it gave a
more anatomical restoration. The paraurehral approach is not new,
having been used in the Goebell, Frankenheim Stoeckel procedure
in 1910 [2]. Furthermore, DeLancey demonstrated the importance
of an adequately tight vaginal hammock in the urethral closure
mechanism [3].
Background:
The study was carried out in the urogynecology department of
Ministry of Health Ankara Zubeyde Hanim Maternity and

Women’s Health Research Hospital, Turkey. Fifty-two women
who were diagnosed as having genuine stress urinary incontinence
(GSI) were enrolled in this prospective study.
Methods:
The operations were performed between March 2002–Decem-
ber 2002. All of the patients gave an informed consent before
the surgical procedure and the ethics committee of the hospital
accepted the study. Preoperative evaluation included a com-
plete clinical history, urogynecologic examination (stress test,
Q-tip test, pad test), neurological examination (clitoral reflex,
anal reflex and cough reflex), urinalysis and culture, fasting
blood glucose testing, urodynamic studies (cystometry, uro-
flowmetry, uroprofilometry and Valsalva leak point pressure)
and pelvic ultrasonography. All proven urinary tract infections
were treated with appropriate antibiotics prior to surgical
intervention. The SPSS was used in the statistical analysis of
the data.
Results:
The follow up period was ranging between 65 months–
72 months, with a median of 70 months (approximately
5.5 years). Bladder perforation occurred in 2 patients while
performing paraurethral tension-free vaginal tape. Retzius
haematoma developed in 1 patient. Defective healing of
vaginal mucosa was seen in 1 patient. Objective cure was
accomplished in 46 patients (88.5%), partial recovery was seen
in 2 patients (3.8%), complete failure was observed in 4
patients (7.7 %).
Conclusion:
The paraurethral tension-free tape is an efficacious antiinconti-
nence surgery. An urogynecologist should be familiar with the
paraurethral approach which is a very important technique in her/
his surgical armament. Our preference for this approach is based
on its inherent safety, important for young trainees, and its
anatomical accuracy.
References:
1. Petros PE. The Female Pelvic Floor Function, Dysfunction and
Management According to the Integral Theory, Springer, Heidel-
berg, 2004.
2. Goebell R. Fur operativen beseltigung der angeborenen
incontinentia vesicae. Z. Gynaku Urol, (1910), 2:187.
3. De Lancey J O L. Structural support of the urethra as it relates
to stress incontinence: the hammock hypothesis. Am J Obstet
Gynecol 1994;170:1713–17235.
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Objective:
The aim of this study is to confirm the efficacy and safety of
Nazca-R for the treatment of vaginal vault prolapse associated
with rectocele.
Background:
There are many treatments for the vaginal vault prolapse
associated or not to rectocele: abdominal, laparoscopic or trans-
vaginal approach. The first transvaginal miniinvasive technique is
due to Papa Petros by the infracoccigeal sacrocolpopexy technique
with Transperineal approach through the use of a mesh of prolene.
We have wanted to use a similar procedure in which, in addition to
correct the prolapse of vaginal vault, we correct also the associated
rectocele with the use of mesh.
Methods:
In a prospective observational long term follow study, we used
posterior Nazca-R procedure (minimally invasive) to treat 20
patients affected by vaginal vault prolapse (3°/4° degree)
associated with cystocele in 6 patients (30%) and rectocele in 3
patients (15%) of whom 11 after abdominal hysterctomy and 9
after vaginal hysterectomy, between March 2006 and July 2008.
We performed Nazca-TC procedure in patients affected by
cystocele. The study protocol include preoperative: clinical
history, physical and pelvic examination, urodynamic investiga-
tion, perineal ultrasound (PUS) for imaging pelvic floor (during
straining were measured movements of the bladder base, proximal
vagina and anterior wall of the rectum), quality of life (QoL) was
assessed. The aim of Operative procedures was to achieve
minimal invasiveness: by excising minimal vaginal epithelium,
avoiding surgery to the distal 1 cm of the vaginal epithelium and
avoiding surgically induced vaginal tension, used the Nazca-R
(Promedon) in spinal anaesthesia. Patients were followed up at
4 weeks, 3 months and 1 year after surgery.
Results:
In a prospective observational long term follow study, we used
posterior Nazca-R procedure (minimally invasive) to treat 20
patients affected by vaginal vault prolapse (3°/4° degree)
associated with cystocele in 6 patients (30%) and rectocele in 3
patients (15%) of whom 11 after abdominal hysterctomy and 9
after vaginal hysterectomy, between March 2006 and July 2008.
We performed Nazca-TC procedure in patients affected by
cystocele. The study protocol include preoperative: clinical
history, physical and pelvic examination, urodynamic investiga-
tion, perineal ultrasound (PUS) for imaging pelvic floor (during
straining were measured movements of the bladder base, proximal
vagina and anterior wall of the rectum), quality of life (QoL) was
assessed. The aim of Operative procedures was to achieve
minimal invasiveness: by excising minimal vaginal epithelium,
avoiding surgery to the distal 1 cm of the vaginal epithelium and
avoiding surgically induced vaginal tension, used the Nazca-R
(Promedon) in spinal anaesthesia. Patients were followed up at
4 weeks, 3 months and 1 year after surgery.
Conclusions:
Our initial results with Nazca-R procedure has similar efficacy to
other more established surgical tecniques for the cure vault
prolapse, but with less surgical surgical morbidity and patients
discomfort. The surgical procedure is a promising mininvasive
option in the treatment of vaginal vault prolapse. Therefore it can

be applied in associated posterior vaginal wall prolapse. The
association with cystocele repair (Nazca-TC procedure) did not
alterate the cure rate of vaginal vault prolapse. The procedures is
efficacy and safe by: shorter operation time, use spinal anesthesia,
small peri-operative and postoperative complications, faster
convalescence by hospital stay and resumption of usual activities.
References:
1. Balakrishnan S, Lim YN, Barry C, Corstians A, Kannan K,
Rane A. Prospective evaluation of the safety and efficacy of the
Apogee system for treatment of vault prolapse. J Obstet Gynaecol.
200;28(6):618–20.
2. Hefni M, Yousri N, El-Toukhy T, Koutromanis P, Mossa M,
Davies A. Morbidity associated with posterior intravaginal sling-
plasty for uterovaginal and vault prolapse. Arch Gynecol Obstet
2007;276(5):499–504. Epub 2007 Jun 6.
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Objective:
The aim of the study is to examine a correlation between the stage
of striae gravidarum and the incidence of perineal laceration in
spontaneous term delivery.
Background:
Perineal laceration is a common cause of maternal postpartum
morbidity, such as perineal pain, dyspareunia, urine incontinence,
alvi incontinence, and complication of healing perineal laceration.
Considering to many problems concerning perineal laceration, so
clinicians need a guideline to explain about possibility of perineal
laceration. Striae gravidarum probably can be one of the predictor
of perineal laceration on spontaneous term delivery.
Methods:
This is a cross-sectional analytic observational study. The subjects
of this study are patients which delivered in Hasan Sadikin
Hospital and its network hospitals.
Results:
Based on analysis of correlation between the stage of striae
gravidarum and perineal laceration in 74 spontaneous deliveries
shows that moderate-severe stage striae happens more in perineal
laceration patients (83.8% to 16.2%) while in without-mild stage
striae groups show lower incidence of perineal laceration (40.5%
to 59.5%). Chi Square Test shows significant correlation between
stage of striae gravidarum and incidence of perineal laceration on
spontaneous term delivery with p=0.001 and prevalence ratio
2.07.
Conclusions:
The conclusion of this study is a significant correlation between
the stage of striae gravidarum and incid ence of perineal laceration
on spontaneous term delivery.
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Objective:
To demonstrate that the use of minilaparotomy is an effective and
fast technique for the apycal prolapse.
Background:
Study realised in the maternity of El Pino medical center and
University Andres Bello between march 2007 and may 2008.
All surgerys was realised for expert surgeons of urogynecoly unit
of El Pino medical center and University Andres Bello.
Methods:
Observational study. Fourteen patients with apycal prolapse were
selected. All patients presented prolapse degree III and IV POP-Q.
Four patients with antecedent of total hysterectomy for mioma,
two patients with TOT and eight patients without surgery.
All were operated with modified Pfannenstiel incision ( 6 cm ).
The fascia was incised verticaly for better field surgery ( 10 cm).
The only surgery realised was the fixation of apycal prolapse to
L5 with polypropilene mesh. We use a mesh form in pants or
rectangular trousers following the surgery. After surgery control
were at seven days, one month, three months, six months and
one year in the urogynecology unit by a different surgeon that
realise the surgery.
Results:
The correction was obtained in all cases with very good
satisfaction of patients.
The global rate of satisfaction was 100% . The global rate of
treated patients was 100% with 64 % of patients with POP-Q
degree 0.
Conclusions:
We thought that the minilaparotomy is an excellent technique for
the apycal prolapse in the hospitals without special vaginal soft
mesh for the very expensive cost. The technique is easy and fast to

learn and for very long field there is not complications for the
fixation of mesh. Because the fixation is in the L5 there is not
problem with the bleeding of pre sacral veins and the opening of
peritoneum is always superficial and is moved away of ureter, this
favors the low analgesia and that the patients were generally
discharged on the third postoperative day. The global rate of
complicatios is low and the percentage is not important because
the number of patientes is small. The volvulus found in the rate of
complications was treated with medical management. We recom-
mended to use the technique of minilaparotomy because it is
feasible, safe and effective.

AGE AVERAGE 58 years

PARITY 1.9

WEIGHT 78 Kg

BEFORE SURGERY POP-Q
DEGREE 3

POP-Q
DEGREE 4

PATIENTS 8 6

AFTER SURGERY POP-Q
DEGREE 0

POP-Q
DEGREE 1

PATIENTS 9 5

TYPE OF SURGERY NUMBER OF PATIENTS

Sub total hysterectomy with
rectangular mesh fixation to L5

6

Fixation to vaginal dome with
rectangular mesh to L5

4

Fixation with vaginal dome with
pants mesh to L5

4

COMPLICATIONS OF SURGERY NUMBER / PERCENTAGE

Infection of operating wound 1 (7%)

Pain 2 (14%)

Urinary stress incontinence 1 (7%)

Volvulus 1 (7%)
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RECTOCELE—SITE-SPECIFIC FASCIA REPAIR
R. VIANA, J. COLACO, I. BRAVO, A. VIEIRA, V. GONÇALVES,
H. RETTO;
Hosp. Garcia Orta, Almada, Portugal.

Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
This study presents the anatomic and functional outcome of site-
specific fascia repair for rectocele.
Background:
Surgical correction of posterior vaginal wall prolapse includes
vaginal, trans anal and abdominal approaches. The traditional
posterior colporrhaphy with levator ani plication was largely
superceded by fascial repairs with similar anatomic success rates
but favorable functional outcome.
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Methods:
Retrospective evaluation of 47 women with symptomatic recto-
celes (stage II or greater) included pre- and postoperative
standardized pelvic floor questions, pelvic organ prolapse classi-
fication with Baden-Walker quantification system. Patients under-
went site-specific rectocele repair between July 2006 and
December 2007. They were followed at 3, 6, 12 and 24 month.
Six patients were lost for follow-up.
Results:
The mean follow-up period was 19,9 months. Mean age was
64,5 years; there were no major operative complications. 88% had
other concomitant surgical procedures. Pelvic examination
revealed recurrence of posterior vaginal wall prolapse in 9,7% of
patients. One patient developed de novo dyspareunia and one
patient reported fecal incontinence 6 month after surgery.
Conclusion:
Site specific fascia repair is a safe and efficacious technique to
treat rectoceles. The correction of the anatomical defects was
associated with improved functional outcome.

517
171 LAPAROSCOPIC SURGERIES USING AHYALURONIC
ACID-CARBOXYCELLULOSEMEMBRANE (SEPRAFILM)
SLURRY
L. LIPETSKAIA, J. AVELLINI, D. F. SILVER;
St. Luke's Hosp., Bethlehem, PA.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objectives:
To evaluate the use of Hyaluronic acid-carboxycellulose mem-
brane (Seprafilm) Slurry in complex gynecologic laparoscopies.
Methods:
Three sheets of Seprafilm are crumbled and mixed into 60 cc of
saline. A gel-like mixture (slurry) is poured into a catheter-tipped
syringe. A rubber catheter is attached to the syringe and the tip
of the catheter is cut leaving a single opening. The catheter is
placed through a trocar which is manipulated to guide the tip of
the catheter to the specific surgical sites where the slurry can be
applied. The slurry is used to coat all pedicals and deper-
itonealized pelvic surfaces. Outcomes from 171 consecutive
laparscopies (see table 1 for the list of procedures) were
recorded prospectively.
Results:
We recorded no post-operative bowel obstruction, 1 pelvic
hematoma in a patient on plavix immediately prior to surgery,
8 cases of post-op ileus and 1 bowel perforation recognized post-
operatively. The bowel perforation occurred in patient with
extensive adhesyolysis and intra-operative bowel suturing
Conclusion:
This report describes an easy and safe approach to the
laparoscopic application of Seprafilm. The hematoma occurred
in a patient who was on plavix for medical reseanos prior to
surgery. Caution should be taken if Seprafilm applied after
significant bowel suturing as 1 of 9 patients with extensive
adhesiolysis requiring suturing of the sigmoid colon developed
sigmoid perforations. Further studies employing second-look
laparoscopies required to evaluate the effectiveness of this
technique.
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Table 1. List of laparoscopic procedures

Salpingo-ophorectomy +/- hysterectomy 109

Lymph node dissection 63

Trachelectomy 5

Staging biopsy 5

Partial omentectomy 5

Cystototmy repair 2

Ureteraneocystostomy 2

Myomectomy 2

Sacrocolpopexy 1

Extensive adhesiolysis required sigmoid suturing 9

Benign (final pathology) 98

Malignant (final pathology) 73
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QUALITY OF LIFE ASSESSMENT FROM THE POINT
OF VIEW OF URINARY INCONTINENCE PATIENTS
R. A. MARTINS, M. I. DURAO, A. T. FERREIRA,
G. M. CARVALHO, F. A. FALCAO, C. F. OLIVEIRA;
Coimbra Univ. Hosp., Coimbra, Portugal.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objectives:
Assessment of quality of life on urinary incontinence patients.
Background:
Urinary Incontinence (UI) is defined by the International Conti-
nence Society (ICS) as any involuntary urine loss. Although it is
not a life-threatening condition, this highly prevalent situation has
an obvious impact in the quality of life (QoL). Many instruments
are currently available to address this matter, and the King’s
Health Questionnaire (KHQ) is one of the most used.
Methods:
Descriptive cross sectioned study of a sample of 100 women attending
the Uro-Gynaecological consultations at Coimbra’s University Hospitals
for UI. All subjects were submitted to the KHQ.
Results:
From 100 subjects submitted to the KHQ, and according to ICS
definition, 43% showed mixed UI, 37% stress UI and 20% Urge
UI. Mean age of subjects 53 years (SD: 13,45ys). From the
analysis using SPSS 14.0 version, there is no statistical difference
between the 3 types of UI in terms of QoL. The domains in witch
subjects show higher scores (therefore a lower QoL) are:
Incontinence Impact—57/100, Severity measures—49/100, Gen-
eral Health Perception—47/100 and Emotions—46/100. The
domains with lower scores (better QoL) are: Personal relation-
ship—20/100, and Social Limitations—26/100.
Conclusions:
Aging is a natural unavoidable process that is expressed through
physical, psychological, emotional and social changes. Undesir-
able events such as UI can affect the quality of life, leading in
some cases to social isolation, fear and embarrassment. In this

study authors relate that Incontinence impact from the patient’s
point of view. Severity measures and General Health Perception
were the most affected domains in this sample of women.
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LATE URETHRAL EROSION OF TRANSOBTURATOR
SUBURETHRAL MESH (OBTAPE): MINIMALLY
INVASIVEMANAGEMENT UNDER LOCAL ANAESTHESIA
J. PALMA DOS REIS, J. MARCELINO, D. MARTINHO,
T. MENDONCA;
Centro Hosp.ar Lisboa Norte, Lisboa, Portugal.

Consent obtained from patients: Not Applicable
Level of support: Not Applicable
Work supported by industry: No

Objective:
We describe a series of two late (1 year and 4 year) intra-urethral tape
erosions with the ObTape sling and their trans-urethral management,
in a minimally invasive approach, under local anaesthesia. We also
present some “tricks of the trade” on retrieving the tape transurethrally
and maximizing the length of tape removed while keeping the
procedure minimally invasive and feasible under local anaesthesia.
Introduction:
The concept of “tension-free” urethral suspension for correction of
female stress urinary incontinence has long been considered a gold
standard, since the introduction of tension-free vaginal tape
(TVT), in 1995. The use of synthetic meshes, although with their
known high success rate of achieving continence carries the risk of
tape erosion. More often the erosion occurs at the vaginal level,
but urethral erosion has also been reported. The use of the Obtape
sling (Mentor-Porges, Le Plessis-Robinson, France) has been
related to a very high rate of erosion, likely due to the tape
properties (bonded nonwoven polypropylene mesh).
Methods/Results:
The first case occurred on a 57 years old patient, submitted to an
ObTape procedure in May 2004. The patient was perfectly
continent, with no complaints until one year later when she
suddenly began to refer, after a period of very intense cough,
recurrence of her urinary incontinence, on a degree even higher
than previously to the surgery. We performed urethroscopy that
showed urethral erosion of the tape. Under local anaesthesia and
light sedation we managed to grasp the tape with a foreign body
endoscopic forceps, through a rigid cystoscope. To maximize the
length of tape removed we than removed the cystoscope while
keeping the tape on the forceps, transferred the tape for a
conventional small haemostatic clamp and cut it as far as possible
while exerting lateral pressure on a conventional small Metzen-
baum scissors and contra pressure on the haemostat. Using this
technique we managed to remove about 6 centimetres of tape,
leaving the remnant of the tape well away from the urethral
mucosa. There were no complications and urethroscopy performed
three months later showed complete healing of the urethral
mucosa with no traces of tape material. As the patient remained
incontinent she was submitted to a second transobturator tape
procedure, using a macroporous tape. There were no technical
difficulties related to the previous surgery on this second
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procedure, and the success was complete, with the patient
completely dry after surgery.
The second case refers to a 72 years old patient, also submitted to
an ObTape procedure in July 2004. That particular patient was one
of the few patients with significant post void residual urine after
surgery that resolved after a few urethral catheterisations for
bladder emptying. After surgery she developed “de novo” urgency
with some episodes of urge incontinence: We performed urethro-
cystoscopy 3 months after surgery that showed no urethral or
bladder lesions. On September 2008, more than 4 years after
surgery, a series of several recurrent urinary tract infections began.
We performed urethroscopy that showed a heavily incrustated tape
bridging into the urethra. On this more recent case we managed,
under local anaesthesia alone, to push the tape (about 5
centimetres long) into the bladder, from where it was easily
removed with an endoscopic biopsy forceps. Interestingly, after
more than 4 years, the structure of the tape was still clearly visible,
as shown in the endoscopic photographs.
Conclusions:
Erosion of the tape through the urethral wall is a relatively rare
complication of middle urethral slings. There are several reports
on transvaginal removal with urethrotomy and also some on a
transurethral approach. We believe that the later is the less
invasive and more intuitive approach, being perfectly feasible
under local anaesthesia. We also conclude that a second tape
procedure poses no special technical problems and, in our
experience, achieved an excellent result.
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PELVIC FLOOR ULTRASOUND IN STRESS URINARY
INCONTINENCE SURGERY DECISION
I. BRAVO, J. COLACO, R. VIANA, A. VIEIRA, V. GONCALVES,
H. RETTO;
Hosp. GARCIA ORTA, Almada, Portugal.

Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
Evaluation of surgical decision in women with stress urinary
incontinence (SUI) symptoms with negative urodynamic study.
Methods:
From a population of 98 women with SUI symptoms who were
evaluated in our unit with pelvic floor ultrasound and urodynamic
study, we selected 25 (25.5%) with diagnosis of SUI in the pelvic
ultrasound but normal urodinamyc study. Pelvic floor ultrasound
was performed with convex translabial probe with minimal 50 cc
of bladder urine. Hipermobility (defined as urethral mobility
above 25 mm) and Doppler visualization of urine loss during
cough were considered diagnosis criteria for SIU in the pelvic
ultrasound. Voiding cystometry was performed with a three
lumen catheter according to our protocol. We reviewed the
clinical files of 9 of these women who were submitted to
surgery for SUI.
Results:
In 5 cases a transobturator tape (ARIS) was used for SUI correction
and in 4 cases a needleless sling (Contasure) was used with the same
purpose. No other procedures or corrections were executed at the
same surgical time with the exception of a minilaparotomy for tubal
ligation. The mean age was 56.6 years (45–71). There were no pos-
op complications. Mean follow up time was 4 months (1–9). In one
case symptoms of urge urinary incontinence developed after surgery.
Conclusion:
In our unit we start to use the pelvic floor ultrasound in the
evaluating of women’s with symptoms of SUI. This can be a first
line evaluation tool in the process of surgical decision in women
with discordant findings in the urodynamic studying favouring
surgical decision.
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INTRAVAGINAL SLINGOPLASTY: A SAFE PROCEDURE?
B. AJAY, MR W GELMAN;
Ashford and St Peter's NHS Trust, Surrey, United Kingdom.

Consent obtained from patients: Not Applicable
Level of support: Investigator initiated, no external funding
Work supported by industry: No

Objective:
To evaluate the effectiveness and safety of the posterior intra-
vaginal slingoplasty (IVS) or infracoccygeal sacropexy.
Background:
The conventional method of treating vault prolapse is either
abdominal sacrocolpopexy or sacrospinous fixation, both of which
are invasive and major procedures.
Methods:
This was a retrospective study which analysed 26 patients who had
posterior intravaginal slingoplasty between July ‘04 to April’07.
The study was performed to analyse the intraoperative complica-
tions, hospital stay , post operative complications and medium term
success rate. All the patients had posterior IVS with the posterior
colporrhaphy. Inclusion criteria: All the patients had stage three
vault prolapse according to the Pelvic Organ Prolapse Quantifica-
tion (POP-Q) iclassification and most of the patients were aged
more than 65 years who were too frail for conventional surgery.
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Results:
Immediate post operative period one patient had blood transfusion
of two units. Postoperative pain was minimal. No haematomas or
rectal perforation was noted.
The cure rate was 100% for vault prolapse.
Medium term complications occurred in one patient- she had mesh
erosion.( 3.8%). A small part of the mesh was excised as a day
case after 1 year. One patient had rectal prolapse which is unlikely
an associated complication but was treated accordingly.
The follow up period was between one to four years. All the patients
were followed up in the urogynaecology clinic and the median follow
up period was sixmonths with a range between threemonths to twelve
months and then yearly with more frequent intervals if required.
Conclusion:
The posterior IVS is a successful and minimally invasive procedure
for the vault prolapse in old and frail patients with short postoperative
hospital stay and good cure rate. As described by the first study to see
the effectiveness of the intravaginal slingoplasty the symptomatic
relief was reported in 85% and the objective cure (exercise stress
testing) was 88%.ii This study and the prospective observational
study by Farnsworth conclude that posterior sling is a safe and
effective procedure in the treatment of vaginal vault prolapseiii. As
this is a minimally invasive procedure so it was not associated with
increased morbidity as 84% of the women were between 70–
90 years old. The main complication reported is tape erosion which
in different studies has shown the incidence of 1%- 5% and our
study had one case with a 3.8%. This procedure can be performed
as a day case under regional anaesthetic.
References:
1. Bump RC, DeLancey JO , et al. The standardisation of
terminology of female organ prolapse and pelvic floor dysfuntion.
Am J ObstetGynecol. 1996;175:10–7
2. Petros P.E. Vault prolapseII Restoration of dynamic vaginal
supports by infracoccygeal sacropexy. Int Urogynecol J(2001)
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3. Farnsworth B N Posterior intravaginal slingoplasty for severe
posthysterectomy vaginal vault prolapse- a preliminary report on
efficacy and safety. Int Urogynaecol J Pelvic Floor Dysfunct
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IRRITATIVE BLADDER SYMPTOMS AFTER VAGINAL
DELIVERY OR C-SECTION—3 YEARS FOLLOW-UP
STUDY
V. HERRMANN, K. SCARPA, P. PALMA, C. RICCETTO;
State Univ. of Campinas, Campinas, Brazil.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The aim of this study was to investigate the frequency of irritative
bladder symptoms three years after delivery in women previously
interwied in the third trimester of pregnancy and its correlation to
mode of delivery, parity, maternal age, birth weight, episiotomy
and forceps.

Methods:
From 340 women previously evaluated at the third trimester of
pregnancy, 120 were interviewed three years after delivery,
between June and October 2006. The correlation between irritative
bladder symptoms postpartum and mode of delivery (exclusively
vaginal or c-section), parity, maternal age, birth weight, episiot-
omy and forceps was analyzed. Associations between irritative
bladder symptoms and obstetric parameters were assessed by
Fisher’s exact test and X2 (p<0.05).
Results:
The study group consisted of 37.5% primiparous and 62.5%
multiparous women. Mode of delivery was exclusively vaginal in
53 women and exclusively c-section in 42. No statistical
difference was found between irritative bladder symptoms and
mode of delivery and parity. There was no statistical difference
either between irritative symptoms and maternal age (> 35), birth
weight (≥ 4000 g), episiotomy and forceps.
Conclusions:
After childbirth, inferior urinary tract dysfunction, represented by
irritative bladder symptoms, was not associated with mode of
delivery, parity, maternal age, birth weight, episiotomy and forceps.

523
TRANSVAGINAL SURGICAL APPROACH WITH MESH
IN PELVIC FLOOR PROLAPSE REPAIR—SYSTEMATIC
REVIEW
A. T. FERREIRA, R. A. MARTINS, M. M. MOREIRA,
G. M. CARVALHO, F. A. FALCAO, M. G. VARELA,
C. F. OLIVEIRA;
Coimbra Univ. Hosp., Coimbra, Portugal.
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Objective:
The objective of this study is to report on short-term outcomes
after pelvic organ prolapse repair using transvaginal mesh.
Background:
The use of biomaterials in pelvic reconstructive surgery has
increased considerably in recent years. There are currently a
number of synthetic implant materials commercially available
worlwide, with the implants promoted either by themselves or
together with surgical instrument kits. The main rationale for
adding grafts or mesh to pelvic organ prolapse repair is a
presumed decrease in surgical failures, commonly associated with
traditional suture repair. There is, however, a widely recognized
lack of data on safety aspects associated with use of biomaterials
in pelvic organ prolapse surgery.
Methods:
Retrospective study of 94 women submitted to transvaginal
surgical correction with mesh for advanced pelvic floor supportive
defect.
Results:
Mean subject age at time of surgery was 63.91 years and mean
BMI was 24.60 Kg/cm². The majority of women were multiparous
and had non instrumental vaginal deliveries. In this group of
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women 69.1% were submitted to transvaginal surgical approach
with polypropylene mesh, 18.1% with collagen mesh and only
12.8% had vault suspension with a polypropylene posterior sling.
The mean surgical time was 87.6 minutes and mean time of
hospital admission was 4.1 days. The authors reported three
peroperative complications, two bladder perforations and one
rectum perforation. We also report four postoperative complica-
tions, two haematoma and two mesh erosions, both with
polypropylene mesh (erosion rate=1.5 %).
Conclusions:
The results of this study agree with previously reported efficacy,
safety and simplicity of this surgery. However, more long-term
data is required for drawing solid conclusions concerning the
superiority of the discussed operative technique.
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COMPLICATIONS FOLLOWING SYNTHETIC TAPES
FOR STRESS URINARY INCONTINENCE IN INDIAN
WOMEN
S. SINHA, R. SINHA, S. R. SIRIGIRI, R. B. JYOTSNA,
K. K. SRINIVAS;
Medwin Hosp., Hyderabad, India.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To evaluate the complications encountered during synthetic tape
surgery for stress urinary incontinence.
Background:
Although synthetic tapes are being used in India since the last
9 years, the total number of surgeries performed remains small.
While no database exists, the total numbers are likely to be in the
region of 1000 surgeries across a country of 1.3billion individuals.
This series includes both patients operated at our center (62
patients, 10 complications) as well as those operated elsewhere (4
complications from an unknown denominator).
Methods:
All patients presenting with complications after synthetic tape
surgery were included. 14 patients were seen with complications
(bleeding 1, perforation of bladder 1, vaginal erosion 4, urethral
erosion 1, entry wound problems 2, voiding difficulty 1, thigh pain
5). In addition, two patients had failed resolution of stress
incontinence and 13 had urgency (4 had urge incontinence).
Complaint of any leakage of urine by the woman was categorized
as failure, irrespective of the volume or cause of leak. For our own
patients the mean follow up was 16.8 months (1 month to
48 months). The average age of the patients was 43 years. 4
complications were noted following retropubic tapes while 10
presented following transobturator tape surgery.
Results:
Bleeding in one patient was managed by pressure without
transfusion while bladder perforation by the trocar was managed
by re-introduction of the trocar. Vaginal erosion was treated by
local estrogen (2), trimming (1) and flap reconstruction (1).
Voiding difficulty resolved spontaneously as did leg pain in all 5

patients. One woman with low volume suprapubic draining
sinuses refused treatment while another woman with nodular
labial induration needed tape excision. The woman with urethral
erosion needed take-down of her tape. All patients ultimately
achieved satisfactory resolution. The woman with failure was
significantly improved and elected to wait. Six of the 13 with
urgency and urge incontinence (including all 4 with incontinence)
are on anticholinergics. All women with urge incontinence had
small volume leaks and became dry on medication. Both the
women with stress incontinence had small volume leaks that was
not bothersome. All women with complications had their initial
presentation within the first year following surgery with 11 of the
14 women presenting within 3 months. The larger proportion of
patients following transobturator surgery as compared to retro-
pubic tapes is probably a reflection of the larger number of
transobturator surgeries that are being performed in our patients.
Conclusions:
Although simple to perform, complications following synthetic
tapes for stress urinary incontinence are not uncommon. Most
of them present within the first year following surgery and
management does not entail a take-down of the previous
surgery.
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Objectives:
In this series we present our experience with transurethral
endoscopic excision of 4 cases of eroded iatrogenic foreign
material into the bladder or urethra.
Background:
Erosion of iatrogenic foreign material into the urethra or the
bladder is an uncommon but significant complication of conti-
nence surgery. Corrective surgical techniques include transvaginal
excision with urethrotomy, transurethral resection or extraperito-
neal laparoscopic excision.
Methods:
Of the 4 cases presented (A-D), A and B had undergone a
retropubic midurethral tape, case C colposuspension and case D
multiple periurethral bulking injections with collagen, Durasphere
and a transobturator tape. The intervals between continence
intervention and transurethral excision of foreign material for
each case (A-D) were 6, 6, 13 and 8 years. All cases presented
with irritative bladder symptoms and/or haematuria and recurrent
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urinary tract infection. The first 3 cases underwent transurethral
holmium laser excision. At endoscopy the eroded foreign material
was elevated and the holmium laser was used to resect the margins
close to the urethral or bladder mucosa. The fourth case had
urethral exposure of carbon coated zirconium beads (Durasphere).
These were excised using a transurethral biopsy forceps.
Results:
Complete surgical excision was achieved with an endoscopic
approach in cases B, C and D. Case A required a second
procedure with laparotomy to remove residual mesh traversing
the submucosal area near the bladder neck. This was deemed
unsuitable for further endoscopic resection.
Conclusions:
Transurethral endoscopic excision is successful in selected cases.
Urethral tape erosions appear most suitable for transurethral excision.
Mesh erosion into the bladder usually requires an open procedure.
Advantages of endoscopic excision include a minimally invasive
approach and low morbidity. The alternative surgical approach for
urethral mesh erosion of transvaginal urethrotomy, carries substantial
risks of injury to the urethral sphincter with subsequent stress
incontinence and/or fistula formation. Prospective studies are
required to further evaluate transurethral endoscopic resection.
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SPONTANEOUS VAGINAL RUPTURE WITH PROLAPSE
OF SMALL BOWEL IN A PATIENT WITH UTEROVAGINAL
PROLAPSE
A. DUNGL, J. KREMER, A. BRUNNER, P. RISS;
Landesklinikum Thermenregion Moedling, Moedling, Austria.

Consent obtained from patients: Not Applicable
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Objective:
We report a case where rupture of the vagina with herniation of
small bowel occurred with the uterus in place.
Background:
Vaginal wall rupture with intestinal herniation is a rare gynecologic
emergency. Most instances occur in patients after hysterectomy with
rupture of the vaginal vault and prolapse of small bowel.
Case report:
A 64-years old woman presented to our emergency department
with massive prolapse of the small bowel beyond the vulva and
uterine descent grade III.. She had noticed prolapse of the uterus
one year previously, but had not sought medical attention. Her
gynecologic history was uneventful except for 2 vaginal deliver-
ies. While walking her dog, the patient experienced a sudden
strong pull, fell down, and immediately noticed heavy vaginal
bleeding and protrusion of the small bowel. On admission one and
a half hour after the event, clinical examination showed total
uterine prolapse, evisceration of 30 cm of small bowel and
moderate vaginal bleeding. The patient had normal vital signs, the
bowel appeared viable, nonedematous but irreducible through the
vagina. The patient was transferred to the operating room
immediately. Under general anaesthesia a gynecologist and a

general surgeon performed a lower midline laparotomy and were
able to reposition the small bowel and he uterus. Careful
inspection revealed no trauma to the bowel, bladder or uterus. A
total hysterectomy with blilateral salpingo-oophorectomy was
done, and bowel resection was not deemed necessary. The opening
in the posterior vaginal wall was closed with interrupted sutures,
and the operation was completed with a sacropexy with Prolene
mesh interposition. The postoperative course was uneventful.
Three months postoperatively, the patient reported no complaints
of vaginal descent or LUTS. Vaginal examination showed second
degree cystocele (to the hymenal ring) but good support of the
vaginal apex and the posterior compartment.
Conclusions:
Vaginal rupture with prolapse of the small bowel is a potentially
life-threatening condition. Recognized risk factors include previous
hysterectomy and sudden increase in intra-abdominal pressure. Our
patient was exceptional insofar as she had a prolapsed uterus and
rupture of the posterior vagina. Surgical intervention consisted in
laparotomy and repositioning of the prolapsed bowel. We were able
to demonstrate that successful fixation of the vaginal vault by
sacropexy with mesh interposition can be done at the same time.
References:
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Objective:
The main purpose of this study is to determine the prevalence of
urogenital infection with Chlamydia trachomatis in asymptomatic
men attending reference laboratory of Tehran Bu-Ali hospital from
Dec 2005 to may 2006.Although This has been done frequently in
many parts of the world, but we are going to do it for the first time
in Iran.
Background:
Chlamydia trachomatis is a common curable, bacterial sexually
transmitted disease. The world health organization (WHO)
estimated that 90million cases occur annually on global basis.
The epidemic of Chlamydia trachomatis (CT) has been well
documented in adolescent females, but information is limited
regarding its prevalence among a healthy population of sexually
active adolescent males.
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Methods:
This is a cross-sectional study done on 140 asymptomatic 15–
49 years old men attending to reference laboratory of Bu-Ali
hospital to be tested for employment or marriage. Method of
sampling was random and the samples were taken F.C.U
(Participants had not voided for the least 2 hours). Meanwhile,
Participants completed a questionnaire containing personal iden-
tifications such as age, marriage status, education, job and etc.
Demographic data and PCR results were analyzed by SPSS
Software V13.
Results:
Only one out of 140 samples (0.7%) was positive for Chlamydia
trachomatis by PCR (%95 CI: %0-%2.07). Based on prior
multiple and valid studies, screening only for women populations
with 3.1- 10 % Chlamydia trachomatis prevalence or screening of
women and men in populations with at least 6% prevalence is cost
effective.
Conclusions:
This study can say that screening for Chlamydia trachomatis by
PCR method in Iranian young asymptomatic men is not cost
effective. However, for evaluating the true prevalence rate wide
studies with large sample sizes are needed. It seems that for
epidemiologic and screening purposes serology may be more cost
effective than PCR in lower prevalence populations.
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Objective:
This is a prospective comparative review of the DesaraTM Sling
system from Caldera Medical with Monarc Subfascial Hammock
from AMS for the treatment of stress urinary incontinence(USI).

