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PRIMARY ANTERIOR REPAIR TRANSVAGINAL
MESH (TVM) SURGERY: THE FALLACY OF THE
HIGH COMPLICATION RATE
J. PIZARRO BERDICHEVSKY, R. CUEVAS,
G. GALLEGUILLOS, M. ARAMAYO, S. GONZALEZ,
J. ORTIZ, V. MIRANDA, J. KUSANOVIC, A. MAJERSON
Hosp. Dr. Sótero del Río / División de Obstetricia y
Ginecología Facultad de Med. Pontificia Univ. Católica de
Chile, Santiago, Chile.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
Report results of the Gynemesh TVM technique as primary
repair of the anterior compartment pelvic organ prolapse
(POP). We report epidemiological features, type of surgery,
surgical results, intra-peri and postoperative complications,
as well as rate of recurrence.
Background:
Recurrence after surgeries for POP is higher than expected,
ranging between 30–60%. In an attempt to decrease this
rate the four armed anchored TVM technique as been
proposed. However, this type of surgery has been reserved
for recurrence after traditional surgery without mesh. This
has been justified on the high rate of complications
associated with TVM techniques.
Methods:
Retrospective cohort study of patients who underwent
anterior TVM surgery, without previous POP surgery,
between January 2008 and December 2009. Demographic
and clinical data were obtained from hospital database,
searching for type of surgery and surgical history. Clinical
charts were reviewed to obtain: symptoms, gynaecological
exam (including POPQ), and follow up (3 weeks, 6 weeks,
3 months, 6 months, 1 year and then yearly). Recurrence
was defined as stage II or higher in POPQ and were divided
into symptomatic and asymptomatic. Methods, definitions
and units conform to the standards jointly recommended by

the ICS and IUGA, except where specifically noted. Written
informed consent was obtained from all patients before
surgery.
Results:
In the study period, 309 urogynecology surgeries were
performed. 88 were TVM surgery and 54 of them were
patients without previous POP surgery. Demographic
characteristics are shown in Table 1 (all Tables values are
expressed as number (percentage) or mean ± SD or median
(interquartile range)). Mean age was 60,6±7,3 years.
Postmenopausal patients were 47 (90,4%) and active
sexually were 31 (60,4%). Average pre and post operative
POPQ are shown in Table 2, no differences were noted in
TVL. During the preoperative evaluation the most frequent
defect was in the anterior compartment (53 out of 54). 5
patients were classified on staged II and 49 in stage III of
POPQ. Perioperative data are shown in Table 3. Follow up
details are shown in Table 4. Mean Follow up was 14,7±
5,4 month. Anatomical recurrence was 9% (5 patients). 4
stage II cystocele (TVM specific recurrence 7,4%) and 1
hypertrophic cervix elongation not diagnosed during the
preoperative period. None of them were symptomatic. All
patients were satisfied with the surgery. De novo POP
appeared in 3 patients (5,5%), all of them were symptom-
atic rectocele (2 of them underwent posterior colporrha-
phy). There were 3 patients who reported De novo
dyspareunia (5,5%), one was associated with mesh erosion.
9 patients reported De novo SUI (16,6%), 3 underwent
TOT.
Conclusions:
Primary Gynemesh TVM technique, with an average
follow-up of 14 months, provides low complication rate
(symptomatic erosion rate 5.5%; De novo dyspareunia
5,5%) with excellent anatomical (recurrence rate 7.4%) and
functional outcomes (100% satisfaction and >90% im-
provement of QoL) among patients in our series. Based in
our results, we can suggest using TVM as a primary repair
for POP, considering the low rates of erosion and de novo
dyspareunia and the high rate of success in our series.
Urodynamic study is needed before surgery to decrease the
rate of de novo SUI.
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1.

Mean total parity 3,1±1,4

Mean vaginal spontaneous birth 2,49±1,5

Median heaviest newborn weight (grams) 3800 (3500–4000)

Instrumental delivery 19 (35,8)

Previous Vaginal Hysterectomy 0 (0)

Previous Aabdominal Hysterectomy 11 (20)

Mean BMI (kg/m2) 28,4±4

2.

Preop Postop p Value

Ba 2,9±1 −2,1±1 <0,0001

C −3,1±1,8 −5,7±1,6 <0,0001

Bp −1,4±1 −1,9±1,2 <0,05

D −5,9±1,4 −7,1±0,8 <0,0001

3.

Mean operating time (min) 57±19,7

Mean Estimated blood loss (ml) 83,5±51

Intraqx complication 7,31 (4)

Severe complication 1,8 (1)

Median hospital stay (days) 2±1

Concomitant Surgeries in 23 patients

Posterior colporraphy 20

TOT 6

D&C 1

11 bladder perforation. 1 drainage required, mesh
removal and 10 days Foley catheter due to dissecting
retropubic hematoma. 1 vaginal mucosa injury. 1
hypertensive emergency due to intravascular infiltration
of epinephrine.

4.

QoL Better 46 (90,2)

Equal 3 (5,9)

Worse 2 (3,9)

Unresponsive 3 (5,5)

Mesh Erosion 5 (9,3)1

Symptomatic 3 (5,5)1

Mesh Contration2 14 (26)

Symptomatic 1 (1,8)3

TVM Related reoperation 2 (3,7)3

13 symptomatic, all of them were scheduled for erosion
resection 2 Contraction was defined as the palpation of a
vaginal examination tense tract 3 Mesh erosion partially
resected associated with dyspareunia

201
THEEFFICACYOFSACRALNERVESTIMULATION,
WITH REFERENCE TO PREVIOUS INTRAVESICAL
BOTULINUM TOXIN A INJECTION, FOR THE
TREATMENT OF REFRACTORY OVERACTIVE
BLADDER
A. FORREST, A . ELDALY, N. KENEFICK,
J. BARRINGTON
Torbay Hosp., Torquay, United Kingdom.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
This study was carried out to investigate the efficacy of
Sacral Nerve Stimulation (SNS), for refractory overactive
bladder, with specific reference to benefit after previous
intravesical Botulinum Toxin A (Botox) injection.
Background:
Overactive bladder (OAB) is a very common complaint,
with 11–14% of women estimated to be affected 1, The
majority will be cured by a combination of bladder
retraining with or without anticholinergic therapy. In
addition other conservative treatment modalities such as
acupuncture, hypnotherapy and reflexology may alleviate
the symptoms. For those women who are refractory to
conservative therapies, surgical options include bladder
reconstruction (augmentation cystoplasty) and SNS, which
is the recommended third line treatment for this condition2.
Intravesical Botulinum Toxin A injection may also be used
for these cases but is unlicensed for this indication and
lacks long term data.
Methods:
23 parous women with urodynamically proven refractory
OAB underwent a temporary SNS. All procedures were
carried out by a single operator with extensive experience
placing sacral nerve stimulators for faecal incontinence. All
women had previously failed to respond to physiotherapy
and at least 2 anticholinergic drugs. 11 of these women had
previously undergone one or more intravesical Botox
injections, but opted for SNS to avoid repeated injection
and voiding dysfunction. The remaining 12 women
declined botox injection either for medical reasons, concern
about the need for self catheterisation and/or the uncertainty
of long term effects. Those women who had a successful
temporary stimulator, defined as a 50% improvement in
urgency, frequency or nocturia were deemed suitable for a
permanent implant.
Results:
The results of this study are displayed in Table 1. 8 women
(34%) had a successful temporary stimulator. Of these, 7
have gone on to have a permanent implant, and 6 continue
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to have sustained symptomatic benefit. Interestingly only 2
of these successes had previously had Botox, which failed
in each case. All of the women who had a successful
treatment with intravesical Botox, by contrast, had a less
than 50% improvement with SNS, and therefore failed their
trial.

Table 1 Successful
Temporary
SNS

Failed
Temporary
SNS

Patients with SNS without
previous Botox (N=12)

6 (50%) 6 (50%)

Patients with SNS following
Botox (n=11)

2 (18%) 9 (82%)

Where Botox successful (n=6) 0 6 (100%)

Where Botox failed (n=5) 2 (40%) 3 (60%)

Conclusion:
SNS can be a very effective treatment for some women with
refractory OAB. The overall results in our study to date show
a slightly reduced efficacy when compared to other reports in
the literature variously quoted between 56–71%3. If the
previous successful Botox patients are excluded however, the
results are comparable. The reason for the lack of success
following a previous successful treatment with intravescical
Botox is unclear, but of major interest. We hypothesise that
this may be because Botox achieves a relatively dense
paralysis of the detrusor muscle, so that patients who
subsequently undergo SNS are comparatively disappointed.
These patients should therefore possibly be encouraged to
continue with Botox therapy. This study is continuing, both
in terms of recruitment and follow up.
References
1. BJU Int. 2008; 10(1): 52–8
2. NICE Clinical guideline 40 Urinary Incontinence 2006
3. J Urol. 2007; 178(5): 2029–34
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OBSTRUCTIVE SYMPTOM RESOLUTION
FOLLOWING SLING TRANSECTION
OF TRANSOBTURATOR VS. RETROPUBIC SLINGS
D. R. KARP, M. MUKATI, A. L. SMITH, C. K. GROSS,
V. C. AGUILAR, G. W. DAVILA
Cleveland Clinic Florida, Weston, FL.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To compare the postoperative outcomes and resolution of
obstructive symptoms following sling revision surgery of
transobturator versus retropubic slings using validated
questionnaires and quality of life measures.

Background:
Voiding dysfunction and lower urinary tract symptoms are
well recognized complications following anti-incontinence
surgery. Though these complications are known to occur more
commonly following retropubic compared with transobturator
slings, comparative outcomes following sling revision surgery
of differing sling types has not been reported.
Methods:
A retrospective cohort analysis of all patients undergoing
transvaginal sling revision surgery was performed. Inclusion
criteria were all women who underwent transvaginal transec-
tion of prior bladder neck or midurethral sling due to bladder
outlet obstruction. Patients who underwent sling revision
surgery for other indications or via a retropubic approach were
excluded. Patient demographics, preoperative multi-channel
urodynamics, and postoperative clinical data were abstracted.
Symptoms were classified according to ICS-IUGA standard-
ized terminology.1 Obstructive symptoms involved storage
symptoms (urinary frequency, nocturia, urgency, and urgen-
cy urinary incontinence) and voiding/postmicturition symp-
toms (slow urinary stream, intermittent flow, straining to
void, double-voiding, and urinary retention). The short form
Urogenital Distress Inventory (UDI-6) validated question-
naire and a 7 point Likert scale were used to assess
postoperative lower urinary tract symptoms and quality of
life (QOL) measures respectively.
Results:
81 sling revision surgeries were performed by the Section of
Urogynecology and Pelvic Reconstructive Surgery at our
institution between September 2003 and November 2010.
Indications were bladder outlet obstruction (BOO) 48
(59.3%), erosion 22 (27.2%), infection/type III mesh
8 (9.9%), and intractable pain 3 (3.7%). Of the 48 sling
revisions for BOO, 30 (62.5%) were retropubic (RPS), 14
(29.2%) transobturator, and 4 (8.3%) retropubic urethropexy.
Table 1 displays voiding symptoms and other micturition
characteristics prior to sling revision surgery. The median
duration to sling transection was 13.5 months (range 1–100).
Prior to revision, bladder storage symptoms were more
common in the RPS group (p=0.02); however after revision,
these symptoms were more common in the TOT group (p=
0.04). (Table 2) Resolution of voiding/postmicturition
symptoms occurred in 7/14 (50%) TOT and 17/30 (57%)
RPS (p=0.23). There was no difference in UDI-6 or QOL
scores between the groups. Continued intermittent self
catheterization was required in 1 patient in each group.
Conclusion:
RPS patients had more bothersome lower urinary tract
symptoms prior to sling revision, but the majority resolved
after sling transection. Obstructive symptoms were more
likely to persist after sling transection of TOT compared to
RPS, but postoperative quality of life and UDI-6 measures
were comparable.
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References:
1Haylen BT, de Ridder D, Freeman RM, Swift SE,
Berghmans B, Lee J et al. (2010) An International
Urogynecological Association (IUGA)/International
Continence Society (ICS) Joint Report on the Terminolo-
gy for Female Pelvic Floor Dysfunction. Neurol Urody-
nam 29: 4–20.

Table 1: Voiding symptoms and urodynamic data prior to
sling revision surgery

TOT(n=14) RPS (n=30) p-value

Prior revision 0 (0) 2 (6) 0.46

Self-catheterization 3 (21) 6 (20) 0.31
aVoiding/postmicturition
symptoms

14 (100) 30 (100) 1.00

bBladder storage symptoms 9 (64) 28 (93) 0.02

Post void residual 105±114 180±147 0.43

Peak flow 9.1±3.5 8.8±5.2 0.42

Pdet (peak flow) 32.9±13.4 40.0±26.0 0.78

Qtip angle 67.0±28.0 40.2±26.0 0.01

*Fischers exact test, Wilcoxon sum-rank test, t-test
aVoiding/postmicturition symptoms=slow urinary stream,
intermittent flow, straining to void, double-voiding, and
urinary retention
bBladder storage symptoms=urinary frequency, nocturia,
urgency, and urgency urinary incontinence

Table 2: QOL and other characteristics following sling
revision surgery

TOT(n=14) RPS (n=30) p-value

Time to revision (mths) 12 (1–42) 13 (1–100) 0.43

QOL (Likert scale) 2 (0–6) 2 (0–3) 0.53

Δ PVR 45 (0–284) 140 (0–479) 0.23

Self-catheterization 1 (33) 1 (17) 0.50
aVoiding/postmicturition
symptoms

7 (50) 13 (43) 0.23

bBladder storage
symptoms

8 (57) 8 (27) 0.04

UDI-6 Scale 20.0±13.9 21.4±16.5 0.59

Frequency 5.45±4.2 5.71±5.8 0.56

UUI 5.00±5.0 4.10±5.0 0.32

SUI 4.73±6.0 4.52±6.5 0.47

Voiding dysfxn 4.09±4.4 5.24±6.0 0.73

Repeat SUI procedure 0 (0) 5 (17) 0.13

Overall improved 12 (86) 24 (80) 0.30

Follow-up (wks) 47.5 (2–164) 53 (6–408) 0.41

*Fischers exact test, Wilcoxon sum-rank test, t-test
aVoiding/postmicturition symptoms=slow urinary stream,
intermittent flow, straining to void, double-voiding, and
urinary retention
bBladder storage symptoms=urinary frequency, nocturia,
urgency, and urgency urinary incontinence
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RECOLONIZATION DURING RECONSTRUCTIVE
VAGINAL SURGERY
S. H. HESSAMI, K. HASSAN, A. R. RADJABI, T.
MCKINNEY;
St.Joseph Med. Ctr., Dept of Ob/Gyn, Paterson, NJ.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objectives:
Vaginal procedures are considered clean-contaminated
cases. With the new synthetic mesh technology, more
such devices are regularly implanted. As the use of such
devices has increased, so have reports on mesh
extrusion and erosion, resulting in the new FDA
warnings. Infection of the mesh has often been cited
as an inciting factor by surgeons. In this study we
looked at the rate of vaginal re-colonization after
standard Povidone Iodine preparation.
Methods:
A total of 42 consecutive patients underwent vaginal
reconstructive surgery for prolapse, lasting longer than
1 hour. Vaginal cultures were taken from a point about
3 cm from the urethral meatus on the anterior vaginal
wall, at the level of urethrovesical junction. Vaginal
cultures were taken at the following times: immediately
before prep, immediately after pre, 1/2 hour, 1 h, and 1
1/2 hour into the surgery. The rate and type of bacterial
colonization was assessed.
Results:
39 (93%) of the cultures were positive immediately before
the prep, and 11 (26%) were positive immediately after the
prep. Overall colonization progressed rapidly with 67%
positive in 30 min, 81% positive in 60 min, and 91%
positive in 90 min into surgery. There was no difference in
rate of re-colonization based on patient’s age, BMI, WIC
status, presence or absence of uterus, use or not use of
mesh.
Conclusion:
Our study confirms two major points. First, it is hard
to eradicate all bacteria from the vaginal milieu despite
an extensive vaginal prep. Second, the rate of re-
colonization is rapid, with over 90% of patients
recolonized 90 min into surgery. Given the high rate
of bacterial re-colonization and the low rate of mesh
extrusion, it is safe to say that infection does not
play a role in mesh exposure. Most complications
associated with mesh use are therefore iatrogenic in
nature.
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“LOW-COUNT” BACTERIURIA AND ITS
RELATIONSHIP TO ATP RELEASE
IN REFRACTORY DETRUSOR OVERACTIVITY
C. A. WALSH1, Y. CHENG 1, A. SIDDINS 2, K.
MANSFIELD 3, E. BURCHER 4, K. H. MOORE 1

1St George Hosp., Univ. of New South Wales, Sydney,
Australia, 2St George Hosp., Sydney, Australia, 3Univ. of
Wollongong, Sydney, Australia, 4Univ. of New South
Wales, Sydney, Australia.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, partial funding
Work Supported by Industry: No

Objective:
To examine the relationship between bacteriuria and ATP in
bladder washings from women with refractory detrusor
overactivity (RDO), during an acute exacerbation of urinary
urgency.
Background:
Abnormal ATP neurotransmission in pathological bladder
conditions, such as interstitial cystitis and DO, has been
demonstrated.1 To our knowledge, the effect of UTI on in
vivo ATP release in the bladder has not previously been
studied. We hypothesised that bacteriuria may be a common
finding among women with RDO with severe urgency
symptoms and further, that ATP concentrations would be
higher during bacteriuric episodes.
Methods:
Prospective cohort study in women with urodynamically-
proven RDO. “Refractory” was defined as “failed response
to >/=2 anti-cholinergics with bladder training for >1 year,
with persistent disabling symptoms”. Eligible women were
mailed invitations to attend our unit when urgency
symptoms were acutely exacerbated. On presentation,
participants completed a validated 4-point (0,1,2,3) urgency
score.2 A catheter specimen of urine (CSU) was obtained
by a Study Nurse, and immediately sent to the laboratory
for formal culture at the >103 CFU/ml threshold (to include
“low-count” bacteriuria). Following CSU, 50 ml of sterile
saline was instilled into the woman’s bladder, left in situ for
5 min and removed. ATP analysis was performed immedi-
ately on 100 μl of bladder washings using a standard
bioluminescence assay and a luminometer. Ethical approval
was obtained (reference 09/STG/72). Median ATP concen-
trations were compared using the Mann-Whitney test. Two-
tailed p-values are reported, with the 5% level considered
significant. Statistical analysis was performed using
Statsdirect 2.7.2.
Results:
Between December 2009 and February 2011, 50 specimens
were supplied by 30 women with RDO. Overall, the
incidence of bacteriuria >103 CFU/ml was 26% (13/50).
Significantly lower ATP concentrations in the bacteriuric
specimens (11.5 nM) compared to the sterile specimens
(44.3 nM) were demonstrated (p=0.0029, Figure 1). Six
women provided both bacteriuric and sterile samples during
the study period. In 5/6 cases, ATP in the specimens during
bacteriuria was lower than ATP from the same patient when
her urine was sterile (Figure 2). While E. coli was isolated
in most cases, the only instance of a higher ATP during an
infective episode was a “low-count” streptococcal infection.
As regards urge scores, 54% (27/50) of bladder washings
were collected from women with urgency=3 (“extreme
urgency that abruptly stops all activities”2). Bacteriuric
women did not report significantly higher urge scores
(median 2 v median 3 for sterile urine; p=0.599).
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Conclusions:
Bacteriuria >103 CFU/ml is common in women with RDO
during an acute exacerbation of urinary urgency. Surpris-
ingly, we found bacteriuria to be associated with signifi-
cantly lower ATP concentrations from fresh bladder
washings, compared to sterile bladders. This conflicts with
the notion that UTI-related urgency is ATP-mediated in
women with detrusor overactivity.
References:
1) BJU International 2011; 107: 192–204
2) Journal of Urology 2005; 174: 604–607
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THE ROLE OF ULTRASOUND AND TVT
MOBILIZATION IN EARLY DETECTION
AND RESPONSE TO POSTOPERATIVE VOIDING
DYSFUNCTION
O. RAUTENBERG1, J. KOCISZEWSKI2, A. KUSZKA2,
J. EBERHARD1, V. VIERECK1

1Dept. of Gynecology and Obstetrics, Cantonal Hosp.
Frauenfeld, Frauenfeld, Switzerland, 2Dept. of Gynecology
and Obstetrics, Lutheran Hosp. Hagen-Haspe, Hagen,
Germany.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The aim of the study was to examine the use of early
sonographic detection of too narrowly positioned tension-
free vaginal tape (TVT) in patients with post-operative
voiding difficulties which could be resolved with tape
mobilization.
Background:
Although the postoperative complication rate is low,
voiding dysfunction occurs in approximately 5% of cases
(1). Postoperative sonographic monitoring of the TVT
position can be done to identify possible causes of voiding
dysfunction (i.e., too narrowly positioned tape or hemato-
mas), provide timely detection of cases in which tape
mobilization is recommended (<3 mm tape-urethra dis-
tance), and influence the continence status of patients.
Methods:
A retrospective review was conducted in patients with
postoperative voiding, caused by too narrowly placed
tape, who underwent a tape mobilization procedure
2007–2010. In all cases, ultrasound was used to detect
the cause of the obstruction. Voiding dysfunction was
defined as symptoms of stranguria and a postmicturition
residual volume of greater than 100 ml. In patients with
voiding dysfunction, introital ultrasound was performed
in the first few days to confirm the cause of the

dysfunction. The shortest distance tape-urethra distance
was measured based on recommendations from a prior
study conducted in 2008 (2). Mobilization of the TVT,
performed shortly after the original procedure (median
day 3), was done under local/analgosedation.
Results:
A total of 45 postoperative TVT mobilization procedures
were conducted on 43 women, which was approximately
4% of the total suburethral tape procedures performed at the
hospitals during this time period. The median duration of
the tape mobilization procedure was 10 min and the only
postoperative complication was a conservatively treated
minor hematoma. The median residual volume prior to
TVT mobilization was 280 ml (range=100–700) and 30 ml
(range=0–450) following the procedure. Median tape-
urethra distance measured pre- and post-TVT mobilization
were 2.0 mm (range=0–3.5) and 3.3 mm (range=1.5–6.0),
respectively. Immediate mobilization of the tape success-
fully restored normal bladder voiding in 39 (87%) of the 45
procedures. Tape mobilization failed in only six of the
procedures, which resulted in two successful cases after a
second mobilization (due to unchanged tape position), one
subsequent tape incision, and three cases requiring transient
self-catheterization. After early mobilization of the TVT, 40
(93%) were cured, two failed and one improved from stress
urinary incontinence at six-month follow-up visits.
Conclusions:
Immediate postoperative ultrasound allows for rapid detec-
tion of dystopic tape positioning. Early mobilization of the
TVT is a short and safe procedure that can lead to timely
resolution of postoperative voiding dysfunction and prevent
long-term obstructive complications, without impacting the
success of the TVT procedure.
References:
(1) Leach GE, Dmochowski RR, Appell RA, Blaivas JG,
Hadley HR, Luber KM, et al. Female stress urinary
incontinence clinical guidelines panel: Summary report on
surgical management of female stress urinary incontinence.
J Urol 1997; 158:875–87.
(2) Kociszewski J, Rautenberg O, Perucchini D, Eber-
hard J, Geissbühler V, Hilgers R et al. Tape function-
ality: sonographic tape characteristics and outcome after
TVT incontinence surgery. Neurourol Urodyn 2008;
27:485–490.
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Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, partial funding
Work Supported by Industry: No

Objective:
To determine the incidence of bacteriuria >10*3 CFU/ml on
catheter specimens of urine (CSU) in women with urinary
incontinence compared to continent female controls.
Background:
A previous study showed a higher prevalence of UTI
among women with detrusor overactivity (DO) compared
to urodynamic stress incontinence (USI).1 This older
studies used Kass’ traditional threshold for significant
bacteriuria (>10*5 CFU/ml), which is now considered
insensitive. Current expert guidelines recommend the
inclusion of “low-count” bacteriuria (10*3–10*5 CFU/ml)
in the evaluation of UTI. A recent pilot study revealed a
37% incidence of bacteriuria >10*3 CFU/ml on mid-stream
urine specimens in women with severe refractory idiopathic
DO (IDO),2 similar to the 29% rate of bacteriuria in OAB
reported by other authors.3 Despite the suggested associa-
tion between DO and bacteriuria, the background incidence
of bacteriuria in women with USI and those without urinary
incontinence have not been reported.
Methods:
Over an 18-month period, CSU samples were obtained
from women aged 18–80 years with urinary incontinence
undergoing routine urodynamic testing. Control CSU
specimens were collected from continent women during
elective gynaecological operative procedures. All CSU
specimens were cultured to include “low-count” bacteriuria
at the >10*3 CFU/ml threshold. Exclusion criteria were:
voiding dysfunction (post-void residual >100 ml), neuro-
genic bladder, pregnancy and antibiotic use within 4 weeks.
Historical risk factors which have previously been associ-
ated with UTI, including age, menopausal status, sexual
activity, diabetes, history of recurrent UTI and degree of
cystocele were recorded. Categorical data were analysed
using Fisher’s exact test. Two-tailed p values were used and
the 5% level was considered significant. A lack of pilot data
for continent women precluded a priori sample size
estimation. Statistical analysis was performed using Stats-
direct statistical package 2.7.2.
Results:
Between August 2009 and January 2011, 185 women were
recruited: 127 women with urinary incontinence and 58
continent female controls. Overall, the incidence of bacter-
iuria was higher in the incontinent group (10%) compared
to the continent women (3%) although this was not
statistically significant (p=0.15, Table 1). The median age
(inter-quartile range) age of the incontinent women was
higher than the controls [60 (49–66) years versus 51 (42–
62) years respectively; 0=0.009].

Culture result Incontinent
women
(n=127)

Continent
controls
(n=58)

P

All bacteriuria
(>10*3 CFU/ml)

10% (13/127) 3% (2/58) 0.15

“Low-count”
bacteriuria
(103–105 CFU/ml)

7% (9/123) 1.8% (1/57) 0.17

“High-count”
bacteriuria
(>10*5 CFU/ml)

3% (4/127) 1.7% (1/58) >0.99

Table 1: Incidence of bacteriuria in incontinent women
versus continent controls

In total, 70% (9/13) of the bacteriuric specimens obtained
on the urodynamic test day grew “low-count” bacteriuria
only (10*3–10*5 CFU/ml, which would be missed using
Kass’ traditional microbiological threshold (>105 CFU/ml).
E.coli was the predominant uropathogen cultured from
incontinent women, accounting for 70% of the bacteriuric
specimens. Among bacteriuric specimens cultured from
incontinent women, 54% demonstrated significant pyuria
(>10 WBC/mm3). Among the incontinent group, no
baseline differences in diabetes, history of recurrent UTI,
sexual activity, menopausal status or significant cystocele
were demonstrated between the bacteriuric and sterile
groups (Table 2).

Risk Factor Incontinent women (n=127) P
Bacteriuria >
10*3 CFU/ml)

Sterile
(<103 CFU/ml)

Diabetes mellitus 15% (2/13) 12% (14/114) 0.67

Recurrent UTI 15% (2/13) 15% (17/114) 0.67

Sexually active 54% (7/13) 49% (56/114) 0.78

Post-menopausal 62% (8/13) 65% (74/114) 0.77

Cystocele>Grade II 23% (3/13) 46% (53/114) 0.14

Table 2: Risk-factor profile among bacteriuric and sterile
incontinent women

We also examined rates of bacteriuria according to
urodynamic diagnosis. No significant difference in the
incidence of bacteriuria was demonstrated in women with
DO (10%; 7/68) compared to women with pure USI and
stable detrusor pressures (5%; 2/42; p=0.48). However, a
trend towards increased bacteriuria was seen in women
with bladder oversensitivity (24%; 4/17) compared to those
with pure USI (5%; p=0.052).
Conclusions:
Among women with urinary incontinence, the incidence of
bacteriuria >10*3 CFU/ml on CSU is 10%. This is not
significantly higher than the background incidence among
the continent female population although larger studies
appear warranted. The majority of positive specimens will
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be missed unless appropriate microbiological thresholds,
which include “low-count” bacteriuria, are employed.
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Objective:
The aim of our prospective study was to evaluate the
efficacy of Solifenacin 5 mg for the treatment of symptom-
atic Detrusor Overactivity (DO) comparing normal weight
(BMI≤25) to overweight (BMI >25) women
Background:
The Overactive Bladder (OAB) syndrome is a very
common condition in adult women. Obesity, age, gender,
smoking, alcohol or caffeine intake has been proposed as
risk factors for the incidence and severity of OAB. Even if
a BMI correlation to OAB is not completely clear, it has
been recently demonstrated that obese patients could show
more severe OAB symptoms at baseline [1]. Antimuscar-
inics are a widespread pharmacological treatment of this
syndrome. Only two papers have evaluated the efficacy of
two different antimuscarinics in symptomatic obese
patients: Trosphium Chloride XR 60 mg [1] and Darifena-
cin 7,5 and 15 mg [2]. Both studies concluded that BMI
does not clinically affect their efficacy or tolerability;
however a greater BMI was associated with a higher
probability of receiving the higher Darifenacin dose [2],
suggesting a smaller drug exposure per kg body weight. To
the best of our knowledge, no reports exists correlating the
efficacy of antimuscarinic drugs in obese patients with an
urodynamic diagnosis of DO.
Methods:
We prospectively recruited women with urinary inconti-
nence symptoms referred to our urogynaecology outpatients
unit from January 2006 to June 2010. All patients were
assessed with a specific validated questionnaire and
examined by two trained urogynaecologists. We excluded
women with complicated urinary incontinence, genital
prolapse≥stage II, previous anti-incontinence or prolapse
surgery, previous antimuscarinics treatment. All patients

were studied with urodynamics, in accordance to the Good
Urodynamic Practice Report of the International Conti-
nence Society (ICS). Only women with urodynamic
diagnosis of symptomatic DO were included in the study,
regardless the timing of the involuntary detrusor contraction
during cystometry (spontaneously during filling phase,
SDO or after provocative manoeuvres, PDO).Solifenacin
5 mg once daily was prescribed for 12 weeks to all women.
The drug efficacy was assessed using a 3-point symptoms
scale (0=same, 1=improved, 2=cured). Women were
defined as responders if they were improved or cured, and
as no-responders if their urinary symptoms did not change.
All women were divided in two groups, depending on BMI
value (group 1: BMI≤25, group 2: BMI>25). They were
then compared for treatment efficacy. Amongst group 2, we
also separately performed a subanalysis of women with
BMI>30 (group 2b). Fisher exact test was used for discrete
variables and the t test and Mann-Whitney U test for
continuous variables. A p value<0.05 was considered
statistically significant. Ethical approval and oral informed
consent was obtained. All terms and definitions are
standardized.
Results:
From January 2006 to June 2010, 331 women with DO
were recruited. Four women quitted the treatment because
of side effects (dry mouth and constipation), then a total of
327 patients completed 12-week course therapy. One-
hundred and thirty-eight patients had a BMI≤25, 189 had
a BMI>25, while 66 women were obese with a BMI>30.
Patient in group 1 were then compared with patients in
group 2 and 2b, respectively. These groups did not show
any significant difference in demographic and anamnestic
characteristics. The distribution of the type of DO was
similar in group 1 (PDO: 20/138, 14.5%) and group 2
(PDO:39/189, 20.6%), (p=0.19). After a 12-week treat-
ment, 14,5% (20/138) and 11,6% (22/189) of women in
group 1 and 2, respectively, were non-responders (p value=
0.50). Even comparing normal weight to obese patients, no
statistical difference in term of non-responders was found
(group 2b, 10,6% (7/66); p=0.51). After a 12-week
treatment, 66,7% (92/138) and 62.4% (118/189) of women
in group 1 and 2, respectively, were responders (p value=
0.50). Even comparing normal weight to obese patients no
statistical difference in term of cure rate was found (group
2b, 63.6% (42/66); p=0.75). No statistically significant
difference was found in terms of adverse effects between
group 1 (13/138, 9,4%) and group 2 (18/189, 9,5%), (p=1)
Conclusions:
Solifenacin is an effective and well tolerated therapy both
in normal weight and obese patients with symptomatic DO.
Since different forms of DO respond differently to
antimuscarinics therapy [3], the similar distribution of
PDO among groups confers strength to our results.

Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008 S1777



In our paper, differently from a previous study [2], a greater
BMI does not seem to be associated with a smaller drug
exposure per kg body weight, since there was not need to
increase Solifenacin dose to improve its efficacy.
References:
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Objective:
Purpose of the study is the evaluation of the influence of
aging, body weight and child birth on pelvic floor
contractility and bladder neck mobility in patients with
stress urinary incontinence.
Background:
Sufficient elevation of the bladder neck in a anterocephalad
direction during pelvic floor contraction seems to be an
important component of the urethral competence mecha-
nism. Description of bladder neck movement during pelvic
floor contraction by ultrasound and evaluation of summa-
tion potentials of pelvic floor muscles with vaginal EMG is
feasible to assess muscular contractility. In our prospective
study we wanted to assess the impact of pelvic floor muscle
contraction quantified by ultrasound and EMG in patients
with genuine stress incontinence.
Methods:
Between 1998 and 2006, 718 patients with stress urinary
incontinence were included in this study with complete
urogynaecological examination, perineal ultrasound (Sono-
line Si-200, Siemens) and vaginal EMG (Pelvimeter°,
Standard Instruments). Perineal ultrasound assessed the
movement of the bladder neck at rest, Valsalva and during
maximal contraction of pelvic floor muscles; differences of
the distance between bladder neck and bottom line of
symphysis were measured in millimeters. For vaginal EMG
a probe was applied transvaginally with measurement in the

3 and 9 o’clock position with a voltage ranging between 0
and 20 mV. Values below 9 mV were classified as
acontractile.
Results:
Mean age of patients was 55.7 year (range: 17–91 year.),
n=79 (11%) were nulliparous women and body mass index
of mean 26.6 (range: 16–51). 428 (58.6%) of all patients
were obese with a BMI>26. There was a statistically
significant increase of bladder neck elevation during
contraction with increasing vaginal EMG values, but no
influence to the total amount of bladder neck movement
between Valsalva and contraction. 167 (23.3%) patients
showed a pelvic floor contraction with vaginal EMG values
<9 mV. In the group of nulliparous women 21% (16/78)
showed vector movement of the bladder neck <3 mm
during pelvic floor contraction, in this group 27% (21/78)
had EMG values <9 mV. Body weight had no influence on
pelvic floor contraction and bladder neck elevation. We
found a significant decrease of pelvic floor contractility
with increasing age.
Conclusions:
Pelvic floor muscle contraction with vaginal EMG values
>9 mV is associated with a pronounced bladder neck
elevation in an antero-cephalad direction. Both vaginal
EMG values and bladder neck elevation decrease with age.
In nulliparous women there was a high percentage of
women with acontractile pelvic floor muscles associated
with a diminished movement of the bladder neck.
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Objective:
To determine whether or not pre-operative assessment of
POP-Q Point C with cervical traction better reflects the true
extent of uterine prolapse, that being POP-Q Point C
measurement obtained intra-operatively with traction. We
also aim to assess patient’s acceptability of examination
with cervical traction in the outpatient setting.
Background:
Anecdotally, the apical compartment (uterine prolapse) is
the most challenging compartment to accurately assess in
the outpatient setting. Many pelvic surgeons use the
moment directly before the start of surgery, with the patient
already under anaesthesia to perform a final examination
using traction, and plan the exact operation in prolapse
surgery. However, recent evidence suggests that intra-
operative examination of prolapse under anaesthesia could
be significantly different from pre-operative examination
even if POP-Q system is used. Intra-operatively, uterine
descent is often much more pronounced than that originally
assessed at the outpatient consultation and this usually
impacts on whether or not a patient ultimately has a
hysterectomy or requires uterine suspension as part of the
prolapse surgery. An accurate assessment of the true extent
of uterine prolapse pre-operatively will enable more
appropriate patient counseling in particular with regard to
hysterectomy or uterine suspension.
Methods:
In this prospective randomized observational study, a total
of 62 patients were randomized into 2 groups - one group
examined pre-operatively without traction and one group
examined with and without traction pre-operatively.
Patients randomized to the non-traction group were exam-
ined routinely with digital vaginal examination in the
supine position and either performing Valsalva maneuvres
or a series of coughs to ascertain the maximal descent of
each of the three compartments. Patients randomized to the
traction arm had the routine digital vaginal examination and

another examination with gentle cervical traction in the
anaesthetic room using a bivalve speculum and vulsellum
prior to surgery. Both groups of patients had routine intra-
operative examination of POP-Q Point C using traction
under anaesthesia. POP-Q Point C for all examinations was
recorded in cm using either a ruler or uterine sound. VAS
pain scores were obtained for each examination performed
pre-operatively in both groups. The pre-operative and intra-
operative examiners for each patient were randomized and
were different with different levels of experience to reduce
bias and to maintain heterogeneity in the level of traction
applied. There was no measurement or standardization of
the amount of traction applied.
Results:
The mean age of the patients was 58 years (37–82 year).
There were 33 patients in the non-traction group and the
mean difference in POP-Q Point C between pre-operative
and intra-operative measurements was 2.73 (95% CI 2.03–
3.43). In the traction group, there were 29 patients, and the
mean difference in POP-Q Point C between pre-operative
examination with traction and intra-operative examinations,
was 1.72 (95% CI 1.25–2.2). The difference between these
two means was statistically significant with p=0.0219.
Comparing mean VAS pain scores in the traction group, the
mean VAS pain score without traction was 1.09 and that
with traction was 3.12. The difference in the mean pain
scores between examination without traction and with
traction was statistically significant with p<0.0001. Al-
though the VAS pain score was higher in the examination
using traction, clinically, all 29 patients described discom-
fort rather than pain and likened the examination with
traction to a pap smear examination
Conclusion:
Examination with gentle traction on the cervix using a
bivalve speculum and vulsellum s a simple and acceptable
method of improving our assessment of uterine descent in
the outpatient setting. The improved ability to determine the
need for an apical procedure, e.g. vaginal hysterectomy or
uterine suspension, pre-operatively in a patient with
symptomatic pelvic organ prolapse requiring surgical
management, will allow more precise pre-operative
counseling and better allocation of theatre time.
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Objective:
To present a single-institution series of complex rectovaginal
fistulas (RVF) after synthetic mesh-augmented POP repair, as
well as techniques for identification and management.
Background:
The use of synthetic mesh for transvaginal pelvic organ
prolapse (POP) repair is increasing, despite clear evidence
demonstrating superior success rates. Such evidence is
particularly lacking in regard to posterior compartment repair.
In addition to mesh extrusion and dyspareunia, mesh-
augmented repairs are associated with the rare complication
of mesh erosion into hollow viscera. Among these, rectova-
ginal fistula is a severe, at times life-altering, complication.
Methods:
IRB approval was obtained for this retrospective study. Data
was collected on all consecutive patients undergoing RVF
repair after POP surgery from 2006–2009. Patient demo-
graphics, clinical history, physical exam, diagnostic testing,
fistula repair techniques and follow up data were recorded.
Results:
Twenty-two patients were referred for RVF repair to our
multidisciplinary center for pelvic medicine from 2006–
2009. Etiologies of RVF were: malignancy (n=12), robotic
sacrocolpopexy (n=1), lap sacrocolpopexy (n=1), utero-
sacral ligament suspension (n=1) and transvaginal POP
repair with mesh (n=7). Of the 7 patients with RVF after
transvaginal POP repair, median age was 52 year (range
33–66). Time to presentation was 9–960 days after prolapse
repair. Presenting symptoms included: drainage of stool in
the vagina (4), rectal bleeding (2), dyspareunia (2), vaginal
bleeding (1), rectal pain (1), dyschezia (1), and mesh
protruding from anus (1). Mesh was palpated in the rectum

in 5 patients. There were only 2 patients with negative
palpable rectal defect and negative colonoscopy. Patients
required a median 3 (range 1–5) procedures for definitive
RVF repair. Diverting ileostomy was necessary in 4 of 7
patients; one patient refused. Repairs included advancement
flap (3), transperineal repair with levator flaps (2), closure
with gracilis flap, (1), low anterior resection with primary
anastamosis (1). Median follow up was 13 month. (range
6–46). Two patients have persistent fistulas on follow up;
one is still diverted and long-term colostomy is planned. Of
those with successful repairs, persistent pain (3) and vaginal
mesh extrusion (1) still complicate RVF repair.
Conclusions:
This series highlights the significant impact of synthetic mesh
complications in the posterior compartment. Rectal compli-
cations can occur after any posterior POP repair, but those
involving mesh are especially disastrous. These complications
should be cautionary for synthetic graft use by those with
limited experience or with alternate choice of traditional
repair. Whenever symptoms of RVF present, a colon and
rectal specialist should be involved as soon as possible to
minimize repeated attempts at repair and prolonged morbidity.
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Objective:
To confirm the differential expression of platelet derived
growth factor (PDGF) in patients with overactive bladder
(OAB)
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Background:
Peripheral blood mononuclear cells (PBMC) have been
utilized as a reporter function for biomarker discovery in
solid organ diseases, such as OAB. Differential expression
of select PDGF isoform (PDGF-C) has been elucidated via
microarray screening technology. However, confirmation of
candidate genes is required to validate the genes of interest
towards potential biomarker application.
Methods:
PBMC obtained from female patients (n=13) diagnosed
with overactive bladder were assessed for expression of
previously differentially regulated genes PDGF-C in addi-
tion to an isoform control (PDGF-D) by PCR/real-time
PCR employing specific primer-probe sets for these genes
(Taqman) and internal variations corrected with GAPDH
expression profiles. Data are reported as fold change
compared with healthy controls
Results:
Expression of PDGF-C was downregulated ~2-fold (50%)
in OAB patients compared with healthy controls (p=0.02)
which is consistent with microarray studies. In contrast,
expression of PDGF-D did not significantly differ between
the two groups (p=0.55).
Conclusions:
Utilizing the immune system by way blood derived
leukocytes as a means of providing a reporter function
towards biomarker discovery appears a viable option as a
means to elucidate novel biomarkers in solid organ diseases
such as OAB.
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Objective:
We performed a multicenter, prospective study to evaluate
the effect and outcome predictors of tamsulosin in female
patients with LUTS.

Background:
Recently, Tamsulosin, α1-adrenoreceptor antagonist have
been used in female patients with lower urinary tract
symptoms (LUTS). However, there is a few clinical
evidence that tamsulosin are effective in female patients
with LUTS and that is limited to the patients with low
maximal flow rate (Qmax) who were suspected of having
bladder outlet obstruction. Furthermore, there is no report
concering the predictive factors for the effect of tamsulosin.
Methods:
The total 82 female patients with LUTS, irrespective of
Qmax, from 4 medical centers were included. Initial
evaluations included International Prostate Symptom Score
(IPSS) for subjective assessment of LUTS, measurements
of Qmax, postvoid residual urine volume (PVR), micturition
frequency in daytime and night, mean voided volume from
uroflowmetry (UFR) and voiding diary for objective
assessment and IPSS-quailty of life (QOL), Urogenital
Distress Inventory (UDI-6) for QOL assessment and
measurements of blood pressure, pulse rate for assessment
of adverse events. All patients were treated with tamsulosin
at a dose 0.2 mg/day and after 2 and 4 weeks of treatment,
we reevaluated the patients and analyzed the differences of
these parameters.
Results:
The mean age of the patients was 53.4±9.8 years old and
among the 82 patients, 50 (61%) had moderate LUTS, 32
(39%) had severe LUTS and 60 (73.2%) had Qmax of
<15 ml/s, 22 (26.8%) had Qmax of ≥15 ml/s. Total IPSS,
voiding and storage symptom scores were significantly
decreased after 2,4 weeks of treatment and voiding
symptom score was more decreased than storage symptom
score (35.5% vs 25.3%, p<0.05). There were significant
improvements in Qmax, PVR, frequency in daytime and
night, mean voided volume, IPSS-QOL and UDI-6 scores.
When the improvement of LUTS after treatment was
defined as decrease in IPSS more than 20% after 4 weeks
of treatment, 58 (70.7%) were improved and in multivariate
analysis to determine the predictive factors influencing the
improvement, voiding symptom score of IPSS before
treatment was significantly associated with the improve-
ment of LUTS, wherease age, Qmax, PVR and storage
symptom score were not. There was significant decrease in
systolic blood pressure after 4 weeks of treatment, however
did not cause associated adverse events.
Conclusions:
In female patients with LUTS, tamsulosin was effective and
well tolerated for improving subjective, objective voiding
symptoms and QOL, irrespective of Qmax. Therefore,
tamsulosin may be an initial treatment option in female
patients with LUTS, especially in patients with severe
voiding symptom of LUTS.
References (optional):
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Objective:
To compare the diagnostic accuracy of two voiding trial
methods to predict postoperative voiding dysfunction.
Background:
Women undergoing operations for urinary incontinence
and/or prolapse between November 2009 and March 2010
were randomized into two groups - Retrograde versus
Spontaneous voiding trial. All subjects underwent both
types of voiding trials, with randomization determining
order of the two tests.
Methods:
The primary aim was to compare the accuracy of the
Retrograde and Spontaneous techniques in detecting post-
operative voiding dysfunction, based on the calculation of
sensitivity, specificity, positive and negative predictive
values for each test. Secondary aims included the ability
of both methods to predict prolonged retention, as well as
patient satisfaction with both techniques. Statistical analysis
also included Student’s t-test for continuous variables, chi-
square and Fisher’s exact for categorical variables.
Results:
A total of 50 women were randomized - 25 per group.
Failure rates were 62% for Retrograde and 84% for
Spontaneous. Women who failed both tests had 12.6±
14.4 days of retention versus 2.5±2.1 days for those who
failed only one method (p=0.004). The Retrograde method
had 94.4% sensitivity and 58.1% specificity to detect post-
operative voiding dysfunction, while the Spontaneous
method had 100% sensitivity and 25.8% specificity. (Table
1) The Retrograde method was found to be a more accurate
test of postoperative voiding dysfunction, with a higher
positive predictive value, an excellent negative predictive
value and a composite score of sensitivity and specificity
greater than 1.5. The Retrograde method was preferred by
subjects (51.1% vs. 44.4%), regardless of randomization
order.
Conclusions:
Women undergoing surgery for prolapse and inconti-
nence often have voiding dysfunction in the immediate

postoperative period. The Retrograde method is more
accurate in discriminating between the presence and
absence of postoperative voiding dysfunction. The
Retrograde method was preferred by subjects and
provides an efficient alternative to the Spontaneous
method of voiding trial.

Table 1. Diagnostic Accuracy of Voiding Trial Methods

Method of
Voiding Trial

Sensitivity*

(95% CI)
Specificity*

(95% CI)
PPV*

(95% CI)
NPV*

(95% CI)

Retrograde
(n=50)

94.4
(70.6–99.7)

58.1
(39.3–74.9)

56.7
(37.7–74.0

94.7
(71.9–99.7)

Spontaneous

(n=50) 100
(78.1–100)

25.8
(12.5–44.9)

43.9
(28.8–60.1)

100
(59.8–100)

Data=%
PPV=positive predictive value, NPV=negative predictive
value
* Defined as detection of postoperative urinary retention
lasting greater than 7 days
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Objective:
Evaluate and compare the efficiency of oxybutynin,
transcutaneous posterior tibial nerve stimulation, functional
stimulation of the pelvic floor and pelvic floor training for
treatment of overactive bladder in women.
Background:
Between August 2008–2010, 73 women with overactive
bladder (OAB) with a mean of 61.3 years were randomized
into four treatment groups. All signed a consent form
approved by the ethics committee. The pelvic floor training
(PFT) was performed in 22 patients at each session the
group exercises were performed in standing, sitting and
supine position, with 20 contractions of 2 s, 10 contractions
of 5 s and 5 contractions every 10 s, totaling 12 sessions.
The posterior tibial nerve stimulation transcutaneous
(TPTNS) was administered to 22 women at a frequency
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of 10 Hz and pulse width of 200 microseconds for 30 min,
totaling 12 sessions. The functional electrical stimulation of
the pelvic floor (FSPF) was applied in 16 women with
vaginal electrode at a frequency of 10 Hz, pulse width of
500 microseconds for 30 min, totaling 12 sessions. Was
used oxybutynin (OXY) immediate release on 13 patients
divided into two daily doses of 5 mg for 12 consecutive
weeks.
Methods:
For evaluation of treatment was used voiding diary,
King's Health Questionnaire (KHQ) and report of
patient satisfaction. Data were entered into excel and
analyzed using the Statistical Package for Social
Sciences, version 18.0. The Wilcoxon signed rank test
was used to examine the change in any variable
between “before” and “after” treatment. The differences
among the four groups were compared using the
Kruskal-Wallis. Was considered significant p<0,05.
Results:
The diary data were listed in table 1 and 2. Analyzed in
the assessment of the KHQ was found that the general
perception of health, limitation of daily activities and
physical impairment was a significant improvement in
PFT groups, FSPF and TPTNS; the impact of inconti-
nence and improvement occurred in groups PTNS,
FSPF and OXY; the physical limitations and significant
improvement in PFT and TPTN, limiting social
improvements were PFT and FSPF, personal relation-
ships only significant improvement in PFT; emotions in
significant improvement in PFT, OXY and PTNS, sleep
and provision had improved in all groups, general
measures in any group was significant. For comparison
of treatments there was no difference between them.
After treatment there was satisfaction 91% of patients in
the PFT, 77% in TPTNS, 69% and 61.5% in the FSPF,
OXY respectively.

Table 1: Distribution of urinary frequency and nocturia by
voiding diary.

Before After

Frequency Average value*

PFT 6,9 6,2 0,15

TPTNS 7,7 6,7 0,01

FSPF 7,6 6,8 0,01

OXY 7,4 5,6 0,01

Nocturia

PFT 1,6 1,0 0,00

TPTNS 2,3 1,5 0,01

FSPF 1,9 1,5 0,03

OXY 3,3 3 0,64

*Wilcoxon

Table 2: Distribution of urgency and urge incontinence by
urinary diary.

Before After

Urgency Average value*

PFT 0,9 0,6 0,05

TPTNS 1,4 0,9 0,10

FSPF 0,7 1,1 0,85

OXY 0,7 0,7 0,83

Urge incontinence

PFT 0,8 0,4 0,13

TPTNS 1,7 0,5 0,01

FSPF 1,7 1 0,26

OXY 1,7 1 0,26

*Wilcoxon.

Conclusions:
Urinary incontinence brings damage in several areas of
women's lives, there may be low self-esteem, anxiety,
depression, preoccupation with the odor of urine, difficulty
in sexual relations, sleep disturbances, feelings of shame
and social isolation1. In this research, patient satisfaction
may be related to the change in quality of life identified in
several areas, improvement of symptoms of OAB for the
PFT and the socialization of group therapy may have
contributed to satisfaction. In the OXY group had improved
significantly only in frequency, probably due to the smaller
number of patients compared to other groups. Several
studies have been published demonstrating the efficacy of
electrical stimulation in the treatment of OAB, ranging
from 55% to 71%2, similar to our results, showing action of
this technique based on neuromodulation. Regarding PFT is
controversial, however Arruda3 achieved the disappearance
of the symptom of urgency in 57.1% in women who
performed PFT in 24 sessions, our lower percentage (34%)
may be related to fewer sessions. The proposed techniques
were equally effective in treating the symptoms of OAB in
the short term, and thus, physical therapy may represent an
important tool in the treatment of this syndrome by few side
effects and contraindications does not compromise future
treatments.
References:
1. Rev Bras Fisioter. 2009; 13(6):480–6.
2. J Urol. 2010;184:2001–6.
3. Rev. Bras. Ginecol.Obstet 2007:29.
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Objective:
The objective of this study was to determine prognostic
factors related to successful prophylactic salpingo-oopho-
rectomy in menopausal women at the time of vaginal
hysterectomy for pelvic organ prolapse.
Background:
Prophylactic transvaginal salpingo-oophorectomy is a com-
mon procedure at the time of vaginal hysterectomy in
menopausal women. Due to limited visualization and
access, it is considered to be a technically challenging
procedure. Despite this, it is routine practice to offer
salpingo-oophorectomy to postmenopausal women in con-
junction with vaginal hysterectomy though no predictive
factors have been determined to accurately identify patients
in whom successful vaginal salingo-oophorectomy is likely.
Methods:
This was a retrospective analysis of all women who
underwent vaginal hysterectomy with planned prophy-
lactic salpingo-oophorectomy within the Section of
Urogynecology/Pelvic Reconstructive Surgery. Inclusion
criteria were vaginal hysterectomy with either bilateral
or unilateral salpingo-oophorectomy, vaginal hysterecto-
my alone, age >/= 60, and postmenopausal. Exclusion
criteria were desire of ovarian conservation, laparoscop-
ic assistance, known previous ovarian pathology, and
previous bilateral salpingo-ophorectomy. Demographic,
clinical and surgical variables were examined to deter-
mine those associated with ability to successfully
achieve prophylactic adnexectomy.
Results:
Of 550 vaginal hysterectomies performed at our institution
between 2003–2010, 309 met inclusion criteria. 203
(65.7%) achieved successful removal of one or both
ovaries, and 106 (34.3%) were not amenable to removal.
Of the salpingo-oophorectomy cohort, 111 (54.7%) were
bilateral (BSO) and 92 (45.3%) were unilateral (USO).
Inability to achieve removal of one or both adnexa was
significantly associated with advanced age, elevated body
mass index, lower vaginal delivery weight, and smaller
uteri weight (Table 1). Cervical elongation of >/= 7 cm (OR
2.8, CI 1.6–5.1), cervical/uterine prolapse (OR 2.5, CI 1.4–
4.5) and anterior vaginal wall prolapse (OR 4.3, CI 2.2–8.2)
beyond the hymen were associated with lower likelihood of

achieving salpingo-oophorectomy. Parity, type of anesthe-
sia, estimated blood loss, number of concomitant proce-
dures, previous pelvic surgical history, and other vaginal
prolapse measurements were not significant factors related
to success in achieving either USO or BSO. There were no
significant differences identified between the USO and
BSO cohorts.
Conclusion:
Prophylactic salpingo-oophorectomy can be accomplished
2/3 of the time in conjunction with vaginal hysterectomy
performed for pelvic organ prolapse. Cervical and vaginal
pelvic organ prolapse does not correlate with successful
prophylactic salpingo-oophorectomy at the time of vaginal
hysterectomy. Cervical elongation >/= 7 cm, exteriorized
anterior and cervical/uterine prolapse negatively impacts
the likelihood for successful removal of adnexa at the time
of vaginal hysterectomy.

Table 1: Patient characteristics and surgical factors

Factors/
Characteristics

Neither (N)
n=106

BSO (B)
n=111

N vs. B
p value

Age 71 (67, 76) 67 (64, 72) <0.01

BMI 27.5 (24.5, 30.4) 25.6 (23.4, 28.5) 0.01

Parity 2 (2, 3) 2 (2, 3) 0.47

Largest vaginal
delivery (gm)

3538
(3175, 3900)

3629
(3402, 4082)

0.02

Pelvic surgery
history

37 (34.9) 37 (33.3) 0.81

POP-Q Stage 3.0 (2.0, 3.0) 3.0 (2.0, 3.0) 0.40

Ba 3 (1–4) 1.5 (0–3) <0.01

C 0 (−2, 3.6) −1 (−5, 1) <0.01

D −6.5 (−7.5, -5) −7.0 (−8, -5.75) 0.27

TVL 9 (8.5, 10.0) 9.0 (8.5, 10.0) 0.48

Bp −1.3 (−2, 0) −1 (−2, 0) 0.09

gh 3 (2.1, 4) 3 (2, 4) 0.15

Cervical length 7.0 (5.0, 9.0) 5.0 (2.5, 7.5) <0.01

Exteriorized
prolapse

98 (92.5) 94 (84.7) 0.07

Overall 50 (47.2) 29 (26.1) <0.01

Cervix 90 (84.9) 63 (56.8) <0.01

Ant 8 (7.5) 16 (14.4) 0.11

Post

Uterine weight 50 (40, 64) 62 (49, 74) <0.01

# Concomitant
Procedures

4 (3, 4) 4 (3, 4) 0.15

EBL 150 (100, 200) 150 (100, 200) 0.84

Anesthesia

Spinal 79 (74.5) 78 (70.3) 0.71

General 20 (18.9) 26 (23.4)

Converted 7 (6.6) 7 (6.3)

Data are median (interquartile range)
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Objective:
The purpose of this study is to define the prevalence of
interstitial cystitis/bladder pain syndrome (IC/BPS) in
women with chronic pelvic pain (CPP).
Background:
IC/BPS is a differential diagnosis in women with CPP, with
a wide range in prevalence reported from 38–82% (1, 2).
Laparoscopy is frequently used to investigate women with
CPP but cystoscopy is not usually routinely done as well.
This study evaluates the prevalence of IC in women with
CPP and assesses the merits of doing cystoscopy in this
clinical setting.
Methods:
This prospective observational study was performed with
ethical approval in a Pelvic Pain/Endometriosis Unit of a
tertiary hospital in Melbourne, Australia. Female patients
recruited were aged 18–50 with CPP and a laparoscopy
scheduled.
Recruited subjects completed preoperative questionnaires
including visual analogue scales for pelvic pain, the
Pelvic Pain and Urgency/Frequency (PUF) and O'Leary-
Sant (OLS) Symptom and Problem Index scores. Preop-
erative urine culture was sent and concomitant stand-
ardised (3) cystoscopy with hydrodistension was
performed with the laparoscopy. The presence of glo-
merulations at cystoscopy was graded, if present, bladder
biopsy was performed.
For the purpose of this study, IC is diagnosed as pelvic
pain with at least one urinary symptom (frequency ≥7,
nocturia ≥1 or any urgency) and the presence of
glomerulations at cystoscopy (Grade 1 or more). Com-
parison is made with BPS as defined using the European
Society for the Study of IC/PBS (ESSIC) - bladder pain
with at least one urinary symptom, cystoscopy findings
determine the type of BPS.
Results:
150 subjects were analysed. 140 of the 150 subjects had ≥1
urinary symptom as well. 48/150 (32%) has IC as defined
by this study. See Table 1.

Table 1. Numbers of Subjects with urinary symptoms and
glomerulations.

In 32/50 (64%) cases with glomerulations a bladder biopsy was
taken, with 14/32 (44%) reported as normal. The remaining 18/
32 (56%) showed non specific cystitis or inflammation.
Those with urinary symptoms could be classified as BPS as
per ESSIC (140/150, 93%). See Table 2.

Table 2. Number of subjects accoording to ESSIC Classi-
fication of BPS Types

1cystoscopy: glomerulations grade 2–3
2with or without glomerulations
3histology showing inflammatory infiltrates and/or detrusor
mastocytosis and/or granulation tissue and/or intrafascicular
fibroisis.

Bladder capacities were not significantly different between
those with glomerulations and those without (688 ml vs
726 ml, p=0.193). No significant difference was found with
the PUF or OLS scores between those with IC and those
without. No differences in demographics or symptomatology
were found between these 2 groups. Visually proven endome-
triosis was found in 90/150 (60%). Of those, 27/90 (30%) were
found to have glomerulations. There was no significant
difference in glomerulation grades between subjects who had
endometriosis and those who did not (p=0.174). No significant
difference was found in the demographics or symptomatology
between the 4 groups - No Endometriosis or Glomerulations
(25%); Both Endometriosis and Glomerulations (18%);
Endometriosis only (42%); Glomerulations only (15%).
Comparing women with and without endometriosis, those
with endometriosis were found to have lower gravidity (0.7 vs

Subjects without
urinary symptoms

Subjects with any
urinary symptom

Glomerulation Grade 0 8/150 (5%) 92/150 (61%)

Glomerulation Grade 1 1/150 (0.7%) 35 (23%)

Glomerulation Grade 2 0 3 (2%)

Glomerulation Grade 3 1/150 (0.7%) 10 (7%)

cystoscopy with hydrodistension

biopsy not done normal glomerulations1 Hunner's
lesion2

not done XX 1X 2X 3X

0 105/150 (70%) 2/150 (1%) 0

normal XA 1A 2A 3A

0 9/150 (6%) 5/150 (3%) 0

inconclusive XB 1B 2B 3B

0 0 0 0

positive3 XC 1C 2C 3C

0 13/150 (9%) 6/150 (4%) 0
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1.4, p=0.020) and parity (0.3 vs 0.9, p=0.002). They were
also more likely to have a history of laparoscopically
diagnosed endometriosis (36% vs 15%, p=0.003).
Conclusions:
In this study population of women with CPP in a Pelvic Pain/
Endometriosis Unit, the prevalence of glomerulations was
33% and IC was 32%. This matches the reported rate of 38%
by Clemons et al (1) but does not support the 82% rate
reported by Paulson et al (2). BPS is potentially diagnosed in
93% of these women if the pelvic pain is assumed to be related
to the bladder. Pain attributable to the bladder is difficult to
ascertain. Although endometriosis is on the list of confusable
diseases, it does not necessarily exclude the diagnosis of BPS
according to ESSIC. The PUF and OLS questionnaires have
not been shown to be useful in determining those with
glomerulations on cystoscopy. Prevalence of IC/BPS in
women with CPP varies greatly depending on the definition
used. History and questionnaires do not appear to correlate
with a positive finding on cystoscopy. The merit of doing a
cystoscopy as routine with the laparoscopy when investigat-
ing these women remains unclear.
References:
1. Obstetrics and Gynecology 2002;200(2):337–341
2. JSLS 2007;11:175–181
3. European Urology 2004;45:662–669
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Objective:
The aim of this study is to elucidate the pathophysiology of
overactive bladder (OAB) coexisting with pelvic organ
prolapse (POP).
Background:
Because benign prostatic hypertrophy (BPH) causes blad-
der outlet obstruction (BOO) in males, in 50–70% of the
cases BPH is accompanied with OAB, and more than half
of the cases improve by treating with α1 blocker. In
women, OAB coexists with POP, and that is thought to be
because POP causes BOO. Occasional reports have been
seen that in many cases the OAB that coexists with POP the
same as BPH, improves 4 months after placement of a
pessary or 3 months after surgery, but it is unclear whether
POP is the actual cause of OAB. We therefore investigated
the pathophysiology of OAB accompanied with POP by
performing an urodynamic study (UDS).

Methods:
After obtaining the informed consent of 45 patients with
stage 2 or more POP associated with cystocele, we
performed the UDS in the natural state and after correcting
the POP by inserting a single gauze pack in the vagina.
Results:
The mean age of the patients was 69.3 years (51–81 years).
As a result of insertion of the gauze pack in the vagina, the
bladder capacity (BC) at first desire to void (FDV)
increased significantly from 112 ml to 162 ml (p<0.001),
but detrusor pressure (Pdet) at FDV changed from 5
cmH2O to 4 cmH2O, and the difference was not significant.
The BC at maximum desire to void (MDV) increased
significantly from 237 ml to 294 ml (p<0.001), and Pdet at
MDV decreased significantly from 11 cmH2O to 6 cmH2O
(p<0.001). In 21 of the 45 cases, the POP was accompa-
nied with OAB (OAB dry in 1 case and OAB wet in 20
cases), and detrusor overactivity (DO) was observed in 9
cases. The DO in 7 of the 9 cases resolved as a result of
insertion of a gauze pack in the vagina.
Conclusions:
Partial denervation, changes in the detrusor muscle, over-
expression of nerve growth factor, etc., have been inferred
to be the reason why BPH causes OAB. Because the results
of the UDS in the present study showed that BC increased
and DO resolved immediately after correcting POP by
inserting a gauze pack into the vagina, it appears that the
reason POP causes OAB may be conditions that are
reversible in a shorter time, such as an increase in afferent
nerve sensitivity or decrease in bladder blood flow, etc., due
to overdistention of the bladder.
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Objective:
The core objective of this research is to provide a stiffness
hierarchy of the structures and organs of the female pelvic
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cavity. The authors' intent is to provide the most realistic
information possible, in the eventuality of direct measure-
ments (mechanical tests) of Human samples aren't possible
or aren't available. The tissue samples, Anterior Vagina
(AV), Bladder Dome (BD), Round Ligament (RL) and
Uterosacral Ligament (USL), were collected from Human
female fresh cadavers without pelvic trauma. This approach
has a potential impact on the accuracy of biomechanical
simulations of the pelvic region, in particular when direct
measurements are not a viable option.
Background:
The idea of using mathematical models to simulate the
behaviour of complex biological systems is old in the
bioengineering community. The increase in processing
power of computer chips in recent years has made possible
to simulate highly complex systems. Therefore it is now
viable the simulation of the pelvic structures like the pelvic
floor [1]. The mathematical models used include constitu-
tive laws and a geometric representation for each of the
different components of the system. The constraints
imposed to these models are called boundary conditions
and are an intrinsic part of the problem under consideration.
One major family of such models, widely used in
engineering, is the finite element method (FEM). The
mechanical properties are essential for realistic simulations.
An intuitive example lies in bone tissue which is more
rigid than vaginal tissue, and therefore its deformation,
for the same load applied, will be inferior. On a living
patient the tests required to obtain the mechanical
properties (destructive tests), most of the times are
harmful to the patient; consequently they're not a viable
option. An alternative could be the use of a hierarchical
approach for the estimation of the mechanical proper-
ties. If the magnitude differences between the mechan-
ical properties of each tissue are known it is possible to
produce qualitatively accurate simulations, from an
initial estimated value.
Methods:
The tissue samples from the Anterior Vagina (AV), Bladder
Dome (BD), Round Ligament (RL) and Uterosacral
Ligament (USL), were collected from 15 Human female
fresh cadavers without clinical noticed pelvic trauma. The
tissue samples from the Anterior Vagina (AV), Bladder
Dome (BD), Round Ligament (RL) and Uterosacral
Ligament (USL), were collected from 15 Human female
fresh cadavers without pelvic trauma clinically noticed. For
each patient, it was given a questionaire to a close relative
in order to complement the available information. The
samples were preserved at 5º C using a saline bath. The use
of preservatives such as formaldehyde alters the mechanical
properties significantly. The mean age of the cadavers was
45.1±3.0 years (ranging from 18 to 65 years) and parity of
0.8±0.2 (ranging from 0 to 2). The samples were collected

at the end of the normal forensic autopsy procedures, in
agreement with a procedure approved by the direction
board of the Forensic Pathology Service of the North
Branch of INML, I.P.. Mechanical tests: The mechanical
properties were extracted from uniaxial tensile tests. Tissue
specimens were assembled on the testing machine using the
tools and techniques described in [2]. A constant displace-
ment rate of 5 mm/min was maintained throughout the test
and for all tests. For each load-displacement curve (each
test) it was calculated a stiffness modulus (Et) of the linear
region.
Results:
In this study, the number of individual tests for each tissue
type was, 15 for RL, 15 for USL, 16 for AV and 26 for BD.
When there was a dominant direction for the fibres
(ligaments and vagina), the mechanical test was done
applying the load in that direction. For BD there was no
preferential direction, therefore, if the sample was big
enough, two test samples were tested. The average stiffness,
Et, for each tissue was, 6.9±1.1 MPa for AV, 1.9±0.2 MPa
for BD, 9.1±1.6 MPa for RL and 14.1±1.4 MPa for USL.
It is possible to define the following hierarchy of stiffness:
Stiffness(Bladder) << {Stiffness(Anterior Vagina), Stiffness
(Round Ligament)} << Stiffness(Uterosacral Ligament).
Conclusions:
A hierarchical insight of the relative stiffness values of
some of the major pelvic organs and support structures has
the potential to enable qualitatively accurate simulations.
Significant questions on the mechanical relations between
pelvic organs and their role in pathologies such as pelvic
organ prolapse or stress urinary incontinence can benefit
from this research. The study presented is limited to 4
pelvic tissues, and therefore is limited in scope. However,
the authors trust the potential of this approach. However,
the authors trust the potential of this approach to improve
the existing simulation capabilities.
References (optional):
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Objective:
The objective of this study is to describe and characterize
the symptoms and treatment way of vaginal mesh compli-
cations in training referral center.
Background:
Using synthetic materials in pelvic reconstructive surgery
has been advocated as way to improve surgical outcomes
significantly. At the same time mesh-specific complications
have become the most immediate of interest. Management
and surgical technique of mesh complications are necessary,
because some of complications requiring repeating surgery
lead to dramatic consequences.
Methods:
A retrospective and prospective studies all women who had
mesh related complications and need surgical management
after vaginal mesh placement from 2006 to march 2010.
The type of mesh is troacar-guided nonabsorbable polypro-
pylene type 1 according to Amid's classification.
Results:
During this period 40 patients underwent re-operation, 10
patients (25%) had multiple re-operations, including vagi-
nal, laparotomic and laparoscopic approaches. The compli-
cations included: 2 (5%) cases of severe bleedings
>1000 ml in early postoperative period. It was caused by
serious vascular injury. One woman had paraurethral
venous plexus injury with a major pelvic hematomas, the
second one - uterine artery, previous mesh surgery was
concomitant with hysterectomy. The 1 case of intestinal
eventration (2,5%) occurred after anterior mesh repair with
hysterectomy, as a result the main cause of eventration
become incompetent sutures after hysterectomy. Three
(7,5%) cases were unindentyfied bladder injuries. One of
them led to stone formation (lytotomy was done) and then it
was complicated by bladder erosion. This patient required
laparotomy and partial cystectomy. We had 1 (2,5%) case
of ureter injury. At the 5th postoperative day, consecutive
progression of fever (39.5°C), edema, pain and severe
increase in white blood cell count was noted. On
cystoscopy we detected a strong edema of the right ureteral
orifice. However there were no signs of bladder injury, so
we suspected ureteral injury. It is most likely on the right
side since the contrast leakage was detected on that side,
and the edema of the right ureteral orifice is also evidence
of right-side injury. During open surgery a complete tear of
right ureter was found in the lower third and the posterior
mesh arm was found next to the ureteral stump. Direct
ureter reimplantation was immediately done. Serious mesh-
related infections developed in 2 (5%) cases including
elaboration perineal abscess with pain syndrome and
repeating erosions and 1 case of pelvic cellulites. The key
point of surgical treatment was drainage of abscess and
complete mesh removal. Ten (25%) patients had
symptomatic mesh-shrinkages (dyspareunia and dysche-

zia, buttock pain), the treatment was based on partial
mesh removal. Minor complications such as small
vaginal mesh erosions occurred in 20 (50%) patients,
they are simple and easy to manage. However simple
erosions are prone to transform often to various type of
much more severe complications.
Conclusions:
Our case series demonstrate that when mesh complication
occur multiple surgery interventions may be required, some
complications are especially severe, inconvertible and lead
to long disability period. Whereas minor complications
such as small vaginal mesh erosions are simple and easy to
manage, major complications such as incapacitating pelvic
pain, shortening vagina, dyspareunina and large-scale
erosions can be exceedingly complex, not easily resolved
and they affected greatly patient's quality of life. As a major
referral center, we continue to observe an increasing
number of patient presenting to our practice with different
type of mesh-surgery complications to evaluate the best
ways of their treatment.
References (optional):
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Objective:
The aim of our study was to retrospectively analyse the
outcome of mesh complications.
Background:
Pelvic organ prolapse is a common condition that will
affect millions of women worldwide. It is estimated that
11% of all women will need prolapse surgery by the age of
80 (1). Women having one operation for prolapse have a
29% risk of needing further surgery (1). Meta analysis of
case series suggests that the use of mesh reduces the
recurrence rate from about 30% to 10% (2). Over the last
decade an increasing amount of both biologic and synthetic
graft material has been inserted into the vagina during
pelvic floor repairs to reduce the risk of recurrence. The use
of mesh is a cause for concern with high rates of pain,
shrinkage, erosion and dyspareunia (2). In our tertiary
referral centre, we noted an increasing number of referrals
were being made because of mesh complications, hence our
study.
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Method:
A retrospective search of all mesh complication referrals
between 2005 and 2010 was performed using our surgical
“Galaxy system”. Patient demographics and descriptive
details of the primary surgery were identified. The symptoms
prompting referral, the time interval from surgery to presen-
tation, the examination findings, management plan and
outcome following our treatment were also noted.
Results:
Twenty two women were referred over a period of 6 years.
The referral pattern can be seen in figure 1. The majority of
women, 12 (55%), were referred by their general practitioner,
8 (36%) women were referred by a different consultant and 2
(9%) women had mesh put in our own unit. The mean age was
65. Two women were premenopausal. The mean BMI was
29.9. One woman (4%) was a smoker and 4(18%) were
diabetic. Mean time to presentation was 14 months. Symp-
toms at presentation are shown in table 1.

Figure 1: Referrals over 6 years (n=22)

Table 1: Symptoms at referral (n=22)

Bladder pain 13(59%)

Dyspareunia 16(73%)

Discharge / p.v. bleeding 18(82%)

LUTS (urge / stress) 17(77%)

Recurrent UTIs 2(9%)

Bowel symptoms 3(14%)

Recurrent prolapsed 1(4%)

Male dyspareunia 1(4%)

Sixteen women had synthetic mesh inserted as part of a
primary repair. The relative proportions of mesh in each
compartment are shown in table 2. Five women had a
urogynaecologist as the operating surgeon. Nine had had a
previous hysterectomy, 11 had a vaginal hysterectomy at
the time and two retained their uterus. The examination
findings at presentation are shown in table 3.

All women were treated with local oestrogens and
surgery. Surgery involved excision of mesh, vaginal
hysterectomy (where applicable) and reconstruction of
the vagina. The majority of women remained well,
although 5 (23%) women have some residual scarring.
Four (18%) women continued to have intractable lower
urinary tract symptoms.

Table 2: Mesh by compartment

Mesh shrinkage 4(18%)

Mesh erosion 5((23%)

Mesh erosion / shrinkage+prolapse 13(59%)

Table 3: Examination findings

n=22

Anterior compartment 11(50%)

Posterior compartment 7(32%)

Anterior+Posterior 3(14%)

Vault (sacrocolpopexy) 1(4%)

Conclusion:
The majority of our referrals were secondary to primary
repairs by general gynaecologists. No referrals were from
the operating surgeon, indicating they may not be aware of
the complications. This further highlights the importance of
both national registries such as the British Society of
Urogynaecologists (BSUGs) database in the UK and
international ones. These would give us a more realistic
idea regarding the incidence of mesh complications.
References:
1.Obstet Gynecol 1997 Apr;89(4):501–6
2 BJOG 2008 115:1350–1361
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Objective:
This is an observational study to assess the efficacy and
safety of the Elevate Apical and Posterior device (Elevate
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AP, American Medical Systems) implanted in patients with
apical and posterior compartment prolapse.
Background:
Surgeons from 8 centers entered data into a secure
password-protected on-line self-reported registry used to
collect observational data on AMS prolapse products. No
protected health information (PHI) was collected. Data was
collected from September 2008 to April 2010.
Materials and Methods:
Women with apical and posterior compartment prolapse of
grade 2 or more, who complied with the informed consent
requirements of the IRB/EC, and who were implanted with
Elevate AP, were included. Baseline data collected included
demographics and prolapse severity assessed by the POP-Q or
Baden-Walker (B-W) scales. Intra-operative data, including
concomitant procedures and complications, was recorded. At
follow-up, patients were assessed for anatomical outcomes,
symptomatic improvement, and complications. Success was
defined as POP-Q or B-W scale 0 or 1.
Results:
A total of 146 patients met the inclusion criteria. The last
follow-up visit reported for patients was: no follow up
(4.8%), 1–11 weeks (46.6%), 3–4 months (2.7%), 5–
7 months (39.0%), and 8–12 months (6.8%). The average
age was 64 years (28–88 years) and the average BMI was
29 (range18–49). 89% were post-menopausal. Previous
pelvic surgery included: hysterectomy (57%), anterior
compartment repair (11%), posterior compartment 15%
(enterocele 5%, rectocele 10%), vault suspension (3%), and
incontinence procedures (12%). 90% were evaluated with
POP-Q and 10% were evaluated with B-W scale. Elevate
AP was used to treat rectoceles in 143/146 (97.9%),
enteroceles in 127/146 (87.0%), and vault prolapse in 17/
146 (11.6%). The most common apical/posterior staging
was stage 2 (94/146, 64.4%), followed by stage 3 (43/146,
29.5%) and stage 4 (6.2%). Concomitant surgery included
vaginal hysterectomy (34.2%), suburethral slings (94/146,
64.4%), anterior compartment repairs 88.4% (17.1% ante-
rior colporrhaphy, 82.9% had anterior repair with mesh).
All patients had general anesthetic. The average blood loss
was 99 cm3 (15–600 cm3). One patient had estimated blood
loss over 500 cm3; she had concomitant anterior prolapse
repair, hysterectomy, and incontinence repair performed.
The average operating time, including concomitant repairs,
was 116 min. 69.9% of Elevate AP meshes were trimmed as
part of the procedure whilst 4.8% had trimming of the
posterior vaginal mucosa. One intraoperative complication
was noted (a tear to the sigmoid serosa treated with irrigation
and suturing with placement of the mesh; it healed with no
sequelae). There was a significant improvement (mini-
mum of p=0.002) of the apical/posterior prolapse staging
at all follow-up points compared to baseline (135/135 at
1–11 weeks, 10/10 at 3–4 months, 65/65 at 5–7 months,

and 10/10 at 8–12 months). There were no anatomical
failures in the posterior/apical compartment at any follow
up point, as seen in the table below.

Apical/Posterior Staging

Baseline 1–11 weeks 5–7 months

Stage 0 131/135 (97%) 53/65 (82%)

Stage 1 4/135 (3%) 12/65 (18%)

Stage 2 94/146 (64%)

Stage 3 43/146 (29%)

Stage 4 9/146 (6%)

There were no reported extrusions or exposures of the
Elevate AP graft. Dysparuenia rates amongst sexually
active patients decreased from 28% (19/68) at baseline to
4% (3/27) at 5–7 months follow-up; there was one case of
de novo dyspareunia reported that resolved with removal of
the left posterior fixating eyelet.

Adverse Events reported as Device-related

Reported
Complications

Number Concomitant
surgery

How managed Sequleae

De Novo Urge
Incontinence

2 Suburethral
Slings (2)

Interstim
Scheduled

Continuing

Ongoing
constipation

1 Perigee with
IntePro

Subsequent
Rectopexy

Resolved

Pelvic Pain/
Dyspareunia

1 Perigee with
Intepro and
Suburethral
sling

Removal
of Elevate
Posterior left
fixating
eyelet

Resolved

Conclusions:
To our knowledge this is one of the first multi-institutional
studies looking at the safety and efficacy of the Elevate AP
device. The data suggests that this device is a safe and
effective treatment for posterior and apical prolapse. We
believe that the only device-related complication was
possibly the temporary pelvic pain, which resolved after
10 weeks. Longer term studies are needed to confirm the
ongoing efficacy and safety of the Elevate AP system.
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Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The aim is to assess the efficiency of posterior tibial nerve
transcutaneous electrical nerve stimulation (TENS) in the
treatment of patients with anal incontinence.
Background:
Fecal incontinence is a common pathological condition that
limited the patient’s quality of life. A new range of
theapeutic tools are available for its treatment as neuro-
modulation therapies that have been used successfully.
Posterior tibial nerve transcutaneous electrical nerve stim-
ulation (TENS) is a non-invasive, easy to use and cost-
effectiveness alternative.
Methods:
Twenty patients were included in this prospective non
randomized study. All of them underwent a complete
evaluation before the tratment consisting of ultrasound and
anal manometry, Journal defecation, pelvic MRI, Colono-
scopy, Incontinence Severity Scale (Wexner), quality of life
scale SF-36, scale of quality of life in fecal incontinence
(FIQL) and Scale Ratings Analog Fecal Incontinence (VAC).
Peripheral stimulation of the posterior tibial nerve was
performed using a electrostimulator (TENSMED Nonius
Model S82). It was applied in outpatient basis by patient for
20 min per day, 5 days per week for a month. After this period
an intermedial analisys was made repeating the Journal
defecation, the scales of incontinence (Wexner and VAC)
and quality of life (SF-36 and FIQL). If there were a clinical
improvement the patients continued the therapy for 2 months.
Functional results were evaluated at the end of 3rd month by
physical examination, anal manometry, defecation Journal
and the scales of incontinence (Wexner and VAC) and quality
of life (SF-36 and FIQL) were repeated. Follow-up every
3 months were made.
Results:
Twenty patients satisfied the inclusion criteria. After
intermedial analysis at the first month seventeen continued
the treatment (2 males and 16 females). Age: 62,3 years
(range 42–81). Twelve patients have completed the proce-
dure and are in the follow up period. Five patients are still
using the TENS therapy actually. To compare the results of
Wexner Scale pre and post TENS we have used a non
parametric test of Wilcoxon. 66.7% of the patients had a
significal improvement in the Incontinence Severity Scale
(Wexner). Every patient improves its Wexner score in an
average of 62, 29% (p<0.028, range 44–100%). Results
improvement in the quality of life scales (quality of life
scale SF-36, scale of quality of life in fecal incontinence
(FIQL) and Scale Ratings Analog Fecal Incontinence) are
observed in all the patients that complete the treatment.