We would like to show that Desara sling is as effective as the
Monarc slings in treating (USI).
Background:
This is a prospective comparative review of the DesaraTM Sling
system from Caldera Medical with Monarc Subfascial Hammock
from AMS for the treatment of stress urinary incontinence(USI).
We would like to show that Desara sling is as effective as the
Monarc slings in treating (USI).
Methods:
All patients underwent preoperative assessment and had a detailed
history and clinical examination done. They underwent preoper-
ative urodynamic assessment to exclude other concomitant bladder
disorders. Intraoperative complications and blood loss were
documented. Patients had routine cystoscopy intraoperatively
performed to rule out bladder or urethral injury. Postoperatively
patients were reviewed at two weeks, six weeks, three months and
then six monthly after surgery. Patients had urodynamic assess-
ment postoperative within three month after surgery.
Results:
Preoperative urodynamics confirmed the stress incontinence and
there were no other abnormalities. 2 ( 11%) patients in the Monarc
group had only USI whereas 3 (15.8%)in the Desara group had
only USI. The rest of the patients required concomitant procedures
of vaginal hysterectomy and or pelvic floor repair. There were no
introperative complications. The average blood loss was minimal
for the associated suburethral sling procedure. The follow up were
from two to 15 months. Postoperatively patients were prescribed
oral analgesics and for two weeks. All patients were discharged
after passing a trial of void. Only 1(5.2 %) patient with Desara
failed the trial of void and required sling division 4 weeks later.
However she remained continent. At six weeks post surgery
patients all were generally well. None complained of significant
pain in both groups. Subsequent reviews showed no evidence of
erosions. 1 patient had recurrent urinary tract infection on the
Monarc group and 1 patient with Desara had urgency with a
cystoscopic diagnosis of chronic cystitis. There was 1 patient with
Desara and 1 patient with Monarc who had denovo overactive
bladder requiring anticholinergics. All patients were cured of
stress incontinence with 1 patient with Desara had only 90% cure.
All patients were satisfied with the sling procedure.
Conclusions:
We conclude that DesaraTM sling system is as effective as the
established Monarc system for the treatment of stress urinary
incontinence. There were no immediate complications and no
significant medium or long term complications. Voiding dysfunc-
tion was minimal . The cure rate was more than 90% in all cases.
Continuous long term follow up of these patients and other
patients in the future will provide the evidence of the long term
effectiveness and safety of this sling.
References:
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Objectives:
To evaluate the O’Leary-Sant interstitial cystitis symptom index
(ICSI) and interstitial cystitis problem index ICPI) scores of
patients with interstitial cystitis (IC) before and after bladder
hydrodistension (HD).
Methods:
Every female patient presenting to our OPD to R/O IC
between November, 2004 and January, 2006 was evaluated
for urinary symptoms using the validated survey, namely the
O’Leary-Sant ICSI and ICPI. A total of 100 IC patients,
diagnosed by NIH-NIDDK diagnostic criteria of IC, were
treated by bladder HD under intravenous general anesthesia
and they were all followed up with diaries weekly for about
eight weeks after HD. Then, all patients were asked to come
back to our OPD for F/U every one to three months. The
O’Leary-Sant ICSI and ICPI was evaluated again when the
patient came back.
Results:
The O’Leary-Sant ICSI and ICPI of the patients with IC before
and after bladder hydrodistension(HD) was as follow.
Conclusion:
The O’Leary-Sant(OLS) interstitial cystitis(IC) symptom and
problem index scores provide important insight into symptom
change and the scale to evaluate the effect of IC treatment.

The O’Leary-Sant ICSI and ICPI scores

ICSI ICPI

Mean SE* Mean SE

Before HD (n=100) 14.24 3.08 13.17 2.41

After HD (n=23) 3.57 1.78 3.43 1.83

*SE, standard error
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Objective:
Report of combined operative treatment for rectal and vaginal
prolapse using a perineal approach.
Background:
Vaginal prolapse and pelvic floor dysfunction in the setting of
rectal prolapse is common. The risk factors for these conditions
are similar. Previous reports suggest that single compartment
prolapse repair can under treat the patient’s symptoms possibly
exacerbating symptoms related to the untreated or overlooked
compartment. Therefore some authors advocate having patients
with rectal prolapse or bowel dysfunction undergo a comprehen-
sive and multidisciplinary pelvic floor investigation to identify
other pelvic floor abnormalities and, if indicated, perform
concurrent surgical procedures. The vaginal approach to pelvic
prolapse surgery confers many benefits including less post-
operative pain, quicker return to activities of daily living, and
possibly decreased morbidity. The optimal approach and type of
procedure to correct rectal prolapse has yet to be determined. A
literature search utilizing “pelvic organ prolapse” and “rectal
prolapse” revealed 91 reports. None described a combined
perineal approach using only native tissue to correct both rectal
and vaginal prolapse simultaneously.
Methods:
Three patients demographically similar in age (80 to 83 years),
parity (2–3), vaginal prolapse (stage IV using POP-Q system), and
with full thickness rectal prolapse underwent a combined
procedure. All patients had symptomatic pelvic organ prolapse
with associated pelvic floor dysfunction. They completed a
multidisciplinary pelvic floor evaluation prior to their procedure
following our standard of care. All three patients underwent a
perineal proctosigmoidectomy with levator myorrhaphy to correct
their rectal prolapse. Transvaginal procedures to correct the
vaginal component of their pelvic organ prolapse included
sacrospinous ligament fixation in the first patient, while the other
two patients underwent colpocliesis. The procedures were
performed in the high lithotomy position using candy-cane
stirrups for the first patient. For patients 2 and 3, the perineal
proctosigmoidectomy was performed first in the prone jack-
knife position followed by positioning to the high-lithotomy
position for the vaginal repair.
Results:
All patients tolerated the combined procedures well. Estimated
blood loss was 250 cc, 70 cc, and 125 cc respectively. Operative
time was 208, 170, and 191 minutes. All had uncomplicated post-
operative hospital courses meeting discharge criteria on post-
operative day 2. Our first patient experienced a recurrence of rectal
prolapse within 4 months of repair thought to be due to technical
factors. It was initially corrected with a repeat perineal procto-
sigmoidectomy in the prone jack-knife position. This patient
tolerated the second procedure well and had an uncomplicated
post-operative hospital course. Her second perineal proctosigmoi-
dectomy was transiently successful, but noted to have a second
recurrence within 4 months. She is being considered for an
abdominal procedure. Our other two patients have experienced
complete resolution of their multi-compartment prolapse symp-
toms, marked improvement of previous fecal incontinence, and
prompt return to their activities of daily living.
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Conclusions:
Performing a combination of perineal proctosigmoidectomy with a
transvaginal prolapse repair in the setting of symptomatic rectal
and vaginal prolapse may be an effective multidisciplinary
strategy to capitalize on the recovery advantages of the perineal
approach, address all prolapse compartments simultaneously, and
reduce the number of separate procedures.
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Objective:
To determine the safety of the transobturator tape (TOT) during
the intra-operative, immediate post-operative, early and late post-
operative periods.
Background:
While there is a wealth of data with regard to complications at the
time of and following TVT® placement, there have been few
reports evaluating the safety of the TOT. Most of the published
data regarding TOT morbidity relate to small case series or case
reports regarding unusual or significant TOT complications.
Methods:
Patients presenting to a urogynaecology tertiary unit with SUI and a
stable bladder were recruited. TOT placement was performed using a
standard outside-in technique. Cystoscopy was undertaken to exclude
bladder or urethral injury. At the end of the procedure, 300mls of
normal saline was left in the bladder to facilitate an early trial of void
(TOV). Peri-operative details and complications were recorded.
Immediate post-operative period: Time to first void and volume voided
(vvol) were recorded. Post-void residual (PVR) was measured using a
BladderScan® BVI 3000 or a urethral catheter. Patients then
underwent a standardised TOV. Post-operative period: At each
follow-up visit, patients were assessed regarding their continence

status, presence of vaginal, groin, or thigh pain, vaginal discharge,
voiding function, sexual activity, and dyspareunia. Vaginal examina-
tion was performed to check for urinary leakage on cough or
valsalva, exclude tape erosion, and assess vaginal or groin tenderness.
Results:
Intra-operative period: The median operating time was 35(IQR 30–45)
mins with a median EBL of 25(IQR 20–50)mls. Vaginal perforation
occurred in 3(4%) patients but there were no cases of bladder
perforation, bowel injury, urethral injury or major haemorrhage.
Immediate post-operative: 5 patients initially had an unsatisfactory
TOV. 2 had UTIs and were catheterised for a mean duration of 16
(R 12–32)hours after which they passed a TOV. Median duration
of stay was 1 day. None of the patients was re-admitted for urinary
retention. Early (6 weeks) and late (>6 weeks up to 24 months)
post-operative period:
The most common complication was tape extrusion/erosion
(Table 1). Seven (8%) patients had an extrusion/erosion: 6/57
patients had an ObTape® and 1/27 patients an Aris® . 3 patients
had a lateral sulcus extrusion/erosion, the rest were midline.

Table 1: Complications at the early (6 weeks) and late (>6 weeks)
post-operative period

6 w 6 m 12 m 24 m

Patients attended (N) 81 59 54 37

Tape erosion 4 2 1 0

Vaginal pain 1 0 0 0

Recurrent UTI 0 0 1 0

One patient developed recurrent UTIs with persistent voiding
dysfunction and underwent division of the tape with symptom
resolution. Three patients had recurrent SUI and required further
surgery (2 periurethral bulking, 1 TVT™). Five patients developed de
novo bladder overactivity. There were no cases of groin/thigh pain or
abscess formation/infection. 80% of the patients were sexually active.
None of these women reported de novo dyspareunia at follow-up.
Conclusion:
The TOT is an effective and safe procedure for the correction of
SUI. Its complication profile is different from the TVT. Intra-
operative complications including bladder or urethral injury and
major haemorrhage are significantly reduced compared to TVT.
The most common short and long-term complication is tape exposure.
As this may be asymptomatic, post-operative follow-up with vaginal
examination is essential for early detection and intervention.

532
THE PREVALENCE AND CARE METHOD
OF URINARY INCONTINENCE IN OLDER PATIENTS
AT SANATORIUM IN YOUNGNAM PROVINCE, KOREA
T. H. KIM1, K. H. MOON2, D. W. CHOI3, Y. G. SUNG4,
D. W. KIM5, W. Y. CHO1;
1Dong-A Univ. Hosp., Busan, Republic of Korea, 2Ulsan Univ.
Hosp., Ulsan, Republic of Korea, 3Youngdo Hosp., Busan,
Republic of Korea, 4Choonhae Hosp., Busan, Republic of Korea,
5Bongseng Hosp., Busan, Republic of Korea.

Int Urogynecol J (2009) 20 (Suppl 3):S241–S491 S463

dx.doi.org/10.1002/14651858.CD001758.pub2
dx.doi.org/10.1002/14651858.CD001758.pub2


Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The goal of this study was to estimate the prevalence rate of
urinary incontinence in Sanatorium over 65 years old.
Methods:
This study was conducted in 13 sanatorium in yungnam province,
in Korea. The data was collected from February 2nd to September
28th in 2008. The total number of hospitalized patients were 834.
The interviews using questionnaires regarding general charecter-
istics, obstetric history, incontinence, and management of incon-
tinence. The study was designed as cross-secctional study.
Results:
Of 834 patients over 65 years old, the prevalence rate of
incontinence in all responders was 48.1%. The prevalence rate of
stress incontinence, urge incontinence, mixed incontinence, and
functional incontinence were 25.7%, 6.5%, 8.0% and 51.9%
respectively. Among the patients who has urinary incontinence
symptom, 28.6% has dermatologic problem around perineal area
which associated with urinary incontinence.
Conclusions:
The prevalence rate of incontinence for elderly patients over
65 years old at Sanatorium in Pusan, Korea was 48.1%. But
systemic management of urinary incontinence in this patients is
unsatisfactioned. The further medical service and education will
be needed for the proper management of these patients.
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Background:
A 44-year-old woman presented to our institution with the
complaint of involuntary urinary leakage during abdominal
straining for more than two years.
Methods:
Transobturator sling procedure with Surgisis (Cook Biotech
Incorporated, West Lafayette, IN, USA) was then performed.
Results:
On postoperative day 22, she reported left perineal swelling. The
patient had noted no pain and no fever, and she was continent.
Pelvic examination revealed swelling and erythematous change
developed at the left perineal incision site. At the same time,
surgical incision was made to facilitate drainage, bacteriological
samples were taken and biopsy was also done. The pathology
revealed the pictures of Graft-Versus-Host Disease (Figure).
Follow-up of this patient with up to 3 months, she had a complete
remission of symptoms and remained continent.

Conclusions:
Transobturator tape operation using small intestinal submucosa
(SIS) is a new method for urinary stress incontinence. While
transobturator procedure (TOT) is thought to lower the complica-
tions of tension-free vaginal tape procedures (TVT), and SIS can
lower the erosion rate of previous synthetic mesh. Small intestine
submucosa (SIS) is an acellular, non-immunogenic, resorbable,
xenogeneic, collagen-based biomaterial that is derived from the
extracellular matrix of procaine small intestinal submucosa.
Unfortunately, Graft-Versus-Host disease developed in our patient
within one month after operation.
Tracing back her medical history, she had a history of drug allergy
to Aspirin. Therefore, we must be aware of the risks in patient
with history of any type of allergy. Moreover, patients and her
families should be informed about the possibility of complications.
This underlies the need for careful evaluation of the biocompat-
ibility of any new implantable mesh tape before it becomes
available for clinical application.
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Objective:
To evaluate pelvic floor muscles strength by vaginal palpation and
ultrasonography. This included the collection of pilot data to test
questionnaires, evaluation methods and inform sample size
calculations in preparation for undertaking the full trial.
Background:
The identification of discrete injuries to the muscles and
connective tissues that lead to pelvic organ prolapse is needed to
improve our understanding of the pathophysiology of pelvic organ
prolapse and to develop strategies of prevention (1). Furthermore the
evaluation of pelvic floor muscle strength is an important parameter
in clinical and scientific issues regarding pelvic floor training (2).
Methods:
Nine women (55.1±6.2 years-old) with stage II prolapse were
recruited at Urogynecologic and Vaginal Surgery Ambulatory of
Federal University of São Paulo. A pelvic organ prolapse
quantification (POP-Q) (3) examination was performed and used
to determine eligibility for inclusion in this study. Women were
selected to a standardized physiotherapy evaluation consisting
over a two- week period. Initially, a history was taken, anatomy
and function of the pelvic floor muscles (PFMs) were taught and
types of prolapse explained. Also was applied the P-QOL
questionnaire. Women were taught how to correctly contract the
muscles previously the digital palpation (Oxford modified scale)
was taken. In another inquiry, the cross sectional area (CSA) of
levator ani was measured by ultrasonography.
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Results:
Table 1: CSA, Oxford and Endurance results

CSA (cm2) Oxford Endurance

Media and SD 1.32±0.5 2.3±1.1 3.2±2.2

Table 2: Prolapse quality of life domain scores

Domain Media and SD

Health global perception 37.5±13.7

Pelvic organ prolapse impact 27.7±25.1

Function limitation 11.1±17.2

Physical limitation 27.7±32.7

Social limitation 0

Personal relationship 2.8±6.8

Emotion 1.8±4.5

Sleep and provision 13.8±16.3

Severity 9.7±20

Conclusions:
Were founded decrease of pelvic floor muscle strength, endurance
and quality of life in all evaluated women. Sixty three women will
be randomised and advised to do at least 3 sets of exercises daily.
Lifestyle advice will also give. Twenty one women will be
randomised to the control group (lifestyle advice information sheet
only). This study is supported by FAPESP (Research support
foundation of São Paulo state).
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Objective:
The aim of the study was to explore the experiences of Asian
women who sought help for urinary incontinence in primary care.
Background:
Recommendations for assessment and treatment of urinary
incontinence in primary and care have been published by the
UK’s National Institute for Clinical Excellence (NICE)1.Although
quantitative studies have suggested poor provision of care for
incontinence within the primary care setting; there are little
qualitative data examining ethnic minority patients’ experiences
of continence care in the primary care setting.
Method:
10 Asian women suffering from urinary incontinence were
identified from the general practice register and invited to take
part in a semi-structured interview. Interviews were recorded,
translated and transcribed. Qualitative thematic analysis was
performed on the data.
Results:
The following themes were identified;

& Feeling towards treatment options offered and care received.

& Choice of health professional and their gender in primary care.

& Barriers to effective consultation.

& Suggestions to improve service.

Transcript excerpts:
“My GP is female; she told me I have infection so she gave me
antibiotics. Sometimes I leak in bed, and they don’t give me pads
so I put a black plastic bag you know the garbage bag. I went to
them and said I need nappies for night time, but she wouldn’t give
me nappies as she said it’s not my age yet” (44 yrs old)
“We just get a repeat from the receptionist. The GP doesn’t
examine me again. He sorted the nappies out. He asked me to fill a
form out for them” (55 yrs old)
“If I had a choice I prefer a woman but when you have kids there
are male doctors you can’t stop that.”(45 years old)
“I would see the practice nurse, because I think she sees lots of
women and has more experience. She knows how to talk to
women and deal with women. I felt more confident with the
practice nurse than with the GP because of the way she talked to
me. She explained everything well” (51 yrs old)
“I prefer to listen to the radio. I think with listening you take more
in, but with reading your mind is elsewhere. And you can listen
while your doing the housework” (55 years old)
“I can speak little English but when they talk more I can’t
understand I haven’t asked for an interpreter nor have they asked
me for one. If I don’t understand then I ask them to repeat, if I
don’t understand I ask the pharmacist in Boots she is Gujarati and
she can explain better. Sometimes I don’t understand what names
they use so I ask them to write it down so I can show it to my
husband” (46 yrs old)
“Usually my husband comes with me, but a few times they said
there is no interpreter so we sat for hours and then had to come
home.”(68 yrs old)
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Women were divided in their choice of health professional some
preferred female GP others the practice nurse, whilst some wanted
a direct referral to hospital, as they felt little was being done in
primary care. Lacks of interest, repeat prescriptions with no
benefit, and a delay in referral to hospital were some of the
reasons put forward for the confusion and frustration over the
management they received. They felt the interpreting services
were unreliable, and had to ask a relative to attend the
consultation. Women suggested improving the services by
educating the community by means of audio visual aids on the
condition but also emphasised the need for pro activeness of the
healthcare professionals in initiating and effectively managing
urinary incontinence.
Conclusion:
This study highlights some of the barriers in effective continence
care and suggestions of service improvement for women from an
ethnic minority background.
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Objective:
This is an observational, quantitative descriptive study.
Background:
The normal vagina is almost a straight hallow tube that
extends postero superiorly towards the sacral promontory. The
horizontal upper third of the vagina lie upon the levator plate
which is formed by the fusion of the pubococcygi muscles
posterior to the rectum. Preserving the vaginal depth by fixing
the vault above the levator plate will lessen any tendency for
telescoping since increase in intra abdominal pressure com-
press the vagina against the levator plate. If the upper vaginal
axis is not taken care in reconstruction, short vagina ending
anterior to the levator plate will tend with time to become
even shorter, since intra abdominal pressure may be transmit-
ted in the axis of the vagina. These in turn tend to push the
shortened vaginal vault over the edge of the genital hiatus, a
beginning stage of the vault prolapse. The distal posterior
vaginal wall defect and defective perineal body alters the
vaginal axis (Fig. 1).
Methods:
The maximum vaginal depth and horizontal axis of the upper third
of the vagina is restored anatomically, after removal of the bulky
uterus without descent. This approach is by combining the site-

specific repair of the Posterior Compartment to restore the
anatomical integrity of the recto vaginal septum with apical
suspension after obliterating the deep cul-de-sac. The amount of
posterior vaginal wall to be excised is carefully calculated. The
pre-operative ICS-POP-Q data -3Aa, -3Ba, -6C, -5D, -2Bp, -1Ap,
6.5tvl, 3gh, 2pb.
Results:
The site specific defect repair of the all the three levels of the
DeLancey vaginal supports of the posterior compartment is the
technique of choice in sexually active women to reduce the bulge.
The advantages of the modified McCall culdoplasty is that it not
only closes the redundant cul-de-sec and associated enterocele but
also provides apical posterior vaginal wall support and lengthening
of the vagina. The post-operative ICS-POP-Q data, without site
specific repair was -3Aa, -3Ba, -5C, —D, -2Bp. -1Ap, 5tvl, 3gh,
2pb. The data after site specific repair of the posterior compartment
and apical suspension was -3Aa, -3Ba, -9C,—D, -3Bp, -3Ap, 11tvl,
2gh, 3pb (Fig. 2).
Conclusion:
The overall goal in corrective posterior pelvic surgery must
always be restoration of the normal vaginal axis in order to
preserve the pelvic valve mechanism. This axis normally
should incorporate a perineal superior convexity in its lower
half with an almost horizontal plane throughout the upper
vaginal half to rest on the levator plate, when the patient is
standing. The caliber of the vagina at the conclusion of vaginal
reconstruction should be three finger breadths in sexually active
women.
References:
1. Nichols DH, Paul. S. Milley, Randall CL, Significance of
restoration of normal vaginal depth and axis. Obstrect Gynecol
1970; 36- 251–256.
2. Mark D.Walters. Tristi W. Muir .Surgical Treatment of
Rectocele and Perineal Defects. In: Mark D.Walters, Mickey M.
Karram, eds. Urogynacology and Reconstructive pelvic surgery
3rd ed, United State of America, Mosby. Elsevier 2007; 55–61,
246–262.
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Objective
To introduce an effective and modified method for the treatment of
cornual pregnancy
Background:
Traditionally, treatment of cornual pregnancy has been cornual
resection or hysterectomy by laparotomy. Some laparoscopists
have treated this form successfully by cornual resection. However,
operating hysteroscopic management might be a new therapeutic
modalities in cornual pregnancy.
Methods:
The 18 Fr Foley catheter was inserted through the cervical canal
after being dilated, and uterine cavity was irrigated with 300 ml of
3.5% H2O2 for coagulation. The cornual pregnancy was success-
fully treated with hysteroscopic operation after contracting the
blood vessel around the gestational sac and reducing the bleeding
using 3.5% H2O2 solution. Hysteroscopic removal of cornual
gestation under ultrasonographic guidance was performed
uneventfully.
Results:
From April 2005 through December 2008, 7 women with cornual
pregnancy were treated by hysteroscopic operation(table 1). All
patients had an unremarkable post-operative course. Serum beta
hCG levels were monitored post-operatively and exhibited optimal
decrease. The estimated blood loss was less than 30 ml. All cases
had histological confirmation of products of conception removed
from the cornu and were discharged after first or second
postoperative days.
Conclusions:
Hysteroscopic removal of cornual pregnancy using H2O2 is very
useful and safe and preserves fertility.

References:
1. David L. Katz et al. Combined hysteroscopy and laparoscopy in
the treatment of interstitial pregnancy. Am J Obstet Gynecol
2003;188:1113–4.
Table 1. Clinical characteristics of cornual pregnancy.
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Objective:
In the last years, the field of urogynecology has seen a
continuous increase in the use of vaginal slings for the
treatment of female urinary stress incontinence. The number
of reports of postoperative complications of anti-incontinence
surgery is also rising, including vaginal erosions, and granula-
tion tissue1, but also some rare findings such as bladder tumors
found by intraoperative cystoscopy while performing TVT
procedure2. We report a case of vaginal carcinoma following
transobturator tape procedure.
Background:
To date, reports of carcinomas developing as a reaction to foreign
material are rare. Nonetheless, as the use of sling and meshes is
increasing in every surgical field, this complication has to be
considered. Also, incidental finding of tumors while performing
incontinence surgery should be avoided by thorough pre-surgical
patient examination.
Case Report:
A 55 year old GII PII referred to our clinic with painful vaginal
granulation tissue after TOT implantation 18 months before. She
had been diagnosed with urinary stress incontinence in a community
hospital in 2007. TOT procedure was performed 07/2007 by the
urologic department of that hospital. 05/2007 she underwent a
partial sling removal because of vaginal erosion. No histology was
obtained. Persistent wound infection forced her to undergo another
surgical treatment with excision of granulation tissue in 08/2008 in
the same hospital. Again, no histology was obtained. Our clinical
examination in 12/2008 showed induration of the previous
vaginal incision, vaginal granulation tissue, and extensive
erosion of the suburethral region. Histopathological findings
showed vaginal squamous cell carcinoma. Radiologic imaging
reported an extensive disease, therefore anterior exenteration
with inguinal and pelvic lymphonodectemy, continent urinary
diversion with creation of a catheterizable pouch were performed
in our clinic.
Results:
18 months after TOT implantation a vaginal carcinoma pT2 pN1
(5/10) M0 L1 GIII pR0 was found.
Conclusions:
There are no previous reports of vaginal carcinoma after vaginal sling
implantation for urinary stress incontinence. In our patient, carcinoma
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could either have already been present at time of TOT implantation, or
it could have developed as metaplastic tissue reacting on foreign
material. Also, the diagnosis could have been delayed as the hospital
she was treated before missed to obtain histology of the vaginal
erosions. Therefore, two conclusions can be made. First, the surgeon
treating patients for supposedly benign diseases such as incontinence
and /or pelvic organ prolapse should check the patients for malignant
diseases of the female genital and lower urinary tract before performing
surgery. Second, we should include the possibility of carcinoma
developing out of erosions and /or granulation tissue after vaginal sling
and/or mesh precedures when we consider potential complications.
References:
1. Baessler K, Hewson AD, Tunn R, Schuessler B, Maher CF.
Severe Mesh Complications follwoing intravaginal Slingplasty.
Obstet Gynecol, 106(4), 713–716 (2005).
2. Wang CL, Tsai EM, Liu CM, Wu CH, Long CY.Incidental
finding of a benign bladder tumor during the tension-free vaginal
tape procedure. Gynecol Obstet Invest. 2007;63(1):28–30.
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Objective:
To describe a surgical technique to treat genital prolapse and
consequent symptoms, positioning a mesh through vaginal access
and to present our data, statistically significant, regarding a
12 months follow-up.
Methods:
We performed a prospective study including 20 patients affected
by genital prolapse undergoing surgical correction following the
Needless TVM Implant technique for mesh positioning. Data have
been collected between May 2007 and June 2007:

& 8 patients with Anterior Prolapse

& 7 patients with Posterior Prolapse

& 5 patients with Dome prolapse

This technique allows mesh implantation through vaginal access,
using a prolene sling shaped as Prolifit but without lateral arms.
For its application it is used the Capio Device.

The aims of this surgical approach is:

& To reduce surgical risk avoiding needle use through routs at
particularly high risk (obturatory recess), and to reduce the
area of heterologous material implanted in deep tissues

& To simplify the procedure, improving sling positioning and
reducing infective risk even keeping the same principles of
previous TVM.

This approach results as tension free, the mesh hanging at the
same anatomical structures used for classic intravaginal sling-
plasty. The application device is finger-guided, therefore safe. The
technique comprehends the following steps:

& Vaginal dissection for TVM positioning

& Stitches given for Capio Device as for TVM

& Prolift like Mesh positioning using the stitches previously
prepared

& Vaginal wall suture.

Results:
See Tables I and 2
Conclusions:
The follow-up period does not consent to state definitive conclusions.
However, new studies are encouraged by many aspects:

& The unique and original surgical approach based on valid
physiological and anatomic criteria;

& The fact that there is no need to use a tunneler underline the
critic role of transverse structures of perineum;

& The high rate of satisfied patients recovering genital prolapse
suggest to continue studing Needless TVM Implant technique.

& Further studies and a longer follow-up, will elucidate long
term safety and efficacy.
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Objective:
We consider the usefulness of regular application of vaginal tampon
during the first month after vaginal surgery to improve clinical outcome.
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Background:
The vagina and adjacent structures are subjected daily to
continuous variation:

& Bladder and rectal filling stretch surrounding tissues in
opposite directions;

& Valsalva manouvre determine increasing abdominal pressure;

& Sexual intercourses need rapid adaptation and distension;

& Delivery determine vaginal and pelvic consistent deformation.

These physiological modification should be considered during
reconstructive surgery, to carry out surgical strategies aimed at
allow and support them. After operation, cicatrisation phase lasts
approximateley 4 weeks, during wich tissues undergo light but
constant stresses (standing, coughing, increasing intraabdominal
pressure). Extensive suture to vaginal mucosa and the introduction
of prothesic matherials (ex. slings) can diminish mucosal and
submucosal elasticità, reducing the ability of different pelvic structure
to slide. Use of intravaginal medications after vagninal surgery is not
new: in 1938 Frank firstly described its usefulness. Vaginal
tamponade is used by the surgeon in order to reduce vaginal
bleeding. It is usually maintained for 24–48 h and then removed to
avoid infective complications. In literature there are no studies
regarding the use of vaginal tampons after vaginal surgery. Moreover
vaginal tissues are able to recover its previous aspect when important
prolapses are adequately treated and replaced in its original position.
Methods:
Performing vaginal surgery we suggest three fundamental steps:

& Perform vaginal suture with few stitches

& Do not remove apparently exuberant vaginal tissue

& Apply vaginal tampon for a reasonable postoperatory time, in
order to support surrounding tissues. This phase lasts
approxmately 30 days, the time necessary for the fibrotic
reaction to became firm and stable. The tampon we use is
made of polyvinilic alcohol foam, it is 6 cm long with a
variable diametre 2–3.5 cm, of soft consistency, almost absent
liquid absorpion and non abrasive surface. It should be
inserted into the vagina every day, in the morning, and
removed before going to bed in the night. We suggest to apply
an antiseptic cream as well to facilitate its sliding and
positioning and to prevent local infections. Its features allows
to compress, without reducing vascular perfusion. Such a
device protect the remodelled vaginal walls from physiolog-
ical stressing events which can lead malposition of prothesic
materials or abnormal recovery of submucosal and mucosal
tissue. The first control is made at 30 days.

Results:
In our experience the result is successful: vaginal lumen appears as
a long, cylindric pouch, and the mucosa reveals its characteristic
folded aspect granting elasticità.
In our opinion the use of intravaginal tampon for at least 1 months
after surgery allows to obtain results comparable to non
pathological vaginal aspect.

Up to now our data included only few patients and follow-up, just
begun, reaches 6 months.
Conclusions:
After vaginal surgery, the use of a tampon protects the healing
tissues from pressures and streching forces. In particolar it is
useful until cicatrisation has not become firm and solid. We
believe that daily application of vaginal tampon, positioned in the
morning until the evening, represent a valid device improving
physiologic vaginal structure.
References:
1. Frank RT. The formation of an artificial vagina without
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management of vaginal agenesis. J Pediatr Adolesc Gynecol. Oct
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Objective:
To review the outcome of suburethral tapes in treatment of urinary
stress incontinence-5 years experience (2003–2008)at King Fahad
National Guard Hospital in Riyadh/Saudi Arabia.
Background:
King Fahad National Guard Hospital /Riyadh , Saudi Arabia.All
Saudi patients treated in tertiarry referral centre.
Methods:
Retrospective chart review
Results:
A total of 186 cases were treated, one third had mixed urinary
incontinence. Urodynamic studies were performed in only one
third of the patients.The treatment success rate was 80%
(subjective complete cure in 146patients). The complication rate
was about 20% the most common was Urinary urgency in 26%
and tape rejection rate was 12%.Three types of tapes used
(Gynecare,Boston scientific & Tyco Healthcare).there were
only three bladder perforation cases.Two methods were used(
the retropubic approach and the transobturator approach).There
was no siginificat difference between one tape over the other.
10 cases got pregnant after the tape but all delivered by
cesarean section.
Conclusions:
Suburethral tapes are the gold standard method for treating
urinary stress incontinence in females. The rate of complica-
tion is around 20% which is comparable to international
figures.
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Objective:
To evaluate the use of a minimally invasive urethropexy for occult
incontinence in prolapse repairs.
Methods:
Design: Prospective follow up over one year period from Jun 2007
to December 2008.
Setting: University Hospital. Patients: 24 patients with Stage 2 or
greater prolapse of the apex with occult stress incontinence.
Interventions: Patients were chosen to have a regular suprapubic
TVT sling vs a Miniarc sling depending on the anterior
compartment findings after the prolapse was repaired. This was
based on symptoms before surgery and finding of paravaginal/
lateral defects on exam in the operating room.
Results:
Twenty-four patients underwent MiniarcTM sling placement after
a sacral-colpopexy procedure for apical prolapse. These patients
had a greater component of apical prolapse and no symptoms of
stress incontinence on presentation. After the prolapse was
corrected, the urethra was re-evaluated and urethral hypermobility
established. No lateral or paravaginal defects were noted after the
apical correction. These patients were then chosen to undergo the
miniarc sling as opposed to the full TVT sling.
The follow up period was 12- 16 months, and patients were seen
at 2 weeks, 6 weeks and at 1 year post-operatively. Stress
incontinence questionnaire was administered and all 24 patients
have been completely dry for a follow up period of one year. One
patient had some urgency symptoms before surgery and that has
persisted with need for an anti-cholinergic medication. One patient
complained of new onset urgency and was also diagnosed with
hypertension post operatively and has been treated with anti-
hypertensives. None of the patients reports any new onset stress
leakage.
Conclusions:
It has been recommended that all prolapse repairs be accompanied
by a urethropexy to avoid new onset stress incontinence or
unmasking of occult stress incontinence in patients after the
prolapse repair. Careful selection of patients can lead to greater
success with a lesser invasive prophylactic measure such as the
miniarc sling. Most patients though have symptomatic stress
incontinence with a concurrent prolapse and must be addressed
with both surgical procedures at the same time anyways.
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Objective:
Describe a patient with a vestibular ectopic ureter and the
treatment.
Background:
The incidence of ectopic ureter is 1 in 2000 births and 85% of
them are associated with pyelo-ureteral duplication. The terminal
portion can drain in the vagina, urethra, uterus and in very rare
cases in the introitus. The clinical manifestations of this entity are
continuous urinary incontinence and recurrent urinary tract
infection. If it´s associated with a non-functioning kidney, a
nephrectomy might be required, or a dissection of an accessory
ureter, in case of double collecting system. This medical condition
has an important impact in life quality because of the continuous
urinary incontinence and recurrent urinary infections. The thera-
peutic management mainly consist of ureteral reimplantation. In
15% of cases, the ectopic ureter is associated with other urinary
tract malformations.
Methods:
A 24 years old female patient with no personal pathological
history. Menarche at age 13, regular menstrual cycles and nubile.
She refer recurrent urinary tract infections and continuous urinary
incontinence since childhood, while still retaining the ability of a
normal and spontaneous voiding. Physical exploration shows a
normal-developed secondary sexual characteristics (Tanner 3
breast, pubic hair Tanner 4), normal urethral meatus. A 4 mm
diameter hole is observe 2 cm left from the urethral meatus, with
continous urinary drainage. Methylene blue test is negative. Pelvic
ultrasound: normal uterus and ovaries. Urinary tract ultrasound
reported normal kidneys and urinary tract. Intravenous urography
reported extravasation of contrast medium into the area vulvar /
vaginal, normal kidneys without uretheral or pyelocalicial dilata-
tion and no double-collection system.
Results:
The exploration was done under regional anesthesia and a
catheterization of the vestibular hole was perform. Exploratory
laparotomy was carried on, the retroperitoneum was opened and
the left ureter was catheterize, then it was dissected up to its distal
portion, and the distal end was tied and cut. The transplant ureter
was passed through a avascular portion of the left broad ligament,
an a submucosal tunnel in the detrusor wall was done for the
ureterocystostomy. After the procedure a double-J ureteral catheter
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was placed. The vaginal-vestibular portion of the ureter was
dissected and sutured. The Foley catheter drainage and a double J
catheter were left for 6 weeks, and withdrawn without complica-
tion. Follow-up 6 months: clinically healthy, no urinary inconti-
nence was reported anymore, negative urine cultures, urinary tract
ultrasound and intravenous urography showing normal kidneys
and urinary tract with no vesicoureteral reflux.
Conclusions:
The meticulous diagnosis work out of malformations of the
genitourinary system is important to prevent renal complications.
In this case, the surgery was successful, achieving and preserving
continence recover, and providing the patient for the first time an
adequate quality of life.
References:
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Objective:
To describe a Tension-Free Vaginal Tape (TVT) readjustment
technique three weeks after initial placement in a patient with
early failure of the procedure.
Background:
The recurrence caused by slackness of the TVT sling is rare1. The
recurrence can be treated with secondary anti-incontinence surgery,
the classic sling procedure or another TVT procedure2. There are
few reports about tightening a TVT after early failure, most of the
readjustments reported are to improve voiding dysfunction3.

Case report:
73 year old women, Gravida 2 Para 2, with stress predominant
mixed urinary incontinence and urethral hypermobility without
prolapse. Urodynamics demonstrated intrinsic sphincteric defi-
ciency and low pressures of the detrusor at maximum flow,
without voiding dysfunction. She underwent standard TVT
procedure under spinal anesthesia without complications. One
week later she complained of continous urinary leakage. On

physical examination she had a positive cough leak test and a
normal cystoscopy. She had a TVT readjustment under spinal
anesthesia three weeks after the TVT placement, presenting acute
urinary retention that required transurethral catheterization for one
week and piridostigmine 120 mg per day for four weeks. Two
months after the readjustment she remains without pharmacolog-
ical treatment asymptomatic without urinary incontinence or
voiding dysfunction.
Surgical Technique:
The procedure was performed in the operating room in lithotomy
position under spinal anesthesia. First, a suprapubic incision of
3 cm was made over the previous left incision, after blunt
dissection the tape was identified and clasped. An incision of 1 cm
in the vaginal suburethral mucosa was made along with dissection
until the tape was found. The tape was grasped lateral to the
urethra with a clamp to avoid elongation of the suburethral tape. A
scissor was placed between the tape and the urethra and then
pulled up from the abdomen until adjusted in the vagina. The tape
was tightened until a negative cough test was obtained with a
bladder volume of 300 ml. Finally, the wounds were sutured as
usual.
Conclusion:
The readjustment of TVT is another treatment option for early
failure of urinary stress incontinence with acceptable results.
References:
1. Tsia-Shu, Shu-Jane Lee. Treatment of recurrent genuine stress
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vaginal tape. Acta Obstet Gynecol Scand 83: 1005–1006 (2004)
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Objective:
To evaluate the effect of infracoccygeal sacropexy to urinary stress
incontinence symptoms.
Background:
Infraccygeal sacropexy is the surgery for prolapse uteri. That
surgery repairs post. compartment. Stress urinary incontinence is
well known symptoms which is caused by the defect of ant.
compartment. We want to check the surgery for post. compartment
improves the symptoms for ant. comparmnet defect.
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Methods:
From Oct. 2005.~Oct. 2007, 37 patients took infracoccygeal
sacropexy to correct their prolpase. They filled out a question-
naries about incontinence symptoms before and 1 year after
surgery.
Results:
Stress incontinence symptoms were improved in 82% of the
patients, but in 15% have newly occured stress incontinence
symptoms. About urge incontinence, 9% have newly occured
symptoms after surgery.
Conclusions:
Surgery for post. compartment can improve the ant. compartment
symtpoms, but others can be worsened. preoperative urodynamic
studies are required before correction of post. compartment
defects.
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Background:
We report three cases of cancerized genital prolapse in postmen-
opausal women with fourth degree uterovaginal prolapse.Surgical
and medical therapy are described for these patients affering to our
department.
Case Reports:
We present three postmenopausal women (mean age ....) with
fourth degree uterovaginal prolapse without ius combined with
vaginal cancerization, diagnosed by byopsy.
Hystological findings were respectively "epidermoid carcinoma of
cervix and vagina extended to bladder" ( case A) feb. 2007,
"epidermoid carcinoma of vagina" case (B) april 2008,"epider-
moid carcinoma of cervix and vagina"( case C) feb. 2009.
Diagnostic management consisted of cistoscopy for evaluation of
bladder infiltration and, in case of bladder envolvement, bilateral
ureteral stenting was applied. In one case was present bladder
infiltration and was performed partial cystectomy. In all cases
successful treatment consisted of radical vaginal hysterectomy
(Schauta II), colpectomy with ligamentous colposuspension with

fascial reconstruction of pelvic floor with anchoring of vaginal
cuff to uterosacral and sacrospinous ligaments, followed by
application of combined chemotherapy/ radiotherapy. The follow
up documents excellent results in regard to cervical cancer or
pelvic floor stability .
Conclusion:
Prevalence of malygnancy in vaginal prolaps occurs in about 0,1%
of cases and generally prevalence of any abnormality is
significantly lower in postmenopausal women when compared
with premenopausal women. As revealed in our report vaginal
ulcers associated with third/fourth degree uterovaginal prolapse
need systematical evaluation including byopsy for underlying
carcinoma. Treatment due to the rarity of this entity, as revealed by
medline search, was controversial previously and current review
of literature suggest surgical treatment with or without radiother-
apy as the optimum tretment for early stage.
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Background:
Nowadays the trans-obturator sub urethral tape (TOT) proce-
dure is often the first choice surgical treatment in stress
urinary incontinence. Previous techniques were known for
complications directly related to the penetration of the retro
pubic space. The newer TOT- procedure is developed to
bypass the retro pubic space while maintaining the positioning
of a tension free tape under the mid urethra. Evaluation of
these techniques has shown no difference in efficacy, but
fewer complications with the trans obturator technique. In this
case report we describe a fracture of the pubic bones
complicating this newer technique.
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Case Report:
We present a 52 year-old patient with severe pain in the left groin
region shortly after a TOT procedure. The procedure itself was
found to be technically difficult due to obesity of the patient.
Evaluation shows a fracture of the left inferior and superior ramus
of the pubic bone. The fracture was treated conservatively. Almost
a year later the fracture was still not united raising questions about
the exact positioning of the tape.
Conclusion:
Although the TOT procedure has shown to be superior surgical
technique in treating stress urinary incontinence with fewer
complications, this case report describes a specific and unusual
complication related to this relatively new technique.