Mean follow-up is 12 months (range 0–16). No secondary
effects are observed.
Conclusions:
Posterior tibial nerve transcutaneous electrical nerve stim-
ulation is a suitable technique for fecal incontinence. It is a
non- invasive method, with no secondary adverse effects
and it can be performed in outpatient basis. It is also cost-
efectiveness alternative comparing with other neuromodu-
lation techniques (posterior tibial nerve percutaneaous
method and sacral neurostimulator implant). Further studies
with increased number of patients to achieve a correct
analysis of long-lasting improvement are necessary.
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Objective:
To compare the effects of fecal incontinence (FI), urinary
incontinence (UI), and dual incontinence (DI) on overall
perceived health status and to compare the effects of FI and
UI on condition-related quality of life (QoL) among
community-dwelling US women with these conditions.
Background:
UI and FI are common conditions which negatively impact
QoL. DI, the concurrent presence of both UI and FI, may
decrease QoL even further (1–3).
Methods:
An internet-based survey of women ≥45 years was conducted.
Information was collected regarding demographics, medical
history, and QoL. Participants were asked about accidental
leakage of urine, liquid and solid stool, and the impact of these
conditions on their QoL, using questions derived from
validated questionnaires. FI was defined as any loss of solid
or liquid stool in the past year; UI was defined as any episode
of urinary leakage or incontinence in the past year; DI was
defined as the presence of both FI and UI in the past year.
Women with FI were asked how they would prefer this
condition to be described. All women were asked about their
overall perceived health status. Women with FI and UI were
asked about how these conditions affected their emotional
health and ability to participate in various functional and
social activities. Chi square tests were used to compare
perceived health status between continent and incontinent
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women, and to compare the effects of FI and UI on condition-
specific QoL.
Results:
Of 7,201 women surveyed, 81% (5,817) responded; 80%
were White, 9% African-American, 6% Hispanic, and 5%
other, with median age 55–59 (range 45 to >85); 88% had
health insurance, and 90% had a primary care provider. The
prevalence rates of FI, UI, and DI in the past year were
19% (n=1,096; 95% CI 17.8–19.9%), 46% (n=2,664, 95%
CI 44.5–47.1%), and 13% (n=772, CI 12.4–14.1%)
respectively. Of women with UI 29% also had FI; of
women with FI 70% also had UI. When women with FI
were asked which term they would prefer to describe their
leakage, 71% (667) preferred the term “accidental bowel
leakage” (ABL); 23% (211) preferred “bowel incontinence”
and 6% (60) preferred “fecal incontinence.”
As such, we refer to FI as ABL through the results.
When asked how they would describe their overall
health, 12% of continent women, as compared to 20%
of women with isolated UI, 19% of women with
isolated ABL, and 33% of women with DI, would
describe their health as fair or poor (p<0.001). Com-
plete QoL data were available for 938 (86%) women with
ABL and 2588 (97%) women with UI. Table 1 compares
impact of UI on QoL among all women with UI (including
those with DI) with impact of ABL on QoL among all
women with ABL (including those with DI). Whereas
49% of women with ABL reported that ABL impacted
their QoL somewhat or greatly, only 33% of women with
UI reported that UI impacted their QoL somewhat or
greatly (Table 1). In 8 of 9 emotional, functional, and
social domains, a greater proportion of women with ABL
than those with UI reported their condition impacted their
QoL very much or greatly.
Conclusions:
A large proportion of the US adult female population
suffers from stool incontinence and these women strongly
favor the term “accidental bowel leakage” over fecal
incontinence. Overall perceived health status is worse in
women with incontinence; 1 in 3 women with DI, and 1 in
5 women with isolated UI or ABL, report their health as
fair or poor. Condition-specific QoL in women with ABL is
worse than in women with UI.

Table 1:

References:
1. Am J Obstet Gynecol 2003;189(1):127–9.
2. Neurourol Urodyn 2004;23(3):211–22.
3. J Am Geriatr Soc 2010;58(10):1941–5.
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Introduction:
Pelvic floor relaxation commonly associates with lower
urinary tract symptoms (LUTS). Pelvic floor muscle tone

Among all
ABL sufferers
re: their ABL
(n=938)
% (n)

Among all UI
sufferers re:
their UI
(n=2588)
% (n)

Χ2 p-value

How much has
this condition
impacted your
QOL?

<0.001

Doesn’t affect
my life at all

13 (118) 26 (667)

Doesn’t affect
my life very
much

25 (232) 29 (746)

Don’t really
think about it

14 (127) 13 (324)

Affects my life
somewhat

33 (307) 25 (638)

Affects my life
greatly

16 (154) 8 (213)

This condition very much/greatly affects my:

Feelings of
frustration

33 (306) 16 (418) <0.001

Participation in
social activities
outside my
home

23 (216) 11 (279) <0.001

Emotional health 23 (218) 10 (268) <0.001

Physical
recreation (such
as walking,
swimming,
other exercise)

21 (192) 14 (354) <0.001

Travel by car or
bus >30 min
from home

21 (200) 12 (302) <0.001

Entertainment
activities (such
as movies,
concerts)

18 (167) 9 (240) <0.001

Sexual relations 18 (166) 9 (222) <0.001

Ability to have
an intimate
relationship

17 (162) 8 (215) <0.001

Ability to do
household
chores

4 (91) 5 (126) <0.001
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and changed connective tissue composition affect function
of the pelvic floor. Rho-kinase is the key enzyme in
muscular contraction and there have been various reports
on correlation of Rho-kinase activity or expression and
muscular function.
Objectives:
To investigate the pathophysiology of LUTS in pelvic floor
relaxation, we studied the change of expression of Rho-
kinase in vaginal smooth muscle, one of the representative
of pelvic floor structure.
Methods:
From January 2008 to June 2010, among female
patients who had surgical correction due to stress
incontinence or cystocele or both, who were able to
collect vaginal tissue samples were enrolled to this
study (n=58). Vaginal tissue was separately collected as
anterior proximal vaginal wall (AP) and anterior distal
vaginal wall (AD), at least 0.5 cm width x1cm length
each. Protein extracts were analyzed using ELISA meth-
ods to detect Rho kinase activity.
Results:
Mean age of patients was 56.1 years old; 30’s-3(mean
36.7 years old), 40’s- 10(46.3 years old), 50’s-10(52.6 years
old), 60’s-11(64.1 years old), 70’s- 6(73.3 years old). In
general, Rho kinase activities were significantly different
between AP and AD (p<0.001, t-test, Table 1). However,
each Rho kinase activity did not show any statistically
significant differences among age groups (p>0.05, Kruskal-
Wallis test).
Conclusions:
Rho kinase activity showed significant difference be-
tween proximal and distal anterior vaginal wall. How-
ever, those differences were not correlated with age.
Although this study has limitation of small sample size,
this study suggest that vaginal pelvic floor relaxation is
more severe in distal part of vaginal wall and age
related change has little effect on muscle weakness but
individual characteristics.
References:
1. Br J Pharmacol 2003;138(2):287–90.
2. J Sex Med 2008;5(4):864–71.

Expression of Rho kinase activity in the vaginal walls

Patients
(n=58)

Anterior
proximal
wall

Anterior
distal wall

p-value

Age groups 30’s(5) 1.838±0.475 1.040±0.189 0.008

40’s(15) 1.758±0.493 1.035±0.439 0.0001

50’s(15) 1.651±0.566 1.106±0.423 0.003

60’s(15) 1.429±0.441 1.205±0.491 0.099

70’s(8) 1.403±0.352 0.839±0.384 0.004

Total 1.616±0.465 1.045±0.385 <0.001
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Objective:
To assess how physician members of IUGA view, diagnose
and treat sexual health and vaginal laxity in their patients.
Background:
Vaginal laxity is a poorly recognized, ill-described condi-
tion. Stretching of the vagina secondary to childbirth, or in
conjunction with pelvic organ prolapse may result in loss of
physical sensation and diminished sexual satisfaction
during intercourse. In a recent survey of Obstetrician/
Gynecologists, 84% felt that vaginal laxity was under-
reported by their patients. However, they also cited this as
the most dominant physical change experienced by patients
following vaginal delivery1. Although urogynecologists
may be in a unique position to address these issues, their
attitudes and practices toward this condition have not been
assessed.
Methods:
After IRB approval, and permission from IUGA to survey
its membership, an email was sent with a link to an online
survey (survey monkey) to all members of IUGA. The
survey instrument consisted of 27 questions, and was
designed by the authors to query attitudes and practices
with respect to vaginal laxity. Eligible subjects were
attending physicians only.
Results:
Of 2235 emails sent, 563 responded (25%). Of these, 487
were eligible to complete the survey. The majority (68%)
designated Urogynecology as their specialty; 65% male and
35% female. The geographical distribution of responders
was: Europe (39%), North America (23%), Asia (15%),
South America (14%), Australia (6%), and Africa (3%).
The vast majority listed their patients’ sexual health as
important (97%), and noted they feel comfortable talking
with their patients about sexual issues (92%). However
63% think there is not enough time during a typical exam to
discuss sexual problems. Eighty-three percent stated they
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believe laxity is underreported by their patients. The
majority (56%) consider laxity to be a bothersome quality
of life condition, that impacts relationship happiness (64%).
Other descriptions included: a medical condition that may
require treatment (48%), a naturally occurring condition
(39%), and a female patient driven condition (36%). Only
31% cited laxity to be a male partner driven condition, and
few, (4%), a condition invented by industry.
Most (95%) feel vaginal laxity may impact their patients’
sexual function, however, the majority listed this as
occurring only some of the time (60%). Sexual impacts
commonly chosen for patients included less confidence
(76%), perceived inability to please their partner (73%),
altered sensation (70%), and decreased satisfaction (65%).
The introitus was listed by 53% as the location in the
vagina they perceive laxity to be related to; 83% feel these
symptoms arise from both muscle and tissue changes. For
treatment, 76% recommend Kegel exercises and 60%
physical therapy (PT). Despite this, when queried about
efficacy, PT was selected as somewhat or very effective for
improving symptoms of vaginal laxity by 72%, while only
60% noted Kegel exercises were as effective.
Fifty-four percent offer surgical repairs for this problem;
with two loose fingerbreadths listed by the majority as the
appropriate girth after surgery. Seventy-four percent
deemed surgical intervention effective in reducing symp-
toms of vaginal laxity, with 20% citing very effective.
Nevertheless, many expressed concern about potential risk
for dyspareunia (83%), scar tissue formation (72%), and
loss of sensation (45%) with surgical treatment.
Conclusion:
The majority of IUGA members surveyed believe vaginal
laxity is underreported and may impact sexual health of their
patients. Both physical therapy and surgery were regarded as
beneficial treatments for this problem, with surgical repair
slightly more effective. However, many noted concern for
dyspareunia following surgery. Estimation of appropriate girth
following surgery is mostly done through clinical exam and
surgeon finger size. Further research in this area would be of
benefit in understanding the pathophysiology and appropriate
management of this common quality of life condition.
1. Lukes A, Kingsberg S. Ob/Gyn physicians’ attitudes
towards and perceptions of patients’ sexual health. Abstract,
ISSWSH Annual Meeting, Feb 2010.
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Objective:
The aim of this study was to investigate and determine the
prevalence of urinary incontinence in women with benign
joint hypermobility syndrome (BJHS).
Background:
Urinary Incontinence is a common condition adversely
affecting Quality of Life (QoL) (1). The causes of
incontinence are multifactorial. It has also been suggested
that genetic or intrinsic differences in connective tissues
may predispose individuals toward pelvic organ prolapse
and urinary incontinence. The high collagen content in the
musculotendinous pelvic floor may be affected by connec-
tive tissue disorders contributing to incontinence. Benign
Joint Hypermobility Syndrome (BJHS) - previously called
Ehlers Danlos type-III, is a hereditary connective tissue
disorder which causes laxity of ligaments resulting in a
range of joint movement exceeding that which is consid-
ered normal (2).This condition affects 4–13% of the
population. In patients with BJHS, the ratio of type-III
collagen to type-I+type-III is increased which gives rise to
increased tissue laxity. BJHS primarily affects the musculo-
skeletal system and is usually associated with joint pain and
instability. It may also affect other systems including the
gastrointestinal system and the female genital system.
Previous studies have shown that the prevalence of both
urinary and faecal incontinence is higher in these women (2).
Methods:
This was a prospective case series of women with BJHS
who were recruited from one of the two BJHS tertiary
referral centres in the United Kingdom. All patients fulfilled
the Revised 1988 Brighton Criteria which represents a set
of major and minor criteria including the Beighton
Hypermobility Score (2). Basic demographic details in-
cluded age, parity, mode of delivery and menopausal status.
Patients were interviewed and asked to complete the King’s
health Questionnaire (KHQ) - a validated and reliable
method of assessing QoL in relation to urinary symptoms.
A higher KHQ score denotes a greater impairment in QoL.
Ethical approval was obtained from the local research and
ethics committee.
Results:
Sixty-two women were recruited with a mean age of
41 years (range 18–62) and (8/62) 12.9% of the participants
were postmenopausal. 33/62 (53%) of participants were
nulliparous. Lower urinary tract symptoms were present in
93.5% (57/62) of patients. 64.5% (40/62) had urinary
incontinence where stress urinary incontinence was most
common. On analysing the KHQ, the following results are
shown in Table 1:
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KHQ Domains Mean Score

General Health Perception 44.7

Incontinence Impact 34.9

Role limitations 17.4

Physical Limitations 21.5

Social limitations 13.5

Personal relationships 1.9

Emotions 8.7

Sleep/energy 24.3

Severity measures 26.4

Table 1: King’s Health Questionnaire domain scores

The results show that patients perceive their general health
to be poor but their incontinence seems to have minimal
impact on their QoL, compared to those women seen in a
urogynaecology clinic (1).
Conclusion:
These patients have a poor overall QoL but this is probably
due to BJHS. We hypothesise that they do not perceive their
incontinence to have a damaging impact on their general
health which is already adversely affected by their BJHS(3).
References:
(1) Br J Obste Gynaecol 1997; 104(12):1374–1379
(2) J Rheumatol 27(7):1777–1779, 2000
(3) Neurourol urodyn 2009; 28(8): 986–9
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Objective:
Three-dimensional (3D) ultrasound is currently wide-
spread used for analysing pelvic floor anatomic abnor-
malities of the levator ani area. Measurements obtained
with conventional 3D ultrasound however are still
performed in two-dimensions. Virtual reality is a novel
method of visualizing ultrasound data in real-time 3D
with the perception of depth and offers possibilities
measuring non-planar structures. This study was designed
to compare and establish levator hiatus volume measure-
ments (LHVm) obtained in conventional 3D and virtual
reality in rest and Valsalva.

Background:
The levator area in magnetic resonance imaging is
visualized as a non-Euclidean hyperbolic structure (1,2).
Volume measurements of the levator area obtained with
conventional 3D ultrasound do not take the convex and
concave shape into consideration. In the I-Space virtual
reality system these features of the levator area can be
visualized, allowing the investigator to obtain and measure
the real 3D appearance of the levator hiatus. In a previous
study we showed that LHV measurements using conven-
tional 3D and virtual reality were reliable and comparable
during contraction (3). For clinical use it has been shown
that it is important to obtain measurements of the LHV in
Valsalva. The LHVm in Valsalva is strongly associated with
symptoms and clinical signs of prolapse.
Methods:
100 Symptomatic patients with a normal, intact levator ani
muscle diagnosed on translabial pelvic floor ultrasound
were selected. Datasets were analysed using a rendered
volume with a slice thickness of 1.5 cm at the level of
minimal hiatal dimension during rest and Vasalva. The
levator area (cm2) was measured using specialized imaging
software (4D View version 9.0) and multiplied by 1.5 to get
the conventional 3D LHV (cm3).
Secondly, LHVmeasurements in virtual reality were performed
three times by one operator (C.S.B.), semi-automatically using
a segmentation algorithm in virtual reality (cm3). The
interobserver and intraobserver reproducibility was calculated.
Reproducibility of conventional 3D and virtual reality LHVm
was established using the intraclass correlations coefficients
(ICC) and agreement by calculating the Bland and Altman
statistics limits of agreement. A two-sided p-value<0.05 was
considered to indicate statistical significance.
Results:
The mean age of the patients was 54 years (22–79 years).
Their leading complaints were urinary incontinence (21%),
prolapse complaints (13%), faecal incontinence (19%) or a
combination (26%).
Mean LHV measurents in rest performed in conventional
3D and virtual reality were 27.96 cm3 (SD 5.91) and
26.44 cm3 (SD 6.00). The mean LHVm in Valsalva in
conventional 3D were 36.90 cm3 (SD 10.50) and in virtual
reality 35.74 cm3 (SD 9.63) (see table 1). Patients with
prolapse complaints (n=31) had significant larger LHVm in
virtual reality (mean 38.74 cm3 (SD 10.11), versus patients
without prolapse complaints in Valsalva (mean 34.39 cm3

(SD 9.16). Patients with prolapse on POP-Q (≥stage 2) (n=
39) had also significant larger LHVm in Valsalva in
conventional 3D (mean 43.43 cm3 (SD 10.65)) versus
patients without prolapse (mean 32.89 cm3 (SD 8.02). In
virtual reality these significant mean differences was in
patients with POP-Q≥stage 2 41.26 cm3 (SD 9.56) versus
32.37 cm3 (SD 7.88). Intraobserver and interobserver
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intraclass correlations coefficients for conventional 3D
were ≥0.96 and for virtual reality LHV measurement >0.99.
Conclusions:
LHVm in rest and Valsalva are significantly smaller using
virtual reality than measurements using conventional 3D.
Patients with prolapse complaints and clinical signs of
prolapse did have significant larger LHV measurement in
Valsalva utilizing both methods. LHVm performed in
conventional 3D ultrasound and virtual reality in rest and
Valsalva were both reliable.
References (optional):
1. Kruger JA, Heap SW, Murphy BA, Dietz HP. How best
to measure the levator hiatus: evidence for the non-
Euclidean nature of the 'plane of minimal dimensions'.
Ultrasound Obstet Gynecol.2010;36(6):755–8.
2. Silva-Filho AL, Saleme CS, Roza T, Martins PA, Parente
MM, Pinotti M, Mascarenhas T, Ferreira AJ, Jorge RM.
Evaluation of pelvic floor muscle cross-sectional area using
a 3D computer model based on MRI in women with and
without prolapse.Eur J Obstet Gynecol Reprod Biol.2010
Nov;153(1):110–1.
3. Speksnijder L., M. Rousian, E.A. Steegers, A.H.Koning
and A. Steensma. Reliability of three-dimensional ultra-
sound measurements of the levator ani hiatus using virtual
reality (OP 26.04) Ultrasound Obstet Gynecol 2010; (36)
S1: 1–305

1. Comparison between conventional three-dimensional (C3D) and virtual
reality (VR) of levator ani

Methods
(n=100)

Mean difference
(cm ³) (95% CI)

Limits of agreement ICC (95% CI)

C3D versus
VR in rest

1.52 (1.00–2.04) −3.62 to 7.81 0.875
(0.728–0.934)

C3D versus
VR in Valsalva

1.16 (0.56–1.76) −4.78 to 7.12 0.949
(0.914–0.968)
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Objective:
To compare the late complication profiles between retro-
pubic and transobturator slings used for stress urinary
incontinence
Background:
In terms of efficacy, both retropubic and transobturator
tapes are found to have similar subjective and objective

cure rates. However, because of different surgical
approaches, they have different complication profiles.
Extensive comparative studies on the different complication
profiles of retropubic and transobturator tapes are limited.
Methods:
Between the years 2003 and 2010, 338 complications of
midurethral slings were surgically managed in a tertiary
referral center. For the purpose of study we excluded slings
that had materials other than monofilament polypropylene,
patients with previous anti-incontinence surgeries, and
patients who were suspected of having a neurologic bladder
condition. This is a prospective and retrospective study of
the complications of midurethral slings. Characteristics of
complications in retropubic and transobturator routes were
compared and analyzed.
Results:
280 cases with midurethral sling complications were
suitable for analysis. Of these retropubic slings constituted
210 and transobturator 70 (Table). Time interval between
the insertion of tape and onset of complications was similar
in both groups. Obstructive complications were seen more
commonly in the retropubic group compared to the trans-
obturator group. Compared to retropubic tapes, transobtu-
rator group had more number of complications related to
persistent pain (10% TVT vs. 32% TOT), dyspareunia (3%
vs. 18%), and tape related infections (4% vs. 18%). There
were no significant differences among the complication
rates pertaining to denovo OAB (49% vs. 44%), obstructive
symptoms (48% vs. 30%) and contraction of sling material
(5% vs. 8%).
Conclusions:
Obstructive complications were seen more commonly in the
retropubic tapes compared to transobturator tap. Trans-
obturator tapes are more frequently associated with persis-
tent pain, dyspareunia and tape related infections as
compared to retropubic tapes. The passage of trocar and
tape through the tissues of the adductor compartment and
obturator muscles seems to be a contributing factor for the
above mentioned complications. An approach which
minimizes trauma in this region, possibly avoiding trans-
obturator passage, may result in a decrease in the incidence
of morbid complications of TOT.
References:
1. Novara G, Ficarra V, Boscolo-Berto R, Secco S,
Cavalleri S, Artibani W. Tension-free midurethral slings
in the treatment of female stress urinary incontinence: a
systematic review and meta-analysis of randomized
controlled trials of effectiveness. Eur Urol. 2007
Sep;52(3):663–78
2. Novara G, Galfano A, Boscolo-Berto R, Secco S,
Cavalleri S, Ficarra V, Artibani W. Complication rates
of tension-free midurethral slings in the treatment of
female stress urinary incontinence: a systematic review
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and meta-analysis of randomized controlled trials com-
paring tension-free midurethral tapes to other surgical
procedures and different devices. Eur Urol. 2008 Feb;53
(2):288–308

Table : Complication profiles in the retropubic and trans-
obturator groups.

Complication profiles in the retropubic and transobturator groups

Type of
Complication

RP
(number=210)

Percentage TOT
(number=70)

Percentage

OAB 103 49 29 41.4

Obstruction 101 48 21 30

Vaginal exposure 24 11.5 18 25.7

Persistent Pain 22 10.5 23 32.8

Dyspareunia 8 3.8 13 18.5

Infection of tape 9 4.2 13 18.5

prominent sling
(Contraction)

11 5.2 6 8.5

Necrotizing
fasciitis

0 0 2 2.8

Bladder/Urethral
penetration

21 8.9 2 2.8

Fistula 5 2.3 6 8.5

Hematoma 5 2.3 1 1.4

foreign body
sensation

6 2.8 2 2.8

Legend: Rp=Retropubic group; TOT=Transobturator group
Chart : Time interval between sling insertion and seeking of
treatment for complications
Legend: Black bar = Retropubic tape; Red Bar =
Transobturator tape
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Objective:
To compare the quality of life of women with different
symptoms severity of urinary incontinence according to
their bladder diary and urodynamic study.
Background:
Quality of life of women with urinary incontinence has
been studied in many previous study. However, limited
information was available in the correlation of the symptom
severity and the degree of QOL impairment.

Methods:
A prospective observational study was conducted on 100
consecutive women with urodynamic stress incontinence.
Their quality of life (QoL) was assessed by using
Urogenital Distress Inventory Short Form (UDI-6) and
Incontinence Impact Questionnaire Short Form (IIQ-7).
Their symptoms severity was reviewed from the episodes
of urine leakage from a 3-day bladder dairy and the severity
of USI demonstrated in the cough stress test in the
urodynamic study.
Results:
Overall, 26, 34 and 40 of women was diagnosed to have
mild, moderate and severe USI in the cough stress test
during urodynamic study. There was no significant differ-
ence in the total and all subscales scores of UDI-6 within
them. The social subscale and the total score in IIQ-7 were
significantly higher in the severe group than the mild (37.4
vs11.5, p=0.001; 34.4 vs 19.2, p=0.017) while no
significant difference was demonstrated in all other sub-
scales. According to the 3-day bladder diary, 83 of women
reported as mild with ≤2 times of urine leak per day while
8 of them had moderate (3–5 times) and 9 of them had
severe (≥6 times per day) symptoms. All subscales and the
total score of IIQ-7 were significantly higher in the severe
group than the mild group. And the stress subscale and the
total score of UDI-6 were also increased significantly in the
severe group (Table 1).
Conclusions:
The more episode of urine leak reported from women in the
bladder dairy was associated with much impaired QoL for
them while the severity of USI showed in the urodynamic
test did not correlate well with their QoL.

Table 1. The scoring according to the episodes of urine leak
reported in bladder dairy.

Mild (≤2
episode/day)

Moderate(3–5
episodes/day)

Severe (≥6
episodes/day)

n=83 n=8 n=9

IIQ-7 25.7 (20.4)* 32.8 (23.6) 57.2 (19.4)*

Physical
activity

28.7 (24.2)* 41.7 (33.3) 63.0 (29.8)*

Travel 23.8 (26.0)* 29.2 (27.8) 53.7 (26.1)*

Social 25.4 (27.7)* 20.8 (24.8) 51.9 (29.4)*

Emotional
health

24.0 (24.0)* 39.6 (24.7) 60.2 (19.0)*

UDI-6 38.1 (17.8)* 56.3 (17.4) 53.2 (14.7)*

Irritative 42.2 (29.9) 68.8 (30.6) 59.7 (24.8)

Stress 53.4 (26.0)* 79.7 (22.1) 87.5 (12.5)*

Obstructive/
discomfort

18.5 (21.7) 20.3 (22.1) 12.5 (25.0)

Values are presented in mean (Standard deviation)
* p<0.05 vs mild group
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Objective:
This study is about evaluating complications and patient
satisfaction after pelvic organ prolapse repair with vaginal
mesh (Prolift®)
Background:
While attending to women presenting with pelvic floor
relaxation and pelvic organ prolapse, urogynecologists are
constantly looking for simple, safe and effective ways to
cure this supportive pelvic floor defect. Vaginal pelvic mesh
operations have a high therapeutic rate but these techniques
are not free from complications.
Methods:
This is a prospective observational study performed in a
tertiary referral center. Between January 2005 and Decem-
ber 2010, a total of 187 women with pelvic organ prolapse,
Baden-Walker stage ≥3, underwent a transvaginal pelvic
floor repair using a tension free vaginal mesh (Prolift®)
Results:
Depending on the type of prolapse were placed 54.8% Prolift
total kit, 28.8% anterior and 16.4% posterior, with 43.2%
concomitant hysterectomies and 32.3% incontinence surgery
(tension free slings). There was previous surgery for prolapse in
34.2% of cases.
During the postoperative follow-up cystocele appeared in
5.5% of cases, uterine prolapse in 0.7%, vault prolapse in
4.8%, enterocele in 2.7% and rectocele in 2.7%, all of them,
except uterine prolapse, usually due to involvement of an
untreated compartment.
Subjective satisfaction rate described as: cure, improvement,
unchanged and worse, was respectively 83%, 13%, 2% and 2%
at 1 year follow up, 80%, 17%, 1% and 2% the second year,
81%, 15%, 2% and 2% the third year and 70%, 30%, 0% and
0% in the fourth year. Complications were: bladder perforation
5.5%, vascular injury (Retzius) 1.2% -the 2 cases required
blood transfusion and laparotomy one of them, vaginal vault
hematoma 2.7%, acute urinary retention 4.8%, acute cystitis
3.4%, repeated cystitis 4.1%, mesh infection 2.7%, chronic
pelvic pain 4.1%, mesh extrusion 21.2%. Dyspareunia and de
novo urge urinary incontinence are discussed separately.

Mesh extrusion is significantly associated with the practice of
concomitant hysterectomy (30.2% vs 14.5%, p<0.02). 43.4%
of patients were sexually active. 16.3% were affected by
previous dyspareunia; after surgery, 28.5% reported cure or
improvement. The remaining patients, 22.2% reported dys-
pareunia de novo (50% mild, 37.5% moderate, 12.5% severe)
with significant improvement after physiotherapy. 75.4% of
patients had no urge incontinence; after surgery 10.9% had de
novo urge incontinence. However, patients who previously
suffered from urge incontinence improved by 48% of cases.
Conclusions:
Prolift repair has a high anatomical success rate and also a high
degree of patient satisfaction despite complications rate is not
negligible, possibly due to the fact that many patients are not
sexually active and the presence of extrusion, themost frequent
trouble, not involve any disturbance. De novo urge inconti-
nence is a complication to be considered, while in those
patients who have previously urge incontinence may experi-
ence improvement. It is very important to inform patients of
potential risks and take into account their expectations.
Finally, we believe that we must be self-critical by the fact
that the study population is not homogeneous, a problem that
is otherwise common in the literature due to the complexity
of this condition: we analyze patients with very different
ages, as different levels of activity, with varying degrees of
vaginal prolapse and affected compartments, carrying or not
concomitant hysterectomy and incontinence surgery, repair of
single or several compartments, previous history of prolapse
surgery, etc. All these factors limit the value of the study.
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Objective:
To assess the symptoms of hesitancy, reduced stream,
intermittent stream, straining to void, terminal dribbling and
postmicturition dribbling as indicators of urinary tract
infection (UTI) in patients with painless lower urinary tract
symptoms (LUTS) without residual voiding.
Background:
The tedium of the endless, repetitive, pedantic, collection of
the same symptoms, at every patient consultation, for more
than a decade may occasionally unearth a nugget of gold. The
dichotomies of normal/abnormal have been heavily criticised
by Darwinian biologists (1). Their point is vindicated by the
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plethora of data published recently that incriminate routine
tests for (UTI) for providing false conclusions (2).
Tests and their thresholds of abnormality can do much harm.
We are encouraged to move away from ordinal diagnostic
classifications and embrace the fact of biological continua. An
effective means is by the Bayesian approach to diagnosis where
the influence of a test is substantially attenuated by the import
of data accrued prior to instigating the investigation. The
process results in a probabilistic analysis of options in contrast
to the test result opining “Disease” or “No disease”. Symptoms
and the clinical story play a much enhanced role in Bayesian
analysis. This demands that we ensure that we appreciate the
real, rather than the assumed, implications of a symptom set.
This study tested the implications of the chance observation
that patients with painless UTI described voiding symptoms
at presentation and experienced their resolution after
treatment with antibiotics because of pyuria.
Methods:
OAB patients attending an incontinence clinic completed the
same symptoms questionnaire and underwent urinalysis accord-
ing to an invariant protocol at each attendance. Six symptoms of
voiding difficulty were sought and counted. The voiding
symptoms were summed to calculate a score and analysed for
concordance with the markers of UTI. Parametric and non-
parametric methodswere used. A principal components analysis
ordered the symptoms according to their ability to explain the
variance in a predictive model for pyuria. Pyuria ≥10 wbc μl-1

was selected as the reference standard because it remains the
best surrogate marker of urine infection available (2).
Results:
Between 1999 and 2011 data were collected on 1060 women
and 153 men (mean age 50, sd=22). All had OAB and 82%
had mixed incontinence.
Patients with residual urinary retention and isolated stress
incontinence were excluded. At presentation patients with
any voiding symptoms had higher log pyuria then those
without (95% CI=−0.7, -0.17, p=.004). The symptom
score improved on antibiotic treatment (figure: F=5,
p<.001) parallel to other symptoms. The principal compo-
nents analysis ordered the symptoms according to their
capacity to explain the variance in the predictive model;
1. Hesitancy,
2. Reduced stream,
3. Intermittent stream,
4. Straining to void,
5. Terminal dribbling
6. Postmicturition dribbling.
Conclusions:
These symptoms of voiding dysfunction appear to be
important markers of cystitis or urine infection, and
treatment response to antibiotics in painless LUTS.
References:
1. The Ancestor's Tale 2004, 1; 252, 262. ISBN 061861916X
2. J.Urol., 17-3-2010, 183; 1843, 1847.

Figure 1
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Objective:
To validate the use of multistix in the measurement of urine
specific gravity (uSG) and to assess the test-retest reliability
of recording uSG.
Background:
Measurement of uSG can give an indication about
hydration status [1]. However, uSG is not routinely
measured. The gold standard for assessing hydration status
is the frequency-volume chart.
Methods:
uSG readings from multistix were validated against a
hydrometer to evaluate accuracy and by assessing inter-
and intra-observer reliability of reading the colour
change for uSG. Test-retest reliability was determined
by two blinded observers assessing the uSG on a
multistix and one blinded observer assessing the uSG
to ensure reproducibility of uSG data collection.
Asymptomatic controls recorded the volumes of fluid
consumed and urine produced and the uSG of each void
using multistix over 48 h on a modified frequency-
volume chart on two occasions at least 1 week apart.
The data were studied using a Bland-Altman plot [2].
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Results:
Twelve random urine samples from women attending for
urodynamic investigations were studied in order to validate the
use of multistix in the measurement of uSG. Multistix
measurement of uSG was found to be accurate in 83% of
cases, when the multistix reading fell within 0.005 of the
hydrometer reading. Inter-observer readings were identical in
92% cases and different by 0.005 or less in 100% cases. Intra-
observer readings were identical in 75% cases and different by
0.005 or less in 100% cases.
Thirty seven controls were recruited to the validation study.
The mean specific gravity for each of the 2 days was
determined, and then the difference between these two
means was calculated. The 95% confidence intervals for
these differences of the mean were determined, and the co-
efficient of variation was calculated by subtracting the
mean specific gravity value for day 1 from the 95%
confidence interval range. Since all of these values were
below 10% of the mean specific gravity on day 1, recording
specific gravity on a modified frequency-volume chart is
highly reproducible. The results are shown in table 1.

Mean
uSG
day 1

Mean
uSG
day 2

Mean
difference

95% CI of
the mean
difference

Co-efficient of
Variation (95%
CI/Mean uSG
day 1)

Morning 1.0207 1.0199 0.0008 −0.0019,
0.0035

0.53%

Afternoon 1.0149 1.0143 0.0006 −0.0018,
0.0029

0.46%

Evening 1.0165 1.0137 0.0028 −0.0004,
0.0060

0.63%

Night 1.0184 1.0200 −0.0016 −0.0162,
0.0131

2.88%

Table 1: Test/retest reliability of specific gravity readings
recorded in the modified frequency-volume chart [2]

A Bland-Altman plot was constructed, using the results
from the morning as an example. These results are

representative of all other time periods and show that
recording specific gravity on a modified frequency-volume
chart is highly reproducible (fig.1) [2].
Fig. 1: A Bland-Altman plot [2] showing the difference of the
mean uSG in the morning plotted against the mean morning
uSG, with the 95% confidence intervals (−0.005188,
0.005188) for the difference of the mean shown.

In addition, it was noted in this study that the frequency-
volume chart does not account for the fluid consumed in
food, and that urine output is poorly recorded (89% women
recorded urine output) whereas the uSG was recorded more
reliably (100% women recorded uSG).
Conclusions:
Multistix provide accurate and reliable measurements of
uSG. USG gives a more robust assessment of hydration
status than the frequency-volume chart due the difficulty of
patients to complete the urine output. The modified
frequency-volume chart reliably assesses uSG.
References:
[1] Journal of the American College of Nutrition 2007
Oct;26(5 Suppl): 575S-584S.
[2] Lancet 1986 Feb 8;1(8476): 307–310.
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Objective:
Our objective was to compare the prevalence of pelvic floor
disorders 1 year after a non-operative vaginal delivery in
relation to the use or not of a prophylactic episiotomy.
Background:
Pelvic floor changes following childbirth are common and
include urinary and anal incontinence, perineal pain and
dyspareunia. Despite few scientific evidences of its protective
effect, episiotomy has long been recommended to avoid perineal
sequelae and still a widely used surgical procedure. For
example, in our hospital during 2009, the year of delivery for
women included in our study, the rate of episiotomy was 70%.
Methods:
Case-control study of 200 women who gave birth in a
Portuguese tertiary care university hospital during 2009, of a
term singleton cephalic child by a non-operative vaginal
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delivery with or without a prophylactic episiotomy, matched
1:1 for maternal age and parity. All episiotomies were
mediolateral. Information about pelvic floor disorders was
obtained from a telephonic interview around 1 year after
delivery. Women were asked about the presence of involuntary
loss of urine, the circumstances of leakage and its impact on the
patient’s life. The presence of urgency, incomplete voiding,
anal incontinence, perineal pain and dyspareunia was either
assessed. Differences between those who did and did not have
an episiotomy were performed using the chi-squared test.
Results:
Urinary incontinence (IU) was reported by 19% in the
episiotomy group versus 16% in the non-episiotomy group
(p=0.577). Stress urinary incontinence (SUI) was the most
common type of urinary leakage in both groups (SUI
−73.7% vs. 50%, Urge UI −10.5% vs. 12.5%, Mixed UI
−15.8% vs. 37.5%, p=0.302). Also a majority in both
groups described their involuntary loss of urine as slight
(Slight −73.7% vs. 62.5%, Moderate −21.1% vs. 25.0%,
Severe −5.3% vs. 12.5%, p=0.688). Urgency affected 20%
versus 18% (p=0.718). Thirteen percent versus 15% felted
difficulties in emptying their bladder (p=0.684). A total of
six women reported anal incontinence: four in the episiot-
omy group and two in the non-episiotomy group (p=
0.407). Only one woman was incontinent to feces. Perineal
pain (15% vs 6%, p=0.038) and dyspareunia (28% vs.
10%, p=0.001) were significantly higher in the episiotomy
group.
Conclusions:
Concerning our results, prophylactic episiotomy does not
seem to protect against urinary or anal incontinence,
whereas is associated with an increased risk of perineal
pain or dyspareunia.
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Objective:
We describe complications associated with the use of
transvaginal mesh for treatment of pelvic organ prolapse.

Background:
Using mesh kits in pelvic floor surgery have become
increasingly popular, yet there is still a paucity of studies
evaluating long term outcomes and complications of these
procedures
Methods:
Since January 2005 till March 2010, 677 patients were
included in a retrospective multicentre study. All of them
had III_IV stage POP-Q and were underwent surgical
management by the use of Prolift® system. Surgical protocol
was standardized according to an original technique.
Results:
In total, 677 operations were done: 303_Prolift anterior,
51_Prolift posterior, 232_Prolift total, 91_Prolift anterior
and posterior. Results were analyzed, summarized and
divided into three groups. 1. Intra-operative complications
occurred in 37 cases: urethral injuries_2 (0,3%), bladder
injuries_10 (1,5%), rectal injuries_5 (0,7%), hemorrhages
(>500 ml)_19 (2,8%). 2. Post-operative complications
occurred in 72 cases: hyperthermia over 38°C_11 (1,6%),
voiding dysfunction _18 (2,7%), vaginal haematomas _ 43
(6,4%), 3. Mesh-related complications reported in 62 cases;
vaginal erosions (managed surgically) -32(4,7%), bladder
erosion - 1 (0,1%), perineal abscess (required complete
mesh removal)_4 (0,6%), mesh-shrinkage with vaginal
contraction _ 8 (1,2%), pain _ 18 (2,7%).
Conclusions:
Using transvaginal mesh in pelvic reconstruction should not
be a routine procedure, because of the complications occur
in 25%, some of them are extremely severe, can be life-
threatening and required highly specialized management.
References (optional):
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Background:
Sexual function in women is multifactorial and is affected
by psychological, sociological, environmental, and physical
factors. Sexual dysfunction is difficult to define and asses.
The aim of this study is to evaluate the impact of pelvic
floor reconstructive procedures using polypropylene mesh
upon women’s sexual function.
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Materials and Methods:
Prospective study with 96 patients who were submitted to
pelvic floor reconstructive procedure using polypropylene
mesh(PFRwM) between 2007 and 2008 in our facilities.
Patients were assessed prior to surgery, post operatively
(first end point) and in a 2 year follow up (second end
point) for sexual function using the Female Sexual Function
Index (FSFI) - Portuguese version. 37 patients were
included on the 1st end point and 25 on the 2nd end point.
Results:
Mean age of subjects 63 years (SD: 10,46ys). 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 had full recovery on the
first post op consultation, and the remaining had asymptom-
atic residual prolapse. No further complications were de-
scribed on the 24month follow up. From the 94 initial subjects
we had 37 responsive subjects to the FSFI questionnaire on
the 1st end point and 25 on the 2nd (response rate of 38% and
26%). 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).
These results are consistent also on the 2 year follow up.
Discussion:
Vaginal reconstructive surgery with polypropylene mesh
does not adversely affect sexual function and in fact may
aid in the resumption of sexual activity, significantly
improving quality of life and social relationships.
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Objective:
To evaluate the association between lower urinary tract
symptoms, bowel symptoms and pelvic organ prolapsed
(POP) severity and the impact of the POP on quality of life
using a visual analog scale (VAS).
Background:
Pelvic organ prolapse is a common condition in women. Its
prevalence, based on vaginal examination, has been measured
as high as 41% in a large proportion of healthy postmenopausal
women [1]. It is often associated with coexistent anterior and

posterior vaginal prolapse. Although it rarely results in severe
morbidity or mortality, it causes symptoms of the lower urinary
and gastrointestinal tracts that can affect a woman’s daily
activity and quality of life. To date, the degree to which
prolapse contributes to lower urinary tract and bowel symptoms
is unclear and few studies have evaluated the relationship
between prolapse and patient’s reported symptoms.
Methods:
A total of 154 women with pelvic organ prolapse, attending
the Urogynaecolgy Clinic, were recruited in the study. All
women completed the structured questionnaires. Questions
asked were about lower urinary tract symptoms (stress
incontinence, urgency, frequency, feeling of incomplete
emptying, straining to void), bowel symptoms (fecal
incontinence, constipation, difficulty in defecation, strain-
ing to empty the bowels), demographic data, obstetric
histories and the impact of their problems on their quality
of life. The definition of lower urinary tract symptoms were
those approved by the International Continence Society.
Anal incontinence was defined as any involuntary leakage
of solid or liquid feces or gas. Constipation was defined as
less than three bowel movements per week. Difficulty in
defecation was defined as a need to press on or around a
woman’s bottom or vagina to try to remove stool in order to
complete the bowel movement. Straining to empty the
bowels was defined as the muscular effort used to either
initiate or maintain defecation. Pelvic examination was
performed using a Pelvic Organ Prolapse Quantification
(POP-Q) system. In this study, lower urinary tract symp-
toms, bowel symptoms and VAS score were compared
between two groups (stage I-II and stage III-IV). The
statistical analysis was carried out using Student’s t test for
continuous data and Chi-square test for categorical data. A
5% level of significance was used throughout the study.
Results:
The subjects were 154 women aged 61.6+/−11.8 years
(range 30–87 years). The median number of parity was 3
(range 0–12). One hundred and twenty five (81.2%) were
postmenopausal. One hundred and forty nine (96.8%) were
multiparous. The POP-Q results of the subjects were 24.7%
with stage I, 39.6% with stage II, 18.8% with stage III and
16.9% with stage IV. Among the 154 women in this study,
136 (88.3%) had at least one lower urinary tract symptom
and 79 (51.29%) had at least one bowel symptom. Women
with stage I and II prolapse reported more lower urinary
tract symptoms, especially stress incontinence (59.6% vs
45.5%), frequency (53.5% vs 45.5%) and feeling of
incomplete emptying (63.3% vs 52.7%) than women with
stage III and IV prolapse, but the differences were not
significant. Compared between the two prolapse groups, the
presence of bowel symptoms was not associated with
prolapsed severity. In terms of quality of life impact, the
average VAS score in the stage III and IV prolapse group
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(6.73+/−3.03) was significantly higher than the stage I and
II prolapse group (5.13+/−3.56).(p<.01)
Conclusions:
This study showed that pelvic organ prolapse measurements
do not associate well with lower urinary tract and bowel
symptoms. However, women with less advanced prolapse
were more likely to have stress incontinence and frequency.
Regardless of their urinary and/or bowel symptoms, women
with more advanced prolapse experience the greatest impact
on their quality of life. In clinical practice, the goal of care
should be not only to carefully evaluate the pelvic floor related
symptoms, but to assess the impact on quality of life as well.
References (optional):
1. Am J Obstet Gynecol 2002; 186: 1160–6.
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Objective:
To describe the inter- and intra-rater reliability of a variety
of clinical and intraoperative physical examination meas-
ures of the posterior vaginal compartment.
Background:
Posterior prolapse is a prevalent condition often requiring
surgical management. The diagnosis of clinically signifi-
cant posterior prolapse is challenging. Existing studies are
limited by lack of consistently used validated measures of
posterior vaginal compartment anatomy, making it difficult
to determine who would benefit from surgical intervention.
There are several exam measures described in the literature,
however their reliability has not been established.
Methods:
A convenience sample of women from two Urogynecology
clinics was recruited between July 2010 and present. Baseline
demographic data and symptoms were obtained at the first
visit. Interrater reliability was assessed by having clinic
physical examination measures obtained initially by two
examiners blinded to results of questionnaires and the other
examiner’s assessment. Intrarater reliability was assessed by
repeat examination on a separate day. For those women who
elected to proceed with surgery, additional intraoperative
measures were performed in random order by two examiners

immediately after induction of anesthesia and without
Valsalva in the operating room (Table 1). Inter and intra rater
reliability measures were calculated using Spearman’s and
Kappa correlation coefficients depending on the character-
istics of data. The statistical software package PASW 18.0
(PASW Inc, Chicago, IL) was used for all data analyses.
Power calculations were based on the reported reliability of
the POPQ, which had 48 subjects for interrater reliability
0.49–0.91 for ordinal and 0.65–0.70 for dichotomous varia-
bles; and 25 subjects for intrarater reliability of 0.43–0.93 for
ordinal and 0.71 for dichotomous variables. (1)

Clinic Study Measures

Measure Definition

POPQ gh+pb POPQ genital hiatus+perineal body
measured during straining.

Transverse gh Measured at the widest point of the genital
hiatus during straining at a
perpendicular to the midline.

Perineal body at rest The ischial tuberosities palpated through
the skin and an imaginary line between
the two tuberosities serve as point 0.
The relationship of the perineal body to
this line at rest and at strain is measured,
and the difference calculated.

Perineal body with
straining

Perineal body excursion

Digit pocket The examiner’s finger is placed in the
rectum and flexed to assess for
**localized defect, or **generalized
attenuation that allows the finger to be
flexed easily past the hymen.

Digit laxity

Operating Room Study Measures - Performed after induction of
anesthesia and without Valsalva.

Measures Definition

5 cm3 Rectal Ball The Rectal Ball is based on the
defecography definition of rectocele=2–
3 cm pocket.

15 cm3 Rectal Ball Using the formula Volume=4/3 π r3

**volume of 5 cm3 enables identification
of a 2 cm defect

**volume of 15 cm3 enables identification
of a 3 cm defect

Foley balloon is placed past the anal
sphincter and a finger is used to elevate
balloon anteriorly. A positive Rectal Ball
Sign is easy displacement of the Foley
past the hymen while the surgeon’s finger
is in line with the anal canal.

Allis test An Allis is placed in the midline along the
posterior vaginal wall at a point 3 cm
proximal to the hymenal ring and pulled
distally. The distance in relation to the
hymen is recorded in cm.

Forcep Test An open curved ring forceps is placed into
the vagina posteriorly and laterally in an
effort to reduce the bulge. If there is a
persistent bulge it is a positive test. (2)

Digit pocket As above
Digit laxity
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Results:
To date, a total of 64 patients have been enrolled
including patients with and without posterior compart-
ment prolapse and with and without defecatory dys-
function. Baseline demographics include mean age of
59 years (range 29–83) with chief complaints (may have
multiple) including 74% prolapse including 20% rec-
tocele, 25% stress urinary incontinence 3% fecal
incontinence, 2% recurrent cystitis, 2% urinary frequen-
cy and 2% constipation. The mean posterior wall
descent (Bp) was −0.5 cm (range −3 to +9). At this
time, 49 patients have data for inter-rater and 21 for
intra-rater reliability analysis. Twenty-six patients have
had the intra-operative measures.

Clinic Study Measures

Inter-rater
Correlation
Coefficient
n=49

P value Intra-rater
Correlation
Coefficient
n=21

P value

Ap .80 <.001 .84 <.001

Bp .85 <.001 .94 <.001

POPQ gh+pb .60* <.001 .57* .009

Transverse gh .38* .008 .42* .061

Perineal body
at rest

.53* <.001 .15* .505

Perineal body
with straining

.51* <.001 .32* .164

Perineal body
excursion

.60* <.001 .31* .171

Digit pocket .46 <.001 1.00 <.001

Digit laxity .46 .001 .77 <.001

Or Study Measures

Inter-rater
Correlation
Coefficient
n=26

P value

5 cm3 Rectal Ball .34^ .076

15 cm3 Rectal Ball .34^ .076

Allis test .70* <.001

Forcep Test .72^ <.001

Digit pocket # #

Digit laxity # #

*Spearman correlation coefficient, ^Kappa correlation
coefficient
#The homogeneity of data precludes calculation of Kappa

Conclusions:
Overall, our study measures show fair to moderate
correlation between 2 examiners and slight to perfect
correlation when repeated by the same examiner. Of these
described exam measures, digit pocket and laxity, gh+pb,
perineal body excursion, Allis test and Forcep test should
be further explored as measures of clinically significant
prolapse. The next step in investigation of these measures is
to examine their correlation with symptoms and improve-
ment after intervention.

References:
1. Am J Obstet Gynecol, 1996. 175(6): p. 1467–70;
discussion 1470–1.
2. Clin Obstet Gynecol, 1993. 36(4): p. 939–51.
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Objective:
Urethral diverticulae: outcome following structured evalu-
ation and surgery.
Background:
A series of 15 cases of urethral diverticulae referred to a
tertiary urogynaecology centre over a 7 year period(2002–
2009) evaluated and surgically treated using a structured
proforma are presented.
Methodology:
Patients presenting with symptomatic urethral diverticulae
were evaluated using a standardised questionnaire and
structured examination. Investigations included MSUs,
urethral swabs, cystometrogram (CMG), UPP (5) and
perineal 2D/4D USG and Magnetic resonance imaging
(MRI). Based on these results, surgery was planned in a
systematic way to maximise outcome and minimise risk
morbidity specifically Stress urinary incontinence (SUI).
We collected peri-operative inflammation, morbidity and
outcome data.
Results:
The median age was 45 (range 21–74 year). 5(33.3%) were
nulliparous and 10(66.6%) were multiparous women. Parity
ranged from 0–4. 13(86%) were sexually active. Symptom
type and frequency are detailed in TABLE 1. 2(13.3%) had
previous gynaecology surgery (TVT and anterior and
posterior vaginal repair).

Table 1: n=15

Symptom Number %

Peri-urethral lump 15 100

Urinary frequency,urgency,dysuria 5 33.3

Recurrent urinary tract infections 3 20

Sexual discomfort 2 13.3

Dyspareunia 4 26.6

Periurethral discharge 5 33.3

No cases of SUI were seen on cough or maximum valsalva.
Investigation findings are listed down below:
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Out of 15 patients who had the CMG, 14(93.33%) were
normal, 1(6.66%) had SUI and no voiding dysfunction and
detrussor over activity noted.
Out of the 5 patients that had the UPP performed, the median
mid-urethral closure pressures (MUCP) was 20(19–22) and the
median functional urethral lengthwas 4.1cms (range 4–4.2 cms)
2 patients (13.3%) had 2D USG, 11 (73.33%) had 4D USG
and 13 (86%0 had MRI scans.
All the MRI results confirmed the presence of para-urethral
mass. 5(38.4%) passed through high pressure zone (HPZ)
and communicating channels were confirmed in 10(76.9%).
The USG scans confirmed the size of the lesions to be
between 2.5–3.5 cms, 6(46.15%) were hypo echoic, 4
(30.7%) were hyperechoic, and 3(23.07%) were normal. 10
(76.92%) revealed pus through the sphincter zone and
communicating channels were identified in 11(84.61%).
All USG scans confirmed concomitant cystocoele findings.
Surgery:
All procedures and techniques (Table 2) were carried out by
a Senior Sub-specialty trainee/Specialist/ Consultant
Urogynaecologist.
In the 3 layered standard diverticulectomy, an elliptical incision
was given on the vaginal mucosa based on position and size of
the diverticulum. There was no overlap of suture lines to
decrease the risk of fistulae. The urethral mucosal closure was
closed with interrupted stitches and not exposed to the lumen.
Puborectal sheath sling used where the diverticulae were
large/intimately related to the urethral sphincter mechanism.
Martius graft employed (unilateral harvest) where there was
poor quality vaginal/sub-urethral tissues. Rotating flap
anchored at 4–6 points . Incision and drain at the labia
majora/minora junction to decrease haematuria.

Table 2: n=15

Surgery Number %

Cystourethroscopy+diverticulectomy 10 66.6

Cystourethroscopy+diverticulectomy+martius
graft

1 6.6

Cystourethroscopy+diverticulectomy+
colposuspension

1 6.6

Cystourethroscopy+diverticulectomy+ant
vaginal repair

3 20

Post operative stay: The median stay was 72 h (range 72–
96 h). All 15(100%) had in dwelling catheters for 14 days,
10(66.6%) had antibiotics for 14 days and 5(33.3%) had
antibiotics for 7 days. Post operative complications and
morbidities ie UTIs , voiding dysfunction, readmission and
SUI were 0%. Follow up visits: The median was at
16 months (14–18 months). 2(13.3%) had excision of
redundant tissue around the urethra and 1 had recurrence of
the diverticulum on the opposite side at 1 year. All 15 were
confirmed urethral diverticulae by histopathology.

Conclusions:
Overall the follow ups by standardised questionnaires ,
speculum and digital examination and post operative
imaging(4D perineal USG) have been 100% successful.
The readmission rate, greater than 48 h voiding dysfunc-
tion, UTI rates, recatheterisation rate, voiding dysfunction,
de novo detrussor overactivity/ SUI and urethral stricture
were 0%, thus proving extremely high standard of
consultant led surgical expertise and care. All 4D USG
scans results performed by the same Specialist were
comparable to MRI scans. Only 1 case of diverticulum
recurrence was seen but was noted on the opposite side.
Reference:
A tertiary experience of urethral diverticulectomy: diagno-
sis, imaging and surgical outcomes.
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Objective:
To explore whether routine renal ultrasound after radical
hysterectomy with pelvic lymph node dissection detects
hydronephrosis requiring interventions.
Background:
A potential complication of radical hysterectomy with
lymph node dissection is hydronephrosis, occurring in
up to 21% of patients. Possible explanations for the
occurrence of hydronephrosis include [1] denervation of
ureters during surgery resulting in reduction of peristal-
tic movements, [2] obstruction from distal fibrosis or a
surgical complication.
Hydronephrosis might impair renal function. Post-oper-
ative imaging has been introduced to early detect this
complication that is mostly asymptomatic. However, the
number of patients diagnosed and treated for clinically
relevant hydronephrosis is unknown. In our center renal
ultrasound has for a long time routinely been performed
4 weeks after radical hysterectomy and pelvic lymph
node dissection (RH). We evaluated the findings of this
routine ultrasound, as well as the results of imaging
performed because of symptoms suggesting hydroneph-
rosis, to explore the clinical value of routine renal
ultrasound following radical hysterectomy.
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Methods:
For this retrospective study we analyzed 284 patients
treated in our center for FIGO IBI - IIA cervical cancer
between January 1998 and December 2008. Eligibility
criteria: 1] cervical cancer FIGO stage IBI-IIA; 2]
radical hysterectomy with pelvic lymph node dissection;
3] at least 6 months follow-up in our center.
We collected all data from the hospital digital system.
Disease and treatment characteristics collected were: FIGO
stage, peroperative urological complications, peroperative
blood loss and adjuvant radiotherapy.
Patients were divided in 2 groups: Group A received imaging
because of clinical suspicion of hydronephrosis before the
routine ultrasound. In Group B routine renal ultrasound was
performed. It was recorded when clinical suspicion for
hydronephrosis developed after routine ultrasound. The
management of hydronephrosis was documented. The sever-
ity of hydronephrosis was documented based on the judge-
ment of the radiologist: mild, moderate or severe.
For this study we calculated the proportions of patients with
hydronephrosis because of clinical suspicion or by routine
investigation. We compared age, tumordiameter, operative
blood loss and having had radiotherapy of the patients with
and without hydronephrosis with an independent sample t-
test. Furthermore we calculated the absolute risks to diagnose
hydronephrosis by imaging based on clinical suspicion and on
routine imaging. The SPSS program 16.0 was used.
Results:
Most patients (n=232, 82%) had FIGO stage IBI. Adjuvant
radiotherapy was administered in eighty patients (28%).
Patients who were diagnosed with hydronephrosis were
significantly more often treated with radiotherapy (43% vs
26%; p=0.03). Other parameters were not significantly
different.
For more results see Figure. In 62 patients clinical
suspicion of hydronephrosis rose; 16 (26%) of them had
hydronephrosis, of whom 5 (31%) patients required
invasive treatment. Hydronephrosis was found in 8% of
patients routinely undergoing renal ultrasound, but they did
not need invasive treatment.
Conclusions:
We conclude that routine renal ultrasound to detect hydro-
nephrosis after a radical hysterectomy and pelvic lymph
node dissection for early stage cervical cancer is not
necessary. This recommendation is based on the observa-
tion that all patients with hydronephrosis requiring inter-
vention, were symptomatic. We advise to adequately
counsel patients to present themselves if they experience
lumbar pain or fever after being discharged from the
hospital. Such policy, in contrast to routine renal ultra-
sound, saves costs and unnecessary anxiety. If there is a
place for routine ultrasound, it is in women undergoing
radiotherapy after radical hysterectomy.

Legend: Clinical suspicion¹: Patients receiving imaging for
clinical suspicion of hydronephrosis: in total 62 patients;
Hydronephrosis²: hydronephrosis found after imaging for
clinical suspicion: in total: 16 patients; * 1 patient no
further imaging; Standard US: standard ultrasound; Exp:
expectative management; ** 1 patient: unilateral, G2;
postop: postoperatively; G1/2: mild or moderate hydro-
nephrosis, HN: hydronephrosis
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Objective:
To assess collagen modifications after irradiation of CO2
laser at the level of vaginal mucosa
Background:
The process of becoming older is genetically determined
and environmentally modulated. The vaginal ageing alone
can contribute to the loss of the vaginal trophism, tone,
support and function with the development of lower urinary
tract symptoms and pelvic floor dysfunction. Connective
tissues and collagen constituents and architecture play an
important role in this ageing process. With age, in fact,
collagen fibrils loose their reticular spatial disposition and,
the Type I/III ratio is altered compared to premenopausal
state.
Methods:
A pilot study was designed as a prospective cohort trial.
Consecutive women addressed to POP reconstructive
procedure were enrolled. After fascial plications the
redundant vaginal edges were irradiated with a CO2 laser
(SmartXide DOT, DEKA Laser, Florence, Italy) through a
vaginal probe for internal dot resurfacing. Each target area
was firstly irradiated with a different machine set-up (in
terms of power output, exposure time, distance and
sequence of delivery points) and subsequently trimmed
and stored in a properly buffered solution. Each sample
received histological, examination in particular for the
evaluation of the radiation-induced modifications. Micro-
scopic and ultrastructural aspects of the collagenic and
elastic components of the matrix were studied, and a
specific image analysis with computerized morphometry
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was performed in order to demonstrate the specific action
of the treatment and possibly to correlate the modifications
of the ultrastructural pattern to specific molecular modifi-
cations. We also considered the fine cytological aspects of
the connective tissue proper cells, particularly stem cells
and fibroblasts, related to the conditions of the specific laser
stimulation. The evaluation of specific morphologic fea-
tures as mirrors of functional reparative or regenerative
activities was also made.
Results:
During the study period 15 women were enrolled and
30 vaginal specimens were finally retrieved. On this
basis the 5 different irradiation protocols were tested six
times each with different fixation modes to confirm
histological findings. Treatment protocols have been
compared according to the histological findings
achieved, particularly in terms of maximum depth and
connective changes achieved. All the procedures were
uneventful for patients.
Conclusions:
This pilot study showed how CO2 dot laser can produce a
remodeling of the vaginal connective tissue without causing
damage to the surrounding tissue. Obviously other tests,
including experiments on animal models, are needed to
establish the long-term outcomes before starting any other
experience on humans. In agreement with the ACOG
recommendations this step will be absolutely mandatory
to prevent that cosmetic vaginal procedures could turn into
real disasters. We feel that this study may actually represent
a first step in an almost unexplored field.
References:
(1) ACOG Committed Opinion Number 378; September
2007. Vaginal “rejuvenation” and cosmetic vaginal
procedures.
Legend to figure 1
a) Vaginal epithelium and the most superficial layer of the
connective tissue is represented in a semi-thin section at the
light microscope; b) compact single bundles of collagen
fibres are well distinguishable from the amorphous matrix
(toluidine blue staining). c) TEM high magnification of
collagen microfibrils with some filaments in close relation-
ship with their surface (arrows).
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Objective:
The aims of the study were to evaluate the presence of
funneling of the bladder neck 6 months after first delivery
and to analyze its association with different constitutional
and obstetric variables.
Background:
Funneling of the bladder neck is a common finding in patients
with stress urinary incontinence and has been associated with
poor urethral closure pressures (1). Parity seems to play an
important role in the development of funneling (2) although
the specific factors involved are still to be established.
Methods:
An observational study was undertaken to evaluate the
influence of first delivery on funneling of the bladder neck.
The study group was selected from the primigravid women
who came to give birth at our Public Health Hospital from
April to October, 2007. The exclusion criteria were: multiple
pregnancy, gestational age of less than 37 weeks, previous
urogynecological surgery or malformations and neurological
disorders. Women were invited to participate when they came
to give birth at our Hospital and after being fully informed
about the study.
Funneling of the bladder neck was evaluated 6 months after
delivery by introitus ultrasound in the lithotomy position.
Bladder and urethra were visualized at rest and while
performing a maximum Valsalva manoeuvre to observe the
presence of funneling and opening of the proximal urethra.
All the examinations were performed by a single experi-
enced sonographer, who was blinded to delivery data to
reduce bias, using a General Electrics echograph model
Voluson 730 - ProV and a 6 MHz multifrequency convex
vaginal probe. Delivery and newborn details were obtained
from the clinical charts.
The association of constitutional and obstetric variables
with bladder neck funneling was examined by comparison
of means (Student’s test and ANOVA) and percentages
(Chi-square). A multiple logistic regression model was built
with the statistically significant variables set as p=0.05.
Results:
Three hundred seventy one primiparous women who
delivered at term in our hospital participated in this study.
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Another 47 women were also invited to participate but
declined. Mean age of the study group was 31.2 years
(range:18–46) and mean BMI was 23.3 (range:15.9–44.2).
Of the total, 48 (12.9%) were delivered by caesarean
section, 223 (60.1%) had a spontaneous vaginal delivery,
and the remaining 100 (27%) were delivered instrumental-
ly. Funneling of the bladder neck was detected in 82
(22,1%) of the 371 women evaluated. The univariant
analysis performed to associate the presence of funneling
6 months postpartum with different constitutional and
obstetric variables is shown in table 1. This analysis
indicated that funneling was significantly associated with
spontaneous vaginal delivery when compared with cesarean
section. BMI≥25 was also associated with bladder neck
funneling but it did not reach statistical significance.
A multiple logistic regression model was built including
mode of delivery and BMI. This analysis indicated that
both spontaneous vaginal delivery (OR: 3.11; 95%
CI:1.14–8.46) and instrumental assisted delivery (OR:
3.06; 95% CI:1.06–8.82) were independently associated
with funneling 6 months postpartum in comparison with
caesarean section.
Conclusions:
Vaginal delivery whether it is spontaneous or instrumental is
associated with a more than three-fold risk increase of
presenting funneling of the bladder neck 6 months postpartum.
References:
1.Obstet Gynecol 2000; 96: 446–451.
2. Neurourol Urodyn 2002; 21:167–78.

Table 1. Results of the univariate analysis performed to
associate funneling of the bladder neck 6 months postpar-
tum with different variables

BMI: body mass index
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Objective:
The aim of this study was to identify predictive factors for
voiding dysfunction after transobturator slings.
Background:
Suburethral slings are now the most widely performed
surgical procedures for the treatment of stress urinary
incontinence. The transobturator (TOT) approach has been
shown to be a safer and less morbid surgery with favorable
outcomes. Voiding dysfuction after incontinence surgery is a
potential complication of all stress incontinence procedures.
Identifying preoperative predictive factors to voiding dys-
function is important to advise patients about their individual
risk of this complication. Previous works associate voiding
dysfunction post anti-incontinence surgery with increased
age, irritative bladder symptoms, previous genital prolapse,
previous incontinence and/or prolpase surgery and urody-
namic finding of reduced peak voiding flow rates.
Material and methods:
We retrospectively reviewed the records of all patients who
underwent a transobturator sling at our Institution. Between
March 2003 and December 2008, 514 women had available
data with at least 6-week follow up. Patients’ demographics,
preoperative symptoms, urodynamics including multichannel
voiding studies and surgical variables were tabulated. Uni-
variate analysis was performed with respect to postoperative
voiding dysfunction. It was defined by a catheterized or
ultrasonographic postvoid residual greater than 100 cm3

(≥6 weeks after the procedure) associated with any complaint
of abnormal voiding (irregular stream, sense of incomplete
emptyn, invreasing urgency and frequency).
Results:
Our patient population had a mean age of 58.5 years (23.8–
92.9). We identified 33 out of 514 patients (6.4%) with
voiding dysfunction according our definition. No differences

Obstetric and
constitutional
variables

n Funneling
postpartum
(n=82)

OR (95% CI)

Maternal
age (years)

<30 99 21 (31.2) 1.00 (reference)

30–34 206 45 (21.8) 1.03 (0.57–1.86)

≥35 66 16 (24.2) 1.18 (0.56–2.49)

Maternal BMI <25 279 55 (19.7) 1.00 (reference)

≥25 92 27 (29.3) 1.69 (0.98–2.89)

Mode of delivery Cesarean 48 5 (10.4) 1.00 (reference)

Spontaneous 223 53 (23.8) 2.68 (1.01–7.11)

Instrumental 100 24 (24.0) 2.71 (0.96–7.63)

Use of oxytocin no 79 16 (20.3) 1.00 (reference)

yes 292 29 (10.4) 1.15 (0.62–2.12)

2nd stage of
labor ≥2 h

No 268 59 (22.0) 1.00 (reference)

Yes 103 23 (22.3) 1.84 (0.76–4.47)

Active 2nd
stage of
labor ≥1 h

No 347 74 (21.3) 1.00 (reference)

Yes 24 8 (33.3) 3.21 (1.18–8.73)

Epidural anesthesia No 34 6 (17.6) 1.00 (reference)

Yes 337 76 (22.6) 1.35 (0.54–3.40)

Episiotomy No 115 27 (23.5) 1.00 (reference)

Yes 256 55 (21.5) 0.89 (0.52–1.50)

Birth
weight≥4000 g

No 348 77 (22.1) 1.00 (reference)

Yes 23 5 (21.7) 0.97 (0.35–2.71)

Cephalic
perimeter of the
newborn≥36 cm

No 292 62 (21.2) 1.00 (reference)

Yes 79 20 (25.3) 1.25 (0.70–2.24)
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were noted between normal and dysfunctional voiders in age,
associate prolapse surgery and preoperative post void residual.
Flow rate, prior surgeries and menopausal status were not
predictive of voiding dysfunction in our analysis. Valsalva
effort during the preoperative pressure flow study was the
only predictive factor for voiding dysfunction, 72.4% in
dysfunctional group vs. 27.6% normal (p<0.001).
Conclusion:
The urodynamic finding of valsalva maneuver during the
micturition is routinely assessed, readily available and
according with our study, could identify those women at
risk for voiding dysfunction after transobturator sling. We
suggest this factor should be noted and considered during
pre-operative counseling.
References:
1. Int Urogynecol J (2008)19:97–102.
2. J Minim Invas Gynecol (2008)15:132–145
3. Minerva Gynecol (2009)61(2):167–172

Table 1. Results of univariate analysis

Variable Voiding Dysfunction % OR CI95% P*

Valsalva maneuver

Yes 16.7 6.8 (3.1–14.9) <0.001

No 2.4

Prior incontinence surgeries

Yes 6.9 0.9 (0.3–2.7) 0.587

No 7.4

Menopausal status

Pre 4.4 0.5 (0.2–2.2) 0.370

Post 7.9

Concomitant prolapse surgery

Yes 5.1 0.7 (0.3–2.1) 0.432

No 7.3

Previous hysterectomy

Vaginal 5.6 1.1 (0.2–3.1) 0.585

Abdominal 6.1

Diabetes

Yes 7.5 1.4 (0.2–2.3) 0.398

No 5.5

*P value calculated by the chi-square test of Pearson
OR - Odds ratio
CI - Confidence Interval

Table 2. Results of univariate analysis

Variable Voiding Dysfunction P*

Yes No

x±sd x±sd

Age 61.1±15.7 58.3±12.7 0.323

Years UI complaint 4.7±5.2 5.1±6.4 0.767

Uroflow time 542.±25.9 54.6±33.7 0.956

Uroflow peak 15.6±5.9 16.6±6.3 0.355

Uroflow mean 7.8±5.0 8.6±4.3 0.367

Capacity 406.5±39.7 396.9±30.1 0.634

*P value calculated by Student’s t test for independent
samples.
x±SD - mean±standard deviation.
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Objective:
Evaluation of anatomical and functional results of patients
with stress urinary incontinence (SUI) accompanied by
cystocele after treatment of the SUI with the cystocele
mesh.
Background:
Treatment of SUI associated to pelvic organ prolapse (POP)
is a frequent but controversial matter. One solution
available to treat the SUI is to use the cystocele mesh
whose anterior arms are inserted as a sub urethral sling
through a single incision. The surgical technique included
dissection of the para-urethral and the para-vesical fossas
by leaving the pubo-coccygeous muscle like a barrier
between the levels. The anterior arms of the transobturator
4 arms mesh are placed under the mid urethra in order to
restore continence, without tension.
Methods:
A comparative prospective study was performed including
all patients treated for SUI between 1/2009 and 1/2010. The
study group included all patients who had cystocele and
SUI and were treated with the IVS TUNNELLER™ 04
with Quadra mesh (MONO-filaments Polypropylene Mesh,
Covidien) to treat SUI and cystocele with the same mesh.
The control group included all patients who were treated for
SUI with a separate sling. All patients filled life quality
questionnaires (LQQ): Pelvic Floor Distress Inventory
(PFDI-20), Pelvic Floor Impact Questionnaire (PFIQ-7)
and Pelvic Organ Prolapse/Urinary Incontinence Sexual
Questionnaire (PISQ-12) before and 6 months after the
operation.
Main outcome measures were: post-operative SUI failure,
post-operative unstable bladder (urgency symptoms), post-
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operative voiding difficulties and differences in life quality
assessed by life quality questionnaires.
Results:
In the study group, 15 patients had simultaneous correction
of SUI and cystocele with the IVS TUNNELLER™ 04 and
Quadra mesh. In the control group, 25 patients had sub-
urethral sling for SUI (9 TOT and 16 mini slings) while
8 had in addition correction of prolapse with a separate
mesh. Functional results at 6 months are presented in Fig 1.
Success rate of SUI treatment at 6 months follow-up were
93% for the study group and 84% for the control group. In
the study group, all patients with pre-op mixed inconti-
nence and voiding difficulties were cured by the operation.
There was 1 patient with de novo urgency after the
operation which was resolved after treatment with Anti-
cholinergic drug and one de novo voiding difficulty which
was resolved spontaneously after 10 days. No signs of
unstable bladder were detected or persistent voiding
problem. All patients filled the PDFI-20 and PFIQ-7 for
prolapse, urinary and colo-recto-anal symptoms. Significant
improvement in mean total score and urinary score was
detected in both groups for both questionnaires (Table 1).
There was no difference between the groups when
comparing the total or the urinary score before and after
the operation (p values range from 0.12–0.8, CI 95%).
PFIQ-7 was found to be with greater correlation to the
clinical follow-up than the PDFI-20. Sexual function,
assessed by the PISQ-12 was improved in both groups,
but was significant only in the study group.
Conclusions:
Our results have demonstrated that success rates of simulta-
neous repair of SUI and cystocele with the cystocele mesh
were as good as treatment of SUI with a separate sling without
causing bladder instability or voiding problems. LQQ scores
were improved in all aspects including sexual function. We
therefore conclude that SUI accompanied by cystocele can be
treated at one operation with the same mesh while assuring
both anatomical and functional cure and improvement in
patient's quality of life and sexual function.

Figure 1

VD - voiding difficulties

Table 1: Mean score of life quality questionnaires before
and 6 months after the operation for both groups

PISQ-12 PFIQ-7 urinary
symptoms

PDFI-20 urinary
symptoms

p Post-op Pre-op p Post-op Pre-op p Post-op Pre-op

0.44 40.2 37.5 0.005 10.68 33.6 0.0003 12.915 38.37 SUI

0.012 37.56 26.58 0.009 12.09 41.36 0.01 18.91 50.67 Cystocele
+SUI
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Objective:
We have hypothesized that heat exposure to the periurethral
tissues effects the extracellular matrix composition by altering
elastin and collagen production. Our aim was to measure and
compare the rate of smooth muscle proliferation, elastin and
collagen expression after exposure to heat (65°C).
Background:
Non-ablative radiofrequency (RF) energy has been identi-
fied as a possible solution for stress urinary incontinence
(SUI). Applying focused, low-energy heat to the proximal
urethra, small regions of periurethral collagen are dena-
tured, causing a change in tissue compliance, and thus
improves continent function. Subsequent studies in animal
models and clinical trials in humans have confirmed this
hypothesis to be true. Renessa procedure has been approved
by the FDA for the management of SUI, which applies RF
energy to the periurethral tissues (heating it to 65°C).
Methods:
IRB approval was obtained and biopsies were performed from
the anterior vaginal wall from women undergoing vaginal
surgery. Urethral biopsies could not be performed to avoid
injury to the urethral closing mechanism. Primary smooth
muscle cell (SMC) cultures were performed from the biopsies
(periurethral) and characterized by immunocytochemistry to
verify the smooth muscle phenotype. SMC were exposed to
65°C for 30 and 60 s (mimicking the actual in vivo Renessa
treatment) and cell proliferation was assessed by MTT assay.
Cell lysates and supernatants were collected and elastin
production was measured by the Fastin Elastin Assay kit and
collagen production was assessed by Sircol Collagen Assay kit.
Results:
Vaginal smooth muscle cell proliferation was not effected by
heat exposure to 65°C for 30 or 60 s (relative cell number,
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mean±SD, 0.34±0.01 vs. 0.34±0.01 vs. 0.35±0.01, p=NS).
Cell culture surface deposited elastin production was
significantly increased by heat exposure (0.18±0.01 vs.
0.28±0.01 vs. 0.93±0.08, p<0.01). However, tropoelastin
released into the culture media was significantly lower after
60 s of heat treatment compared to control (0.37±0.02 vs.
0.38±0.02 vs. 0.26±0.01, p=0.04).
Cell-culture surface deposited collagen production was
significantly increased by heat (0.17±0.01 vs. 0.29±0.01
vs. 0.21±0.01, p<0.01), but collagen released into the
media was not different heat exposure (0.05±0.01 vs. 0.06
±0.01 vs. 0.05±0.01, p=NS)
Conclusions:
Vaginal SMC proliferation was not effected by heat exposure
to 65°C for 60 s. Both elastin and collagen production were
significantly upregulated. Alteration of the extracellular
matrix composition by heat exposure may contribute to the
mechanism of action by Renessa treatment.
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Objective:
This study examines the effects of pilocarpine on contrac-
tion of human urinary bladder.
Background:
Contraction of urinary bladder is mediated by activation of
muscarinic receptors, with M3-muscarinic receptors predomi-
nate. Cholinergic drugs such as bethanechol chloride have been
considered to enhance detrusor contractility and promote bladder
emptying in patients with underactive bladder. However, the use
of cholinergic drugs has not been standardized due to the
efficacy and serious side effects. Recently, pilocarpine, a M3-
muscarinic receptor agonist has been reported to be effective for
the treatment of dryness of eyes or salivation disorders.
Methods:
Urinary bladder was collected from patients who underwent
total cystectomy and strips of bladder tissues free from tumor
were mounted in 10 ml organ baths containing Krebs solution
(composition in mM: NaCl 118.4, KCl 4.7, CaCl2 1.9,
NaHCO3 24.9, MgSO4 1.15, KH2PO4 1.15, glucose 11.7)
which was maintained at 37oC and continuously gassed with
95% O2 and 5%CO2. The tissues were subjected to a resting
tension of 1 g and allowed to equilibrate for 60 min.