548
RETROSPECTIVE AUDIT ON SYMPTOM RELIEF
AND PATIENT SATISFACTION AFTER TENSION FREE
VAGINAL TAPE INSERTION IN PATIENTS
WITH URINARY STRESS INCONTINENCE
A. TAHIR, V. STAMELOS, N. AKHTAR, J. COOPER;
Univ. Hosp. North Staffordshire,Stoke on trent, UK, Stoke - on -
Trent, United Kingdom.

Consent obtained from patients: Yes
Level of support: Not Applicable
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Objective:
The aim of the audit was to assess the degree of Urinary Stress
Incontinence symptom control and patient satisfaction following
TVT insertion.
Background:
A Retrospective audit to assess the cure rate in patients with urinary
stress incontinence after TVT insertion and to establish the complication
rate and subsequent outcomes for women undergoing TVT insertion.
Methods:
All patients who had TVT insertion for the treatment of urinary
stress incontinence between Jan 07 to April 07 in University
Hospital North Staffordshire, Stoke on Trent were included. Audit
criteria taken from National Institute of Clinical Excellence
(NICE) guidelines. A locally adapted patient questionnaire and
patient records were used.
Results:
Out of all 45 patients, 18 (40%) were complaining of pure USI, 27
(60%) of mixed incontinence, 26(58%) of urgency, 21(47%) of
nocturia and 16(36%) were using protection prior to TVT
insertion. Post operatively 86.09% patients were completely dry
and cured, 11.92% were improved in their symptoms, 2% had no
improvement and 4% of patients had no postoperative documen-
tation. There were no life threatening surgical complications.
Conclusions:
TVT is an effective and safe treatment for urinary stress incontinence.
The subjective cure rate and low level of complications are the same
as per guideline. Documentation needs improvement
References:
1. National Institute of Clinical Excellence
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Objective:
To report a case of conservative management of paravesical
hematoma secondary to anterior Prolift.
Background:
Because up to one third of the patients operated of genital prolapse
might require new surgery due to relapse, during the last years we
have seen the development of new surgical techniques and
prosthetic Kits that look for better results. Nevertheless, the
popularity these have gained has also allowed us to witness the
new complications related either to their use or to the learning
curve of surgeons with less experience or of beginners in this type
of surgery. Hematomas are infrequent, appearing in the different
series with rates of about 1% frequency.
Methods:
BRL, 55 years old , POP stage 3 Ba. In November 2008 she was
submitted to surgery for anterior Prolift which was performed with
no major intraoperative complications , presenting hypogastric
pain 5 hours postoperative time. An 8 cm tumor was palpated
upon physical examination. The abdominal and transvaginal
ultrasonography showed a complex ultrasound image of 110 x
80 x 60 mm.
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Abdomen and pelvis CT scan revealed a left paravesical
extraperitoneal hematoma of 12 x 7 x 5 cm that shifted the uterus
and the bladder to the right

The patient evolved hemodynamically stable with hematocrit
levels after 6 and 48 hours postoperative time of 31.2% and
32.1% respectively (preoperative hematocrit level of 41%). She
was treated with analgesics and antibiotics (Ceftriaxone 1gr / d+
Metronidazol 500 mg ev td for 48 hrs and then Ciprofloxacin
500 mg qd + Metrodinazol 500 mg td until completing 14 days).
The patient was discharged from hospital in good condition the
fourth postoperative day for ambulatory treatment and control. A
slow but sustained decrease both of the size of the hematoma and
of the pain was observed in the ambulatory follow-up. So far
(3 months follow up) no signs of infection, erosion of the mesh or
relapse have been observed.
Conclusion:
Extraperitoneal hematomas are an infrequent complication of the
use of Kits for prolapse repair surgery with prosthetic material.
Nevertheless, they must be considered in the differential diagnosis
of patients that evolve with excessive pain, significant decrease of
hematocrit levels or hemodynamic instability in early postopera-
tive time. Conservative management with analgesics and antibiotic
prophylaxis seems to be a safe alternative in hemodynamically
stable patients and it seems not to increase the risk of infection,
erosion or relapse.
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FEMALE PERINEAL BODY DIFICULT
RECONSTRUTION—A CASE REPORT
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Objective:
To describe a correction of a post-labour perineal scar after 2
previous interventions
Background:
The perineal body is a fibromuscular structure lying between the
vaginal introitus and the anus. It provides attachment for the
muscles of the pelvic floor and components of urinary and fecal
continence mechanisms. The perineal body usually measures 3 to
5 cm. Obstetric trauma is the most frequent cause of damage. If
detected, it must be corrected at delivery time.
Case Report:
A 59 year old woman, Gesta 3 Para 1, with destruction of the
perineal body during a vaginal delivery, was referred to our unit.
She had been submitted to two plastic surgeries with levator ani
muscle plication and interposition of cutaneous flaps. The patient
complained of fecal incontinence, recurrent urinary infections, and
sexual dysfunction. The gynaecological examination revealed an
inexistence of the perineal body; the external anal sphincter and
the levator ani muscle could not be identified. There were no other
pelvic floor defects detected. A complex reconstrunction of the
perineal body was performed with three fibromuscular flaps (at the
level of the rectovaginal septum, external anal sphincter and
levator ani muscle) and a cutaneous flap (double Y shaped). Six
months after surgery the patient reported an improvement of all
symptoms. The clinical evaluation showed a perineal body with
40 mm.
Conclusions:
The early detection and correction of labour lesions is very
important to keep the structure and function of the pelvic floor.
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NEUROFIBROMATOSIS AND OVERACTIVE BLADDER
REFRACTORY TO PHARMACOLOGICAL TREATMENT
CASE REPORT
S. RODRIGUEZ COLORADO, L. ESCOBAR DEL BARCO,
V. GORBEA CHAVEZ, A. OLGUIN ORTEGA, C. ASSMAR
DÍAZ DE LEÓN, E. GONZÁLEZ GONZÁLEZ;
Inst. Natl. de Perinatología, Mexico City, Mexico.
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Objective:
To contribute a case report of a patient with mixed urinary
incontinence and neurofibromatosis, with refractory response to
pharmacological treatment of the urge incontinence and a review
of the literature about neurofibromatosis
Background:
There are only a few reports about the urological consequences of
neurofibromatosis. Even if there is no involvement of the bladder,

S474 Int Urogynecol J (2009) 20 (Suppl 3):S241–S491



neurofibromatosis may cause symptoms or an upper tract
obstruction (1,2). Symptoms are usually related to urinary tract
obstruction or neurogenic bladder dysfunction due to the involve-
ment of the nerves supplying the bladder (3).
Case description:
A 44 year old woman gravida 2 para 2 presented with the
diagnosis of neurofibromatosis, hypertension and type 2 Diabetes
Mellitus. She complained of stress predominant mixed urinary
incontinence. On the physical examination, the diagnosis of
generalized peripherical neurofibromatosis, obesity grade I,
uterine leiomiomatosis, anterior vaginal wall prolapse stage II
AaBa and urethral hypermobility was made. A cystoscopy and CT
was performed excluding neurofibromatosis of the bladder or
pelvic plexus. Urodynamics demonstrated a hyperactive detrusor
and urinary stress incontinence. She was initially treated with
imipramine. A vaginal hysterectomy and anterior colpoplasty were
done. Over a period of four years the urge incontinence
aggravated. She was treated with impiramine, tolterodine, solife-
nacine and three cycles of inhibitory vaginal TENS with no
improvement. A ring pessary along with the solifenacine was
prescribed with an 80% subjective improvement of the urge
incontinence.
Conclusions:
The aggravated urological symptoms of a patient with neurofi-
bromatosis require excluding a tumor in the pelvic or vesical
plexus in order to give the best treatment. In this case the use of a
pessary along with solifenacine was the most successful course of
treatment.
References:
1. Blum MD, Bahnson RR, Carter MF. Urologic manifestations of
von Recklinghausen neurofibromatosis. Urology. 1985 Sep;26
(3):209–17
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Introduction:
Each year in the UK approximately 3000 women require operative
intervention for vaginal vault or uterine prolapse. Treatment for
these conditions may be conservative (pelvic floor training &
pessaries) or surgical. Sacrocolpopexy is often favoured as the
suspension achieved is anatomically correct and the incidence of
dyspareunia is therefore low. The procedure does involve the

placement of a mesh with concomitant risks of erosion and infection.
Both RCOG and NICE have produced guidance on this topic.
Objective:
To assess the assessment and outcomes of this procedure as
carried out at Southmead Hospital in comparison to the above
guidance.
Methods:
A retrospective series of sacrocolpopexy cases 2006–2007. 22
cases were identified by operation code and notes pulled. 14 sets
of notes were available for analysis.
Results:
5 patients had pre-operative POPQ charts completed. None of the
patients had formal assessment of quality of life documented.
Mean operation time was 148 minutes (range 60–186). Median
length of stay was 3 days (range 2–9). No serious intraoperative
complications were encountered in the course of this series. 1 year
follow up shows no cases of recurrent prolapse. 1 case of new
prolapse at another site was encountered—a rectocele requiring
posterior repair.
Conclusion:
The RCOG green-top guideline recommends the use of
objective, disease specific quality of life questionnaires and
standard quantifying tools such as POPQ. Such tools allow
more accurate assessment of individual outcome and assist
audit and research. They should therefore be routinely used in
assessment of our patients. Our results compare favourably
with published data in terms of operation time and length of
hospital stay. Although numbers are small, the procedure is as
safe and efficacious as would be expected from published
studies.
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TRANSVAGINAL REPAIR OF SEVERE GENITAL
PROLAPSE BY THE NAZCA PROCEDURE
J. ROA;
Davila Clinic, Santiago, Chile.
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Transvaginal repair of severe genital prolapse by the Nazca
Procedure
Objective:
The proposal of this work was to evaluate the clinics and
anatomical results, after transvaginal mesh repair using the Nazca
Tc and Nazca R System.
Background:
This retrospective study includes 17 patientes in Davila Clinic 14
(82%) patientes had a stage 4 anterior prolapse, 4 (23 %) had a
stage 3 or 4 posterior prolapse, 3 (18%) had stage 3 or 4 of uterine
or vault prolapse.
We employed POP-Q system in pre and post-operative assessment.
Patientes’ average age was 62 years
Methods:
A complete mesh (anterior-posterior) was used for 5 patients
(29%), anterior mesh only in 15 patients (88%) and posterior mesh

Int Urogynecol J (2009) 20 (Suppl 3):S241–S491 S475



in 2 patients (12%). Anterior mesh and Safyre TOT swing was
used in 2 (12%) patients who had urinary incontinence. In 1
patients with hysterocele, uterus was conserved because hysterec-
tomy was refused by patient
Results:
All patients were operated and assessed by the same surgeon.
The success rate was 94% (16/17)
We reported recurrence of cystocele (stage 2 ) in one case, and
sporadic de novo urge incontinence in one patient. Posterior
compartiment mesh exposure was observed in 1 patient, that was
treated and solved with vaginal estrogen.
Conclusion:
According to the results of this study of 1 to 22 months follow-up,
Nazca Tc and Nazca R system for transvaginal repair, appears to
be a excellent and safe procedure for treatment of severe pelvic
organ prolapse
References:
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urogenitales:Revisiòn de conceptos. Actas urol Esp 2008:32
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2. Hurtado EA, Apell RA: Management of complications arising
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Objective:
Evaluate the complications and short term success rate of the
transobturator tape for the treatment of stress urinary incontinence.
Background:
The use of the midurethral slings have increased importantly
during the last decade. The first sling was described by Ulmsten
and Petros in 1995, it had a retropubic approach but several
complications were reported as urinary retention, bladder perfora-
tion, retropubic hematoma and intestinal trauma. Another tech-
nique was developed in France by Delorme in 2001, the
transobturador approach, which would be more anatomical and
the complication risk would be minimize. Now a days, the
different transobturator approaches (in-out or out-in) are being
perform more frequently because of this advantages. It is a
surgical option for female stress urinary incontinence with short-

term and mid-term surgical outcomes comparable to the retropubic
procedure.
Methods:
Is a retrospective study of the transobturator tapes performed in
January 2005 to July 2007. The procedure was done under
epidural anesthesia with the in-out approach. The success rate, and
immediate, short-term and long term complications were recorded
at the first, second and third year.
Results:
Thirty seven women were included in the study, 56.8% of them
with stress urinary incontinence and 43.2% with mixed urinary
incontinence. 75,7%% of the patients had a prolapse correction
surgery asociated, 24,3% the transobturator procedures were
performed solely. Among the complications were 2 bladder
punctures, 1 periurethral fascia trauma, 6 urinary retention during
the first 24 hours and 1 patient required to mesh readjustment
because of voiding dysfunction. In the 1st and 2nd year follow-up
there were 2 cases of novo-overactive detrusor and 1 patient with a
urethral erosion. Objective success was 89% and subjective
success was 92%.
Conclusions:
Transobturator tape is a highly successful and a low morbility
procedure for the treatment of the stress urinary incontinence.
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POSTERIOR INTRA-VAGINAL SLING(PIVS)
FOR UTEROVAGINAL PROLAPSE
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Objective:
To evaluate long term functional result and the safety of the PIVS-
treated patients.
Background:
Pelvic organ prolapse is a common problem and may occur in up
to 50% of parous women. Surgical treatment commonly involves
a hysterectomy followed by vaginal vault suspension through
open abdominal or laparoscopic approaches. The posterior
intravaginal sling has recently been introduced. This PIVS
operation could conserve the uterus and is feasible and effective
procedure.
Methods:
Twenty-one patients, from December 2005 through January 2008,
underwent the PIVS operation. Median age was 62.6 years(range
42 -75) and median parity was 4(range 1–8). Nineteen patients had
uterovaginal prolapse stage III or IV and 18 patients also showed
cystocele. Two patients had uterovaginal prolapse stage II and
underwent CISH or cervical amputation.
Results:
Intraoperative and postoperative complications were absent. All
patients except three patients are now free of urinary or pelvic
symptoms with a functional vagina, after 12~47 months post-
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operative follow-up and these three patients were retreated with
pessary.
Conclusions:
PIVS is associate with a lower rate of recurrent uterovaginal
prolapse and a safe and effective procedure.
References:
1. Neuman M, Lavy MY. Posterior intra-vaginal slingplasty for the
treatment of vaginal apex prolapse:Medium-term results of 140
operations with a novel procedure. Eur J Obstet Gynecol
Reproductive Biol 140(2008) 230–233.
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Objective:
To present SUS, a mini invasive surgery for SUI correction with
short polypropylene sling, positioned under the mid-urethra
through a single vaginal incision in the tension-free fashion.
Introduction:
Ulmsten and Petros, presenting the Integral Theory in the 1990s,
consistently changed SUI treatment. According to them, pelvic
organs are suspended by ligaments and three-directional (ventral,
dorsal, caudal) muscle forces. Pelvic organ prolapse is considered
as secondary to alterations in collagen and elastin, the two main
structural components of suspensory connective tissues. 1 SUI
derives from defects in the system made up of pubo-urethral
ligament and pelvic muscles. Petros demonstrated that is sufficient
to position a sub-urethral sling that vicariates pubo-urethral
ligament’s action and gives a firm insertion for closure muscle
force, allowing a better performance of the latter and avoiding
urine loss. 2 Urethral stretching represents the fundamental
biomechanical element in urinary continence and the rationale
for explaining sub-urethral sling surgery’s efficacy. The success
rate of tension-free techniques (TVT, TOT) demonstrates that
there is no need to tension the mesh in order to obtain urinary
continence, since the urethra is not stabilized and sustained by the
mesh itself, but by the fibrous tissue growing around it. 3
Development of fibrous reaction surrounding the sling allows its
adhesion to adjacent structures, this being the mechanism of
suspension utilized in tension-free techniques. Nowadays TVT and
TOT represent the gold standard for correction of SUI, showing a

success rate up to 80–90%. Nonetheless, rare but sometimes
severe complications associated to them, led urogynaecolgists to
research safer solutions.
Methods:
SUS: SURGICAL TECHNIQUE
Preoperative assessment:

& Urogynaecologic history (quality of life assessment and
symptom quantification);

& Gynaecologic examination;

& Micturition diary, Qtip-test and stress test;

& Urodynamic data;

& Pelvic ultrasound investigation.