Cumulative concentration-response curves (CRCs) to pilocar-
pine were obtained, with Krebs solution containing in the
presence of darifenacin (M3 selective antagonist) or in the
presence of vehicle. Darifenacin was treated for 30 min before
the addition of pilocarpine. Each tissue was used only to
construct one CRC to pilocarpine with or without one
concentration of a muscarinic antagonist, and affinity values
for each antagonist were calculated.
Results:
Pilocarpine and carbachol induced contractions of smooth
muscle of the detrusor in a concentration-dependent manner,
with mean maximum contraction relative to 80 mM KCl of
78% and 231%, respectively. The mean pEC50 value of CRC
to darifenacin and carbachol was 5.1 and 5.25, respectively.
Darifenacin caused surmountable antagonism of responses to
pilocarpine, with slopes of Schild plot of 0.93±0.30 and a pA2
value of 8.85±0.13. These data suggest that pilocarpine
produced contraction of the human bladder, and that the high
affinity of M3-muscarinic receptor subtype antagonist was
noted on CRCs to pilocarpine in the human detrusor muscle.
Conclusions:
Pilocarpine appears to produce contraction of the human
bladder through activation of M3-muscarinic receptor.
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Objective:
The aim of this study was to examine long term efficacy of
transcutaneous electrical tibial nerve stimulation to treat
urge urinary incontinence in older women.
Background:
The frequency of urge urinary incontinence increases with
age, especially in women. Due to the risks and complications
of surgical treatments, it is important to develop non-invasive
management strategies for the elderly population. The tibial
nerve electrical stimulation therapy is peripheral, non-inva-
sive, low-cost, and gives good results in the treatment of
urinary incontinence associated with urinary urgency.
Several studies have shown positive results of this therapy in
the treatment of urinary symptoms, including improvement in
the quality of life and urodynamic findings of patients. Long
term efficacy is an important criteria to be discussed and
considered before purpose a therapy to each patient.
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Methods:
The study design was a randomized clinical trial
conducted in 52 elderly women (>60 years) with urge
urinary incontinence. All were treated with 12 weeks of
bladder retraining and pelvic floor muscle exercises,
while 25 were randomly selected to receive electrical
stimulation also. The cases were evaluated by the 3-day
bladder diary, the Kings Health Questionnaire (Inconti-
nence Quality of Life scale), International Consultation
on Incontinence Questionnaire - Short Form (ICIQ-SF)
and clinical data. Patients presenting global satisfaction
at the end of therapy were reevaluated each 6 months
during 2 years.
Results:
The study population had a mean age of 68 years, 50%
were single, 61% had previous treatment, and 76.5% had
associated stress incontinence. These characteristics and
measures of urinary loss and quality of life prior to
treatment were similar between the groups. Both groups
showed significant improvement in ICIQ-SF, in most areas
of the Incontinence Quality of life scale, and in urge
incontinence on bladder diary. There was a greater
improvement in the group treated with electrical stimula-
tion. 68.0% were satisfied after electrical stimulation vs
34.6% in control group (p=0,017). Considering satisfied
group after stimulation, 64,7% of patients were still
continent and satisfied after 2 years of follow-up. Urinary
urge incontinence recovery in a mean of 18 months after
end of therapy but all patients in this group desire repeat the
stimulation.
Conclusions:
Our study showed that transcutaneous tibial electrical
nerve stimulation is long term efficacious to treat
urinary urge incontinence in older women. This
therapy should be considered a good option in the
treatment of elderly incontinent women. Recovery after
first successful tibial therapy is uncommon and when
occur, is related to a patient’s desire of repeat tibial
stimulation.
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Objective:
Determine test-retest reliability of the perineal extensibility
evaluation with Epi-no®.
Background:
During vaginal delivery, pelvic floor muscles stretch
markedly and in this moment can suffer minor or major
lesions. It has been estimated that the levator ani, the most
important muscle of the pelvic floor, has to stretch to about
2.5 times its resting length to “keep” its integrity during a
vaginal birth (1). Other methods of evaluating pelvic floor
extensibility has been proposed such as with 3D ultrasound
(2) and with Epi-no® (3). Before recommending new exams
for pelvic floor extensibility evaluation, it’s necessary to
determine its reliability.
Methods:
Prospective, blinded observational study with 32 pregnant
women. Inclusion criteria were healthy adult pregnant
women, from 35 gestational week, with single fetus.
Exclusion criteria were diagnostic of gynaecological infec-
tion, preterm labour and cognitive impairment. The patient
was positioned supine, with flexed knee and hip. An Epi-no®
balloon, covered by a condom and lubricated was inflated
within the pregnant's vagina and maximum circumference
was measured using a standard metric measuring tape. Limit
to insuflation was stablished when the discounfort achieve
eight according to visual analogue scale (VAS). Measure-
ments were performed twice on the same day always by the
same examiners (one and two), blinded to measurement of
each other. The order for exam technique was randomized by
computer generation for the first examiner. The intra-
observer reproducibility was made with another evalu-
ation after 7–14 days of the initial examination. Was
used the Test of Cronbach's Alpha Statistics for
evaluation of 'internal consistency' and the reliability.
Spearman Correlation Analysis was applied to identify
possible differences in the 'test' and 'retest'. An alpha
level of 0.05 was adopted in statistical tests.
Results:
A total of 47 evaluations interobserver and 38 intraobserver
were analysed. Regarding the intraobserver analysis, exam-
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iner 1 observed in the first evaluation 20.4 (±2.4) cm and
second evaluation 20.2 (±2,4) cm of perineal extensibility.
It was found in both evaluation 20.3 (±2,4) cm of perineal
extensibility and presented a correlation coefficient of 0.720
(p=0.001). Examiner 2, observed in the first evaluation
19.5 (±2.4) cm and second evaluation 21.0 (±2,1) cm of
perineal extensibility. It was found in both evaluation 20.3
(±2,3) cm of perineal extensibility and presented a
correlation coefficient of 0.587 (p=0.008). Regarding the
interobserver analysis, examiner 1 and 2 observed 20.1
(±2.5)cm of perineal extensibility in first evaluation and
20.6 (±2.2) in second evaluation. Cronbach’s Alpha
Coefficient was 0.890 and 0.925 in the first and second
weeks of evaluation, respectively, and a p value <0.001 on
both evaluations.
Conclusions:
Based on our results, there are evidences that perineal
extensibility evaluation with Epi-no ® is reliable and
reproducible.
References (optional):
(1) Lien KC, Mooney B, DeLancey JO, shton-Miller JA.
Levator ani muscle stretch induced by simulated vaginal
birth. Obstet Gynecol 2004 Jan;103(1):31–40.
(2) Thyer I, Shek C, Dietz HP. New imaging method for
assessing pelvic floor biomechanics. Ultrasound Obstet
Gynecol 2008 Feb;31(2):201–5.
(3) Zanetti, MRD e col. Presented in: Joint Annual Meeting
of the International Continence Society (ICS) and Interna-
tional Urogynecological Association (IUGA).Pelvic floor
extensibility in parturients: a quantitative evaluation. 2010.
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Objective:
The aim of this study was to evaluate the effect of trampoline
training on the pelvic floor muscle displacement.

Background:
The prevalence of current stress urinary incontinence is higher
in trampoline than in other sport groups (1). However, the
mechanism following exercise-induced incontinence remains
unclear and there is lack of information about pelvic floor
muscle function during strenuous exercise (2). The analysis of
pelvic floor muscle displacement using numerical simulation
may indirectly quantify the mechanical behavior during
trampoline exercise and help future clinical intervention.
Methods:
The patient was a 19 years-old female athlete, with a body
mass index of 19.7 Kg/cm2. She was a competitive
trampolinist and training five times a week. She was
nulliparous, with normal menstrual cycle and had never
had any pelvic surgery. Diagnosis of urinary incontinence
was made bt nternational Consultation on Incontinence
Questionnaire Short-Form and pelvic examination revealed
an International Continence Society stage I. The computa-
tional model was constructed using geometrical information
obtained from magnetic resonance imaging according to
previous works (3). Images were acquired with the subject
in supine position, using the basic following parameters:
field-of-view 250×250 mm, slice thickness 2 mm with
0.2 mm gap between slices. Using a manual procedure, the
pubovisceral muscle (PVM) was isolated using all the
images were it could be seen in the different planes. After
creating the 3D geometric model, a finite element model
was generated to represent the pelvic floor muscles. Using
ABAQUS® software, a distributed pressure of 90cmH2O
was applied to the inner surface of the pubovisceral muscle.
Then, while maintaining this pressure, the muscle activation
was varied between 50% and 100%. To reproduce the
impact of the trampoline, a uniform pressure of 450cmH2O
was applied to the same inner surface of the PVM

Figure 1: Construction of the pelvic floor model using finite
element methodology: (a) manual segmentation of the
pubovisceral muscle, (b) simulation of the contraction
using finite element model.

Results:
The maximum upward displacement of the PVM during
10%, 50% and 100% of contraction was 0.23 mm, 1.62 mm
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and 3.29 mm. During trampoline simulation, the maximum
downward displacement of the PVM was 2.03 mm (graph 1).
This result suggests that it’s necessary to activate the PFM
higher than 50% of contraction in order to compensate the
impact of trampoline force.

Figure 2: Sagittal view of the pubovisceral muscle (PVM)
deformation in two different simulations: during contraction
with different intensities and during trampoline exercise.
All values were obtained from the 3D finite element model.

Conclusion:
The analysis of behavior and morphology of the pelvic
floor during trampoline using 3D finite element meth-
odology may help future researchers and improve the
prescription of pelvic floor rehabilitation in female
athletes.
References:
1. Scand J Med Sci Sports, 2002.
2. Ultrasound Obstet Gynecol, 2007.
3. Obstet Gynecol, 2010.
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Objective:
Validation on an animal model of infected vaginal surgery
for assessing suture and its association with Triclosan.

Background:
Surgical site infections are one of the most common
complications in surgery. Surgical sutures, foreign body,
increase the likelihood of infection, mainly associated
with prosthetic surgery. Our goal is to validate an
animal model for assessing the infection of vaginal
surgery sutures.
Methods:
A prospective randomized animal study and has
permitted a single-blind evaluation. An ethic committee
has approved this study. The sutures used were
Monocryl ® and Monocryl Plus ® coated with an
antiseptic, triclosan. A model of vaginal surgery in
New Zealand rabbits has been developed: after dissec-
tion of the recto-vaginal, sutures were performed in the
firewall, one distal and one proximal (6 nodes each).
The vagina was closed by continuous suture with an
identical suture. Eighteen rabbits were implanted in 3
groups: uninfected, infected with E.coli (low dose) and
infected with E.coli (High dose). Each group contained
3 rabbits implanted with Monocryl ® and 3 with
Monocryl Plus ® and randomized. Bacteriological
analyses were performed blinded after explantation of
the sutture at day 14.
Results:
Clinically, we observed no deaths and no vaginal erosion.
In the uninfected group, when it was used Monocryl Plus ®,
we do not find any bacteria, whereas in the case of
Monocryl ® there is a significant surgical site infection
with E. coli. In infected groups, the bacteriological analysis
shows no significant difference those were implanted
Monocryl ® or Monocryl Plus ® on the level of bacteria
found.
Conclusions:
This animal model exhibits the suture to vaginal infection
and evaluates tools anti bacterial dedicated to the suture.
Triclosan coated sutures seems to have a preventive action
on opportunistic infection in this model of vaginal surgery
in rabbits, but little therapeutic action when there is an
infection.
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Objective:
To compare the efficacy and safety of mini-sling system
(Ophira™, Promedon) and transobturator midurethral tape
(Unitape™, Promedon) as surgical treatment for stress
urinary incontinence (SUI) in women.
Methods:
Women with SUI and no prolapse>stage 1 were rando-
mised to have either Ophira™ or Unitape™. Exclusion
criteria were postvoid residual urine volume more than
100 ml, coagulation disorders, current urinary tract infec-
tion, sequelae of previous radiation therapy of the pelvis,
anticoagulant therapy, vulvovaginitis, and anesthesia con-
traindication. The mini-sling Ophira™ procedure was
carried out under local anesthesia according to published
techniques. Cystoscopy was not mandatory, and no foley
catheter was left in place. Two grams of cephalosporin and
500 mg of metronidazole were administered intravenously
for infection prevention. The patients were discharged
immediately after spontaneous voiding. The transobturator
sling Unitape™ was performed under regional anesthesia in
an “outside-in” approach. The primary outcome measure
was objective cure rate 6 months after surgery, defined by a
1-hour pad-weighing test of <2 g. Secondary outcome
measure included quality of life (I-QOL) and rate of
complications. Calculation of the sample size was per-
formed based on a subjective cure rate for transobturator
midurethral tape at our institution of 90%. Ethical commit-
tee approval was obtained and the study was registered in a
public clinical trials. All patients provided written, in-
formed consent.
Results:
46 women underwent Ophira™ and 38 women underwent
Unitape™. Results are summarized below.

Table 1. Baseline characteristics

Ophira Unitape P value

Age (years) 52.1 49.0 0,14*

BMI (Kg/m2) 27.1 28.9 0,14**

Parity 3.1 3.3 0,39**

Previous surgery 7 (15.2%) 7 (18.4%) 0,69***

Pre-op pad test (g) 24.0 26.8 0,65*

UDI-6 score 8.7 9.5 0,15*

Mean value pre-op
VLPP (cmH2O)

76.6 77.3 0,92*

*Independent samples T test, **Mann-Whitney U test,
***Chi squared test

Table 2. Operative data/complications

Ophira Unitape p value

Operating time (min) 26.0 28.3 0,20*

24 h pain VAS (cm) 2.2 2.7 0,75*

1 week pain VAS (cm) 1.5 1.7 0,51*

Urethral injury 0 1 (2,6%) 0,45**

Lydocaine intoxication 1 (2,1%) 0 0,360**

*Mann-Whitney U test, ** Fisher’s Exact test
Mean follow up was 13,07 months (6–26) for Ophira™ and
11,4 months (6–18) for Unitape™. Table 3 shows cure rate
and problems experienced.

Table 3. Cure rate/problems

Ophira Unitape p value

Objective cure (pad test <2 g) 33(89.1%) 22(100%) 0,11*

Pad test (g) 3.0 0.47 0,20***

Erosion 6 (13%) 2 (5,2%) 0,28**

De novo/worsening OAB 2 (4,3%) 2 (5,2%) 1.0**

Retention 3 (6,52%) 0 0,25**

Hispareunia 1 (2,1%) 0 1.0**

Leg pain 0 4 (10,5%) 0.03**

*Chi squared test, **Fisher’s Exact test, ***Mann-Whitney
U test

Figure 1 shows I-QOL results.

Figure1: I-QOL results. Avoidance and limiting behavior (I-
QOL-ALB)), psychosocial impact (I-QOL-PS), social em-
barrassment (I-QOL-SE)

Table of Contents
Avoidance and limiting behavior (I-QOL-ALB)), psy-
chosocial impact (I-QOL-PS), social embarrassment -
QOL-SE)
There was significant improvement in all domains and there
was no statistically difference between the groups Ophira™
and Unitape™.
Conclusions:
There were few intraoperative and postoperative complica-
tions with no statistically significance between groups.
Both Ophira™ and Unitape™ groups had an improvement
on quality of life and objective cure rate (pad test and
quality of life questionnaires) with no statistically differ-
ence. Both methods improved the quality of life of women
with stress urinary incontinence. Most of the complications
are mild and can be successfully treated conservatively. The
efficacy of Mini Sling Ophira™ and Unitape™ is similar in
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early post-operatory follow-up. Subjects in this study will
continue to be followed for 24 months.
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FEMALE STRESS URINARY INCONTINENCE
TREATMENT WITH THREE DIFFERENT TAPES -
A SEVEN-YEAR EXPERIENCE
V. VILHENA, R. MENDONÇA, R. SARMENTO,
I. MATOS;
Centro Hosp.ar de Setúbal, Setúbal, Portugal.
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Objective:
The aim of this study was to evaluate safety and
efficacy of three different techniques of mid-urethral
tension free vaginal sling procedures: Tension Free
Vaginal Tape (TVT), Transobturator vaginal tape inside-
out (TVT-O) and Secur Tension Free Vaginal Tape
(TVT-S).
Background:
Surgery is the primary treatment for stress urinary incon-
tinence (SUI) in women. Minimally invasive midurethral
slings have appeared in the last years to improve quality of
materials, reduce surgical time and complications, and have
become a well-accepted method.
Methods:
Retrospective study of patients with SUI or Mixed
Urinary Incontinence (MUI) who were submitted to
surgical treatment with a mid-urethral sling (TVT-O,
TVT or TVT-S) from January 2004 to December 2010.
We reviewed the following parameters: age, parity,
overweight, constipation, menopause state, urodynamic
studies, operation time, perioperative and post-operative
complications, recovery time, follow-up time and recur-
rences. Statistical analysis was performed with IBM
SPSS Statistics 19 software.
Results:
One hundred and sixty three patients were included in
the study. One hundred and fifteen (70.6%) had SUI
and 48 (29.4%) had MUI. Mean patients age was
60.3 years old (min=27 and max=88). One hundred and
thirty seven women (84%) were post-menopause. Only 6
women (3.7%) were nullipara. Seventy seven women
(47.2%) were overweight and 61 (37.4%) had constipa-
tion. Seventy eight women (47.9%) had pelvic organ
prolapse. All patients had positive urinary stress test.
Urodynamic studies were performed in 96 cases (58.9%),
16 of them had involuntary detrusor contractions, 4 had
intrinsic urethral sphincter deficiency, 3 had reduced
bladder compliance and 1 had reduced bladder capacity.

Ninety seven patients (60.1%) underwent a TVT-O proce-
dure, 57 (35%) underwent a TVT-S (“hammock” configura-
tion) procedure and 9 (5.5%) underwent a TVT. The
procedure average time was 18.2 min with TVT-O (min=10
and max=30), 16.7 min with TVT-S (min=10 and max=35)
and 35 min with TVT. Recovery mean time was 3.1 days
with TVT-O (min=1 and max=7), 3.1 days with TVT-S
(min=2 and max=7) and 4.3 days with TVT (min=3 and
max=6). Perioperative and post-operative complications
occured in 12 patients (12.4%) in TVT-O group (6 cases of
hip pain, 4 cases of de novo urgency, 1 case of urinary
retention and 1 case of prosthesis extrusion), and in 6
patients (10.5%) in TVT-S group (2 cases of hip pain, 1 case
of minor haemorrhage, 1 case of urinary infection, 1 case of
vaginal haematoma and 1 case of de novo urgency). In TVT
group was reported only 1 case of de novo urgency. Follow-
up mean time was 23.4 months in TVT-O group (min=5
andmax=39), 10.3months with TVT-S (min=4 and max=27)
and 40.6 months in TVT group (min=12 and max=47).
There was urinary incontinence recurrence in 2 cases (2.1%)
in the TVT-O group, 3 (5.3%) in the TVT-S group and none
on TVT group.
Conclusions:
There were no significant statistic differences in popu-
lation characteristics (age, menopause state, parity,
overweight, constipation and presence of other benign
gynaecologic pathology) between the three groups.
Surgical and recovery mean time were longer in the
TVT group. No significant difference was reported in
complications and recurrence rates between the three
groups. However, the TVT group was significantly
smaller than other groups because since the introduction
of TVT-O (Mars 2004) the team decided to change to
this new technique, and the TVT-S group has had a
shorter follow-up time due to its recent implementation.
Similar to literature data, these results show that TVT,
TVT-O and TVT-S are effective for the treatment of
SUI. However, TVT-O and TVT-S procedures are faster
and easier. TVT-S needs less recovery time than TVT-O
and TVT. All techniques have similar complications and
recurrence rates, but a longer follow-up time may allow
stronger conclusions.
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Objective:
To determine the prevalence and severity of urinary
incontinence and pelvic organ prolapse in a gynecologic
oncology practice.
Background:
The prevalence of urinary incontinence and pelvic organ
prolapse is highest in women beyond childbearing age.
This group of women is also at the highest risk for
gynecologic cancer. Since the majority of women with
gynecologic cancer are treated surgically, identifying
women with co-existing stress urinary incontinence or
prolapse offers an opportunity for combined surgical
management of both conditions. Little information is
available on the prevalence of incontinence and prolapse
in women with gynecologic cancer. One study of only
40 patients presenting to a gynecologic oncology
practice observed the prevalence in this cohort to be
60% (24/40).1 We hypothesize that the prevalence in
women with gynecological malignancy is similar to that
reported for the general population, which is estimated to
be 30% - 50%.2

Methods:
This is a retrospective chart review. A one-page
screening questionnaire was administered to all new
patients presenting to a gynecologic oncology practice
between April and December 2010. The patients were
queried on whether they felt a bulge from their vagina
or experienced involuntary urine loss over the last
month associated either with activity, with the urge to
urinate or with both. Patients who answered YES to
any of the above questions were further instructed to
indicate their degree of bother as either “not at all”,
“slightly”, “moderately” or “greatly”. Finally, patients
were asked if they desired evaluation for their
incontinence or prolapse related symptoms. The insti-
tutional Review Board granted exempt status for this
study.
Results:
A total of 338 subjects completed the questionnaire.
Of these, 179 (53%) indicated experiencing symptoms
of urinary incontinence and/or pelvic organ prolapse.
One hundred and sixty subjects (47.3%) reported
urinary incontinence. Of those subjects with urinary
incontinence, 63 (39.4%) leaked with activity, 50
(31.3%) with the urge to void, 29 (18.1%) both with
urge and activity and 18 (11.3%) reported urine loss
unrelated to an urge or activity. Thirty-one subjects
(9.2%) felt a bulge from the vagina, 18 of which
(5.3%) also had urinary incontinence. Close to 40% of
symptomatic women reported to be moderately (25.0%)
or severely (14.4%) bothered by their symptoms. Most
of the women, who reported being moderately or
severely bothered (55.5%), desired to be evaluated for

their incontinence and/or prolapse. This constitutes
more than 10% of all new gynecologic oncology
patients,
Conclusions:
The prevalence of urinary incontinence in this cohort of
women presenting to a gynecologic oncology practice is
similar to that reported for the general population.
Making the diagnosis of pelvic organ prolapse and
stress urinary incontinence early in women presenting
with gynecologic cancer, offers an opportunity to
address two problems during one surgery with one
recovery time and may add to the quality of life of
cancer survivors. More than half of the women
experiencing moderate or severe symptoms desired
evaluation and treatment given the opportunity.
References (optional):
(1) Int J Gynecol Cancer 2005;15:911–14.
(2) Obstet Gynecol 1997;90(6):983–9.
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RELATIONSHIP AMONG SEXUAL FUNCTION,
URINARY LEAKAGE AND PELVIC FLOOR
MUSCLE STRENGTH IN BRAZILIAN WOMEN
WITH STRESS URINARY INCONTINENCE
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Objective:
The aim of this study was to evaluate the relationship
among sexual function, urinary leakage and the strength
of the pelvic floor muscles in Brazilian women sexually
active with stress urinary incontinence. Our hypothesis
is that the lower strength of the pelvic floor muscles is
related to increased urinary loss and worsening of
sexual function.
Background:
Health researches have been giving more emphasis on
the psychosocial impact of diseases and several studies
have investigated specific aspects of quality of life,
including sexual function. Female sexual dysfunction is
a common and multifaceted problem, associated with
biological, sociocultural, medical and interpersonal fac-
tors. It is estimated that 46% of incontinent women
have sexual dysfunction. Despite studies indicating the
relationship between the strength of the pelvic floor and
sexual function, little is known about this relationship in
women with pelvic floor muscles disorders, such as
urinary incontinence.
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Methods:
This transversal study included 30 women aged over
18 years, sexually active, who complained of stress
urinary leakage (Age: 56,5±9,7 years; Body Mass
Index: 26,8±3,5 Kg/cm2). The sexual function was
evaluated by the questionnaire Arizona Sexual Experience
Scale (ASEX)1 composed of five questions that address
important aspects of sexual function: sexual drive, arousal,
vaginal lubrification, orgasm and satisfaction from or-
gasm. The score of each question ranges from one to six.
Six score represents the worst possible sexual function in
this domain. In addition, the ASEX presents an overall
score, obtained by adding up the scores of five domains,
higher the score, worse sexual function. Quantitative
evaluation of urinary incontinence was performed by
one-hour pad test. The assessment of pelvic floor muscle
strength by digital palpation was carried out using the
PERFECT scheme and the pelvic floor pressure was
evaluated with the perineometer. Descriptive values
(means, standard deviations and intervals of variation)
were obtained for each variable and the Pearson’s
correlation coefficients were calculated between the
dependent and independent variables. The level of
significance used was 0,05.
Results:
The ASEX total score showed modest negative correlation
with the pelvic floor muscle pressure (r=−0,46), and low
negative correlation with muscle strength by digital
palpation (r=−0,38). The domains arousal and vaginal
lubrification presented modest negative correlation with
pelvic floor muscle pressure (r=−0,40 and r=−0,42,
respectively). It was also observed a low negative correla-
tion between the strength of the pelvic floor muscles and
the sexual drive domain (r=−0,38). There were no
correlations between urinary leakage and other variables
(Table 1).
Conclusion:
The results of this study indicate that there is a
relationship between the weakness of the pelvic floor
muscles and sexual dysfunction among Brazilian women
sexually active with stress urinary incontinence. How-
ever there was no correlation between urinary leakage
and sexual function.
References:
1. J Bras Psiquiatr. 2005; 54(3): 216–220.

Table 1. Pearson Product-Moment Correlation Coefficients

Pressure Strength Pad Test

ASEX total −0,46a −0,38a 0,09

Sexual Drive −0,26 −0,38a −0,10
Arousal −0,40a −0,31 0,17

Vaginal Lubrication −0,42a −0,16 0,18

Orgasm −0,21 −0,17 0,06

Satisfation from Orgasm −0,32 −0,25 0,01

a p<0,05
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Purpose:
To assess the effect of the tension free vaginal tape-
obturator (TVT-O) procedure on incontinence-related qual-
ity of life (QoL) for female urodynamic stress incontinence
(USI) by using two validated questionnaires, compared
with the objective outcome of the procedure.
Background:
Women with USI who received TVT-O procedure at
Mackay Memorial Hospital, Taipei, Taiwan
Methods:
We retrospectively reviewed data from women who under-
went TVT-O for USI and completed two validated QoL
questionnaires, the Urogenital Distress Inventory (UDI-6) and
Incontinence Impact Questionnaire (IIQ-7) preoperatively and
at least 12 months postoperatively. We compared the
subjective results with objective results of surgery.
Results:
A total of 106 women were followed for a median of
28.5 months (range 12–47) after surgery, of whom 95 (90%)
were considered cured or improved after TVT-O. There were
significant improvements in the IIQ-7 and total UDI-6 scores
postoperatively, as well as in each of the three UDI-6 subscales
for urge, stress and voiding dysfunction symptoms. Even
women with objective failure by urodynamic study (21 of 89
studied) had significant improvement in the QoL assessment.
Conclusions:
TVT-O for USI resulted in improvement in incontinence-
related QoL including urgency, stress, and voiding dysfunc-
tion symptoms.

Table 1: Quality of life scores in 106 women before and
after surgery for incontinence

Scale Pre-op Post-op P

IIQ-7 8.1±5.4 2.3±4.3 <0.001

UDI-6 7.3±4.1 2.7±3.1 <0.001
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Urge subscale 2.4±1.7 0.9±1.2 <0.001

Stress subscale 3.1±1.6 0.6±1.2 <0.001

Voiding difficulty subscale 1.7±1.5 1.1±1.3 <0.001

Table 2: Pre- and postoperative quality of life scores in 106
women with subtypes of preoperative urodynamic stress
incontinence

Table 3: Pre- and postoperative quality of life scores 21 of
89 women with objective surgical failure

Scale Pre-op Post-op P

IIQ-7 9.5±6.0 3.4±4.9 <0.001

UDI-6 8.5±3.6 4.3±4.1 <0.001

Urge subscale 2.9±1.3 1.5±1.6 0.005

Stress subscale 3.5±1.5 1.6±1.6 <0.001

Voiding difficulty subscale 1.9±1.6 1.1±1.4 0.045

1
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Objective:
The purpose of this study was to determine the effect of ExTT-
101 for the treatment of patients with stress urinary incontinence.
Background:
ExTT-101 is a medical device suitable for effective Kegel’s
exercise by doing biofeedback training with probe, head-
phone and LCD monitor.

Methods:
Sixty patients with urinary incontinence were randomly
assigned to receive either ExTT-101 treatment (n=30) or
pelvic floor training (n=30) alone. For ExTT group, the
treatment was initiated aerate into the probe until it stops
swelling automatically and give pressure to the swollen probe
with the pelvic muscles contraction pressure and contraction
holding period. After analyzing the baseline data of the pelvic
muscles contraction pressure and contraction holding period,
Kegel’s exercise were performed by following the voice from
the headphone until pumping comfortable degree of air into
the probe. The treatment sessions were for 20 min, five times
a week, for 6 weeks. For the control group, only pelvic floor
muscle exercises were performed as same duration. The
amount of urinary leakage according to the 1-hour pad test,
questionnaire, pelvic floor muscle strength and contraction
holding period were evaluated. Pre-treatment and post-
treatment values of these data were compared in each group
and among groups using General linear model with
ANCOVA (SPSS for windows, 12.0 ver., Chicago, IL).
Results:
After 6-week of ExTT therapy, the contraction pressure in
ExTT group was significantly increased from 16.3±4.3 to
31.7±5.4 mmHg and higher compared to Kegel’s exercise
group (R2=0.47, p=0.000, 95% CI, 13.44–25.63). The
contraction holding period was also significantly increased
from 3.5±0.7 to 11.2±1.2 s and longer compared to
Kegel’s exercise group (R2=0.18, p=0.000, 95% CI,
7.70–13.97). Scores with ICIQ and King’s Health ques-
tionnaire improved significantly and the number of pads
used a day, amount of urinary leakage decreased in ExTT
group (p<0.05)Conclusions: These results suggest that pelvic
floor muscle exercise using ExTT-101 is more effective than
Kegel’s exercise and ExTT-101 may be useful medical
device for measuring the contraction pressure of the pelvic
muscles and treating urinary incontinence.
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LEVATO-ANAL ANGLE: A NEW METHOD
TO ASSESS THE ANATOMICAL POSITION
OF THE ANUS.
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SKALA, G. NAUMANN, H. KOELBL;
Johannes Gutemberg Univ. Mainz, Mainz, Germany.
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Objective:
To establish a reproducible method to evaluate the angle of
the anal canal (AC) in respect to the hiatus genitalis using
2D ultrasound; to assess if levator trauma modifies the

Scale USI (n=78) ISD (n=18) USI with POP
(n=10)

Pre Post P Pre Post P Pre Post P

IIQ-7 8.7±
5.3

2.6±

4.4

<0.001 9.5±
5.2

1.9±
4.8

0.001 3.5±
4.2

0.8±
1.6

0.043

UDI-6 7.6±
3.8

3.0±
2.9

<0.001 8.1±
5.5

2.2±
4.0

0.002 3.0±
2.5

1.1±
1.1

0.017

Urge 2.4±
1.6

1.0±
1.2

<0.001 3.0±
2.1

0.7±
1.3

0.001 0.7±
1.3

0.2±
0.4

0.197

Stress 3.3±
1.5

0.6±
1.1

<0.001 3.0±
2.0

0.6±
1.7

0.002 1.3±
1.4

0.1±
0.3

0.041

Voiding
difficulty

1.8±
1.5

1.2±
1.4

0.002 1.9±
1.7

0.8±
1.0

0.015 1.0±
0.8

0.8±
0.9

0.157
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angle and the mobility of the AC, in comparison with
patients with intact levator.
Background:
As suggested by its name, the levator ani muscle (LAM)
should elevate the anus. The only described method to
evaluate the position of the AC is the anorectal angle (1,2),
sometimes difficult to assess if the rectal ampulla is not empty.
Aim of our study was to find a new and reproducible method
to describe the anatomical position of the AC, in relation to the
plane of minimal hiatal dimensions (PMHD), defined by two
landmarks. We also evaluated if a LAM defect influences the
anatomical features and mobility of the AC.
Methods:
Primiparous delivered vaginally with a 3D perineal ultrasound
diagnosis of LAM trauma early postpartum, confirmed 1-year
later, were included in the case group. The control group
consisted of women with the same eligibility criteria but with
intact LAM. The AC forms an acute angle with the PMHD
opened dorsally: this Levato-Anal-Angle (LAA) was mea-
sured with 2D perineal ultrasound by placing a line through
the PMHD and a line through the hypoechoic band represent-
ing the posterior internal anal sphincter (Fig.1), at rest and
during Valsalva maneuver. Inter-observer reproducibility was
evaluated by two examiners, blinded to each other. The
mobility of the AC was assessed as the difference between
LAA at rest and during Valsalva (ΔLAA).
Results:
40 patients were included, 20 with and 20 without LAM
trauma. Patients’ characteristics (age, BMI) were comparable
between the two groups. With a Pearson correlation coeffi-
cient of 0.79, the relationship between the two observers’
measurements resulted very good to excellent (Colton rules).
Bland Altman plot is presented in Fig 2. LAA is larger in the
LAM avulsion group, both at rest and during Valsalva
maneuver, for both the assessors, but the difference did not
reach statistical significance (Tab.1). Also the mobility of the
AC (ΔLAA) resulted smaller in the LAM trauma group
without reaching statistical significance (Tab. 2).
Conclusion:
This study introduces a new reproducible parameter to
evaluate the angle of the AC in respect to the pelvic
structures using 2D perineal ultrasound. From our results,
1-year postpartum LAM trauma does not seem to affect the
angulation and the mobility of the AC significantly in
comparison with intact LAM patients.
References:
1. Ultras Ob Gyn 2008; 31: 567–571.
2. Ultras Ob Gyn 2010; Sept 2.

Tab 1. LAA comparison between case and control group

LAA (degree) with LAM trauma
(n=20)

without LAM
trauma (n=20)

P

rest - Observer 1 52.4 (± 9.8) 50.9 (±8) 0.62

rest - Observer 2 58.9 (±13.8) 52.68 (±8) 0.13

Valsalva - Observer 1 45.48 (±9.3) 41.8 (±11.4) 0.27

Valsalva - Observer 2 43.33 (25.5–85.5) 40.75 (14.9–72.4) 0.29

Tab 2. ΔLAA comparison between case and control groups.

ΔLAA (degree) with LAM
trauma (n=20)

without LAM
trauma (n=20)

P

Observer 1 8 (0.8–33) 9.2 (1.1–22.8) 0.35

Observer 2 10.84 (±5.8) 12.94 (± 8.2) 0.30
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TRANSOBTURATOR “IN TO OUT” SLINGS -
“OUT TO IN” SLINGS IN SURGEONS
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Objective:
“In to out slings” is easier to learn how to handling for
surgeons without experience
Background:
In order to compare if its easier to learn how to handling “in
to out” mid urethral slings vs. “out to in” mid urethral
slings, we evaluate 3 years fellows, gynecology students,
and others surgeons without experience (never use a trans
obturator kit mid urethral sling for SI) who want to learn
this urogynecology skills.
Methods:
In order to compare if its easier to learn how to handling “in to
out”mid urethral slings vs. “out to in”mid urethral slings, we
evaluate 3 years fellows, gynecology students, and others
surgeons without experience (never use a trans obturator kit
mid urethral sling for SI) who want to learn this urogynecol-
ogy skills. Ethics committee approval was obtained, the rules
in the declaration of Helsinki were followed and informed
consent was obtained prior to entry in the study. 80 surgeons
without experience was evaluate using the next items: time of
the procedure, number of attempts, subjective feelings of the
surgeon about the procedure , subjective feelings of the
attending monitor (surgeon with experience) about the
performance of the surgeon without experience, and compli-
cation of the procedure . We divide the group randomly in to
40 for TVTo and 40 for Monarc. Each surgeon operate 1
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patient, total of patients 80, the complications was evaluate
trans operative , 12 h 1 week and 2 months post operative.
Results:
From January 2008 to January 2010 evaluate two randomized
group 40 surgeons wiout experience use monarc and 40
surgeons without experience use TVTo the median time of the
procedure in the TVTo group was 8 min and the median time
in the Monarc group was 15 min. The subjective evaluation of
the students and to the performance of the surgeon for the
attending monitor was evaluate using a simple scale of 10
points (0 very difficult and 10 very ease) and with simple
questions, the media punctuation in the TVTo group for the
surgeons was 8 they fell the procedure was very easy , and the
media punctuation for the monarc group was 5, they fell the
procedure was difficult. The median punctuation for the
attending monitor for the TVTo group was 7 and for the
monarc group was 4 they fell it was more difficult to teach
how to handling monarc than TVTo. Complications was
evaluate in each group, in the TVTo group was not any severe
complication, not urethral perforation and not bladder
perforation, in the Monarc group was 15 perforation of labia
majora, any severe complication 2 bladder perforation and 2
urethral perforation. P value and statistical significance:
Chi squared equals 0.343 with 1° of freedom.
The two-tailed P value equals 0. 00582.
Conclusions:
In this evaluation of learning and teaching seem that the
procedure “in to out” its easier to teach and to learn because
the medians that we obtains and its safe for the surgeons
without experience .
References (optional):
In surgeons without experience is easier to teach and to
learn the procedure “in to out” than “out to in” , and is safe
use TVTo than monarc in surgeons without experience and
this is very important to consider in teachings hospitals and
for general gynecology’s.
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METHOD TO DISPLACE THE BLADDER NECK
DURING RETROPUBIC TVT SLING PROCEDURES.
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Ethicon Women's Hlth.and Urology, Somerville, NJ.
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Introduction:
Recently a modification to Prof Ulmsten’s GYNECARE
RETROPUBIC TVT was introduced as GYNECARE TVT
EXACT™ Continence System. The instructions for use for
both procedures emphasize retropubic infiltration and

application of pressure to “the posterior lateral wall of the
bladder”. This study was designed to demonstrate the
mechanics of these steps.
Materials and Methods:
Thirteen fresh female cadavers were used for this study.
Retropubic infiltration was performed using an 18 gauge spinal
needle and instilling 50 cm3 into the retropubic space on one
side as images were captured. As this was a cadaver study,
filling of the bladder led to significant leakage of contrast. To
be able to demonstrate the impact of pressure to the posterior
wall of the bladder with the catheter and guide, a condom
was placed over the distal third of an 18 Fr. Foley catheter,
filled with 100 cm3 of Hypaque. The Gynecare Rigid
Catheter Guide was then placed. Force measurements were
obtained by clamping a digital strain-meter to the handle of
the guide. A GE digital C-Arm was used to capture both
Anterior-Posterior and lateral shots of the pelvis. After the
Foley catheter was placed the balloon was inflated with 5 cm3

of saline and the balloon was pulled down to the bladder
neck. The Rigid Catheter Guide was then moved from side to
side without applying pressure on the back wall of the vagina.
AP and lateral views were obtained. Following this, the Foley
and Rigid Catheter Guide were displaced toward the posterior
lateral wall of the bladder. The maneuver was repeated, going
from no pressure to higher pressures at one pound increments
until four pounds of pressure was applied. Subsequently a
steady force was applied and measured to the back of the
bladder until perforation occurred. The entire procedures
were captured radiographically.
Results:
Retropubic infiltration was performed in 3 cadavers and
showed clear radiographic evidence of effacement of the
bladder and the development of a potential space between
the bladder wall and the back of the pubic bone. Perforation
pressure measurements were performed in 10 cadavers. The
mean force required to perforate the bladder was 9.9 lb (S.D.
2.8, range 5.8–13.2 lb) with a median value of 9.9 lb. The
Gynecare Rigid Catheter Guide begins to bow at 5 lb of force.
Incremental pressure measurements in one cadaver showed
that the elastic limit of the tissue was reached at 1 lb of force,
as demonstrated in table 1. The force required to click a
ballpoint pen was assessed as a “reference”, using the same
method; the force amounted to 1 lb.

Table 1.

Displacement from Baseline (cm)

Force
applied

Mid-urethra AP Bladder
Neck AP

Bladder Neck
Lateral

1lbs 1.4 6.5 2.4

2lbs 1.5 7.1 2.4

3lbs 1.5 6.7 2.3

4lbs 1.6 6.8 2.4
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Simple lateral movement of the catheter stylet did not move
the bladder neck or back wall of the bladder away from the
pubic bone as demonstrated in figure 1.

Figure 1. Demonstration of the impact of lateral displacement
only (left) versus posterior lateral pressure on the bladder wall.

Discussion:
This study points to the clinical relevance of doing a retro-
pubic infiltration and applying gentle posterior lateral pressure
(1 lb) on the back wall of the bladder to move the bladder neck
and bladder away from the pubic bone, a force that does not
induce a risk of perforating the bladder with the rigid catheter
guide which occurs at a mean 9.9 lb. Applying these steps
may lead to a reduced bladder perforation rate when
performing retropubic mid-urethral slings.
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THE ASSOCIATION OF AGE, PARITYAND PELVIC
FLOOR SYMPTOMS WITH THE SUBGROUP
OF OAB PATIENTS
J. MANONAI, R. WATTANAYINGCHAROENCHAI;
Faculty of Med. Ramathibodi Hosp., Bangkok, Thailand.

Consent Obtained from Patients: No
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To investigate the prevalence of continent and incontinent
overactive bladder (OAB) in women attending the urogy-
necology clinic and to study the association of demographic
data and pelvic floor symptoms with the subgroup of OAB
patients.
Background:
Pelvic organ prolapse, urinary and fecal incontinence are
common health problems in women. The lower bowel and the
urinary tract are closely related to each other. The combined
fecal and urinary incontinence was 6–9%. A high prevalence
of constipation and anorectal disorders in women with urinary
incontinence has also been reported. Moreover, bowel symp-
toms differ in different type of urinary incontinence. The recent
study showed that female patients with urge urinary inconti-

nence and mixed urinary incontinence have significantly more
fecal incontinence than continent patients. Since urge urinary
incontinence characterized by the presence of urgency with
subsequent loss of urine (OAB wet or incontinent OAB) is
different from urgency alone without actual loss of urine (OAB
dry or continent OAB). The incontinent symptom in wet OAB
seems to profoundly compromise quality of life while dry
OAB has less negative effect on quality of life. Therefore, it is
interesting to study the association of subgroup of OAB with
pelvic organ prolapse and lower bowel symptoms and
predictors of incontinent OAB.
Methods:
This was a cross-sectional study including women aged
between 18 and 91 years, registered in the urogynecology
clinic from January 2006 to December 2010. Participants were
asked to provide demographic information (e.g. age, marital
status, menopausal status) and to report comorbid conditions
(e.g. hypertension, diabetes, respiratory diseases). All pelvic
floor symptoms were dichotomized as present or absent based
on responses to each symptom. Analyses were conducted to
examine the overall prevalence of OAB including both
continent and incontinent subgroups and their association
with demographic data and pelvic floor symptoms.
Results:
In all 1,576 women, 944 participants were classified as having
OAB; the mean age was 61.0±12.5 years. Eighty-two percent
of them were postmenopausal and 90.8% were parous. The
overall prevalence of stress urinary incontinence, vaginal
bulge, fecal incontinence and chronic constipation were
70.8%, 35.4%, 10.3% and 40.5%, respectively. There were
more women with incontinent OAB (n=515, 54.6%) than
with continent OAB (n=429, 45.4%). Increasing age, marital
status, parity and number of parity >2 increased the
occurrence of incontinent OAB. There was a significantly
higher prevalence of stress urinary incontinence and chronic
constipation among women with incontinent OAB (p<0.05).
A multiple logistic regression analysis showed increasing
age, stress urinary incontinence and chronic constipation
were predictors for incontinent OAB (p<0.05). Age>
70 years was the strongest predictor (OR=5.54; 95% CI=
2.59–11.86). The odds ratios for stress urinary incontinence
and chronic constipation were 4.39 (95% CI=3.20–5.98) and
1.43 (95%CI=1.08–1.91), respectively.
Conclusions:
There was a high prevalence of stress urinary incontinence,
vaginal bulge and chronic constipation among OAB patients.
Subgroup of incontinent OAB was more common than
continent OAB in women attending the urogynecology clinic.
Incontinent OAB was directly associated with older age and the
presence of stress urinary incontinence and chronic constipation.
References (optional):
1. Neurourol Urodynam 2011;30:138–143.
2. BJU Int 2006;97:296–300.

S1822 Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008



265
EVALUATION OF ESTROGEN RECEPTOR ALPHA
IN NEOVAGINOPLASTY USING OXIDIZED
REGENERATED CELLULOSE
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Objective:
Evaluate the presence of estrogen receptor alpha of patients
with vaginal agenesis submitted to Abbé- McIndoe neo-
vaginoplasty using oxidized regenerated cellulose.
Background:
Both proliferation and maturation of the vagina epithelium are
influenced by estrogens. The expression of estrogen receptor
alpha in the vaginal tissue may indicate role of this hormone to
the development of vaginal epithelium in patients with vaginal
agenesis.
Methods:
Eight patients with vaginal agenesis underwent Abbé-McIndoe
neovaginoplasty using oxidized regenerated cellulose. They
were followed by serial vaginal biopsies. Immunohistochemical
detection of estrogen receptor alpha protein was performed using
antibody NCL-L-ER-6 F11 (Novocastra). Biopsies specimens
were divided into three groups, based on the time the biopsy
was done: Group 1 (biopsy done up to 2months after surgery),
Group 2 (biopsy done between 3 and 5 months after surgery)
and Group 3 (biopsy done after 6 months of surgery).
Results:
Estrogen receptor alpha was not observed in vaginal biopsies of
groups 1 and 2. In group 3, we observed complete epitheliza-
tion of vagina tissue and expression of estrogen receptor alpha.

Figure 1. Group 1

Figure 2. Group 2

Figure 3. Group 3

Conclusions:
In our study, the expression of estrogen receptor alpha only
occurred when complete epithelization of vaginal tissue
was observed. Other mechanisms may be involved in the
formation of vagina in patients with vaginal agenesis
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CAN HYPOPRESSIVE EXERCISES TREAT PELVIC
ORGAN PROLAPSE AND IMPROVE PELVIC
FLOOR MUSCLE FUNCTION?
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Objective:
To evaluate the impact of hypopressive exercises (HE)
alone or in combination with pelvic floor muscle training
(PFMT) on pelvic floor muscle (PFM) function and pelvic
organ prolapse (POP) quantification.
Background:
PFMT can treat POP (1,2). HE supposedly actives the
abdominal and PFM and decrease the abdominal
pressure. Thus, one of indications to use these exercises
is to treat POP (3). Although widely used and disclosed,
there is no evidence that HE can actually improve or
prevent POP.
Methods:
From January 2008 to January 2011, fifty six women, with
untreated POP were included in this study. All subjects
gave written informed consent to participate. Women with
stage II of POP, graduated by a gynecologist according
POP-Q, were included. The exclusion criteria were neuro-
muscular diseases and the use of hormonal therapy. Once
enrolled, subjects were evaluated by an urogynecology
physiotherapist (responsible for the study), which measured
the maximum voluntary contraction and the endurance
using 0–5 Oxford graduation, previously validated. At last,
the PFM activation was measured by surface electromyog-
raphy (SEMG), using a vaginal probe. The two treatment
groups received three initial sessions to learn how to
perform hypopressive exercises correctly: (a) slow dia-
phragmatic inspiration, (b) a total expiration, and (c)
diaphragmatic aspiration - a movement that brings the
abdominal wall to the lumbar spine (posterior and superior
movement of the abdominal wall) with glottal closure and
apnea. The HE alone group (n=18) and the HE+PFMT
group (n=21) performed two series of 8–10 repetitions,
holding each contraction 6–8 s. HE+PFMT group was
instructed to contract maximum and voluntarily PFM
during diaphragmatic aspiration. Then, the two treatment
groups performed home exercises during 3 months, with
appointments each 2 weeks. All groups, including control
(n=17) also received lifestyle advice, as hold the PFM
contracted during increases of intra-abdominal pressure,
and increase fiber and water intake to prevent constipation.
The three groups were blind revaluated after 12 weeks by
the same physiotherapist and gynaecologist who performed
the initial evaluation.
Results:
The groups were similar regarding age (p=0.172), body
mass index (p=0.49), number of pregnancies (p=0.25),
number of vaginal deliveries (p=0.106) and menopausal
status (0.875). They also were similar regarding to initial
Oxford (0.102), endurance (0.078) and SEMG (0.052)
values. The two treatment groups obtained significantly

increase of muscle function after 3-month treatment
(Table 1).

Table 1: Results of baseline and final evaluation of three
analyzed groups

Group Variable Mean (±SD) Sig p *

HE+PFMT (n=21) Baseline Oxford 1.7 (± 0.7) <0,001
Final Oxford 3.8 (± 0.8)

Baseline Endurance (s) 2.9 (± 1.1) <0,001
Final Endurance (s) 6.2 (± 1.4)

Baseline activation (μv) 10 (± 2) <0,001
Final activation (μv) 17 (± 4)

HE (n=18) Baseline Oxford 2 (± 0.6) 0,004
Final Oxford 2.8 (± 0.7)

Baseline Endurance (s) 3 (± 1.3) <0,001
Final Endurance (s) 5.1 (± 0.9)

Baseline activation (μv) 10.7 (± 3.1) 0,003
Final activation (μv) 14.6 (± 4.2)

Control (n=17) Baseline Oxford 2 (± 0.8) 0,480
Final Oxford 2.1 (± 0.8)

Baseline Endurance (s) 2.9 (± 1.1) 0,564
Final Endurance (s) 3 (± 1.3)

Baseline activation (μv) 10.8 (± 4.7) 0,266
Final activation (μv) 11.2 (± 4.3)

* Wilcoxon test

However, at the end of treatment, HE+PFMT group
presented better results than HE alone group regarding
Oxford (p=0,001), endurance (p=0,02) and SEMG (p=
0,04). HE alone was better than control regarding Oxford
(p=0.01), endurance (p=0.02) and SEMG (p=0.04).
With regard to POP-Q, HE+PFMT presented better
results than the other groups. The results are showed in
Table 2.

Table 2: Changes observed in POP-Q after 3 months of
treatment

POP-Q
Stage

N [Freq.(%)]

HE+PFMT HE Control

anterior
(n=20)

posterior
(n=7)

anterior
(n=15)

posterior
(n=6)

anterior
(n=14)

posterior
(n=5)

+ 1 stage 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)

No
change

6 (30) 3 (43) 10 (67) 5(84) 11 (78,6) 4 (80)

- 1 stage 14 (70) 4 (57) 5(33) 1(16) 3 (21,4) 1 (20)

* A negative value indicates an improvement after 3-month
treatment

Conclusions:
HE+PFMT presented better results than HE alone regard-
ing to POP-Q and PFM function. HE alone presented better
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results than no treatment (control) regarding to PFM
function.
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Objective:
We assess the role of funneling or visible opening of the
bladder neck and movement of the urethra at rest and
during Valsava maneuver in investigating stress incontinent
women. We expect that lower MUCP is associated with
wider and deeper visible opening of the bladder neck at rest
and at maximal Valsalva.
Background:
The pathogenesis of urethral funneling has not been
precisely described. There have been some attempts at
using ultrasonography to identify intrinsic sphincter dis-
ease, but without any definitive results [1]. Women with
stress urinary incontinence (SUI) and ultrasonography
marked funneling of the bladder neck have a lower success
rate compared with stress incontinent women without
funneling [2]. The degree of funneling decreases signifi-
cantly postoperatively. Both preoperative and persistent
postoperative funneling is associated with an increased
probability of therapeutic failure or recurrence of SUI [3].
Funneling was measured with AP diameter by Dietz in
2001, who found a correlation between lower MUCP and
extensive opening of the bladder neck.

Methods:
Data were recruited retrospectively from 253 urody-
namically stress incontinent women who underwent a
completely urogynecologic examination before anti-
incontinence surgery, TVT O or TVT s at a tertiary
urogynecology center between 2007 and 2009. We
evaluate 2D ultrasound images carried on GE Kretz
Voluson Expert 760. We target the measuring of the
funneling of the bladder neck, its width x (AP
diameter) and its depth y by using vaginal probe
7 MHz. Furthermore, we recorded 2D ultrasound images
of the mobility of the bladder neck by perineal convex
probe 3.5 MHz. Multichannel urodynamic testing using
Richard Wolf Stress-profile Catheter 7Ch (Uromics 7 B-
K Medical A/S equipment) was conducted in the
litothomy position with the bladder filled with 300 ml
of saline water. We only enrolled into the study women with
positive stress test. We compared the ultrasonographic data
with MUCP (maximal urethral closure pressure) testing by
profilometry. The group of stress incontinent women was
compared to 100 healthy controls. We supposed normal value
of MUCP in healthy controls and in consequence did not
administer the urodynamics.
Results:
We compared two groups of women. In comparison
with the healthy control group (Tab. 1), stress inconti-
nent women were older, about 7 kg heavier, and
multiparous. The results of stress incontinent women
are shown in Tab. 2. High mobility of the urethra is
evident in all groups and in women with MUCP under
20. Women with ISD even with MUCP under 30 have
markedly lesser mobile urethra. Continent women have
the smallest movement of the urethra. As regards
funneling of the bladder neck during Valsava maneuver,
it is closing in healthy controls while in stress
incontinent group the opening is wider and significantly
deeper. The opening of the bladder neck is similar in
both groups at rest.

Tab. 1: The parameters of stress incontinent and control
group

SUI group
(+/− standard
deviation SD)

Healthy group
(+/− standard
deviation SD)

Age 55.5 +/− 10,2 40.6 +/− 13.0

Weight 73.4 +/− 13,4 66.3 +/− 10.8

Height 165.8 +/−7.2 166.1 +/− 66.5

Gravidity 3.0 +/− 1.4 2.1 +/− 1.6

Parity 2.0 +/− 0.6 1.1 +/− 1.0
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Tab. 2: Values of measurements

Conclusions:
We did not confirm any association between ISD and
opening of the bladder neck. Stress incontinent women
have significantly greater movement of the urethra com-
pared to healthy controls. Incontinent women with MUCP<
20 and MUCP<30 have less mobile urethra compared to
stress incontinent women with higher value of MUCP.
Funneling of the bladder neck is the same in both groups.
The inner orifice of the urethra is closing in continent
women. In contrast, in stress incontinent women the inner
orifice of the urethra is opening independently on the value
of MUCP, and leakage of urine is visible.
References (optional):
1. Hosker G, Is it possible to diagnose intrinsic sphincter
deficiency in women? Curr Opin Urol 2009, 19: 342–6
2. Clemons JL, LaScala, The tension-free vaginal tape in
women with a non-hypermobile urethra and low maximum
urethral closure pressure, Int Urogynecol J Pelvic Floor
Dysfunct 2007, 18:727–32
3. Harms L, and col. Funneling before and after anti-
incontinence surgery_a prognostic factor? Part 2: tension-
free vaginal tape, Int Urogynecol J Pelvic Floor Dysf 2007,
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Objectives:
Report the results of a survey carried out to identify the
needs and perceptions of surgeons, that can be embodied in
the design of synthetic meshes of the future.
Background:
Surgical meshes are increasingly used as medical implants and
have become an integral element of reconstructive surgery of
anatomical defects. The need to improve the effectiveness of
the surgery led to the widespread use of prosthetic implants
(both synthetic and biologic), since the 1990s. While the
success rate is high in the case of treatment of stress urinary
incontinence (81% after a 7 year follow up), there is no proven
evidence of equivalent effectiveness in prolapse surgery. Thus
further research is needed to design the meshes of the future.
Methods:
To obtain information related to critical factors and
variables that might impact on the mesh design and
behaviour, the study utilized a survey method. The
questionnaire was composed after a thorough examination
of the literature. The survey uses a Likert scale. Open
questions were also included to allow surgeons to express
other opinions. The sample used was the IUGA members
database. The survey, prepared with Qualtrics software, was
administered anonymously to 2919 members by email. The
questionnaire was approved by the Chair of IUGA
Research and Development Committee. Of the 2919, who
were contacted by email, 115 useful replies were received
so far. The profile of the 115 survey respondents consisted
of 43% gynaecologists, 54% urogynaecologists and 3%
urologists, of which 70% were male and 35% were female.
The location of practice is as follows: 49% Europe, 21%

Count (n) MUCP
+/−SS

UVJ_rest
+/−SD

UVJ_Valsava
+/−SD

Funneling_x
at rest +/
−SD

Funneling_y
at rest+/
−SD

Funneling_x
Valsava+/
−SD

Funneling_y
Valsava+/
−SD

Difference
of mobility
UVJ

Difference
x

Difference
y

All (253) 47.8+/−23.2 69.1+/−15,9 124+/−30.6 4.8+/−2.1 3.9+/−1.6 7.5+/−1.8 10.3+/−3.6 55 2.7 7.7

MUCp<
20 (30)

12.8+/−6.3 70.2+/−17.2 110.9+/−37.5 4.9+/−1.5 4.1+/−1.2 7.6+/−2.0 10.6+/−4.5 40.7 2.7 6.5

MUCp<
30 (61)

20.3+/−8.0 71.4+/−14.2 114.2+/−33.4 4.9+/−1.5 4.2+/−1.4 7.5+/−1.7 10.7+/−4.4 42.8 2.7 6.5

MUCp>
20 (223)

51.6+/−21.0 69.2+/−15.8 126+/−29.1 4.8+/−2.2 3.9+/−1.6 7.5+/−1.7 10.3+/−3.6 56.8 2.7 6.4

MUCp>
30 (107)

56.7+/−19.3 68.4+/−16.4 127+/−21.0 4.7+/−2.3 3.8+/−1.6 7.5+/−1.7 10.2+/−3.3 54.9 2.8 6.4

Healthy
controls
(107)

No measure 59+/−13 96.3+/−34.34 4.8+/−1.4 3.7+/−1.1 3.5+/−1.4 2.4+/−1.2 36.3 −1.3 −1.3
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North America, 12% South America, 10% Asia, 7%
Australia/Oceania, 1% Africa. Most of the respondents are
experienced surgeons: 21% up to 5 years,31% from 5 to
10 years and 48% over 15 years, some of them carrying out a
maximum of up to 500–700 surgeries on average per annum.
The great majority use meshes to perform stress urinary
incontinence corrective surgery (97%) and prolapse surgery
(84%), with 16% indicating that they use none in this case.
Results:
Preliminary results will be reported. The respondents
indicated the occurrence of post-operative complications:
82% in the case of stress urinary incontinence and 90% in
prolapse surgery. Between 1 and 10 complications per year
were reported, by 82% of the respondents (for stress urinary
incontinence) and by 87% (for prolapse). The most severe
complications reported (6 on the Likert scale) were:
extrusion, vaginal exposure, recurrence of incontinence
and infection (for stress urinary incontinence) and urethro-
vaginal fistula, perforation of the bowel, obturator nerve
damage, pelvic neuropathy and dyspareunia (for prolapse).
Multifilament meshes were clearly pinpointed as the worse,
followed by other characteristics as: woven type fabrication,
raw material composition, non absorbable raw material, mesh
folding during placement and to a lesser extent mesh
contraction (shrinkage). Regarding the mesh characteristics,
necessary for superior biotolerance and enhanced integration
into tissue, the respondents indicated that the use of materials
that promote functional tissue regeneration are the best. When
enquired about the expected characteristics/attributes of future
meshes, the most relevant were: porosity, flexibility, elasticity,
durability, interstices, strength, malleability, mesh stretching,
smoothness of the borders/trimming . The presence and
strength of anchour points, colouring the meshes and surface
area were also mentioned. Other attributes thought relevant
and mentioned frequently include:
- Increased strength, with reduced weight and quantity of
material implanted
- enhanced tissue incorporation with decreased risk of fibrosis
- less invasive kits with ease fixation and less painful
- ease of removal, if needed
- low cost
- mesh should be used mostly to support the tissues until
adequate tissue ingrowth
- vehicle for stem cells to aid in regeneration and repair
The use of implant coatings or the incorporation of pharma-
cologic agents do not seem to be favoured. If included, the
biological response modifiers should last more than 40 days.
Conclusions:
Preliminary analysis of the results of the survey,still in
progress, show that surgeons consider that current meshes

did not attain their limit of performance. Many suggestions
for improvement of the meshes of the future were made.
While meshes will probably be used in the foreseeable
future, they will never be a substitute for skilled and well
trained surgeons.
Acknowledgements:
The collaboration of IUGA Members is gratefully
acknowledged. There are no conflicting interests to
report.
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Objective:
To allow quantification of stress urinary incontinence
concurrently with multichannel cystometry.
Background:
Stress urinary incontinence is not routinely quantified
during urodynamic investigation. Present methods to
quantify urinary incontinence include the pad test which
may be conducted over 1 or 24 h but these have the
disadvantage of not being concurrently performed. Quanti-
fication of stress urinary incontinence can be beneficial in
planning management as it may be appropriate to offer
surgical management earlier in a patient with a large
volume leak. Similarly it can be useful in comparison of
preoperative and postoperative volume leaked in those
patients who are not completely dry after surgical manage-
ment of stress incontinence.
Methods:
The bladder is filled with normal saline via the bladder
catheter until the maximum cystometric capacity is
achieved. The patient is asked to stand with her legs apart
on a pre-weighed incontinence sheet. She is then asked to
give ten moderate coughs, and any leakage will be
absorbed by the incontinence sheet. This is weighed and
the sheet weight deducted to derive the weight of urine
leaked during coughing. As normal saline has a specific
gravity of 1.0, the weight in grams is equivalent to the
volume in milliliters. Prospective analysis was performed
for all women attending for urodynamics at our centre since
1 January 2005.
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Results:
During the study period, two hundred and sixty one women
had urodynamics performed. Their ages ranged from
34 years to 93 years. One hundred and thirty eight women
demonstrated stress urinary incontinence during coughing
while standing erect. The range of recorded leakage was
0.3 g to 177.6 g. Table 1 shows these results subdivided by
weight.

Table 1. Leak weight

Conclusion:
The incontinence sheet test is a simple addendum to
standard multichannel cystometry that can aid in the
quantification of urodynamic stress incontinence.
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Objective:
The purpose of the study was to determine if concomitant
prolapse surgery influence the outcome of transobturator
sling procedure in patients with overt or occult stress
urinary incontinence.
Background:
Pelvic organ prolapse (POP) and stress urinary incontinence
(SUI) are very common conditions affecting almost all
aspects of everyday life. About 20% of women suffers from
POP and SUI. Both conditions are believed to result from
pelvic floor damage due to vaginal delivery, fascial defects,
pelvic nerve injury, muscular weakness or previous gyne-
cological surgeries. Patients with POP may be continent
despite loss of vaginal and urethral support as a result of
either kinking or external compression of the urethra.
Occult form of SUI can appear after surgical reconstruction

of pelvic floor unless it is diagnosed before POP operation
[1].
Methods:
From August 2007 to October 2009 216 (114 patients operated
due to POP and SUI and 102 due to SUI alone) patients
underwent clinical evaluation before surgical treatment for POP
and SUI. The criteria of enrolment to the study were: stress
urinary incontinence or SUI with genital prolapse as indicated
by a full clinical examination, including a medical history, a
complete gynecologic examination, and cough provocation test
in the supine and standing positions with a comfortably full
bladder, if necessary after prolapse reposition. The study group
was free of any other gynecological diseases. Patients with
genital prolapse were operated with Prolift system. Women
with urinary incontinence were operated with midurethral sling
(IVS). After 12 months all women were available for follow-up
efficacy evaluation at tertiary academic center. Patients were
considered completely cured when they were free of all
subjective SUI symptoms, cough tests as well as a pad test
were negative. The operation was considered as a failure if the
patient still reported urine leakage during increases of intra-
abdominal pressure, or if the cough tests or pad test was
positive. In the improvement group the cough test was negative
but patients still reported occasional urinary leakage or the pad
test was negative, but the increase in pad weight was less than 1
g but not 0 g. Statistical analysis was performed using Statistica
package version 7.1 (StatSoft, Poland).
Results:
Patients demographic parameters are shown in Table 1. We
found out that there was statistically significant difference
in clinical efficacy between these two procedures (χ2=
19.37, p=0.0006) Table 2.

Table 1. Demographic data of study groups.

Parameters Prolift anterior and Prolift
anterior and posterior
with IVS (n=114)

IVS (n=102) p

Age (years) 61,70±10,3 59.2±8.0 0.049

BMI (kg/m2) 27,67±3,8 29.3±3.4 0.014

Parity (n) 2,77±1,3 2.4±1.0 0.052

POPQ- 0 and I 0 102

POPQ- II 9 0

POPQ- III 89 0

POPQ- IV 16 0

Table 2. Surgery efficacy after 1 year of follow up.

Effect Prolift anterior and Prolift
anterior and posterior
with IVS (n=114)

IVS (n=102) p

Failure 22 2 0.0006

Improved 16 9

Cured 76 91

Weight

0.1–5.0 g 56

5.1–10.0 g 19

10.1–
15.0 g

15

15.1–
20.0 g

9

>20.1 g 39
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Conclusions:
Concomitant prolapse surgery decreases efficiency of
transobturator sling procedure.
References:
1.. JAMA 2008; 300: 1311–6.
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Objective:
Compare the incidence of de novo stress urinary inconti-
nence (SUI) in patients with pelvic organ prolapse who had
vaginal surgery with or without mesh.
Background:
One hundred twenty five patients were included; fifty
nine had anterior colporraphy and the other sixty six
underwent transvaginal mesh (Prolift®) surgery. Post-
operative controls were done at 7 days, 30 days,
3 months, 6 months and every year. The incidence of
the novo SUI was assessed during controls through
interrogation.
Methods:
Retrospective case-control study. These patients had
surgery consecutively between august 2006 and may
2010. All patients had prolapse stage 2 or more of the
POP Q classification, an urodynamic test without
evidence of SUI with reduced prolapse preoperatively
and a minimum of 3 months of follow up. Statistical
analisis of the data was performed using Epi Info, for
125 patients with a power of 80% and a significance
level of 5%.
Results:
Both groups had similar characteristics for age, menopause
status, parity, BMI, smoking habits, diabetes, and constipa-
tion. There wasn’t either significant difference in the follow
up of both groups. The incidence of de novo SUI was
higher in the transvaginal mesh group (n=13, 19.7% IC 95
10,9–31.3 vs n=4, 6.8% IC 95 1.9–16.5) p 0.0354.
Regarding the patients with de novo SUI; a total of 3
needed urinary incontinence surgery, 1 of the colporraphy
group (1.7%), and 2 of the transvaginal mesh group (3%)
with no statistical difference (p 0,62626

Conclusions:
We found a statistical difference in the incidence of de novo
SUI in the transvaginal mesh group. In spite of this result,
the number of patients who needed urinary incontinence
surgery wasn’t significative comparing both groups. Al-
though, prospective randomized studies should be per-
formed to achieve more significant conclusions.
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Objective:
The aim of this study is to find out the efficacy of
extracorporeal magnetic innervation (ExMI) therapy for
urinary incontinence in women.
Background:
The weakness of pelvic floor muscles is one of the causes
of urinary incontinence. Mild weakness can be improved by
pelvic muscle exercises - Kegel exercises. Moderate
weakness can be strengthened by exercise and biofeedback
or by the use of electrical probes for stimulation (1). ExMI
is an alternative treatment modality to improve muscle
strength especially in patients with moderate to severe
pelvic muscle weakness. Weak muscles are characterized
by atrophy and stimulation of these muscles by ExMI could
improve the patient’s pelvic floor strength and decrease the
symptoms (1). Conservative therapies like fluid manage-
ment, timed or prompted voiding, pelvic floor muscle
exercises, diet, and bowel management may be combined
with ExMI treatment (1). Such an approach would augment
the satisfaction of the patients and increase the benefit from
treatment.
Methods:
The files of all patients who received ExMI in our
Urogynecology Unit between 2004–2011 were evaluated.
All of the patients were treated twice in a week for 6–8 weeks
using an electromagnetic chair. Each session included two
episodes of 10 min with an interval of 5–10 min. Pad test, 4-
day bladder diary were obtained before and after treatment. 4-
day bladder diary was evaluated according to mean urgency,
voiding frequency, leakage episodes and nocturia. Pelvic floor
muscle strength was measured using a perineometer with a
vaginal probe before and after treatment. Patient satisfaction
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was measured using a visual analogue scale. After the
treatment regimen was completed, the patients received
biofeedback treatment or Kegel exercises according to pelvic
floor muscle strength. SPSS version 15.0 and Wilcoxon
signed rank test was used for statistical analysis.
Results:
125 patients received ExMI for the treatment of urinary
incontinence between 2004–2011. 44 patients were exclud-
ed either because follow-up of pelvic muscle strength
measurement, bladder diary or pad test was not available.
The total number of patients included in the study was 81.
The mean age of the patients was 50,36±9,68 (30–76). 44
patients (54,3%), 19 patients (23,5%), and 18 patients
(22,2%) sufferred from mixed urinary incontinence, stress
urinary incontinence and urge urinary incontinence, respec-
tively. The mean pelvic floor muscle strength was 18,65±
9,45cmH2O and 23,69±11,85 cm H2O before and after
treatment, respectively. The mean number of urgency
episodes per day was 2,24±3,84 and 0,83±1,61 before
and after treatment. The mean number of voiding episodes
was 8,57±3,52 and 6,44±1,66 before and after treatment.
The mean number of leakage episodes was 2,21±3,67 and
0,56±1,35 before and after treatment. The mean number of
nocturia was 0,85±0,86 and 0,50±0,81 before and after
treatment. The difference was statistically significant for all
of these parameters. 40 patients (49,4%) had a negative pad
test result before treatment. 15 patients (18,5%) had a pad
test result between 2gr-10 gr and 14 patients (17,3%) had a
pad test result between 10 gr-50 gr and 12 patients (14,8%)
had a pad test result above 50 gr. After treatment, none of
the patients had a pad test result above 45 gr. 70 patients
(86,4%) had a pad test result less than 2 gr. 7 patients
(8,6%) had a pad test result between 2 gr-10 gr. 4 patients
(4,9%) had a pad test result between 10 gr-45 gr. The
difference was statistically significant. (p<0,001) When
satisfaction related to extracorporeal magnetic innervation
treatment was evaluated, 64 patients (79,1%) benefited
from treatment according to visual analogue scale. No
complication developed during and after treatment.
Conclusion:
ExMI is a safe treatment modality for urinary inconti-
nence (2). Our study shows a statistically significant
improvement in pelvic muscle strength, pad test, mean
number of nocturia, mean number of voiding, urgency
and leakage episodes in patients who received ExMI
therapy. ExMI offers a noninvasive alternative to
improve muscle strength and to treat urinary inconti-
nence in women (1).
References:
1. Galloway NT, El-Galley RE, Sand PK, Appell RA,
Russell HW, Carlin SJ. Update on extracorporeal magnetic
innervation (EXMI) therapy for stress urinary incontinence.
Urology. 2000 Dec 4;56(6 Suppl 1):82–6.

2. But I, Faganelj M, Sostaric A. Functional magnetic
stimulation for mixed urinary incontinence. J Urol. 2005
May;173(5):1644–6.
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Background:
Since the marketing of the percutaneous permanent tined
lead (PPTL), the role of the peripheral nerve evaluation
(PNE) has been questioned. Many centers rely solely on the
PPTL instead of the PNE as a screening tool because it is
believed to be a better predictor of success. Furthermore,
there are currently mixed results on the better outcome
using bilateral permanent leads for patient’s selection and in
regard to treatment efficacy.
Objective:
This is a prospective study in which the main objectives are
to evaluate whether the permanent lead is definitely
superior to PNE as a screening tool and to determine
whether bilateral PPTL stimulation is superior to the
unilateral stimulation for patient’s selection and treatment
efficacy.
Methods:
These are preliminary data as 16 of the targeted 20 patients
have been enrolled. All patients underwent a PNE and were
subsequently implanted with bilateral PPTL. Each lead was
stimulated unilaterally for a 1 week period and then
bilaterally for another week. Patients improved by more
than 50% were then implanted with the pulse generator
which was either connected to both electrodes (PrimeAD-
VANCED®) or only to one (InterStim®) while the other
lead was buried in the subcutaneous fat based on the
patient’s best therapeutic option.
Results:
Ten of the 16 patients had a successful PNE while the
PPTL was successful in 92.9% (13/14). Results are still
pending in 2. Of the 13 patients with a successful PPTL
stage, 6 (42.9%) have shown a better relief of symptoms
using bilateral stimulation.
Conclusions:
Although PNE seems less reliable than PPTL as a screening
tool it remains cheaper, less invasive and if successful, is a good
predictor of progression to IPG. Bilateral stimulation does seem
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to provide a higher progression to IPG rate than the standard
method and it may provide additional benefits in patients who
were objectively improved with unilateral PPTL but who
showed a suboptimal subjective improvement rate. Further
results are eagerly awaited in order to confirm our finding.
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Objective:
To determine the prevalence and social impact of urinary
incontinence (UI) among Emirati women.
Background:
United Arab Emirates (UAE) is a pronatal society with high
parity. In addition, the prevalence of macrosomic babies is
high due to high prevalence of gestational diabetes.
Therefore, the prevalence of UI might be higher than those
reported from the West. Previous research has addressed UI
among Emirati and non-Emirati women living in UAE
targeting both women from the community and those
visiting health care centers for other medical conditions1.
However, this group of women might not accurately
represent the overall Emirati women in the community
and the prevalence, social impact and type of UI in the
general community has not been previously investigated.
Methods:
This cross sectional study was conducted between January
2010 and January 2011 and included all consecutive adult
females attending 3 different family development founda-
tion centers in Al Ain medical district in UAE. Nulliparous
women younger than 30 years and pregnant women were
excluded. 390 women were interviewed face to face by
well-trained health care providers using structured and pre-
tested questionnaire. The questionnaire included the demo-
graphics, reproductive and past medical history and items
related to the UI and its impact on the quality of life.
Results:
Data were available on the 390 women. 177 out 390 (45%)
reported UI with the mean age of 37.3 years (range: 18–75).

131out of 177 (74%) had stress UI, 12 (7%) had urge UI only
and 34 (19%) had mixed UI. In regard to the severity of UI,
74% had one attack of UI per week, 16% had two or three
times a week, 2% had once daily and 5% had several times a
day and all the times in 3%. 57% of women with UI had at least
one of the following relationships or activities affected (relation
to husband, prayers, social gatherings and physical activities).
This effect was described as severe in 3% of the women. 48%
of women with UI were not keen to seek a medical advice due
to various reasons which included: hope for spontaneous
resolution (37%), embarrassment to see a medical doctor
(34%), the belief that UI is normal among women (31%) and
unawareness of the existence of medical treatment (27%).
Conclusion:
Urinary incontinence is common among Emirati women
and more prevalent that previously perceived. It affects the
quality of life in more than half of them. More public health
awareness is required to educate women about the nature
and management of this condition.
References:
1. Int Urogynecol J 1999; 10: 160–5
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Objective:
To investigate the occurrence of pelvic floor dysfunctions
in young female athletes, specifically urinary incontinence,
anal incontinence, and sexual dysfunction.
Background:
Although urinary incontinence (UI) is a condition com-
monly reported in female athletes, not much attention has
been given to other pelvic floor dysfunctions (PFD) such as
anal incontinence (AI) and sexual dysfunction (SD). In the
general population, the occurence of UI is often associated
with other PFD. However it is not known if it is true for
female athletes. The results of the present study might
inform about a population that needs specific urogyneco-
logical preventative and therapeutic approaches.
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Methods:
In this cross-sectional study, 67 female athletes (AT)
(volleybol, gymnastics, judô, and swimming) as well as
96 non-athletes (NAT), paired by age and body mass índex
(BMI), were interviewed for symptoms of UI (stress and
urgency), AI (evacuatory frequency, straining, incomplete
evacuation, manual maneuvers e loose of gas) and SD (pain
during intercourse). Chi-square test was used to investigate
diferences between groups regarding the occurrence of UI,
AI and SD symptoms at a 0.05 significance level. All the
procedures were approved by the IRB of the institution and
all participants signed the consent form prior enrollment in
this study.
Results:
Data from 163 young women were collected. Mean age and
BMI for groups were: AT (age=18.3+−2.8 year; BMI=21.8+
−2.2 kg/m2), NAT (age=20.7+−3.1 year; BMI=21,9+
−3,9 kg/m2). The occurrence of UI in the AT group
(52.2%) was significantly (p=0.0001) higher than in the
NAT (27.1%), and higher in the AT from high impact modalities
(gymnastics 88.9%). On the other hand, the occurrence of
straining during defecation was significantly (p=0.037) higher
in the NAT group (82.3%) compared to the AT (67.2%). There
were no statistical diferences (p=0.681) among groups in
regard to dyspaneuria (AT=71.4%; NAT=73.3%).
Conclusions:
Not only UI, but also AI and SD symptoms are frequent in
athletes as well in non-athletes at very young ages. In the AT
group the occurrence of UI symptoms were higher in athletes
involved in high impact modalities. Urogynecological atten-
tion regardig prevention and treatment of PDF should be
given to young women, for both athletes and non-athletes.
References (optional):
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Objective:
To evaluate the role of transperineal ultrasound in the post-
operative follow-up of patients undergoing colpocleisis
surgery.

Background:
Colpocleisis seems to be extremely effective for advanced
prolapse with a high reported success rate and a low
prolapse recurrence rate. An increasing numbers of older,
but otherwise healthy women are choosing this option for
its high success and quick recovery. Due to the inherent
obliterative nature of colpocleisis surgery, vaginal exami-
nation is of limited use in post-operative evaluation.
Transperineal ultrasound is a reliable non-invasive method
for the assessment of pelvic floor anatomy and function,
with a wide range of applications.
Methods:
After receiving IRB approval, all patients who underwent
colpocleisis, between July 2009 and March 2010 at our
tertiary-care referral center, were contacted and invited to
participate in the study. Colpocleisis was employed for the
treatment of post-hysterectomy vaginal vault prolapse or
advanced uterovaginal prolapse (Le Fort technique).
Patients signed an informed consent and completed the
Pelvic Floor Distress Inventory questionnaire (PFDI-20).
Clinical and demographic data were abstracted from
electronic charts. Clinical assessment was performed
according to the pelvic organ prolapse quantification
system format (POPQ). 4D transperineal ultrasound was
performed in supine position after bladder emptying, using
a 4–8 MHz transabdominal probe (GE Kretz Voluson 730)
and volumes were obtained at rest, maximal Valsalva and
maximal pelvic floor contraction (PFMC). Volume datasets
were analyzed offline (GE Kretz 4D View version 5.3) for
pelvic organ descent, levator hiatal dimensions, and levator
avulsion trauma was quantified using tomographic ultra-
sound imaging (TUI). The location of the colpocleisis scar
was evaluated in all planes. Statistical analysis was
performed with SPSS software (Chicago, IL, USA).
Independent student’s t-test and Chi square test of associ-
ation were used for evaluation of the association between
POPQ findings and ultrasound measurements. All tests
were considered significant at the 0.05 level.
Results:
Overall, 12 women with a mean age of 75.3 (69–79) years,
median BMI of 28 (21–32), and median parity of 2 (range 0–
4, 1 nulliparous), participated in our study. Six (50%) women
had had a previous hysterectomy for a non-malignant
indication, 5 of these were transvaginal operations. The
median interval from surgery to ultrasound examination was
8 (3–19) months. The median POPQ stage following surgery
was 1 (0–2). According to subjective outcome measures, the
majority of patients did not have symptoms of prolapse, and
the POPDI-6 median score was 6 (0–20). On ultrasound, we
were able to visualize the pelvic floor and the uterus when
relevant in all patients, and to obtain all measurements as
specified (Figure 1). Seven patients had avulsion defects
(75%) and all had ballooning on Valsalva. There was no
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correlation between clinical POPQ staging and ultrasound
parameters of prolapse. Nor were there any significant
associations with levator hiatal dimensions or the presence
of avulsion defects. Interestingly, in two women we were able
to diagnose a urethral diverticule which was neither symp-
tomatic nor clinically apparent.

Figure 1: Transperineal ultrasound of the pelvic floor in a
patient with asymptomatic cystorectocele following colpo-
cleisis. Left - 2D dimensions, Right - 3D of the levator hiatus.

Conclusions:
Transperineal ultrasound is an effective tool in the evaluation
of vaginal anatomical changes following colpocleisis. It can
easily acquire data that may elude the clinician in view of the
obliterative nature of the operation. Future study is warranted
to investigate the association between ultrasound findings and
patients' subjective symptoms in a larger cohort.
References:
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Objective:
This was a blinded, prospective, comparative, observational
cohort study of patients presenting with and without
overactive bladder syndrome (OAB). The purpose was to
compare urinary planktonic epithelial cell counts with other
disease markers, and between patient groups.
Background:
The urothelium has been found to be inflamed and infected
in a proportion of patients with OAB; recent studies have

shown that the innate immune system dominates the
defence of the bladder to such infection. Bacterial compo-
nents bind to Toll-like receptors (TLR) and thereby activate
innate responses. Animal studies identify surface cell
shedding as an important component of this immunity. It
has already been observed that urothelial hypertrophy and
metaplasia are exhibited by patients with OAB in contrast
to controls (1,2). If OAB is associated with bacterial
infection, it must feature increased urothelial cell shedding.
It has long been demonstrated that urothelial cells can be
seen floating in the urine when microscopy is used to
examine fresh, unspun specimens for pyuria. They have
usually been dismissed as contaminants and annoyances,
but far from being irrelevant, the immune reaction confers
potential significance. Outside of cytology, data on the
pathological implications of urinary urothelial cells are
sparse.
Methods:
Patients attending an incontinence clinic had their symp-
toms assessed by blinded clinicians. Meticulous MSU
samples were analysed and a microscopic epithelial cell
count and white blood cell count (cells μl-1) enumerated
with a haemocytometer. The samples were submitted for
routine culture. The diagnostic standard for cystitis was
pyuria ≥10 wbc μl-1 as that remains the best surrogate
marker of urinary infection, superior to routine urine
culture. (3)

Results:
111 adults with OAB were studied including 106 women
and 5 men (mean age=52, sd=17). They provided data on
808 consultations between April 2010 and January 2011.
48% of these patients had mixed OAB and stress urinary
incontinence (SUI); 5% exhibited bacteriuria at presenta-
tion. 63 matched patients without OAB were used as a
comparison group. There was no difference in cell counts
between patients with or without OAB, or patients with or
without bacteriuria. A marked discrimination related to
pyuria, including patients with pyuria between 1 and 9 wbc
μl-1 (Figure 1. F=52, p<.0001). The counts proved
sensitive, exhibiting differences at very low levels of
pyuria. At follow up, the counts reduced along with
response to treatment but the sample size constrained
analysis of this observation.
Conclusions:
These data are significant, particularly as a pyuria of 1–
9 wbc ul-1 is currently dismissed as normal; this is a view
that is contradicted by increased cell shedding. These
neglected cells may prove to be important beacons of
bladder pathology.
References:
1. Neurourol.Urodyn., 2009, 28; 776, 777.
2. Neurourol.Urodyn., 2009, 28; 754, 755.
3. J.Urol., 17-3-2010, 183; 1843, 1847.
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IS TENSION-FREE VAGINAL MESH SAFE AND
COMPETENT PROCEDURE FOR THE PELVIC
RECONSTRUCTION? -3 YEARS FOLLOW UP OF
121 CASES
M. TAKEYAMA1, K. NARIMOTO 1, C. KATO 2, S.
KAWAGUCHI 1, C. SATO 1, M. NAMIKI 3;
1Senboku-Fujii Hosp., Sakai city, Japan, 2Umeda-Gardenc-
ity lady’s clinic, Osaka city, Japan, 3Kanazawa Univ. school
of medicine, Kanazawa city, Japan.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
We investigate the middle-long term consequence of
patients who underwent tension-free vaginal mesh (TVM)
procedures for the repair of pelvic organ prolapse (POP) to
answer the question, whether TVM is safe and competent
measure or not.
Background:
TVM operation has been widely performed as one of the
measures for the treatment of POP in Japan lately. However
there is little evidence that this procedure is safe and
competent based on middle-long term follow-up data.
Methods:
Patients: We performed 500 TVM operations from June
2005 to December 2007. Among them, we could follow
up 121 cases as of January 31st, 2011. So we analysed
the data from these 121 cases. Ages of the patients
ranged from 38 to 85 (average 64.7). BMI of the
patients was 24.0±2.7. The summary of the cases was
shown in Table 1. Operation: Operative procedures were
almost the same as those described by TVM group in

France1). The shape and size of the mesh used were almost
the same as those used in Gynecare Prolift® system. The
cases were examined concerning complications and
recurrences which occurred within 3 years after operation.
We defined the recurrence as the condition in which the
POP-Q stage was 2 or more.
Results:
The numbers and the rates of the cases with mesh
extrusion, recurrence, SUI which needed operation and
dysuria which needed CIC were shown in Table2. Most
of the same-part-recurrence were mild and did not
deteriorated rapidly so re-operation was needed in only
2 cases, one for anteriorTVM (ATVM) and the other for
anterior-posteriorTVM (APTVM). As for the other-part-
recurrence, rectocele of stage 2 or more was seen in 11
cases out of 67 cases performed with ATVM, whereas
no cystocele was seen in 12 cases performed with
posteriorTVM (PTVM). The mesh extrusion was seen in
2 cases, one case was performed with APTVM and the
other with ATVM. Stress urinary incontinence (SUI)
which needed TOT or TVT was seen in 29 cases, 11
after ATVM, 18 after APTVM and 1 after totalTVM
(TTVM). Dysuria was persistent in 2 cases 6 month or
more after ATVM. In our cases, only 121 (24.2%) cases
could be followed up, so the result seemed to be much
biased because patients without trouble were often
reluctant to come to the hospital for the follow-up.
Conclusions:
(1) Mesh extrusion rate (1.7%) was much lower than that
reported in the past. (2) Recurrence rate of POP was not
bad, 10.7% in all cases followed. (3) Reoperation rate was
very low, 1.7% in all cases followed. (4) Rates of SUI
which needed operation (24.1%) were compatible with
other reports in the past.
Concluding messages: These 3 years follow-up (1)-(3)
suggested that Our TVM procedure with self-cut mesh is a
safe and competent measure to deal with POP and (4)
suggested that SUI requires treatment concomitantly or
afterwards.
Reference:
1) J Gynecol Obstet Reprod (2004) 33;577–587

Table 1: Sammary of the cases

Operation No. of
cases

Age BMI with
trachelectomy

Past history
of total
hysterectomy

Anterior
and
Posterior
TVM
(APTVM)

33 68.1
(53–85)

24.2
±2.9

1 0

Anterior
TVM
(ATVM)

69 63.1
(38–79)

23.7
±2.6

2 3

Posterior 12 65.0 26.0 0 2
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TVM
(PTVM)

(50–82) ±2.7

Total
TVM
(TTVM)

7 63.9
(54–75)

232.2
±2.2

0 7

Total 121 54.7
(38–85)

24.0
±2.7

3 12

Table 2: Mesh extrusion, recurrence, SUI and dysuria

Operation Mesh
extrusion

Same part
recurrence

Other part
recurrence

SUI
operation

Dysuria
needed
CIC

APTVM 1 (3.0%) 7 (21.2%) 0 11 (33.3%) 0

ATVM 1 (1.4%) 4 (5.8%) 11 (15.9%) 18 (26.1%) 2 (2.9%)

PTVM 0 2 (16.7%) 0 0 0

TTVM 0 1 (14.3%) 0 1 (14.3%) 0

Total 2 (1.7%) 13 (10.7%) 11 (9.1%) 29 (24.1%) 2 (1.7%)
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UNIQUE DEVELOPMENT OF TENSION-FREE
VAGINAL MESH SURGERY FOR PELVIC ORGAN
PROLAPSE IN JAPAN
M. KOYAMA1, Y. BUTSUHARA 1, H. YOSHIKAWA 1,
H. NISHIZAWA 1, T. SUMI 2, T. YASUI 2, O. ISHIKO 2;
1Kitano Hosp., The Tazuke Kofukai Med. Res. Inst., Osaka,
Japan, 2Osaka City Univ. Graduate Sch. of Med., Osaka,
Japan.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external funding
Work Supported by Industry: No

Objective:
The aim of this study was to describe anatomical and
functional outcomes of non-kit product based and trocar-
guided tension-free vaginal mesh (TVM) surgery for pelvic
organ prolapse (POP).
Background:
TVM procedure has been applied for POP because of its total
reconstructive anatomical repair and lower post surgical
recurrence across the globe. Many commercialized kit prod-
ucts have been created and introduced. Since it takes long time
to approve new medical kit products by the health, labor and
welfare ministry in Japanese government, we have introduced
TVM procedure with original hand-made trocar and trimmed
polypropylene soft mesh since 2005. In this manner, tailor-
made mesh material is implanted to individual POP patients.
Methods:
After obtaining informed consent, two hundred fifty patients
with POP were included since 2005 up to 2010. Observation
period was 6 months to 5 years. Surgical procedures were
performed by one surgeon. Preoperatively, POP was quanti-
fied using the pelvic organ prolapse quantification (POP-Q)
system. Postoperatively, POP-Q measurements were per-

formed at every 6 months interval. Surgical procedure consists
of the same basic concepts according to Dr. Cosson’s TVM
procedure described elsewhere. After liberal use of hydro-
dissection, an anterior midline incision was made which
included full thickness of the fibromuscular wall of the vagina.
The bilateral spases between bladder and anterior vagina was
bluntly separated into the Retzius cavity to expose the arcus
tendineus fascia pelvis from symphysis to the ischial spine.
Original hand-made trocars (strong and weak curved needles)
as shown in Fig 1 were inserted through obturator membrane.
Similarly the posterior vaginal wall, a full thickness posterior
vaginal wall incision was made from posterior fornix to
perineal body. The pararectal space was separated bilaterally
until the ischial spines and sacrospinous ligaments were
properly identified. Weak curved needle was inserted from
skin located at 3 cm lateral and 3 cm dorsal point from anus
and penetrate the sacrospinous ligaments about 2 cmmedially
from the ischial spines. #2 nylon strings are placed as a looped
side at vaginal side. Gynemesh™ was trimmed as shown in
Fig 2 to fit in the size of individual vaginal length. The edge of
the trimmed mesh was sutured to uterine cervix and perineal
body with #0PDS or proline. A gauze pack was left in the
vagina for at least 24 h to 48 h.
Results:
Severe mesh infection occurred in only one case and post
operative hematomas were observed in three cases. No
fistula formation was observed. Mesh exposure occurred in
only four patients (1.6%). Anatomical recurrences were
observed in 8 patients (3.2%) and additional surgical
treatments were necessary in four patients.
Conclusions:
Japanese unique TVM repair with tailor-made trimmed
mesh is well tolerated and anatomically and functionally
highly effective and safe.
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OPHIRA® (MINISLING) VERSUSMONARC® (TOT) -
A PROSPECTIVE RANDOMIZED STUDY FOR THE
TREATMENT OF FEMALE STRESS URINARY IN-
CONTINENCE ATA FOLLOW-UP OF 20 MONTHS.
H. ENZELSBERGER1, I. CEMER 1, E. KOSTERSITZ 1,
S. ENZELSBERGER 2;
1LKH Steyr, Steyr, Austria, 2Med. Univ. of Vienna, Vienna,
Austria.
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funding
Work Supported by Industry: No

Objective:
The purpose of this prospective randomized study was the
clinical comparison of the success and complication rates of
two sling procedures with single vaginal versus trans-
obturatory approach for the treatment of female urinary
stress incontinence.
Background:
Stress urinary incontinence (SUI) is the most common type
of incontinence in women, occurring in 86% of incontinent
women. Several surgical procedures, both vaginal and
abdominal, have been proposed over the years for the
surgical treatment of SUI. In the past decade slings have
become the preferred technique.
Methods:
50 women with urinary stress incontinence were randomly
allocated to undergo an Ophira® Sling (n=25) or Monarc®
Sling (n=25) procedure under regional anaesthetics or
general anaesthesia. Each patient had a fully urogynecolog-
ical assessment preoperatively with clinical examination,
urodynamics and pelvic floor ultrasound. There was no
combination with prolapse repair. Two grams of cephalosporin
were administered intravenously for infection prevention.
Neither cystoscopy nor cough test were performed. The urinary
catheter was left in place for 24 h after the procedure in both
groups. The interval between surgery and follow-up study with
clinical and urodynamic evaluation averaged 20 months.
Results:
After 20 months the continence rate achieved a success rate of
83% when using the Ophira® Sling method compared to 86%
for Monarc® Sling. The DepQ showed a significant improve-
ment (p<0,05) in both procedures. The average operating
time was 11 min for Ophira® (range 8–17 min) and 18 min
for Monarc® (range 14–30 min). Except for a left-sided
haematoma within the Monarc® cohort no bladder or other
injuries were observed in the two groups.
Conclusions:
The objective success rate of Ophira® Sling (Mini-Sling)
versus Monarc® Sling (TOT) as a primary incontinence
operation showed no significant difference after 20 months.
The vaginal sling application of Ophira led to a further
reduction of complications by avoiding the retropubic or
transobturator space. Overall, the Ophira-Sling seems to be
a good alternative to the TOT.
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THE OUTCOMES OF NATIONAL REGISTRY
OF UROGYNECOLOGICAL PROCEDURES
INVOLVING IMPLANT IN THE YEAR 2009

O. SOTTNER1, L. HORCICKA 2, M. HALASKA 1, A.
MARTAN 1, J. MASATA 1, L. KROFTA 3, I. HUVAR 4, J.
ZMRHAL 3, J. FEYEREISL 3, P. KRAHULEC 5, K.
MAXOVA 1, K. HURT 1;
1First Faculty of Med., Charles Univ. in Prague, Praha, Czech
Republic, 2Gona s.r.o., Praha, Czech Republic, 3Third Faculty
of Med., Charles Univ. in Prague, Praha, Czech Republic,
4Nemocnice Milosrdnych Bratri, Brno, Czech Republic,
5MUDr. Pavel Krahulec, CSc., Brno, Czech Republic.
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Level of Support: Not Applicable
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Objective:
The aim of this project is to report the outcomes of the
National Registry of all urogynecological procedures
involving implants in our country during the year 2009.
We set two main objectives - to map a spectrum of used
implants and to study complication rates.
Background:
New urogynecological mesh implantation techniques gained
very quickly popularity arising probably from an extreme
success of Tension Free Vaginal Tape (TVT). Uncontrolled
implantation of many different kinds and modifications of
original TVT, and moreover, implantation of disparate meshes
in order to treat pelvic organ prolapse brings urgent need of
feedback. Of course, we accept the significance of randomized
controlled trials and other evidence based sources of data but
we do think also Registers can bring valuable data due to their
completely different point of view and particularly their
coverage of near all cases and not only specific cases enrolled
into clinical trials.
Methods:
Methods are determined by the design of the Registry and
correspond to a retrospective registry analysis. We submit the
year 2009 outcomes of the national registry established in our
10 million population country. This Registry is designed
solely for the field of Urogynecology and is aimed to cover all
surgical procedures involving implantation of the artificial
material, no matter the indication - both female urinary
incontinence and pelvic organ prolapse. Registry was intro-
duced and has been kept by the National Urogynecological
Association. Cooperation with the Registry is not mandatory
by law in our country but we ask all Centres involved in
Urogynecology for cooperation every year.
Results:
25 centres reported their year 2009 results to our registry.
2565 implants were used - 2033 (i.e. 79%) were intended to
treat female stress urinary incontinence and 532 (i.e. 21%)
were indicated for the pelvic organ prolapsed treatment.
These numbers represent a considerable proportion of all
implants sold in our region - in stress urinary incontinence
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we seem to cover at least two thirds of all implants and in
pelvic organ prolapse treatment it seems to be more than
80%. Predominant implant for female stress urinary
incontinence is midurethral sling - 1977 midurethral slings
versus 56 paraurethral bulking agent implantations. Mid-
urethral slings were mainly transobturator tapes; retropubic
trajectory was used just in 70 cases (i.e. 3,5% of all tapes),
transobturator way was chosen in 1715 females (i.e. 86,7%)
and 192 patients underwent single incision sling (i.e. 9,7%).
Compared to the year 2008 this represents decrease in
retropubic tapes (6,3% of all tapes in the year 2008) and
increase in single incision slings (7,4% of all tapes in the
year 2008). Pelvic organ prolapse is mainly treated using
fixed synthetic meshes - 525 (i.e. 98,7%) synthetic versus 7
(i.e. 1,3%) biologic meshes; and 503 (i.e. 94,6%) fixed
versus 27 (i.e. 5,1%) free meshes. Complication rate
reported by cooperating centres is surprisingly low com-
pared to the generally accepted numbers of complication
rates but this is fate of all registers. No death was reported
in connection with mesh implantation. Declared intra-
operative complication rate was below 1%, most often
due to excessive bleeding. Early post-operative complica-
tions mainly comprise of delayed spontaneous micturition
restoration and urinary tract infections - altogether repre-
senting 2,5% of all cases. Long term post-operative
complications were declared in 5,5% of all operated cases -
most commonly reported are failure to treat, vaginal protru-
sions of mesh and de novo urgencies.
Conclusions:
Mesh implantation techniques in urogynecology are gain-
ing popularity. Transobturator tape remains local mainstay
of urogynecological implants. Complication rate reported
by cooperating centres is considerably low compared to the
generally accepted numbers of complication rates but this is
a usual bias of all registers, especially in their early years.
References (optional):
Int Urogynecol J Pelvic Floor Dysfunct. 2008 Nov;19
(11):1585
Am J Obstet Gynecol. 2007 Dec;197(6):634.e1–5.
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MUSCLES ELECTRICAL ACTIVITY
OF NULLIPAROUS AND RUNNER WOMEN
A COMPARATIVE STUDY
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Objective:
To compare the maximum voluntary contraction (MVC),
baseline activity of pelvic floor (PF) muscles of nulliparous
and runner women using surface electromyography
(sEMG).
Background:
Heavy lifting and strenuous work are common activities
of female athletes. These activities have been listed as
risk factors for the development of pelvic organ
prolapse and stress urinary incontinence. Thus, athletes
related high prevalence of leakage during physical
activities. PF of athletes needs to be much stronger
than in the normal population to counteract these forces
(1).
The sEMG is an important tool for evaluating the PF
muscles functionality and has shown good validity and
interobserver reproducibility (2). Although sEMG records
electrical activity of produced by the recruitment of motor
units and not muscle strength itself, some studies have
indicated good correlation between the number of activated
motor units and muscle strength (3).
Methods:
This was an observational and comparative study, with 55
consecutively included women (33 nulliparous and 22
runner women). Inclusion criteria was the ability to do a
correct pelvic floor muscle contraction. Exclusion criteria
were women with pathologies that could interfere on the
pelvic floor contraction such as neuromuscular degenera-
tion, and previous urogynaecology surgery. For sEMG, it
was used the equipment EMG System of Brazil® model
810 C with eight-channels. The patient was positioned
supine, with flexed knee and hip. The vaginal probe with
two opposing parts of metal (Chattanooga Group ®),
responsible for obtaining the myoelectrical signal, was
introduced by the physiotherapist in the middle third of the
vaginal canal with KY lubricating gel (Johnson's &
Johnson's). The subjects were instructed to perform three
MVC with 10 s of rest between contractions. The patients
were asked to hold the MVC at least 5 s. It was selected the
best contraction for data analysis. The data were exported
to EMGLab software, with subsequent analysis of Root-
mean-square (RMS). For statistical analysis the SPSS
(Statistical Package for Social Sciences) version 17® was
used, Mann-Whitney test was used to analyze the possible
differences in MVC between the two groups, with a
significance level of 5% (0.05).
Results:
The mean age, body mass index (BMI), baseline tone and
MVC were presented in Table 1. We can observe that,
although the age was different, the MVC was the same in
nulliparous and runners group. However, the baseline tone,
eg. electrical activity of PFM at rest, was different between
groups.
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Table 1 - Comparison of mean age, BMI, baseline activity
and MVC between the groups studied

Variable Nulliparous (n=33) Runners (n=22) p value

Age (years) 28.0 (±6.0) 43.5 (±9.0) <0.001*

BMI (Kg/m2) 24.0 (±3.3) 23.6 (±2.8) 0.491

Baseline tone (μv) 22.6 (±11.0) 24.5 (±7.0) 0.005*

MVC (μv) 99.8(±44.0) 80.7 (±41.6) 0.092

* Mann-Whitney test

Conclusions:
Although they presented more advanced age, runner
women presented similar PF muscle electrical activity in
comparison to healthy nulliparous women during MVC.
However, runner women presented worse PF muscle
baseline activity.
References:
1. Bo K, Borgen J. Prevalence of stress and urge urinary
incontinence in elite athletes and controls. Medicine and
Science in Sports and Exercise, 2001; 33:1797–1802.
2. Grape HH, Dedering A, Jonasson AF. Retest reliability
of surface electromyography on the pelvic floor muscles.
Neurourol Urodyn, 2009; 28(5):395–399.
3. Vodusek DB, The role of electrophysiology in the
evaluation of incontinence and prolapse. Curr Opin Obstet
Gynecol, 2002; 14:509–14.
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Objective:
To investigate the long term effects of medio-lateral
episiotomy on the pelvic floor.
Background:
Vaginal delivery is the most important risk factor for stress
urinary incontinence and pelvic organ prolapse. Episiotomy
was first suggested by Ould more than 250 years ago for
the prevention of perineal / rectal lacerations, and pelvic
relaxation during labor and still being used worldwide.
However, the risks and benefits of episiotomy are still
controversial. Clinical trials about episiotomy have been
focused on immediate maternal outcomes, and patients
have not been followed up to the advanced ages when the
perineal support defects are more likely to become

symptomatic, so the data on the long-term sequelae of
episiotomy is not sufficient.
Methods:
Premenopausal women suffering from urinary inconti-
nence/genital prolapse who delivered only by vaginal route
were enrolled into the study. History of diabetes, morbid
obesity (BMI>40 kg/m2), vacuum/forceps extraction, per-
ineal lacerations that warranted repair during labor and any
pelvic surgery were the exclusion criteria. Evaluation of the
patients included Pelvic Organ Prolapse Quantification
scores, presence of stress incontinence, urethral hypermo-
bility and questionnaires obtained for overactive bladder
and anal incontinence symptoms. Data obtained from
patients with the history of mediolateral episiotomy were
compared with those of patients with no episiotomy or any
other pelvic injury that warranted surgical repair.
Results:
Groups were identical by means of demographic data, POP-
Q findings and signs and symptoms of the pelvic floor.
However in the MLE group, central defect on the anterior
vaginal wall were less frequent.
Conclusions:
According to the results of this retrospective study, MLE
seems to prevent central defects on the anterior vaginal
wall. Prospective randomized studies are needed to draw a
sufficient conclusion.
References (optional):

Self reported pelvic floor symptoms of patients with MLE and those
without episiotomy

n, (%) With MLE
(n=102)

Without Episiotomy
(n=96)

Overactive
Bladder

Urgency 25 (25) 24 (23)

Frequency 25 (25) 23 (22)

Waking to void 15 (15) 14 (13)

Anal
Incontinence

Flatus 10 (10) 8 (8)

Fluid 6 (6) 5 (5)

Solid 2 (2) 1 (1)

Pelvic floor findings of patients with MLE and those without a history
of episiotomy

n, (%) With MLE
n=102)

Without Episiotomy
(n=96)

Anterior prolapse 34 (33) 36 (38)

Posterior prolapse 8 (8) 6 (6)

Apical prolapse 5 (5) 4 (4)

Mixed prolapse 33 (32) 27 (28)

Central defect on
anterior vaginal wall*

21 (21) 36 (38)

Paravaginal defect 38 (37) 24 (25)

Positive supine stress test 16 (16) 13 (14)

Urethral hypermobility 38 (37) 24 (25)
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THE SINGLE INCISION AJUST SLING IN FEMALE
STRESS URINARY INCONTINENCE
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Objective:
To determine the short term efficacy and complications of
the ajust single incision sling.
Background:
Sling procedures are now considered to be the ‘gold
standard’ operation of choice in female stress urinary
incontinence with continence rates in excess of 85%.
However, there are recognised complications, including
haematoma formation, infection, mesh erosion and dyspar-
eunia and of injury to the bladder, bowel and major nerves.
Single incision slings have therefore been introduced to
reduce complications. Initial results showed these products
have a lower success rate possibly due to less secure
fixation. The polypropylene Ajust tape (Bard Urology) has
a locking mechanism to allow better tissue fixation and less
chance of slipping during the immediate post-operative
phase. This study was therefore carried out to assess the
effectiveness of this new tape.
Methods:
80 women with urodynamic proven primary stress incon-
tinence (age range 32–85 years: mean 53 years) underwent
an Ajust procedure under local anaesthetic and sedation. A
Kings Quality of Life (KQoL) questionnaire, an ICI-Q and
Incontinence Impact Visual Analogue Score (IIVAS) was
completed pre-operatively: the women were followed up at
4–6 months post-operatively and the same questionnaire
was completed together with pad usage and general
experience regarding the procedure.
Results:
77 women attended follow-up, 2 were lost despite reminder
letters being sent and 1 woman is currently pregnant. Apart
from general health, all other domains of the KQoL were
improved (Table 1). There were also statistically significant
improvements in the ICI-Q and IIVAS scores and pad usage
(Table 2). The degree of improvement ranged from 80 to
100% (mean 95%: median 100%). 54 women were
completely dry, 19 were significantly improved. There
was one case of minor sling erosion that was easily treated
by resuturing. There were no documented cases of voiding
dysfunction. 2 out of 20 women developed de novo
overactive bladders symptoms but only 1 required treat-
ment. All women would recommend to a friend or relative.

Table 1 Pre Post p Value
Mean Median Mean Median

General Health 30.10 25.00 15.80 0.00 0.0010

Incontinence Impact 89.10 100.00 11.80 0.00 0.0001

Role Limitations 72.40 83.00 05.50 0.00 0.0001

Physical Limitations 73.80 83.00 07.30 0.00 0.0001

Social Limitations 48.60 44.00 03.10 0.00 0.0001

Personal Relationships 55.40 50.00 05.50 0.00 0.0001

Emotions 68.00 67.00 10.20 0.00 0.0001

Sleep / Energy 51.90 50.00 17.40 17.00 0.0001

Severity Measures 71.50 75.00 14.50 8.00 0.0001

Table 2 Pre Post pValue
Mean Median Mean Median

Incontinence Impact VAS 8.15 8.00 0.86 0.00 0.0001

Frequency of Incontinence 4.03 4.00 0.37 0.00 0.0001

Amount of Urinary
Leakage

4.03 4.00 0.37 0.00 0.0001

ICI-Q VAS 8.18 8.00 0.55 0.00 0.0001

ICI-Q Score 16.22 17.00 1.51 0.00 0.0001

Pad Usage 3.91 3.00 0.21 0.00 0.0001

Conclusion:
The Ajust sling shows initial promise in the surgical
management of female stress urinary incontinence. The
study is being expanded in terms of recruitment and length
of follow-up.
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ADMINISTRATION OF VAGINAL ESTROGEN
IN WOMEN WITH VAGINAL ATROPHY PRIOR
TO PROLAPSE SURGERY: AN ASSESSMENT
OF QUALITY OF LIFE OUTCOMES
AND MEDICATION ADHERENCE
C. M. VACCARO, C. C. CRISP, M. V. ESTANOL, A. N.
FELLNER, G. K. MUTEMA, S. D. KLEEMAN, R. N.
PAULS;
Good Samaritan Hosp., Cincinnati, OH.
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Level of Support: Investigator initiated, partial funding
Work Supported by Industry: No

Objective:
The primary aim of this study was to document pre-
treatment and post-treatment vaginal symptomatology,
pelvic floor quality of life questionnaires, and objective
grading of vaginal health (degree of vaginal atrophy)
following administration of estrogen vaginal cream in
preparation for surgical management of pelvic organ
prolapse. A secondary outcome was to measure preopera-
tive adherence with vaginal estrogen administration.
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Background:
Vaginal estrogen is commonly prescribed for women with
clinical vaginal atrophy prior to surgical management of
pelvic organ prolapse in hopes of enhancing tissue quality
preoperatively. Though vaginal atrophy may be relatively
asymptomatic in comparison to the “bulge” symptoms of
pelvic organ prolapse, application of vaginal estrogen has
been shown to relieve vaginal irritative symptoms and
improve tissue quality. It has been documented that
compliance with prescription medications is often poor; a
suggested satisfactory cut point for defining an acceptable
level of medication adherence is 80%.1 Barriers to
medication adherence include: older age (≥65 years),
asymptomatic conditions, polypharmacy (≥4 chronic med-
ications daily) and labor intensive therapies.2

Methods:
Postmenopausal, posthysterectomy women with clinical
vaginal atrophy not on local or systemic hormone therapy
who desired surgical correction of pelvic organ prolapse
(≥Stage 2) were enrolled in this randomized controlled trial.
Women were randomly assigned to the treatment group: 1.0g
of conjugated estrogen cream applied nightly for 2–12 weeks
prior to surgery or to the control group: no intervention.
Subjective measures of pre-treatment and post-treatment
vaginal symptomatology (dryness, soreness, and irritation)
were obtained via a visual analog scale (VAS) and quality of
life questionnaires (Pelvic Floor Distress Inventory - Short
Form 20 [PFDI], the Pelvic Floor Impact Questionnaire -
Short Form 7 [PFIQ], and the Pelvic Organ Prolapse/Urinary
Incontinence Sexual Function Questionnaire [PISQ-12]).
Objective grading of pre-treatment and post-treatment
vaginal health indicating the severity of atrophy (degree of
epithelial integrity/rugosity, vaginal secretions, color, and
vaginal pH) was also evaluated by the Vaginal Health
Composite Score (VHCS).3 The VAS, VHCS, and ques-
tionnaire data were analyzed via repeated measures
ANOVA. Medication adherence was defined as the actual
vaginal cream weight greater than 80% and less than 120%
of the expected weight based on days of use.
Results:
Forty women have been enrolled; 28 have completed
treatment (13 treatment, 15 control). Groups were similar in
terms of demographic data (age, height, weight, parity, race,
prolapse stage), pre-treatment vaginal symptomatology with
VAS, pre-treatment questionnaire data, and pre-treatment
grading of vaginal health. However, post-treatment VAS and
post-treatment VHCS were improved in the treatment group
when compared to the control group (p=.001-.004). The
within-subjects analysis revealed that VAS dryness subscale
scores decreased significantly from pre-treatment to post-
treatment (p=.001), indicating less vaginal dryness after use
of vaginal estrogen. The within-subjects analysis revealed
that VHCS increased significantly from pre-treatment to

post-treatment (p=.004), indicating improved vaginal health
after use of vaginal estrogen. Additionally, there was a
significant interaction (p=.036) indicating that scores in-
creased more for the treatment arm than the control arm.
Questionnaire data revealed no significant differences from
pre-treatment to post-treatment neither within subjects nor
between groups. Regarding medication adherence, 60% of
women were adherent, with 33% of women underusing and
7% overusing vaginal estrogen cream.
Conclusions:
Medication adherence with vaginal estrogen therapy is less
than satisfactory, with the majority underusing the amount
prescribed. Nevertheless vaginal health scores, as well as
vaginal dryness symptoms, improve with use of vaginal
estrogen. Further research into the biochemical alterations
of tissue treated with vaginal estrogen would be of benefit
in understanding the basis for these improvements.
References:
1) Lee JK, Grace KA, Taylor AJ. Effect of pharmacy care
program on medication adherence and persistence, blood
pressure, and low-density lipoprotein cholesterol: a ran-
domized controlled trial. JAMA 2006;296(21):2563–71.
2) National Council on Patient Information and Education.
The other drug problem: statistics on medicine use and
compliance. Bethesda, MD: National Council on Patient
Information and Education; 1997.
3) Bachman G, Lobo R, Gut R, Nachtigall L, Notelovitz M.
Efficacy of low-dose estradiol vaginal tablets in the
treatment of atrophic vaginitis: a randomized controlled
trial. Obstet Gynecol 2008;11(1):67–78.
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Objective:
Report anatomical results of the anterior Gynemesh TVM
technique in patients with apical defect, theoretically not treated.
Background:
Level I describe by DeLancey it is supported by the
cardinal-uterosacral complex. Level II, on the other hand, is
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supported posteriorly in the rectovaginal arch and anteriorly
to the arcus tendineus fascia pelvis (ATFP). The anterior
TVM technique passes through the obturator foramen,
trying to fix laterally the main body of the prosthesis in
the ATFP. So, by definition, the anterior prosthesis is not
intended to treat the defects of level I. However, in our
serie, for various reasons, several patients with apical
defects were treated exclusively with a anterior TVM. This
situation and its results have not been previously reported,
which motivated the present study.
Methods:
Retrospective cohort study of patients who underwent
anterior TVM surgery, without C point at −3 or higher,
between January 2008 and December 2009. Demographic
and clinical data were obtained from hospital database,
searching for type of surgery and surgical history. Clinical
charts were reviewed to obtain: symptoms, gynaecological
exam (including POPQ), and follow up (3 weeks, 6 weeks,
3 months, 6 months, 1 year and then yearly). Recurrence
was defined as stage II or higher in POPQ and were divided
into symptomatic and asymptomatic. Methods, definitions
and units conform to the standards jointly recommended by
the ICS and IUGA, except where specifically noted.
Written informed consent was obtained from all patients
before surgery.
Results:
In the study period, 309 urogynecology surgeries were
performed. 88 were TVM surgery and 37 of them were
patients with C Point at −3 or higher. Demographic
characteristics are shown in Table 1 (all Tables values are
expressed as number (percentage) or mean±SD or median
(interquartile range)). Mean age was 61,3±7,9 years.
Postmenopausal patients were 32 (86,5%) and active
sexually were 21 (56,7%). Average pre and post operative
POPQ are shown in Table 2. During the preoperative
evaluation the most frequent defect was always in the
anterior compartment. 2 patients were classified on staged
II and 35 in stage III of POPQ. Concomitant surgeries were
performed in 12 patients: 10 posterior colporraphy and 3
TOT. The details of the preoperative and postoperative C
point described in Table 3. Follow up details are shown in
Table 4. Mean Follow up was 15,5±6,6 month. 1 patient
underwent a resection of mesh erosion, 1 underwent a
posterior Gynemesh TVM to treat a recurrent rectocele, 2
underwent TOT to treat De novo SUI.
Conclusions:
Anterior Gynemesh TVM technique in patients with C
Point at −3 or higher, with an average follow-up of
15 months, can improve anatomically the point C with
statistical significance. In 86,5% of patients (32/37) C point
was less than or equal to −4, in the postoperative control.
Of theses patients, 19 had a −3 C point in the preoperative
evaluation. There was no need to operate patients for apical

relapse. Satisfaction was high and 81% reported improve-
ment in their QoL. It is necessary to further evaluate these
patients, as this work opens the possibility of reducing the
need for prostheses, and complications, to repair the apical
compartment.

Mean total parity 3,3±1,7

Mean vaginal spontaneous birth 2,6±1,6

Median heaviest newborn weight (grams) 3700 (3475–3975)

Instrumental delivery 14 (37,8)

Previous Vaginal Hysterectomy 2 (5,4)

Previous Abdominal Hysterectomy 8 (21,6)

Mean BMI (kg/m2) 27,8±4,2

Preop Postop p Value

Aa 1,6±1 −2±0,9 <0,0001

Ba 3±0,8 −2±0,9 <0,0001

C −1,9±1,4 −5,1±1,8 <0,0001

C point detail <−3 0 32 (86,5) <0,0001

−3 19 (51,3) 1 (2,7) <0,0001

−2 8 (21,6) 0 <0,005

−1 2 (5,4) 3 (8,1) 0,64

0 6 (16,2) 1 (2,7) <0,05

+1 1 (2,7) 0 0,31

+2 1 (2,7) 0 0,31

TVL 8,2±1,2 7,9±1,2 0,34

Ap −1,6±1 −2±1,1 0,16

Bp −1,6±1 −2±1,1 0,13

D −5,3±1,2 −6,7±0,9 1

C Point Postoperative
(number of
patients)

<−6 −5 −4 −3 −2 −1 0 Total

Preoperative
(number of
patients)

−3 12 4 3 0 0 0 0 19

−2 2 3 0 1 0 2 0 8

−1 2 0 0 0 0 0 0 2

0 2 4 0 0 0 0 0 6

+1 0 0 0 0 0 0 1 1

+2 0 0 0 0 0 1 0 1

Total 18 11 3 1 0 3 1 37

Recurrence General 4 (10,8)

Symptomatic 1 (2,7)

De novo POP 3 (8,1)

Surgical Satisfaction Yes 36 (97,3)

No 0

Unresponsive 1 (2,7)

QoL Better 30 (81)

Equal 2 (5,4)

Worse 2 (5,4)

Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008 S1841



Unresponsive 3 (8,1)

Mesh Erosion 3 (8,1)

Mesh Contration1 7 (18,9)

Symptomatic 3 (8,1)

TVM Related
reoperation

1 (2,7)2

1 Contraction was defined as the palpation of a vaginal
examination tense tract 2 Erosion resection
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Objective:
This audit was conducted to assess the cure rates of TOT
(Monarc) versus Minisling (Miniarc) in patients with
Intrinsic Sphincter Deficiency (ISD) over a period of
30 months for Monarc and 12 months for Miniarc. Since
there is no contemporary study comparing cure rates of
minislings in the management of ISD our audit was aimed
at exploring this aspect with a view to conducting a
prospective randomized controlled trial in the future.
Background:
Intrinsic sphincter deficiency has been a management
problem in cases of stress incontinence for decades.
Recently the TVT (Tension free vaginal tape) has been
considered the preferred operation for the problem of ISD.
A recent study addressed the comparative cure rates of TVT
versus Transobturator tape(TOT) for intrinsic sphincter
deficiency and found rate of failure at 6 months of 45%
for TOT and 67% for TVT[1]. Another study compared the
success rates of retropubic tapes (SPARC) versus TOT
(Monarc) in cases of ISD and found comparable rates of
cure of around 78% in a mean follow up of 36 months [2].
Methods:
We did a retrospective chart review of all patients between
2008–2010 with Stress Incontinence and who underwent
mid-urethral sling surgery for the same. Women with USI
and ISD, defined as maximum urethral closure pressure
<20 cm H2O and/or ΔALLP <60 cm H20. The pre- and
post-operative protocol included: complete urogynaecolog-
ical history and questionnaire 3 day bladder diary, physical
examination, multi-channel urodynamics testing, 1 h pad
test and a cystoscopy. In addition a postoperative QOL
questionnaire was administered for subjective assessment of

quality of life (QOL) and treatment success. Objective cure
was defined as no urinary leak on postoperative urody-
namics in the absence of symptoms of stress incontinence.
Subjective cure was defined as leakage of urine on
Urodynamics without corresponding symptoms.
Results:
From Jan 2008 to Jun 2010 a total of 386 cases underwent
Monarc sling of which 47(12.17%) had ISD. From Jun 2009
through Jun 2010 167 patients had the Miniarc sling of which
25(14.9%) had ISD. 18 (38.29%) patients were objectively
cured after Monarc whereas 26 patients (44.69%) showed
evidence of subjective cure. The Miniarc objective cure rates
were 72% (18 patients) whereas 84% (21 patients) were
subjectively cured. More patients 96% (24/25) in the Miniarc
group were either very satisfied or satisfied as opposed to 34/
47 (72.3%) patients in the Monarc group. There were 3
(6.38%) cases of failure in the Monarc group against 12% (3
patients) in the Miniarc group.
Conclusions:
The results although limited by small numbers raise
interesting possibilities. At first glance there appears to be
a significantly better success rate in women with ISD
undergoing the Miniarc™ compared with Monarc™.
Satisfaction rates were higher in the Miniarc group. At
1 year follow up Miniarc sling shows considerable promise
in the management of patients with ISD. We believe this is
because of the ‘tensioned’ nature of the sling.
References:
1. Obstetrics and Gynecology. 2008;112(6):1253–6.
2. International Brazilian Journal of Urology. 2009;35
(1):68–75.
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Introduction:
Bladder scan is a well known non invasive and cost
effective tool for the measurement of post void residual
urine (PVR) however with some limitation. Literature on
the efficacy of bladder scan on big uterus is limited and not
promising.
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Study Objective:
To determine the validity of bladder scan BVI3000 in
detection of bladder volume in immediate postpartum
women.
Methodology:
A prospective cross sectional study conducted in Hospital
Tengku Ampuan Afzan, Pahang from 1st September to 30th
November 2010. A total of 193 women who had undergone
Caesarean section were recruited on postpartum day 1.
Prior to removal of Foley’s catheters, their bladder volumes
were first estimated by bladder scan BVI3000. Immediately
the bladder was than catheterized for the true bladder
volumes followed by 2D ultrasound bladder scanning to
ensure that it was completely emptied. The data was
analyzed using SPSS software version 18(SPSS Inc.
Chicago, Illinois). P value of less than 0.05 is considered
as statistically significant.
Results:
There were a total of 193 women recruited with the mean age
of 29.84 years (SD 5.516) with mean BMI of 29.69 (SD 5.69)
kg/m2 and fundal height of 16 cm (SD 2.382). The mean for
time interval between bladder scan and catheterization was
3 min (range between 1–8 min). There is a linear relationship
between the bladder scan-estimated and catheterized bladder
volumes (r2=0.82). The patient’s body weight also is
significantly (p=0.01) correlated with the bladder scan-
estimated volume with r2 of −0.25. The size of the uterus
however does not correlate with the bladder-scan volume
Conclusion:
Bladder scan is comparable to urethral catheterization in the
measurement of postpartum bladder volume.
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Objective:
The aim of our study is to describe voiding retention in the
postpartum period and try to identify their risk factors.
Background:
Post void residual (PVR) in postpartum (PP) are poorly
described. During childbirth, many risk factors have been
implicated which could explain an inability to complete
bladder emptying (labour, obesity, parity and urinary track
infection (UTI)). A pathological PVR is defined as a PVR
urine volume greater than 150 mL after micturition.

Methods:
Prospective Unicenter Clinical descriptive study.
By 3 months, patients have benefited from a collection of
data comprising a measure of the PVR volume (ultrasound,
bladder scan) in PP after spontaneous voiding. Similarly,
the bladder catheterization mode, intermittent (IBC) and
permanent (PBC), delivery and urinary infection were
recorded.
Results:
168 patients were included. 61% had a first void volume
greater than 500 ml and 52% showed pathological PVR
volume in the first micturition. A significant correlation
was found between the total volume of first void and the
appearance of PVR.
Among patients with PVR, the total duration of labor was
significantly longer (385 vs. 300 min, p=.003).
Similarly, the second stage of labor and the expulsion phase
were longer for patients with pathological PVR (42.5 vs
15 min, 10.5 vs 7 min, p<.05).
The PBC during labour appears to reduce the volume of first
void (28% greater than 500ml volume against 72% in the IBC
group, p=.017) but did not appear to be associated with
increased PVR in a physiological birth (5.9% vs 6.8%, p=1).
12.9% of patients had a urinary tract infection (16% of E.
coli) (14% (PBC) vs 12% (IBC), p>.05). It was not found
significant association between UTI and PVR (54% vs.
49%, p>.05). (Univariate analysis).
Conclusions:
Our study found risk factors such as hours of labor. A
correlation has been established between the volume of first
void and the PVR. The fight against the development of
this voiding dysfunction from the beginning of labor with a
continuous or intermittent bladder catheterization seems to
be assessable in prospective.
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Objective:
The purpose of this study was to assess the effects of a
group-based pelvic floor muscle (PFM) training on PFM
function, pressure level and isometric and isokinetic hip
adductors peak torque among women with urinary incon-
tinence (UI).
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Background:
In clinical practice, exercises to strengthen the PFM are
the most common treatment for UI. However, most
women do not perform these exercises correctly, as they
usually contract the abdominal, glutea and hip adductors
muscles along with PFM1,2. Literature shows a relation-
ship between PFM and abdominal, glutea and hip
adductors contractions1,2. Nonetheless, to our knowledge,
there are no studies that evaluated the effects of strength-
ening of PFM on the isometric and isokinetic hip
adductors peak torque (PT).
Methods:
This was a longitudinal and prospective study with a
convenience sample. Fifteen physically active women
aged 45 years old and over, who presented some
complaint of urinary loss and had never undergone
physical therapy for UI treatment were included in the
study. Participants were evaluated by the same physical
therapist at the beginning of the study and after
treatment. Each volunteer’s assessment included clinical
evaluation, one-hour pad test, three-day voiding diary,
digital and perineometer evaluation for PFM function
and isometric (three 5-s isometric contractions with the
hip at 30º of abduction and 10-s rest) and isokinetic
(60º/s, with a range of motion set from 0° to 30º of hip
abduction) hip adductor and abductor PT. The treatment
of Kinesiotherapy Group (KG) consisted of twelve 1-
h sessions performed once a week in groups of 8–10
people. Exercises to strengthen PFM, information and
guidance for UI were part of the treatment sessions. The
statistical analyses were performed using the Wilcoxon
test and Spearman coefficient correlation. The level of
significance used was 0.05 and the data were expressed
as means±standard deviations.
Results:
Fifteen women were included in the analysis (Age:
60.20±8.16 years; Body Mass Index: 26.30±3.32 Kg/
cm2). After the KG treatment, 60% women became
urinary continent. There was a significant improvement
of PFM function, measured by perineometer (p=0.005)
and the PERFECT (p≤0.001); and, a significant decrease
of isometric hip adductors PT (p=<0.04), one-hour pad
test (p=0.03), urgency episodes (p=0.04), and UI (p=
0.02) post-treatment. A moderate negative correlations
between PFM contraction pressure and isokinetic hip
adductors PT for dominant side (r=−0.62; p=0.03) and
non-dominant side (r=−0.64; p=0.02); and between
contraction force of PFM fast fibers and isometric hip
adductors PT for dominant side (r=−0.60; p=0.03) and
non-dominant side (r=−0.59; p=0.04) (Table 1) was
found after treatment. Isometric and isokinetic hip abduc-
tors PT did not present significant difference or correlation
after KG treatment.

Conclusion:
In conclusion, the KG was shown to be effective as UI
treatment, leading to PFM strengthening and involuntary
contraction inhibition of detrusor muscle. Furthermore, it
was possible to identify hip adductors PT decrease and
negative correlation between hip adductors and PFM
function. Probably, KG improved PFM proprioception,
which resulted in decreased use of hip adductors among
non-sedentary women suffering from UI.
References:
[1] J. Korean Med Sci. 2000;15(3):303–308.
[2] Phys Ther. 2005;85(3):269–282.

Table 1. Correlation between final evaluation isometric and
isokinetic hip adductors peak torque and perineometer,
pelvic floor muscle function digital.

Isometric
ND

Isometric
D

Isokinetic
D

Isokinetic
ND

r r r r

Perineometer −0.32 −0.42 −0.62ª −0.64ª
PERFECT

- Power −0.38 −0.42 −0.45 −0.50
- Endurance −0.10 −0.04 0.17 0.20

- Repeat −0.26 −0.03 −0.26 −0.20
- Fast −0.59ª −0.60ª −0.49 −0.27

D=dominant; ND=Non Dominant.
ª=p<0.05
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Objective:
We sought to evaluate the effects on dynamic biomechan-
ical properties of tissue after long term implantation of
synthetic and biological graft materials.
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Background:
The use of synthetic and biological meshes in incontinence
procedures has gained increasing interest in recent years.
These meshes are causing alterations of the biomechanical
characteristics of tissues.
Methods:
A total of 72 rabbits underwent laparotomy and were
implanted with acellular collagen biomesh (n=36) or
polypropylene (n=36) in the abdomen. There was a -no
mesh- control group (n=12) and a second -rupture of
fascia ,no mesh-control group (n=12). Tissue was har-
vested 3,6 and 9 months later and underwent dynamic
mechanical analysis (DMA) testing over a range of low
frequencies (0.1–15 Hz) during which the dynamic
stiffness and tissue damping capacities were measured.
Results were subjected to General Linera Model statistical
analysis with Tukey’s post hoc testing.[Storage modulus=
material capacity to store elastic energy.Loss modulus=
elastic energy loss per loading cycle.Tan δ=material
damping capacity]
Results:
With respect to mesh type, the rabbits tissue in which
polypropylene mesh was used, showed greater dynamic
stiffness than all other groups (Table 1). Those with
biological mesh delivered the lowest stiffness results, while
the 2 control groups had almost similar behavior. As far as
time is concerned, the meshes exhibited their highest
relative dynamic tissue stiffening effect at 9 months of
indwelling inside the rabbits(Table 1). The first 3 and
6 months delivered increased dynamic stiffness at no
significant difference levels however, according to statisti-
cal analysis (cf. Table 2).
Conclusions:
Biological mesh causes lower tissue stiffness resulting in
inferior mechanical response and thus seems to be inferior
to polypropylene for incontinence procedures with contrast
to the synthetic one.

Table 1. Percentage of total variation explained by correlation
factor (%)

Storage
Modulus

Loss Modulus tanδ

Mesh type 4.04b 5.09b 35.13b

Time 0.35a 0.32a 0.98b

Frequency 1.46b 1.30b -

Mesh*Time 1.00b 1.11b 3.55a

Mesh*Freq - - 52.53b

(−) Not statistically significant impact
Levels: a: 0.05 Significance, b: 0.001 Significance

Table 2. Estimated Marginal Means for DMA parameters
with respect to mesh type and indwell time.

a. Based on modified population marginal mean.
Sample type: 1.Collagen Mesh, 2. Polypropylene Mesh, 3.
Fascia ruptured ,4. Normal.

References:
1. Biomechanical properties of synthetic and biologic graft
materials following long-term implantation in the rabbit
abdomen and vagina Am J Obstet Gynecol.2009 200
(5):549.e1–8.
2. The use of prosthetics in pelvic reconstructive surgery.
Best Pract Res Clin Obstet Gynaecol. 2005;19:979–991
3. Use of synthetic mesh and donor grafts in gynecologic
surgery. Curr Womens Health Rep. 2001;1:53–60
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Introduction:
Today perineal ultrasound is an indispensable tool in
urogynecology. Its main use is the detection of topographic
disorders of the pelvic floor. In the past MRI was used to
visualize lateral defects of the pelvic floor in the axial
plane. Recently advances in 3D ultrasound technology
enable us to detect these changes in the vaginal configura-
tion from convexity to concavity, too.
Objectives:
Can the vaginal configuration be identified in the axial
plane using 3D perineal ultrasound? Do healthy nulliparous
women always have a “normal” configuration of the
vagina?

Sample
type

Meana Std. Error Indw. Time
[months]

Meana Std.
Error

Storage
Modulus [MPa]

1 .134 .048 0 .373 .071

2 .933 .049 3 .520 .051

3 .551 .073 6 .441 .042

4 .373 .071 9 .695 .073

Loss
Modulus [MPa]

1 .025 .010 0 .076 .014

2 .208 .010 3 .109 .010

3 .109 .015 6 .097 .008

4 .076 .014 9 .151 .015

tanδ [−] 1 .141 .004 0 .154 .006

2 .410 .004 3 .246 .004

3 .262 .006 6 .280 .004

4 .154 .006 9 .291 .006
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Methods:
A total of 63 women were enrolled in our study and divided into
3 groups. Group 1 (n=23) were healthy nulliparae without
stress incontinence or prolapsed (median age 33.9 years).
Group 2 (n=25) consisted of women with urodynamically
proven stress urinary incontinence (median age 55.1 years) and
group 3 (n=17) with women suffering from genital prolapse.
All patients underwent a clinical pelvic examination
including POPQ-score and a 3D-perineal ultrasound per-
formed by a single experienced urogynecologist. The 3D
volumes were evaluated in three parallel axial layers (1:
bladder neck, 2: midurethra and 3: distal urethra).
Results:
The configuration of the vagina could be easily identified in
all 3 planes in cases without prolapse stage >2 (POPQ-
ICS). There was no significant difference in the vaginal
shape (convexity/ concavity; one and/ or both sides) in
nulliparous compared to stress incontinent women.
Conclusion:
3D-perineal ultrasound is a useful tool for the evaluation of
the vaginal shape. An “abnormal” vaginal configuration
could be demonstrated in nulliparous women as often as in
stress incontinent patients.
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IN THECONTEXTOFANTERIORCOLPORRHAPHY:
A BETTER APPROACH? CASE-CONTROL STUDY
J. PIZARRO BERDICHEVSKY, G. GALLEGUILLOS,
R. CUEVAS, M. ARAMAYO, S. GONZALEZ, A.
MAJERSON, J. ORTIZ;
Hosp. Dr. Sótero del Río / División de Obstetricia y
Ginecología Facultad de Med., Pontificia Univ. Católica de
Chile, Santiago, Chile.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
Compare anatomical results of anterior colporraphy with
and without high modified McCall culdoplasty.
Background:
The Cochrane Database reported that recurrence after
anterior colporraphy is higher than expected, ranging
between 30–60%. Has been debated the need to repair the
apical compartment routinely at the time of anterior
colporrhaphy. The high McCall culdoplasty has not been
evaluated previously as apical repair technique when
performing anterior colporrhaphy without mesh use.
Methods:
Retrospective case-control study of patients who underwent
anterior colporraphy between January 2008 and December
2009. Cases were anterior colporraphy w/McCall, while
controls were anterior colporraphy without McCall. The
modified McCall culdoplasty took place at the time of
vaginal hysterectomy using # 1 PDS. This suture passes
through the distal portion of the left uterosacral ligament,
then take the same ligament at the ischial spine, then
crossing to the contralateral ligament interposing prerrectal
peritoneum, finally passes through the distal portion of the
right uterosacral ligament. At the conclusion of surgery the
suture is adjusted. Demographic and clinical characteristics
were obtained from the hospital database. Clinical charts
were reviewed to obtain: symptoms, gynaecological exam
(including POPQ), and follow-up (3 and 6 weeks, 3 and
6 months, 1 year and then yearly). Recurrence was defined
as stage II or higher in anterior compartment. Methods,
definitions and units were according to the standards jointly
recommended by the ICS and IUGA, except where
specifically noted. Written informed consent was obtained
from all patients before surgery.
Results:
In the study period, 309 urogynecology surgeries were
performed. 43 were anterior colporraphy, 21 were anterior
colporraphy w/McCall and 22 anterior colporraphy without
McCall. Demographic characteristics are shown in Table 1
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(all Tables values are expressed as number (percentage) or
mean±SD). Only one patient had previous hysterectomy.
Preoperative symptoms are shown in Table 2. Preoperative
POPQ are describe in Tables 3 and 4. All patients
underwent concomitant surgeries. Perioperative data are
shown in Table 5 and follow-up details are shown in Table
6. All recurrences were asymptomatic.
Conclusion:
In this case-control study, we did not find significant
differences in demographic (except for mean age) and
symptoms. However, patients undergoing anterior col-
porraphy w/McCall, had anterior and apical more severe
POP, being stage III in more than 50% of cases. It is
noteworthy that in the anterior colporraphy without
McCall group there were fewer vaginal hysterectomy
and more TOT/TVT. Despite differences, there is no
difference in recurrence, being similar to those described
in the literature, although one might have expected a
higher recurrence rate in the anterior colporraphy w/
McCall group, due to the preoperative severity of POP.
We therefore suggest that the use of McCall could
reduce the recurrence of anterior colporrhaphy, which
must be confirmed in randomized studies.

Technique

Demographic characteristics w/McCall w/out McCall p value

Mean age (years) 56,8±7,9 50±8 <0,01

Mean total parity 3,8±2 2,7±1,2 0,054

Mean Vaginal spontaneous
birth

3,5±1,9 2,9±1,8 0,26

Median heaviest newborn
weight

3604±526 3678±971 0,77

Instrumental Delivery 6 (28,6) 6 (27,3) 0,92

Smoker’s 3 (14,3) 6 (27,3) 0,29

Active sexually 13 (61,9) 15 (68,2) 0,66

Mean BMI±SD (kg/m2) 27,5±3,4 28,7±4 0,41

Symptom w/McCall w/out McCall P-value

Urgency/urge incontinence 13 (61,9) 11 (50) 0,43

Stress Urinary Incontinence
(SUI)

11 (52,4) 15 (68,2) 0,28

Nocturia 9 (42,9) 6 (27,3) 0,28

Technique

Preoperative w/McCall w/out McCall p value

Aa 0,9±1,4 −0,5±0.9 <0,005

Ba 1,7±1,9 0±1,5 <0,005

C −1,3±2,8 −4,2±2,7 <0,005

TVL 8,6±0,9 8,8±1,2 0,64

Ap −1,7±1,1 −0,9±1,7 0,11

Bp −1,6±1,3 −1±1,8 0,21

D −5,6±1,7 −7±1,2 <0,01

Technique

Anterior Stage w/McCall w/out McCall p value

I 0 (0) 3 (13,6) 0,079

II 10 (47,6) 11 (50) 0,87

III 11 (52,4) 3 (13,6) <0,01

Technique

Perioperative Data w/McCall w/out McCall p value

Mean operating
time (min)

94 ±32 66±21 <0,005

Mean Estimated
blood loss (ml)

90±79 90±79 0,7

PC Intraoperative
complications

1 0 1

Mean hospital
stay (days)

3±1,4 2±0,9 0,27

Concomitant
Surgeries

Posterior
colporraphy

9 (42,9) 10 (45,5) 0,86

TOT or TVT 5 (23,8) 18 (81,8) <0,0001

Vaginal
Hysterectomy

21 (100) 9 (40,9) <0,0001

Technique

Follow-up Details w/McCall w/out McCall p value

Mean follow-up (month) 17±7,6 15,4±8 0,48

Anterior Recurrence 8 (38,1) 9 (40,9) 0,85

Mean Aa −1,6±1 −1,6±1,1 0,73

Mean Ba −1,5±1 −1,6±1,1 0,74

Mean C −6±1 −5,7±1,7 0,53

Ba=or >0 4 (19) 5 (22,7) 0,76
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COMPARISON OF THE CHANGES IN SEXUAL
FUNCTION OF PREMENOPAUSAL AND POST-
MENOPAUSAL WOMEN FOLLOWING THE
TRANSVAGINAL MESH SURGERY
C. Y. LONG;
Kaohsiung Med. Univ., Kaohsiung, Taiwan.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The purpose of this study was to compare the changes in
sexual function of pre- and postmenopausal women
following the transvaginal mesh (TVM) repair.
Background:
The impact of TVM between pre- and postmenopausal
women remains controversial.
Methods:
One hundred and fifty-two consecutive women with
symptomatic POP stage II to IV defined by the POP
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quantification (POP-Q) staging system, were referred for
TVM procedures at our hospital. Sixty-eight women were
included because they were sexually active and had
complete follow-up. Preoperative and postoperative assess-
ments included pelvic examination using the POP-Q
system, urodynamic study, and a personal interview to
evaluate urinary and sexual symptoms with the short forms
of Urogenital Distress Inventory (UDI-6) and Incontinence
Impact Questionnaire (IIQ-7), and the Female Sexual
Function Index (FSFI).
Results:
The mean age, percentages of hypertension and previous
hysterectomy are significantly higher in the postmenopaus-
al group (p<0.05) compared with the premenopausal group.
As for the POP-Q analysis, there was a significant
improvement at points Aa, Ba, C, Ap, and Bp (p<0.001)
in both groups except for total vaginal length (p>0.05).
Similarly, the UDI-6 and IIQ-7 scores significantly de-
creased postoperatively (p<0.01). After POP surgery, the
score of the dyspareunia domain decrease significantly in
the premenopausal group (p<0.01), but it is not the case for
the postmenopausal group (p>0.05). There was no signif-
icant change in other domain and total scores in both
groups (p>0.05). However, the higher rates of deteriorated
dyspareunia and total scores were noted in the premeno-
pausal group (p=0.03 vs. 0.033).
Conclusions:
Despite the worse sexual function in preoperative postmen-
opausal women, TVM appears to have a greater sexual
impairment on premenopausal women.
References (optional):
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OUTCOMES OF OBSERVATION AS THERAPY FOR
PELVICORGANPROLAPSE:A STUDY INNATURAL
HISTORY OF PELVIC ORGAN PROLAPSE
S. E. SWIFT1, A. GILCHRIST 1, W. CAMPBELL 2;
1Med. Univ. of South Carolina, Mt Pleasant, SC, 2Med.
Univ. of South Carolina, Charleston, SC.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To determine the rate of progression or regression of pelvic
organ prolapse in subjects who decline intervention
(pessary or surgery) and elect observation.
Materials and methods:
This is a retrospective review of 62 subjects collected over
5 years who chose observation as primary management of
their pelvic organ prolapse. Subjects were identified using
ICD 9 codes from all new patients seen at an out patient

Urogynecology clinic. The electronic medical records were
reviewed and only subjects who elected observation and had
at least 6 months of follow up exams were included. Subjects
were followed with sequential POPQ exams over an average
of 24 months. A change in the leading edge value of greater
then 1 cmwas considered significant. Exam results and choice
of therapy at last visit were recorded. Simple descriptive
statistics are used to describe outcomes.
Results:
The average age was 65=/- 11 years, the median gravidity was
3 and the median parity was 3. The leading vaginal edge
POPQ exam value at the time of initial exam ranged from
−1.5 cm to +7 cm with a mean of 1.6 cm. POPQ stages on
initial exam were; stage I=1, stage II=28, stage III=32 and
stage IV=1. In 81% (50/62) there was no change in their
leading edge value. In 18% (11/62) there was greater then a
1 cm (mean 2.4 cm with range of 1.5–4 cm) increase in their
leading edge value. In 1% (1/62) there was a decrease in their
leading edge value of 2 cm. Subjects choice of management at
their last recorded visit was 68% (42/62) desired continued
observation, 16% (10/62) desired a pessary trial and 16% (10/
62) desired surgical correction.
Conclusion:
The natural history of pelvic organ prolapse is one of very
minimal gradual change in subjects who decline interven-
tion (pessary or surgery) and choose observation. There was
no progression of disease as measured by the POPQ exam
in 81% over an average of 2 years. Only 32% will
eventually desire a therapeutic intervention. This demon-
strates that observation is a viable choice in subjects with
pelvic organ prolapse.

298
PREVALENCE AND RISK FACTORS FOR SEXUAL
DYSFUNCTION IN GYNECOLOGICAL TUMOURS
SURVIVORS
V. ORTEGA1, L. GABA1, M. GONZALEZ1, C. CASTELO-
BRANCO1, A. TORRENTS2, P. GASCON1, L. VIDAL
BOIXADER1;
1Hosp. Clinic Barcelona, Barcelona, Spain, 2Unitat d'Ava-
luació, Suport i Prevenció (UASP), Barcelona, Spain.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objectives:
To determine the prevalence and to analyse potential risk
factors for sexual dysfunction in gynecological tumours
survivors
Background:
Oncological treatments for gynecological tumours are
known to cause deterious effects on sexual health.
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Relatively little attention has been focused on studying
sexual dysfunction in these women despite it negatively
impacts on their quality of life.
Patients and Methods:
Women with all types of gynaecological tumours were asked
to participate in the survey. All participating patients had
finished treatment for at least 6 months and were free of
disease. Sexual function was assessed by the validated spanish
version of the Female Sexual Function Index (FSFI), a 19-
item self-report measure of six separate domains consisting of
desire disorder, arousal disorder, orgasmic disorder, sexual
pain disorder, vaginal lubrication and global sexual and
relationship satisfaction. Scores below 24 were considered
as indicators of sexual dysfunction.
Results:
44 women with ovarian (n=25), endometrial (n=7) and
cervical cancer (n=12) answered the questionnaire. Mean
age was 51.4 years (28–70). Thirt-three patients (74%)
reported sexual dysfunction. Median FSFI score was 15.15
(4.3–23.45). Lower FSFI scores corresponded to desire and
vaginal lubrication disorder (1.8). No associations were
found between sexual dysfunction and tumour type, stage,
time from the diagnosis, previous chemotherapy, hormono-
therapy and menopause at the time of the diagnosis. Lower
levels of education, depression, previous radiotherapy
treatment, vaginal dryness and poor quality of marital
relationship were predictors of worse sexual functioning.
Conclusions:
Our survey confirms the extend of impaired sexual
functioning among gynecological tumours survivors. Al-
though numbers are small, certain factors may predict for
patients at higher risk to present with sexual dysfunction
and help to anticipate problems and develop guided
therapy. References (optional):
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A REPRODUCIBLE TECHNIQUE TO PERFORM
FULL THICKNESS VAGINAL WALL DISSECTIONS
FOR POP MESH PLACEMENT THAT MINIMIZES
MESH EXPOSURE RATES
A. CASSIDENTI;
St Josephs Hosp., Irvine, CA.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To describe a reproducible surgery technique to perform a
full thickness vaginal wall dissection to access the
vesicovaginal space transvaginally for optimal placement
of pelvic organ prolapse mesh and to measure mesh
exposure rates.

Background:
Mesh exposure rates for transvaginal mesh placement to
treat pelvic organ prolapse have been reported from 1–28%.
The concensus opinion is that full thickness vaginal wall
dissection is needed to minimize mesh exposure but there
has not been a standardized technique described to perform
such a dissection in a reproducible manner. This abstract
describes such a technique that has resulted in a 1%
exposure rate in 110 patients at 1 year followup.
Methods:
For cystocele mesh placement, two allis clamps are placed
vertically on the vaginal wall and the surgeons index finger
and thumb are used to milk the bladder away from the
vaginal wall to develop the vesicovaginal space. A Tuohey
epidural needle with a blunted tip that increases tactile
feedback is used to enter the vesicivaginal space. One
advances the Tuohey needle holding the needle by itself
between the surgeon's thumb and index finger through the
full thickness of the vaginal wall until a drop in resistance is
felt which is entry into the vesiciovaginal space, a true
avascular space. Care is taken not to move the needle or
change the depth of needle penetration (the 1 cm gradations
on the Tuohey needle is helpful for this) as one attaches a
syringe and injects 40 ccs and a 1:1 diluted .25% marcaine
solution with epinephrine to create a "water balloon" in the
vesicovaginal space. A verticle incision is then made
between the two allis clamps to a depth of 2–3 mm and
lone star hook retractors are placed to provide constant
traction on the edges of the vaginal wall. Gentle knife
dissection proceeds through the four layers of the vaginal
wall (epithelium, lamina propia connective tissue, smooth
muscle and lastly the adventia which contains connective
tissue, nerves,blood vessels and fat) until the translucent
water filled vesicovaginal space is seen which is a full
thickness vaginal wall dissection .One sees darker white
vaginal wall tissue peel away with lonestar hook retraction
as one proceeds to the translucent water filled vesicivaginal
space. Once the translucent water filled vesicivaginal space
"balloon" is seen, the depth of knife dissection stops.
Metzenbaum scissors and gentle finger dissection helps
complete the reflection of the bladder off the full thickness
vaginal wall. One tries not to pop the"water balloon" as one
completes the dissection to the arcus tendineus and
sacrospinous ligament for mesh attachment. To minimize
the risk of finger dissection cystotomy, it is helpful to enter
the paravaginal space periurethrally just proximal to the
ischio pubic ramus and then take the dissection down to the
ischial spine and sacrospinous ligament.
Results:
One year follow up on 110 patients using a mesh weighing
25 g/m2 (Intepro lite anterior elevate mesh, American
Medical Systems) showed 1 mesh exposure (1%). The
mesh exposure was seen at 6 weeks postop and likely was
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caused by over trimming of the vaginal wall before closure.
Two dissection cystotomies occured (1.8%). Both cystoto-
mies occured during finger dissection. A tension free, two
layered closure of the cystotomies were performed followed
by a tension free placement of the mesh without subsequent
complications. Estimated blood loss for this dissection
averaged 50 cm3.
Conclusions:
A reproducible, standardized technique to perform a full
thickness vaginal wall dissection to access the vesicovaginal
space transvaginally for placement of pelvic organ prolapse
mesh resulted in a 1% mesh exposure rate at 1 year.
References (optional):
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RELIABILITY ASSESSMENT OF THE DIGITAL
EXAMINATION IN THE EVALUATION OF THE
PELVIC FLOOR MUSCLE TENDERNESS
T. KAVVADIAS1, P. ROTH 1, S. PELIKAN 1, K.
BAESSLER 2, B. SCHUESSLER 1;
1Lucerne Cantonal Hosp., Lucerne, Switzerland, 2Charite
Univ. Hosp., Berlin, Germany.
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Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
Assessment of the intra- and inter-observer reliability of the
digital examination to evaluate the pelvic floor muscle
tenderness in young, healthy and non-symptomatic nullip-
arous females
Background:
Pelvic pain is often related το pelvic floor muscle
tenderness (PFMT) and pelvic myofascial trigger points
(PMTP) (1). PFMT and PMTP in the female are being
evaluated mostly by the vaginal digital examination.
However, this evaluation is not performed consequently
and, unlike trigger points and muscle tenderness in other
parts of the body, its reliability in the pelvic floor muscle
has not been proved. (2,3)
Methods:
Reliability assessment of the evaluation of pelvic muscle
sites was performed in seventeen young, healthy, nullipa-
rous female volunteers without any lower urinary tract
symptoms (LUTS) or pelvic pain symptoms, who were
examined in two consecutive visits in our outpatient clinic,
each time from two investigators, blinded to the clinical
data and to the findings of the other rater. The following
pelvic muscle sites were evaluated vaginally: ventral part of
the levator ani (puborectalis and pubococcygeous muscle),
dorsal part of the levator ani (ischiococcygeous and
iliococcygeous muscle), obturatorius internus muscle as

well as sensitivity of the bladder. We also performed a
vaginal palpation of the pelvic floor muscle tone at rest and
of the contractile ability of the pelvic floor muscle.
Additionally, we also performed an external evaluation of
the piriformis muscle tenderness. The tenderness scores
were obtained using a verbal analogue score (VAS) on a 0–
10 scale, pelvic floor muscle tone was evaluated as normal
or high tone and the contractile ability of the pelvic floor
muscle was performed on a 0–5 scale according to the
modified Oxford grading. Data were collected from each
examination and each investigator and were analysed with
the SPSS® v16.1 for test-retest and inter-observer reliabil-
ity, using the Spearman-Brown split half and intraclass
correlation coefficient (r) respectively. The interpretation of
the results was performed according to the statistics of
Landis and Koch, and the strength of agreement was
considered as slight, with values <0,21, fair with values
0,21–0,40, moderate with values 0,41–0.60, substantial
with 0,61–0,80 and almost perfect when values were
0,81–1,00.
Results:
The test-retest reliability and the inter-observer reliability were
found to be in most cases substantial to almost perfect (r>
0,61). The lowest values were to be found in the ventral part of
the levator ani muscle (Spearman-Brown and intraclass
correlation coefficient 0,30 and 0,49 respectively).
Conclusions:
The vaginal digital examination of the pelvic muscle floor is a
reliable method to evaluate the pelvic floor muscle tenderness
in healthy non-symptomatic females, which can easily be
performed in the outpatient clinic and should be included in
the routine gynaecological examination. Our findings are
similar with assessments performed in other muscles of the
body (3). Further research is needed in order to confirm these
findings in females with pelvic pain symptoms.
References (optional):
1. Pain Med 2010;11:224–228
2. Int Urogynecol J Pelvic Floor Dysfunct. 2010 Jul 20.
[Epub ahead of print] DOI 10.1007/s00192-010-1218-x
3 Clin J Pain 2009;25:80–89
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Objective:
We present the data of a prospective study with 200 patients
who underwent mesh augmented POP surgery. We did not
only evaluate the total rate of recurrences, but also the time
when they occurred, and whether there was any association
with a concurrent hysterectomy vs. uterus preserving
surgery. Apart from that the quality of life after surgery
was evaluated with a 42 item questionnaire. The data were
acquired 6, 12 and 36 months after surgery.
Background:
Whereas classic surgical techniques for POP are known to
have recurrence rates of approx. 30% (1), mesh implanta-
tion is supposed to reduce recurrence rates. Using meshes,
not only anatomy can be restored, but there is also a
strengthening of the tissue by the mesh itself. The same
effect is being used in the repair of inguinal hernias, where
classic procedures often fail as well (2).
Methods:
In this prospective multicenter study 200 patients under-
went surgery for pelvic organ prolapse in one out of six
urogynecologic centers in Germany in 2007. Patients were
treated with a transobturator mesh with additional sacro-
spinal suspension. Surgery was performed in the same way
in all six centres. The patients were evaluated after 6, 12
and 36 months by physical examination and a validated
questionnaire with 42 items covering bladder/ bowel
function, vaginal bulge symptoms and sexual function (3).
Recurrence of prolapse was defined as POP>I° after
surgery, but only in the anterior or central compartment.
Results:
We report on the 6, 12 and 36 months follow-up data. We
analyzed both the objective (recurrence rate) and subjective
(quality of life) outcome data. After 12 months, 5.5% of the
patients had a recurrence in the anterior or central
compartment (4% cystoceles, 1.5% central defect). There
were no cystoceles >II° at that time. There was no
significant difference between uterus preserving surgery
and hysterectomy at the time of POP surgery. Three years
after surgery for POP the recurrence rate is currently being
evaluated and will be presented at the meeting. Further-
more, we present the 3 year quality of life data.
Conclusions:
Our results show that recurrence of POP can be signifi-
cantly reduced when using alloplastic meshes for surgery
compared to classic surgical techniques. This emphasizes
the concept to use mesh grafts not only for patients
undergoing relapse surgery, but also as first line approach
to cure POP. Importantly, most recurrences occur within the
first year after surgery. .

References (optional):
1. Maher C, Feiner B, Baessler K, Adams EJ, Hagen S,
Glazener CM. Surgical management of pelvic organ
prolapse in women. Cochrane Database Syst Rev. 2010
Apr 14;(4):CD004014. Review.
2. Shouldice technique versus other open techniques for
inguinal hernia repair. Amato B, Moja L, Panico S, Persico
G, Rispoli C, Rocco N, Moschetti I. Cochrane Database
Syst Rev. 2009 Oct 7;(4):CD001543. Review.
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Objective:
To determine the prevalence of specific lower urinary tract
symptoms. To determine, which ones are the most
bothersome.
Background:
There are a lot of studies about incontinence in pregnancy
and after childbirth, especially about stress urinary incon-
tinence, but only fewer ones about the whole spectrum of
LUTS in this special period of life. We guess, that LUTS in
pregnancy are very common, even so common, that there is
not paid so much attention to it, neither by patients and
their relatives nor by those who take care of them in
medical sense (general physician, gynecologist, midwife).
We want to focus on their existence and show the
differences in their prevalence and the bother they cause.
Methods:
We asked the patients who gave birth in our as well as in a
neighbouring hospital to fill in the questions of ICIQ-
FLUTS 08/04 questionnaire, which includes 4 questions
about filling symptoms, 3 questions about voiding symp-
toms and 5 questions about incontinence symptoms. We
offered the questionnaire just some hours before resp. up to
some days after their childbirth. The questions related to the
4 last weeks before delivery. From 1.8.2010 to 12.2.2011
209 patients were willing to fill in the questionnaire. Mean
age was 29,85 years, mean parita 1,67. 11% of the whole
number of patients had a preterm delivery (34.–37.week of
gestational age). We then calculated simple percentage to
indicate the prevalence of the different LUTS in late
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pregnancy. In this study, we denote only the overall
prevalence, without regard to the degree of symptoms .
Furthermore, we calculated the average of bother, the
different LUTS caused to those patients, who told to suffer
from them. The bother is told in a scale with points from 0
(not at all) to 10 (a great deal).
Results:
We summarized the results in the two following 2
tables. Most often were recorded nocturia, urgency and
frequency, but also voiding symptoms occured in up to
52%. Incontinence symptoms were predominated by
stress incontinence, but even urge incontinence occured
in a third of all patients. The most bothersome LUTS
were those which occured less often: nocturnal enuresis,
incontinence without obvious reason and - in the filling
symptoms - bladder pain. In summary, incontinence
symptoms are more bothersome than filling symptoms,
and filling symptoms are more bothersome than voiding
symptoms.

Tab. 1: Prevalence of LUTS in late pregnancy

Prevalence in %

Nocturia 95,7

Urgency 83,3

Bladder pain 33

Frequency 80,9

Hesitancy 51,2

Straining 23,9

Intermittency 51,7

Urge incontinence 33,5

Frequency of incontinence 35,9

Stress incontinence 49,3

Unexplained incontinence 17,7

Nocturnal enuresis 5,3

Tab.2: Bother of LUTS in late pregnancy (scale 0 1/4 10)

Bother of LUTS at a scale from 0 (not at all) to
10 (a great deal)

Nocturia 3,32

Urgency 3,56

Bladder pain 3,99

Frequency 3,07

Hesitancy 2,05

Straining 3,24

Intermittency 2,21

Urge incontinence 5,29

Frequency of
incontinence

5,35

Stress incontinence 5,45

Unexplained
incontinence

6,24

Nocturnal enuresis 9,09

Conclusions:
The different LUTS are very common in late pregnancy, the
highest prevalence in our study was nocturia with 95,7%.
On the other side, there are LUTS which occur quite rarely
but with so much greater bother as nocturnal enuresis, ,,
unexplained“ incontinence and bladder pain, so that the
gynecologist should pay special attention to them. Further
investigation should be done to identify risk factors and
reasons for the development of the different LUTS and
also, how they develop after childbirth.
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Objective:
To investigate the impact of stress urinary incontinence
(SUI) and overactive bladder (OAB) on the quality of life
using a disease specific health-related QOL questionnaire.
Background:
Urinary incontinence is defined by the International Continence
Society (ICS) as the complaint of any involuntary leakage of
urine. It may be considered as a symptom, a sign or a
urodynamic condition. It is a devastating condition that affects
10–40% of females in the general population [1] and may be
classified as stress urinary incontinence, urge urinary inconti-
nence and mixed urinary incontinence. Overactive bladder
(OAB) is a syndrome of symptoms defined by the ICS as
urgency, with or without urge incontinence, and usually with
frequency and nocturia. Although urinary incontinence is not
life threatening, symptoms associated with these conditions can
have a profound psychosocial, physical and mental impact on
women. Therefore, to determine the need for health and
medical care, patient-assessed quality of life (QOL) measures
are essential. From the previous reports, it has been suggested
that patients with different type of urinary incontinence have
different quality of life impairments [2]. However, there have
been few studies which compared the assessment of quality of
life between stress urinary incontinence and overactive bladder.
Methods:
A total of 1238 women with SUI and/or OAB, attending the
Urogynaecolgy Clinic were recruited in the study. Ques-
tions asked were about urinary incontinence symptoms over
the previous 1 month and demographic data including age,
marital status, menopausal status and parity. Information on
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the QOL was collected using the Thai version modified
incontinence-specific quality of life questionnaire (I-QOL)
and short form incontinence impact questionnaire (IIQ-7).
The statistical analyses were carried out using the one-way
analysis of variance (ANOVA) and Chi-square test.
Results:
Out of the 1238 cases, the diagnosis of SUI, OAB, and
mixed UI were 198 cases (16.0%), 297 cases (24.0%), and
743 cases (60%), respectively. The mean age of patients
was 60.1±12.2 years. SUI was found more in younger age
and premenopausal patients than in older age and postmen-
opausal patients. The patients with SUI showed significant-
ly lower scores in all domains of the IIQ-7 (less impact on
QOL) (p<0.05) and higher scores only in avoidance and
limiting behavior domain of the I-QOL (less impact on
QOL) (p<0.01) than the OAB and the mixed UI groups.
Comparing between the OAB and the mixed UI groups, the
QOL using the IIQ-7 in the mixed UI group showed
significantly greater impairment than in the OAB group
only in the emotional health domain, whereas the QOL,
assessed by I-QOL, showed significantly greater impair-
ment than in the OAB group in all domains (p<0.01).
Conclusions:
Stress urinary incontinence and overactive bladder have a
detrimental impact on patient health-related quality of life.
Women with a combination of SUI and OAB have the
greatest impairment in quality of life.
References (optional):
1. Clin Obstet Gynecol 2000; 14: 183–205.
2. Maturitas 2011; 68: 137–42.