Indication to SUS surgery: pure SUI secondary to urethral hyper-
mobility.
Materials:

& An unbending sling, 7 cm x 1 cm, made of polypropylene,
terminating with smooth ends, each provided with 2 holes
necessary for its application;

& A plastic disposable device, 16.5 cm long, wide S shaped,
terminating with one smooth end used to create the tunnel and
the other fork-tailed to hang and position the sling.

Surgical technique:

& Anaesthesia: general, spinal or local.

& Preoperative single-dose antibiotic prophylaxis, and postoper-
ative antibiotic therapy.

& The patient being in lithotomic position, accurate internal and
external genital disinfection is performed. Bladder is emptied
by placing a urinary catheter.

& Delimitation of the incision area on the anterior vaginal wall
by non-traumatic forceps situated at 1 and 3 cm from urethral
meatus. After injection of physiological solution in sub-
urethral/para-urethral tissues, execution of anterior longitudi-
nal colpotomy, 1 cm long, just beneath urethral mucosa.

& Sub-mucosal tissue detachment and device access arrangement.

& Using the plastic device, the surgeon creates two tunnels,
one for each para-urethral side, 5 cm long, towards
obturatory foramen and keeping the same direction followed
by TOT. Obturatory membrane can be touched or even
penetrated.

& Following the tunnel just set up, the sling, hung on the forked
extremity of the device, is inserted on the right and then on the
left para-urethral side. Just a light tension is applied to it. It
could be useful to maintain the first device in situ, taking it off
only at the moment when the sling has to be inserted, in order
to keep the tissue-memory of the tunnel previously created.
Eventually, the mesh results adjacent to the mid-urethral
posterior wall.

& The suture is made using absorbable thread ( 20 days), taking
at least 1 cm of vaginal mucosa per side.

& 3 medicated gauzes are pushed into the vagina, sideways and
beneath the urethra. These and urethral catheter are removed
after 8–24 h.

Int Urogynecol J (2009) 20 (Suppl 3):S241–S491 S477



Surgical timing: 10 minutes
Conclusion:
SUS represents a new valid alternative to classic surgery for SUI
correction (TVT, TOT).
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Objective:
The objective of this abstract is to give clinicians advanced
information about the rationale for a large international study that
will measure the effects of a major antimuscarinic drug on bladder
wall thickness (BWT). In particular, the study investigates the
possible link between a reduction in BWT and changes in the
symptoms of overactive bladder (OAB). It is hoped that this study
will provide the medical community with sufficient information to
decide if continued research on BWT in the context of OAB is
worthwhile, and if antimuscarinics have potential disease-modify-
ing ability in OAB.
Background:
OAB syndrome is a symptom-based diagnosis, defined by the
presence of urgency, with or without urgency incontinence,
usually with increased daytime frequency and nocturia. Various
measures have been used to assess the severity of symptoms in
OAB, but the search continues for objective measures that are
consistently reflective of the condition and its treatment. Mea-
surement of BWT using transvaginal ultrasound (TVUS) has
shown that women with detrusor instability generally have thicker
bladder walls than women with stress urinary incontinence [1].
This has led to investigations into the usefulness of TVUS
assessment of BWT as a sensitive, non-invasive, and reproducible
method for detecting detrusor instability. As well as being useful
in the diagnosis of detrusor instability, it is possible that

measurement of BWT could provide an objective index of
antimuscarinic efficacy in OAB; furthermore it might be specu-
lated that this methodology could help to increase compliance
with antimuscarinic medication by providing patients with
tangible feedback on the underlying improvement of their
condition. A study on the effects of tolterodine ER 4 mg (n=37)
versus placebo (n=42) on BWT has previously been reported [2].
There were significant reductions in mean BWT from baseline to
week 12 with tolterodine ER, but there were no statistically
significant differences between tolterodine ER and placebo. This
was a relatively small study with limited statistical power, and it
did not attempt to explore the possible clinical relevance of the
findings. However, it provided the impetus for the development of
a much larger study with greater statistical power, that would be
able to investigate these effects and their clinical relevance in more
detail. This new larger study will utilise solifenacin as the active
treatment. Flexible dosing with solifenacin 5/10 mg has been
reported to be at least as effective as tolterodine ER 4 mg in
reducing micturition frequency, and to be significantly more
effective than tolterodine ER in improving the majority of other
OAB variables (p<0.05) [3].
Methods:
The study will be a randomised, double-blind, placebo-controlled,
3-arm, parallel group design, and will be conducted using two
doses of solifenacin. It will recruit over 500 women≥18 years of
age with a urodynamic diagnosis of detrusor overactivity (wet or
dry) in 50–60 study centres across Europe and the United States.
The primary variable will be the change from baseline in BWT at
week 12 in patients treated with solifenacin compared with
placebo, analysed using an ANCOVA model. Recruiting over
500 patients allows for a drop-out rate of 12% during placebo run-
in, and a further 12% of randomised subjects not being evaluable;
this would result in 390 evaluable subjects, giving the study a
power of at least 80% to find a statistically significant difference
in the mean BWT change from baseline to week 12 for solifenacin
versus placebo if the real treatment difference is at least 0.5 mm.
The comparisons will be performed as a two-sided contrast (t-test)
with a significance level of 0.05. A number of secondary variables
will also be evaluated, including objective measures of urgency
and patient reported outcomes for urgency bother, bladder
condition, treatment satisfaction, and quality of life.
Results:
The results of this study should add considerably to the knowledge
base on the clinical relevance of BWT in OAB, and show whether
or not changes in BWT are related to the use an antimuscarinic.
Conclusions:
BWT is a subject of growing interest to urogynaecologists,
urologists and others responsible for the management of OAB.
This large scale global study will be the first to provide a wealth of
data on dose response, symptom improvements, patient satisfac-
tion and quality of life with a major antimuscarinic in relation to
changes observed in BWT.
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Introduction:
Since 1980s ultrasound resulted a valid technique for pelvic floor
evaluation, both anatomic and functional. Many advantages
should be mentioned: low costs, wide diffusion, it is minimally
invasive and well-accepted by the patient, it is a non ionizing
radiological methodic. Moreover it does not require patient’s
specific preparation, and it is very informative as far as pelvis and
perineal function is concerned, since allowing a real-time
assessment, associated with woman’s collaboration during exam-
ination if necessary.
In great majority of the cases, therefore, conventional radiology or
MRI is not necessary, except for those selected cases included in
specific indications. 1 Nonetheless it should be kept in mind that
ultrasonogram for urogynaecologic evaluation is still a matter of
debate and a sperimental field, subject to progressive develop-
ment. In last 10 years gynaecologic surgery for urinary inconti-
nence introduced approaches more and more conservative
(injectable substances, sub-urethral slings). In particolar great
success has been reached by intravaginal slingplasty for eterolo-
gous prothesis positioning. Radiological evaluation could be
useful to determine the position, the correct function and, in
certain cases, the biomechanical features of specific slings.
Complications such as vaginal erosion, voiding difficulties or
many other postoperatori symptoms could be well studied in US.
Moreover sometimes radiological evaluation is requie to define
which kind of urogynaecologic surgery and identify the presence
of a sling in patients who do not remember their previous
operations (this is not infrequent, unexpectedly). Regarding this
point, it should be noticed that different materials own specific
radiological/ ultrasonographic features, not all of them being
easily visualized at ultrasound scanning. Pelvicol, for instance, can
be visualized at echographic study only 2 months after surgery;
many other matherial present variable and unredictable echoge-
nicity. Recent mini-slings are highly echogenic. In these case it is
easy do detect sling migration, asimmetry, dimension or position
changes (ex. rolling), perineal echographic evaluation is widely
used to assess the dynamic interaction between the sling and the
uretra during voiding or Valsalva manovre. 2 New ultrasono-
graphic modality (3D, 4D) clearly differentiate TVT from TOT
mesh, not possible in bidimensional approach. 3

Conclusion:
Even if future applications of US in urogynaecology seems
interesting and of great utility, at the moment this kind of
examination is not well defined nor widely spread.
References:
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Objective:
To present the contribution of CT in the prompt diagnosis in cases
of rupture of ectopic pregnancy.
Background:
Women presenting with acute abdominal pain mainly located in
the lesser pelvis, and being at their reproductive ages should
always be considered for a ruptured ectopic pregnancy. Differential
diagnosis includes also ruptured ovarian cysts, ovarian torsion,
appendicitis, endometriosis, intrapelvic inflammation and neoplasms.
These are all life-threatening conditions and especially for the ruptured
ectopic pregnancy death rate may reach up to 1% of the cases.
Methods:
We present 3 female patients, aged 26–32 years old, who
presented with acute abdomen and signs of blood loss [low blood
pressure (max. systolic level of 85–52 mmHg), low hematocrit
(Hct) level (19–31%)], who also had a positive pregnancy test.
Following clinical and laboratory evaluation they underwent an
emergency CT examination. An upper and lower abdominal CT
was performed with a spiral CT scanner (PQ5000), with a slice
thickness of 8 mm. Additional images of 4 mm slice thickness
were obtained for better evaluation of the lesser pelvis. The
examination performed before and after intravenous (IV) iodinated
contrast material administration.
Results:
A diagnosis of ectopic pregnancy rupture was reached based on
the following combination of characteristic CT findings:

& Hemoperitoneum with hemorrhage of different ages present-
ing as a hyperdense fluid collection in the lesser pelvis and as
a less hyperdense fluid collection around the liver and the
spleen.
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& Extravasation of the IV administrated iodinated contrast
material in the peritoneal cavity.

& Lack of cystic lesions in the ovaries.

All three patients were admitted without delay to the operating
room and the diagnosis was confirmed.
Conclusions:
The CT examination is a safe and accurate method for the
diagnosis and evaluation of the severity of a ruptured ectopic
pregnancy. This may be a life-threatening condition due to an
excessive blood loss and needs immediate diagnosis and surgery.
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Objective:
The purpose of the study was to present two cases of acute urinary
retention during pregnancy caused by retroverted uterus.
Background:
Acute urinary retention during pregnancy is very rare condition.
Urinary retention can result from urethral obstruction by incarcer-
ated retroverted gravid uterus. Clean intermittent catheterization
should be performed. Impacted uterus could be manually replaced
in the anterior position. Acute urinary retention can occur also due
to cervical pregnancy. Urologic causes of retention include
inflammatory diseases. Neurological etiologies of urinary reten-
tion include spinal cord compression.
Materials:
We present a two cases of urinary retention during the first
trimester (9 weeks and 12 weeks) of pregnancy caused by
retroverted gravid uterus.
Results:
Intermittent catheterization was necessary and manual replacement
of the uterus into anterior position resolved the urinary retention in
both cases.
Conclusions:
Knowledge of the causes of urinary retention during pregnancy
initiate proper treatment. Successful treatment of retroverted
impacted gravid uterus can usually be performed by initial bladder
catheterization followed by manual replacement of the uterus.
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Objective:
To report the use of biological graft (SurgiSIS) in repair of a large,
infected urethral diverticulum with multiple stones in a case report
at a University Hospital setting.
Methods:
54-year-old African American patient with excruciating pain and
discomfort.
Upon presentation, the patient complained of prolapse with
difficulty sitting and ambulating. After examination, no prolapse
was noted. Rather a large 3.8 cm diverticulum with calcified
stones was palpated suburethrally. A foley was placed, antibiotics
started and a diverticulogram obtained.
Results:
Three weeks of foley drainage and antibiotics were used prior to
operation. The urethral defect was 1.2 cms. The duration of surgery
was 105 minutes, blood loss was 25 cc, and hospital stay was 1 day.
The diverticulum was opened and three large stones were retrieved
from the sac. SurgiSIS graft was used after urethral reconstruction in
multiple layers and foley drainage was continued.
Conclusions:
A successful outcome was achieved. Use of biological grafts in
fistulae and diverticulae can increase the likelihood of a successful
repair in one attempt.

563
A CLINICAL ANALYSIS ON LAPAROSCOPIC H
SUSPENSION IN THE VAGINAL VAULT PROLAPSE
AFTER HYSTERECTOMY
S. MIN JUNG, Y. JOO HEE;
The Catholic Univ. of Korea, St.Vincent's Hosp., Suwon, Republic
of Korea.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
To evaluate the usefulness of laparoscopic H suspension in the
vaginal vault prolapse after total hysterectomy.
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Background:
There are several procedure to treatment of vagianl vault prolase.
We attempted new procedure to treat the vaginal vault prolapse
and evalutated the usefulness of it.
Methods:
It is the retrospective study including 5 vault prolapse patients
who received laparoscopic H suspension that is defined by
laparoscopic round and uterosacral ligamento-colposuspension.
Results:
The 5 patients receiving laparoscopic H suspension had the
average age of 60.2±3.3 years, and the parity of 2.8±0.8. They
were moderately overweighted with average BMI of 25.0±2.9.
The average period from hysterectomy to diagnosis of vault
prolapse was 8.5±3.4 years. The average operation time was 162±
34.2 minutes and postoperative admission periods were 4.0±
1.6 days on average. The average timing of foley catheter removal
was third posoperative day, and average first voiding time after
foley catheter removal was 5.8±1.3 hours. During the short term
follow up periods, there was no postoperative complications.
Conclusions:
This results suggest that the laparoscopic H suspension is effective
method for vaginal vault prolapse after hysterectomy.
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Case Report:
A 53-year-old patient underwent an anterior and posterior vaginal
repair, vaginal hysteropexy and transobturator tape insertion for a
grade 3 cystocele, grade 2 rectocele, significant uterine descent
and stress incontinence. Cystoscopy, after completion of surgery
with intravenous injection of methylene blue, demonstrated
oedema of the bladder base and significant interureteric mounting.
Visualisation of the ureteric orifices and jets was not possible due
to increasing bladder base oedema. Retrograde ureteric stenting
was not possible. A postoperative intravenous urogram (IVU) showed
obstruction at the right vesicoureteric junction and a decision was
made for nephrostomy and antegrade ureteric stenting, A gallbladder
perforation occurred during nephrostomy and secondary biliary
peritonitis. requiring midline laparotomy and cholecystectomy.
Conclusion:
Perforation of the gallbladder is an unusual complication of
percutaneous nephrostomy. Vaginal surgery for anterior and/or
apical prolapse is associated with significant risks of ureteric
injury, with hydronephrosis and renal impairment especially in
cases with delayed diagnosis. Early intervention including
retrograde pyelogram and ureteric stenting is usually possible
intraoperatively. Stenting may be difficult and cannulation of the

ureter not possible due to oedema or haematoma at the bladder
base. In these cases, nephrostomy with antegrade stenting or
conservative management with monitoring of the patient’s vital
signs, urinary output, biochemical renal function and urinary tract
imaging may be considered. If obstruction is confirmed, ureteric
stenting may be undertaken postoperatively. Ureteric obstruction
or kinking may resolve with removal of sutures. As the risk of
ureteric injury is higher with advanced prolapse, intraoperative
stenting should be considered in these cases. This case highlights
the importance of prevention and early diagnosis of lower urinary
tract injury secondary to POP surgery and illustrates the role of
radiological investigations including ultrasound, intravenous uro-
gram and CT scan in the evaluation and management of these
injuries. It also highlights an unusual but potentially serious
complication of nephrostomy.
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Objectives:
Premature delivery is a very important task in the modern obstetrics.
The frequency fluctuates between 5–8 % of all of the deliveries.
Revealing and marking the high-risk group of pregnants in time
could bring a lot of success in the prevention. For this purpose we
have tried to use biochemical screening of congenital diseases,
especially AFP inmaternal serum (MS-AFP). After promising results
in the 16th week of pregnancy we decided to extend this screening to
the period from the 15th to the 20th week of pregnancy.
Methods:
A routine database of pregnant patients was used. In our study we
included the group of 2572 patients who underwent the screening
and fulfilled the condition of completion the data in the period
from the 15th to the 20th week of pregnancy, during and after the
birth. The actual MS-AFP values were transformed to the multiples
of medians, corresponding to the particular week of pregnancy, to
enable the comparison during the whole period of screening.
Results:
A significant statistical correlation between the higher values of MS-
AFP during the period from the 15th to the 20th week of pregnancy
on one side and premature deliveries on the other one was found. The
cut-off value of 1.8 MOM (multiple of median) MSAFP was used to
determine the high risk group of patients. Women with equal or
higher values of AFP were 3.8 times more likely to have premature
delivery than the group with lower values (95%CI: 2.1;6.2).
Sensitivity of 25% and specificity of 91% were proven.
Conclusion:
According to our opinion MS-AFP measurement during the period
from the 15th to the 20th week of pregnancy could serve as an
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adequate method for the premature delivery screening. Cut-off value
of 1.8 MOMMSAFP and higher values as well could mark the high
risk group of pregnants. Cost reasonable extension of the classical
screening method of hereditary diseases could bring a lot of success
also in other screening difficulties in course of the pregnancy.
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Background:
The differential diagnosis of posterior compartment prolapse
includes rectal masses and masses of the rectovaginal septum.
Case report:
A 54 year-old woman, gesta 11 para 7, who had been submitted to
a total hysterectomy and oophorosalpingectomy at the age of 52
for uterine myoma, was referred to our department because of a
supposed rectal prolapse. A protusion of the posterior vaginal wall
was observed. Rectal examination revealed absence of rectal
prolapse and the presence of a solid mass of the rectovaginal
septum with elastic consistency and a diameter of 4 cm. The rectal
mucosa was intact, and this was confirmed by anuscopy. Pelvic
ultrasound revealed a predominantly cystic mass of the posterior
vaginal wall with 3.5 cm of diameter. At MRI, the lesion appeared
solid suggesting an infra-vesical fibroma. The mass was excised
vaginally. The pathology report revealed a fibroma.
Conclusion:
A correct clinical examination is mandatory for the differential
diagnosis of rectovaginal masses and rectocele. In this unusual
case, imaging techniques allowed a programmed surgical ap-
proach, minimizing the risks of iatrogenic lesions.
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Objective:
About one third of patients following radical prostatectomy are
supposed to develop urinary incontinence. For the high success
rates of pubovaginal slings as treatment of incontinence in

females, not surprisingly this concept has been transposed to
men, too.
Background:
Considerable differences of anatomy require a modification of the
concept with new structures, which are adapted to the situation in
men. In contrast to females with low retention forces, in males the
sling has to provide lifting and retaining of the urethra close to the
bladder with considerable tensile force.
Methods:
Textile analysis of various devices used for treatment of urinary
incontinency in men are presented and discussed.
Results:
For some of these features contradicting each other they demand
compromises. Thus, in men often a combination of sling structure
(to bear high forces) with a flat mesh structure (to spread the force
on an extensive area), sometimes even more with addition of some
sort of sphincter mechanism (for intermittent compression) is used
for restitution of the urinary continence. Despite considerable
variation of textile key-characteristics, some of them may serve as
basic indicators for high biocompatibility:
- type of polymer with its consequence for induction of an
inflammatory foreign body reaction,
- mechanical strength with corresponding porosity,
- stability of the structure even under mechanical strain,
- and surface of the foreign body material.
Conclusions:
Beside early functional success the value of this therapy has to
consider long term complications like infection and migration,
which often manifests with delay. For these severe side effects
usually require an explantation of the device, the risk has to be
minimized by adequate construction.
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Objective:
Stress urinary incontinence "SUI" is defined as involuntary loss of
urine per urethra with a sudden increase in intra abdominal
pressure
Background:
Stress incontinence can be divided into anatomic incontinence and
intrinsic sphincter dysfunction incontinence.
Methods:
Thirty patients with Genuine Stress Urinary Incontinence (GSUI)
were operated upon using a small fashioned prolene mesh 5x1 cm
applied below the midurethra and sutured to the tissues just over
the inferior pubic rami on either sides of the urethra.
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Results:
The cases showed marked improvement during the follow up period.
There was no complications either intra- or postoperatively.
Conclusions:
The procedure was easy and can be readily learned and applied.
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Objective:
To estimate the cost-effectiveness of solifenacin versus oxybutynin
immediate release (IR) based on the VECTOR (VEsicare in
Comparison To Oxybutynin for oveRactive bladder patients) study.
Background:
VECTOR was an 8-week, randomized, prospective, double blind,
double dummy study designed to compare the tolerability of
solifenacin versus oxybutynin IR in 132 patients with overactive
bladder (OAB). At efficacious doses, solifenacin was associated
with a significantly better tolerability profile compared to oxy-
butynin IR and was similarly effective in improving OAB
symptoms and patient reported outcomes. This resulted in fewer
withdrawals from therapy.
Methods:
A previously validated and published Markov model was adapted
to estimate the incremental cost per quality adjusted life year
(QALY) of solifenacin 5 mg/day compared to oxybutynin IR
15 mg/day projected over a 1 year time horizon. Patient-level
efficacy and discontinuation data from the VECTOR study were
utilized to populate the transition probabilities in the model. Utility
values were derived from the published literature. A partial
societal perspective was used; meaning direct medical costs and
the cost of adult pads were included in the analysis. To ensure the
model reflected actual clinical practice, patients who discontinued
treatment with oxybutynin IR or solifenacin were offered second-
line therapy with tolterodine; compliance to tolterodine was
derived from a provincial claims-database. Resource utilization
rates were determined from various sources. Standard reference
lists were used to determine all unit costs, reported as 2009
Canadian Dollars ($CAD). Given the analysis did not go beyond
1 year, discounting of costs and outcomes was not performed.
One-way sensitivity analyses and multivariate probabilistic sensi-

tivity analyses using Monte Carlo simulations were undertaken to
test the robustness of the model to variations in key parameters.
Results:
Solifenacin was found to be a cost-effective (dominant) treatment
strategy relative to oxybutynin IR, with an incremental cost saving
of $1,831 per patient and an incremental QALY gain of 0.01 over
the 1 year time horizon (solifenacin provided 0.696 QALYs at a
cost of $CAD 2,556 per patient; oxybutynin IR provided 0.686
QALYs at a cost of $CAD 4,387 per patient). Results of the
probabilistic sensitivity analyses demonstrated that solifenacin was
cost-effective compared to oxybutynin IR in greater than 95% of
cases based on traditional thresholds for cost-effectiveness
($50,000 per additional QALY gained). The most influential
variables in the model included the relative discontinuation rates,
cost of patients discontinuing first-line therapy and cost of adult
pads. However, even when the cost of adult pads was removed
from the analysis, solifenacin remained cost-effective compared to
oxybutynin IR at $14,092 per additional QALY gained.
Conclusions:
This analysis demonstrated that solifenacin is a cost-effective
(dominant) treatment option for patients with OAB (associated
with lower costs and better outcomes) compared to oxybutynin IR.
Results were primarily driven by the higher discontinuation rates
reported in the oxybutynin IR arm. When considering medication
costs alone (excluding costs associated with a broader perspec-
tive), solifenacin remained a cost-effective strategy relative to
oxybutynin IR.
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Objective:
Urinary incontinence is an uncontrolled outflow of urine which
can be observed in objective examination. This symptom is very
troublesome for women regardless of age and social status. It
should be detected and treated as soon as possible in order to
avoid hygienic and social problems. The purpose of this study was
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to analyze the frequency of occurrence and intensity of the
symptoms of urinary incontinence among several age groups of
women in Warsaw - Poland.
Methods:
We prepared an inquiry containing questions concerning urinary
incontinence (eg. circumstances of involuntary outflow of urine),
frequency of micturition during the day and at night, disturbances
which accompany micturition. The inquiry also contained ques-
tions concerning obstetric history and demographic data. 1500
inquiries have been given to women of different occupation and
age, 1350 inquiries were given back.
Results:
The frequency of occurrence of UI among Polish women is 14–
76% (mean 35%). The frequency in following age groups are:
17–24 years—14.58%, 25–34 years -22.61%, 35–44–41.54%, 45–
54 years—43.94%, 55–64–76%, >64 years—62.5%. 2% of them
declared constant urine leakage. 75% of women loose several
drops of urine. 40% of them declared stress, 54% mixed and 6%
urge urinary incontinence. The frequency increases with body
mass index (BMI) (BMI<20 - 14.92%; 20–22- 22.43%, 22–24–
27.54%, 24–26–45%, 26–28–57.37%,>28–72.35% suffer from UI).
Either 48% who delivered or 20% who not were incontinent. 58 %
postmenopausal vs 28% premenopausal women were incontinent.
47% physically vs 31% mentally working women were incontinent.
Conclusions:
The frequency of occurrence of urinary incontinence among
Polish is high and increasing with age, BMI and postmenopausal.
Occurrence of UI depends on parity and increases among women
who delivered in the past and who work physically.
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Objective:
To determine prevalence of pelvic floor dysfunction and describe
long-term outcomes in women more than 1 year after colpocleisis
for treatment of advanced pelvic organ prolapse.
Background:
Total or partial colpocleisis for treatment of advanced pelvic organ
prolapse combines the benefits of a minimally invasive procedure

with a high surgical success rate. In 2008, Fitzgerald et al., for the
Pelvic Floor Disorders Network, described one-year success rates
of 73% for Stage 0 to I and 93% for Stage 0 to 2 postoperative
pelvic organ support and statistically significant improvements in
pelvic organ prolapse, bowel, and urinary incontinence symp-
toms.1 While most colpocleisis surgeries are performed in older
women, the majority will live for a decade or longer after surgery.
How should we counsel patients considering colpocleisis surgery
regarding outcomes beyond one year? To answer this question, we
aimed to evaluate women who had undergone colpocleisis surgery
more than 1 year earlier.
Methods:
Women who underwent partial or total colpocleisis for treatment
of Stage III or IV pelvic organ prolapse between January 2000 and
December 2007 were asked to participate in one of two study
groups: 1. study visit with physical examination and question-
naires or 2. questionnaires by mail. Physical examination included
mini-mental status examination (MMSE), measurement of total
vaginal length (TVL), genital hiatus (GH), perineal body (PB),
and modified POP-Q measurements. All subjects completed the
Pelvic Floor Impact Questionnaire (PFIQ-7), Pelvic Floor Distress
Inventory (PFDI-20), a physical activity questionnaire 1, and a
questionnaire about postoperative satisfaction.
Results:
A total of 129 cases were identified. Eighteen women (14%)
declined to participate, 28 (22%) could not be contacted, and 13
(10%) were confirmed deceased. Forty-nine women (37.5%)
agreed to participate: 29 in Group 1 (28 visits completed) and
41 in Group 2 (20 questionnaires returned). The mean age of study
participants at time of surgery was 76.7±7.5 years (58–97); mean
age at the time of questionnaire completion was 80.1±7.4 years
(60–99). Questionnaires were completed an average of 3.4±
2.0 years (1.1–7.7) after surgery. Sixty-four percent had undergone
total colpocleisis, 15% vaginal hysterectomy or trachelectomy
with total colpocleisis, and 21% partial colpocleisis. Thirty percent
had undergone concomitant continence repair (21% suburethral
sling, 6% collagen injection, and 2% Kelly plication). Based on
the physical activity questionnaire, 38 (83%) subjects were
classified as active, 5 (10%) moderately active, and 3 (7%)
inactive. Table 1 lists the questionnaire scores for all 48 subjects.
On the PFDI-20, thirteen (27.1%) reported incontinence of either
well-formed or loose stool. Seventeen (35.4%) and 12 (25%)
women reported symptoms of urge and stress urinary incontinence
respectively.

Table 1: Questionnaire Scores

PFIQ-7 Subscales PFDI-20 Subscales

UIQ-
7

CRAIQ-7 POPIQ-7 POPDI-6 CRADI-
8

UDI-6

9.8±
14.6

5.6±13.8 3.8±10.3 8.7±13.1 14.3±
16.7

17.8±
20.1

PFIQ-7 Summary Score PFDI-20 Summary Score

19.1±32.0 40.3±40.1
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Table 2 lists results of the physical examination for the 28
subjects who participated in Group 1.
Table 2: Results of Physical Examination (n=28)

MMSE 28±1.7 (23–30)

GH (cm) 4.3±1.4 (2–8)

TVL (cm) 4.0±1.6 (2–8)

Most distal vaginal point>1 cm proximal to
hymen

19 (67.9%)

Most distal vaginal point within 1 cm±of hymen 9 (32.1%)

Most distal vaginal point>1 cm distal to hymen 0

Among all 48 subjects, 46 (95.8%) either strongly agreed or
agreed they were satisfied with the results of their surgery. Forty-
four (91.7%) would decide to have the surgery again and never
regret having the surgery. Four (8.9%) women sometimes regret
having the surgery but no subjects often or always regret having
the surgery.
Conclusions:
After a mean follow-up of 3 years, 68% of women examined had
Stage 0 or I pelvic support and no women had prolapse beyond
Stage II. While approximately 1/3 of women reported symptoms
of anal and/or urinary incontinence, bother and impact scores were
generally low. Up to 7 years after colpocleisis surgery, more than
90% of women are satisfied with their outcome and do not regret
having the surgery. Women considering colpocleisis surgery can
expect durable anatomic results and long-term satisfaction with
their decision.
References:
1. FitzGerald MP, Richter HE, Bradley CS, et al. Pelvic support,
pelvic symptoms, and patient satisfaction after colpocleisis. Int
Urogynecol J 2008;19:1603–1609.
2. Wareham NJ, Jakes RW, Rennie KL, et al. Validity and
repeatability of a simple index derived from the short physical
activity questionnaire used in the European Prospective Investi-
gation into Cancer and Nutrition (EPIC) study. Pub Health Nutr
2003; 6(4):407–413.
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INFLUENCE OF PELVIC FLOOR DAMAGE IN SEXUAL
FUNCTION SIX MONTHS AFTER FIRST DELIVERY
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Hosp. Donostia, San Sebastian, Spain.

Consent obtained from patients: Yes
Level of support: Not Applicable
Work supported by industry: No

Objective:
The aim of this study was to evaluate if there was any association
between different variables related with pelvic floor damage in

pregnancy or delivery, and worsening of sexual function six
months after first delivery.
Background:
There are several changes after first delivery that may influence
on female sexual function. Some of them are physical like
observable trauma to the genital tract at the time of delivery or
hidden damage to nerves, ligaments and muscles of the pelvic
floor. This damage can be reflected by dysfunctions like urinary
and anal incontinence or perineal pain. First delivery also
carries some psychological changes like the new mother role,
modifications in body image or the anxiety regarding the
infant´s wellbeing (1).
Methods:
A longitudinal study was undertaken to evaluate the factors
involved in the changes of sexual function after first delivery. The
study group was selected from the primigravid women at term,
who came to give birth at our Public Health Hospital from April to
September, 2007. To evaluate sexual function we used the
validated Spanish version of the self-report PISQ-12 questionnaire
(2). This questionnaire includes 12 items relating to women sexual
life in three different aspects: behavioural emotive, physical and
partner related. Higher values are indicative of better sexual
function. The women answered it at enrolment considering their
sexual function before pregnancy, and six months after delivery.
The worsening of sexual function was established when the total
score was lower after delivery. Information about delivery details
was collected from the clinical charts. An interview was
performed at enrolment and six months after delivery about
urinary anal incontinence. Statistical analyses were used for mean
comparison (Student’s test) and proportion comparison (Chi-
square and Fisher test).
Results:
We recruited 455 pregnant women and all of them answered the
PISQ-12 questionnaire. From the total, 396 (87%) attended the six
months follow up visit and 380 were sexually active, forming the
study group. Mean age was 31.2 years (range:18–46). A total of
334 (87.9%) women had a vaginal delivery: 230 (60.5%)
spontaneous and 104 (27.4%) instrumental. Caesarean section
was performed in 46 (12.1%): 16 (4.2%) elective and 30 (7.9%) in
the active phase of labor. The PISQ-12 total score six months after
delivery was lower in 226 (59.5%) women indicating worsening
of sexual function. There was an association between worse sexual
function and the use of epidural anaesthetics. There was also an
association with anal incontinence, but in both cases it didn’t reach
statistical significance. Nor statistical association was found with
the other variables (table 1).
Conclusions:
Sexual function gets worse after first delivery in nearly 60% of
primiparous women. We haven’t found any statistical association
between variables that can indicate damage of the pelvic floor and
this worsening. Postpartum sexual problems may be more related
to psychological aspects than physical.
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(*) Fisher exact test. SD: Standard deviation
UI: Urinary incontinence; AI: anal incontinence

References
1. Semin Perinatol 2006;30:253–256
2. Actas Urol Esp 2008; 32(2):211–19
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CLINICAL EXPERIENCE OFA NOVELVAGINAL SUPPORT
DEVICE AND BALLOON USED TO SIMPLIFY MESH
AUGMENTED VAGINAL SURGERY FOR PROLAPSE
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Objective:
A novel surgical technique to repair vaginal prolapse using mesh, a
vaginal support device (VSD) and an inflatable balloon has been
developed. Here we report the clinical experience of this procedure.
Background:
Prolapse surgery may be compromised by changes in intra-
abdominal pressure with coughing and physical activity in the

early post-operative period. Augmenting surgery with mesh may
improve outcomes. 1 By supporting the vagina with a VSD for 3
to 4 weeks after surgery may reduce the risk of recurrent prolapse.
Consistent with orthopedic wound healing principles, the VSD
acts as an intra-vaginal splint to support vaginal tissue and the
mesh during tissue incorporation. The VSD avoids the need for
mesh fixation by sutures or trocars into the sacrospinous
ligaments.
The GYNECARE PROSIMA™ Pelvic Floor Repair System
(Ethicon, Somerville, NJ) was developed to provide durable
vaginal support by using mesh and then splinting the healing
vaginal tissues with the VSD. The balloon replaces the traditional
gauze vaginal pack which may reduce discomfort and facilitate
easier removal.
Methods:
Women with symptomatic prolapse (POP-Q Stage II-III) were
invited to participate in this prospective, Ethics / IRB-approved
study, at 11 international centres. Surgeons in 2 centres already
had extensive experience with a prototype operation. The
procedure was novel to the surgeons of the other 9 centres. One
hundred and thirty six women (mean age 64.3 years and BMI
28.4) were enrolled. Surgery involved a trocar-less vaginal
approach with mesh augmention (GYNECARE PROSIMA™).
Anteriorly, mesh was placed over the anterior repair with
extentions reaching to the Obturator internus muscles. Posteriorly,

Table: Results of the univariate analysis performed to associate worsening of sexual function with different variables.

Worsening of sexual function six months postpartum P value

No (n=154) Yes (n=226)

Maternal age (years) mean, SD 30.9±4.1 31.3±3.5 0.24

Maternal weight gain in pregnancy (kg) mean, SD 12.2±4.4 12.6±4.3 0.4

Mode of delivery

Spontaneous vaginal delivery n,% 90 (58.4) 140 (61.9) 0.77

Instrumental vaginal delivery n,% 45 (29.2) 59 (26.1)

Cesarean section n,% 19 (12.3) 27 (11.9)

2nd stage of labor≥2 hours n,% 43 (27.9) 64 (28.3) 0.93

Active 2nd stage of labor≥1 hours n,% 12 (7.8) 12 (5.3) 0.32

Use of oxitocine n,% 124 (80.5) 175 (77.4) 0.47

Epidural anaesthetics n,% 136 (88.3) 210 (92.9) 0.12

Episiotomy in vaginal deliveries n,% 102 (75.6) 159 (79.9) 0.34

3rd or 4rd degree tears in vaginal deliveries n,% 3 (2.2) 4 (2) 0.5*

Birth weight (gm) mean, SD 3318±461 3312±457 0.36

Cephalic perimeter of the new born (cm) mean, SD 34.4±1.4 35.5±1.3 0.42

Breastfeeding at six months postpartum n,% 62 (51.2) 107 (56.9) 0.32

UI at six months postpartum n,% 28 (18.3) 46 (20.4) 0.62

AI at six months postpartum n,% 6 (3.9) 17 (7.6) 0.14

S486 Int Urogynecol J (2009) 20 (Suppl 3):S241–S491



mesh was placed over the fascial plication. Here the mesh straps
were placed without fixation onto each sacrospinous ligament.
The VSD can be modified into 3 sizes: large, medium and small.
At the completion of surgery an appropriately sized VSD with
attached balloon was placed in the vagina and sutured in place to
prevent dislodgement. The balloon was inflated with air, replacing
the traditional gauze pack, and was removed 24 hours post
procedure. The VSD was removed 3–4 weeks after surgery.
The performance of the VSD and balloon was evaluated using
Visual analogue scales (VAS). This assessed post-operative
discomfort at the time of balloon removal, subsequent discomfort
or complication and finally difficulties experienced with the VSD
during the implanted period.
Anatomic outcomes were assessed using the POP-Q system; the
primary outcome defined as anatomic success (POP-Q Stage ≤ I)
at 1 year in the treated compartment.
Results:
A small, medium or large VSD was used on 41.9%, 32.4% and
25.7% of subjects respectively. 15 patients had additional air
added to the balloon after surgery (mean vol. 24ml).
Results of patient awareness of VSD, VSD discomfort, accept-
ability of discharge and discomfort of balloon removal are
presented in Table 1.
In 17 patients, the VSD was in situ for less than the
recommended 3–4 weeks. Of these, the VSD was expelled
spontaneously or removed by the patients in 7 cases; 2 were
removed due to vaginal infection and 2 were removed due to
patient discomfort. Six VSDs were removed due to patient
convenience in scheduling.
In the full analysis set of 136 patients, the overall anatomic
success rate was 76.7%. When success was applied to the analysis
set excluding those patients with the VSD in situ for less than 21
days, success was reported at 80.0%.
Conclusions:
The VSD was well tolerated by women undergoing prolapse
surgery and, when retained for 3–4 weeks, was associated with a
trend towards more successful surgery compared to early removal.
References:
1. BJOG. 2008 February; 115(3): 391–397.