304
REMEEX SYSTEM LIFETIME ADJUSTABLE
SLING.
J. CEREZUELA REQUENA, S. GONZALEZ CERRON,
V. MARTIN OLIVA;
Univ.Hosp. Fuenlabrada., Madrid, Spain.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external
funding
Work Supported by Industry: No

Objective:
The objective of this study is to evaluate the safety and
efficacy of the REMEEX TRT prosthesis for the treatment
of the stress urinary incontinence.
Background:
The stress urinary incontinence is a sign or a symptom caused
by the weaknesses of the pelvic floor. The objective of the
surgical interventions to correct the stress urinary incontinence
is to recover the original support of the pelvic floor. The
principal argument to use the REEMEX TRT device (Neo-

medic Inc.), suburethral adjustable sling, is the possibility to
adapt clinically the level of support of the sling to every
patient’s needs, not only after the surgery, but also in mid and/
or long term if required offering the possibility to recover the
continence without performing another intervention.
Methods:
44 patients were reviewed retrospectively who had been
operated with the REMEEX adjustable prosthesis in the
Gynecology between January 2005 and December 2010.
The REMEEX was only indicated in complicated cases:
with intrinsic sphincter deficiency (ISD), failures of
previous incontinence surgeries, fixed urethras, or severe
mixed incontinence (with both severe components and urge
incontinence). All of the patients were analyzed preopera-
tively through clinical history, physic exam, cough test and
urodynamic.Patients were evaluated through physical exam
and clinical evaluation; cough test was done only to those
patients with persistent urinary incontinence, even if it was
minimal. The next variables were collected: patient’s age,
IMC, obstetrics, previous incontinence surgery, indication
of the REMEEX surgery, need for an adjustment in short
term (24–48 h) or in long term (6–8 months), complications
of the surgery, follow up period and cure rate.
Results:
The mean age was 57.80 years (DS 10,44), the mean IMC
was 36.78 kg/m2 (DS 5,53). The obstetrics record showed
that a mean of 2–3 births. In 7 cases (15.9%) had had a
macrosomic birth. In 21 patients (47.73%) a REMEEX
surgery was indicated due to failure of previous inconti-
nence surgery: 15 patients had surgery with a TOT and 6
patients had a Burch (7 out of the 21 (15.9%) presented a
ISD). In 13 patients (29.4%) it was indicated due to
complex mixed urinary incontinence (3 with ISD). In 10
patients (22.7%) it was indicated due to isolated ISD. All of
the patients received regional anesthesia. 14 patients
(31.82%) had associated surgery (cystocele, rectocele or
uterine prolapsed): The capability to adjust of the prosthesis
was needed in 22 cases (50%) as a second phase of the
surgery during the first 24–48 h before letting the patient go
home. 7 patients (15.9%) were re-adjusted in mid-long term
(between 6 and 8 months after the surgery). The re-
adjustment in mid-long term is done with local anesthesia
when persistency or recurrecncy of the stress urinary
incontinence. No patients suffer from difficulties to void
in the long term. The mean follow up was 24.6 months (DS
20.20–29.11). The subjective cure rate after the last follow
up was 86.4% (38 patients). 4 patients improved (4.5%)
with a mild incontinence. 2 patients (4.5%) are considered a
failure due to persistency of the symptomatic incontinence.
These patients presented a Mix-Incontinence before the
surgery and the urge incontinence persists at the same level.
Intraoperative problems consist of one case of vesical
perforation. There was one complication after postoperative,
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heavy bleeding through abdominal incision that required a
revision in the operating room. Other complications in mid-
long term:One case of coetaneous fistula after the first month
of the surgery, that closed after antibiotic therapy and 2 cases
of erosion in the vaginal wall, with good evolution after
trimming the mesh in the office and estrogens.There was no
need to remove any of the prosthesis implanted due to
infection or reaction to the body.
Conclusions:
The REEMEX system is a minimally invasive surgery with
proven long term results(3) , even in patients who are not
homogeneous, in which are include patients with ISD,
recurrent cases and patients with complex mix urinary
incontinence. The principal advantages of the REMEEX
system it is worth pointing that this is a technique that
avoids the residual stress incontinence as well as the
obstruction and it can be adjusted in case of recurrence
(with local anesthesia), meaning that it gives an great
resolution of the stress urinary incontinence with a very low
frequent to instability of de novo incontinence. As an
inconvenience we have to notice the higher cost of the
prosthesis but the results justifies its used in complex cases.
References (optional):
1) Eur J Obstet Gynecol Reprod Biol. 2003 Feb 10;106
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2) Int Urogynecol J Pelvic Floor Dysfunct. 2008 Jun;19
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Background and Aims:
Rectal endosongraphy has been traditionally used to assess
female patients with severe anal incontinence and is
currently considered to be the gold standard. More recently,
transperineal ultrasound has become more accessible in
maternity units around the world helping describe the

anatomy of the pelvic floor and anal sphincter. This study
compared descriptive, qualitative diagnosis obtained by
rectal endosonography and transperineal ultrasound in
patients with severe fecal incontinence.
Patients and Methods:
16 women with severe anal incontinence defined by a
Cleveland clinic questionnaire score of >8, were examined
using both techniques with both examiners blinded to the
results of the other method. The rectal endosonography (RE)
was performed by a gastroenterologist at one institution and
the transperineal ultrasound (TU) was performed by a
gynecologist at a different institution. Detailed anatomical
descriptions of both the external and internal anal sphincters
were obtained. Correlation between both exams was analyzed
using a 12 h mapping system of both sphincters.
Results:
There was very good correlation for the finding of a lesion
in the anal sphincter in both ultrasounds, although the RE
had a more detailed description of the lesions. Transperineal
ultrasound had the same sensibility as rectal endosonog-
raphy when describing a lesion independently of the
extension but not so much at describing a thinner sphincter
yet TU was more likely to over diagnose (5 false positive).
Rectal endosongraphy found 7 overall lesions in 16 patients
while Transperineal ultrasound described 12 lesions (in-
cluding the same 7 patients from the recal endosongraphy)
in 16 patients giving transperineal ultrasound a specificity
of 44%.
Conclusion:
Transperineal ultrasound is a simple and accessible tech-
nique present in most maternity units that could help define
which patients should be referred for a more accurate
endosonographic ultrasound.
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Objective:
To analyze the perineal injury levels during spontaneous
delivery without episiotomy compared with those with
episiotomy stratified for: maternal parity, neonatal weight
and staff assistant to the delivery.
Background:
The consequences of a perineal sever tear may affects the
life's quality of our patients. We must evaluate in each case
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if episiotomy is necessary or not.What factors should we
consider to make this decission?
Methods:
Cohort study of spontaneous deliveries made in our
Hospital during the period covering January 2009 to
September 2010 (n=2372). We divided deliveries based
on the performance of episiotomy or not and we analyzed
the existence or not of tear and the degree (level I-IV)
according to: maternal parity, neonatal weight and deliv-
ery’s assistent (novice: medical resident / midwife resident,
professional: attending physician / midwife).
Results:
Overall, the relationship II-III level tear/no episiotomy has
an OR 16'9 with an CI (8′16–35′5), compared to tear /
episiotomy. The number of spontaneous deliveries in
primiparous women was 903. In 76'7% of the cases an
episiotomy was performed and in 1.2% of these there were
II or III level tears. In 23% of the cases we didn’t perform
an episiotomy and there were II or III level tears in 24%.
The relationship of tear / no episiotomy in primparous
present an OR of 22’28 with a CI (7.33–67.69) towards tear
/ episiotomy. The number of spontaneous deliveries in
multiparous women was 1469. In the 29'5% of the cases an
episiotomy was performed and in 1.8% of these there were
II, III or IV level tears. In 70'5% of cases we didn’t perform
an episiotomy and within this group, 22% had II or III level
tears. In primparous women without episiotomy, 22'5% of
II and III level tears is produced in elevate fetal weight
deliveries (weight>3500 gr), while in multiparous, this
percentage is 24%. In primiparous with episiotomy, 25% of
tears were given in high fetal weight deliveries. In
multiparous, in 50% of cases. The relationship between
high fetal weight / not episiotomy present an OR of 11.16
with an IC (4′30–28′92). In novice’s group, the relationship
between II or III level tear/ not episiotomy towards
episiotomy has an OR of 24’22 with an IC (8′72–67′29),
and in the professionals group of 10’20 with an IC (3′26–
29′25).
Conclusions:
Non performance of episiotomy is a risk factor for any level
tears in all groups of spontaneous deliveries (p<0.005),
increasing significantly in primiparous women and when
the delivery is done by a novice
References (optional):
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Objective:
To analyse the predictive value of clinical history for the
diagnosis of urinary incontinence in 1300 patients.
Background:
Urinary incontinence (UI) is defined as involuntary
urine loss1. Its prevalence increases with age, to up to
50% among older women; and UI contributes as an
important factor in lowering quality of life scores. UI is
divided into three major groups: Stress Urinary Inconti-
nence (SUI), Overactive Bladder (OAB) and Mixed
Urinary Incontinence (MUI)1. Diagnosis of UI can be
made by various methods such as clinical history and
physical examination, specific questionnaires, bladder
diary, pad-test and urodynamics2. Clinical history is a
low-cost and non-invasive diagnosis method, which can
be employed at any health care level3. Urodynamics is a
high-cost, invasive and uncomfortable test, bound to
wandering reproducibility. On the other hand, it is
considered the most objective tool for the diagnosis of
urinary incontinence.
Methods:
A retrospective evaluation of 1300 women medical records
was undertaken. Records from 2007 to 2009 were
reviewed. Clinical symptoms referred in the appointment
immediately previous to urodynamics and urodynamics
results were compared. Patients were divided into four
groups, according to clinical symptoms: SUI, OAB, MUI
and voiding symptoms. Abdominal leak point pressure,
detrusor overactivity, bladder outflow obstruction and
detrusor underactivity were analysed. Into each group,
sensitivity (SE), specificity (SP), positive predictive value
(PPV) and negative predictive value (NPV) for each
corresponding symptom were calculated.
Results:
The overall prevalence of clinical symptoms and
urodynamics findings can be seen in tables 1 and 2
respectively. Urinary loss during physical exertion
demonstrated 88.56% SE and 25.26% SP, as well as a
60.26% PPV and a 62.23% NPV for diagnosing SUI. If
the only complaint was urinary loss on physical effort,
the diagnosis of pure SUI (without any other alterations
in urodynamics) could be made with a 21.16% SE,
79.15% SP, 37.82% PPV and a 64.87% NPV. Irritative
symptoms, when compared to urodynamics, showed
75.21% SE, 26.85% SP, 45.36% PPV and 58.18%
NPV in diagnosing OAB. When these symptoms were
associated with urinary loss on physical effort for
diagnosing MUI, there was 60.91% SE, 43.07% SP,
14.03% PPV and 89.15% NPV. Difficulty to void was

Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008 S1855



related to diagnosis of detrusor underactivity with
16.89% SE, 93.14% SP, 24.03% PPV and 89.71%
NPV. Similarly, when bladder outflow obstruction
diagnosis was considered and analysed because of
difficulty to void complaint, parameters were: 20.13%
SE, 93.57% SP, 28.84% PPV and 90.05% NPV.
Conclusions:
In our study, the symptom of urine loss during effort
was highly sensitive for SUI, and had a moderate PPV
(60.26%) for this condition. Referring urine loss on
physical exertion as the only complaint was very
specific for SUI, however, only 17.23% of patients
belonged to this group. Lack of irritative symptoms
correlated to absence of OAB and MUI. Likewise, due
to high NPV the absence of difficulty to void complaint might
exclude detrusor underactivity and bladder outflow obstruc-
tion in the studied population.
References:
1) Int Urogynecol J Pelvic Floor Dysfunct 2010;21(1):5–
26. 2) Society. Neurourol Urodyn 1997;16(3):145–7. 3)
Lancet 2000;355(9221):2153–8.

Table 1. Prevalence of Clinical Symptoms

Clinical Symptoms Prevalence

Urine loss on physical effort: 82.07%

Urine loss only on physical effort: 17.23%

Irritative symptoms: 74.61%

Only irritative symptoms: 8%

Mixed symptoms: 58.15%

Unsymptomatic: 3.76%

Voiding symptoms: 8%

Table 2. Prevalence of Urodynamic Findings

Urodynamic Findings Prevalence

SUI: 55.7%

Leak Point Pressure <= 60cmH2O: 28.35%

Leak Point Pressure 60–
90 cmH2O:

19.65%

Leak Point Pressure>=90 cmH2O: 51.98%

Detrusor overactivity: 45%

Mixed urinary incontinence: 13.48%

Normal urodynamics: 15.61%

Detrusor underactivity: 11.38%

Bladder outflow obstruction: 11.46%
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Objective:
To determine if pre-operative urodynamic parameters can
predict failure requiring subsequent intervention after
placement of a retropubic mid-urethral sling in patients
with intrinsic sphincter deficiency.
Background:
Among women who experience stress incontinence, a sub-
segment of these patients are characterized by an inability
to generate sufficient urethral closure pressure to maintain
continence. The specific diagnosis of intrinsic sphincter
deficiency has been clinically relevant. Investigations have
attempted to identify risk factors for the higher surgical
failure rate of mid-urethral slings in these patients, but no
clear relationships have been elucidated.
Methods:
A retrospective chart review was conducted of all
patients with intrinsic sphincter deficiency with urethral
hypermobility who underwent surgical treatment at our
institution between March 2007 and December 2010.
Intrinsic sphincter deficiency was defined by urody-
namic criteria, specifically a MUCP less than or equal
to 20 cm H2O and/or a VLPP less than or equal to
60 cm H2O. Urodynamic parameters were collected for
analysis, including volume at first leak, maximum
urethral closure pressure, valsalva leak point pressure,
and functional urethral length. Following mid-urethral
sling placement, records were reviewed with regard to
surgical outcome. Therapy with a bulking agent was
considered a proxy for sling failure.
Results:
78 patients with ISD underwent mid-urethral sling procedures.
Ten patients (12.8%) experienced persistent stress inconti-
nence with minimal or no subsequent urethral hypermobility,
and underwent transurethral injection with bulking agents.
Retropubic slings were placed in all but one patient: 55
underwent SPARC placement (70.5%), 18 received a TVT
(23.1%), and 4 underwent retropubic pubovaginal sling
(5.1%). 1 patient underwent a Monarc mid-urethral sling
placement (1.3%). The patients that did not require (or
choose) subsequent surgical intervention were defined as
Group 1. In the event of surgical treatment failure, none of the
patients chose to undergo a repeat sling procedure. Of the 10
patients who chose transurethral bulking injections post-
operatively (Group 2): 7 patients received collagen injections
and 3 patients received Coaptite injections. In examining the
pre-operative urodynamic studies of both groups, there were
no statistically significant differences in the volume at first
leak, functional urethral length, or Valsalva leak point
pressures. There was a statistically significant difference in
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the maximum urethral closure pressure (p-value 0.03, OR
0.36). In Group one, the mean maximum urethral closure
pressure was 34.4. In Group 2, the mean maximum urethral
closure pressure was 23.9.
Conclusion:
In examining pre-operative urodynamic parameters,
volume at first leakage, functional urethral length, and
Valsalva leak point pressures did not predict failure or
success of retropubic sling placement in patients with
intrinsic sphincter deficiency. However, our results did
support a statistically significant association between
maximum urethral closure pressure and sling success.
Our findings support previous data that identify the low
pressure urethra as a factor in failed Burch urethropexy.
Our investigation suggests that a low pressure urethra
predicts the need for subsequent surgical intervention
(bulking injections in this study) after sling procedure.
This study underscores the role of urodynamics as a
surgical planning and counseling tool.

Type of surgery

Frequency Percent

TVT 18 23.1

SPARC 55 70.5

Pubovaginal sling 4 5.1

Monarc 1 1.3

Total 78 100.0

Table 1: Type of anti-incontinence surgery

Group 1:
Success
(No bulking
agent) n=68

Group 2:
Failure
(Bulking
agent)
n=10

P-value OR (95% CI)

Volume at 1st
leak (ml)

101 83 0.478 0.8 (0.41,
1.56)

Functional
urethral
length (cm)

2.14 2.21 0.743 1.13 (0.54,
2.41)

Valsalva leak
point pressure
at 150 cm3

(cm H2O)

37 42 0.804 1.38 (0.39,
4.92)

Valsalva leak
point pressure
at capacity
(cm H2O)

34 33 0.837 1.04 (0.49,
2.21)

Maximum
urethral
closure
pressure
(cm H2O)

34.4 23.9 0.03 0.36 (0.12,
1.06)

Table 2: Comparison of pre-operative urodynamic
parameters
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Objective:
To identify different types of defects in the pubocevical
fascia of women with anterior vaginal wall prolpase and to
analyze paravaginal defects in them.
Background:
Lot of controversy surrounds the existence of paravaginal
defects- some authors go as far as stating that paravaginal
defect is an unproven concept. Knowledge of different
types of fascial defects helps to identify and repair them
during prolapse surgery. This may help in decreasing
anatomical recurrences in anterior vaginal wall prolapse.
Methods:
From January 2009 to June 2009, 25 women with
anterior compartment prolapse were recruited for the
study. A pre-operative POP-Q assessment was per-
formed. All women were explained about the nature of
operation that is going to be performed, and individual,
informed consent was obtained. All operations were
performed by a single surgeon. Intra-operatively the
nature of defect in the pubocervical fascia was identified
and repaired and data was analyzed. Identification of
fascial defect -The anterior vaginal wall was infiltrated
with normal saline and a midline incision was made.
The vaginal epithelium was dissected off sharply from the
underlying pubocervical fascia (PCF) on either side of the
incision. The dissection continued up to the inferior pubic
ramus. At the level of inferior pubic ramus an attempt was
made to insinuate finger between the inferior pubic ramus
and the PCF. Care was taken as to not to create an artificial
paravaginal defect. Presence of a paravaginal defect easily
allows the finger to enter retropubic space which is
confirmed by visualization of pre rectal fat (Figure). In this
way paravaginal defects are identified. Absence of PCF and
visualization of bladder adventitia either in midline or
proximally, helps identification of midline or proximal
defect respectively
Results:
Of the 25 women with cystocele, two women refused to
consent for operation and the data was analyzed for the
remaining 23 women. The average age of women in the study
was 56±5 years. Of the 23 women, 18 had attainedmenopause.
In our study the commonest defect seen in anterior vaginal wall
prolapse was paravaginal (78%). Midline defects and proximal
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detachment were observed only in 13% and 8% of women
respectively. Among women with paravaginal defects, right
sided and bilateral defects occurred in seven cases each. . Purely
left sided defects occurred only in four women. Of the seven
cases of bilateral defects, all had complete right sided defect,
three women had complete left sided defect and the remaining
four patients had incomplete defects on the left side. In all these
women, PCF defects were repaired from vaginal route.
Conclusions:
Paravaginal defects are the commonest defects of pubocer-
vical fascia, most of them occurring on right side. The variable
prevalence rates for occurrence of paravaginal defects and
differing rates of types of paravaginal defects in different
studies point to a need for a proper and standardized technique
for identification of paravaginal defects. It is possible to repair
majority of paravaginal defects from the vaginal route.
References (optional):
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Objective:
To evaluate postoperative anterior vaginal support in
women with combined anterior and apical vaginal prolapse

undergoing vaginal vault suspension with and without
concurrent anterior vaginal prolapse repair.
Background:
Adequate support of the vaginal apex is an integral part of
anterior vaginal prolapse repair. Additionally, suspension of
the vaginal apex often reduces the anterior compartment
prolapse without the need for repair. However, the natural
history of vaginal apex suspension without concurrent
anterior vaginal prolapse repair in women with combined
anterior and apical vaginal prolapse is not known.
Methods:
The medical records of patients with Stage 2 or greater
anterior vaginal prolapse and Stage 1 or greater apical or
uterine prolapse who underwent transvaginal apical vaginal
suspension between 2000 and 2009 at Harbor-UCLA
Medical Center and Kaiser Permanente, Bellflower, with
at least 6 weeks post-operative follow-up, were retrospec-
tively reviewed. All surgeries were performed by one of the
authors. The need for concurrent anterior vaginal prolapse
repair was assessed intra-operatively. Those who had
adequate intra-operative reduction of the anterior vagina
with apical support did not undergo concurrent anterior
vaginal prolapse repair, while those who did not underwent
anterior colporrhaphy (AC). The primary outcome measure
was postoperative anterior vaginal support with objective
failure defined as Ba≥0. Objective failure rate for Ba≥−1
was also determined. Secondary outcomes were subjective
prolapse symptoms and re-operation of anterior vaginal
wall prolapse. Exclusion criteria were concurrent Burch
colposuspension, abdominal paravaginal repair, abdominal
sacral colpopexy, abdominal vault suspension, sacrospinous
cuff suspension, use of permanent mesh or graft for anterior
vaginal prolpase repair, Stage 1 or 0 anterior vaginal
prolapse, less than 2 months follow-up, and absent
preoperative and/or postoperative POPQ exam. Student’s t
test was used to compare continuous variables, Wilcoxon
rank test was used to compare ordinal data, and Chi square
test was used to compare non-continuous variables.
Statistical significance was defined as p>0.05.
Results:
The study cohort consisted of 85 women with combined
anterior and apical vault or uterine prolapse who met all
inclusion and exclusion criteria. All subjects underwent
transvaginal high uterosacral ligament suspension. Forty-
four required anterior colporrhaphy (AC) and 41 did not
require anterior colporrhaphy (No AC) at the time of
vaginal vault suspension. The two groups were similar in
age, BMI, menopausal status, ethnicity, parity, prior
hysterectomy status, concomitant surgeries, estimated blood
loss, length of hospital stay, and complications. Subjects
requiring AC had worse median (range) preoperative Ba
scores than those in the no AC group [1 (−1,6) vs. 0 (−1,9),
p=0.03]. Mean follow-up time for the AC and no AC
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groups were 20 and 34 months (p=0.03) respectively.
Objective failure was low in women who did not undergo
concurrent anterior vaginal prolapse repair (n=5, 12%).
There was a trend in a higher rate of objective failure in
women who required concurrent anterior colporrhaphy (n=
14, 32%), but this did not reach statistical significance [p=
0.06, OR 3.4 (95% CI,1–13)]. When objective failure was
defined as Ba≥−1, the rates increased for both the AC and
No AC groups [n=25, 57% vs. n=14 (34%), p=0.06, OR
2.5 (95% CI, 1–7)] respectively. Symptomatic prolapse [n=
6 (16%) vs. n=2 (5%), p=0.27)] and prolapse reoperations
[(n=4 (9%) vs. n=0, p=0.12)] were low for both the AC
and No AC groups respectively.
Conclusion:
Traditional anterior colporraphy is associated with relative-
ly high rate of recurrent prolapse. Deciding not to repair
anterior vaginal prolapse based on observing adequate
intra-operative anterior vaginal reduction with apical
suspension does not result in high recurrent prolapse.
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CONSENT IN PROLAPSE SURGERY
L. CORDA, S. KHAN, E. HAWKINS;
BHR Univ. Trust, Romford, United Kingdom.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To evaluate whether patients undergoing prolapse surgery
at Barnet Harefield and Redbridge University Trust are
adequately counselled and informed about the procedure,
prior to the operation.
Background:
In October 2009, the RCOG released guidance on how to best
obtain consent for prolapse surgery. This included the advice that
all women should be warned of the rare risk of death, damage to
the bowel and bladder, and the risk of new or continuing bladder
dysfunction. In addition, women should be counselled about
conservative treatment options including pessaries and pelvic
floor exercises. Women should have an opportunity to
read relevant leaflets prior to deciding about surgery.
Methods:
A list of women having prolapse surgery between Novem-
ber 2009 and March 2010, was obtained from PAS. Data
was collected from the individual patient notes, including
operative consent forms, anaesthetic and nursing charts.
This was then entered onto Excel, and the data analysed
using SPSS. In order to determine if consent varied
depending on the operating team, those who practiced with
a special interest in urogynaecology were compared with
those who were general gynaecologists.

Results:
Over this period, 129 women had prolapse surgery and 95 case
notes were obtained. The average age of patient was 60 (range
26–85) and the average BMI was 28 (range 20–40). The most
commonly performed procedure was a repair procedure
without hysterectomy (in 48 women) whilst a vaginal
hysterectomy, with or without a repair, was performed in 39
women. 4 women had a sacrospinous fixation, with or without
a hysterectomy, and 4 women had other operations (mesh kit
repairs in 2 and sacrocolpopexy in 2). Ring pessaries were
offered in the primary care sector in 9 cases, and in secondary
care in 39, with no documentation of it being offered in 51
women. Of those who were offered a trial of a ring, 59%
accepted. The best documented complication was the risk of
heavy bleeding, with only 2 women not being informed of this
risk. However, only 74% of women were warned of the
possible need for a blood transfusion. Although 85 women
were told that there was a possibility of non specific infection,
no woman was warned specifically of the possibility of a
pelvic abscess. Of the women who had a hysterectomy, 45%
were not warned of the possible need for a laparotomy. The
possibility of thrombotic complications was only mentioned in
31 women, and no woman was warned of the rare complica-
tion of death. 51 women were warned that surgery may fail or
the prolapse recur. This was just as likely whether women had
a hysterectomy (43%) than if they did not (57%). The
compartment being repaired did not influence whether a
patient was warned of the risk of failure, but the higher the
number of compartments being repaired, the higher the chance
of being warned of this risk. Of the 38 women operated on by a
urogynaecology team, 87% were warned that prolapse may
recur, compared with 32% of the 57 women operated on by a
non urogynaecology team (p<0.0001). Of the 18 women who
declined the offer of a ring pessary, only 39% were warned
that surgery could fail. Of those sexually active, 85% were
warned of the risk of dyspareunia, compared with 67% of
those who claimed not to be sexually active. Those having an
anterior repair were less likely to be warned of the risk of
dyspareunia, than those having another repair. The more
compartments that were repaired, the greater was the chance
of being warned of the risk of dyspareunia. The possibility of
failure to improve urinary symptoms, or the onset of new
urinary symptoms, was only recorded in the notes in 28
women. Although the urogynaecology teams were slightly
more likely to warn of the risks of post operative urinary
symptoms, this was not statistically significant. The chances
of being warned about the possibility of post operative
urinary symptoms did not vary depending on the compart-
ment being repaired. Only 30% of women received a leaflet
about the surgery.
Conclusions:
If the documentation in the notes is an accurate record of
the information being given to women, then many are being
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asked to make a decision about elective surgery based on
incomplete information. Wile rings may not be suitable for
everyone, less than 50% of women are given this option,
and if they are, they may be preferring surgery in the
mistaken belief that it is a permanent cure.
References (optional):
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OUTCOMES OF MIDURETHRAL SYNTHETIC
SLINGS TO SALVAGE A FAILED
ANTI-INCONTINENCE SURGERY
S. PARK1, K. JUNG 1, S. NAM 2, Y. LEE 3;
1Kangseo MizMedi Gen. Hosp., Seoul, Korea, Republic of,
2Chungnam Natl. Univ. Hosp., Taejon, Korea, Republic of,
3Kungpook Natl. Univ. Hosp., Daegu, Korea, Republic of.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The purpose of the study was to evaluate results of
midurethral synthetic slings (MUS) to treat patients with
recurrent or persistent stress urinary incontinence (SUI)
after failed previous surgical procedures.
Background:
Although midurethral slings (MUS) are associated with
high long-term success rates as a primary surgery, there is
not enough information regarding recurrent or persistent
SUI patients undergoing MUS procedures and the effec-
tiveness of MUS as a salvage surgery.
Methods:
We retrospectively reviewed the records of 35 consecutive
patients in whom previous anti-incontinence surgeries
failed, who then underwent a MUS between June 2003
and December 2010 for recurrent or persistent SUI and who
were available for follow-up evaluation. Mean follow-up
after reoperation was 36 months (range 6–85). Surgery
outcome was categorized as cure, improvement or failure
based on cough stress test and 1-hr pad test results at
3 months of follow up and on subjective questioning at
3 months and thereafter at interval of an year of follow up.
Objective cure was defined as no leakage of urine on cough
stress test and a urine loss of <1g of urine1. Improvement
was defined as a reduction of urine loss to <50% of the
urine loss than before the operation; the rest were
considered failure.
Results:
The mean age was 62.4±6.3 years. Of the 35 patients with
a MUS including 12 with a retropubic MUS and 23 with a
transobturator MUS (all outside in type), 29 (83%) had
undergone 1 previous anti-incontinence procedure, and 6
(17%) had undergone 2 previous anti-incontinence proce-

dures. Forty-three percent of patients had undergone trans-
obturator MUS as the previous anti-incontinence operation;
40%, 14%, 9%, 6%, 3%, and 3% had undergone allograft
fascia lata sling, retropubic MUS, tape shortening of MUS,
anterior repair, Burch colposuspension, and Needle suspen-
sion, respectively, as the previous anti-incontinence proce-
dures. At 3 months, overall objective cure rate was 65.7%,
the improvement rate was 22.9%, and failure rate was
11.4%. Among five patients (14%) who considered
themselves clinically failed, 2 had intrinsic sphincter
deficiency (ISD) and 2 had a less mobile urethra. Two
patients (6%) had postoperative complications, including a
long-term urinary retention and recurrent urinary tract
infection in 1 each.
Conclusions:
The midurethral slings for recurrent or persistent stress
urinary incontinence has a lower cure rate than as a primary
surgery. However it provides the prospect of a success rate
similar to that of a conventional pubovaginal sling
procedure in patients with previous failed surgery and a
lower rate of operative complications.
References (optional):
1. Abrams P, Blaivas JG, Stanton S, Andersen JT. Lower
urinary tract function. Standardisation of terminology.
Neurourol Urodyn 1988;7:403–26.
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COLPOCLEISIS WITH OR WITHOUT
CONCOMITANT TOT: IMPACT
ON URODYNAMICS AND QUALITY OF LIFE
A. KARATEKE, N. TUG, C. CAM, S. SELCUK, M. R.
ASOGLU;
Zeynep Kamil Hosp., Istanbul, Turkey.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To investigate the impact of colpocleisis operation with or
without trans-obturator tension-free (TOT) procedure on
post-operative urodynamics and quality of life.
Background:
Colpocleisis is a safe and effective surgical technique for
POP and vaginal vault prolapse patients with high risk of
operative morbidity who do not desire to maintain vaginal
anatomy to accommodate sexual intercourse. Currently,
there is no consensus on whether prophylactic incontinence
surgery should be carried out to prevent postoperative de
novo stress incontinence
Methods:
A total of 27 colpocleisis cases with POP-Q stage-IV
prolapse, seven of whom underwent a concomitant TOT
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due to symptomatic (n=3) or occult urinary incontinence
were analyzed. Pre- and post-operative POP-Q, urodynam-
ics, UDI 6 and IIQ 7 scores of the patients were compared.
Results:
Only one patient had a recurrence of prolapse (Stage
IIIb). No significant urinary retention was observed
post-operatively. UDI 6 and IIQ 7 scores of the
patients improved whether a concomitant TOT was
performed or not. There was no significant difference
between patients with a concomitant TOT or not,
postoperatively.
Conclusions:
Colpocleisis is a safe and effective surgical technique with
high patient satisfaction for elderly advanced POP patients.
A concomitant TOT improves urinary symptoms without
causing significant urinary retention.
References (optional):

Comparison of pre- and post-operative scores within groups

Colpocleisis only (n=20) Colpocleisis+TOT (n=7)

Pre-op Post-op p Pre-op Post-op p

UDI-6
Irritative

1.70±
1.49

1.65±
1.42

0.914 3.00±
1.00

1.29±
1.11

0.010*

UDI-6
Obstructive

1.65±
1.78

0.95±
1.54

0.192 5.43±
0.79

1.00±
2.24

0.000*

UDI-6 Stress 2.85±
1.95

0.35±
0,59

0.000* 2.14±
1.22

0.29±
0.49

0.003*

UDI-6 Total 6.20±
2.66

2.95±
2.89

0.001* 10.57±
2.15

3.00±
2.83

0.000*

IIQ-7 15.05±
2.21

2.50±
3.69

0.000* 15.14±
2.27

3.14±
5.37

0.000*
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MEDIUM TERM FOLLOW UP OF INTERSTITIAL
CYSTITIS PATIENTSFOLLOWINGDMSOTHERAPY
Y. N. LIM1, P. L. DWYER 1, E. THOMAS 1, C.
MURRAY 1, R. MULLER 2;
1MERCY Hosp. FOR WOMEN, HEIDELBERG, Aus-
tralia, 2JAMES COOK Univ., TOWNSVILLE, Australia.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external funding
Work Supported by Industry: No

Objective:
To assess the medium term effect of Dimethyl Sulfoxide
(DMSO) therapy on Overactive Bladder symptoms of
Interstitial Cystitis (IC) patients.
Background:
Interstitial cystitis is a painful bladder condition which is
often associated with urinary urgency, frequency and
nocturia. DMSO bladder instillation has been used for the
treatment of interstitial cystitis for years but there is limited

data on its effects on overactive bladder symptoms in the
medium term.
Methods:
Following ethics approval, 44 IC patients treated with
DMSO between 1999–2011 were identified. A mixture
of DMSO, hydrocortisone and heparin were instilled
into the bladder in these patients twice weekly for
4 weeks and then weekly for another 4 weeks. Patients
were also routinely surveyed with the O’Leary Sants
interstitial cystitis symptom and problem index ques-
tionnaires and bladder diaries before and after comple-
tion of study [1]. In this study, we investigated the
effect of this therapy in the short and medium term.
Median age was 50.9, BMI 24.8 and 81.3% were
treated within 2 years of diagnosis with IC. An
additional survey with the O’Leary Sants questionnaires
and bladder diary was then carried out in January 2011,
with a mean follow up length of 2.15(SD 1.9) years.
For those who failed to attend follow up, telephone
surveys were conducted instead. Comparisons were then
made of the O’Leary Sants scores, bladder symptom-
atology and bladder diary findings.
Results:
The mean total problem index scores were significantly
reduced from 13.1 pre-treatment to 7.6 & 7.9 just after
treatment and at medium term follow up respectively
(p<0.001). The mean total symptom index scores were
also significantly reduced from 12.6 pre-treatment to 8.1
& 7.8 just after treatment and at medium term follow up
respectively(p<0.001). Pain scores out of 10 also reduced
significantly from 6.4 pre-treatment to 3.9 (p<0.001)
immediately after treatment. While daytime urinary
frequency reduced significantly from a median of 11–15
times to 6–10 times (p<0.02); there was no significant
reduction of nocturia episodes. The beneficial effects of
DMSO on the IC problem & index scores, and the
reduction of day time urinary frequency persisted to the
medium term follow up period. At the 2 year follow up, 7/
44(15.9%) patients required top up DMSO therapy and
12/44(27.3%) patients required further invasive therapy
for IC (9 underwent botulinum toxin injection, 2
underwent sacroneuromodulation, 1 cystectomy). One
patient also underwent radical cystectomy later for
bladder cancer.
Conclusions:
The combination of DMSO, hydrocortisone and heparin
instilled into bladder is moderately effective in improving
overactive bladder symptoms in patients with interstitial
cystitis. Its effects seem to persist at a mean follow up
period of 2 years.
Reference:
1. The interstitial cystitis symptom index and problem
index. Urology 1997 May 49(5A Supp):58–63
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VAGINAL PACKING FOLLOWING PELVIC FLOOR
SURGERY: AN INTERNATIONAL SURVEY
E. GARDE, P. LATTHE;
BirminghamWomen's Hosp., Birmingham, United Kingdom.

Consent Obtained from Patients: Not Applicable
Level of Support: Investigator initiated, no external
funding
Work Supported by Industry: No

Objectives:
This survey aimed to assess the current practice and
opinions amongst clinicians about vaginal packing.
Introduction:
Gynaecologists regularly use packing after vaginal repairs
and vaginal hysterectomies. The benefits of packing are
questionable and it may contribute to pain, urinary retention
and infection. A recent study shows that packing does not
contribute to post-operative pain; however results regarding
other morbidities were not conclusive.
Methods:
All registered members of the International Urogynaecol-
ogy Association (IUGA) were contacted via email with an
attached questionnaire. Data was collected between Sep-
tember and November 2010. Of 2332 clinicians contacted,
616 (26.4%) participated.
Results:
Overall, 57% (1379) of clinicians pack ‘all of the time’,
equivalent to >80% of vaginal surgical procedures. Most
clinicians pack after using mesh whilst the fewest pack after
vaginal hysterectomies [27.2% (375) versus 19.6% (270)]. Of
those who use packing, 72.2% (445) use an agent with it;
‘other’ agent was most commonly cited followed by oestrogen
cream then proflavine, (30.5% [188], 23.8% [147], 12.5% [77]
respectively). 66.0% (294) of clinicians who use an agent do
not apply it directly onto the pack. Most clinicians believe that
packing contributes to reduction in haematoma formation
[86.3% (532]. The majority denied that it caused increased
infection, urine retention or prolonged hospital stay [82.0%
(505), 53.2% (328) and 84.4% (520) respectively].
Conclusions:
These data confirm that vaginal packing is commonly
practiced amongst clinicians worldwide with little evidence-
base. According to respondent experience, packing contrib-
utes to haemostasis. Further studies are recommended to
confirm or refute this and improve future clinical practice.
References:
Should we pack it in? A prospective randomised double
blind study assessing the effect of vaginal packing in
vaginal surgery. IUGA -ICS combined annual meeting,
Toronto, Canada, July 2011. URL: https://icsoffice.org/
Abstracts/Publish/105/000098.pdf
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OPINIONS OF ROBOTIC GYNECOLOGIC
SURGEONS REGARDING TEACHING TRAINEES
S. T. MAHAJAN;
Case Western Reserve Univ., Cleveland, OH.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To determine current opinions among robotic gynecologic
surgeons on how best to educate residents in robotic
surgery.
Background:
With the introduction of DaVinci Surgical System®
(Intuitive Surgical, Sunnyvale, CA) into gynecologic
surgery, surgeons have struggled with how to educate
others regarding this new technology, particularly residents,
while maintaining patient safety. Currently, no consensus
opinion exists regarding how to teach or goals for residents
regarding robotic surgery.
Methods:
After obtaining Institutional Review Board approval, an on-
line questionnaire was sent to 2189 gynecologic robotic
surgeons in the United States who had completed DaVinci
Surgical System® wet-lab training. Respondents were
queried on demographic information, training experience,
practice type, credentialing requirements at their institution
and robotic surgical experience. Surgeons were asked to
give their opinions regarding safely training residents in
robotic surgery and what requirements should be imposed
on trainees prior to participation. Finally, subjects were
queried if proficiency in robotic surgery should be a
requirement for residency graduation and when this training
is best acquired. Encrypted and de-identified responses
were compiled and compared using the chi-squared test.
Results:
Of 2189 participants contacted, only 543 opened the e-mail
and 303 responded (14%). Most respondents were general
gynecologists (53%), while 46% self- identified specialists
(+/− fellowship training). Specialists were more likely to
work in an academic setting (54%), while generalists
worked in private practice (55%). Most respondents
(61%) reported teaching residents and 83% currently
performed robotic surgery, although only 48% allowed
resident participation in these cases. The most common
forms of resident participation in robotic surgery included:
observation only (72%), laparoscopic assistance (75%), and
performing a portion of the case (79%), which included
allowing residents to perform minor (60%) or major (19%)
portions of the case (Table 1). Curriculums for resident
robotic training were rare, with only 19% reporting a

S1862 Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008

http://icsoffice.org/Abstracts/Publish/105/000098.pdf
http://icsoffice.org/Abstracts/Publish/105/000098.pdf


structured educational curriculum in robotic surgery at their
institution. The most important factors considered when
assessing resident readiness to participate in robotic surgery
reported included: 1) serving as a laparoscopic assistant
(79%), 2) resident enthusiasm (63%), and 3) dry-lab skill
proficiency (59%, Table 2). Most respondents agreed that
simple orientation/familiarity with robotic surgery was suffi-
cient for residency graduation (52%), while a minority
believed that proficiency should be required (21%). General-
ists favored acquiring robotic surgery skills during residency
(39%) or post-graduate training (40%), while specialists
strongly favored during fellowship training (46%, p<0.001).
Conclusions:
Most robotic gynecologic surgeons are generalists in
private practice and specialists in academic practice.
Although most allow residents to participate in robotic
cases via laparoscopic assistance, fewer allow them to
perform portions of the case. Dry-lab skill proficiency,
experience as a laparoscopic assistant and resident enthu-
siasm are the most important factors when determining
resident readiness to perform robotic surgery. Most
respondents agreed that orientation/familiarity with robotic
surgery should be required for residency graduation, but not
proficiency. Generalists favored becoming proficient in
robotic surgery during self-initiated advanced training or
residency, while specialists favored obtaining these skills
during fellowship training.

Table 1. Consensus opinion among teaching surgeons
regarding how they allow residents to participate robotic
surgery (n=145).

Resident Participation General Practice Sub-Specialist

Observation only 52 (90%) 53 (61%)

Laparoscopic assistant
only

48 (83%) 61 (70%)

Sit behind console, no
instruments

13 (22%) 17 (20%)

Sit behind console, with
instruments

15 (26%) 29 (33%)

Perform minor portion
of case

33 (57%) 54 (62%)

Perform major portion
of case

9 (16%) 18 (21%)

Table 2. Consensus opinion among teaching surgeons
regarding factors determining resident readiness to partic-
ipate in robotic surgery (n=145).

Factor Respondents

Serving as laparoscopic assistant 115 (79%)

Resident enthusiasm 91 (63%)

Proficiency at basic dry-lab skills (i.e. ring moving) 85 (59%)

Resident PGY level 80 (55%)

Proficiency at advanced dry-lab skills (i.e. suturing) 72 (50%)

Observing assigned number of cases 70 (48%)

Completion of on-line Davinci training modules 67 (46%)

Completion of company sponsored wet lab 63 (43%)
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A RETROSPECTIVE REVIEW OF SURGICAL
MORBIDITY AND LONG-TERM PATIENT
SATISFACTION WITH TWO SUB-URETHRAL
SLINGS FOR STRESS URINARY INCONTINENCE:
TVT-O VERSUS CONTASURE NEEDLELESS.
(SINGLE INCISION TOT).
M. ROGERS IV;
Mobile Infirmary Med. Ctr. Dept. of Obstetrics and
Gynecology, MOBILE, AL.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external
funding
Work Supported by Industry: No

Objective:
The purpose of this study was to retrospectively review and
compare two different surgical techniques for female stress
incontinence, and the levels of patient satisfaction associ-
ated with each: TVT-O (Gynecare) versus Contasure
Needleless (Neomedic Inc.). Our objective was to deter-
mine whether or not the Needleless procedure was equal in
long-term efficacy to the TVT-O.
Background:
There are numerous sub-urethral slings available today, and
several randomized prospective studies have documented
the efficacy of one or another of these slings to other slings
which have been available for a longer period of time. What
is lacking are the long-term data verifying the success of
these slings in the context of patient satisfaction, morbidity
and recovery.
Material and Methods:
From June 2006 to January 2009, 154 women were treated
for pelvic floor disease (Genuine Stress urinary inconti-
nence [SUI], with or without associated prolapse). Of the
154 women, 76 were treated with the TVT-0, and 78 were
treated with the Contasure Needleless. We evaluated the
age, weight, ethnicity and the presence or absence of a
concomitant procedure. A symptom questionnaire, physical
examination and urodynamic studies were performed pre-
operatively on all patients. Objective outcomes were
assessed by clinical examination and with a urodynamic
evaluation 6 months postoperatively. Annual physical
examinations were performed thereafter. Subjective out-
comes were assessed by interviewing the patients, as well
as having each patient fill out questionnaires at three,
twelve and 24 months postoperatively. Patients were asked
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to categorize their postoperative pain and urinary symp-
toms, as well as categorizing their level of satisfaction with
the surgery by selecting one of three grades: highly
satisfied, satisfied, or unsatisfied. Success was demonstrated
by the patients being either satisfied or highly satisfied
24 months post-operatively.All procedures were performed
by the same surgeon in the same hospital. Patients with ISD or
recurrent SUI (previous failed incontinence procedure) were
excluded.Patient demographics are illustrated in Table1.
Results:
The results are illustrated in Tables 2 and 3. 70 of the
patients had additional surgery at the time of sling
placement for one or more of the following: Cystocele,
Rectocele, apical detachment or uterine prolapse. There
were no significant differences between the two groups
in regard to additional procedures. There were no major intra-
operative or post-operative complications. There was a
statistically significant difference in the post-operative pain
experienced by the patients, with the Needleless sling being
significantly less painful than the TVT-O (p=0.03). The
follow up time was 24 months. The success rate was: TVT-0
(84%); Contasure Needleless (87.5%).
Conclusion:
The present data suggest that the TVT-O and Needleless
sling have the same surgical outcomes, and overall
patient satisfaction is acceptable for both groups. As
with all slings, patient satisfaction (success) seems to
very gradually decrease over time, however, satisfaction
with the Needleless sling is consistent with all of the
long term data we have for other slings with those data
available. The surgical pain scale shows a significantly
lower incidence of pain with the Needleless group, so
patient morbidity and recovery are favorably affected.
We believe that our data show the Needleless sling is at least
equal to the long term clinical efficacy of the TVT-O. Given
the significant decrease in patient morbidity, along with the
cost savings compared with other slings, the Contasure
Needleless sling remains an excellent first line choice for the
treatment of Genuine Stress Urinary Incontinence.
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THE EFFICACY OF TOLTERODINE
AND TAMSULOSIN COMBINATION THERAPY
IN FEMALE OAB PATIENTS
Y. CHO, K. JOO, H. PARK, C. KWON;
KangBuk Samsung Hosp., Seoul, Korea, Republic of.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
Although, first-line drug in medical treatment of female
OAB is anti-muscarinic agents such as tolterodine, addition
of tamsulosin in empirical base is also used. So, we
compared the efficacy of tolterodine (2 mg) and tamsulosin
(0.2 mg) combination therapy with tolterodine alone.
Background:
Methods:
Between January 2009 and December 2009, a study was
carried out on 80 female patients with newly diagnosed
OAB. Before and after 6 weeks of treatment, all patients
were evaluated with 3 days of voiding diary, uroflowmetry
(UFM) including postvoiding residual urine volume (PVR)
and QOL index in IPSS. The treatment efficacy was
measured with mean number of micturition, nocturia and
urgency, mean voided volume, maximal flow rate (Qmax),
PVR and QOL index. Five patients who stopped medica-
tion due to side effect (two with dry mouth, three with
orthostatic hypotension) were excluded in this study.
Results:
There were no statistical differences in evaluation factors
between monotherapy group (Group I, n=38) and combi-
nation therapy group (Group II, n=37) before treatment.
After 6 weeks of treatment, mean number of micturition
and urgency, mean voided volume, and QOL index were
improved in both groups. But there were no statistical
differences in improved factors after treatment between the
two groups. The Qmax in Group II showed only significant
increase when compared to pretreatment Qmax in Group II
and also compared to Group I (Tabe 1).
Conclusions:
Tamsulosin, the antagonist of α1a and α1d receptor, is
thought to increase storage function of bladder and also
used in female OAB patients as empirical treatment. But,
this study shows no comparative advantages in combination
treatment with tamsulosin when compared to tolterodine
monotherapy except maximal flow rate. Further research
including placebo group and urodynamic study may
provide more accurate result about the efficacy of tamsu-
losin in female OAB patients.
References (optional):

Table 1. The comparison efficacy variables between two groups

Treatment
efficacy
variables

Tolterodine (Group I,
n=38)

Tolterodine+Tamsulosin
(Group II, n=37)

Baseline After
Tx.

p value Baseline After
Tx.

p value

No. of
Micturition/
day

11.2±1.3 7.1±4
(37%)

<0.05 10.9±1.4 6.8±1.3
(38%)

<0.05
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No. of
Nocturial/
day

2.3±1.2 1.1±1.0
(52%)

<0.05 2.4±0.9 1.2±1.1
(50%)

<0.05

No. of
Urgency/
day

4.9±3.2 2.2±1.8
(55%)

<0.05 4.4±2.8 2.0±1.9
(54%)

<0.05

Mean vioded
volume(ml)

137.3±
35.6

151.3±
32.1
(10%)

<0.05 143.6±
45.1

160.3±
26.4
(12%)*

<0.05

Qmax(ml/sec) 17.3±5.7 17.8±
3.5
(3%)

>0.05 18.5±6.4 23.4±3.0
(26%)*

<0.05

PVR(ml) 18.6±7.5 18.9±
6.3
(1%)

>0.05 17.9±9.2 18.5±7.1
(3%)

>0.05

QOL Index 5.1±0.5 3.2±0.7
(37%)

<0.05 4.9±0.4 3.1±0.6
(36%)

<0.05

*p < 0.05 in group II when compared to group I in Qmax
after treatment
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FUNCTIONAL EVALUATION OF PELVIC FLOOR
MUSCLE BY PERINEOMETRY AND USING A 3D
COMPUTATIONAL MODEL
T. H . DA ROZA 1 , M . P. DE ARAUJO 2 ,
T. MASCARENHAS 3, M. PARENTE 1, R. NATAL JORGE 1;
1IDMEC - Pólo FEUP, Porto, Portugal, 2UNIFESP, São
Paulo, Brazil, 3Faculdade de Med. da Univ.e do Porto -
Hosp. São João, Porto, Portugal.
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Objective:
The aim of this study is to evaluate PF displacements
under simulated contractions of female athletes, by 3D
computational model in different sports, and comparing
the results with the values found in the perineometer
and oxford scale. It represents an attempt to better
understand the structure-function of the female PF and
predict the correct contraction in Pelvic Floor Muscles
(PFM).
Background:
Stress urinary incontinence (SUI) is the most prevalent
type of urinary incontinence (UI), with prevalence rates
between 10% and 55% in women between ages 15 and
64 years [1]. UI is traditionally regarded as a problem
affecting older multiparous women and related to
pregnancy. However, a high prevalence has been
observed and measured in nulliparous female athletes
[1].

The SUI is related to specific physiological issues,
such as weakening and displacement of the pelvic floor
(PF). The PFM perform multiple functions being one
of them the containment of intra-abdominal pressure
(IAP) [2]. The PFM consist primarily of the muscles
pubococcygeus (PC), puborectalis (PR) and iliococcy-
geus (IC). A descent may occur if the supporting
tissues are too weak (and/or elastic) and the exertion
too repetitive.
Currently, there is evidence that women who are
physically active raise their IAP more frequently than
sedentary. Therefore, that repeated high impact landing
leads to alterations in PF morphology and function. Two
indirect methods to verify the function of the PFM is
the perineometry and the Oxford scale.
Methods:
The study was conducted with two continent athletes,
(1) Soccer and, (2) Synchronized Swimming and one
diagnosed with UI (3) Trampolinist. The Ethics Com-
mittee of the São João Hospital, Porto, Portugal
approved the study. All athletes performed pelvic organ
prolapse diagnosis and quantification were made based
on the pelvic organ prolapse quantification (POP-Q), in
order to exclude from the sample cases of prolapsed.
Subsequently, by using a digital precision perineometer
(Peritron® 9300, Cardio-Design, Australia) the strength
of PF in a crook lying position by the Oxford muscle
grading scale was evaluated. To build the 3D compu-
tational model MR examinations were performed with
all patients. The mathematical model of the PFM of
each athlete was than created. This model was exported
for the ABAQUS software and active contractions with
100% intensities were simulated [3].
Results:
In table 1 we can see the characterization of the sample,
as well as the results found in the oxford scale, Pop-q
and the values the perineometry at rest and maximal
contraction.

Athletes Age
(years)

BMI
(Kg/cm2)

POP-Q Oxford
scale

Resting
(cmh2o)

Contraction
(cmh2o)

Soccer 24 20,1 0 5 40 99,5

Synchronized
Swimming

20 23,3 0 5 30 62

Trampolinist 19 19,7 I 5 33 104

Table 1. Characterization of athletes.

The displacement of the PF to achieve the maximum
contraction of 100%, can be seen in Figure 1, for all
modalities. On the left of this graph we have the most
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anterior and caudal part of the PF, which is related with the
PR muscle. The central part is more correlated with PC
muscle, and finally, in the right hand side of the graph, the
nearest part of the coccyx, the IC muscle.

Figure 1: Simulated displacements of the PF after contraction
(profile in the sagittal plane)

Note that the athlete with UI has a smaller displacement in
the portion of muscle PR and PC, showing the primary
function of these muscles, which is the closing of the
urogenital hiatus.
Conclusions:
The present work shows a methodology that can be
applied in the PF biomechanics. It is important to note
that awareness of the correct contraction of the PF is
difficult to learn. Therefore it is possible that the
athletes have performed co-contraction of muscles other
than PF.
References
[1] Sports Med 2004.
[2] Clin Biomechan 1993.
[3] Comp Met Mechan And Eng 1998.
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SYSTEMIC LUPUS ERYTHEMATOSUS DISEASE
AND OTHER UNDIFFERENTIATED CONNECTIVE
T I S SUE INFLAMMATORY D I SORDERS
IN WOMEN WITH POST-PARTUM PELVIC
DYSFUNCTIONS
A. LONDERO1, A. GASPARRETTO 1, S. SALVADOR 2,
S. BERTOZZI 3, V. D'AIETTI 1, M. PETROVEC 1, L.
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Objective:
To evaluate the effect of Systemic Lupus Erythematosus
Disease (SLED), and other Undifferentiated Connective
Tissue Inflammatory Disorders (UCTID) on post-partum
pelvic dysfunctions.
Methods:
We collected personal, clinical and obstetric data about 22
women affected by SLED and 26 by UCTID, who delivered in
our Clinic between 2004 and 2009, and a random control
cohort of 104 healthywomen. Thenwe asked them about pelvi-
perineal symptoms, persistent after the 6th month post-partum.
Results:
Mean maternal age at delivery results 32.62 years (±4.24)
in women affected by SLED and UCTID and 33.35 years
(±5.36) in controls. In the control group, the prevalence of
SUI is 24% and of UUI 13%, in UCTID they are
respectively 23% and 19% (p n.s.). Also the prevalence of
dyspareunia and chronic pelvic pain are not significantly
different among the three groups. Women affected by
SLED and UCTID present a lower quality of life score
based on the Euro-Quol 5D (p<0.05). A significantly
higher Mc Gill pain questionnaire score about chronic
pelvic pain is evidenced in SLED and UCTID. The Kings
Health Questionnaire score of controls affected by urinary
incontence is slightly lower than that of affected women
among cases (p0.072).
Conclusions:
SLED and UCTID seem not to be significantly correlated
with post-partum pelvic dysfunctions, but women with
worse perineal symptoms and quality of life are included in
these two groups.
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EARLY RESULTS OF CONTASURE NEEDLELESS®
SYSTEM - A MINIMAL INVASIVE SINGLE VAGI-
NAL INCISION TECHNIQUE IN THE TREATMENT
OF FEMALE STRESS INCONTINENCE
A. KARATEKE, C. CAM, N. TUG, S. B. INCE, M. R.
ASOGLU, S. SELCUK;
Zeynep Kamil Hosp., Istanbul, Turkey.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To evaluate prospectively the 1 year results of Contasure
Needleless System in the treatment of female stress incontinence.
Background:
Emergence of minimally invasive techniques, like tension-
free vaginal tape and transobturator tape procedures for the
surgical management of female stress urinary incontinence,
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considerably decreased per-operative complication rates while
providing comperable operative success with the older ones.
However, the demand and research for lesser invasive
techniques continues because even with these minimally
invasive techniques, surgical complications still arise.
Methods:
50 patients with urodynamic stress incontinence were
included. Pre- and postoperative urodynamics and validated
questionaires were the outcome measures.
Results:
Mean follow-up period 433.5±35.4 (370–410) days. No
intraoperative complication was recorded. The scores of
IIQ-7, P-QOL, PISQ-12 and irritative and stress subgroups
of UDI-6 improved significantly. The objective cure rate of
the technique was found as 80%, but based on quality of
life scores, remaining 16% of the patients were found as
improved and 4% as failed. Mesh exposure was observed in
3 (6%) patients which responded well to primary repair. No
de novo detrussor overactivity, urethral obstruction or groin
pain was observed.
Conclusions:
Contasure Needleless® System seems to be a safe and
effective minimally invasive procedure for female stress
incontinence.
References (optional):
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PERINEAL TRAUMA IN PRIMIPAROUS.
EPISIOTOMY OR A SECOND DEGREE PERINEAL
TEAR?
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Objectives:
Estimate the incidence and the type of perineal trauma in a
cohort of primiparous women.
Background:
Perineal trauma during childbirth is associated to morbidity
in the short and in the long term. Most vaginal births in
primiparas are accompanied by trauma to the genital tract
from spontaneous lacerations, episiotomy or both. The
extent of perineal trauma is not well established because
incomplete assessment by clinicians and underreporting of
some types of trauma. Moreover, the majority of studies are
limited to severe perineal trauma with anal sphincter injury.
Methods:
The study population is a cohort of healthy, continent,
nulliparous pregnant women attending public health care
services, identified at the beginning of the gestation and
followed during the pregnancy and in the postpartum. The
obstetric variables were collected in a questionnaire
including mode of delivery, episiotomy and type of perineal
trauma. Data were analyzed using chi-square test,
Student’s t-test or ANOVA for the bivariable analyses.
The independent effect of the variable was assessed by
logistic regression. Odds ratio (OR) and relative risk (RR)
and 95% confidence intervals (95%CI) were estimated.
Results:
Out of 1.128 nulliparous pregnant women included initially
in the cohort, information of interest was obtained in 938
women. 76.8% (n=720) of the pregnant women had a
vaginal delivery (67.9% spontaneous and 31% assisted).
The 93% (95%CI: 91%-95%) of the nulliparous pregnant
women with vaginal delivery presents some degree of
perineal trauma: 521 episiotomies were performed, with a
rate of 72.8% (95%CI; 69.4%-76.1%), and 194 spontane-
ous perineal lacerations were identified with a rate of 31%
(95%CI; 27.3%-34.7%). Episiotomy and perineal laceration
were observed in 7.8% of women and the perineum was
intact in the 6.9% of them. The most common spontaneous
perineal trauma was a first-degree perineal tear (61%).

Comparison of pre- and post-operative IIQ-7, UDI-6, PQoL and
PISQ-12 values

mean±sd Pre-op Post-op p

IIQ-7 11.35±6.46 3.09±4.57 <0.001*

UDI-6 irritative 5.09±1.58 1.79±1.81 <0.001*

stress 5.09±1.43 1.49±2.03 <0.001*

obstructive 0.60±1.33 2.72±2.12 <0.001*

PQoL 46.82±22.15 17.88±10.56 <0.001*

PISQ-12 27.12±6.62 30.86±5.65 =0.007*
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In the 32.8% of cases a second-degree perineal tear was
diagnosed and 2.6% of cases of perineal tear presented with
a sphincter laceration. In the bivariable analysis, episiotomy
was the only variable significantly associated to a second
degree perineal laceration (RR=5.56; 95%CI: 3.35–9.30;
p<0.0001). In the multivariable analysis, again, women
with episiotomy in their first vaginal delivery have a
minimal risk of suffering a second degree perineal tear
(OR=0.029; 95%CI: 0.012–0.074; p<0.001); conversely,
the risk for this type of perineal trauma associated with the
absence of episiotomy is very high (OR=34.48; 95%CI:
13.51–83.33; p<0.001).
Conclusions:
Most (93%) of the primiparous with vaginal delivery
presents some degree of perineal trauma. Women with a
first vaginal delivery without episiotomy presented a
significant higher risk of second degree perineal tear than
women with vaginal delivery with episiotomy.
References:
1. Birth 2006 Jun;33(2):94–100.
2. Obstet Gynecol 2010 Mar;115(3):618–28.
3. Best Pract Res Clin Obstet Gynaecol 2005;19(6):913–24.
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Objective:
The aim of the present study was to evaluate pelvic floor
muscle (PFM) strength and urinary incontinence (UI) of

women with and without polycystic ovary syndrome
(PCOS).
Background:
PCOS is the most common endocrine disorder in
women of reproductive age. It is characterized by
hyperandrogenism, and menstrual irregularities, and is
probably the most common cause of hirsutism and
infertility. Androgens and anabolic steroids have been
used to increase muscle mass and strength. Given the
high prevalence of hyperandrogenism in pcos, it is
plausible that women with pcos may have increased
muscle mass and function of the pelvic floor muscles
(PFM) compared with controls.
Methods:
The study included 79 non- obese (BMI between 18.5–
29.9 kg/m2) nulliparous women, not taking any hormonal
medication that could influence the pfm, and with no
previous pelvic surgery. They were divided into two
groups: 1) PCOS - women diagnosed with PCOS
(n=36), 2) control (with regular menstrual cycles)
(n=43). The PFM were assessed by digital examination
using the modified oxford grading scale and perineometry
by a physiotherapist blinded to group belonging. The
women were questioned about ui by a physiotherapy
student using the international consultation on inconti-
nence questionnaire - short form (ICIQ-UI SF). The
sample size calculation was based on perineometry data
from a pilot sample using the anova model with a
significance level of 5% and power of 95%. The sample
size was 33 women per group.
Results:
There was no statistical significant difference in pfm
strength between PCOS and the control group neither
measured by the perineometer 52.7 CMH2O and 49.9
CMH2O, respectively, estimated difference of 2.71
CMH2O (95%CI:-6.21–11.62) (p=0.55), nor with the
modified oxford grading scale (p=0.56). The reports of
leakage were higher in controls (p=0.006), but there was
no difference regarding the severity of UI among the
groups.
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Conclusion:
There was no difference in PFM strength in women with
PCOS compared to controls. The control group had higher
frequency of UI.
References (optional):
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REPEATABILITY OF POST-VOID RESIDUAL
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Objective:
To assess the repeatability of post-void residual urine
(PVR)≥100 ml in women.
Background:
PVR is the volume of urine remaining in the bladder on
completion of micturition. Increased PVR can lead to
further investigation or treatment, or even abandonment of
planned incontinence surgery. Furthermore, PVR is used as
an outcome measure of surgery, to evaluate changes in
bladder emptying function. However, the repeatability of
abnormal PVR in women remains to be established.
Methods:
Out of 396 women with urogynaecologic complaints
visiting our outpatient clinic, 297 had their PVR measured
after a spontaneous micturition in full privacy. Women with
PVR≥100 ml were enrolled and offered a second PVR
measurement after a subsequent spontaneous micturition.
Those with repeatedly increased PVR were offered a third
measurement. A Verathon Bladder Scanner BV 9400 was
used to measure PVR immediately after micturition.
Results:
In 39 patients PVR was ≥100 ml at the first measurement.
In 10 and in 5 patients it was ≥100 ml at the second and the
third measurement, respectively. This is shown in Figure 1.

Conclusions:
One PVR measurement ≥100 ml is invalid and needs
repetition to confirm consistency.
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OUR EXPERIENCE WITH SEVEN HUNDRED
TAPES OF THREE DIFFERENT GENERATIONS
UNDER THE URETHRA: COMPARING RESULTS
AND COMPLICATIONS.
V. SOLA, J. PARDO, P. RICCI;
Clinica Las Condes, Santiago, Chile.
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Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The purpose of this study was to analyze our experience
with three generations of sub-mid urethral tapes in the
urinary incontinence surgical treatment.
Background:
During the last years different types of sub-mid urethral tapes
has been presents in order to correct the stress urinary
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incontinence. There are three different generations of tapes not
free of complications. Only the analysis of the experience with
these tapes and the communications of the results will enable
us to meet and share the real differences between these.
Methods:
Retrospective study with 711 women admitted in the
Urogynecology and Vaginal Surgery Unit, Clínica Las
Condes, Santiago, Chile. The results and complications
were revised between September and January 2011. The
first generation of tapes was represented by classical
retropubic TVT. The second generation was represented
by obturator techniques: TVT-O and TOT. The third
generation was represented by mini-sling: TVT-Secur and
MiniArc. The TVT-Secur was applied only in the “U”
position. The complications were classified in: intraoperative,
immediate postoperative (until 7 days after surgery) and late
postoperative (after 7 days). Cure was considered to the
absence of urinary incontinence. Partial cure or improvement
was considered to the presence of incontinence episodes less
than one every 2 weeks. Failure was considered to the
presence of incontinence episodes more than once in a week.
Results:
a) Complications registered in the three generations of sub-
mid urethral tapes:
TVT group: total of complications 5.7% (8/140). Intra-
operative time: 2.9% (4/140)bladder perforation. Immediate
postoperative time 0.7% (1/140) urethral obstruction. Late
postoperative time 2.1% (3/140) urgency de novo.
TVT-O group: total complications 4.8% (14/294). Intra-
operative time 0.3% (1/294)bladder perforation. Inmediate
postoperative time 3.1% (9/294) urethral obstruction. Late
postoperative time 1.4% (4/294) urgency de novo.
TOT group: total complications 11.4% (4/35). Intraoper-
ative time 2.9% (1/35) bladder perforation. Immediate
postoperative time 5.7% (2/35) presented urethral obstruc-
tion. Late postoperative time 2.9% (1/35) urgency de novo.
TVT-Secur group: total complications 5.3% (9/170). Intra-
operative time 0.6% (1/170)bladder perforation. Immediate
postoperative time 4.7% (8/170) urethral obstruction and
0.6% (1/170) retropubic haematomae. Late postoperative
time 2.4% (4/170) urgency de novo.
MiniArc group: total complications 4.2% (3/72). During
Intraoperative time not presented complications. Immediate
postoperative time 1.4% (1/72) presented urethral obstruc-
tion. Late postoperative time 2.8% (2/72) urgency de novo.
b) Cure, improvement or failure in the three generations of
sub-mid urethral tapes:
TVT group in a follow-up with a media of 60 months (3–
112 months): cure 91.4% (128/140); improvement or partial
cure 5.0% (7/140); failure 3.6% (5/140).
TVT-O group in a follow-up with a media of 43 months (4–
80 months): cure 92.5% (272/294); improvement or partial
cure 4.8% (14/294); failure 2.7% (8/294).

TOT group in a follow-up with a media of 34 months (18–
54 months): cure 91.4% (32/35); improvement or partial
cure 2.9% (1/35); failure 5.7% (2/35).
TVT-Secur group in a follow-up with a media of 30 months
(3–49 months): cure 87.6% (149/170); improvement or
partial cure 6.5% (11/170); failure 5.9% (10/170).
MiniArc group in a follow-up with a media of 24 month
(3–32 months): cure 88.8% (64/72); improvement or partial
cure 6.9% (5/72); failure 4.3% (3/72).
Conclusions:
The three generations of sub-mid urethral tapes are not free of
complications, although few. The three generations are effec-
tiveness in the surgical treatment of urinary incontinence. Only
the analysis and comparison of patients with different types of
tapes allow us to compare the results and complications.
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LABHARDT’S COLPOPERINEOCLEISIS
IMPROVES QUALITY OF LIFE, PELVIC ORGAN
PROLAPSE SYMPTOMS AND URINARY
SYMPTOMS IN PATIENTS WITH SEVERE
GENITAL PROLAPSE
H.F. BRAUN1, C. RONDINI 1, J. ALVAREZ 2, S. AROS 3;
1Departamento de Ginecología, Unidad de gestión clínica
de la mujer y el recién nacido, Hosp. Padre Hurtado,
Facultad de Med. Clínica Alemana - Univ. del Desarrollo /
Clinica Santa Maria, Santiago, Chile, 2Departamento de
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Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external funding
Work Supported by Industry: No

Objetive:
To evaluate the Labhardt’s Colpoperineocleisis impact of
this procedure upon Quality of life, POP symptomatology
and urinary simptomatology.
Background:
There are multiple factors to be considered in the treatment
of severe genital prolapse in order to offer each patient the
best alternative. Labhardt’s Colpoperineocleisis is a simple ,
safe and effective technique, which makes it a very
attractive option in severe genital prolapse and acoital
patients and /or with high operation risk. Nevertheless,
there is not enough information available about the impact and
of this procedure on Quality of life and pelvic organ prolapse
(POP) symptomatology and urinary Symptomatology.
Methods:
From January 2008 to January 2010, 29 patients with
≥POP-Q grade 3 prolapse were operated by means of
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Labhardt’s Colpoperineocleisis as we describe and show in
video with data presentation in IUGA meeting 20091.
Presence of SUI or paradoxical SUI were evaluated prior to
surgery by Office Cystometry. No correction of urinary
incontinence was performed on any of the patients even
though they presented SUI prior to surgery. The follow up
included controls on months 1,3,6,12 and 24 after surgery.
Subjective success was assessed by means of PFDI-20 in its
validated Spanish form to evaluate Symptoms and P-QOL
questionnaire to evaluate quality of life impact. A midwife
applied the questionnaires prior to surgery and in postop-
erative follow up controls. An Urogynecology staff member
in all controls performed physical examination and stress
tests. All patients were asked to sign informed consent.
Results:
The average age of the patients was 74 (57–85). The
average operating time was 41 min (27–75) and hospital
stay 2 days (1–10). The mean follow up was 18 months (1–
36). There were 3 prolapse relapses (10%), 2 that required
reoperation (7%) and 1 was asymptomatic. 50% of patients
presented SUI prior to surgery, and none in the follow up.
There was an important and statistically significant
improvement in preoperative and postoperative PFDI-
20 scores, UDI-6 scores (questions of the PFDI-20 that
ask about urgency, SUI and low urinary obstructive
symptoms) and P-QOL scores in all patients (group
mean values are shown in table 1). In patients without
SUI prior to surgery there was also significant improve-
ment when comparing preoperative and postoperative
UDI-6 scores (41.4 vs 8.2, p=0.0001).