Table 1 Median Range

VSD awareness* 26.0 (0, 100)

VSD discomfort** 12.0 (0, 100)

Number of women reporting discharge 117 (86.7%)

Acceptability of discharge*** 9.0 (0, 100)

Discomfort of balloon removal**** 4.0 (0, 68)

*0 = no awareness to 100 = continual awareness
**0 = no discomfort to 100 = worst imaginable discomfort
***0 = completely acceptable to 100 = completely unacceptable
****0 = no discomfort to 100 = Worst imaginable discomfort
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CONTINUOUS RECORDING INTRA-RECTAL
PRESSURE DURING SECOND PHASE OF LABOR:
IS IT PREDICTIVE OF POST-DELIVERY PELVIC
FLOOR PROBLEMS
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CH ACHTARI*
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Objective:
To assess the biomechanical forces delivered against pelvic floor
structures during the second phase of labor in primiparae women,
to correlate them with obstetrics parameters and post-delivery
functional pelvic floor complaints.
Backgrounds and methods:
Using a new created microsystem device, intra-rectal pressures
during the second phase of labor were continuously recorded in 59
primiparae women of 30±5 years old.
Total area of peak pressures and medium value of maximum peak
pressures recorded during bearing efforts were calculated, using a newly
created software (Fig 1) and correlated to obstetrical parameters and to
urinary, ano-rectal and sexual complaints. These latter were evaluated
using ICS-validated questionnaires (UDI-6, Wexner score, FSFI).
Results:
The duration of second phase of labor was 44±25 minutes during
which the microsystem measured 11.9±8 bearing efforts of 96±23
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seconds duration. 73% of women delivered spontaneously, 23 %
had a low forceps assisted delivery, giving birth to baby’s weight
of 3278±400 gr.
The medium value of total area during peak pressures was 32362±
26300 cmH20*sec with a great variation from one women to
another. The medium value of maximum “bearing peaks”
pressures was 61±23 cmH20, exceeding 100 cm H20 in 8.5 %
of women. These two parameters were not correlated with baby’s
weight ( R: 0.08, P:0.7 and R:021, P:0.7 ) as well as with the
mode of delivery (spontaneous or forceps assisted). The different
peak pressures recorded during bearing efforts showed a great
variation from one women to another and also in the same women.
Pelvic floor functional problems were evaluated 14±5 months
after delivery : a UDI-6 scoring of more than 5 points was found
in 17 % of the women, 13 % had flatus incontinence, 5 % had
liquid/solid stools incontinence, 8 % described great difficulties
for reaching climax.
A weak, but significant correlation could be established between
values of total area during peak pressures and urge incontinence
(R: 0.27, P: 0.06), small amounts of urine leakage (R:0.27,
P: 0.03), flatus incontinence (R:0.28, P:0.03) and difficulties for
reaching climax (R:0.33, P: 0.02). Women with faecal inconti-
nence had nearly significant higher values of total area during
bearing efforts than women without any faecal incontinence
(P: 0.07). The same was not true for women with urinary
incontinence. No significant correlations could be established
between medium values of maximum bearing peaks pressures and
pelvic floor complaints.
Conclusion:
Continuous assessment of intra-rectal pressures during second
phase of labor show no correlations between total area of
pressures and peak pressures developed during bearing efforts
when these parameters are correlated with the baby’s weight or the
mode of delivery, explaining why these obstetrical parameters
have poor predictive value of further pelvic floor problems
development.
A weak but significant correlation can be found between total
area of peak pressures and urge incontinence, small amounts of
urine leakage, flatus incontinence and difficulties for reaching
climax. Women with liquid/solid faecal incontinence have
received higher “amount” of pressure on her pelvic floor
structures. Values of peak pressures during bearing efforts seem
to have no significant correlations with pelvic floor complaints,
even in the 8 % of women with medium peak pressures of more
than 100 cm H20.
Even if values of these two pressure parameters show a great
overlapping between women with and without pelvic floor
complaints subsequent to delivery, due probably to individual
resistance of her neuromuscular structures, pelvic floor continuous
pressure monitoring during delivery with now disposable low-cost
miniaturised electronic device could be considered in the future a

significant technique of clinical research for prevention of future
“birth trauma” pelvic floor problems.
Fig. 1 Software calculation of total area of peak pressures and
medium value of maximum peak pressures recorded during
bearing efforts.
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Objective of the study:
To compare the sphincteric and micturition functions before and
after surgical treatment of urinary incontinence using the outside-
in and the inside-out trans-obturator technique.
Material and methods:
44 women suffering from pure and mixed urinary incontinence
were operated by the transobturator tape outside-in (TOT)
(group 1 : 17 women, 63±12 years) and the transvaginal tape-
obturator inside-out (TVT-O) (group 2: 27 women, 63±
11 years) techniques.
Urethral sphincteric function was evaluated with a urethral
pressure profile at rest and at stress in the supine and standing
positions and micturition function with a free and an instrumented
voiding flowmetry. This urodynamic examination was carried on
before the operation and 29±8 months for group 1 and 16±
5 months for group 2 after the operation. Urodynamic parameters
were compared in the same group and in the two groups using
Student T test paired and unpaired, and confirmed by non-
parametric test (Man-Whitney and Wilcoxon).
Results:
Urodynamic parameters were similar in both groups before
operation.
Compared before and after the operation:
Functional urethral length(FUL) in the supine position increases
significantly in gr 2 women compared to group 1 women ( 25±6
to 32±5 vs 26±6 to 27±6 mm, P<0.0004), as well as in the
standing position (27±8 to 33±7 vs 27±5 to 28±5 mm, P: 0.001).
Maximal urethral closure pressure at rest ( MUCP) in the supine
and in the standing positions show non significant differences
when compared before and after the operation and also between
both groups after operation.
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However, MUCP at stress show significant increase in gr 2
women only in supine position ( gr 1: 28±13 to 31±13 cm H20 vs
gr 2 : 30±24 to 42±26 cmH20, P:0.032) and not in the standing
position.
Pressure transmission ratio ( PTR) measured in the 30 %, 50% and
70 % of FUL show a significant increase in gr 2 women compared
to gr 1 women, thus only when measured at 50 % of the FUL in
the supine and the standing positions(supine : gr 1: 78±38 to 83±
30 vs 79±17 to 97±29, P: 0.02; standing : gr 1 : 80±12 to78±29
vs 69±21 to 94±36, P:0.017).
Area of continence at rest show a significant increase in gr 2
compared to group 1, in the standing position only ( gr 1 : 676±
347 to 595±450 vs gr 2: 672±462 to 948±605 mm2, P: 0.05).
Area of continence at stress show a significant increase in gr 2
compared to gr 1 women in the supine and in the standing
positions (supine : gr 1 295±212 to 354±194 mm2 vs 355±194 to
712±526 mm2, P: 0.002; standing : gr 1: 284±222 to 467±
412 mm2 vs gr 2: 337±316 to 750±743 mm2, P:0.005).
Micturition parameters show, in both groups, a similar significant
decrease of peak flow ( gr 1: 27±10 to 18±7 ml/sec vs 38±48 to
16±5 ml/s, P: 0.01 and 0.06) whereas detrusor contraction force
during micturition show no significant differences before and after
operation and when compared in both groups.
Conclusions:
gr 2 women operated by TVT-O technique have significant
increase of their FUL in the supine and standing positions, of
their MUCP at stress in the supine position, of their 50 % PTR in
both positions, of their area of continence at rest in the standing
position and of their area of continence at stress in both positions.
These findings can perhaps be explained by a less extensive
dissection of the suburethral region with the inside-out TVT-O
technique compared to the outside-in technique.
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Objective:
To evaluate the correction of pelvic organ prolapse (POP) and
urodynamic stress incontinence (USI) in patients with POP and
USI after Prolift system.
Background:
Stress urinary incontinence (USI) frequently associated with POP
(15–80%) and occurs as a clinically evident from or an occult
form which appears only after correction of POP. The most
distressing problem for both patients and doctors, besides the high

recurrence rate, is the mobility after surgery and the clinical
appearance of SUI. In patients who had POP with USI,
concomitant or staged anti-incontinence surgery was not conclud-
ed. Which we present the cases who had POP with USI were
underwent pelvic organ prolapse with Prolift system only, to
evaluate the cure rate of USI after operation.
Materials and methods:
Twenty-six patients with POP (POP-Q ≥ stage II) and urinary
stress incontinence were included into this study since Nov 2006
to July 2008. They were followed up in out-patient clinic every
three months. All of these patients were evaluated with POP-Q
staging system, complete urodynamic study and questionnaire of
quality of life before and after operation by the same doctor. All of
these patients are proven USI or occult USI by urodynamic
studies. The total Prolift systems were applied in 25 patients, and
the anterior Prolift system was applied in 1 patient. Kelly plication
was performed in 7 out of 26 patients.
Results:
These patients were followed up for 3 to 24 months. The average
age was 64 years old and the average parity was 3.7. Seven
patients were stage II, sixteen patients were stage III and three
patients were stage IV preoperatively. Twenty-five patients were
cured of pelvic organ prolapse, only one patient failed of pelvic
reconstructive surgery (POP-Q stage II). In 26 patients, 2 patients
had no urodynamic study follow-up after operation, eight patients
cured of USI (3 patients had Kelly placation procedures).
Correction of POP was achieved in 25 out of 26 (96.2%) patients,
and complete continence after the surgery in 8 out of 24 (33.3%).
Conclusion:
Pelvic reconstructive surgery with Prolift system is a promising
procedure for correction of POP. The successful rate of Kelly plication
combined with reconstructive surgery was not good (42.7%). Anti-
incontinence surgery is necessary to apply in the patients who had
Prolift system for correction of POP with USI or occult USI.
Reference:
1. Huang HK et al. Concomitant pelvic organ prolapse surgery
with TVT procedure. Int Urogynecol J 2006
2. Abou-Elela A et al. Outcome of treatment of anterior vagina;
wall prolape and stress urinary incontinence with transobturator
tension-free vagina mesh(Prolift) and concomitant tension-free
vaginal tape-obturator. Adv Urol, 2009.
3. Ignjatovic I, Reutilization of the Prolift system for the
simultaneous correction of prolapse and incontinence in patients
with pelvic organ prolapse and stress urinary incontinence. Eur J
Obstet Gynecol Reprod Biol, 2008
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Objective:
The purpose was to describe early experiences regarding short-
term efficacy of Ajust for the treatment of female Stress Urinary
Incontinence (SUI) in 17 cases.
Background:
Ajust is a new polypropylene suburethral sling for the minimally
invasive treatment of SUI. Being a single-incision technique, the
procedure may be safer and less painful for the patient due to less
dissection, potentially less anaesthesia, and no skin excisions.
The fixation of Ajust includes two anchors within the obturator
membranes (same spot like classic TO slings) to create proper
stability and reproducibility of the procedure.
No prospective data have been published yet.
Materials and methods:
Seventeen consecutive patients suffering from SUI level II or III
with TO sling indication were treated with an Ajust implantation
under general anaesthesia. Seven patients previously underwent
trans-obturator surgery (at least three months earlier). Average age
was 65 with a range of 47 to 78 years.
In two cases (11,7%) the fixation of the anchors within the
membrane was not possible. Both patients had previous TO
surgeries. A classic TO sling was implanted immediately after the
Ajust removal without any remarkable issues.
Parameters like pain, post-mictual residues and dry rate were
assessed with the remainder of fifteen Ajust patients as part of the
follow-up regimen: day one post-op (n=15, 100%), one week (n=
15, 100%), four weeks (n=9, 60%) and 8 weeks (n=6, 40%) and
12 weeks (n=4, 27%).
Cure of SUI was defined as no leakage during stress test as part of
the urodynamic test. Pain was classified as none, mild or strong.
Results:
Intra-operative: No bladder perforation or major bleedings occurred.
OR time (incision to closure) was shorter than with classic TO
slings with an average time of about five to six minutes.
Post-operative (4,26 weeks mean follow-up time):
No patient had urinary retention, no mesh exposure was observed.
All patients reported to be pain-free and all stress tests were
negative.
Conclusion:
Early experiences with Ajust suggest it to be a safe, efficient and
minimally invasive method for the cure of female SUI. The
procedure appears to be swift and intra-operative complications
to be reduced. Especially the level of post-op pain for patients is
very low.
Nevertheless women who underwent previous trans-obturator
surgery should not be treated until further research is done.
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Objective:
Urinary incontinence has a negative impact on the patient’s
lifestyle and affects emotional, social, physical and sexual aspects
of well-being. The aim of our study is to evaluate the long-term
changes in the quality of life after different anti-incontinence
procedures according to the IQOL questionnaire, and to determine
the complications.
Background:
Prospective, open label, non-randomized longitudinal study.
Methods:
Between 2002 and 2005, 213 women with determined stress or
mixed incontinence (36%) were recruited for our study. Prior to
submission all women completed the standardised questionnaire
Incontinence Quality Of Life (IQOL); medical histories were
taken and gynecologic examinations, multichannel subtracted
urodynamics and transperineal ultrasound examinations were
performed. Women with mixed incontinence were treated with
anticholinergic medicaments. The women subsequently underwent
anti-incontinence surgery.
Postoperative reviews were conducted 3 months, 1, 3 and 5 years
after the operations.
We used the IQOL to evaluate the quality of life, and we
performed gynaecologic and transperitoneal ultrasound examina-
tions to detect complications.
Results:
We had to exclude 33 women on the basis of incomplete data. The
preoperative details of the group of 182 women were: average age
55 years (32–81), average BMI 27 (18.5–41.5), 31% of women
had prior hysterectomy and 11.5% underwent prior urogyneco-
logical surgery. 99 (51%) of women underwent the TVT
procedure and 43 (23%) TVT O and 49 (26%) open colposus-
pension. For developments of complications over the relevant
period see Table 1. The complications in relation to the different
type of surgery are represented in Table 2. Postoperative de novo
urgency was apparent in 19% of women. The second most
frequent complain was nycturia in 14%. Preoperative OAB
disappeared in 12% of women after the operations, while 86%
of women were completely dry.

Table 1 Incidence of sampled complications after anti-inconti-
nence surgery

Complications 3m 1y 3y 5y

Recurrent stress incontinence 7% 11% 14% 8%

OAB de novo 18% 20% 29% 19%

Infection of urinary bladder 1% 4% 2% 2%

Table 2 Complications in relation to the type of surgery

Complications/type of surgery Colposuspension TVT TVT O

Recurrent stress incontinence 18% 10% 16%

OAB de novo 20% 18% 16%

Urge incontinence 6% 8% 9%

Infection of urinary bladder 0 4% 0
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3 months and 1 year after surgery the quality of life, according
to the IQOL, rapidly increased after the operation from 59 to
96. 3 and 5 years after surgery we found an insignificant
decrease, to the values 92 and 90 respectively. However, the
major improvement continued in 77% of women. 11% of
women reported moderately improvement, and 6% were the
same or worse compared with the preoperative IQOL. The
recurrences of stress incontinence and urgency have the greatest
influence on the decrease in postoperative quality of life,
according to the IQOL. The highest satisfaction was indicated
by women after TVT; see Graph 1. However, colposuspension
achieved an average high evaluation of 90 over the total five
years after the operation.
Conclusion:
The subjective cure rate of the monitored types of surgery is high
over the years. The quality of life after anti-incontinence surgery
can be negatively influenced by the recurrence of stress inconti-
nence and de novo OAB symptoms.
Graph 1 The evaluation of IQOL and type of surgery
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TRANSVAGINAL MESH REPAIR OF PELVIC ORGAN
PROLAPSE WITH THE PROLIFT™ SYSTEM
IN PATIENTS WITH “UTERINE SPARING” TECHNIQUE:
A MULTICENTER RETROSPECTIVE STUDY
V. AMBROGI1 , M. AGOSTINI1 , D. PALLANTE1,
G. DE MATTEIS2, A. IULIANO2, S. DATI 3, L. SPREAFICO4;
1OO-RR Anzio Nettuno, ANZIO, Italy, 2Ospedale “San Pietro”
FBF, Rome, Italy, 3Policlinico Casilino, Rome, Italy, 4Ospedale
“Ercole Franchini”, Montecchio, Italy.

Consent obtained from patients:
Level of support: Not Applicable
Work supported by industry: No

Objective:
To evaluate the efficacy, morbidity and quality of life (QoL) of a
transvaginal mesh repair of genital prolapse (POP) using the
Prolift™ system, in patients who desire uterine conservation.
Background:
Gynecare Prolift™, a pelvic floor repair system based on the TVM
concept, has been used worldwide since 2005 due to less-
invasiveness, uterine preservation, and durability achieved by the
transvaginal use of synthetic material. The TVM technique
involves a polypropylene mesh of specific size and shape that is
secured by tension free extension arms that pass through the arcus
tendineous via a transobturator approach anteriorly and through
the sacrospinous ligament via a transgluteal approach posteriorly.
Methods:
Between July 2006 and December 2008, fifty- eight patients who
underwent prolapse repair with the Prolift™ system in three
different Italian hospitals were reviewed. All patients were
preoperatively subjected to a detailed medical and gynaecological
history, pelvic examination, abdominal and vaginal ultrasounds
and urinalysis. At physical examination, pelvic floor defects were
determined using the POP Q, and urodynamic studies (filling

cystometry, pressure-flow studies, VLPP). Quality of life were
evaluated with questionnaire (PISQ and PQOL). All patients were
followed for 24 months. Postoperative all women were evaluated
with history including PISQ, PQOL, urinalysis and urodinamic
studies.
All patients obtained informed consent for the study and follow
up. Patient’s characteristics are reported in table I.
The type of Prolift™ kit used is Gynecare Prolift™ Total Data on
intra-and postoperative complications were collected as well as
those on anatomic outcomes and symptoms. Anatomic outcomes
were defined according to the ICS recommendations.
Results:
Fifty-five patients with > stage III genital prolapses underwent
transvaginal mesh repair with the Prolift™ system.

Mean age 54 (DS ± 8.2)

Menopause 62%

Average No of vaginal deliveries 2

Average BMI 29 (DS ± 5.3)

Erosions 5% (3 cases)

Others complications 4% (2 cases)

Improvement PISQ p=0.002

Improvement PQOL p=0.014

Improvement weight sensation p=0.00

Improvement bulging p=0.00

Improvement SUI p=1.00

Improvement Urgency p=0.0051

Improvement Urge incontinence p=0.0037

Improvement Dispareunia p=0.0037

Improvement UTI p=0.1489

Improvement Pdet/Qmax p=0.011

Improvement empting p=0.00

Improvement VP p=0.0098

Conclusion:
These results demonstrate that TVM, provides stable anatomical
and QoL improvement up to 24 months with a low rate of mesh
exposure and complications, without women undergoing a
hysterectomy. Prolift has a good success rate with minimal
perioperative morbidity.
References:
1) Short-term outcome after transvaginal mesh repair of pelvic
organ prolapse: Altman D, Vayrynen T, Ellstrom Engh M, Axelsen
S, Falconer C. Int Urogyn Jour: (2008) 19:787–793
2) Vaginal reconstructive surgery for severe pelvic organ prolapse:
A “uterine Sparing” technique using polypropylene prostheses: De
Vita D, Araco F, Gravante G, Sesti F, Piccione E. Eur Jour Obst &
Gyn and Reproductive Biology. 139 (2008) 245–251
3) Anatomical conditions for pelvic floor reconstruction with
polypropylene implants and its application for treatment of vaginal
prolapse: Reisenauer C, Kirrchniak A, Drews U, Wallwienwr D.
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