Questionnaire Preoperative Postoperative p=

PFDI-20 149.0±45 20.0±24 0.001

UDI-6 44.1±25 7.5±6 0.0001

P-QOL 537.5±86 10.3±13 0.0001

Conclusion:
Labhardt’s Colpoperineocleisis is a simple , safe and
effective technique to correct severe genital prolapse or
severe genital prolapse with associated SUI with a
significant improvement in Quality of life, POP symptoms
and Urinary symptoms.
References: 1.- Int Urogyn J 2009; 20 Supl 2

327
COMPARISON OF THE TRANSOBTURATOR
ADJUSTABLE TAPE(TOA) AND TRANSOBTURATOR
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Objective:
The aim of this study was to compare the efficacy and
safety of Transobturator adjustable tape versus transobtu-
rator tape (TOT) for treatment of stress urinary incontinence
with intrinsic sphincter deficiency.
Background:
The transobturator adjustable tape (TOA) allows adjustment
of tension after surgical intervention thus permitting
correction of postoperative incontinence or obstruction.
Methods:
We performed the TOA (n=33) and TOT (n=47) by one
experienced surgeon. The patients were considered to have
ISD on the basis of a valsalva leak point pressure (VLPP)
<60 cmH2O or a maximum urethral closure pressure(MUCP)
<20 cmH2O. The preoperative evaluation included history
taking, physical examination, voiding diary, stress and 1-hour
pad tests, and a comprehensive urodynamic examination.
Postoperative evaluation included a stress test, 1-hour pad
test, questionnaire and uroflowmetry with post-void residuals.
Results:
After 6 months of follow-up, the rate of cure (TOA=90.9%
vs TOT=87.2%) was similar between the two groups. The
rate of satisfaction was not significantly higher in the TOA
group compared with the TOT group (84.8% vs 78.7%, p=
0.05). 3 patients in the TOA group (9.1%) were necessary
to reduce tension due to urinary obstruction (flow <10 ml/s
and/or residue). The tension of the mesh was tightened in 2
patients (6.1%) due to continue with a certain degree of
incontinence. The residual urine volume of postoperative
7 days was significantly lower in the TOA group compared
with the TOT group (p=0.012).
Conclusions:
The TOA allows postoperative readjustment of the suburethral
sling pressure for a number of days after surgical intervention,
which allows the achievement of good short-term results. These
data suggest that better subjective results and residual urine
volume than those achieved with the traditional non-adjustable
mesh can be obtained. Our results demonstrate that the TOA
procedure is suitable for women with SUI with ISD.
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URINARY STRESS INCONTINENCE: PREDICTIVE
FACTORS FOR SUCCESSFULL SURGICAL
TREATMENT
C. DI CESARE, L. QUAGLIOZZI, L. DONATI, F.
IANNIELLO, M. BRACAGLIA, A. LABIANCA, F.
BASILE, M. VIGGIANO, B. CARDUCCI, A. CARUSO,
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Catholic Univ. of Sacred Heart, Rome, Italy.
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Background:
Although female urinary incontinence is a frequent condi-
tion, diagnostic criteria and specific surgical treatment are
not clearly defined in the current literature. Furthermore
there are no valid studies demonstrating the effectiveness of
different surgical treatments in terms of improving of
quality of life.
Objective:
The aim of the present study was to identify anamnestic,
clinical, anthropometric and urodynamic factors to deter-
minate the most appropriate surgical treatment for each
patient and to investigate the efficacy of two surgical
techniques, transobturator tape (TOT) and adjustable
continence therapy (AUC), in terms of quality of life and
improvement of urinary symptoms.
Methods:
Approximately 1600 women were seen in our outpatient
care center of urogynecology for urodynamic examination.
Of these, we selected 62 patients (mean age 58.6±8.3) with
urodynamic preoperative diagnosis of stress urinary incon-
tinence, treated with TOT or ACT. The patients were
considered to have intrinsic sphincter deficiency (ISD) on
the basis of a Valsalva Leak Point Pressure (VLPP)≤60
cmh20 and/or a Maximum Urethral Closure Pressure
(MUCP)≤40 cm h20. The other patients were considered
to have genuine stress urinary incontinence (SUI). Q-tip test
was used to diagnose urethral hypermobility.
Mean follow-up was 33.7±17.6 months. Patient satisfaction
after surgery was evaluated with a quality of life (QoL)
questionnaire (CONTLIFE); a lower score indicates better
QoL. Two types of univariate statistical analysis were
performed:
1. TOT in patients with SUI versus TOT in patients with
ISD and urethral hypermobility
2. TOT in patients with ISD and urethral hypermobility
versus ACT in patients with ISD and fixed urethra
Results:
In the first part of the study, preoperative urodynamic
investigations showed that the ISD group contained
significantly more patients with a positive cough stress test
in the supine position than the SUI group (100% vs 60%).
Patients with ISD had a positive cough stress test at a mean
volume of bladder filling lower than patients with SUI
(191.7 cm3 vs 334.5 cm3). After surgery, both groups
showed a great improvement of QoL, without statistically
significant differences. The second part of the analysis
showed that the age of women in the group with ISD and
fixed urethra was significantly higher than the age of the
group with urethral hypermobility (mean age: 68.6±5.7

versus 60.0±5.2 years, p<0.001). Furthermore, patients
who underwent TOT had an improvement in QoL and a
reduction of urinary symptoms (41.8 score at qol question-
naire and 16.5% persistence of stress incontinence), higher
than patients who underwent ACT (51 score at qol
questionnaire and 85% persistence of stress incontinence).
Conclusions:
Our results showed that both groups who underwent TOT
(SUI and ISD with urethral hypermobility) obtained a high
rate of success. Therefore, although the group with ISD had
more severe incontinence, surgery had the same success in
both groups. The group with ISD and fixed urethra who
underwent ACT had a lower rate of success than the group
who underwent TOT. It seems that these patients do not
have any benefit from this surgical procedure. Moreover,
our results showed that patients with ISD and fixed urethra
were older than the other patients and some of them had a
previous surgery for incontinence that failed. Therefore
surgical failure in patients with fixed urethra could be
justified by additional factors, such as vaginal atrophy (in
particular the reduction of elastic fibers), menopause and
healing, ischemia and denervation related to previous
surgery. Our study demonstrated that in order to achieve a
successful surgical treatment, it is essential that a urody-
namic and clinical appropriate diagnosis of the type of
incontinence is made. TOT is a surgical treatment appro-
priate and effective for patients with SUI and ISD with
urethral hypermobility. Conversely, patients with ISD and
fixed urethra appeared to be unresponsive to the surgery.
References (optional):
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Objective:
To evaluate vaginal wall elasticity in women with and
without pelvic organ prolapse (POP) and examine the effect
of ovarian hormones on vaginal wall elasticity.
Background:
The vagina gains its structural support from the surrounding
tissues with attachments to the pelvic sidewalls and
muscles, as well as from its intrinsic tissue characteristics.
The passive material properties of biomaterials, including
human tissues, are determined by elasticity, viscosity, and
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plasticity. These properties are modulated by ovarian
hormones resulting in the unique response of biological
tissues when a load is applied. There is great interest in
using synthetic materials to reconstruct a prolapsed
vagina. However, it is impossible to design synthetic
materials to replace damaged tissues without a precise
understanding of the intrinsic tissue properties. Uniaxial
cyclic loading of these tissues is commonly used to
characterize the elastic, viscous, and plastic properties in
vaginal tissues (1). This procedure is limited in that it
only provides one-dimensional force-displacement char-
acteristics and large tissue sample sizes are necessary to
reliably clamp the sample to obtain a homogeneous stress
state. We examine Young’s modulus of vaginal tissues
from age-matched cases and controls to determine tissue
elasticity differences associated with POP. To bypass the
need for large tissue samples and eliminate errors
associated with clamping, we use Scanning Haptic
Microscopy. This novel methodology relies on detection
of resonance shifts through physical contact with the
tissue to determine Young’s modulus. We also evaluate
pre- and postmenopausal cases to examine the effect of
ovarian hormones on vaginal tissue elasticity.
Methods:
Age-matched women with and without POP scheduled to
undergo benign gynecologic surgery are recruited. Controls
include women with no more than stage 1 POP, while cases
include women with cystocele and rectocele beyond the
hymen (≥stage 2). We harvest approximately 1 cm2, full-
thickness (excised down to the loose areolar tissue) vaginal
wall biopsies from the anterior and posterior wall at point
Ba and Bp locations (POP-Q). The Scanning Haptic
Microscope and its detection principle have been described
in detail (2). The tactile sensor tip in this device detects a
resonance shift through physical contact with the tissue.
This shift is highly correlated with the Young’s modulus of
the tissue. The surface epithelial layer from the vaginal wall
is removed after harvest and the sample is placed
immediately in a chamber to keep the sample humidified
and at body temperature. Both anterior and posterior
vaginal walls from each patient are mapped. T-test is used
for comparisons between groups.
Results:
The Young’s modulus in both the anterior and posterior
vaginal walls of the cases (n=5) were significantly higher
(p=.044, p=0.005) than those from the controls (n=6),
indicating that stiffer tissues are associated with POP. There
were no significant differences in elasticity between
anterior and posterior vaginal walls from cases with POP
(n=13). To assess the effect of hormones on vaginal tissue
elasticity, we compared pre-menopausal (n=5) and post-
menopausal (absent-hormone, n=13) cases. Although there
was a trend toward lower Young’s modulus (more elastic)

in the anterior and posterior walls of the premenopausal
group, there were no statistically significant differences
between the pre- and menopausal group. These observa-
tions were consistent for both anterior and posterior vaginal
wall.
Conclusions:
Young’s modulus of vaginal tissues is higher (stiffer
tissues) in women with POP compared to controls. This
decrease in elasticity is consistent in both the anterior and
posterior vaginal walls. The effect of hormone on tissue
elasticity did not appear to be significant. These observa-
tions are limited by small sample size and therefore need to
be confirmed by larger studies.
References:
1. Am J Obstet Gynecol 2010;202:485.e1–9
2. IEEE Engineering in medicine and biology society
conference proceedings, 2007;2007:5803–6
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Objective:
Verify the function of pelvic floor muscles in the third
trimester of pregnancy through the extensibility and muscle
strength.
Background:
Function of the pelvic floor muscles (PFM) in pregnant
women has always been evaluated to verify the patient’s
ability to contract perineal muscles and to identify possible
dysfunctions, using reproductive methods with proven
validity such as vaginal palpation by Oxford Scale and
Surface Electromyography (sEMG) (1). Currently using the
Epi-no®, the perineal extensibility has also been measured
in this population. This is possible, due to the character-
istics of the equipment that has a silicone balloon that
when positioned and inflated in the vaginal canal that
stretches the PFM in a homogenous way, and after
analyzing the maximum perimeter in cm, we can predict
about the perineal integrity during childbirth (2). It is
known that skeletal muscle may have a tension gradually
decreased when stretched beyond its resting length
because of the distance between the actin and myosin
filaments (3). As we do not know how the PFM behave
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under an acute stretching, the aim of this study was to
investigate the role of PFM during pregnancy analyzing
the possible correlation between electrical activity
(sEMG), vaginal palpation (Oxford) and extensibility
perineal (Epi-no®).
Methods:
Observational and cross-sectional study with sample of 28
healthy pregnant women with no cervical dilation, with a
gestational age between 35th to 40th week of pregnancy.
We excluded patients with genital bleeding of any origin,
multiple pregnancy, lower urinary tract infection at the time
of examination or absence of perineal contraction. For
electromyographic evaluating, we used the equipment
EMG System of Brazil® model 810 C with eight-channels.
The patient was positioned on her back, with flexed knee
and hip. The vaginal probe with two opposing metal parts
(Chatanooga Group®), responsible for obtaining the myo-
electrical signal, was introduced in the middle third of the
vaginal canal with KY lubricating gel (Johnson's &
Johnson's). The subjects were instructed to stay at rest to
capture the basal activity, and then held three maximal
voluntary contractions (MVC) with 10 s of rest between
contractions and three contractions endurance at maximum
time achieved by the pregnant woman in 10 s (30 s rest)
and resting for 60 s in each series. The best endurance and
maximal voluntary contractions (MVC) were selected for
data analysis. Then the researcher, through vaginal palpa-
tion, verified the strength of pelvic floor muscles by the
Oxford Scale, grading the muscle contractility form 0 a 5.
After that, the Epi-no® was introduced in the vaginal canal,
which being inflated to the maximum extent of discomfort
reported by the patient, was slowly withdrawn while
keeping the balloon inflated and measured with a tape
measure the largest part of the perimeter. For the correlation
between the values observed in the circumference measure-
ment of perineal extensibility with Epi-no®, with those
found in the sEMG and the Oxford Scale in which
Pearson’s correlation coefficient was used with significance
level of 5% (0.05).
Results:
From the 28 patients included in this study, 11 were
primiparous and 17 were multiparous. The average mater-
nal age was 28.9 (±6.3) and gestational age was 36.5
(±1.3). During the evaluation, we observed the average
muscle strength of 2.4 (±0.6), baseline electrical activity of
22.0 μV (±11.1), MVC 81,1 μV (±48.4) and endurance
contraction of 78.1 μV (±49.0), and average perimeter at
19,2 cm (±27) using Epi-no®. From the three methods of
evaluation, there was a positive correlation between vaginal
palpation and electrical activity during maximal voluntary
contraction (r=+364 p=0.05) and sustained contraction (r=
+0.535, p=0.003). In a different way, the extensibility was
not associated with vaginal palpation (r=+0.009 p=0.965)

and with electrical activity (baseline r=+0.067 p=0.737;
MVC r=−0.127 p=0.521; endurance contraction r=−0.066
p=0.740).
Conclusion:
We can conclude that the greater the muscle strength of the
pelvic floor, the higher the electrical activity is, both during
endurance and maximal voluntary contraction. Perineal
extensibility does not seem to be affected by muscle
strength or vice versa.
References:
(1) BO K.; SHERBURN M. Evaluation of female pelvic-
floor muscle function and strength. Physical Therapy 2005,
85(3): 269–82.
(2) ZANETTI MRD, e col. Presented in: Joint Annual
Meeting of the International Continence Society (ICS) and
International Urogynecological Association (IUGA).Pelvic
floor extensibility in parturients: a quantitative evaluation.
2010.
(3) SHRIER I. Does stretching improve performance? A
systematic and critical review. Clin J Sport Med. 2004, 14
(5): 267–273
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Objectives:
To assess the effectiveness, perioperative safety and
invasiveness of the Tissue Fixation System (TFS) sling
operation when used for repair of uterovaginal prolapse.
Methods:
Operations using the TFS anchor system were performed
on 66 women aged between 42–85 years (average 68.3) for
grade 3 or 4 uterine prolapse with or without urinary
incontinence. Details of the procedures were as follows:
midurethral sling (n=1), posterior sling of the uterosacral
ligaments (n=63), U-sling for lateral/central anterior vagi-
nal wall defects (n=57). perineal body sling for the defect
of the perineal body and rectovaginal fascia((n=37) and
cardinal sling for cervical ring/cardinal ligament repair(n=
58). In this operation, the TFS applicatorÂ® (TFS Manu-
facturing, Adelaide Australia) was used. This instrument
has two polypropylene plastic anchors attached to an
adjustable non-stretch monofilament polypropylene mesh
tape. The TFS sling operation was originally performed as
reported by Petros & Richardson.ï1/4‘)
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Results:
All patients were followed up for 12 months. The meansÂ±
SDs of the operating time and loss of blood were 95.6(Â±
46.1) minutes and 76.2(Â±79.5) ml, respectively. Twenty
one patients (32%) were discharged on the same day of
surgery and thirty none patients (59%) on the following
day. Sixty five patients returned to normal activities within
6 days. There were no intra- or postoperative complica-
tions. At 12-month follow-up, cure rates of symptoms due
to pelvic laxity were: SUI 94.7%(n=38) , urinary frequency
87.1% (n=39), nocturia 66.6% (n=30), urgency 94.4% (n=
36) and dragging pain 100% (n=11). There was five
recurrent uterovaginal prolapse (success rate:92.4%) and
one de novo urge urinary incontinence.
Conclusion:
The TFS procedure delivers satisfactory results for ad-
vanced uterine prolapse repair. 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.
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Background:
UI may seriously influence the physical, psychological and
social wellbeing of affected individuals. The impact on the
families and carers of women with UI may be profound,
and the resource implications for the health service
considerable1. The conservative estimate of the cost for
the average Primary Care Trust (population 102, 700) is
£737, 000 per year2. Conservative management is recom-
mended as a first line treatment for stress and mixed urinary
incontinence in women1. Compliance is often difficult and
Non attendance rates can be high.Patients require motiva-
tion and support in order to persevere with conservative
management. The Pennine Acute Trust is one of the largest
Acute NHS trusts in the north-west of England.It is spread
across four sites and serves a population of about 800,000.
It has recently developed its Urogynaecology services and
is looking to audit its practice against NICE guidance in
order to standardise care across the trust.
Objectives:
• To identify source of referral at each site
• To identify if patients attended physiotherapy and compet-
ed the recommended duration of treatment as per NICE

• To assess outcome of physiotherapy and whether patients
needed referral for further assessment
Methods:
• Retrospective case note review of patients seen by
physiotherapists at each site
• Patient selected from time period between August-
October 2009 physiotherapists from each site from their
own documentation and computer system
• A proforma was designed to collect the relevant data
• Physiotherapists completed first part of proforma from
their documentation
• Doctors completed second part of proforma from
patients case notes and ALS system (patient discharge
letter system)
• 71 patient case notes collectively from all four sites of the
Pennine acute trust were reviewed
• Results were collated onto a spreadsheet and sent to audit
department to analyse
Results:
64 (90%) of the 71 patients referred, attended for physio-
therapy. Further analysis is for the 64 patients who attended.
- Mainstream of physiotherapy included life style modifi-
cation, pelvic floor re-education and bladder training.
- 65.6% of the patients initially reported daily episodes of
UI. Only 17% reported daily episodes post physiotherapy,
however as 57.8% of patients had no outcome documented
in notes it is difficult to interpret.
- 56.25% of the patients completed physiotherapy.
- 50% of the patients stated improvement at discharge and
46.8% were happy to continue with physiotherapy
- 47.6% of the patients with initial daily episodes of UI
required further intervention as compared to 9% with less
severe UI. Overall 34% required intervention mainly in
form of antimuscarinics or Vaginal sling surgery either
alone or in combination. Other less common interventions
were femsoft urethral plugs, referral to continence advisors
or a tertiary centre.
Conclusions:
Physiotherapy is a beneficial non invasive modality of
treatment for patients with UI, though more patients with
severe UI may require further interventions.
It should therefore be offered as a first line of treatment as
recommended by NICE guidelines for management of UI.
High quality physiotherapy services are crucial to providing
appropriate interventions and improving patient compliance
and attendance rates.
References (optional):
1. NICE (2006) Urinary incontinence: the management of
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Objective:
To analyze of changes in overactive bladder (OAB)
symptoms and quality of life after anti-incontinence surgery
in patients concomitant with stress urinary incontinence
(SUI) and OAB symptoms, such as urgency, frequency,
nocturia, and urge incontinence. We assess the effect with
validated questionnaires.
Background:
Many patients who present with SUI also have concomitant
OAB syndrome. OAB can affect quality of life and
activities of daily living. It is unclear that the effect of
anti-incontinence surgery on OAB symptoms and related
quality of life.
Methods:
Between February 2008 and January 2010, 161 patients
with clinical and urodynamic diagnoses of female stress
urinary incontinence (UI) and OAB symptoms underwent
TVT-O (n=51) or TVT-S (n=49) or TOA (n=61) proce-
dure. Preoperative and postoperative evaluations included
physical examination, Incontinence-Quality of Life (I-
QOL) and Overactive Bladder-questionnaire (OAB-q).
Results:
One-year follow-up was available on 126 of the initial 161
patients who were able to document with validated ques-
tionnaires. The overall success rate for stress urinary
incontinence was 91.3%. The OAB symptoms were persis-
tent in 39 (30.9%), and others were improved at least. Mean
total I-QOL scores increased 41.8 scores and OAB symp-
toms severity scores decreased 33.3 scores. There were no
significant differences of improvement between types of
surgery. Most patients reported significant improvements in
quality of life and overactive bladder symptoms.
Conclusions:
The results of this study, which suggest that anti-incontinence
surgery is an efficient surgical treatment for the improve-

ment of the overactive bladder symptoms and related
quality of life as well as stress urinary incontinence
itself.
Key Words:
Urinary incontinence, Quality of life, Overactive bladder
symptoms

Table 1. Baseline patient characteristics

Total
(n=126)

TVT-O
(n=41)

TVT-S
(n=36)

TOA
(n=49)

p-value

Mean age
(range)

56.07
(41–76)

55.52 56.70 57.10 0.612

Mean parity
(range)

2.97 (1–6) 2.87 3.07 2.96 0.471

Mean BMI
(range)
(kg/m2)

25
(19–37)

24.73 25.54 24.91 0.349

Mean Sx
duration
(range)
(years)

6.15
(0.25–28)

7.07 5.09 5.23 0.213

Mean follow
up (range)
(weeks)

5.91
(4–14)

6.00 5.81 6.14 0.742

Presence of
UUI (%)

20 (15.87) 6 5 9 0.935

Sx grade I (%) 67 (53.17) 23 19 25 0.986

II (%) 59 (46.82) 18 17 24 0.986

Presence of
POP (%)

27 (21.42) 7 6 14 0.820

Table 2. Comparison of preoperative and postoperative I-
QoL and OAB-q scores

Subscales Preoperative
scores

Postoperative
scores

p-value

I-QoL Total 35.44 77.31 <0.001

Avoidance and limiting
behaviors

36.80 76.94 <0.001

Psychosocial impacts 39.61 79.89 <0.001

Social embarrassment 25.78 73.28 <0.001

OAB-q Symptom severity 49.05 15.75 <0.001

Coping 50.55 85.50 <0.001

Concern 51.71 87.43 <0.001

Sleep 59.12 83.76 <0.001

Social 69.52 91.76 <0.001

HRQL total 55.71 86.94 <0.001
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Objective:
To determine if habitual obstetrics parameters have a
significant correlation with post-partum pelvic floor
complaints.
Background:
64 primiparae of 30±4 years old, with spontaneous/assisted
vaginal deliveries gave informed consent to be included in
this study. Age of the women, duration of the first and
second phase of labor and birth weight of the baby were
obstetrical parameters considered. 80% of the primiparae
delivered with an epidural analgesia, 20% without any
analgesia. 52% had spontaneous deliveries, 28% had
forceps-assisted deliveries and 20% had vacuum-assisted
deliveries
Methods:
Pelvic floor complaints were assessed using UDI-6, Wexner
and FSFI questionnaires, sended to these mothers 8–
12 months after their deliveries. Statistical methods: a
non-parametric Spearman Rho was used to test for
correlations (IBM Passw Statistics vs 18 (Chicago Illinois)),
considering a degree of significance of alpha=0.05. An
ANOVA one way test was used for comparison of
obstetrical parameters in the groups according to their
mode of delivery
Results:
Obstetrical data : duration of the first phase of labor was
270±115 min and of the second phase of labor 43±25 min
giving birth to baby’s of 3286+ 396 gr. There were no
significant differences in these parameters when compared
in the groups according to the mode of delivery, i.e.
spontaneous, vacuum or forceps delivered. Responses to
the questionnaires were received 14±5 months after the
delivery. None of this primiparae was pregnant again in
the mean time. UDI-6: 19% of the women had greatly
or moderately symptoms of frequent urination, 6.3%
greatly or moderately symptoms of urine leakage related
to the felling of urgency, 14,1% had symptoms of stress
incontinence, 7.8% had symptoms of small amounts of
urine leakage, and 6.2% had symptoms of difficulties
for emptying her bladder. Wexner score : 5% had daily
or more symptoms of gas incontinence, 1.6% had
symptoms of liquid stools incontinence frequent in a
week and 1.6% less than in a week, and 7.8% had
symptoms of occasional loss of solid stools (<once
weekly)
FSFI: 14% of the women described orgasm totally
disappeared or missing almost always, 15% described
impossibilities or great difficulties for reaching orgasm
and 14% of them described to be very dissatisfied with her

sexual life. Correlations were assessed between obstetrical
parameters and urinary, faecal and sexual complaints. They
were calculated according the mode of delivery, i.e.
spontaneous, forceps or vacuum assisted.
- no significant correlations could be demonstrated in the
group of women with spontaneous delivery
- a significant correlation could be demonstrated between
duration of phase I of labor and stress urinary incontinence
(R:0.562, P: 0.05) and between Phase II of labor and gas
incontinence (R: 0.637, P:0.02) in the group of women with
vacuum-assisted delivery
- a significant correlation could be demonstrated between
duration of phase II of labor and stress urinary incontinence
(R:0.52, P:0.04) escape of urine drops (R.0.525, P:0.04),
and gas incontinence (R:0.50, P:0.05), between baby’s
weight and difficulties of bladder emptying (R:0.55,
P:0.02) in the group of women with forceps-assisted
delivery.
Conclusions:
14 months after spontaneous, or forceps/vacuum assisted
deliveries in primiparae women, pelvic floor complaints
assessed with ICS validated questionnaires are frequent: 6%
to 16% of women are mentioning urinary problems, 5% to
8% of women experience faecal incontinence problems and
14% sexual problems, all of which are considered as
significant by these young mothers.
Significant correlations between obstetrical parameters and
urinary/ faecal pelvic floor problems are found mainly in
forceps-assisted deliveries and less frequently in vacuum-
assisted deliveries. No such significant correlations can be
demonstrated in the group of women with spontaneous
deliveries.
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Introduction:
Sacral neurostimulation (SNS) is now being widely
applied in various LUTS conditions, such as intractable
overactive bladder(OAB), idiopathic urinary retention,
and interstitial cystitis/painful bladder syndrome(IC/
PBS). Initial success rate of SNS is high (60–80%)
enough, but in clinical practice, we experience not
insignificant group of patients complaining lowering
effect as time goes on.
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Objectives:
In this study, we aimed to analyze the longer-term efficacy
and to find the critical parameter to continue optimal
treatment results in patients with SNS.
Mathods:
Subjects were 34 patients who had been performed SNS
with follow up duration more than 24 months. Patents’
data including medical history, presence of postoperative
lower urinary tract symptoms (LUTS), objective satisfac-
tion rate, postoperative additive medications to treat
LUTS, present symptoms, maintenance or changing
frequency of electrical parameters during follow-up
periods and mechanical malfunctions were collected and
analysed retrospectively.
Results:
Mean age of patients was 59.5±16.0(28–87) years old,
consisted of 32 females and 2 males (29 OBAs, 3 IC/PBSs,
and 2 idiopathic retentions). Mean postoperative follow-up
duration was 34.9±9.4(24–55) months. 31 patients were
satisfied with SNS, but 3 did not because of persisting
frequency. 24 patients continued to be medicated with
anticholinergics postoperatively, and 5 of them started two
months after the IPG insertion. After more than 2 years
follow-up, 23 patients were satisfied with the results, but 11
answered to be unsatisfied due to relapse or remaining
LUTS. 11 patients experienced stimulation parameters
changes during follow-up (3 times-1, twice-4, once-6),
and 7 of them satisfied improvement after changing
parameters.
Conclusions:
Immediate postoperative patient’s satisfaction rate is high in
SNS, but it declines in longer term follow up. Continued
close follow up with proper additive management and
optimal parameter selections in each patient are necessary
to have more satisfied long term results.

337
ASSESSMENT OF THE TISSUE ENGINEERED
ADAPT TREATED BOVINE PERICARDIAL PATCH
IN CYSTOCELE REPAIR - A PILOT STUDY
A. O' NEILL, G. M. CARIO, D. M. ROSEN, D. CHOU,
T. AUST;
St George Hosp., Sydney, Australia.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, partial funding
Work Supported by Industry: Yes

Objective:
This pilot study was undertaken to assess the compatibility
of a biologic implant, the bovine pericardial patch (BPP),
which has been tissue engineered with a new anti-
calcification process called ADAPT®, for cystocele repair.

Background:
Recurrent anterior vaginal wall prolapse remains a major
problem in pelvic floor reconstructive surgery. Risk of re-
operation after failed prolapse surgery has been quoted as
high as 29%.(1) In an attempt to improve the outcomes of
prolapse surgery, surgeons have used a variety of biologic
or synthetic materials as grafts. Graft use allows for a
broader base of support and avoids the need to be
dependent on existing weakened fascia and musculature.
The best available level I and II evidence indicates that
anterior vaginal wall prolapse repair with the addition of
any mesh is more effective than anterior repair alone, and
that absorbable (or biologic) implants have much lower
erosion rates than synthetic mesh.(2) Since 2000, reports
with synthetic, non-absorbable meshes have included soft
Type I polypropylene mesh, which is a monofilament mesh
that is macroporous. These Type I meshes have the lowest
reported incidence of infection and erosion of all the
synthetic meshes. However, studies show erosion rates
ranging from 9–11% for vaginally placed polypropylene
mesh.(3) Bioprosthesis use was adopted in attempts to
achieve equivalent success rates with fewer complications.
Bioprosthetic tissues are conventionally crosslinked with
glutaraldehyde to enhance tissue stability, diminish antige-
nicity and to maintain sterility. However, the use of
glutaraldehyde has been questioned because of its
cytotoxicity and apparent role in fibrosis and calcifica-
tion. The detrimental consequences of bioprosthetic
calcification ultimately led to the development of various
anti-mineralisation strategies in order to lessen the
calcification of these bioprostheses after implantation.
During the past 8 years, Celxcel Pty Ltd (a subsidiary of
bioMD Limited, Perth, Western Australia) has conducted
extensive research to develop a new anti-calcification
process for xenogeneic tissue called ADAPT®. Treatment
of glutaraldehyde-preserved animal tissues (heart valves,
aortic wall and pericardium) with the ADAPT® process
showed significant reduction in calcification together with
improved crosslinked levels compared to available com-
mercial products. The use of bovine pericardium in
pelvic floor reconstruction is well reported in the
literature, and our objective was to assess the compati-
bility of the tissue engineered ADAPT® treated bovine
pericardial patch in cystocele repair.
Methods:
This was a prospective observational study of 4 women
with≥Stage II anterior vaginal wall prolapse (point Ba≥−1)
who underwent cystocele repair with BPP reinforcement.
Primary outcomes were device related complication issues
and early and late morbidity associated with the insertion of
the BPP. Secondary outcomes were evaluation of design
features of the BPP, objective assessment of clinical results
by Pelvic Organ Prolapse Quantification (POP-Q) scores,
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and subjective assessment of results by validated question-
naires, the Pelvic Floor Distress Inventory - Short Form 20
(PFDI-20) and the Pelvic Organ Prolapse/Urinary Inconti-
nence Sexual Questionnaire - Short Form 12 (PISQ-12) to
measure impact on quality of life.
Results:
3 patients had confirmed post-operative vaginal infection,
which led to BPP extrusions requiring surgical removal
within 4 months of insertion in all 3 cases. The remaining
patient had a suspected spontaneous complete BPP extru-
sion that did not require further surgery.
Conclusions:
The tissue engineered bovine pericardial patch which is
treated with a new anti-calcification process called ADAPT®,
does not perform well in cystocele repair in the presence of
vaginal infection. Biologic implants in the vagina may require
consideration of a modified peri-operative antibiotic regime
when compared with synthetic mesh repair. Patient selection
with limited variables may be important in the initial
assessment of any novel bioprosthetic device.
References (optional):
1. Olsen AL, Smith VJ, Bergstrom JO, Colling JC, Clark AL
(1997) Epidemiology of surgically managed pelvic organ
prolapse and urinary incontinence. Obstet Gynecol 89:501–506
2. Maher C, Feiner B, Baessler K, Glazener CMA (2010)
Surgical management of pelvic organ prolapse in women.
Cochrane Database of Systematic Reviews 2010, Issue 4. Art.
No.: CD004014. DOI: 10.1002/14651858.CD004014.pub4.
3. Dwyer PL, O’Reilly BA (2004) Transvaginal repair of
anterior and posterior compartment prolapse with Atrium
polypropylene mesh. BJOG 111:831–836
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Objective:
To describe a new pelvic reconstructive surgery more
adaptable to advanced Chinese pelvic organ prolapse,
which uses cheaper vaginal mesh aimed at anterior and
apical reconstruction, and to evaluate the anatomic out-
comes and safety of this reconstructive approach.
Background:
In 2004, Michel Cosson from France introduced the idea of
using mesh to achieve total pelvic reconstruction. Prolift
(Gynecare, Somerville, NJ) is one available system that

includes a precut, non-absorbable, soft, porous, monofilament
woven polypropylene mesh. Prolift includes an anterior,
posterior and joint part, used for total pelvic reconstruction
of anterior, middle and posterior compartments to achieve
comprehensive repair of pelvic floor defects. This procedure
has become popular because of its relative safety, efficacy and
minimally-invasive features, but the medical fee associated
with its use (approximately 16000Yuan orUS$2600) can pose
an insurmountable problem, especially in developing
countries such as China. Since a combination of anterior and
apical prolapse is the common form of pelvic organ prolapse in
Asian women, we designed a cheaper vaginal mesh procedure
aimed at anterior and apical reconstruction, using mesh pieces
constructed from a single, easily available, cheaper mesh.
Methods:
Ninety-nine patients over 60 years old with stage III or IV
prolapse but without stress urinary incontinence (SUI)
underwent the modified pelvic reconstructive surgery and
had been under follow-up for more than 1 year. The objective
and subjective outcomes were measured by POP-Q and
different types of quality-of-life (QOL) questionnaires, respec-
tively. Complications were also obtained by follow-up.
Results:
No severe intraoperative complications were observed. At
1 year postoperatively, POP-Q measurements of Ba, Bp,
and C were significantly improved from baseline (p<
0.001), but 8 patients (8.1%) had recurrence. Significant
improvement was noted in QOL scores(PFDI-20 and PFIQ-
7). The incidence rate of mesh exposure and de novo
incontinence was 2% and 12%, respectively.
Conclusion:
This new pelvic reconstructive surgery with cheaper vaginal
mesh is an economic and efficient method that is more suitable
for Chinese old people with severe pelvic organ prolapse.
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Objective:
To determine the incidence of UTI following Urogynaeco-
logical procedures
Background:
Urinary tract infection (UTI) following surgery is a
commonly occurring complication, particularly with sur-
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gery involving the urinary tract and catheterization. UTI
rates between 1.5- 21% have been quoted in studies
following different urogynaecological procedures 1. There
is no universally agreed definition of UTI and it is often
a clinical diagnosis. Also, different lengths of post-
operative follow-ups are used in studies to determine
UTI rates.
Methods:
This is a prospective audit of 81 patients (aiming to
include100 patients) undergoing urogyaecological proce-
dures of anterior and posterior vaginal repair (with or
without mesh), vaginal hysterectomy, midurethral tape
(TOT), sacrospinous fixation and cystoscopy. At post
operative discharge, patients were given bottles and
pathology forms for midstream urine specimen to be
handed in to the hospital or their General practitioner if
they experience urinary symptoms. WebICE system was
checked 3 months after surgery and patients who had
submitted a MSU sample were considered to be symptom-
atic of UTI. Samples with a pure positive culture of 105
colony forming units/ml(not including mixed growth) and/
or WCC>100 per ul was considered to have had an UTI.
Auditable standard: UTI rate of 14.2%. (Pugsley et al
(2005), which included 226 women undergoing urogynae-
cological surgery 1).
Results:
Of the 81 patients, 32.1% (26/81) returned an MSU sample
within 3 months of surgery. 12.3% (10/81) had WCC>100
and/or growth in urine (not including mixed growth) and
3.7% (3/81) had microbiologically confirmed UTIs. 2/81
showed mixed growth suggestive of contamination. This
gave a UTI rate of 12.3%. If we analysed samples returned
within 1 month after surgery, 19.6% (16/81) returned a
MSU sample, 4.9% (4/81) had WCC>100 and/or growth in
urine and included one positive culture. This reduced the
UTI rate to 4.9%. The 3 positive cultures were- group B
streptococcus (sensitive to amoxicillin and trimethoprim,
but resistant to tetracycline). E.Coli (sensitive to cefalexin,
ciprofloxacin, co-amoxiclav and nitrofurantoin, but resis-
tant to trimethoprim and coliforms (KESC: one of the
following Klebsiella, Enterobacter, Serratia, Citrobacter.
Sensitive to cefalexin, co-amoxiclav, nitrofurantion and
trimethoprim).
Conclusions:
Following urogynaecology surgery, urinary symptoms
suggesting UTI are common (32.1%) but actual rates of
UTI are lower. Our UTI rate of 12.3% was lower than
the auditable standard of 14.2%, despite having a broader
definition of UTI to include a 3 month post-operative
period. If we limit this period to 1 month, 4.9% had
UTIs.
References:
BJOG. June 2005, Vol. 112, pp. 786–790.

340
CLINICAL, FUNCTIONAL AND SOCIODEMO-
GRAPHIC PROFILE OF PATIENTS WITH URI-
NARY INCONTINENCE TREATED AT PUBLIC
SERVICE PHYSIOTHERAPY UROGYNECOLOGIC
A. C. DOS SANTOS, S. M. FEITOSA, D. R. YUASO, G.
R. FRANCO, R. A. CASTRO, M. G. SARTORI, M. J.
GIRÃO;
Federal Univ. of São Paulo, São Paulo, Brazil.

Consent Obtained from Patients: No
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To characterize the sociodemographic, clinical and functional
profile of women with urinary incontinence attended at a
public urogynecological physical therapy service and inves-
tigate possible correlations between the sociodemographic
profile and clinical and functional diagnosis of patients.
Background:
Some factors are associated with the development of
urinary incontinence, especially age, race, parity, hormonal
status, and also the socio-economic status. In addition, there
are a few public services of physiotherapy for incontinent
women in Brazil, consequently, there are a few studies that
describe the profile of women with urinary incontinence
who seek physical therapy assistance.
Methods:
This studywas approved by the Ethics Committee in Research.
Was performed a retrospective cross sectional study by means
of medical and physical therapy evaluation forms from 452
patients, and the following data were collected: age, education
level, race, occupation, type of incontinence, hormonal status,
presence or absence of perineal awareness (through visual
observation of the correct contraction of the pelvic floor
muscles to verbal commands) and the pelvic floor muscle
function (scale PERFECT). Were calculated the percentage
and the average of the data presented. For statistical analyses
were used chi-square test, Fisher exact, Student t test, ANOVA
with Tukey post- test (for three or more groups).
Results:
The mean age of patients was 55,29±12,9 years. The most
frequent type of urinary incontinence is stress urinary
incontinence (44,91%), followed by mixed urinary incon-
tinence (44,03%). 66,81% of the patients were in postmen-
opausal period, and 33,19% in pre-menopausal. Most
patients were white (65,57%), 52,27% were housewives
or retired, and 44,19% had incomplete primary school.
88,51% of patients had perineal awareness. The average
levels found in the PERFECT scale are shown in Table 1.
The average age was statistically significant between
different types of urinary incontinence (p<0.0001), with
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the highest mean age in patients with urge urinary
incontinence. The distribution of types of urinary inconti-
nence was statistically different (p=0,001) between the
patients groups of postmenopausal and premenopausal. In
turn, the urge urinary incontinence was more prevalent in
the post-menopausal group compared to pre-menopausal
group (p=0,047). Was observed a significant difference of
perineal lack of awareness among races (p=0,0003). In all
races, except the Asian, the majority of patients had
perineal awareness. The only items of the PERFECT scale
that correlated with demographic data were the power and
endurance. It was shown that there are significant differ-
ences in relation to power between the races Asian, white e
brown (p=0,01), with the lower value of power in the
group of Asian patients in relation to white and brown (p<
0,05). Was found significant differences in relation to
endurance between patients that practice housekeeper and
patients who had a professional activity in the sitting
position (p=0,02), with the lowest endurance in patients
that practice housekeeper (p<0,05).
Conclusions:
Was observed that the profile of patients in pre and post
menopause is different regarding the distribution of types of
urinary incontinence. The Asian race of patients showed the
lowest value of power. Patients that practice housekeeper
had lower endurance than patients who had a professional
activity in the sitting position. Through the knowledge of
correlations between the sociodemographic profile and
clinical and functional diagnosis of patients, we intend to
contribute to the development of public policies for the
prevention of urinary incontinence, especially in the groups
of population most susceptible.
References:
Am J Obstet Gynecol. 2008; 199 (6): 610.e1–610.e5.
Neuroimage. 2009; 47(3): 981–86. Am J Obstet Gynecol
2010; 202: 378.e1–7.

Table 1.

PERFECT Average

Power 2,46

Endurance 3,08

Repetition 1,02

Fast 5,33
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Objective:
The aim of the study was to evaluate the quality of life of
patients suffering from pelvic organ prolapse (POP) before
and after mesh-repair surgery (18 months).
Background:
A bulk of evidence suggest that reconstructive mesh
surgery markedly improve the pelvic floor anatomy
however the functional outcome, especially in terms of
chronic pain and sexual function, is still not clear [1].
Methods:
A prospective study was conducted using a standardized
quality of life questionnaire (SF36 v2 - polish version). The
medical information were obtained from 113 patients who
underwent a transvaginal mesh procedure due to pelvic organ
prolapse. The quality of life questionnaire was filled out before
the start of therapy and after 18 months (range 12–24 months)
from hospitalization. Statistical analysis was performed using
the χ2 and t-test as appropriate. A p value <0.05 was
considered as statistically significant.
Results:
The mean age of patients from study group was 57.6 years,
88% of patients were postmenopausal. 97,5% affected
women were multiparous. The most common defect found
during gynecological examination was cystocele - 57.9%,
followed by rectoenterocele - 56%, and total prolapse
−32%. Mean POP quantification score according to POP-Q
scale was stage III. About 30% of patients from study
group previously underwent pelvic surgery (hysterectomy
and/or anterior colporraphy). The results obtained from
SF36 v.2 questionnaire before and after 18 months after
surgery are given in the tables I and II (the range for each
domain varies from 0 to 100; the highest value expressing
better quality of life; with mean population norm being 50
in each domain). The lowest findings amongst the women
included in the study before surgery have been reported in
the domain of bodily pain (BP) and, successively, in role-
limitation physical (RP), social functioning (SF), mental
health (MH), role-limitation emotional (RE) and physical
functioning (PF). The highest results have been observed in
the domains of energy and vitality (VT) and general health
(GH) as well. Considering physical component summary
(PCS) and mental component summary (MCS), lowest
results have been also observed in subjects with POP than
the mean value in healthy population. 18 months after
surgery quality of life evaluation by means of SF 36v.2
questionnaire revealed improvement in all domains: physical
functioning (PF) - (47,3 vs 43,3; p=0,000); role limitation-
physical (RP) - (41,7 vs 40,6 ; p=0,26); bodily pain (BP) -
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(42,6 vs 40,4; p=0,059); general health perception (GH) -
(44,4 vs 43,6; p=0,296); energy and vitality (VT) - (49,90
vs 47,8; p=0,023); social functioning (SF) - (44,7 vs 41,5;
p=0,002), role limitation-emotional (RE) - (44,1 vs 42,8;
p=0,285), mental health (MH) - (45,3 vs 42,1; p=0,001).
Taking into account physical component summary (PCS)
and mental component summary (MCS) statistically signif-
icant improvement was observed in both domains: PCS -
(44,4 vs 42,3; p=0,009); MCS - (46,2 vs 44,0; p=0,038).

Table 1. Quality of life before and after surgery (SF-36v2
questionnaire)-PF, RP, BP, GH, VT domains.

Domain Before surgery
Mean

SD After surgery
Mean

SD P value

PF 43.3 8.7 47.3 8.4 0.000

RP 40.6 9.8 41.7 8.2 0.26

BP 40.4 10.4 42.6 10.6 0.059

GH 43.6 8.1 44.4 8.6 0.296

VT 47.8 9.1 49.9 9.6 0.023

Table 2. Quality of life before and after surgery (SF-36v2
questionnaire)-SF, RE, MH, PCS, MCS domains.

Domain Before surgery
Mean

SD After surgery
Mean

SD P value

SF 41.5 10.7 44.7 9.8 0.002

RE 42.8 12.1 44.1 10.6 0.285

MH 42.1 11.1 45.3 10.9 0.001

PCS 42.3 7.0 44.4 7.6 0.009

MCS 44.0 11.0 46.2 10.7 0.038

Conclusions:
Mesh repair surgery markedly improved the quality of life
(as measured by SF-36 v.2 questionnaire) of the patients
with pelvic organ prolapse in the long-term observation.
References:
1. Cochrane Database Syst Rev. 2010,14; 4:CD004014
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Objective:
To investigate the 5 year efficacy and complication rate of the
remeex system for recurrent female stress urinary incontinence
Background:
Mid urethral slings or tapes have revolutionised the
management of stress incontinence in women. The success
rate of tension-free vaginal tape (TVT) is variously quoted
as between 85 and 92% but a dilemma exists as to what is
the optimum treatment for the small number of operative
failures and/or patient dissatisfaction. The options mainly
lie between a repeat sling or bulking agent procedure or
reversion to a more traditional operation such a Burch
colposuspension. However it is well known that the success
rate for a secondary procedure is lower than for a primary
procedure, which is often due to difficulty in adequately
gauging the correct tension especially if there is a low urethral
closing pressure 2. As a result there is higher rate of voiding
dysfunction in repeat procedures. The remeex System is an
adjustable device allowing the suburethral tension to be
altered at any time post-operatively to increase the success
rate of incontinence surgery and to overcome the complica-
tions of over-tightening 3. This study describes our experi-
ences of the device in refractory stress urinary leakage.
Methods:
Twenty parous women (age range 32–81 years: mean
52 years) were recruited into the study. All the women
had undergone previous incontinence surgery (TVT n=17:
Colposuspension n=3). Pre-operative urodynamics revealed
an overactive bladder (OAB) in 3 cases that were treated
with anticholingics prior to surgery: a low urethral closing
pressure (<20 cmH20) was revealed in 8 women. The
women were asked to complete a Kings College Hospital
Quality of Life Questionnaire (KCHQOL) together with a
Visual Analogue Scale (VAS) to score the personal degree of
incontinence. In addition, the average daily pad usage was
calculated. The women were initially followed up at 3, 6 and
12 months. If the patient was not satisfied at any time, the
handle was reattached to the variotensor via a minor
outpatient procedure and the tension readjusted. The degree
of incontinence was also assessed using a KCHQOL, VAS
and pad usage at 12 months and 5 years post operatively.
Results:
The system required adjustment in 3 cases to regain
continence: 1 each at 1, 2 and 4 years post operatively.
All 20 women were followed up by 12 months. By 5 years,
1 woman had died and 2 were lost to follow up: two
systems had to be removed due the development of chronic
seromas around the variotensor that failed to respond to
antibiotics and aspiration/drainage. However the sling was
left in situ and the nylon sutures were tied together with the
same tension as the variotensor and continence was
maintained in each case. Voiding was spontaneous in 18
women: 2 women intermittently self catheterised. De novo
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OAB developed in 3 cases. The KCHQOL results, VAS
scores and pad usage are shown in the Table1. There was
no statistical improvement in the General Health domain
but all other domains of the KCHQOL at both 1 and 5 year
were statistically improved (p<0.05). There was also a
statistical difference in VAS scores, and reduction in the
number of pads used daily. At 1 year, 9 women considered
their incontinence had been cured by the remeex procedure,
11 women felt their symptoms had improved whilst no
women considered their incontinence has remained the
same or worsened as a result of the operation. By 5 year, 9
women were still cured, 6 were still improved but 2 women
felt the system had failed. 19 out of the 20 women at 1 year
and 16 out of 17 at 5 year would recommend the operation
to a friend or relative if they needed it.

Conclusion:
This study has shown that the remeex adjustable sling is a
useful adjuvant in the treatment of female stress urinary
incontinence that has not been cured by traditional surgery.
The results do decline slightly over time but this deterio-
ration is not statistically significant. In our opinion it should
not be used in primary surgery except in low urethral
closing pressure cases where the reported cure rates are
generally lower. There are potentially more postoperative
problems but these are offset by a major improvement in
quality of life and self esteem.
References:
(1) BJOG 1999: 106(4); 345–350
(2) Int Urogynecol J 2002: 13(4); 215–217
(3) Int Urogynecol J 2003: 14(6); 326–330
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Objective:
The objective of this study was identify women who had
urinary incontinence (UI) during and after pregnancy, risk

factors associated with it and impact on quality of life.
Pregnancy and delivery are established as risk factors for
urinary incontinence (UI). Whereas continence status is
similar after spontaneous or instrumental (vacuum extrac-
tion, forceps) delivery, protector paper of caesarean is still
questioned.
Background:
Pregnancy and delivery are established as risk factors for
urinary incontinence (UI). Whereas continence status is
similar after spontaneous or instrumental (vacuum extrac-
tion, forceps) delivery, protector paper of caesarean is still
questioned.
Methods:
We designed a prospective study that included all women
who delivered between March and June 2010 at the
Hospital General in Albacete. Women were included in
the study in the last obstetric control, and were interviewed
twice, at term and 4 months after delivery. Diagnosis and

Table 1. Min Max Mean Median p Value

Pre Post 5 year Pre Post 5 year Pre Post 5 year Pre Post 5 year Post 5 year
General Health 0 0 0 50 50 75 20.0 18.1 25.0 25.0 12.5 25.0 0.6823 0.8026

Incontinence Impact 33 0 0 100 100 100 93.4 22.1 37.7 100.0 33.0 33.0 0.0001 0.0001

Role Limitations 17 0 0 100 83 67 81.7 10.2 12.2 100.0 0.0 0.0 0.0001 0.0001

Physical Limitations 33 0 0 100 100 100 76.8 13.8 22.3 83.0 0.0 17.0 0.0001 0.0001

Social Limitations 11 0 0 89 67 67 55.8 9.1 13.3 58.5 0.0 0.0 0.0001 0.0001

Personal Relationships 0 0 0 100 33 83 55.2 5.5 21.6 67.0 0.0 0.0 0.0001 0.0001

Emotions 0 0 0 100 100 100 73.8 24.6 28.1 78.0 22.0 22.0 0.0001 0.0011

Sleep / Energy 17 0 0 100 67 100 57.5 34.2 31.1 58.5 33.0 17.0 0.0085 0.0049

Severity Measures 33 0 0 100 75 100 80.4 26.9 31.7 83.0 25.0 25.0 0.0001 0.0001

VAS Score 4 0 0 10 6 9 8.3 1.2 3.0 8.3 1.0 2.0 0.0001 0.0001

No of Pads 0 0 0 10 3 5 3.8 0.3 0.7 3.0 0.0 0.0 0.0001 0.0002
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identification of the type of urinary incontinence were
carried out considering the 2002 ICS definitions. Symptoms
were evaluated with the validated version in spanish of the
International Consultation on Incontinence Questionnaire-
Urinary Incontinence Short-Form (ICQ-SF), and the impact
on quality of life was evaluated using the validated version
in spanish King’s Health Questionnaire (KHQ). In order to
study only the cases of new appearance on IU, women who
reported any kind of urinary incontinence symptoms prior
to pregnancy were excluded from the study. Other
exclusion criteria were: multiple pregnancy, gestational
age below 37 weeks, neurological disorders of the mother,
stillbirth. For months after delivery a telephonic interview
was performed, using the same tests than in the first one.
The statistical analysis included was performed with the
statistical analysis SPSS (version 12.0). The description of
continuous variables was done by the mean followed by the
standard desviation (SD) or the range. Categorical variables
were described using proportions Analysis of the associa-
tion of the variables with UI was performed using Chi-
Square or Fisher’s test. Analysis of the ordinal variables
was performed using using U-Mann-Whitney and Wil-
coxon test. Statistical signification was established in 0,05
All patients who participated in the study were informed
and gave consent prior to inclusion in the study.
Results:
A total of 332 women were included in the study. Of those,
272 attended the follow-up telephone call 4 months after
delivery, and comprise the study group. The mean age of
the women was 31,8 years (range 18–45). The mean weight
gain was 11,50 kg. (SD: 3,9), and the mean gestational age
was 39,3 (±1,3) weeks. The birth was by spontaneous
vaginal delivery in 171 women (62,9%), forceps were used
in 11 (4%) Vacuum in 54 (21%). Caesarean section was
performed in 54 cases (21%) If it’s only attended delivery
mode, 215 women had a vaginal delivery, and 57 had a
caesarean section. Epidural anaesthesia was given to 199
(73,2%). On third trimester, 86 (31,7%) pregnant women
experienced UI. Of these women, 60 (22,1%) experienced
Stress Urinary Incontinence (SUI); 3 (1,1%) Urgency
Urinary Incontinence (UUI) and 23 (8,5%) Mixed Urinary
Incontinence. Four months after delivery, 54 women
(19,5%) reported UI, of whom 30 (56%) cases showed
SUI, 11(20%) UUI and 13 (24%) mixed UI. The mean
value of ICQ-SF of women with UI during pregnancy was
2,71; and women with UI 4 months after delivery 1,71 No
association was found between UI during pregnancy and
maternal age, asthma, epoc or previous gynaecological
surgery. We found a statistically significant association for
number of previous vaginal deliveries. When we analyzed
UI 4 months after delivery, we found that patients who had
been incontinent during pregnancy had a higher risk for
suffering from incontinence 4 months after delivery. Some

relationship was found with maternal age and delivery
mode (vaginal or caesarean section), but these were not
statistically significant. Not statistical association was found
for other variables as asthma or epoc, gynaecological
surgery, type of vaginal delivery (spontaneous, forceps or
vacuum) or epidural anaesthesia. When only vaginal
delivery is analyzed, we didn’t found statistical association
with, episiotomy, 3rd and 4th degree tear, newborn’s weight
or newborn’s head circumference. Quality of life test KHQ
mean during pregnancy was 25, 5 and 23, 8 four months
after delivery, which results a statistically significant
difference.
Conclusions:
Urinary incontinence is common during pregnancy and
after delivery. Impact on quality of life is high. Urinary
incontinence during pregnancy and number of previous
vaginal delivery were the only risk factors associated with
the presence of UI 4 months after delivery. Some questions,
as delivery mode and episiotomy that might be further
investigated.
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AWEB-BASED DATABASE FOR THE COLLECTION
OF NATIONAL DATA ON UROGYNECOLOGY
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Maria della Pietà, Naples, Italy.
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Objective:
To set-up a nation-wide project using a web-based database
to collect data on the management of pelvic floor disorders
in a prospective, continuous fashion, to periodically
evaluate these data, to use them to study the diagnostic
and therapeutic activities in Italy, and to perform clinical
studies.
Background:
Pelvic floor disorders have a significant social impact. In
the last years the management of these pathologies
experienced important developments, in particular the
introduction of synthetic meshes. No data to recommend
generalized used of these devices are available and further
studies are needed in order to evaluate patient selection,
material selection and to validate surgical techniques.
Furthermore, in Italy there is a lack of epidemiologic data
on pelvic floor disorders. The collection and sharing of
information regarding pelvic organ prolapsed and urinary
incontinence may lead to a standardization of the diagnostic
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and therapeutic interventions, and national, web-based
databases seem to be an ideal resource (1–3).
Methods:
The project is articulated in three phases. In the first phase,
a web-based database for the ongoing, prospective collec-
tion of data on the epidemiology, diagnosis and manage-
ment of pelvic floor disturbances will be designed, tested
and made available to all Italian Uro-Gynecological
Association (AIUG) associates. In the second phase, regular
meetings will be scheduled to discuss the data collected and
to find shared diagnostic and therapeutic approaches to
these disorders. The third phase relates to adding statistical
features to the database in order to design and perform
multicentric clinical studies and to set-up national registries
using this resource.
Results:
A web-based database have been set up and tested and is
accessible to all AIUG associates via the home page of the
Association for the input of the clinical data from
December 1st, 2010. Each center should register with the
administrator of the database to access the database for the
input or the consultation of the data, as should each
operator from each center. Sensible data of patients will
be encrypted and will not be accessible. Patients will have
to sign an informed consent to be included in the database.
The data should be added in a prospective fashion, as soon
as they are collected. A side-bar allows to select different
functions: management of the patients (input of a new
patient, selection of a specific patient, update of patients,
and list of patients divided per center), epidemiology,
diagnosis (in which non surgical interventions are listed),
surgical procedures and re-interventions, and post-operative
and follow-up management. Since we wish the database to
be as open as possible, there are sections to update
diagnosis, surgical procedure, devices, and drugs. The
program is now in the beta version and is currently being
test from 3 months. One-hundred sixty-four patients were
retrospectively input in the database, without any signifi-
cant difficulties. The retrieval of the data was simple and
clear. The next goals of the program are the release of the
definitive version, open to the AIUG associates, and the
design and implementation of more specific tools for the
statistical evaluation, with graphic visualization of the data
included.
Conclusions:
The use of national databases is a useful tool for the
standardization of diagnosis and management strategies in
the field of urogynecology. Their implementation allows a
sharing of the methodologies applied by different centers
and is a powerful consultation tool. It is our goal to use this
database also to increase and improve multicenter trials that
are more and more necessary to reach statistically signifi-
cant numbers of patients enrolled.
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Objective:
The primary porpose of this study is the assesment of stress
urinary incontinence and pelvic organ prolapses healing
after new technique of mesh fixation in single incision
surgery
Background:
A new monoprosthesis for concomitant correction of
anterior and apical prolapses and stress urinary inconti-
nence was developed (Calistar A). It consists of an implant
made of a type I polypropylene mesh with 6 milimeters
diameter orifices to facilitate tissue integration and also
provide flexibility. The suburethral part of the implant is
held between two self-anchoring polypropylene arms with a
multi point fixation design especially developed to be
anchored at the internal obturator muscle bilaterally, in
order to be placed underneath the midurethra. The kit
also includes a disposable retractable insertion guide to
approach the sacrospinous ligaments bilaterally, which
represent the other anatomical landmarks of the proce-
dure. This mesh was developed for the treatment of a
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patient with anterior and apical prolapses stage 3
according to the POP-Q system. The procedure is
performed with the patient in lithotomy position. After
doing a hydrodissection, anterior vaginal wall incision is
made from midurethra towards the uterine cervix and the
pubocervical fascia is carefully dissected. Blunt dissection
is performed towards the ischial spine, and coccigeous
muscle, identifying the ischial spines and the sacrospi-
nous ligaments. Then the retractable insertion guide is
primed with the tissue anchoring system and is intro-
duced into the sacrospinous ligament 1.5 cm medial from
the ischial spine. The tissue anchoring system is released
and the insertion guide is gently retracted. The same
maneuvers are repeated on the other side. For insertion
of the implant, first, the retractable insertion guide is
connected to the multipoint fixation arm and is intro-
duced towards the internal obturator muscle, one centi-
meter above the vaginal fornix, guided by surgeon’s
index finger. When the centering mark of the implant is
at the midurethra at a properly position, the trigger at the
handle is retracted to release in place the fixation arm.
The multipoint fixation arms design provides strong and
stable primary fixation. Cystoscopy is not mandatory.
Then, the polypropylene stitches are attached to the arms
of the implant bilaterally. Stitches are placed at the
posterior body of the implant and fixed at the remanents
of cardinal ligaments or pericervical ring in order to
avoid high cystocele reccurence. Finally, the vaginal
incision is closed in the usual manner.
Methods:
The study subjects were followed 7 days, 1, 3, 6 and
12 months after surgery as outpatients by clinical exami-
nation, POP-Q system, and ICIQ short form questionnaire.
Results:
This procedure was performed at Unicamp in 14 patients
(mean age 58 years-old) with POP-Q stage 3 anterior
prolapse. Eight of them also presented stage 2 apical
prolapse. Seven of them had concomitant stress urinary
incontinence (mean ICIQ-SF score: 15±3), and four had
had recurrence after previous anterior prolapse repair. Mean
operative time was 45 min. No intraoperative complications
or post-operative significant adverse events were observed.
None presented post-operative vaginal mesh exposure,
infection or visceral erosion. Eight patients performed follow
up was 6 months. All of them were considered prolapse
(POP-Q stage 0 or 1) and SUI cured (ICIQ-SF score: 0) and
one patient developed overactive bladder symptoms. Only
one patient had mesh exposure being treated before 3 months
follow up. Five patients have performed 12 months of follow
up was manteined prolapse and SUI cure.
Conclusion:
This implant introduces the advantages of simultaneous
treatment of apical, anterior vaginal prolapses and stress

urinary incontinence by a single incision transvaginal
approach building safety and a fully level I correction.
References:
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Objective:
The objective of our study is to assess the effectiveness of
the vaginal pessary for the treatment of women that present
postpartum dyspareunia for the first time and its impact on
quality of life.
Background:
The dysfunctions that have been related with delivery are:
urinary and anal incontinence, sexual dysfunction and
chronic pelvic pain, including vulvar pain. Although sexual
dysfunction is the most prevalent alteration 6 months after
delivery as a result of perineal trauma, it has been poorly
studied. Concerning the origin of this painful dysfunction,
different etiopathogenic theories have been postulated and
various psychotherapeutic and rehabilitative treatments
have been performed. Different studies suggest that this
dysfunction is a vulvodynia caused by the laxity of the
uterosacral ligaments, so we intend to assess if the use of a
vaginal pessary postpartummay improve the symptomatology
of these patients.
Methods:
A prospective clinical, longitudinal and experimental study
is presented. We included in this study primiparous women
who gave birth at least 3 months before inclusion, that
presented for the first time dyspareunia without pathology
or clinical infection. A first visit for data collection was
performed and after 2 weeks without treatment and only if
there were no changes in symptoms, the pessary was
placed. Thus, each patient was used as its own control. All
women accepted in the study signed an informed consent.
Data were collected with questionnaires on demographic,
sociocultural data, medical, gynaecological and obstetric
history, breastfeeding and time from delivery until onset of
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sexual intercourse. Scales were used to quantify vulvar and
vaginal symptomatology. Urinary symptomatology was
evaluated with CAQV and ICQ-SF questionnaires and for
quality of life and sexuality we used the COOP/WONCA
test. With the HAD scale (anxiety and depression) the
psychological state of the women was assessed. Physical
examinations were performed to determine scars and
infectious and inflammatory signs. If necessary, vaginal
swabs or urine samples were taken for analysis. Vulvar
sensibility was explored with an hyssop and pudendal
neuropathy was excluded. All vaginal pessaries used were
of silicone, numbers 65 or 70 and all women received
hygienic instructions. One month after the pessary was
placed, women completed the same questionnaires. Data
were analysed with SPSS- 18. P<0,05 was considered
statistically significant.
Results:
A total of 35 women were included in the study. Average
age was 32 years old, 25% had a vaginal delivery, 60% an
instrumental delivery and 15% a caesarean section. In
85.4% of the cases an episiotomy was performed and only
in 19.7% of the cases there was a tear. The average time
from delivery to the inclusion in the study was 32.6 weeks
(32,6±22,4) The average values (points from 0 to 10) of the
initial vulvovaginal symptoms was: vulvar scorch: 2; vulvar
pruritus: 2; spontaneous vulvar pain: 2; vaginal dryness: 5;
vaginal thightness:7 ; pain with penetration: 9 and
leukorrhea: 2. All women presented vestibulodynia in the
exploration, mostly bilateral without signs of inflammation.
After 35 days (35±9) with the pessary, the values of
dyspareunia decreased statistically significant (p<0,001):
basal VAS (8,55+1,4), VAS after a month with the pessary
3,69+2,1. There were no differences between the different
delivery routes. Three cases showed no symptomatic
improvement , that could be because the time since birth
was over 12 months. In one of this case, the pessary had to
be removed because the symptoms increased.
Conclusions:
The pessary placement dramatically improved the painful
symptomatology of these patients in a short period of time.
The originality of this contribution is due to the pessary use
for this purpose, given that until now it has been only used
for the conservative treatment of genital prolapse. These
data are consistent with the integral theory of Petros, that
suggest that vulvodynia would be caused by a laxity of the
uterosacral ligaments causing a stretch of sympathetic fibers
inside. From the methodological point of view, the bias of
not having a control group without treatment, is obviated as
each patient acts as his own control. These results need to
be confirmed by a study with a large number of patients.
Likewise, it should be also be asessed if this treatment
could also be useful in multiparous women.
References (optional):
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Objective:
In this prospective study, we analyzed safety and efficacy of
uterine sparing technique surgery for pelvic organ pro-
lapsed with CR Mesh, furthermore we compared these data
NICE interventional procedure guidelines No: 267 where
criteria and standards are benchmarked.
Background:
According to the Ulmsten’s theory, we analized the safety
and success of CR Mesh® kit for uterine sparing correction
of severe pelvic prolapses. All patients with severe (grade
3) uterus-vaginal prolapse were included in the study.
Moreover, we compared these data NICE interventional
procedure guidelines No: 267 where criteria and standards
are benchmarked.
Methods:
The CR Mesh is a kit mesh supplied by AMI ®,(A.M.I.
Agency for Medical Innovation GmbH, Feldkirch, A)
inserted and fixed to the SSL with A.M.I. Suture Instrument
(Arthrex Med. Inst Gmbh, Germany) included a polypro-
pylene ultra light weight prostheses, were used to recon-
struct the pubo-cervix or the recto-vaginal fascia. CR Mesh
kits with AMI instrument and procedures address this with
identification of Level I at the sacrospinous ligaments
(SSL) immediately adjacent to the sacrum/coccyx and
attachment of suspension sutures at that level followed by
addressing Level II failure by anchoring mesh arms at the
arcus tendineus facia of the pelvis (ATFP). The mesh is
tailored to the size of the prolapse and it deal with Level III
failure with mesh arms tunnelled at the obturator level
anteriorly or around the perineal body posteriorly. We
included only patients that wished to maintain the uterus
when hysterectomy was not directly indicated, according
to current guidelines. From November 2008 to January
2011we treated 80 patients affected by a severe uterus-
vaginal prolapse at S.Francesco Hospital of Oliveto
Citra (Italy) associated Royal Bolton Hospital (United
Kingdom). We performed an anterior-central vaginal
reconstruction in 35 (43.8%) patients, central-posterior
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in 25 (31%) and total reconstruction in 20 (25%). All data
analysis were performed using the Statistical Package for
the Social Sciences Windows version 13.0 (SPSS, Chicago,
Illinois, USA).
Results:
Patients were discharged home after a median of 3.6 days
(range 3–5). The mean follow up was 18 months (range 4–
26). The severe pelvic prolapse, evaluated with the POP-Q
System, was completely treated in all the patients. No
recurrences of the prolapse have been observed. The
urodynamic showed complete treatment of the urinary
incontinence in 10 patients (83%) with IUS type 2. We
recorded 2 (2.5%) vaginal erosion. One patient complained
of a postoperative dispareunia. Our studies from two
hospitals were comparable and measured favourably with
NICE guideline standards (table 1). We did not experience
any infections, urinary retention, pelvic haematomas, deep
vein thromboses or pulmonary embolisms.
Conclusions:
This comparison study showed that CR Mesh procedure
safely address the causes of all level of pelvic organ
prolapsed with safety equable with standards defined by
NICE interventional procedure guidance No.267.
References:
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Table 1. Outcome compared with NICE standards

Criteria Standard UK
Group

Italy
Group

Criterion 3 Failure
rate

Failure
rate

Failure
rate

Percentage of clinical or
symptomatic improvement
at 6–12 months

9%-23% 10.2% 0%

Criterion 5 1%-9% 2.9% 0%
Percentage requiring further re-
operation for recurrent or de
novo prolapsed within 1yea

Criterion 6 100% 100% 100%
Quality of life assessment at 1 year

Criterion 7 0% 0%
Percentage of intraoperative
complications and complications
within 30 days

Criterion 8

Percentage suffering following
complications within 12 months

• Mesh erosion <10% 0% 0%

• Urinary or fecal incontinence <15% 3.4% 2.5%

• De novo dyspareunia <10% 0% 0%

• Vaginal Narrowing secondary
to mesh

0% 0%

• Vaginal pain 2.9% 0%

• Chronic sepsis, discharge 0% 0%

• Fistula 0% 0%
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Objective:
Possible correlation of bladder wall histology with parameters
of urodynamics and ultrasonography in overactive bladder
syndrome (OAB) patients diagnosed by the means of both
later methods.
Background:
Elevation of mediators such as prostaglandines in urothe-
lium in patients with OAB syndrome suggest a higher
importance of inflammation in pathogenesis of this disease
Methods:
Our set includes 23 patients presented with the symptoms
of idiopathic non-neurogenic overactive bladder syndrome.
They all signed informed consent of attending the study
approved by the local Ethic Committee. Set up of the study
consisted of filling cystometry according to ICS standards,
with first sensation to void (FS), normal sensation to void
(NS) and cystometric capacity (CC) as urodynamic param-
eters; ultrasonography measurement of bladder wall thick-
ness (BWT) according to Khullar was performed and
furthermore also the biopsy of bladder wall including
lamina muscularis. Five samples of the bladder wall have
been obtained in the same way in each patient: one from
bladder vertex, two from posterior bladder wall and two
from the bladder base. All specimens were processed and
evaluated in the standardized way by the pathologist
specialized in uropathology. Unfortunatelly, a controll
group was excluded because of ethical reasons.Results:
All OAB patiens included in the study demonstrated
significant decrease of first sensation to void, normal
sensation to void and cystometric capacity values. In all
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cases we were able to demonstrate pronounced increase in
bladder wall thickness. Finally, in all specimens of the
bladder wall a specific degree of inflammatory changes had
been described. The main histopathological finding was
focal chronic inflammation with perineural lymphocyte
infiltration and focal smooth muscle hypertrophy.
Conclusions:
We found in all patients with overactive bladder symptoms
included in our study identical inflammatory findings. Those
changes could play a major role in the etiology of alterations
in urodynamic and ultrasound parameters in OAB patients.
References (optional):
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Objective:
To compare the stage of pelvic floor prolapse before and
after insertion of a polypropylene mesh for recurrent
posterior vaginal wall prolapse. To ascertain whether the
mesh is visible on magnetic resonance imaging (MRI),
whether there are any visible abnormalities or complica-
tions following insertion and whether the observed ana-
tomical changes are consistent with symptomatic benefit.
Background:
Posterior compartment pelvic floor weakness is a very
common complaint. The usual presenting symptoms are a
dragging sensation, bowel dysfunction including constipa-
tion, evacuatory difficulty or faecal incontinence, sexual
problems and/or backache. Approximately 19% (1) of
women will undergo surgical repair but there is a recurrence
rate of up to 30% (2). A synthetic or biological mesh has
been recommended for use in these recurrent cases: there are
however concerns regarding the efficacy and safety of such
meshes and the level of support offered. Pelvic floor MRI
offers a non-invasive test to evaluate these concerns (3).
Methods:
Six women (age range 43–80 years: mean 59 years)
presenting with recurrent posterior compartment prolapse
underwent pre-operative dynamic pelvic floor MRI. In
addition a Pelvic Organ Prolapse Quantification (POP-Q), a
Prolapse Quality of Life (P-QoL) and Birmingham Bowel
and Urinary Symptom Questionnaire (BBUSQ-22) was
completed pre-operatively. A sexual questionnaire (PISQ-

12) was carried out in 4 women who were still sexually
active. A Posterior Avaulta biosynthetic repair was carried
out in each: there were no intra-operative complications.
All women were reviewed at 4–10 months post-operatively
where the POP-Q, P-QoL, BBUSQ-22, PISQ-12 and MRI
scans were repeated. The same surgeon and radiologist
carried out all surgeries and MRI studies respectively.
Results:
Clinical evaluation POP-Q scores ranged from 2 (n=5) to 3
(n=1) pre-operatively but all were reduced to 0 post-
operatively. The MRI staging correlated with the clinical
POP-Q staging in each case (Figs 1&2). The mesh was
visualised on dynamic MRI between the vagina and bowel
in 5 cases: the mesh arms were visualised in the ischiorectal
fossa in 3 cases around one of which was a 2.3 x 0.6 cm
collection consistent with a complex infection that
settled with intravenous antibiotics. All domains of the
P-QoL except for general health were improved: there
were no observed changes in constipation scores on the
BBUSQ-22 but there were improvements in evacuation
and faecal incontinence. PISQ-12 scores were also
overall improved.
Fig 1: Pre-operative dynamic MRI without and with strain.
Fig 2: Post-operative dynamic MRI without and with strain.
Conclusion:
This study has shown that a biosynthetic mesh does show
up on MRI and any complications can likewise be
visualised. A recurrent posterior vaginal wall prolapse can
be confirmed to be completely reduced and supported on
MRI by the insertion of such a mesh and this is reflected in
both clinical and symptomatic improvement.
References:
(1) Obstetrics & Gynecology 2010; 116(5): 1096–100.
(2) Obstetrics & Gynecology 1997; 89(4): 501–6.
(3) American J of Roentology 2010; 194(6): 1640–9.
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Objective:
To summarise the success/complication rate and impact on
QoL for commonly used vaginal mesh kit in the treatment
of posterior vaginal wall descent.
Background:
Repair of POP using polypropylen mesh belongs to the
recent most discussed topics in urogynecology.
Different heterologous meshes for treatment of prolapse
have been introduced. The aim was to improve long-term
results with lower invasiveness. Prolene meshes provide
efficacious and tissue-friendly qualities and the methods
used presumably have lower surgical invasiveness with
reinforcement of structures by generating neofibrosis.
Monofilament, macroporous polypropylen seems to be the
most promising of them. The mesh we used in this study
was approved by FDA in 2004
Methods:
In our prospective multicentre study we operated 141 patients.
Women older 18 years, with POP of posterior wall stage≥II
(ICS), that signed informed consent were included. We
evaluated demographic data, intra and postoperative compli-
cations, operation course and impact on QoL. We used mesh
kit by one company. The mean follow up is so far 3 months
ongoing with 12 months examination
Results:
The mean age was 64.37 years, BMI 28.0 and parity
2.12. Mean operation time was 51.81 min and blood loss
69.54 ml. We reported 1 bowel injury. Mesh exposure
occured in 5.4%. De novo SUI appeared in 9.9% and the
same rate for de novo OAB. The reccurence occured in
4.5%. Dyspareunia appeared in 1.8%. There was signif-
icant improvement in all QoL questionaires (UIQ,
POPIQ, CRAIQ). The results of PISQ 12 remained the
same pre and postoperatively. Our patients didn’t quit
sexual life
Conclusions:
The posterior mesh represents safe and effective method in
the treatment of POP.
References:
Int Urogynecol J Pelvic Floor Dysfunct. 2010 Dec;21
(12):1455–62. Epub 2010 Aug 4

Tab 1. Demographic parametres

number of patients 141

age 64.37

BMI 28

parity 2.12

Tab 2. Complication

Complication number

bowel injury 1 (0.74%)

protrusion 6 (5.4)

prolapse reccurence 5 (4.5%)

de novo SUI 11 (9.9%)

de novo OAB 11 (9.9%)

pelvic pain 2 (1.8%)

dyspareunia 2 (1.8%)

Graph 1. Operation time (min), blood loss (ml)
Graph 2. QoL questionnaires before and after surgery
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Objective:
Aim of this study is to evaluate the functional outcome of
MiniArc® procedure for the treatment of female stress
urinary incontinence (SUI).
Background:
MiniArc® belongs to the family of single incision slings
(SIS) for the treatment of SUI. SIS have been introduced
with the aim of reducing the complications (visceral
injuries, bleeding, post operative pain) typically associated
to retropubic and transobturator routes. MiniArc® device is
based on a 8.5 cm long sling provided of two intergrated
self-fixating tips. Tips are bilaterally anchored in the retro-
obturator space creating a tension-free hammock under the
middle urethra.
Materials and Methods:
All the patients eligible for surgical treatment with MiniArc ®
of isolated SUI between January 2009 and September 2010
have been included in this prospective study. Recruited
patients completed a preoperative evaluation panel compre-
hensive of urodynamics and a validated translated version of
International Consultation on Incontinence-Short Form
(ICI-UI-SF). Functional outcome was evaluated as objective
cure rate assessed with stress test and subjective cure rate
determined by ICI-UI-SF and Patient Global Impression of
Improvement (PGI-I) scores. Preoperative and postoperative
data were compared using Student’st test.
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Results:
79 patients underwent MiniArc® procedure during the
recruiting period and 60 patients completed the study.
Mean follow up was 12 months. No major peri-operative
complications have been observed. One patient developed
postoperative voiding obstruction that required re-operation
and became incontinent. All patients but one have been
discharged day 1 after surgery. Objective cure rate (negative
stress test) was 88%, A significant difference (p<0.01)
between pre-operative and post-operative ICI-UI-SF mean
score (14.4 vs 0.4) was observed. PGI-I score resulted 0.4.
Comments:
MiniArc® could be considered a safe and effective procedure
for SUI treatment. Both objective and subjective functional
outcome improved and no major adverse effects were
observed. The only complication encounterd in this series
was related to tape over-tension and it has been resolved with
ambulatory sling cut followed by retro-pubic sling procedure.
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Objective:
To evaluate the objective success and subjective impact
upon the symptomatology, sexuality and quality of life in
patients with SUI included in a protocol of perineal
exercises supervised by a midwife.
Background:
The use of perineal exercises supervised by a specialized
kinesiologyst for the treatment of patients suffering from
slight or moderate SUI is widely accepted. When these

specialists are not available, these exercises are supervised
by other non specialized professionals.
Methods:
23 patients with slight or moderate SUI according to
Sandvik classification were submitted to a 3 month perineal
exercise protocol (Kegel and Snack exercises) supervised
by a midwife. The objective response to the program of
exercises was evaluated by means of a Q-Tip test, a stress
test at 300 cm3 and the modified Oxford scale (MOS)
previous to and after the program of exercises. The
subjective response was evaluated by means of quality of
life (KHQ), symptomatic (PFDI-20) and sexuality (PISQ -
12) questionnaires at the beginning and at the end of the
training programThe statistical significance of the differences
between the average score of each questionnaire previous to
and after exercise protocol was verified by the Wilcoxon test
for related samples. P<0.05 was considered meaningful.
Results:
In 82.6% of the patients the stress test remained positive
after the exercise program and only in 14 patients (60%)
the MOS improved at least in 1 point after exercises. The
Q tip average did not change significantly (56.9° vs
55.5°). There was a significant subjective improvement
in quality of life (KHQ), symptomatic (PFDI-20) and
sexuality (PISQ - 12) scores in the three questionnaires
employed (Table 1).

Table 1: Subjetive improvement after protocol

Questionnaire Previous to Exercise Protocol After Exercise Protocol

KHQ 344.2 205.5 (p=0.001)

PFDI-20 54.4 28.7 (p=0.001)

PISQ - 12 26.7 32.9 (p=0.029)

Conclusion:
Our perineal exercise protocol supervised by a midwife was
able to improve the symptomatology, quality of life and
sexuality of the patients with slight or moderate SUI, but it
failed to cure SUI.
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Objective:
The aim of this study was to analyze stress urinary
incontinence and pelvic organ prolapse surgery related to
mode of delivery (vaginal birth or cesarean delivery).
Background:
Symptoms of stress urinary incontinence (SUI) or pelvic
organ prolapse (POP) are very common among meno-
pause women and surgery remains the mainstay of
treatment for both disorders. Childbirth is widely consid-
ered an established risk factor for both SUI and POP.
The reason for the rising incidence of elective cesarean
deliveries performed on maternal request is certainly
multifactorial, but may to some extent be driven by
women’s apprehension for pelvic floor sequela after
vaginal birth. Nevertheless, weather cesarean delivery
plays a role in protection against SUI or POP surgery or
if it affects the age at which it is performed or time
elapsed from childbirth should be considered an unre-
solved issue.
Methods:
A retrospective cohort study including all women submitted
to urinary incontinence and/or pelvic organ prolapse
surgery in our tertiary care institution between 2005 and
2010. They were included in two groups: a sample of
women having their first and subsequent deliveries by
cesarean and another with women having at least one
vaginal delivery. We analyzed the association between
urinary incontinence and/or pelvic organ prolapse surgery
and age of women at the time of the procedure, time
elapsed from first childbirth and heaviest birthweight in
both groups.
Results:
Of all women who had SIU and/or POP surgery
(n=166), 71.1% (n=128) belonged to the vaginal birth
group and 22.9% (n=38) to the cesarean group. Ages at
first delivery were similar in both groups: 24.8 years vs
26.3 years in the vaginal and cesarean group, p=NS.
Also, there were no differences in the weights of the
heaviest newborns in vaginal and cesarean groups
(3647 g vs 3653 g, p=NS). Women with vaginal
deliveries were younger than those with cesarean births
at first POP and/or SUI surgery (62.3 vs 67.2 years,
p=0.025). Also, time elapsed from first childbirth to POP
and/or SUI surgery was shorter in the vaginal group (37.3
vs 43.1 years, p=0.05). There were no statistically
significant differences in the incidence of vault prolapse
in both groups.
Conclusions:
Having vaginal births was associated with having a stress
urinary incontinence and/or pelvic organ prolapse surgery
sooner in life and with a shorter period of time between first
childbirth and this procedure, compared with only having
cesarean deliveries.
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Objective:
To review the surgical treatments proposed to patients over
a 16 year timeframe, assess surgical success/failure and
complications (both per-operatory and post operatory) and
understand the impact of treatment in the quality of life of
patients, and differences between approaches.
Background:
Urinary incontinence often remains undetected and under-
treated by health care personnel worldwide, despite its
substantial impact upon affected individuals and health care
systems. It is estimated that only few of symptomatic
women (45%) searches medical attention [1].
Its pathogenesis is multifactorial and it affects 25–45% of
women [2]. It has an important impact on quality of life,
and, given its prevalence, is a relevant social problem.
Treatment depends on the cause /diagnosis, but may be
medical (drugs and/or physical therapy), surgical or a
combination of these. Even with treatment, it is estimated
that nearly 50% of patients reported moderate to great
frustration with ongoing urinary leakage [3]. This has
leaded to a continuous effort in improving treatment,
namely in the surgical options available, which have been
extended in the last few years.
Methods:
Paper and electronic records of patients who had been
submitted to incontinence related surgery in the institution
in the period between 01/01/1994 and 31/12/2009 were
reviewed for symptoms, diagnosis, treatments, treatment
efficacy and complications. Descriptive and analytical
statistical techniques were used, using SPSS v19.
Results:
650 surgical procedures were performed, relating to 636
patients: 217 Burch bladder neck suspensions, 100 retro-
pubic tension free vaginal tape slings and 333 trans-
obturator tension free vaginal tape slings were performed.
66% of patients had concomitant pelvic surgery at the same
operatory time. 34.3% of total had concomitant vaginal
hysterectomy and/or colporrhaphy. 13 patients were sub-
mitted in this timeframe to a new urogynecological surgical
procedure, for persisting or relapsed symptoms and one
patient undergone a third surgery. Patient’s age ranged from
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29 to 94 years old, with a mean age of 52 years. 44.5% of
women were at menopause, 29% of patients had Body
Mass Index (BMI) over 30, 53% had 3 or more children
and 20% had at least one previous baby weighting over
4000 g. 433 of these women had a diagnosis of stress
incontinence, while 218 had symptoms of mixed urinary
incontinence. 65,4% of patients performed urodynamic
studies in order to better characterize the urinary incontinence.
40 patients had already performed physical therapy to
rehabilitate the pelvic floor, before surgery, with suboptimal
results. Median length of hospital stay was 8 days for Burch
procedure, 5 days for retropubic TVT and 2 for transobturator
sling. In the immediate postoperative, voiding difficulty was
present in 8.8%, while 16.7% had urinary retention and 3%
had local infection. There were 4 early readmissions for
urinary retention and 4 for suture dehiscence and infection. In
total, 24% of patients experienced at least one complication.
Burch procedure had a complication rate of 45% which was
higher than the other procedures (p<0,001). TOT had the
lowest complication rate, at 11%. 89.5% of patients
improved on reassessment, including 71.7% that had no
symptoms. 3.4% had persistent or new symptoms of urgency
which improved after physical therapy or anti-cholinergic
therapeutic. 3.2% had persistent urinary stress symptoms or
relapsed over time. Two patients undergone sub-urethral tape
section because of prolonged urinary retention. Success rate
was not significantly different between surgical techniques.
Median post-operative surveillance time was 18 months.
Conclusions:
Surgical correction of urinary incontinence has evolved
dramatically in recent years. Currently available techniques
are safe, fast, effective and minimally invasive, which
provide an effective solution in most situations, provided
they are correctly identified.
References:
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Objective:
We propose to study the factors related with the appearance
of de novo dyspareunia after delivery and their influence on
the quality of life. Postpartum dyspareunia is defined as the
appearance of pain or burning after sex intercourses.
Background:
Pregnancy and delivery are two situations that can alter the
anatomical and functional integrity of the pelvic floor. The
dysfunctions that have been related with delivery are:
urinary and anal incontinence, sexual dysfunction and
chronic pelvic pain, including vulvar pain.
The last two have not been sufficiently studied. The most
frequent dysfunction 6 months after delivery because of
perineal trauma is dyspareunia.
Methods:
A prospective observational case - control study is presented.
We use as controls women without symptomatology
3 months after delivery. Our cases are women that present
de novo dyspareunia 3 months after delivery without
demonstrable pathology or clinical infection. All women
accepted in the study signed an informed consent. Data were
collected with questionnaire on demographics, sociocultural
data, medical, gynaecological and obstetric history, breast-
feeding and time from delivery until onset of sexual
intercourse. Scales were used to quantify vulvar and vaginal
symptomatology. Urinary symptomatology was evaluated
with CAQV and ICQ-SF questionnaires and for quality of
life and sexuality we used the COOP/WONCA test. With the
HAD scale (anxiety and depression) the psychological state
of the women were assessed. Physical examinations were
performed to determine scars and infectious and inflamma-
tory signs. If necessary, vaginal swabs or urine samples were
taken for analysis. Vulvar sensibility was explored with an
hyssop and neuropathy of the pudendal was excluded. Data
were analysed with SPSS statistical software, version 18.00.
P<0,05 was consider statistically significant.
Results:
We had 22 women in the case group and 28 in the control
group. The two groups were homogeneous in terms of age,
race, smoking, type of delivery, birth weight, breastfeeding,
episiotomy, tear and time from delivery to data collection.
In terms of local symptoms, there are significant differences
between the two groups in burning, itching and spontane-
ous vulvar pain, vaginal dryness and tightness and pain
with penetration. About urinary symptoms, bladder dis-
comfort (OR 9,4 (CI 0,7 -14,3)), urinary incontinence (OR
3,1 (CI 0,7- 14,3)) and number of daily micturition (OR 0,2
(CI 0,002- 1,33)) were more frequent in the case group, the
same was not observed for nighttime urination. Both
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questionnaires, HAD for anxiety and HAD for depression
showed a worse quality of life in the case group. (U Mann-
Whitney: p=0.044, p=0.004). Vestibulodynia showed also
significant differences OR 327,9 (IC 95% 16–66697,6).
Type of delivery is not related to the symptomatology.
Conclusions:
Dyspareunia after delivery has been poorly studied. Most of
the time is treated as a minor issue despite its great impact
on quality of life and their frequency. Kennedy et cols
defined in their study a frequency of 41% in vaginal
delivery and of 20% in cesarean section. Moreover they
find that symptoms like itching, burning, pain, dyspareunia
and urge and stress incontinence were more serious as the
pregnancy progresses. Three months after delivery, they
found that only dyspareunia persisted. Also Ibañez Gar-
ikano et cols. found that the most frequent dysfunction
6 months after the first delivery was dyspareunia, being
vaginal delivery an aggravating factor. In our study, we do
not find any relation with type of delivery. In the study that
we presented, the main clinic was similar to vaginitis and
most of the women also presented urinary symptoms. This
agree with other study in which vulvodynia coexists with
symptoms of interstitial cystitis in 85% of the cases. With
this study we show that sexual dysfunction that appears
after delivery is related with vestibulodynia. The Interna-
tional Society for the Study of. Vulvovaginal Disease
(ISSVD) defined the vulvodynia as spontaneous vulvar
pain sensation or burning and dyspareunia (pain during
insertion of tampons and vaginal pain with penetration
during sexual intercourse) in the absence of objective
inflammatory signs in the exploration. It is classified in a
general and in a localized form and it also difference if pain
spontaneous, induced or mixed. Although different theories
have been postulated, according to the integral theory of
Petros, it would be caused by a laxity of the uterosacral
ligaments causing a stretch of sympathetic fibers inside.
References (optional):
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Objectives:
To evaluate anatomical, functional outcomes and compli-
cations inherent to the treatment of pelvic organ prolapse

by implantation of polypropylene mesh, using the
ProliftTM kit.
Materials and Methods:
Single-center observational study of 100 successive
patients enrolled in a registry, who underwent ProliftTM
prolapse repair. Data on prior treatments, associated
procedures and per- and post-operative complications
were collected and the patients were seen after 2, 6 and
12 months. Anatomical outcomes were assessed using
the ICS POP-Q system. Function was assessed in terms
of urinary and digestive problems, and impact on sex
life. Failure was defined as relapse of POP-Q Grade 2
or more.
Results:
Of the 100 patients, 32 had an anterior, 14 a posterior, 54 a
total ProliftTM; 53 had concomitant urinary incontinence
surgery. At 6 and 12 months respectively, 8% and 12% of
the patients were lost to follow-up. Mean operating time
was 39.8 min. With respect to peri-operative complica-
tions, there was no bladder or rectal damage but three
patients experienced bleeding (≥300 ml) without need-
ing transfusion. POP-Q Grades before surgery were:
Grade III-IV cystocele in 65.7% of the anterior
ProliftTM patients; Grade II-III rectocele in the poste-
rior; and 77.8% of total were Grade III and 11.1%
Grade IV. The incidence of recurrence was 3.6% at
Month 6 and 10.2% at Month 12. Significant (p<0.05)
improvements were seen in median scores for the various
POP-Q items. With respect to functional problems, stress
urinary incontinence was cured in 92% of the patients but
7.7% reported new-onset urinary incontinence after 1 year.
One case of vaginal exposure after 1 year was observed
and major or symptomatic mesh retraction was observed
in 8%. New-onset dyspareunia was reported by 11.1% of
the patients.
Conclusions:
These results confirm the feasibility of using the ProliftTM
kit in the repair of prolapse via a vaginal approach and the
low per- and post-operative morbidity associated with that
technique. Nevertheless, longer-term evaluation is required
to confirm the results
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Objective:
To assess the convenience, efficacy and safety of
concomitant surgical pelvic/vaginal procedures in wom-
en undergoing surgery for Stress Urinary Incontinence
(SUI).
Background:
Urinary incontinence is a common and often overlooked
healthcare problem, often undertreated by health care
personnel worldwide, because few of symptomatic persons
(45% of women and 22% of men) search medical attention
[1]. It is a multifactorial disease which affects 25–45% of
women [2], having an important impact on quality of life.
SUI is often associated with pelvic organ prolapse (POP)
[3] and is only logical to try to solve both surgical problems
concomitantly. Other gynecological problems may warrant
pelvic procedures, not necessarily vaginal, that can be
scheduled to the same intervention.
Methods:
A database of patients who had been submitted to SUI
surgical correction in the period between 01/01/1994 and
31/12/2009 was analyzed retrospectively. Descriptive and
analytical statistical techniques were used, using SPSS v19.
Statistical tests (chi square, fishers exact, students t) were
used as appropriate and Bonferroni corrections were
performed for multiple comparisons.
Results:
A total of 650 procedures for SUI had been performed
in the timeframe, including 217 Burch bladder neck
suspensions, 100 retropubic tension free vaginal tape
slings and 333 transobturator tension free vaginal tape.
66% of those had concomitant pelvic surgery, including
34.3% (223 patients) with vaginal hysterectomy and/or
colporrhaphy. Patients that had no concomitant proce-
dures had a global complication rate (i.e.: infection;
dysuria; urinary retention >100 cm3; difficult voiding) of
22.1%, which was not statistically different from patients
that had also colporrhaphy (only). Complication rate was
lower (6.7%) for patients who also performed vaginal
hysterectomy (p<0.05) and for patients with surgical
sterilization (4.0% p<0.05). These groups had, respec-
tively, the higher (59) and lower (38.5) mean age, which
were significantly different from the other groups. There
were more complications in the patients who performed
hysterectomy (34.4% p<0.05), but this value may be
confounded by hysterectomy having been performed in
79.3% of patients undergoing Burch procedure. Excluding
Burch procedures from analysis, concomitant vaginal hys-
terectomy and sterilization maintain the lowest complication
rate, at 5.6% and 4.2% versus 17% for patients with no other
procedures and 13% of patients with abdominal hysterecto-
my. Patients which had concomitant procedures had longer
hospital stays, except those with surgical sterilization.
Success rate (better or no symptoms) was not statistically

different between patients with only incontinence surgery
(85.9%), vaginal surgery (90.5%) and other pelvic surgery
(92.5%), having been higher in the Median post-operative
surveillance time was 18 months.
Conclusion:
Gynecologists have the skills to perform additional
pelvic procedures in the same session as a SUI surgery.
As the need for these techniques is quite prevalent in
SUI patients, it is often an option. POP correction may
additionally aid in the SUI treatment and greatly
enhance the woman’s quality of life. Although hospital
stays may be longer for more invasive procedures, the
patient will be hospitalized only once. SUI procedure
success and complication rate does not appear to change
in this context, including with vaginal procedures such
as hysterectomy. Gynecologic surgical procedures, in-
cluding vaginal ones, seem safe and convenient in the
context of SUI surgery
1. Harris, S.S., et al., Care seeking and treatment for
urinary incontinence in a diverse population. J Urol, 2007.
177(2): p. 680–4.
2. Anger, J.T., C.S. Saigal, and M.S. Litwin, The prevalence
of urinary incontinence among community dwelling adult
women: results from the National Health and Nutrition
Examination Survey. J Urol, 2006. 175(2): p. 601–4.
3. Tsivian, A., et al., Transobturator Tape Procedure With
and Without Concomitant Vaginal Surgery. The Journal of
Urology, 2009. 182(3): p. 1068–1071.
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Objective:
The objective of this study was to evaluate the safety and
efficacy of a transurethral injection (TUI) using bulking
agent Bulkamid® for female stress and mixed urinary
incontinence. The hypothesis was that Bulkamid® may
increase maximal urethral closure pressure (MUCP), lead-
ing to a higher likelihood of a curative effect.
Background:
A retrospective study was performed on 25 women with
urinary incontinence (stress, 18; mixed 7), and all 25
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patients completed the study. The efficacy of TUI was
evaluated 3 months later. One patient had a reinjection of
Bulkamid® . Their mean age was 69.7 (SD-16.22) years,
mean body mass index (BMI) was 27.56 (SD-3.42), and
mean parity was 1.73 (SD-0.7). The Bulkamid® deposits
were placed 1 cm distal to the bladder neck at 2,6, and 10
o’clock positions.
Methods:
We enrolled patients whose predominant symptom was
SUI. Nineteen patients had previously undergone anti-
incontinence surgery; fifteen of these group were treated
with TVT, TVT-O or TVT-S (Gynecare) procedures. The
injections of Bulkamid® were given after local anesthesia
under urethroscopic control. The bulking agent was injected
into the submucosa through the urethra using a 23 G
needle. Three deposits were placed at positions 1 cm distal
to bladder neck. Before injection, the women received a
prophylactic antibiotic treatment, an iv dose of Unasyn
(1.5 g). Subjective assessment of the leakage of urine was
based on the International Consultation on Incontinence
Questionnaire - Short form (ICIQ-UI SF) filled in before
and 3 months after the surgery. Improvement in urinary
incontinence was defined as a drop in the score of more
than 50%. Objective assessment of leakage of urine was
assessed by cough test and standard urodynamic examina-
tion. The MUCP and other parameters were assessed.
Ethical committee approval was obtained, and all subjects
gave written consent to participate in the study. Data were
processed and statistical analysis performed by internal
functions of OpenOffice CALC3.1.0 (average, median, SD,
F-test, T-test). Changes in time and differences between
groups were compared using t-test, Wilcocon test or Fischer
exact test; the level of significance was set to 0.05.
Results:
Objective assessment by cough test showed that 9/25 (36%)
of patients had negative results for this test, and in 19/25
(64%) of patients leakage of urine persisted 3 months after
operation. Subjective assessment by the ICIQ-UI SF
questionnaire showed that 7/25 (28%) of our patients were
completely dry, 20/25 (80%) of patients were dry or
improved, and in 5/25 (20%) of patients leakage of urine
remained the same as before the operation or the drop in the
score was lower than 50% (a small improvement). The
mean score before the operation was 17.56 (SD 3.44);
median 18, and after operation was 5.68 (SD 5.51); median
5. We did not find any statistically significant differences in
the urodynamic parameters (e.g. MUCP). There is a
statistically significant difference in restriction of the score
of ICIQ-UI SF.
Conclusions:
The hypothesis that Bulkamid® increases MUCP was not
established, but placement of this bulking agent into the
submucosa restricts leakage of urine and has a mean

curative effect: the score of ICIQ-UI SF decreased
significantly. The procedure is minimally invasive and is
an option for failed anti-incontinence surgery.
References (optional):
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Objective:
In the tension-free vaginal mesh (TVM) procedure, one of
the most difficult part is to create a puncture wound using a
needle for inserting the mesh arm. We report the clinical use
of a new type of needle for the TVM procedure. This
needle facilitated the safe, precise, and easy puncture for
the insertion of the mesh arm.
Background:
In the conventinal TVM procedure, a puncture needle is
blindly advanced into the arcus tendineus fascia pelvis
or the sacrospinous ligament; this invloves a risk of
injury to the operator’s finger or to the adjecent organs.
Moreover, creation of an effective puncture wound for
pelvic organ prolapse repair requires considerable skill,
and the disposable needles used for the TVM procedure
are expensive.
Methods:
Fig. 1 shows the schematic diagram of the needle. The
needle comprises a puncture part, an axle, and a target part.
When the puncture part is advanced, it moves around the
axle and accurately reaches the target part. Fig. 2 shows the
tip of the puncture part. The tip has 2 holes and a
circumferential groove between the holes. When the hook
is rubbed along the needle, the edges of the groove become
apparent. Hence, the groove can be easily detected, even
blindly. A thread that is securely passed over the groove
can be easily pulled out of the vagina by releasing the hook
from the groove. The rest of the TVM procedure was
performed in the usual manner.
Results:
During the TVM procedure, the puncture part of the needle
reached the target part without requiring a direction change,
and the thread for inserting the mesh arm could be easily
pulled out of the vagina.
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Conclusions:
No skill is required to use this needle for creating a puncture
wound. Moreover, this needle is reusable and cost-effective.
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SURGICAL TREATMENT FOR PELVIC ORGAN
PROLAPSE IN ELDERLY WOMEN:
A SINGLE-CENTER EXPERIENCE
J. MANONAI, R. WATTANAYINGCHAROENCHAI;
Faculty of Med. Ramathibodi Hosp., Bangkok, Thailand.

Consent Obtained from Patients: No
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To analyse the feasibility, safety and outcome of surgical
treatment for pelvic organ prolapse in women 65 years or older
Background:
Given the growing geriatric population along with the high
prevalence of pelvic floor disorders including pelvic organ

prolapse, there is a pressing need for information on the
outcomes of surgical treatment in this unique population of
women. Consideration of conservative treatment modalities is
recommended, however, surgery should not be avoided based
on chronological age alone. As the outcomes of surgery may be
different in this population, this study was aimed to answer that
question.
Methods:
A single-center retrospective, cohort study was performed
through a medical records review. Women 65 years or older,
who underwent a surgical operation for pelvic organ prolapse
from January 2000 to December 2009, were considered.
Results:
Overall, 293 women with mean age of 70 years (range 65–
91) were included. Most of them had medical diseases and
were diagnosed with having pelvic organ prolapse stage III
or IV. Eighteen women (6.1%) had vaginal vault prolapse.
The following procedures (alone or in combination) were
performed: 159 (54.3%) vaginal hysterectomies, 250
(85.3%) anterior colporrhaphies, 247 (84.3%) posterior
colpoperineorrhaphies, 42 (14.3%) Manchester operation
and 11 (3.8%) colpocleisis. Surgical mesh was used in 19
women (6.5%). Median operative time was 100 min (range
30–210). Median estimated blood loss was 100 ml (range
10–700) and there was only one woman who received
blood transfusion. With regard to immediate complications,
there were two cases of bladder injury and two cases of
vaginal hematoma. Urinary retention and febrile morbidity
were found in 33 (11.3%) and 35 (11.9%) women,
respectively. One woman developed non-fatal pulmonary
embolism 1 month after surgery. Median duration of
hospital stay was 5 days (range 2–15). Clinical follow-up,
median 36 months (range 2–960), showed that 72.3% of
women had anatomical success after prolapse surgery. The
shortest time of recurrent prolapse was 3 months.
Conclusions:
Reconstructive surgical operation for pelvic organ prolapse
is a viable treatment option in elderly women. There was no
mortality while postoperative complication was slightly
higher than in younger women. Prolapse failure was found
in one fourth of the women.
References (optional):
1. Cochrane Database Syst Rev 2010 Apr 14;4:CD004014.
2. J Urol 2008;179:2111–8.
3. Clin Obstet Gynecol 207;50:826–43.
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WOMEN AT 8TH WEEK AFTER DELIVERY
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Fig. 1 The schematic diagram of the needle

Fig. 2 The tip of the puncture part
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Objective:
To evaluate the effect of pregnancy and delivery on pelvic floor
with MR images in the sitting position of parous women at the
8th week after vaginal delivery and young nulliparous women
Background:
During pregnancy and vaginal delivery, relaxation or damage of
sustentacula of pelvic floor is inevitable. Although the damage
will be cured during puerperium, the sustentacula will not
recover to the same level before delivery. These relaxation or
damage of pelvic floor will be a cause of stress urinary
incontinence or pelvic organ prolapse. As for these relaxation,
damage, and recovery of pelvic floor with pregnancy and
delivery, some functional evaluations have been reported, but
there are a few studies in terms of anatomical evaluation such as
position of pelvic organs. Especially, only few researches have
been reported of the positions of uterine or bladder for 6–
8weeks after delivery, when the involution of uterus completes.
We have evaluated women’s pelvic floor using an open MR
system, which enables to acquire MR images of pelvis in the
sitting or standing posture which is common in daily activities.
Methods:
11 parous women at the 8th week after vaginal delivery and
14 nulliparous women (Table 1) were examined in the
sitting position with an open MR system, GE SIGNA SP/2.
The maximal lengths of the major and minor axes of the
body of uterus were measured and its area was calculated.
The positions of the internal orifice of the uterus (IO) and
bladder neck (BN) were also identified and the vertical
distances from the puboccocygeal line to IO and BN were
measured (Fig.1). Student t test and Mann-Whitney U test
were used for the comparisons between the 2 groups.
Results:
First, the sizes of uterus were compared between parous and
nulliparous women, and those were not significantly different
between the groups (Table 1). Then, the positions of IO were
compared, and those of parous women (Me 39.3 mm, IQR
35.9–43.9 mm) were significantly lower than those of
nulliparous women (Me 42.6 mm, IQR 40.1–51.7 mm). These
results showed that the relaxation and damage of pelvic floor
were not completely recovered even at 8th week. In regards to
the positions of BN, the results were not significantly different
between parous (Me 19.0 mm, IQR 15.6–23.2 mm) and
nulliparous (Me 23.1 mm, IQR 17.7–26.7 mm) women. In
addition, subjective symptoms of incontinence of urine were
also compared, but no significant difference was found (Fig.2).
Conclusions:
The relaxation and damage of pelvic floor during pregnan-
cy and delivery did not completely recover at 8 weeks after
the delivery.

References:
[1] Obstetrics and Gynecology, 102(2):223–228, 2003.
[2] Radio graphics. 22: 295–304, 2002.

Table 1. Characteristics and the Size of Uterus of
Subjects

Parous Women
(n=11)

Nulliparous Women
(n=14)

Significant

Age (year,
Mean±SD)

30.3±4.9 28.7±5.0 n.s.

BMI (kg/m2,
Mean±SD)

21.5±1.8 20.7±2.1 n.s.

Number of
Deliveries (%)

1 time :3
(27.3)

2 times:6
(54.5)

3 times:2
(18.2)

Urinary Incontinence
(%)

1 (9.1) 0 (0.0) n.s.

Size of Uterus (cm2,
Median, IQR)

27.9 (21.6–
31.6)

28.9 (24.2–
30.3)

n.s.
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Objective:
Transobturator vaginal tape surgery (TOTS) was performed
in patients with stress urinary incontinence. We analyzed
anatomical status by chain cystography (CCG) and voiding
function before and after TOTS.
Background:
We investigated risk factors for post-operative urgency
incontinence and whether it could be predicted by pre-
operative CCG.
Methods:
Thirty-eight patients with stress or mixed incontinence
underwent TOTS at our institute. Pre- and post-opera-
tive voiding functions and CCG were assessed in 35 of
the 38 patients. Post-operative evaluations consisted of a

questionnaire, uroflowmetry, and CCG 3 months after
surgery. The overactive bladder symptom score
(OABSS), international prostate symptom score, quality
of life questionnaire, international consultation on
incontinence questionnaire-short form (ICIQ-SF) and
King’s health questionnaire were used for assessment.
Maximum flow rate (Qmax), average flow rate (Qave)
and residual urine (RU) were measured by uroflowme-
try. Using CCG, we evaluated the posterior urethroves-
ical angle (PUVA) with the patient standing and either
resting or performing the Valsalva maneuver.
Results:
In 7 patients, the pre-operative PUVA was ≥180°. In
those patients, decreases in the post-operative OABSS,
ICIQ-SF, and RU were significantly greater than in
those with a lower PUVA and significant increases were
shown in post-operative Qmax and Qave. Stress
incontinence was cured in all 35 patients who had
pre- and post-operative assessments. However, 9
patients continued to have urgency incontinence. Those
9 patients had complained of urgency incontinence
before surgery and had significantly higher post-operative
OABSS (p<0.01) and ICIQ-SF scores (p<0.001). Radiolog-
ical examinations showed that they had a lower pre-
operative PUVA (p<0.05) than patients without urgency
incontinence post-operatively.
Conclusions:
Results suggest that TOTS is useful for pure stress
incontinence and that a pre-operative evaluation by
CCG is useful to predict post-operative urgency incon-
tinence. Especially, in patients with a PUVA≥180° as
shown by pre-operative CCG with the Valsalva maneu-
ver, TOTS might cure symptoms without influencing
voiding function; however, with a PUVA<180°, urgency
incontinence may remain after surgery. The PUVA in
these patients may be low because of latent subclinical
pelvic organ prolapse. Pre-operative measurement of
PUVA by CCG is beneficial for predicting post-operative
urgency incontinence after TOTS.
References (optional):
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Objective:
This study aimed to investigate the effect of 17β-
estradiol (E2) on the expressions of estrogen receptors
(ERs) α and β and progesterone receptor (PR) of
bladder in ovaricetomized bladder outlet obstruction
(BOO) rat model.
Background:
The bladder is considered an estrogen-dependent organ.
Estrogen deficiency after menopause and estrogen supple-
mentation can be associated with bladder dysfunction
including BOO and associated detrusor overactivity and
urinary incontinence.
Methods:
The study included 56 female Sprague-Dawley rats of
10 weeks. BOO was induced by ligation of proximal
urethra in 24 rats, and the treatment and control groups
received daily 15 mcg/kg of E2 and oil vehicle
subcutaneously, respectively. The rats were divided into
seven groups: A, control; B, sham operation and oil; C,
ovariectomy (OVX) and oil; D, OVX and E2; E, BOO
and oil; F, OVX plus BOO and oil; G, OVX plus BOO
and E2. The rats were euthanized at 4 weeks in
proestrus cycle. The bladder were removed and
weighed, and examined histologically for the ERs α
and β and PR, number of urothelial layer, thickness of
detrusor muscle, and blood vessel density. Serum E2,
progesterone (P4), and total testosterone (T) concen-
trations were evaluated.
Results:
The mean bladder weights were higher in OVX and
BOO groups (F and G) than the others (p<0.001). The
mean serum P4 concentrations were lower in OVX groups
(C and D) than non-OVX groups (A, B, and E) (p=0.001).
There were no differences in serum E2 and total T
concentrations among study groups. There were no
differences in ER-β expressions of urothelium and
detrusor muscle among groups, and ER-α and PR
expressions were not be observed in bladders of all
groups. The numbers of urothelial layers in groups C
and D were higher than groups A, B, E, F and G (p<
0.001) and the urothelial layer in group D was more
numerous than group C (p<0.001). Detrusor muscle in
group E was thicker compared with group B (p=0.02).
There were no differences in blood vessel densities among
groups.
Conclusion:
BOO could cause hyperplasia and hypertrophy in
bladder epithelium and muscle, which were augmented
by OVX. It appeared that the expressions of ER and PR
and blood vessel density did not affect BOO-related
bladder change.
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EFFECT OF MODE OF DELIVERY ON PELVIC
FLOOR BIOMETRY BY THREE-DIMENSIONAL
PELVIC FLOOR ULTRASOUND
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The Chinese Univ. of Hong Kong, Hong Kong, Hong Kong.
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Background:
Pelvic floor changes after delivery have been shown in a
number of Caucasian studies but limited information is
available in Chinese women.
Objective:
This study aimed at studying the effect of mode of delivery
on pelvic floor biometry of Chinese women using three-
dimensional pelvic floor ultrasound.
Methods:
Nulliparity pregnant women were recruited at first
trimester (10–13 week of gestation). After their urinary
bladder was empty, perineal ultrasound scan (USG) was
performed at rest and valsalva maneuver (VM). Their
mode of delivery (MOD) was determined by obstetric
indications. Perineal USG was repeated at 8 week
postpartum. Analyses were conducted offline without
knowledge to the MOD. Hiatal diameters and areas
were measured using the plane of minimal hiatal
dimensions identified in the mid-sagittal plane. Bladder
neck positions were measured at vertical and horizontal
distance from symphysis pubis in mid-sagittal plane.
Bladder neck displacement was calculated by square
root sum of the squares of the vertical and the
horizontal difference. Paired sample t-tests were used.
Results:
Forty-one women with age of 30.0 (SD 4.3) years
completed the study. In all, 34 (82.9%) had vaginal delivery
(VD), including 28 spontaneous and 6 instrumental
delivery; and 7 (17.1%) had caesarean section (CS) (5
emergency and 2 elective). There was no difference in birth
weight (VD 3.1±0.4 kg vs CS 3.2±0.5 kg, p=0.1). The
hiatal diameters and areas at valsalva were found to be
significantly increased after delivery as compared to
antenatal in the VD group (Table 1). There was also
significant bladder neck displacement after delivery in the
both groups (Table 2).
Conclusions:
Woman who delivered vaginally had increased the hiatal
diameters and areas. Significant bladder neck displacement
at valsalva was found in both MOD.
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Table 1. Antenatal and postnatal hiatal diameters and areas
of both groups

Vaginal delivery
group
(n=34)

P-value Caesarean
section
group
(n=7)

P-value

Antenatal Postnatal Antenatal Postnatal

At rest

Hiatal
width
(cm)

3.73±
0.53

3.75±
0.56

0.71 3.71±
0.40

3.56±
0.31

0.12

Hiatal
height
(cm)

4.21±
0.52

4.34±
0.55

0.19 4.25±
0.71

4.47±
0.90

0.19

Hiatal
area
(cm2)

10.56±
2.26

10.78±
1.77

0.59 10.76±
1.69

11.54±
2.94

0.39

At Valsalva

Hiatal
width
(cm)

3.83±
0.48

4.10±
0.67

0.005 3.74±
0.31

3.79±
0.27

0.71

Hiatal
height
(cm)

4.27±
0.64

4.83±
0.74

<0.001 4.59±
1.85

4.80±
0.89

0.22

Hiatal
area
(cm2)

11.53±
2.31

14.10±
3.49

<0.001 12.45±
2.21

13.52±
3.61

0.30

Table 2. Antenatal and postnatal bladder neck position and
displacement of both groups

Bladder
neck
position

Vaginal delivery
group (n=34)

P-value Caesarean
section group
(n=7)

P-value

Antenatal Postnatal Antenatal Postnatal

At rest

Vertical
(cm)

−2.57±
0.40

−2.44±
0.30

0.08 −2.8±
0.55

−2.83±
0.37

0.77

Horizontal
(cm)

−0.69±
0.74

−0.60±
0.60

0.55 −0.15±
0.58

−0.11±
0.65

0.82

At Valsalva

Vertical
(cm)

−2.48±
0.45

−1.66±
0.59

<0.001 −2.47±
0.39

−2.08±
0.75

0.32

Horizontal
(cm)

−0.01±
0.91

0.51±
0.65

0.006 0.38±
0.34

0.59±
0.57

0.34

BND
(cm)

0.90±
0.43

1.45±
0.74

<0.001 0.85±
0.34

1.42±
0.70

0.03
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Objectives:
To determine how well we adhere to the local peripartum
bladder management guideline.
Background:
Postpartum voiding dysfunction affects 10–15% of women
1. It is difficult to predict, therefore all women should be
considered at risk. Risk factors include being primigravi-
dae, prolonged labour, epidural/spinal analgesia, operative
vaginal delivery, caesarean section, need for catheter in
labour, larger infants and perineal injuries 2

Urine retention, if not identified and treated, may result in
detrusor muscle atony, and subsequently overdestension
injury 2. Therefore early detection is important to prevent
irreversible bladder damage
Methods:
The Maternity records of 60 women who delivered between
the 1st and 31st of January 2010 and had epidural/spinal
sited were retrospectively reviewed.
Results:
Seven percent of women had a urine sample test docu-
mented in the active phase of labour. The time and voided
volume in the active phase of labour was documented in
32% of women. The drained urine volume post catheter-
isation was documented in 30% of women. Following
vaginal delivery, the Foly catheter was removed after 8 h in
75% of women. Catheter removal was not been docu-
mented in 9% .Among the documented post removal of the
catheter voids, 74% had documented first void in less than
6 h. A second void was documented in 17% of women .
Only 5% of the women had a documented voided volume.

Audit standard (100%) Results

A urine sample tested (dipstick) once in the active phase of
labour.

7%

Time and volume of the first void in the active phase of
labour

32%

Time and volume of urine drained once catheter is inserted 30%

Catheter should be removed at least 8 h post delivery 75%

Documented time of removal of catheter in the postpartum
period

91%

Documented time of first void post removal of the catheter: 74%

Documented time of second void: 17%

Documented voided volume: 5%

Conclusion:
This was the first audit after implementing the guidelines,
the targets had not been achieved in the majority of
standards, the reasons are not clear, although in part t is
likely due to documentation issues.
Recommendation:
1. Education of the midwifery staff about peripartum
bladder care
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2. Introduction of bladder care proforma to peripartum care
plan
3. Re-audit after 6 months
References:
1. J Reprod Med 2001; 46: 44–48
2. Acta Obstet Gynecol Scand. 1997
3. Aust NZ J Obstet Gynaecol. 2002
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Objective:
The objective of the present study is to evaluate safety and
efficacy of the tension free tape Contasure Needleless (Neo-
medic Inc.) and to review our data with a minimum follow up
of 1 year. The transobturator approach was then developed to
reduce risks of retropubic needle passage. We are analyzing
the results of a minimally invasive solution that is a single
incision TOT like sling with the same known benefits of a
TOT and the advantages of a single incision technique.
Background:
A retrospective study was carried out in 55 patients with
SUI. Women suffering from SUI were offered a single-
incision approach to place a sub-urethral polypropylene
mesh tape in a position similar to that of a transobturator
sling without passage of needles. Retrospective data was
collected on the first 55 patients that underwent the
Contasure Needleless. Surgical technique consists of
placing under the midurethra a macroporous monofila-
ment polypropylene sling of 11,4 cm. Length and
1,4 cm. wide, with a Pocket Positioning System that
allows to anchor the sling in muscle tissue. Dissection
of the paraurethral spaces is performed up to the
ischiopubic ramus. The sling is introduced with the
help of a forceps until the obturator muscle is reached.It
is 100% macroporous polypropylene without any addi-
tional material.(no anchors needed)
Methods:
Fifty-five patients underwent the Needleless single
incision sling, mean age was 61 years (38–84). Mean
operative time for the sling procedure alone was 7 min.
All patients followed pre-operative pelvic floor exer-
cises. All patients had a preoperative cystoscopy
research, flowmetry and miction diary and urine sample.

All patients had surgery with a spinal anesthetic. First
consult was after 6 weeks with the question how they
experienced the surgery and if they were continent.
Second consult after 3 months was mainly focused on
the quality of life, regarding the bladder function. Third
consult was on the long term (by phone)
Results:
51 (91%) patients achieved cure of stress incontinence.
Significant urge symptoms were present in 55% of patients
pre-operatively and only 9% post-operative. Patients with urge
complaints had an urodynamic research to exclude detrusor
instability. One patient reported dyspareunia after 6 weeks
follow up, pain disappeared after 12 weeks follow up and no
erosions or extrusions were reported.No patients reported
postoperative pain due to the procedure. Patients did not get a
vaginal tampon or bladder catheter after the treatment. When
they had spontaneous miction, they went home. Most patients
that stayed for 2 days did not have spontaneous miction post-
operative, all of them because of spinal anesthetic. They had
normal miction 24 h post-operative. One major bleeding (2 l)
occured peroperative, caused by insufficient vena ovarica, and
that varicous pelvic vein plexus caused the heavy acute
bleeding during the procedure. Patient was treated with
vaginal packing and held 1 night for observation . She was
able to leave the hospital without any further measurements
taken. (no transfusion was needed).
Conclusion:
In this initial study, the Needleless 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%. The Needleless sling is an excellent minimally
invasive alternative to mid-urethral tension free slings. It
appears to have a similar cure rate and causes less pain and
urge complaints postoperative when compaired to classic
sling procedures.
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Objective:
To evaluate long term safety and efficacy of Trans-obturator
tape for treatment of stress urinary incontinence in women.
Background:
For the last one and a half decade minimally invasive mid-
urethral slings have made their distinctive place in the
surgical management of female stress incontinence. Various
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techniques of placing these slings have been devised over
time. Revolutionary introduction of Tension free vaginal
tape by Ulmsted and Petros from Sweden in 1995 was
followed by pioneering of Transobturator tape by Delorme
in 2001.
TOT has gained wide popularity over the last few years as it
has a theoretical advantage of avoiding some of the
complications such as bladder, bowel perforation and causing
less postoperative voiding dysfunction and obstruction.
There is now proven data on long term efficacy of TVT.
Whereas for TOT, even though current evidence on the
short term efficacy appears adequate and hugely encourag-
ing, there is lack of enough data on its long term efficacy
and safety.
Method:
This was a retrospective study of patients who had TOTat the
Urogynaecology unit of Stafford General Hospital during the
study period of 2003–2004. Subjective questionnaires to
assess the long term efficacy and continence outcome were
sent to these patients after a minimum of 7 year period.
Results:
We adopted Trans obturator approach of inserting midure-
thral slings in 2003 and 61 patients had TOT performed in
year 2003–2004. 3 patients were unfortunately identified as
deceased, hence we sent questionnaires to 58 patients. Out
of these 50 patients replied back. Urinary stress inconti-
nence was completely cured or improved in 43 (86%)
patients. 94% of patients did not have any long term
problem. However 1 patient developed new urinary
problem in form of urgency following TOT, 1 developed
voiding dysfunction requiring self catheterization and 1
developed hesitancy. Other procedure following TOT were
tape excision in 6 patients, repeat TOT in 1 patient, TVT
secure in 1 patient. Here we would like to highlight that we
were initially using Obtape for TOT, which has since been
identified as causing high incidence of tape erosion and has
been withdrawn from the market. This fact has been
reflected in our study as well as we found a high tape
erosion rate of 12%. The overall long term satisfaction rate
following TOT was 76%.
Conclusion:
In view of overall high cure rate in absence of any significant
long term problems at 7 year follow up, we conclude that
Transobturator tape is a safe and efficacious procedure for
treatment of stress urinary incontinence in women.
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Objective:
Assess safety and efficacy of outside-in transobturator tape
(TOT) as an isolated procedure for female stress urinary
incontinence (SUI) treatment.
Background:
Since Delorme first described it, in 2001, TOT as become
one of the most popular surgical treatment of female SUI.
Although this minimally invasive procedure was one of the
major advances in the treatment of female SUI results must
be analyzed in order to improve outcomes.
Methods:
Retrospective analysis of 218 TOT performed as an isolated
procedure for correction of female SUI between January
2004 and December 2010. Cure was defined as absence of
SUI symptoms and negative stress test; improvement was
defined as absence of SUI symptoms but positive stress test
or less symptoms of SUI. Analyzed parameters were: age,
parity, tape brand, operative time, hospital stay, intra-
operative and postoperative complications, associated med-
ical conditions, previous surgeries, clinical type of incon-
tinence, physical examination findings, urodynamic
parameters, and results at 2 months and yearly follow-up.
Statistical analysis was performed with Statistical Package
for the Social Sciences v.16.
Results:
The mean age was 54,8±9 (31–81). 50,5% had symptoms
of pure SUI. 184 (84,4%) patients were assessed with
urodynamic examination before surgery: 15,8% had ure-
thral closure pressure <20 cm H2O and 6,5% detrusor
instability. Mean operating time was 20,5±6,98 (5–45)
minutes. The most used tapes were: Obtape® (34,4%),
Dowmedics® (21,1%) and Monarc® (15,1%). Intra-opera-
tive vaginal wall perforation was reported in 9,6% of cases.
Postoperative bladder retention occurred in 3,2%. Vaginal
erosion was diagnosed in 12,4% of patients, at an average
of 7,6 months after the procedure. There was a statistically
significant relation between vaginal erosion and intra-
operative vaginal wall perforation (p 0.000) as well as with
the use of Obtape® tape (p 0.041). De novo urge
incontinence developed in 10,6% of the patients. Perineal
cellulitis was detected in one patient. Global cure rates
were: 83,7%, 67,9%, 68,1%, 59,6%, 49,4% at 2 months, 1,
2, 3 and 4 years follow-up respectively. If we exclude
Obtape® the cure rates are: 89,1%, 75,8%, 78,9%, 72,5%,
62,5% at 2 months, 1, 2, 3 and 4 years which is statistically
significant at 2 months, 1 and 2 year follow-up.
Conclusions:
TOT is fast and safe procedure with low rate of intra-
operative and postoperative complications. Global cure
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rates are lower than those mentioned in previous works
which can be associated with the defined criteria and type
of tapes used. If we exclude Obtape®, cure rates improve
resembling those from literature. Comparing Obtape® cure
rates with the other tapes all together, there are statistically
differences at 2 months, 1 and 2 year follow-up. Tape
erosion rate is 12,4% and statistically related to vaginal wall
perforation and use of Obtape®. This data suggests that the
type of tape influences patient outcome. De novo urge
incontinence incidence is similar to other papers.
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HOW DOES PREGNANCYAND DELIVERYAFFECT
URINARYCONTINENCEANDSEXUALFUNCTION?
L. FRÍAS ALDEGUER, P. H. CRISPIN MILART, V.
MARTÍNEZ MORÓN, N. M. CLIMENT MARTÍNEZ, I.
A. FARES BEJARANO, M. HERRERA DE LA MUELA,
M. V. ALBI GONZÁLEZ;
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Objective:
To observe the prevalence of urinary incontinence and to
value and compare the quality of sexual activity during
pregnancy and puerperium.
Background:
Delivery perineal traumatism can affect the urinary and
fecal continence, pelvic organ prolapse and quality of
sexual intercourse.
Methods:
Observational prospective study. We followed up the women
who gave birth at our hospital. We got demographic
information, aspects regarding the pregnancy and delivery.
The patient filled in a sandvick questionnaire and an ICIQ-SF
questionnaire and the PISQ-12 questionnaire during the
admission at birth. Two months after the birth, by telephonic
interview, they answered the same questionnaires.
Results:
191 Patients gave birth at Hospital Universitario Fundación
Alcorcón during November-December 2010. 108 patients
participated in the first stage of the study and 89 women
completed the second stage. The age range was 18–43 years
with a mean of 31,3. The mean BMI was 28,3. 53,70% of
women were primiparous, 10,19% were secondiparous, and
12,04% were terciparous or more. The mean gestational age
at birth was 39 weeks. We had 74 (68,52%) eutocic births,
4 (3,70%) births by forceps and 30 (27,78%) cesareans.
From the eutocic births, 17 women needed episiotomy and
39 had a vaginal tear (97,4% first and second degree). All
forceps needed episiotomy. We had 25 urgent cesareans and

5 programmed cesareans. We observed urinary inconti-
nence previous to pregnancy in 5 women and it turned
worse during the pregnancy and disappeared after labor.
Fifty-three women developed urinary incontinence during
pregnancy, and only 10 of them still had it 2 months after
delivery. Three women showed set of UI in puerperium.
according to the previous, 58 women had UI during
pregnancy and 12 in the first 2 months of puerperium. for
our complete group, we had a prevalence of 4,6% of IU in
health and no complaining women before pregnancy
(pregestational IU), a prevalence of 53,7% of IU during
pregnancy and a prevalence of 14,6% of IU in the first
2 months after delivery. According to sandvick ques-
tionnaire, among the women with IU previous of
pregnancy (n=5), three had mild UI and 2 had moderate
UI. From the group or women that had IU during
pregnancy (n=58), according to sandvick scale: 39,6%
(n=23) were mild cases, 46,5% (n=27) were moderate
cases and 15% (n=8) severe cases. According to ICIQ-SF,
36,2% (n=21) had a result <5 and 63,8%, (n=37) had a
result ≥5 points. For the group of women with iu during
puerperium (n=13), according to sandvick questionnaire
46% were mild cases, 46% moderate cases and 1 women
had severe IU. According ICIQ-SF 23% (n=3) had a result
<5 and 77%, (n=10) had a result ≥5 points. In pregnant
women with IU we found a higher prevalence of obesity
(IMC ≥30), 29,3% VS 14% in no obese women. But we
did not find statistical difference, probably due to our
number of patients. We analyzed parity and we did not
find difference: 50% of primiparous in IU group vs 58% in
no IU group. In puerperal women (n=13), comparing the
delivery route, 61,5% of women with puerperal IU had a
vaginal delivery versus 72,36% of women with no IU
during puerperium. We did not find difference about
episiotomy and vaginal tear rates. Attending to newborn
weight, we found that 84% of women with UI had a
newborn weight ≥3000 g compared with a rate of 60% of
women without UI. We did not find statistical differences.
Attending to the sexual function, three women referred not
having sexual intercourse during pregnancy and 18
women (20%) had not practiced sex after delivery at the
moment of the puerperium control. From the group of
women who had started intercourse after labor (71), 33
(46,6) experienced an improvement, 24 (33,8%) had a
worsening and 14 (19,7%) did not feel a difference
according to the PISQ-12 questionnaire. Attending to
some of the items analyzed in the questionnaire, dispar-
eunia appeared in puerperium in 19,7% (n=14). The
frequency of intercourse was diminished in 14% (n=10).
The satisfaction in the postpartum was higher in 21%
women, worse in 24% women and unaffected in 45%
women. We did not find difference according to the
delivery route.
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Conclusions:
There is a high prevalence of urinary incontinence in
pregnant and puerperal women that we should detect and
prevent. Probably if we assessed the prevalence 6 months
after labor we would find differences, with a tendency to
diminish. An important number of women feel that their
sexual quality of life is affected after delivery. some patients
were missed due to idiomatic barrier and cultural facts
especially among the musulman population. This circum-
stance could mask the results.
References:
1. European Journal of Obstetric & Gynecology and
Reproductive Biology 150 (2010) 210–214. 2. Gynécologie
Obstétrique & Fertilité 38 (2010) 332–346. 3. ACTAS
UROL ESP. 2008; 32(2):211–219
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PROSPECTIVE EVALUATION OF THE AJUST
SINGLE INCISION SLING IN WOMEN WITH
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Objectives:
A prospective evaluation of the Ajust single incision sling
in women with stress incontinence with concomitant DO,
voiding disorder, previous retropubic surgery or signifi-
cantly raised BMI.
Background:
There is growing short term data suggesting the Ajust single
incision sling is an effective treatment for stress incontinence1.
Meta-analyses suggest obturator slings may cause less de
novo detrusor overactivity and voiding disorder compared
with retropubic slings2. The obturator approach may be
preferable in women with a large BMI or previous retropubic
surgery to reduce viscous injury. However, obturator slings
are associated with increased postoperative pain3. The Ajust
single incision sling is adjustable with a fixation anchor that
penetrates the obturator membrane but no further. This
should allow immediate fixation but reduce the risk of pain.
We aim to assess if the Ajust sling would be an effective
alternative to the obturator sling in this cohort of patients.
Methods:
R&D were consulted and ethical approval was not needed.
Women with USI and concomitant DO, poor voiding,

previous failed retropubic surgery or BMI>35 underwent
treatment with the Ajust single incision sling. Women
completed the ICIQ-UI-SF and an urgency perception scale
(UPS) preoperatively and then 6 weeks, 6 & 12 months
post-operatively along with the PGI-I form. Women were
asked to score pain using the validated Numerical Rating
Scale (NRS) 3 h post operatively and prior to discharge.
Change in ICIQ Short form and UPS scores were analysed
using paired t test.
Results:
24 women were recruited for this prospective study. The
mean age was 58 years. 2 women had a BMI >35 and 2 had
previous retropubic surgery. 29% had urodynamic stress
incontinence (USI) and 71% had detrusor overactivity (DO)
with concomitant USI. All women with previous DO were
treated with antimuscarinics prior to offering them a
continence procedure. 88% of the women had supervised
pelvic floor muscle training (PFMT). The mean pre-
operative (ICIQ-UI-SF) score was 16 (range 9–25) and
the mean urinary urgency perception scale was 6.1 (range
0–10). The mean duration of surgery was 18 min (range
13–30 min) and the mean blood loss was 28 mls (range
10 ml to 50 ml). 2 cases of “button holing” of the vaginal
epithelium occurred but was noticed and treated intra-
operatively. There were no cases of urethral or bladder
injury. The mean NRS (0–10) for postoperative pain after
30 min, 3 h and at discharge were 2.4 (95% CI: 0.97–3.8),
2.5 (1.3–3.7) and 1.8 (0.7–2.9) respectively. 100% of the
women had satisfactory post-operative voiding.
6 weeks follow up:
100% (n=24) of the women were reviewed 6 weeks
following surgery. The mean (95% CI) for the ICIQ-UI-
SF was 1.8 (0.45–3.05) (p<0.0001). The mean (95% CI)
UPS was 2.2 (0.78–3.56) (p<0.0001). On PGI-I score,
100% of women reported that their symptoms were
improved, with 83% reporting that their symptoms were
“much” or “very much” improved. No women reported
stress urinary incontinence. None reported any pain. The
cough test was negative in all women. Only one woman
was found to have a prolonged tape exposure following a
“button hole” in surgery.
6 months follow up:
80% (n=19) of cases were reviewed. The mean (95% CI)
for the ICIQ-UI-SF scores was 0.8 (95% CI: range: 0.2–
1.8) (p<0.0001). The mean (95% CI) UPS was 1.30 (0–
2.63) (p<0.0001). On PGI-I scale, 100% reported that their
symptoms were improved with 90% reporting that their
symptoms were “much” or “very much” improved. None
reported pain or were found to have tape exposure.
12 months follow up:
50% (n=12) were followed up 12 months following
surgery. The mean (95% CI) for ICIQ-UI-SF scores was
2.25 (0–4.61) (p<0.0001). The mean (95% CI) UPS was
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2.08 (0.05–4.12) (p<0.0004). On PGI-I scale 92%
reported that their symptoms were improved with 67%
reporting that their symptoms were “much” or “very
much” improved.
Conclusion:
The Ajust sling appears to have promising medium term
results in this challenging cohort of patients.
References:
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ENTEROCYSTOPLASTY AND FASCIAL SLING IN
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Objective:
Analyze the results and determine the predictors of long-term
success in the surgical treatment of urinary incontinence in
patients with neurological etiology of neurogenic bladder who
have undergone enterocystoplasty and fascial sling.
Background:
The treatment of urinary incontinence of neurological
etiology remains a challenge. The use of fascial sling in
the surgical treatment of this condition was described for
the first time in 1982. Since then, a few series have been
published. Although the results obtained so far have been
described, no study evaluated the probably predictors of
long-term success in relation to obtaining total urinary
continence postoperatively.
Methods:
This is a descriptive, retrospective work based on
secondary data (obtained from medical records) of all
patients with neurogenic bladder who have undergone
enterocystoplasty with terminal ileum and fascial sling
due to the presence of neurological etiology of sphincter
deficiency, in the period January 2000 to May 2010 in
our department. All patients were assessed pre-opera-
tively by obtaining urine cultures and laboratory tests,

ultrasonography (USG) of the urinary tract, voiding
cystourethrography and retrograde (UCMR) and urody-
namic (UDN). The enterocystoplasty was indicated
based on the presence of persistent complications,
despite the conservative treatment adopted (as a rule,
clean intermittent catheterization), or in the presence of
incapacitating and significant urinary incontinence. The
indication of the sling was restricted to cases with
detrusor pressure loss (DLPP) inferior to 40 cm H2O.
The surgical results were evaluated through medical
consultation, or recent telephone interview, along with
analysis of medical records regarding patient follow-up.
All patients were asked about the need and the amount
of pads used, and the frequency of clean catheterization.
The integrity of the urinary tract and the presence of
complications were evaluated through the follow-up data
available, and urodynamic parameters pre-and postoper-
atively were compared. The determination of predictive
factors of success in relation to obtaining full urinary
continence was made by applying the chi square test,
taking into account the level of injury, loss of detrusor
pressure (DLPP) preoperative, maintaining the walking
capacity, sex and cause of neurological injury.
Results:
After applying the described methodology, we obtained
a total of 37 patients who were treated during the study.
Of these, 34 had myelomeningocele (MMC) operated, 2
myelodysplasia (MDP) and 1 neurogenic bladder sec-
ondary to spinal cord injury (SCI). Among those with
MMC, 8 had chest injuries, 2 high lumbar, 10 low
lumbar and 6 sacral. Nineteen subjects were male and
eighteen were female. The average follow-up was
4.2 years (6 months-15 years) and the average age of
18, 29 years (6–40 years). All patients showed signif-
icant improvement in compliance associated to enter-
ocystoplasty (p<0,001). Even in patients who maintained
losses, we noticed a significant increase in urethral
resistance after surgery: average 30.8 cm H2O preopera-
tive and postoperative 113.72 cm H2O (p<0,001). In
some patients (2), continence was only achieved after
years of the procedure (as far as 8 years).
Conclusions:
The fascial sling is effective in increasing urethral
resistance in patients with neurogenic bladder and
severe incontinence (DLPP <40 cm H2O). However,
this increase is not able to provide total urinary
continence in all patients, especially in males. The
satisfaction rate was high in this study. Although the
status of ambulation has not been shown as a bad
prognostic factor in the statistical analysis, we believe
that this is due to the low number of patients in the
sample (9 of incontinent men, 6 sauntering).
References (optional):
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Objective:
We aimed to verify if UI prevalence of a Brazilian
Northeastern municipality is higher or lower than female
general population.
Background:
Low socioeconomic indicators may influence the develop-
ment of urinary incontinence (UI), considering that it can
be caused by unfavorable birth deliveries, undiagnosed
chronic diseases such as diabetes and hypertension. Fewer
researches about UI in developing countries are available.
Methods:
Cross-sectional, household cluster study in 780 censitary
sectors of São Luís (Maranhão state, Brazil) municipality
with 1,180 women between 45 and 65 years between
January and July 2010. A standardized questionnaire,
previously tested in a pilot study performed by inter-
viewers, was used regarding socioeconomic and cultural
information, climacteric aspects and life habits. Gross and
adjusted urinary incontinence prevalence ratio and their
confidence interval (CI 95%) were calculated after multi-
variate analysis with logistic regression.
Results:
From this population, 15.34% (n=181) had urinary incon-
tinence. There was stabilization in the prevalence of UI
according to age. Most of patients had more than 9 years of
scholarity, were from brown race and lived at an urban area.
The onset of symptoms initiated with less than 12 months
(30.05%). More than half (57.92%) of patients replied that
they had not consulted a physician due to urinary
incontinence, but due to others complaints. After compar-
ing with demographic variables, the presence of UI was
associated with a small number of years of scholarity in
univariate analysis (PR=1.93); however, this association
did not remain after multivariate analysis (PR=1.5[0.88–
2.55]). When comparing the presence of UI with obstetric
and gynecological variables, the only variable in univariate

analysis that showed statistical association was menopausal
status (PR=1.4), who lost its significance after multiple
logistic regression (PR=1.36[0.96–1.93].
Conclusions:
Prevalence of UI was lower than female general population.
Most of the patients do not seek for medical assistance due
to this complaint. Socioeconomic and gynecological vari-
ables were not associated with its presence.
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MUSCLES IN PRIMIPAROUS WOMEN ONE YEAR
FOLLOWING AN ANAL SPHINCTER TEAR
A. L. DE LACY, T. CUSACK;
Rotunda Hosp., Dublin, Ireland.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The purpose of this study was, firstly, to assess ongoing anal
incontinence symptoms between 11 and 17 months postpar-
tum in a small cohort of primiparous women who sustained an
anal sphincter tear, and secondly, to assess whether there was a
correlation between anal sphincter muscle strength and pelvic
floor muscle strength and their symptoms.
Background:
Despite the significant amount of literature published on the
ongoing symptoms reported following anal sphincter tears,
there is a paucity of research relating these symptoms to
anal sphincter muscle strength and in particular in relation
to pelvic floor muscle strength. Yet it is well documented
that puborectalis plays an important role in anal continence.
The study took place in a large women’s health teaching
hospital where over 8,700 mothers were delivered in 2009.
It provides care to women of all socio-economic groups and
many different ethnic backgrounds. Primiparous women
who sustained an anal sphincter tear, during a 6 month
period in 2009, and who had attended physiotherapy during
the first 3 months postpartum, were invited to participate in
the study. Women whose first language was not English
(n=25) and those who had not attended physiotherapy
(n=7) were excluded. Of the thirty eligible women who
fulfilled the inclusion criteria, seven were not contactable,
twelve agreed to participate in the study and one of these
women declined to have muscle testing.
Methods:
A validated questionnaire, specifically designed for assess-
ment of symptoms in women following anal sphincter
rupture, was used. For the purpose of this study, the results
of the first section of the questionnaire relating to anal
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incontinence have been presented. There were 12 questions
relating to urgency, pain, faecal and flatal control and
difficulty in wiping oneself clean following defecation. On
completion of the questionnaire, muscle testing using ma-
nometry, was performed. An anal pressure probe was used to
assess the anal sphincter squeeze pressure and a vaginal
pressure probe to assess the pelvic floor muscle strength. The
average of the three maximal contractions was taken and
recorded as the strength for both the pelvic floor and anal
sphincter muscle strength. The data collated from the
questionnaire and muscle testing was analysed using Statis-
tical Package for Social Scientists (SPSS) version 18.
Results:
The results of the questionnaire showed that, of the women
included in the study, seven women continued to have
urgency to defecate and a similar number had difficulty in
controlling flatus. Six women found it difficult to wipe
themselves clean after defecation. Using Pearson's correla-
tion co-efficient, significance was noted only when com-
paring the strength of the pelvic floor and its relationship to
how long the women could defer when experiencing a
sudden urgency to defecate. Pearson's correlation was r=
0.88, with a significance of p=0.001 (n=11). No significant
relationship was seen in relation to anal sphincter strength.
A possible trend was noted between the type of tear and
pelvic floor muscle strength, Pearson's correlation r=0.62
with a significance of p=0.056 (n=10). One woman was
excluded from this test as the degree of her tear had not
been recorded. No relationship was found in relation to the
anal sphincter muscle strength and the degree of tear.
Conclusion:
In this small study, over 50% of these postpartum primiparous
women had ongoing symptoms. It is a cause for concern that
none, when asked, had sought further treatment. A relation-
ship between pelvic floor muscle strength and ongoing
symptoms of anal incontinence was found. The results of this
study would suggest that a larger multi-centre study is needed
to further examine these findings and to inform current
physiotherapy practice in the treatment of anal sphincter tears
in the first year postpartum.
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PELVIC ORGAN PROLAPSE (POP) SURGERIES
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Objective:
To evaluate the outcome of using the Gynecare Prolift®
System in the surgical repair of pelvic organ prolapse
(POP) in a single centre, single surgeon over 3 years.
Background:
POP is a common condition affecting up to 30% of women
worldwide and this figure is expected to double within the
next 30 years. There is a 11% lifetime risk of requiring
some form of pelvic floor reconstructive surgery in women
who reach the age of 80 years [1,3]. Conventional suture
repair techniques have a failure rate of up to 30%, whereas
the evaluated polypropylene mesh system is designed to
provide permanent pelvic floor support with increased
durability to improve the long term efficacy of pelvic floor
repair surgery. Three types of this mesh system are
available for individualization according to the type of
POP: Anterior, Posterior and Total. After hysterectomy is
performed, the anterior and/or posterior vaginal compart-
ments are opened up and the mesh system applied with 2–6
limbs anchored, depending on the type [2]. Suture repair of
the pelvic floor is also performed to augment the pelvic
floor support.
Methods:
All women who underwent pelvic floor repair surgery using
the Gynecare Prolift® System at our urogynaecology centre
from 1 January 2006–31 December 2006 were included in
this retrospective study. A total of 95 women used the mesh
system in surgery performed by a single surgeon during the
study period. These women were followed-up closely for
3 years after surgery and data is collected during clinical
consultation or over the phone, to evaluate the outcome of
the surgery and the patients' satisfaction with the procedure.
Results:
Out of the 95 women who used the Gynecare Prolift®
System, 54 underwent Anterior, 6 underwent Posterior and
35 underwent Total Prolift. The mean age of the cohort is
64.63±9.74 - the youngest being 46 years old and the
oldest 90 years old. There were a total of 35 (36.8%)
defaulters. Before surgery, 25 (26.3%) had associated stress
incontinence, 15 (15.8%) had frequency, 23 (24.2%) had
urgency, 12 (14.5%) had urge incontinence, 93 (97.9%) had
anterior POP and 90 (94.7%) had posterior POP. The mean
average operative time was 74.67±27.87 min, with average
blood loss of 116 mls and hospital stay of 4.81 days. The
only intraoperative complication was excessive blood loss
of 2 L occuring in 1 patient (1.1%). Early postoperative
complications include haemorrhage/hematoma formation in
3 (3.2%) patients, voiding difficulty with urinary retention
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in 4 (4%) patients and thigh pain in 13 (14%) patients.
Subsequent 3-years follow-up saw de novo stress urinary
incontinence in 8 (13.3%) patients, de novo urge inconti-
nence in 3 (5.0%) patients, mesh erosion in 5 (5.4%)
patients, vault prolapse in 1 (1.1%) patient, recurrence of
anterior POP in 6 (10%) patients and no cases of recurrent
posterior POP.
Conclusion:
The Gynecare Prolift® System is an effective and safe mesh
system to augment the repair of pelvic floor defects in
women affected by POP. The 3-year overall cure rate for
POP is 88.3%, and the overall complication rate is low.
References:
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Objective:
This study primarily aims to evaluate the predictive factors
affecting the 1 year outcome of a mid-urethral sling (MUS)
procedure.
Background:
Our institution’s Urogynaecology Centre manages patients
with stress urinary incontinence (SUI) or urodynamic stress
incontinence (USI). We have performed Tension-free Vaginal
Tape (TVT) from 2001 onwards, and transitioned to the
Tension-free Vaginal Tape - Obturator (TVT-O) in 2003 due to
the excellent curative results of both types ofMUS procedures.
Methods:
We retrospectively analysed data between October 2001 to
December 2006 on patients who had undergone a MUS
procedure - for SUI or USI. All patients available for
review had a minimum follow-up of at least 1 year. They
were divided into cure and failure groups according to
resolution of SUI. Independent Sample t test, Fisher’s exact
test and Pearson’s Chi-square test were used to calculate the
significance between the two groups.
Results:
A total of 217 patients were reviewed at 1 year, out of
which 201 (92.6%) patients were cured and 16 (7.4%)

patients failed. In patients with persistent SUI, there was a
trend towards more instrumental deliveries [0.38 vs. 0.19, p=
0.16] although normal vaginal deliveries, caesarean section
or greater parity did not present any effect. This suggests
greater pelvic floor trauma may worsen the outcome of a
MUS procedure. Previous continence surgery did not appear
to worsen outcomes [3.0% vs. 6.3%, p=0.42], unlike other
previous published studies [1]. Pre-operative voiding dys-
function was a significant predictor for MUS failure [12.4%
vs. 31.3%, p=0.04]. It is possible that inadequate tensioning
of the MUS occurred in an attempt to prevent worsening
voiding difficulty. Patients who were cured had a trend
towards less leakage compared to those patients who failed
[22.56 g vs. 35.62 g, p=0.28)]. The severity of pre-operative
urinary leakage seemed intuitively to influence success
rates. There was a trend towards greater failure rates
when a concomitant anterior colporrhaphy was done
with a MUS procedure [71.1% vs. 93.8%, p=0.08]. The
postulation is likely that distortion of the anterior
compartment reduced success of the sling; as separate
incisions were made for the anterior colporrhaphy and the
MUS, such that sling displacement was minimized. At
6 months, post-operative subjective questioning and
urodynamic testing correlated well with each other, and
was highly predictive for 1 year failure rate for SUI. It was
calculated that patients with initial voiding difficulty had
an OR of 3.48, and patients who underwent anterior repair
had an OR of 6.08 for persistent SUI. At 6 months post-
operation, patients with USI had an OR of 35.37, and
those with persistent SUI had an OR of 31.83 for
persistent SUI at 1 year after surgery.
Conclusion:
History of instrumental deliveries, pre existing voiding
difficulties, heavier per-operative leakage, and persistent
symptoms and urodynamic diagnosis 6 months post-
surgery were all predictive factors for failure at 1 year for
MUS procedure. Further prospective trials would be useful
in further elucidating risk factors for failure.
Reference:
1) (2007). International Urogynecol J, 18: 443–447
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Objective:
A national survey among members of the Israeli Urogyne-
cology Society was carried out in 2009 and again in 2011,
to determine changes in surgical practice of pelvic organ
prolapse (POP) repair, including the use of vaginal meshes
and the need for hysterectomy.
Background:
During recent years the use of meshes in POP repair surgeries
seemed to have increased. A number of POP repair mesh
devices were developed by several companies and extensively
marketed as a minimally invasive approach to treat POP.
However, reliable long-term data on the role of meshes in POP
surgery is insufficient, and guidance from national and
international advisory as well as regulatory bodies is still
lacking. The purpose of this study was to explore whether a
change has occurred in the common practice of Israeli
urogynecologists over the last 2 years based on the cumulative
data that was gathered in the literature.
Methods:
An anonymous electronic survey was mailed to all fellowship
trained urogynecologists who practice in academic institutes
across the country in 2009 and 2011. Participants were
inquired about patient treatment preferences to different
clinical scenarios. The survey consisted of 7 Likert-scale
score items and 3 open questions. The 5-point Likert-score
questions ranged from 'Never' to 'Always'. The last section of
the survey included 3 open questions, in which participants
were asked to point out their preferred type of surgery in three
different clinical cases. Participants were instructed to exclude
any financial factors from their decision making. Surveys
were returned back anonymously.
Results:
The response rate was 68% (15/22). An increase was observed
in the number of urogynecologists who 'frequently' or 'almost
always' use vaginal meshes for the repair of primary POP
(45% in 2009 as compared to 67% in 2011). Similarly, the
option of vaginal meshes to treat repeated POP increased
almost to a full consensus (80% in 2009 as compared to 93%
in 2011). In >70 year-old POP patients 60% of urogynecol-
ogists in 2009 as compared to 33% in 2011 stated that they
would rarely or never use meshes. In sexually active 55 year-
old patients with uterine prolapse stage III, there was no
change in common practice to not perform abdominal or
laparoscopy surgery. In healthy 80 year-old patients with
procidentia, only 13% chose to perform colpocleisis in 2009
as compared to 47% in 2011. Finally, in 35 year-old patients
with stage III uterine prolapse who desired to preserve their
fertility, 13% would recommend Manchester surgery with the
insertion of vaginal mesh in 2009 as compared to 47% who
recommended the use of mesh in 2011.
Conclusions:
Our survey demonstrates an increase in the popularity of
vaginal meshes for the repair of POP among Israeli

urogynecologist. Based on the cumulative literature on
vaginal meshes and practitioner own experience, the use of
meshes for the repair of primary and repeated cases of POP
has become increasingly common.
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CONTASURE NEEDLELESS: A SINGLE INCISION
SUBURETHRAL TAPE FOR STRESS URINARY
INCONTINENCE. ONE YEAR RESULTS FROM A
SINGLE INSTITUTE.
T. MIKOS, K. PANTAZIS, P. LYMBERIADIS, A.
PAPADOPOULOS, T. TSALIKIS, B. C. TARLATZIS, V.
PAPAMELETIOU;
1st Dept. of Obstetrics & Gynecology, Aristotle Univ. of
Thessaloniki, Thessaloniki, Greece.
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Objective:
To study the clinical performance of a new single incision
tension-free midurethral tape (Contasure Needleless - Neo-
medic International) for the surgical treatment of stress
urinary incontinence in women (SUI). To measure the
continence and the satisfaction rate, as well as to investigate
potential complications after anti-incontinence operations
using this technique.
Background:
Single incision suburethral tapes have been proposed as the
step forward towards a safer and equally efficient, com-
pared to retropubic and transobturator slings, management
and of female SUI. Today, there are multiple options of
single incision tapes for use. The Contasure Needleless tape
has the unique advantages of a guide-free and anchor-free
insertion beneath the midurethra [1]. These characteristics
are of paramount importance as, apart from using a single
incision, the technique minimizes further the risks of (a)
damage to neighboring vessels and subsequent hematomas,
(b) damage to nerves and subsequent thigh pain, and (c)
bladder perforation.
Methods:
This is a retrospective chart review of patients who undergone
Pelvic Organ Prolapse (POP) and/or incontinence surgery in a
single tertiary center from 2007 to 2010. Institutional Review
Board approval was as appropriately obtained. The study
included review of the presenting and follow-up outpatient
notes, the inpatient files, and the theatre reports from women
who had anti-incontinence surgery with Contasure Needle-
less. Demographics, main presenting symptoms, concurrent
prolapse, preoperative urodynamics, inpatient details, and
postoperative follow-up, were all chased and recorded.
Microsoft EXCEL and MedCalc was used for statistical
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analysis, and pair-wise comparisons were used for pre- and
post-operative results.
Results:
There were 34 women who were found to have a Contasure
Needleless operation. Pre- and postoperative data were
available for 32 patient. Mean age was 67.3-years-old (S.D.
10.0 years), mean parity 2.28 (S.D. 0.73 children), 12% had
previous POP surgery, 93.4%weremenopausal, and 6.2%had
diabetes mellitus. From history and clinical examination, SUI
and Urge Urinary Incontinence (UUI) was found in 37.5%
patients, whereas cystocele, uterine prolapse and rectocele
was present in 90%, 60%, and 90%, respectively, Preoperative
cystometry showed that genuine SUI and UUI was present in
80% and 60%, respectively. Pressure-flow studies showed a
mean maximum cystometric capacity of 416.5 ml (S.D.
127.19), a mean maximum flow rate of 21.9 ml/s (S.D.=9.8),
and a mean average flow rate of 8.0 ml/s (S.D.=9.8).
Preoperative evaluation based on urodynamics necessitate the
use of anti-incontinence procedure in 26 patients, whereas other
6 had the Needleless procedure based on clinical judgement for
prophylactic purposes. Thirty women had a combined prolapse
and anti-incontinece procedure and 2 women had Contasure
Needleless a single procedure. There were no intra-operative
complications related to the anti-incontinence procedure: no
excessive bleeding and no hematomas were encountered. All
patients regional anaethesia and perioperative antibiotics. Mean
hospitalization was 4.7 days (S.D.=1.5 days), there were no
immediate postoperative complications. Indwelling catheter
was removed on day 3 (mean catherisation 3.2 days - S.D.=
1.4 days), and there was no patient with increased post void
residual after catheter removal. On 2 months follow up, SUI
was reported by 4 women (15%), and urgency was reported by
8 women (25%). On 12months follow up, SUI was reported by
5women (16%) and urgency by 10women (33.3%). There was
no complaining about thigh pain and there was no patient with
mesh extrusion. The satisfaction rate was 82.3% 2 months and
75.0% 12 months postoperatively.
Conclusions:
Contasure Needleless appears to be a safe and successful
single incision anti-incontinence procedure. The procedure
appears to have low complication rates with reduced risk of
intra-operative bleeding, hematomas, nerve damage, and
voiding difficulties. Success rates appear to be comparable
to retropubic and transobturator midurethral slings.
References (optional):
1. Arch Esp Urol. 2009; 62(9): 719–23.

Table 1

Baseline (URD
assessment)

2 months
postoperatively

12 months
postoperatively

n/N % n/N % n/N %

SUI 24/30 80 4/32 15 5/30 16

UUI 18/30 60 8/32 25 10/30 33
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Objective:
Compare anatomical results of site-specific posterior col-
porraphy (SEC) versus posterior midline fascial repair
(MLC).
Background:
Several techniques have been developed for PC with out
graft. The site specific technique has been advocated by
some authors as superior to the midline fascial plication.
There is a lack of evidence comparing this differents
techniques of PC.
Methods:
Retrospective case-control study of patients who underwent
PC between January 2008 and December 2009. Cases were a
posterior SEC, while controls were a posterior MLC.
Demographic and clinical characteristics were obtained from
the hospital database. Clinical charts were reviewed to obtain:
symptoms, gynaecological exam (including POPQ), and
follow-up (3 and 6 weeks, 3 and 6 months, 1 year and then
yearly). Recurrence was defined as stage II or higher in
posterior compartment. Methods, definitions and units were
according to the standards jointly recommended by the ICS
and IUGA, except where specifically noted. Written informed
consent was obtained from all patients before surgery.
Results:
In the study period, 309 urogynecology surgeries were
performed. 68 were PC, 26 were SEC and 42 MLC.
Demographic characteristics are shown in Table 1 (all
Tables values are expressed as number (percentage) or
mean±SD or median (interquartile range)). Preoperative
symptoms are shown in Table 2. In the preoperative
evaluation, the most affected compartment was the anterior
(n=31), posterior (n=28) and the apical (n=5) no informa-
tion (n=4). Two patients were stage I, 27 stage II and 35 in
stage III in POPQ (Tables 3 and 4). Perioperative data are
shown in Table 5 and follow-up details are shown in Table 6.
Conclusion:
In this case-control study, we did not find significant
differences in demographic, type of prolapse, perioperative
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characteristics or follow-up between site-specific versus
midline fascial plication for posterior compartment repair.
Based in our results, we can suggest that the technique used
for PC made no difference in the results and therefore may
be at surgeon discretion. Randomized controlled studies are
needed to confirm these results.

Table 1.

Technique

Demographic characteristics SEC MLC p value

Mean age (years) 55,7±11,6 57,1±10,2 0,59

Mean total parity 3,7±1,9 3,3±1,5 0,38

Mean Vaginal spontaneous birth 2,8±2 2,5±1,8 0,53

Median heaviest newborn weight 3266±1096 3676±787 0,077

Instrumental Delivery 10 (38,5) 21 (50) 0,35

Post Menopause status 14 (66,7) 28 (66,7) 1

Smoker’s 5 (23,8) 9 (21,4) 0,83

Active sexually 20 (95,2) 26 (61,9) 0,005

Previous Vaginal Hysterectomy 2 (9,5) 2 (4,9) 0,48

Previous Abdominal Hysterectomy 4 (19) 5 (11,9) 0,44

Mean BMI±SD (kg/m2) 28,7±4,4 29,3±4,9 0,66

Table 2.

Technique

Symptom SEC MLC P-Value

Urgency/urge incontinence 14 (66,7) 22 (52,4) 0,28

Stress Urinary Incontinence (SUI) 14 (66,7) 24 (57,1) 0,48

Nocturia 12 (57,1) 22 (52,4) 0,72

Table 3.

Technique

Preoperative SEC MLC p Value

Aa −1,1±1,5 0,2±1,8 <0,005

Ba −0,6±2 0,9±2,2 <0,01

C −4,3±3,2 −4,1±2,5 0,78

TVL 8,4±1,6 8,8±1,3 0,29

Ap 0±1,5 −0,4±1 0,23

Bp 0,3±1,5 0±1 0,2

D −6,9±1,5 −6,6±1,6 0,48

Table 4.

Technique

Stage SEC MLC p Value

0 0 (0) 1 (2,4) 0,26

I 3 (11,5) 1 (2,4) 0,11

II 16 (61,5) 35 (83,3) <0,05

III 5 (19,2) 3 (7,1) 0,13

No information 2 (7,8) 2 (4,8) 0,61

Table 5.

Technique

Perioperative Data SEC MLC p Value

Mean operating time (min) 64 ±28 63±33 0,86

Mean Estimated blood loss (ml) 72±74 74±47 0,9

PC Intraoperative complications 0 0 1

Mean hospital stay (days) 2±0 3±2 0,06

Concomitant Surgeries 22 Patients 40 patients 0,13

Anterior colporraphy 4 14 0,1

TOT or TVT 10 19 0,58

Anterior TVM 5 15 0,14

VH 5 10 0,65

Other 2 1 0,3

PC: Posterior Colporraphy TVM: Transvaginal four armed
anchored mesh VH: Vaginal Hysterectomy

Table 6.

Technique

Follow-up Details SEC MLC p Value

Mean follow-up (month) 12,7±4 15,8±6,4 0,034

General Recurrence 3 (12,5) 13 (31) 0,09

Mean Ap −2,13±1 −2±1,2 0,85

Mean Bp −2,13±1 −1,9±1,3 0,57

Missing follow-up 2 (7,7) 0 (0) 0,068

Bp= or >0 2 (8,3) 7 (16,7) 0,34
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TRACT ABNORMALITIES IN PATIENTS WITH
ADVANCED PROLAPSE
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QIAO;
St.Joseph Med. Ctr. , Dept. of Ob/Gyn- Div. of Urogyne-
cology, Paterson, NJ.
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Objectives:
To assess incidence of silent upper tract abnormalities in
patients with advanced prolapse.
Methods:
Retrospective chart review of asymptomatic patients with
advanced prolapse (stage 3 or 4) who presented for initial
evaluation of prolapse at St Jospeh’s RegionalMedical Center.
Results:
A chart review of 50 consecutive patients (mean age:
71.1 years; range 34–91) with advanced prolapse who had
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presented for their initial consult was performed. Prolapse
was stage 3 or 4 in all 50 (100%) patients. 41 (82%) had
multi-compartment advanced prolapse: 32 (78%) had
uterine prolapse and 10 (24%) had vault prolapse. The
remaining 8 (16%) patients had isolated anterior compart-
ment defect. All patients had either a renal ultrasound or a
CT-Urogram. Hydronephrosis was diagnosed in 9 (18%)
patients. The majority of abnormalities was found in
patients with uterovaginal prolapse (25%), followed by
one patient with isolated anterior defect (13%), and none in
patients with vault prolapse (0%).
Conclusion:
Kinking of distal ureters puts patients with advanced
prolapse at risk for retrograde flow and potential upper
tract abnormalities. In our study none of the patients with
vault prolpase had abnormal findings. In comparison 25%
of patients with advanced uterovaginal prolapse had
abnormal findings. This is most likely caused by kinking
of the knee of the ureters as they course under the uterine
arteries in a severely prolapsed uterus. Upper tract studies
should therefore be considered as part of counseling of
patients with advanced uterovaginal prolapse desiring
expectant management.

Table 1. Pelvic Organ Prolapse by Upper Urinary Tract
Abnormality

Type of Pelvic Organ Prolapse Upper Urinary Tract Abnormality

- + Total

Isolated Anterior Defect 7 (87%) 1 (13%) 8

Uterovaginal Prolapse 24 (75%) 8 (25%) 32

Vault Prolapse 10 (100%) 0 (0%) 10

Total 41 (82%) 9 (18%) 50

Fisher exact test: p=0.0638

Table 2. Prevalence ration estimation

Prevalence ratio (95%
Confidence Limits)

P-Value

Complete vs. Incomplete 1.71 [0.24, 12.05] 0.588
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Objective:
Comparison of the outcome of different types of suburethral
sling operations TVT, TOTand TVT-OBackground: Different
studies described variable outcome of suburethral sling
operations in the treatment of stress Incontinence. Due to the
several variables that could influence the outcome of the
procedures, we audited te outcome of all suburethral sling
operations performed at our institution, a district general
hospital with a unit with special interest in urogynaecology.
Methods:
Retrospective study of all suburethral sling operation
perormed at our unit over the last 10 years.
Results:
Notes of 525 operations of TVT, TOT and TVT-O were
studied performed by 4 surgeons under the same unit
guideline. The follow up varied from 3 months to 3 years
varying according patient satisfaction. Subjective outcome
of the procedure were based on quality of life questionn-
naires where patients expressed either their satisfaction with
the outcome of the procedure if great improvement in
symptomatology and incontinence. These patients would
not seek further treatment for the same condition and the
outcome described as “cured”. Improved group, is charac-
terised by noticable improvement in symptoms but the
women are not satisfied with the outcome and seeking
further treatment. The last outcome group is the group
where no subjective or objective improvement is noted. The
demographic Characteristics of women in the study are as
follows:
Average age at the time of the operation was 54.2 years
(range: 31–81 years).
Average Parity 2 (range: 0–5) only 4% had never gave birth
and a further 2% had CS for delivery. 94% of women
seeking operative solution to their incontinence had a
vaginal delivery. In comparison to the caesarean section
rate in the UK (even several years ago), this incidence
highlight the sphincteric damage that could occur in vaginal
birth compared with caesarean section.
BMI 27.4 Kg/M2 (range: 19–42). Eight percent were smoker
with an operative satisfaction rate of 40%. A large proportion
of women had history of Hysterectomy 17% and 18% had a
pelvic floor repair. Incidence of previous surgery for stress
incontinence is 8% (from TOT, TVT or even Burch
colposuspension). All women had Urodynamic studies prior
to their operation confirming Stress incontinence. 15% had a
mixed picture of incontinence and still proceeded for a sling
surgery with 53% cured rate (satisfaction rate) and the
remaining showed improvement of the symptoms.
162 women had undergone a TVT procedure and 363
women had TOT.
Further procedure to remove the tape for voiding dysfunc-
tions or tape exposure varied according to type of tape from
3% for TVT to 7% for TOT tapes the indication
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Further analysis according to type of the tape used showed
some variation between tapes. Gynecare TVT-0 was
associated with 57% cure rate, 28% improvement and the
remaining of women showed no improvement. Interesting
75% of the latter had an associated anterior repair for
cystocele. There was 7% exposure rate necessitating
trimming of the tape and resuture of the vaginal mucosa.
“I-stop” was associated with a cure rate of 58%, improve-
ment of the symptoms in 24% and the remaining showed
no symptomatic improvement. However, there were void-
ing dysfunction in 8%.
“Bard” TOT was associated with more postoperative
infection in the vaginal incision occurring in 24% with
47% cure rate and a similar improvement rate with only 6%
of women showing no improvement.
Obtryx “Boston Scientific” was associated with cure rate of
52% and improvement of 25%. 7% of women had
postoperative infection. Women who did not improve with
TOT and decided to have another procedure had undergone
a repeat TOT or Burch colposuspension.
TVT was associated with 41% cure rate, improvement in
36% of women with 5% retention rate.
Conclusions:
Types of suburethral tapes are not interchangeable though the
outcomes are similar. TVT-O is better preserved for patients
with no cystocele necessitating anterior colporrhapy. Further-
more, it was associated with a higher exposure rate compared to
TOT tapes but was not associated with voiding dysfunctions.
References (optional):
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Objective:
The TransObturator Tape (TOT) for stress urinary inconti-
nence (SUI) is regarded a tension-free tape. However,
positive results in intrinsic sphincter deficiency as well as a
risk of postoperative retention suggest at least some tensile
effects. The aim of this study is to evaluate the influence of
TOT on uroflow parameters, parameters that should remain
uninfluenced in case of a real tension-free procedure.
Methods:
This retrospective single-center study included all women
who underwent a TOT procedure (Uretex®/Align®, BARD,
Mentor-Porgès) from May 2005 to February 2011. The tape

was inserted tension-free in a horizontal plane underneath
the middle of the urethra between the two obturator
foramens. All study patients had to have proven SUI or mixed
urinary incontinence with stress as the main component on
urodynamic examination, as well as uroflowmetry (UFM)
prior to and after the TOT procedure. Patient charts were
evaluated and the following UFM variables were assessed:
micturition volume, maximal flow rate, average flow rate,
voiding time and post-void residual volume. According to ICS
standards only UFM with micturition volumes ≥150 ml were
included. Patients with postoperative retention requiring (self)
catheterization were excluded from the study, as were patients
with unsatisfying continence results. Statistical analysis was
performed using paired sample T-tests with SPSS Statistics 18.
Results:
A total of 103 women (mean age: 56 years, range: 38–76)
underwent a TOT procedure in the study period. In 72 patients
UFM from before and after operation were available. Of these
women, only 40 met the ICS criteria regarding a minimal
voided volume of 150 ml on UFM. Postoperative UFM was
performed on average after 15.2 weeks (range 3–132). The
mean preoperative micturition volume was 376±173 ml com-
pared to 357±168 ml postoperatively. This was not significant
(p=0.545). Maximal flow rate significantly decreased after
surgery to 29.3 ml/s ±15.2, compared to 39.7 ml/s ±18.2 prior
to the procedure (p<0.001). The same went for the average
flow rate: Average flow rates were 17.0 ml/ ±7.8 and 14.2 ml/
s ±7.0, respectively (p=0.016). Voiding time as well as
residual volume proved not to change significantly in this
study: 24.8 s±13.8 to 28.3 s ±11.4 (p=0.200) and 73.8 ±185
to 50.5 ±49.2 (p=0.461) for both of the parameters.
Conclusions:
The TOT female urethral sling is regarded to be inserted
tension-free underneath the midurethra. Therefore, there
should be no difference in flowmetry before and after
surgery. However, in this study maximal and average flow
rates were significantly reduced, suggesting at least minor
tension of the sling on the midurethral plane.
References (optional):
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Objective:
The aim of this ongoing study is to analyse the area of the
levator hiatus in runner women.
Background:
Strenuous physical activity could lead to pelvic floor
dysfunction, notably urinary incontinence in women.
Two opposite hypotheses about how strenuous exercise
might affect the pelvic floor are: physical activity could
strengthen the pelvic floor muscles or could overload,
stretch and weaken these muscles. This could lead to
possible changes in morphology of pelvic floor. The
four-dimensional (4D) perineal ultrasound is a reliable
method of measuring morphology and function of the
pelvic floor muscles. The area of the levator hiatus is
situated at a depth of two to four centimeter from the
perineum, which is simple to evaluate. There is a lack
of evidence about the possible impact of running
through pelvic floor muscle morphology.
Methods:
Observational study, with 24 consecutively included run-
ners women. Inclusion criteria was the ability to do a
correct pelvic floor muscle contraction and women should
run from 15 km to 60 km a week. Exclusion criteria was
women with pathologies that could interfere on the pelvic
floor contraction such as neuromuscular degeneration, and
previous urogynaecology surgery. The patient was posi-
tioned supine, with flexed knee and hip, 3D translabial
ultrasound was performed after voiding, using a GE Kretz
Voluson ultrasound machine, with 3D linear ultrasound
transducer. Automatic image acquisition took about 5 s, and
the main transducer axis was oriented in the mid-sagittal
plane. The field of view angle was set to its maximum of
70° in the sagittal plane and volume acquisition angle to
85° in the coronal plane (frame rate was approximately
2 Hz). Volumes were acquired twice at rest, during Valsalva
manouver and during maximal voluntary contraction
(MVC). The plane of minimal hiatal dimensions is
identified in the mid-sagittal plane, considered as the
minimal distance between the posterior aspect of the
symphysis pubis and the anterior border of the pubovisceral
muscle, just posterior to the anorectal muscularis. GE Kretz
4D View Software Package was used for 3D analysis, and
results were acquired as the mean of two independent
examiners. For statistical analysis the SPSS (Statistical
Package for Social Sciences) version 17® was used, and
Friedman Test was applied to identify possible differences
in levator hiatus during rest, Valsalva manouver and MVC.
To evaluate which variable could influence levator hiatus
area measurement, multivariate variance analysis was used
and then, Spearman Correlation Test was applied to analyse
relationship between variables, with a significance level of
5% (0.05).

Results:
The main age of the runner women was 43.5 (±9.1) years,
bodymass index was 23.6 (±2.8) kg/m2. Concerning obstetric
history, 50.0% were nulliparous and 49.8% had cesarean
delivery. Three of them reported stress urinary incontinence
(0.07%). All 22 women recruited for this study didn’t report
symptoms of genital prolapse, and they didn’t had previous
surgery or conservative treatment for pelvic floor disorders.
Of 24 sets of 3D ultrasound blocks, one was excluded from
formal analysis because it was technically inadequate,
leaving 23 datasets for levator hiatus measurements.

Table 1 - Comparison of biometrics measurement of the
area of levator hiatus at rest, Valsalva and MVC.

Ultrasound Measurement Runners (n=23)

Hiatal area- rest (cm2) 13.7 (±3.5)

Hiatal area- Valsalva (cm2) 17.6 (±5.0)

Hiatal area- MVC1 (cm2) 10.3 (±3.0)

P value* <0,001

1MVC- Maximal voluntary contraction
* Friedman test

Conclusions:
These preliminary results demonstrate statistically signifi-
cant differences in the area of the levator hiatus at rest,
Valsalva and MVC in runner women.
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Objective:
We describe the new outpatient Burch-Sling procedure
(without utilizing laparotomy or laparoscopy as a never
sparing technique) for the correc6tion of genuine stress
urinary incontinence. This surgical approach prevents
injuries to somatic and autonomic nerve fibers.
Materials and Methods:
Two hundred and fifty women (n=250) with proven stress
urinary incontinence were recruited into this non-randomized
surgical trial. Prior to and after surgery, all of the women
completed a standardized questionnaire addressing the
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degree and pattern of incontinence. Their pre surgery
responses were compared. The surgery consists of a retro
public pbladder neck suspension procedure using a newly
invented F.D.A.-approved Bladder Saver Device. The vagina
is elevated bilaterally at the urethrovesical junction to
reposition the proximal urethra toward Cooper’s ligament
with permanent sutures. The vaginal wall is used as an
endogenous subrethral sling. This surgical approach prevents
injured to somatic and autonomic nerve fibers. The proba-
bility of nerve injury due to vaginal surgery is greater during
traditional incontinence procedures because of extensive
anterior vaginal wall dissection. The unique features of our
outpatient Bu4rch-Sling technique are the absence of anterior
vaginal wall dissection. .the unique features of our outpatient
Burch-Sling technique are the absence of anterior vaginal wall
dissection and the use of an endogenous sling for colpo-
urethropexy, and ligament to anchor the suspension sutures. A
video of this procedure has been made and is supplied by the
American Collage of Obstetricians and Gynecologists
Results:
The patient’s statuses were monitored and data was
collected from 6 months to 8 years after the procedure,
one patient showed no improvement. Follow up of the
endogenous sling did not require re-operation due to
loosening. In the first 48 cases there were no major
complications such as bladder perforation, bowel injury,
or hematoma during the procedure.
References (optional):
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PELVIC FLOOR DISORDERS IN A DEVELOPING
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Objective:
To describe the clinical and surgical experience of our Unit
between May 2009 and April 2010, in order to delineate the
actual capacity of management of pelvic floor disorders in
opposition to the possible prevalence of the disease
Background:
Pelvic organ prolapse (POP) is a common condition
amongst women. Their quality of life decreases signif-

icantly, regardless of the degree of the pathology.
Cohort studies describe an incidence of POP up to
28% and urinary incontinence up to 38%. However, in
Chile, there is no data regarding the prevalence of the
disease. It is extremely relevant to know how many
patients can be treated, in order to use this information
to direct health policies to improve access and treatment
of these patients. Our hospital is a tertiary center that
has a formal urogynecology unit with 268405 captive
20 years or older women.
Methods:
Retrospective cohort study of patients admitted to our
Urogynecology Unit between May 2009 and April
2010.
Results:
532 new admittances to our Unit were recorded. Demo-
graphic characteristics are shown in Table 1. POP was
present in 393 patients, SUI or mixed UI in 318, fecal
incontinence in 17, other in 25. POP-Q details are shown in
Charts 1. 61% of the patients had stage III or IV POP, and
64% of them being defects of the anterior compartment.
The principal affected compartment was anterior in 254
patients, apical in 71 and posterior in 68. The most severe
defects were in the apical compartment, followed by the
anterior and finally the posterior compartment. Surgery was
indicated to 409 patients (76.9%), being able to perform in
that period 193 (procedures perfomed are displayed in
Chart 3).
Conclusions:
A urogynecology Unit in a public Hospital in a
developing country is plenty with hard work. If we
supposed incidence of pelvic floor disfunction like
previous published, considering the captive population
in our Hospital, there is an enormous amount of
subtreated patients, with diminished QoL waiting our
efforts to improve the health care system. It is
necessary that health authorities are aware of the
magnitude of this problem allowing the increasing of
correct referral and treatment. Future efforts should
describe the actual incidence of pelvic floor disorders
in Chile.

Mean age (years) 59,3±11,3

Mean total parity 3,7±2

Mean Vaginal spontaneous birth 3±2,3

Median heaviest newborn weight (grams) 3761±604

Post Menopause status 251 (47,2)

Active sexually 275 (51,7)

Previous Vaginal Hysterectomy 17 (3,2)

Previous Abdominal Hysterectomy 60 (11,3)

Mean BMI (kg/m2) 28,7±4,3
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Values are expressed as number (percentage) or mean±SD
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EVALUATION OF RESULTS OF TRANSVAGINAL
SURGERY FOR GENITAL PROLAPSE WITH A
POLYPROPYLENE IMPLANT- PROLIFT™ SYSTEM
S. COUTINHO1, É. FERNANDES 2, A. R. VICENTE 2,
R. MIRA 2;
1Hosp. da Luz, Lisbon, Portugal, 2Hosp. D Estefânia CHLC
EPE, Lisbon, Portugal.
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Work Supported by Industry: No

Objective:
To evaluate the efficacy and complications of vaginal surgery
that use a polypropylene mesh implant for cure of prolapse,
the Prolift™ system, after a minimal follow-up of 24 months.
Background:
The study includes the first group of 53 patients submitted
to pelvic repair with the standardized technique of Prolift™

meshes by the authors, at two different institutions. The
types of Prolift™ system used were: 27 (50.9%) Total
Prolift™ (with conservation of uterus in 22 patients,
vaginal hysterectomy in 2 patients because of uterine
pathology, and vaginal vault repair in another 3 cases); 24
only Anterior (45.3%); 2 only Posterior (3.8%). In 11 cases
(20.8%) we combined others procedures for correction of
apical or posterior compartment defects with Anterior
Prolift™: vaginal hysterectomy with McCall sutures in 5
cases, and posterior colpofasciorraphy in 6 cases. We also
have done enterocele repair in 5 cases (9.4%), before
application of the posterior Prolift™ implant. Twenty
patients (37.7%) had stress urinary incontinence, so they
had concomitant incontinence surgery with tension-free
transobturator tape (TVT-O™ system).
Methods:
A retrospective study of women operated for prolapse
repair using Prolift™ mesh system was conducted, between
January 2006 and December 2008, with a mean follow-up
of 40.8 months (min 24, max 60). Consulting the patients’
medical records the authors accessed demographic and
perioperative data, complications and follow-up. Prolapse
recurrence was defined as a POP-Q stage II or more, or
another surgical intervention to repair prolapse done
afterwards. Satisfaction rate was achieved by phone call,
by an independent technician.
Results:
The mean age was 66.9 years (range 48–81), mean
parity was 2.4 (range 1–11), and 26.4% of women were
sexual active (14/53). Mean body mass index was 27
(range 19–40). Twelve women (22.6%) had a prolapse
surgery before and 13 had previous hysterectomies
(24.5%). Preoperative POP-Q staging for prolapse was:
stage II in 11 (20.8%), stage III in 35 (66.0%) and
stage IV in 7 (13.2%) women. The mean operative time
was 78 min (min 45, max 150), with absence of
intraoperative complications. Post-operatively occurred
4 pelvic haematomas (7.6%): two retro-vesical treated
expectantly one of them requiring blood transfusion, and
two para-rectal that had surgical drainage and haemo-
stasis (one after colpofasciorraphy and other after
posterior Prolift™). Minor post-operative complications
include genitourinary infections in five cases (9.4%),
temporarily bladder retention in three women (5.7%)
and one case with groin pain lasting 1 week (1.9%).
Mean hospital postoperative stay was 2.7 days (range
1–14). Mesh exposure at incision site occurred in 5
cases (9.4%), all of them of the anterior Prolift™: two
cases were treated medically, two women had to repeat
vaginal suture after partial excision and one patient
refuse this intervention, having a 2x2 cm square of
granulation tissue above the exposed mesh with no
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symptoms. Ten patients presented with de novo urinary
complaints: 8 (15.1%) with stress urinary incontinence
(half of them grade I), and two cases (3.8%) of urge
incontinence. One in 29 patients with posterior Prolift™
in place reported sensation of incomplete defecation
(3.5%). Mesh contraction was described in 4 cases
(7.6%), and dyspareunia in one woman (1/14, 7.1%).
Recurrence of prolapse occurred in 14 patients (26.4%):
11 were on the operated site (20.8%) and the other
three were “de novo” posterior compartment defects.
Five of the 11 cases of recurrence of site operated were
because of cervix elongation (present in 5/22 or 22.7%
of women that had conservation of uterus). There were
three reoperations for prolapse (5.7%): one sacropexy,
one Manchester surgery and one posterior colpofascior-
raphy. Satisfaction rate obtained only in 40 women
revealed that 72.5% were very satisfied (16/40) or
satisfied (13/40) and 27.5% not satisfied (11/40).
Conclusions:
The authors consider the use of the Prolift™ implant for
the management of pelvic organ prolapse a safe and
efficient surgical treatment option. The results include
their learning curve, and discussion had emerged about
the conservation of uterus, because they find a high rate
of elongation of cervix, responsible for almost half of
the recurrences.
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EVALUATION OF THE EFFECTIVENESS OF
INTRAVAGINAL AND POSTERIAL TIBIAL NERVE
ELECTRICAL STIMULATION AS A TREATMENT
OPTION IN WOMEN WITH OVERACTIVE
BLADDER SYNDROME
C. PLOGER, L. STÜPP, D. L. SKAFF, J. V. BINHARDE,
A. SARAIVA, E. P. RIZZO;
Univ. of Santo Amaro, São Paulo, Brazil.
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Objective:
The aim of the study was to evaluate the effectiveness of
intravaginal and posterial tibial nerve electrical stimulation
as a treatment option in women with Overactive Bladder
Syndrome and to perceive which procedure is most
effective
Background:
The Overactive Bladder Syndrome (OAB) is a syndrome of
urinary urgency, with or without urgency incontinence,
usually associated with increased daytime urinary frequen-
cy and nocturia [1]. The pharmacotherapy is widely used as
a treatment option, although there is a increase level of

noncompliance, either by side effects or high costs [2].
Other alternatives should be offered to the patient, such as
physical therapy, that has shown excellent results using
electrical stimulation. The application of the stimulus can
be accomplished intravaginally/anal, sacral and on posterior
tibial nerve [3].
Methods:
Between June and September 2010, we performed a
prospective study involving 12 women who had clinical
symptoms sugesting OAB. The patients included were
divided randomly into two groups, each group consisted of
six women. Both groups underwent electrical stimulation
twice a week for 2 months, a total of 12 sessions. To this
end, we used device Dualpex 961 (Transcutaneous Electri-
cal Stimulator). The electrical parameters used in all
sessions were: frequency of 10 Hz, pulse time of 200 μs,
a continuous stimulation and the intensity varied according
to each patient by reaching only sensorial level, during
20 min. In Group One (G1), women were submitted to
intravaginal electrical stimulation, and the probe used was a
vaginal probe with circular electrodes. Women in Group
Two (G2) received the electrical stimulation on the posterial
tibial nerve pathway with surface electrodes, located
posterior to the medial malleolus and ten centimeters
above. In this group, initially the intensity was increased
until the toes begin to fasciculate, just to confirm the correct
placement of electrodes, then it was reduced to sensory
level. A detailed medical history was aimed to collect data
to characterize the OAB, including daytime urinary
frequency, nocturia, urgency incontinence and urgency
episodes. We also considered information regarding men-
strual history, past surgical and obstetric that could impair
the function of lower urinary tract. All women had to fill a
bladder diary that recorded, daytime urinary frequency,
nocturia, fluid intake, incontinence and urgency episodes,
every hour, within 24 h, for three consecutive days. The
patients were submitted to the Overactive Bladder Aware-
ness Tool OAB-q8, this questionnaire asks how bothered
one is by the 4 hallmark symptoms of OAB: urinary
frequency, urgency, nocturia, and urgency incontinence.
Patients respond on a 6-point Likert scale ranging from 0
(not at all) to 5 (a very great deal), with a maximum
possible score of 40, higher scores than eight indicate OAB.
To analyze the results we applied the ”t” Student Test,
Fishers Test, to evaluate the variable before and after the
treatment in each group and the Mann-Whitney Test an
Kolmogorov-Smirnov Test to compare the variables before
and after treatment in between the two groups. Was fixed at
0.05 or 5% (p<0.05) the level of rejection of the null
hypothesis.
Results:
The results are based on clinical improvement of
women undergoing treatment. When we observed the
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results before and after treatment in G1, there was
significant improvement in symptoms of nocturia (p=
0.01), daytime urinary frequency (p=0.02), urgency
incontinence (p<0.001) and urgency (p=0.001). The
questionnaire also improved OABq (p=0.001). Evaluating
the results before and after intervention of G2 there was
significant improvement in symptoms of nocturia (p=
0.02), daytime urinary frequency (p=0.012), urgency
incontinence (p=0.025) and urgency (p=0.013). The
questionnaire also improved OABq (p=0.006). Compar-
ing the results between the groups, we observed that
intravaginal electrical stimulation presented better results
in daytime urinary frequency (p=0.016).
Conclusions:
Although the intravaginal procedure had shown better
results in daytime urinary frequency, we conclude that both
procedures can be used effectively in women with
overactive bladder.
References (optional):
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Objective:
Background:
Nowadays using TVM technique is a well established
effective way for prolapse surgical treatment. But there’s
always room for improvement. Unfortunately there is a
number of complications connected with using TVM
procedures which often make life miserable for both
patients and surgeons. And the fear of complications limit

the use of such procedures. For POP surgery results
improvement we modified classic total TVM technology
with additional fixing points in all mesh parts. It’ll reduce
relapses risk considerably in better mesh smooth out,
incomplete healing and vaginal erosions reduction.
Methods:
In new concept we offered synthetic implant Pelvix
EVO by Lintex® (Russia). Where Evo stands for
Evolution. Total TVM in original form found by non-
absorbable mesh block with laser processed edges for
the purpose of falls prevention. There are eight implant
arms - 4 in anterior and 4 in posterior part. Method
essence in three-level vagina support and tension free
strong pelvic organs fixation by mesh skeleton.Implant
arms with introducers lead through reliable support
points (anterior - ATFP symmetrically, posterior -
sacro-spinal ligaments). Non-absorbable thread passes
through proximal and distal anterior arms symmetrically.
That one and subcutaneous anterior arms sewing allows
to straighten and strengthen implant completely. For
posterior part strengthening and distal shrinking preven-
tion posterior distal arms lead through m.levator anii on
perineum above anus symmetrically. At hysterectomy,
before mesh installation on rectum it leads in tunnel
under vaginal mucous "isthmus" to minimize vaginal
erosion in the apical department where often it occurs.
We know that the apex is the keystone of pelvic organ
prolapse. Often when we repair anterior and posterior
wall we tend to ignore the apical support. There is more
than 24% apical prolaspe de novo stage 2 after TVM
procedure. When we lead arms of posterior compart-
ment through the sacrospinal ligament we shorten the
vagina length. Sometimes the vaginal length after TVM-
surgery is −6,9 sm. To improve TVM results we suggest
a method of vaginal length preservation during TVM
total in hysterectomy patients. For vagina vault fixation
mesh isthmus is fixed additionally to SSL and USL in
sacral direction by non-absorbable threads. “Firm”
fixation of vaginal apex is a good preventive measure
in prolapse de novo. According to DeLancey, the points
of mesh-fixation of the anterior compartment are located
below vaginal apex.So, we suggest to perform apical
fixation in all cases of the anterior prolapse repair.
Results:
In this method we operated 130 women. Follow-up in
4 years and one asymptomatic anterior relapse (I stage
POP-Q), no erosions, incomplete healing during 4 years.
There were 3 cases of the prolapse de novo in the posterior
department stage 2 (asymptomatic).
Conclusions:
Thus additional support points allows to use light mesh that
reduces complications rate in erosions, incomplete healing,
dyspareunia. We’ve come a long way to create the mesh
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which for time being satisfies us the most and fits the
conception of neofasciogenesis.
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WITH STRESS URINARY INCONTINENCE
M. V. MONTEIRO, E. M. FIGUEIREDO, R. GONTIJO,
T. RODRIGUES, L. O. SOUZA, J. SALES, M. C. CRUZ,
A. M. FONSECA, S. A. TRIGINELLI;

Univ. FEDERAL OF MINAS GERAIS, BELO HORI-
ZONTE, Brazil.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external funding
Work Supported by Industry: No

S1920 Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008



Objective:
To document pelvic floor muscle functions in women with
stress urinary incontinence
Background:
According to the International Classification of Function,
Disability and Healthy (ICF) the musculoskeletal functions
related to movement are: tonus, strength, endurance, and
movement control and coordination1. Although a strong
relationship between pelvic floor muscle functions (PFMF)
and the continence mechanism has been reported2, the
focus of the PFMF investigation has been limited to
strength, endurance and more recently to muscle coordina-
tion. Furthermore, these functions have not been investi-
gated in the same sample. These facts hinder the
comprehension of the relationship between PFMF and
stress urinary incontinence (SUI). Also, the knowledge
about PFMF in women with SUI could offer stronger
support to the effects of the PFM training as the first line
treatment for women with SUI.
Methods:
A cohort of women older than 18 years, with no history of
surgery for SUI, not pregnant nor during postpartum period,
with urodynamical diagnosis of SUI, were recruited from
the Pelvic Floor Dysfunctions Care Center’s waiting list.
After the ethical committee approval, all participants signed
the informed consent and an initial assessment was
undertaken to collect their personal information (age,
schooling, parity, bigger newborn weight, body mass index
- BMI). A physiotherapist, specialist in Women’s Health,
examined all the participants to collect PFMF as follows:
PFM control was defined as the participants’ capacity to
contract and to relax the PFM according to verbal
command, was examined by bidigital palpation and
measured by a nominal scale (yes or no); PFM coordination
was defined as the capacity to mainly activate PFM instead
of their synergistic muscles: abdominals, gluteus and hip
adductors; it was examined by bidigital palpation and visual
inspection, and was measured by a nominal scale (yes or
no); PFM tonus was defined as the rigidity offered by
digital palpation of the puborectalis muscle; it was graded
by the Dietz tonus scale3 (ordinal 0–5 scale); endurance,
defined as the capacity to hold a PFM contraction, was also
examined by bidigital palpation, and measured in seconds;
and finally strength, was evaluated by a digital perineom-
eter - Peritron®, and measured in cmH2O. All participants
were examined in the knee bent position. Descriptive
statistics, as mean and SD for scalar data and frequency
distribution for nominal and ordinal data, was applied.
Results:
A total of 58 participants were evaluated, with a mean age
of 54.1 years (SD=11.7 year), mean schooling=6.45 years
(SD=4.5 year), mean parity of 3 children, mean bigger
newborn weight = 3.4Kg (SD=0.8), mean BMI=

28.85Kgm2 (SD=5.42 Kgm2). Pelvic floor muscle tonus
was rated slightly low to normal (grades 2 and 3) in 45
(83.6%) participants; strength’ mean was 36.96 cmH2O
(SD=22.50 cmH2O); endurance’ mean was 21.7 s (SD=
11.5 s); 74,1% of the participants were considered to have
adequate pelvic floor muscle control, but the vast majority
of the participants (98,1%) did not present adequate pelvic
floor muscle coordination. From those, 85.2% activated the
abdominal muscles associated with the PFM, 79.6%
activated gluteos, and 25.9% activated the hip adductors
muscles
Conclusions:
The PFMF of women with SUI were mostly adequate.
They presented good strength and endurance, normal tonus
and capacity to activate and relax the PFM, but most of
them were not able to primarily activate PFM despite its
synergistic muscles. Pelvic floor muscle training for the
treatment of women with SUI should focus not only in
strength and endurance but also in PFM coordination
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Objective:
Assess the level of awareness of physical education (PE)
students about urinary incontinence in women athletes.
Background:
A woman athlete’s athletic performance depends on a
number of factors, such as individual training, an adequate
diet, the level of psychological stress in obtaining good
results, her knowledge of menstrual disorders and urinary
incontinence (1, 2). These factors depend on the interfer-
ence by the coach or PE professional. To date, no studies
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assess the level of awareness of PE professionals about
urinary incontinence in female athletes.
Methods:
Sixty-one PE students of both genders were interviewed at
the Centro Universitário de Jales, SP, in Brazil.
Results:
The average age of the respondents was 24.36 years (19–
52), 72.13% of which were male and 27.87% were female.
It was found that 60.66% of the subjects believed that
women athlete do not suffer from urinary incontinence;
among those who responded affirmatively (39.34%) about
urinary incontinence, 32.78% said they realized that sports
like track and field, gymnastics, basketball and volleyball
might lead to the appearance of this disorder.
Conclusions:
The results show that future Physical Education professio-
nals have little knowledge of urinary incontinence in female
athletes and that - while at college - no adequate
information is given to them. Therefore, it is necessary
that new syllabuses be implemented in the PE-related
disciplines - thus favoring a multidisciplinary approach to
the question - aimed at raising the awareness level of those
in the sports milieu about the importance of urinary
incontinence among female athletes.
References (optional):
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Objective:
To determine how primiparous and multiparous tolerate the
use of a novel perineal extensibility assessment technique
using the EPI-NO® device during labour.
Background:
The pelvic floor is currently the focus of several scientific
studies, which largely concentrate on vaginal birth. The
strength of the pelvic floor has been considered a predictive

factor for pelvic floor complications of childbirth, such as
urinary/faecal incontinence and genital prolapse. Therefore,
the stages of childbirth warrant further investigation into
their effects on the pelvic floor, especially regarding lesions
such as lacerations and episiotomies.
There is a lack of study using the EPI-NO® inflatable
balloon to measure perineal extensibility. The EPI-NO® is
introduced into the vagina and inflated to produce a
distension of the pelvic floor muscles. An objective
measure of muscular distension or extensibility can be
obtained by measuring the circumference of the fully
inflated balloon. Although the device was not designed
for this purpose, this adaptation is necessary because no
alternative method of real perineal extensibility assessment
is available for use in obstetrical clinical practice.
This measurement could indicate perineal elasticity or
stiffness and predict perineal integrity in labour (2). Before
recommending new exams for pelvic floor extensibility
evaluation, is desirable to investigate the discomfort caused
by its use. The aim of the present study was to determine
how parturient women would tolerate the use of this novel
perineal extensibility assessment technique.
Methods:
Observational study, developed in one tertiary public
maternity hospital in Osasco, São Paulo, Brazil. A total of
227 term parturient women were evaluated with EPI-NO®
during labour. Exclusion criteria were diagnostic of
gynaecological infection and cognitive impairment. The
patient was positioned supine, with flexed knee and hip. An
Epi-no® balloon, covered by a condom and lubricated was
inflated within the pregnant's vagina and maximum
circumference was measured using a standard metric
measuring tape. During the perineal extensibility evaluation
with EPI-NO®, parturient women were asked about their
sensation of discomfort. The degree of discomfort was
measured using the visual analogue scale (VAS) with a
score from zero to ten, where zero corresponded to no
discomfort and ten corresponded to maximal discomfort.
The Mann-Whitney test was applied to assess perineal
extensibility (measured using EPI-NO®) according to parity
and to analyse the degree of discomfort caused by the exam
according to parity. The relationship between perineal
extensibility (using EPI-NO®) and discomfort caused by
performing the test was analysed using the Spearman
correlation test. Significance was set at p<0.05.
Results:
Parturients were 24.1 (±5.5) years old, divided in 51.5%
primiparous (n=117) and 48.5% multiparous (n=110). The
test employed to measure perineal extensibility with EPI-
NO® caused only slight discomfort (3.8). Primiparous
women reported significantly greater discomfort (4.5) than
did multiparous women (3.1) (p<0.001). In addition,
perineal extensibility demonstrated an inverse relationship
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with tested discomfort using the Spearman correlation test
as presented in figure 1(r=−0.424; p<0.001).
Figure 1: Representation of the relationship between Epi-no®
variables and the Visual Analogue Scale (n=227; r=−0.424;
p<0.001).
Conclusion:
The assessment of perineal extensibility with EPI-NO® was
well tolerated by the parturient women. Primiparous
women reported significantly greater discomfort than did
multiparous women.
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Objectives:
To find the incidence of Urinary tract infection (UTI-
symptomatic bacteriuria and pyuria)within 6 weeks of
urodynamics. Also, to analyse predisposing risk factors,
common pathogens and anti-microbial sensitivity and to
evaluate the role of prophylactic antibiotics after
urodynamics
Background:
UTI after urodynamics is well documented, with centres
reporting incidences ranging from 3–13% 1. UTI is often a
clinical diagnosis and symptoms of UTI are common after
Urodynamics. The role of prophylactic antibiotics in
women undergoing urodynamics is unclear.
Methods:
This was a prospective observational study involving 93
women undergoing urodynamics. Patients were given a
labelled MSU bottle and microbiology form along with an
information sheet and asked to submit the sample if they
experienced symptoms of UTI. They received antibiotics
after sending the sample from their General Practitioners.
UTI was diagnosed if urine showed significant bacteruria
(>105 colony forming organisms) and pyuria (WCC>100).
Bacteruria without pyuria was not considered as UTI as it
could indicate colonisation of bladder rather than an
infection.
Results:
20% (19/93) women developed clinical symptoms sugges-
tive of UTI and submitted a MSU sample. 7/19 samples
showed bacteriuria but 3 of these had no significant WBC
(2 were Group B Streptococcus carriers and 1 sample
showed mixed growth suggesting contamination).There-

fore, 4% (4/93) women had had UTI according to our
definition. Cultures showed E.coli (2), KESU (1) and
Coliforms (1). 3/9 women with recurrent UTI developed
UTI, two of whom were on prophylactic antibiotics. 2/4
women with diabetes developed UTI. 2 women had
Diabetes and history of recurrent UTI. One of them
developed UTI despite being on propylactic Nitrofurantoin.
Conclusions:
In our study, 4% of women had symptomatic UTI within
6 weeks following Urodynamics. The patients with greater
risk included those with diabetes and recurrent UTI. Our
data indicate that prophylactic antibiotics cannot be
justified in all patients undergoing urodynamics. However,
larger studies would be recommended to formulate prophy-
lactic antibiotic policies for high risk women undergoing
urodynamics.
References:
1. The Internet Journal of Gynecology and Obstetrics 2006 :
Volume 6 Number 1
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Objective:
The objective of the present study is to evaluate safety and
efficacy in the tension free tape Contasure Needleless
System in patients with stress urinary incontinence and
symptomatic organ prolapse who had surgery in our
hospital service.
Background:
62 patients with stress urinary incontinence (SUI) were
treated in our hospital service by placing the suburethral
transobturator tape Contasure Needleless without the use of
needles.(1) The Contasure Needleless tape is 114 mm long,
polypropelene macrocoporous and two pockets of 22 mm
on each side is placed under the mid-urethra through a
small anterior vaginal wall incision. After dissection of the
paraurethral spaces only until the inferior ramus, the tape is
introduce using the Needleless forceps until the obturator
muscle is reached. Same procedure is done in the opposite
side. The pockets when opened allow for the proper
fixation to muscle fibers and tissue in growth being placed
in the same way as any other transobturator technique.
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Methods:
Prospective study. The patients were included in the study
in a consecutive way after surgery was indicatated. Before
their inclusion and after the surgical treatment, the patients
were evaluated following a protocol to determine the grade
of the prolapse following the Baden classification and
objective parameters (cough test) and subjective parameters
of urinary incontinence (ICIQ-SF test and Sandvick test).
All the patients received urodynamic study before the
surgery and after surgery. The inclusion criteria was stress
urinary incontinence or mixed urinary incontinence without
respond to conservative treatment and symptomatic pro-
lapsed with surgery indicated (grade II or greater following
Baden classification and symptoms claimed to the prolapse)
and SUI or mixed incontinence. In every case a document
of consent was given to the patients informing of all the
procedures being done. The exclusion criteria were: any
case that did not adapt to the inclusion criteria: ISD cases
and any other type of urinary incontinence. A checkup was
done to every patient after 3 months, 6 months and 1 year
after the surgery.
Results:
62 patients with a mean age of 63 years old and a mean
parity of 1, 8 have been included in the study since April
2009 until November 2010. There have been no intra-
operative complications that could be blame on the
positioning of the tape. Following period: 22 months. The
percentage of total cure with objective (cough test) and
subjective criteria was higher than 85%. Six cases of
retention appear immediately after surgery that were solved
with continuous catheterization and 1 case of erosion that
was solved in the office by cutting the exposed part of the
tape and with local estrogens.
Conclusions:
The suburethral tape Needleless for the treatment of stress
urinary incontinence in patients with and associated pelvic
floor surgery presents results very similar regarding the
efficacy (cure or improvement of the stress urinary
incontinence) and fewer complications than other tension
free suburethral tapes with a different type of insertion. (2)
References (optional):
1 Arch Esp Urol 2009 Nov;62(9):719–23
2 Eur Urol. 2010 Aug;58(2):218–38.
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Objective:
We report six cases of partner dyspareunia, in which there
were two incidences of partner penile injury, occurring as a
complication of midurethral sling surgery.
Background:
Compared to traditional surgeries for stress urinary incon-
tinence like colposuspension, synthetic slings are have
comparable success rates but are associated with unique
complications like vaginal exposures, pain, dyspareunia and
sling related infections.One of the rarely cited complica-
tions of synthetic midurethral slings is dyspareunia of the
partner caused by prominence or vaginal exposure of the
sling material. Even though this entity is real and an
important problem, it is rarely reported in literature. A
Medline search revealed only two case reports and one
editorial on the problem of partner dyspareunia.
Methods:
From the year 2005–2010, 351 complications of synthetic
midurethral slings were surgically managed at a tertiary
referral centre. Of this there were six patients (2%) who
presented with the complaint of partner dyspareunia with or
without other symptoms. In two of the cases, the couple
presented with injury to the partner penis as a result of
prominent or vaginally exposed sling material.
Results:
The age of the patients aged from 43 to 66 years and weight
53–100 Kg. There were three tension free vaginal tapes
(TVT), two transobturator tapes (TOT) and one anterior
intravaginal sling (IVS) in the series. Time interval between
tape insertion and the presentation of complications ranged
from 3 months to 48 months. Partner dyspareunia was the
presenting feature in all cases, with two of the couples
reporting penile injury of the partner. Vaginal exposure of
the sling was present in five of the six cases. In one case,
the couple presented with the complaint that the partner had
injured his penis during intercourse, the woman having no
symptoms. On clinical examination of this woman, prom-
inence of sling material was noted in the midline of the
vagina with out evidence of vaginal exposure. Another
incidence of penile injury occurred in the partner of a
woman with vaginal exposure of the sling material (Figure1).
Both instances of partner penile injury had legal repercus-
sions. In two patients who had transobturator tapes, vaginal
exposure was present far laterally and required meticulous
inspection to visualize the exposed sling (Figure 2)
Conclusions:
Recognizing partner dyspareunia as an important compli-
cation of synthetic midurethral slings is not only important
in pre operative counseling of patients but also to avoid
legal implications. Proper patient advice regarding sexual
consequences of the surgery is essential as it helps patients
in preventing the problem or at least recognizing the
problem early and seeking treatment.
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1. Brubaker L. Editorial: partner dyspareunia (hispareunia).
Int Urogynecol J Pelvic Floor Dysfunct. 2006 Jun;17(4):311
2. Roth TM. An unexpected cause of dyspareunia and
partner dyspareunia following TVT-Secur. Int Urogynecol J
Pelvic Floor Dysfunct. 2009 Nov;20(11):1391–2
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Objective:
We prospectively evaluate the justification of videourody-
namics in women presented with a complex history of
lower urinary tract symptoms, when the diagnosis is unclear
or when previous treatment has failed.
Background:
Videocystometry, first described in the late 1960 s1,
involves fluoroscopic visualization of the bladder and
urethra in conjunction with simultaneous measurement of
vesical and urethral pressures and contrast imaging. It
allows visualization of descent of the bladder neck, milk-
back of urine from the urethra to the bladder, and bladder
neck funnelling.This technique exposes the patient to
radiation and is expensive, but is widely accepted to be
effective, and provides comprehensive functional and
anatomical information2.
Methods:
We prospectively collected the data of all women
attending this videourodynamics clinic between January
2009 and December 2010. Women who met the
inclusion criteria underwent a multichannel videourody-
namic evaluation, which included simultaneous mea-
surement of vesical and abdominal pressures during
filling and voiding. A triple-lumen 7Fr catheter was
used for filling and measuring intravesical pressure. A
standard rectal balloon catheter recorded abdominal
pressure. Detrusor pressure was determined by the
computer generated subtraction of abdominal pressure
from vesical pressure. Medium fill cystometry at 30 ml
per minute was done using x-ray contrast. Fluoroscopic
images of the bladder and bladder outlet were per-
formed during filling and voiding. Of the 45 womebn
20(44%) had failed incontinence surgery, uncertain
diagnosis from the conventional urodynamics 11(24%),
Prolapse 8(18%), Voiding dysfunction 4(9%) and neurolog-
ical 2(4%). Women were evaluated with noninvasive uro-
flowmetry post-void residual and videourodynamics, and
classified by specific urodynamic diagnoses.The data were
collected from the computerized records of the urodynamics
system. Data including demographic details such as age and
parity, urinary symptoms, indication for videourodynamics,
previous urogynaecological surgery, final diagnosis and
treatment were also collected and analysed using SPSS™
release 16.0.
Results:
45 women underwent videourodynamics during this study
period. Mean age was 54.4±13; Mean parity was 2.24±1.7.
Presenting symptoms included: stress incontinence 35
(77%), Urge incontinence 32(71%), Urgency 29 (64%),
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Frequency 19(42%), Nocturia 12(40%). The women un-
derwent following gynaecological surgery in the past:
Hysterectomy 14(31%), TVT9 (20%), Sacrospinous fixa-
tion 6 (13%), Transobturator tape 5(11%), anterior colporr-
pahy 2(4%), single-incision midurethral tape 2(4%) and
Zuidex injection 1 (2%).

Table 1. Videourodynamic diagnoses in 45 women

Variable No(%)

Urodynamic stress incontinence* 14(31%)

Idiopathic detrusor overactivity$ 12(26%)

Sensory urgency 7(15%)

Normal urodynamics 6(13%)

Neurogenic bladder£ 4(8%)

Bladder outflow obstruction 3(6%)

Mixed urinary incontinence 1 (2%)

• *1 woman had bladder outflow obstruction as well.
• [$]] 2 women had bladder outflow obstruction.
• £ 1 woman with Fowler syndrome.

The group of women (11) who underwent video
urodynamics with uncertain diagnosis from the conven-
tional urodynamics had specific diagnosis such as
Urodynamic stress incontinence 4(36%), Idiopathic
detrusor overactivity 4(36%), Urodynamic stress incon-
tinence & Bladder outflow obstruction 1 ((%), sensory
urgency 1(9%) and only one woman had normal
urodynamics.
Conclusion:
This study suggests that videourodynamic testing is the best
study to establish a diagnosis to initiate appropriate therapy
in women with bothersome lower urinary tract symptoms
that cannot be explained by the conventional urodynamic
tests. However, this study should be restricted to women
with specific criteria as mentioned due to the high cost,
radiation exposure.
References:
1. Br J Urol 1970; 42: 714–23
2. BJU Int. 2005 Feb;95(3):327–34. Review.
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Objective:
To provide an anatomical and biomechanical basis for the
new attachment point for vaginal fornix suspension, and to
evaluate the efficacy and safety of the new procedure by
clinical application.
Background:
Ischial spinous fascia fixation has being a new pelvic floor
reconstructive surgery to fix the vaginal fornix. However,
its clinical efficacy and safety shuld be assessed.
Methods:
Anatomic dissection was performed on 10 Chinese
female cadavers (3 fresh and 7 embalmed). The fascia
1 cm lateral to the ischial spine was firm and strong,
with a thickness of 3 mm, ischial periosteum under-
neath, and no major vessels or nerves in the area. Next,
32 patients with stage III uterine prolapse underwent the
ischial spinous fascia fixation procedure. Objective and
subjective results were observed at follow-up evaluation
with an average length of 18.3 months (range, 13~
28 months). Complications were recorded both intra-
operatively and at follow-up.
Results:
No severe intra- or peri-operation complications were
observed. The objective success rate was 100% at
6 weeks post surgery and 94% at one-year follow-up.
There were significant improvements in Aa, Ba, Ap,
Bp, and C (p<0.001), while two patients (6.2%) showed
a recurrence. One patient each suffered from low back
pain and right thigh pain, while three complained of the
sensation of a foreign body in the vagina. Symptoms were
resolved by physiotherapy or excision of the exposed
suture.
Conclusions:
The fascia 1 cm lateral to the ischial spine is a safe area to
fix the vaginal fornix. Ischial spinous fascia fixation is a
low-cost, safe, and efficacious option for the treatment of
vaginal fornix prolapse, and is a simple operation.
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Nowadays there is an actual problem in POP treatment.
Not only efficiency of the surgery, but also safety using
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mesh. Mesh use in POP surgery remains disputable
because of specific complications associated with pros-
thesis presence in tissues. Vaginal mucosa erosion is
one of the serious problem because of which surgeons
refuse to perform mesh-surgery at young women.
According to results of different researchers frequency
of erosions after mesh-placement surgery is above 15–
30%. In this connection the most important thing is to
use the differentiated approach of the POP treatment
and differentiated approach of the POP treatment and an
establishment of preventive ways to improvement
increasing the quality of life of patients after surgical
treatment.
Mesh use in POP surgery remains disputable because of
specific complications associated with prosthesis presence
in tissues.
Objective:
To analyze vaginal erosions causes and correction ways in
TVM surgery.
Materials:
115 women with POP (stage more than II POPQ) were
operated in 2006–2010 in TVM concept with anterior,
posterior, total Prolift® and Pelvix Lintex® (RF).
Results:
Asymptomatic vaginal mucosa erosions after mesh
surgery occurred in 8% cases and incomplete healing
(7.3%). All cases of vaginal mucosa erosions are
registered in women after total reconstruction and, in
1,5 times more often in group of an accompanying
hysterectomy. All mesh complications were presented at
anterior and apical part. Significant factors for POP
surgery complications: inadequate preoperative diagnos-
tics and unreasonably total replaceable correction,
concomitant hysterectomy, deep dissection, pathological
hemorrhage, excessive vaginal mucous section and
excision, wrong mesh choice (quality, size, form),
implant shrinkage. When some surgeons oppose using
mesh in young women the first thing they consider is
high risk of postoperative dyspareunia. We are also
conscience of such complications and suggest the
following method which in our opinion helps to prevent
it: utilizing small vaginal incisions and the trimming of
vaginal mucosa, preserving the cervix, ensuring optimal
apical attachment and optimizing vaginal length. In
concomitant hysterectomy we tighten mesh isthmus in
sacral direction with unabsorbable stitch through utero-
sacral ligaments. We’ve offered preventive measures: in
concomitant hysterectomy tighten mesh isthmus in
sacral direction with unabsorbable stitch through utero-
sacral ligaments. In posterior part reconstruction to
prevent shrinkage we cut implant’s distal part in
swallow’s tail manner with sleeves placement behind
levator ani bilateral. To limit mucous section we make

tunnel for mesh under recto-vaginal fascia after trans-
verse distal incision which avoid incision of the virginal
wall and as a result we have a relatively low
dyspareunia rate. Effective fixation of the mesh can
allow to use lighter mesh with pore size more than 70
μm. In short it would be ideal to have mesh texture
similar to vaginal tissue texture. In posterior part
reconstruction to prevent shrinkage we cut implant’s
distal part in swallow’s tail manner with sleeves
placement behind levator ani bilateral. In erosions
quantity reduction we use extralight mesh with pores
diameter less than 70 μm. We’ve stored initial experi-
ence in strong biological graft use - cattle type I
collagen membrane Collost (n=6) to prevent mesh-
shrinking and erosion. In anterior correction (POPQ 3)
we use paravaginal repair with Collost 1.5 mm thickness.
In posterior TVM-correction (POPQ 3) we put Collost on
the mesh, under fascia. We have vaginal mucous erosion
successful treatment experience after laparoscopic mesh
sacrocolpopexy at patient with POPQ IV vault prolapse.
6 cm erosion healing occurred after 6 Collost-gel 7%
injections. Now we are treating all mesh erosions with
collagen-gel. There were 5 successful treating of the
vaginal erosion using our method during 2 years.No
complications in short-term observe.
Summery:
Preventive anti-complication measures in TVM-surgery
raise prosthetic technology efficiency in principle«first
operation - pathogenetically proved and reliable».
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Objective:
To evaluate the effect of hormone therapy on the subjective
symptoms and quality of life (QOL) related to pelvic floor
disorders (PFDs) in menopausal women.
Methods:
Menopausal women without specific PFD symptoms who
visited the hospital for routine examinations during March-
July 2010 were enrolled. Subjects were grouped according
to their hormone use: using group (current hormone use
>6 months), used group (past hormone use >6 months), and
no-use group (never used hormone therapy). They an-
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swered two types of questionnaires on their symptom-
related distress and QOL: Pelvic Floor Distress Inventory
(PFDI) and Pelvic Floor Incontinence Questionnaire
(PFIQ), respectively.
Results:
In the age-matched analysis, to exclude age as a confound-
ing factor, the groups showed no significant difference in
PFDI scores. All PFIQ scores were lower in the using
group of women in their 50s, but the Urinary Incontinence
Questionnaire scores were significantly lower in this group
(paired t-test, p<0.05). The PFDI-20 summary scores were
not significantly different among the subjects in their 50s
and 60s, but the PFIQ-7 summary scores were significantly
higher in the used group of women in their 60s (paired t-
test, p<0.05).
Conclusions:
Hormone therapy does not affect any PFD symptoms but
can improve the QOL related to urinary tract symptoms in
menopausal women in their 50s. Among menopausal
women in their 60s, hormone use does not improve PFD
symptom-related distress and QOL. Stopping hormone
therapy could worsen the PFD symptom-related QOL of
menopausal women in their 60s.
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Objective:
The aim of the study was to determine whether a 6 week
course of 5 mg of Solifenacin succinate used to treat mixed
urinary incontinence (MUI), produces measurable changes
in the appearance of the urethral sphincter. A secondary aim
was to compare any changes in sphincter morphology in
responders versus non-responders.
Results:
Clinically 13 (50%) women reported no improvement in
either stress or urge incontinence. Eight (31%) women
reported improvement in their urgency symptoms but no
benefit in their stress leakage. Four (15%) women
reported resolution of both stress and urge incontinence.
One (4%) woman reported worsening of her bladder
symptoms. There was no significant change in the
urethral length (p=0.27), width (p=0.50), volume of
smooth muscle (p=0.87) or total sphincter volume (p=
0.60) before and after treatment with Solifenacin. 12

women (46%) were subsequently treated with a subure-
thral sling for persistent stress incontinence. One woman
underwent a cystoscopy for urge predominant symptoms
with microscopic haematuria. No significant pathology
was discovered.
Objective:
The aim of the study was to determine whether a 6 week
course of 5 mg of Solifenacin succinate used to treat mixed
urinary incontinence (MUI), produces measurable changes
in the appearance of the urethral sphincter. A secondary aim
was to compare any changes in sphincter morphology in
responders versus non-responders.
Background:
MUI is very common. 90% of women undergoing
surgery for urodynamic stress incontinence (USI) will
have urinary urgency incontinence (UUI), in addition to
stress incontinence (SI). The ideal treatment of MUI is
unknown but therapies include anticholinergic medica-
tions, bladder drill and pelvic floor exercises. Anticho-
linergic drugs have beneficial effects on UUI and also
in MUI when compared to placebo. Solifenacin is
equally effective in MUI as well as UUI and reduces
incontinent episodes.
In patients with MUI, involuntary urinary leakage is a
complex pathological process involving both a detrusor
contraction and insufficient resistance at the level of the
urethral sphincter to stop leakage. Cholinergic receptors
are widely distributed throughtout the lower urogenital
tract and might be expected to exert actions at both the
level of the detrusor muscle and urethral sphincter.
Improvements in continence might be due to changes in
the urethral sphincter. Anticholinergic medication
reduces overactive bladder symptoms and causes mea-
surable changes in the detrusor muscle thickness, but to
date, no attempt has been made to image the sphincter
after anticholinergic therapy.
Methods:
Twenty six women undergoing treatment for mixed
incontinence were recruited from a urogynaecology unit
after failing to improve with conservative treatments and
bladder drill. All underwent dual channel subtracted
cystometry which showed mixed urodynamic stress
incontinence (USI) and detrusor overactivity (DO). All
patients underwent a 3D transperineal ultrasound before
Solifenacin therapy was started and after 6 weeks of
treatment. The urethral length, width and volume of the
smooth muscle and total sphincter volume were com-
pared before and after treatment.
Results:
Clinically 13 (50%) women reported no improvement in
either stress or urge incontinence. Eight (31%) women
reported improvement in their urgency symptoms but no
benefit in their stress leakage. Four (15%) women reported
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resolution of both stress and urge incontinence. One
(4%) woman reported worsening of her bladder symp-
toms. There was no significant change in the urethral
length (p=0.27), width (p=0.50), volume of smooth
muscle (p=0.87) or total sphincter volume (p=0.60)
before and after treatment with Solifenacin. 12 women
(46%) were subsequently treated with a suburethral sling
for persistent stress incontinence. One woman underwent
a cystoscopy for urge predominant symptoms with
microscopic haematuria. No significant pathology was
discovered.
Conclusions:
A 6 week course of Solifenacin resulted in no
measurable changes in the appearance of the urethral
sphincter. When comparing responders to non respond-
ers, there was there was no significant difference in the
change in the urethral length (p=0.27), width (p=0.50)
and volume of smooth muscle (p=0.87) and total
sphincter volume (p=0.60).
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Objective:
This study aims to assess and evaluate the safety, cost
effectiveness and overall functional outcomes of TOT
procedure with customized TOT needles and mesh in
treatment of female stress urinary incontinence.
Background:
TOT operation was performed by using customised macro-
porous monofilament mesh and indigenously made two
sizes of TOT needles.The tapes were brought outside by
fixing prolene sutures to both sides of mesh and then to the
both ends of TOT needles.
Methods:
68 patients with SUI underwent TOT procedure with this
technique. TOT operation was performed under regional
anesthesia with use local infiltration of local anesthesia at
the needle entry site before finishing the procedure. Post
operative pain assessment was done. Follow-up
was1,4,12 months after the procedure.
Results:
58 patients with minimum followup of 1 year were
considered for results. Mean follow up was19.8 months.

Intraoperative minor injuries were present in 4(3
vaginal, 1 urethral), but without deferring the procedure.
Objective cure rates were 97%. No significant intra
operative complication, and no significant persistent
groin pain, retention urine or high PVR, bladder
overactivity was seen in post operative period. One
patients had tape extrusion and 1 patient had exposure
of the mesh , needing splitting and closure of vaginal
wall in extrusion case. Average cost of procedure with
materials and hospital stay was 250 USD.
Conclusions:
TOT procedure with customized helical needles and mesh
is cost effective and can be offered easily to the females
with financial constraints and is a safe procedure.
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Objective:
To evaluate the changes of the intravaginal microbial flora
after using ring pessary by conventional methods and the
clone library method.
Background:
The ring pessary is a useful tool as conservative therapy for
the pelvic organ prolapse (POP). Most of the case with ring
pessary present increased yellow discharge indicating
vaginitis. Long term usage of pessary may cause troubles
considering intravaginal infection.
Methods:
12 patients, who came to our hospital due to POP and
underwent pessary therapy, were participated in this study.
The changes of the intravaginal microbial flora were
evaluated by the conventional methods, i.e. pH in the
vagina, Lactovacillary grade (LAC grade), Nugent score,
and the culture-based detection methods. In addition, the
clone library method by using the 16S rRNA sequencing of
vaginal fluid was performed.
Results:
The numbers of detected bacterial species before/after
pessary therapy by the culture-based methods and the clone
library method were 3.6/3.0 and 15.1/10.6, respectively.
Regarding Lactobacilli, the clone library method revealed
that they grew after pessary therapy.
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Conclusions:
Our study showed that elder women with POP have the
complex intravaginal microbial flora after pessary therapy.
The results indicated that anaerobic circumstance in vagina
after pessary therapy induced proliferative bacteria, then
other bacteria were suppressed to grow.
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Objective:
Stress urinary incontinence (SUI) is a common condition
primarily affecting women and often having a profound
impact on quality of life.
Background:
To investigate the efficacy of periurethral injection of bulking
agent hyaluronic acid/dextranomer gel (NASHA/dx) - Urodex
in women with stress and mixed urinary incontinence (UI).
Methods:
38 patients aged 33–75 (mean age 54.3±2.9) received
treatment in the Scientific Center of Obstetrics, Gynecology
and Perinatology named after V.I. Kulakov since 2008. 25
(66%) women had SUI with SUI and 13 (24%) with mixed
UI with prevalence of the stress component were random-
ized in the trial. Body mass index was 24.8±1.0 The
diagnosis has been confirmed during urodynamic study
(maximum urethral closure pressure <40 cm H2O).
Results:
With 1–3 months of follow-up, 34 (89%) patients
underwent injection of Dx/HA were cured/improved
(full effect: dryness, negative cough and Valsalva tests
(p=0,05),24-hour pad usage decline, decrease of inconti-
nence episodes per day (p=0.01). In the group of SUI 17
(61%) women were cured (full effect) at 1 year of follow-
up. With 1 month of follow-up 3 (4,2%) were failed,
probably, according to severe stage of UI and the
expressed omission of walls of a vagina. In the group of
mixed UI 27 (75%) patients were improved at 1 year of
follow-up. 1(3%) patient with individual episodes of UI
underwent a second injection of Urodex. Quality-of-life
scores using the Kings Health Questionnaire and PGI-S
and PGI-I showed significant improvements. Residual

volume of urine was <50 ml. 3D-sonography of urinary
tract demonstrated increase of volume of the bulking agent
in paraurethral tissue after ingection of Dx/HA, presump-
tively due to synthesis of collagen, providing mechanic
compression of the middle third of urethra and anatomic
correction of internal urethral sphincter. There were no
complications of therapy.
Conclusions:
According to 3D sonography, resorbion of the bulking
agent begins in 3 month after injection and it is manifested
by individual episodes of incontinence. It is confirmed that
efficacy of procedure decreases if vaginal walls prolapse
degree ≥2 is observed. The procedure is easy and quick to
perform. The safety profile seems unique thus no product
specific adverse events were seen.
References (optional):
Periurethral injection of NASHA/dx is a convenient,
minimally invasive means of treating stress and mixed
incontinence. Injection of this agent significantly improves
quality of life and patient satisfaction. Using of modern
periurethral methods allows to reach good results and high
efficiency at careful selection of patients. Duration of effect
on the average makes till 1 year and for its maintenance
retreatment are required.
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POP PATIENTS
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Osaka Police Hosp., Osaka, Japan.
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Objective:
Morphological abnormalities of the lavator ani are associ-
ated with symptoms of pelvic organ prolapse.[1] We
performed 3D/4D pelvic floor ultrasound to study whether
same fidings were detected in Japanese pelvic organ
prolapse patients.
Background:
Women with prolapse are more likely to have major lavator
defects, and women with avulsion have increased risk of
prolapse.[2] Levator hiatal area measured by 3D translabial
ultrasound is also strongly related with pelvic organ
prolapse.
Methods:
In this retrospective observational study, we analyzed
preoperative datasets of 66 women who had taken vaginal
mesh repair for pelvic organ prolapse. Patients had
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undergone their procedures between April 2010 and
February 2011. The preoperative assessment included an
interview, clinical examination (ICS POP-Q) and 3D/4D
translabial ultrasound imaging. Main outcome measures
were defects (avulsion) of levator ani and ballooning of
hiatal area. Avulsion was diagnosed by Tomographic
ultrasound imaging (TUI), which has 8 slices in the axial
plane, from 5 mm below to 1.25 cm above the plane of
minimal hiatal dimensions. [3] When we found abnormal
insertion of the lavator ani on inferior pubic ramus in the
plane of minimal dimensions plus slices 2.5 mm and 5 mm
cranial to this plane, we diagnosed complete avulsion.
Hiatal area of >25 cm2 on Valsalva was defined as
ballooning of the lavator hiatus.
Results:
Mean age was 65.0 years (range 50–86 years), and all
women were diagnosed as significant prolapse (stageIIor
higher). Mean parity was 2.2±0.67, 15 women (22.7%) had
experienced instrumental delivery. In clinical examination,
stage II or III cystocele was observed in 58 women
(87.9%), uterine prolapse was diagnosed in 29 women.
(43.9%) rectocele in 45 women.(68.2%) Because we lost 4
women’s data, 62 patients were included for analysis.
Avulsion were diagnosed in 18 women (29.0%). Defects
were found unilaterally in 14 (22.5%), and bilaterally in 4
women(6.5%). Complete avulsion were found in 11
patients(17.7%) and partial avulsion were 7 patients
(11.3%). Ballooning of the levator hiatus were diagnosed
in 34 women (54.8%). Average of hiatal area was
26.19 cm2 (range13 -47 cm2)
Conclusions:
Levator avulsion defects and ballooning of the lavator
hiatus were detected in Japanese pelvic organ prolapse
patients same as western people.
References (optional):
1. Dietz, H., Quantification of major morphological
abnormalities of the levator ani. Ultrasound in Obstetrics
& Gynecology, 2007. 29: p. 329–334.
2. Dietz, H., Levator trauma is associated with pelvic
organ prolapsed. BJOG, 2008.115(8): p. 979–9843.
Dietz, H., Ultrasound Imaging of the Pelvic Floor: 3D
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Objective:
The aim of this study was to assess the effectiveness,
perioperative safety, degree of invasiveness, and 1 year
results of the Tissue Fixation System(TFS) for repair of
pelvic organ prolapse (POP).
Background:
The TFS is a “minisling device. for stress urinary inconti-
nence and pelvic organ prolapse. It is made two polypropylene
plastic anchors attached to an adjustable non-stretch monofil-
ament polyprolylene mesh tape. The TFS consists of the 4
pronged anchor, its mode of action which is like a grappling
hook, and the one-way tensioning system. This has the unique
quality of restoring laterally displaced ligaments and fascia to
the correct anatomical position.
Methods:
We studied prospectively 54 POP operations performed on
day surgery basis between October 2008 and February
2010 at Yokohama Motomachi Women’s Clinic LUNA.
Average patient age was 67 years. This procedure can be
done under local anesthesia with midazolam 5 mg intrave-
nously. First they took cervical ring TFS slings for
restoration of the cardinal ligament[1], second TFS U-sling
for paravaginal repair[2] and finally USL TFS sling for
restoration of the uterosacral ligament.[3] Levels of POP
were grade2 (n=20) (37%), grade3 (n=30)(55%), and
grade4 (n=4) (7%) by according to the ICS POPQ
classification. Grade 2 was defined that the most distal
portion (leading edge) of the prolapse was 1 cm proximal to
or extends 1 cm through the plane of hymen
Results:
Follow up was performed at 1 year. Average operative time
was 85 min (Minium 40 min, Maxmum 135 min) and average
blood loss 22 g. (Minium 4 g, Maxmum 136 g.) .53 patients
(98%) were discharged on the same day after surgery. One
patient required emergency hospitalization for hematoma.
There was one patient who needed intermittent self catheter-
ization for urinary retention. We defined 2nd relapses as
Failure before 1 year. Of 54 cases, 47 were cured (87%) and 7
failed (13%). Of the 7 failed cases, 5 were reoperated and
cured using the TFS. We found 5 cases of erosion by tapes.
Conclusions:
One younger patient needed emergency hospitalization for
hematoma. Day surgery of POP by TFS is effective and
safe operation for patients over 60 years old.
References:
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Objective:
To estimate the bladder weight by automated ultrasound
method (BladderScan BVM 9500) in adult females without
lower urinary tract symptoms and to assess both the
intraobserver and interobserver reproducibility of the
BladderScan 9500 BVM device.
Background:
Methods:
Healthy volunteers were recruited from hospital staff and
patients attending the gynecological clinic in a university
hospital over a period of 6 months. All women were

screened for any lower urinary tract symptoms using a
validated short version of Urinary Distress Inventory
questionnaire. BladderScan BVM 9500 device (Diag-
nostic Ultrasound, Bothell, WA) was used to measure
bladder wall thickness, bladder volume, and calculated
bladder weight.
Results:
Eighty five women were included in the study. The mean
age was 37.5 years (±11.1). Mean bladder wall thickness
(BWT) was 1.68 mm (95% CI: 1.61–1.75) and the mean
ultrasound-estimated bladder weight (UEBW) was 32.25 g
(95% CI: 31.7–32.8). The BWT intraobserver reproducibil-
ity (ICC: 0.81) and interobserver reproducibility (ICC: 0.8)
were excellent. While intraobserver reproducibility (ICC:
0.55) and interobserver reproducibility (ICC: 0.6) were
moderate. No correlation was found between UEBW and
age, height, body weight, or body mass index.
Conclusions:
The estimated bladder weight by automated ultrasound
device in asymptomatic adult females yields reproduc-
ible measurements and can be used as a reference for
future understanding if the changes in bladder weight
related to different types of UI or voiding disorders are
significant.
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Objective:
Characterization of urogynecological conditions and
patients, which were submitted to surgical treatment in
our institution between January 2004 and December 2010.
Background:
Pelvic floor disfunction refers to a group of common
clinical conditions affecting women, including urinary
incontinence (UI) and pelvic organ prolapse (POP). These
conditions affect millions of women, altering their quality
of life, and the prevalence rates increases with age. So, the
lifetime risk for a woman to undergo surgery for POP or UI
is rising, proportional to an increase in the population of
older women.
Methods:
Retrospective study of all patients who underwent surgical
treatment of POP and UI in the referred period. Statistical
analysis was performed with IBM SPSS Statistics 19
software.

Results:
A total of 263 women were included in the study, with age
ranging between 27 and 88 years old (mean 62.9). Two
hundred and twenty seven (86.3%) were menopausal, 52 of
these used hormone replacement therapy. Only 6 (2.3%) were
nulliparous. Obesity was present in 112 (42.6%) women,
chronic constipation in 88 (33.5%), and 99 (37.6%) had
previous abdominal surgery. POP was the most common
condition (177 (67.3%) cases - 22 stage IV, 112 stage III, 38
stage II, 5 stage I). UI was present in 170 (64.6%) cases (stress
UI in 118 (69.4%), mixed UI in 49 (28.8%) and urge UI in 3
(1.8%)). Procedures included 116 cases (44.1%) of vaginal
hysterectomy, anterior colporrhaphy in 139 cases (52.9%),
posterior colporrhaphy in 63 (24%) and correction of stress
urinary incontinence in 166 cases (63.1%). Complications
were registered in 33 cases (12.5%) and recurrences in 19
(7.2% - 14 cases of POP and 5 cases of UI).
Conclusions:
Factors that may contribute to the development of POP and
UI include age, increasing parity, menopause status, obesity,
chronic constipation and history of pelvic surgery. As
population ages, this conditions will demand more attention
from health care services, and the ability to screen, diagnose
and treat these entities will become increasingly important.
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EFFECTIVENESS OF TENSION-FREE VAGINAL
TAPE COMPARED WITH TRANSOBTURATOR
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Background and Aims:
Tension free vaginal tape (TVT) has recently shown to be
more effective in the treatment of stress urinary inconti-
nence in women with intrinsic sphincter deficiency.
Unfortunately the diagnosis of intrinsic sphincter deficiency
requires urodynamic assessment which is not readily
available in most public settings.
Objective:
To compare efficacy of transobturator tape with tension-free
vaginal tape (TVT) in the treatment of clinical type III
stress urinary incontinence.

Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008 S1933



Methods:
We performed a retrospective study of 152 patients with the
clinical suspicion of type III urinary incontinence. Suspi-
cion of type III urinary incontinence was defined as women
with Incontinence Severity Index above 8 and with at least
two of the following three characteristics: 1) Q Tip
measurement below 30°; 2) a positive empty test; 3) a
positive stress test upon reduction of the cystocele. Patient
with previous incontinence surgery were not included in the
study. The primary outcome was the presence or absence of
symptomatic stress incontinence at 12 months postopera-
tively. Cure was defined as patient completely dry at follow
up. Secondary outcomes were the rate of intra and post
operative complications. Failure is shown as survival
curves using the Kaplan Meier method.
Results:
78 women underwent a TOT procedure and 74 women
underwent a TVT. Epidemiological features were the same in
both groups. Themean follow upwas 10,9 months for the TOT
and 8 months for the TVT. Surgical times were similar 34 min
in the TOT and 39.3 min in the TVT (p=0.51). Concomitant
anterior vaginal repair 12.8% vs., 12.2% (p=0.90). Intra and
post operatory complications were similar between the groups
1.3 vs., 1.4% (p=0.970) and 6.4% vs., 1.4% (p=0.109)
respectively. The actuarial failure at 12 months follow up was
23.4% for TOT and 16.8% for TVT, this difference did not
reach statistical significance (log rank: p=0.788)
Conclusion:
In our study group, patients with a clinical suspicion of type
III stress urinary incontinence, there were no statistical
differences between success rates of TVT and TOT.
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Objective:
Is to consider the positive action of Duloxetine at the stress
urinary incontinence and depression at post menopausal women.
Background:
Duloxetine,stress urinary incontinence and depression.

Methods:
Our study was consisted of 40 women (48–82 year old),
menopausal at least 1 year, with increase of gonadotrophins.
They were examined psychiatrically and were classified as
depressive according to the DSM IV standards. During the
study was done biochemical control, record of vital signs and
urodynamic control. Was medicated 20 mg/d for 1w and
40 mg Χ 2/d for 24w. The progress of the patients was
evaluated at 4w, 12w and 24w physical according to
anonymous questionnaire of depression (Beck scale) and
clinical with urodynamic control and count of the inconti-
nence episodes. Statistical analysis becamewithmethod SPSS
(prices p>0,001 were considered statistically not important).
Results:
The depression and stress incontinence of the post
menopausal women presented statistical insignificant prog-
ress. Duloxetine was proved to be effective at the elderly
patients with recurrent important depressive disorder.
Duloxetine is less effective for the stress urinary inconti-
nence at post menopausal women against other medicines
Conclusions:
The medication of Duloxetine isn't effective alternative
treatment for the old post menopausal women with
depression and stress urinary incontinence.
References (optional):
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Objective:
To investigate if there is correlation between pelvic floor
maximal voluntary contraction in 3D US (regarding levator
hiatus area) and sEMG
Background:
A correct PFM contraction should make an inward and
upward (in cranial direction) movement. There are several
methods of evaluating PFM contraction including sEMG,
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which has its advantages and disadvantages. The sEMG is
an important tool for evaluating the pelvic floor muscles
functionality and has shown good validity and interobserver
reproducibility. Ultrasound determine the morphology of
pelvic floor structures, and could be more objective in
evaluating pelvic floor muscle contraction than digital
palpation and perineometry. Recently, some authors find
that 4D ultrasound can quantify the movement of pelvic
floor muscles during contraction .There are lack of study
investigating the relation of sEMG and 3D ultrasound
findings.
Methods:
Observational and comparative study, with 24 consecu-
tively included runner women. Inclusion criteria was the
ability to do a correct pelvic floor muscle contraction
and practice running from 15 km to 60 km per week.
Exclusion criteria was women with pathologies that
could interfere on the pelvic floor contraction such as
neuromuscular degeneration, women who refused par-
ticipate in any phase of the study and previous
urogynaecology surgery. For surface electromyographic
evaluating, it was used the equipment EMG System of
Brazil® model 810 C with eight-channels. The patient
was positioned supine, with flexed knee and hip. The
vaginal probe with two opposing parts of metal
(Chatanooga Group ®), was introduced in the middle
third of the vaginal canal with KY lubricating gel
(Johnson's & Johnson's). The subjects were instructed to
do three maximal voluntary contractions (MVC) with
10 s of rest between contractions. It were selected the
best maximal voluntary contractions (MVC) for data
analysis, with subsequent analysis of Root-mean-square
(RMS). A GE Voluson 730 expert ultrasound system
with 4–8 MHz curved array 3D/4D ultrasound trans-
ducer (RAB 4–8) was used. The field of view angle
was set to its maximum of 70° in the sagittal plane and
volume acquisition angle to 85° in the coronal plane
(frame rate was 3 Hz). Analyses of 4D real time
volumes were conducted offline on a laptop by one
investigator (IHB), using the software “4D View v 5.0”
(GE Healthcare). The PFM contraction with the most
cranial displacement was analyzed. All volumes were
previewed and excluded from analysis unless a signif-
icant portion of the pubovisceral muscle was visible.
Measurements were performed in the axial plane of minimal
hiatal dimensions, going from the inferioposterior margin of
the PS to the anorectal junction. Measurements were done at
rest, at Valsalva Manouver and at maximal voluntary
contraction (MVC). For statistical analysis the SPSS (Statis-
tical Package for Social Sciences) version 17® was used, and
Spearman Correlation test analysed the possible correlations
in MVC between the equipment measurements, with a
significance level of 5% (0.05).

Results:
Of 24 sets of 3D ultrasound volumes, one was excluded from
formal analysis because it was technically inadequate, leaving
23 datasets for levator hiatus measurements. One of the
subject wasn’t able to perform the sEMG evaluation because
she presented a vaginismus diagnostic, so she was excluded
from the study. Out of the 22 studied subjects, 50.0% were
nulliparous and 49.8% had cesarean delivery. Three of them
reported stress urinary incontinence (0.07%). The mean age,
body mass index (BMI), electromyographic and ultrasono-
graphic MVC measurements are presented in Table 1.
Maximal voluntary contraction was not correlated concerning
electrical activity and hiatal levator area (r=−0.043, p=0.85).

Table 1 - Mean (±SD) of age, body mass index (BMI),
electromyographic and ultrasonographic MVC measurements.

Variables Mean (± SD)

Age (years) 43.5 (±9.1)

Body mass index (kg/m2) 23.6 (±2.8)

Electrical Activity- MVC1 (mV) 80.7 (±41.6)

Hiatal levator area- MVC1 (cm2) 10.3 (±3.0)

1Maximal voluntary contraction

Conclusions:
Based on our results, maximal voluntary contraction
measurements using 3D ultrasound and sEMG are not
correlated.
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Objective:
To evaluate if the tension free vaginal tape transobsturator
is an adequate option for surgical management of the stress
urinary incontinence in patients with diminished urethral
closing pressure.
Background:
Actually the use of tension free tapes is rising on Urinary
Incontinence patients treatment because of its efficiency and
safety; however, as described in literature, the effectiveness of
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such tapes is lower than the ones with normal urethral
pressure. In our hospital, we use trans-obturator approach in
most of the cases, the patients choosed for this procedure had
low maximum urethral closure pressure, with excellent
subjective response to treatment. Being the pubovaginal sling
the gold standard, in this kind of patients, we decided to
compare results between both procedures among all patients
with a closing urethral pressure below 20 cm H2O.
Methods:
Patients diagnosed with urinary stress incontinence and low
closing pressure, were scheduled to perform pubovaginal
sling or TVT-O, between January of 2009 and December of
2010, in the High Specialty Medical Unit No. 4 Luis
Castelazo Ayala. Acute and sub acute complications were
analyzed from the surgical procedure note, evolution notes,
and subsequent explorations. It was considered the subjec-
tive improvement referred by the patient, in subsequent
consults after surgery, as a percentage of the diminished
symptoms of stress urinary incontinence, (it was discarded
as de novo urgency the patients with previous diagnostic of
mixed urinary incontinence).
Results:
TVT O complications were a case of bladder lesion, which
was repaired at surgical time, with satisfactory evolution in
the follow up, which represents 3.8% of acute complica-
tions. In patients with TVT-O surgery, there were no urinary
retention afterwards the surgery, and only one patient was
discharged with Foley catheter (patient with bladder lesion).
The rate subjective improvement was 100% in 13 patients
(50%), 90% in 6 patients (23%), 80% in 6 patients (23%)
and only 1 patient reported 75% (3.8%). One patient
reported vaginal pain after procedure and other patient
reported inguinal pain which represents 7.6% of patients
with symptoms related with surgical procedure. Three
patients presented de novo urgency (11.5%). In pubovagi-
nal group post-surgical complications were one case with
bleeding through the drainage, that required reintervention
24 hours later, 3.8% of post surgery mediate. One patient
presented extrusion (3.8%), one case of expulsion (3.8%),
one of infection (3.8%), being a 11.4% of complications
involved rejection of prosthetic materials. In follow up
consults the rate of improvement was 100% in 13 patients
(50%), 90% in 6 patients (23%) 80% in 5 patients (19.2%),
1 patient reported 70% (3.8%) 1 patient reported 50%
(3.8%). Three patients presented de novo urgency (11.5%).
All patients with complications such as infection, extrusion
or expulsion of prosthetic material, referred pain and
transvaginal bleeding, which represents 11.5% of post
surgical symptoms
Conclusions:
In the present study, it is observed that the subjective
effectiveness, of both surgeries is similar, slightly better in
TVT-O than in pubovaginal sling (96.2% vs 92.3%

respectively). Pubovaginal sling procedure has been con-
sidered as the incontinence surgery gold standard in
patients with diminished low closing pressure. Evaluating
the efficiency between both procedures described, we found
similar percentage rate of subjective cure, with a RR of 1.
However when comparing TVT-O tape and pubovaginal
sling procedure, rate of complications on short and medium
range, was lower in the first with and RR of 1.2, speaking
in safety terms, the suburethral sling increases the risk or
prejudicial effect.
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Background:
Stress urinary incontinence (SUI) is a result of down-
ward displacement of the bladder neck and urethra due
to flaccidity of the supporting tissues and intrinsic
urethral sphincteric deficiency.Among the numerous
methods of treatment used in SUI according to the
stage of the disease, procedures involving suspension of
the urethra are the most frequent ones. The currently
used methods include suspension of the urethra from the
transvaginal and retropublic approach, as well as sling
type suspension procedures. The aim of the study was
to assess the effectiveness of urethral suspension
procedures utilizing supporting different prolene tapes
in treatment of stress urinary incontinence in women.
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Methods:
From 1985 to the end of 2010, 320 urethral suspension
procedures with different tapes /Zoedler, Tricomed, TVT-S,
Mini-Arc, A-just/ treating urinary incontinence in women
were performed in the Clinic. The patients’ age ranged from
36 to 85, with the mean of 62 years. The diagnosis of SUI
was established on the basis of anamnesis - questionnaire,
gynecological examination, urinary tract ultrasound, urody-
namic examination. On the basis of the above examina-
tions, the patients were divided into 3 groups: Group I with
primary SUI - 193(60.3%) women, group II with recurrent
SUI −65(20.3%), group III with mixed type UI-62.(19.4%).
Pre-operative assessment of the patients included also BMI
and posterior vesico-urethral angle by transvaginal ultra-
sound. Obese patients constituted as many as 53.3% of the
group, overweight - 33.3%, and only 13.3% had normal
weight.The number of past deliveries in surgically treated
patients ranged from 0 to 6 (mean 2.5). Zoedler-Tricomed
tapes are the dacrone tapes which are put on during. the
intravaginal, retropubic proceedure. They are sutured over
the fascia of musculus rectus. They were implemented
before the integral theory of Ulmstem and Petros . Since
2001 the most common tape used in SUI treatment was the
IVS tape. The surgical method utilizing IVS involves
suspension of the proximal urethral segment by means of
flexible self-supporting prolene tape, inserted with a special
guiding needle transvaginally, behind the pubic symphysis,
through the pelvic peritoneum, retropubic space, through
the layers outwards to the skin. Mini-silng such as TVT S,
A-just and Mini- arc have been using using in our Clinic
sicne 2006. The common denominator of those tapes are
the length and the material and difference is another point
of the sut up.The average duration of that procedures is 60–
20 min., and of hospitalization 6–2 days. The patients were
followed up post-operatively for 3–60 months.
Results:
The procedures were well-tolerated by all patients, with no
significant intra-operative complications observed.Full suc-
cessfull cure were observed in 81% of cases after Zoedler-
Tricomed operations, in 85% of cases after IVS proceedure
and after 86% of opperations where Mini silngs were used..
IVS tape. In 8% of women who udergo Zoedelr-Tricomed
procedure intraoperativne compications such as lesion on
urinary bladder were observed. In five /6.1%/cases, the
urinary bladder was injured while the needle guiding the
tape IVS was being inserted behind the pubic symphysis,
which required placement of the Foley’s catheter for a few
days and prolonged the period of hospitalization. There
were no single case of urinary bladder lesion after Mini
Slings operations. The postoperatine complications are :
urine retention after micturiton (10%), erosion of vaginal
wall, overactivity of the detrusor muscle (15%) and in case
of Zoedler-Tricomed operation migration of the tape into

bladder. In IVS procedure no urine retention after micturi-
tion was observed, and the symptoms of urgency, which
regressed completely or were reduced within 4 weeks after
the procedure, were noted in 13 cases (15.8%). In5% of
cases of mini-sling procedures there was noticed uriner
retention and in 10% OAB symptoms. Special attention
should be paid to group II of the patients (recurrent
incontinence), in which 100% cure rate was obtained in
patients previously treated by gynaecologists with other
(non-sling type) surgical methods. In group III (mixed type
incontinence), the operated patients required additional
administration of anticholinergic drugs because of urgency.
Conclusions:
All methods have high effectiveness /81%-86%/, Intra-
operative complications were decreased with higer experi-
ence of the surgeon and the introducing lower invasive
procedures. Postoperative complications depeneded from
the material which were used. Urinary retention after
micturiton and OAB sypmtoms were independent from
the set which were used. 25 years of experiences in SUI
treatment allows to proper evaluation of those procedures
which is leading to improvment of the treatment .
References (optional):
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Objective:
To report on two cases of pregnancy with two different
modalities of delivery (vaginal and cesarean) following
sub-urethral tape positioning for the treatment of stress
urinary incontinence (TVT-Secur and TVT-O).
Background:
The increased reduction of invasiveness, with the introduc-
tion of the tension-free approach to the management of
stress urinary incontinence (SUI), lead to a higher rate of
younger women suffering from SUI requiring surgical
resolution of incontinence. Hence, a number of case reports
have documented pregnancies after suburethral sling (1).
The first reports are on deliveries managed with cesarean
section due to lack of information on the correct modality
of delivery following TVT. Nevertheless, reports of vaginal
delivery after TVT indicate that, at least in the short term,
continence is not altered, as well as the tape position (1). A
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negative report by Sergent and Marpeau (2) document a
women who underwent retropubic TVT and subsequently
became pregnant and delivered vaginally. In this case, the
patient suffered from recurrent SUI and a second retropubic
TVT was positioned. The patient became pregnant a second
time and this time, a cesarean section was performed and
still the woman experienced recurrent SUI. Thus, a negative
outcome seems to be independent from the method of
delivery.
Methods:
We report our experience regarding two cases of pregnancy
after suburethral sling for SUI, one after TVT-O and one
after the single incision TVT-Secur device, with different
delivery management.
Results:
A 34-years old woman (gravida 2, para 2) was treated for
stress urinary incontinence with TVT-O (1,2) on May 2007,
after unsuccessful pelvic floor training. The patient was
continent at her 6 month follow-up visit. Soon after, a third
unplanned pregnancy occurred. After a thorough discussion
of the mode of delivery, the patient decided for a cesarean
section. During pregnancy she was continent and delivered
a child with a birthweight of 3,560 g at 38+1 weeks’
gestation by means of cesarean section. One year after
delivery the patients is still continent as shown by QoL
questionnaires, clinical evaluation and urodynamic testing.
A 41-years old woman (gravida 3, para 3) underwent
successful positioning of TVT-Secur (H-approach) (1,3) on
February 2008. Eight months after the procedure, the patients
returned with a positive pregnancy test. Since no data on
pregnancy after TVT-Secur is available, and considering the
presence of absorbable fixation tips instead of the tape passing
through the obturator foramen, the patient was adviced to
undergo a cesarean section. However, at 37+3 weeks’
gestation the patient was admitted to our Obstetric Ward with
strong contractions, a 5 cm cervical opening, a complete
effacement of the cervix and fetal index at the ischiatic spine
level. After informed consent, it was decided to let her
complete her labour. A spontaneous vaginal delivery of a
newborn weighing 3,250 g followed 1 hour after. After
6 months, the patient did not show any incontinence
symptoms. Clinical stress test, post-voidal residue and
urodynamic findings were negative.
Conclusions:
In conclusion, primary treatment of SUI in young fertile
women should be conservative. However, women suffering
from persistent and severe SUI after pelvic floor muscle
training, should be offered TVT procedures as a second line
treatment. Indeed, even though future pregnancies in this
subjects should be discouraged, the data available in
literature seem to suggest that a pregnancy does not alter
TVT-induced outcome. Delivery procedure should be
thoroughly discussed with patients and should be individ-

ually customized, not precluding a priori a vaginal delivery,
at least for retropubic and transobturator TVTs. More data
on delivery procedures in cases with presence of a single
incision device are needed to improve patient counseling.
Thus, for these subjects, at the present time, cesarean
section should be advised.
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Objective:
To evaluate the effect of pelvic floor muscle training
(PFMT) through biofeedback to treat stress urinary incon-
tinence (SUI).
Background:
The complementary effect of biofeedback on pelvic floor
muscles (PFM) rehabilitation program is still a controver-
sial subject (1). Capelini et al treated 14 women with SUI
with biofeedback and significant changes in the parameters
analyzed could be observed (2). Berghmans et al suggested
that adding biofeedback to PFMT may be more effective
than PFM exercises alone after the sixth session of
treatment (3).
Methods:
From January/2010 to June/2010, women with clinical
history of SUI, and urodynamic confirmation, were
asked to participate. All subjects gave written informed
consent to participate. The exclusion criteria were
neuromuscular diseases and the use of hormonal
therapy. At the first appointment, a standardized history
was taken, and pelvic floor muscle assessment was
carried out. The outcome measures were PFM function,
endurance and fast contractions measured by bidigital
palpation. To evaluation of muscle function, a score
from 0–5 was given according to the previously
validated Oxford Scale. Endurance and Fast was
registered via PERFECT assessment scheme. The fre-
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quency of urinary leakage was evaluated with bladder
diary. The quality of life was evaluated with King’s
Health Questionnaire (KHQ) and International Consul-
tation on Incontinence Questionnaire - Short Form
(ICIQ-SF). The volunteers were reassessed at the end
of treatment. The protocol consisted by twelve individ-
ual training sessions, twice per week. At each clinic
visit, a total of three sets of ten contractions were
completed. Participants aimed at holding each muscle
contraction for 6–8 s, then to add three or four fast
contractions on top of each sustained contraction. The
biofeedback apparatus used was Neurodyn Evolution-
IBRAMED®. The vaginal pressure probe was placed
inside the vagina, measuring vaginal squeeze pressure.
Results:
Eleven women completed the PFMT with biofeedback. The
mean age was 57 (SD±10.16) years, parity 3 (SD±2.96),
body mass index 28.71 (SD±4.89) and mean duration of
symptoms 8 years (SD±8.27). Comparing intervention pre
and post-treatment, there was significant improvement in
function of PFM function (Table 1), in the number of
urinary leakage episodes in the bladder diary (Table 2), in
the quality of life measured for the ICIQ-SF (Table 3), and
KHQ (Table 4).

Table 1. Results of baseline and final evaluation of Oxford,
endurance, and fast contraction
*Wilcoxon test

Variable Mean (±SD) Sig p *

Baseline Oxford 2.30(± 0.95) 0.003
Final Oxford 4.40 (± 0.97)

Baseline Endurance (s) 2.70 (± 1.25) 0.003
Final Endurance (s) 5.90 (± 1.79)

Baseline Fast 5.20 (± 2.86) 0.008
Final Fast 9.20 (± 1.75)

Table 2. Results of baseline and final evaluation of bladder
diary

Variable Mean (±SD) Sig p *

Baseline urinary leakage 1.40 (± 1.17) 0.008
Final urinary leakage 0.56 (± 0.73)

*Wilcoxon test

Table 3: Results of baseline and final evaluation quality of
life of ICI-Q

Variable Mean (±SD) Sig p *

Baseline ICIQ-SF 10.73 (±3.93) 0.003
Final ICIQ-SF 5.64 (±3.01)

*Wilcoxon test

Table 4: Results of baseline and final evaluation quality of
life of KHQ

Variable Mean (±SD) Sig p *

Baseline incontinence impact 39.39 (±35.96) 0,041
Final incontinence impact 12.12 (±16.82)

Baseline limitations of daily life 40.91 (±33.64) 0,007
Final limitations of daily life 3.03 (±6.74)

Baseline emotions 21.21 (±31.99) 0,042
Baseline emotions 5.05 (±11.51)

Baseline severity measures 57.58 (±26.47) 0,005
Final severity measures 16.67 (±12.91’

*Wilcoxon test

Conclusion:
PFM exercises associated with biofeedback applied accord-
ing to the described protocol promoted significant changes
in the bladder diary, in the function of PFM, in the quality
of life measured by KHQ and ICQ-SF.
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Objective:
To know the association of urinary symptoms in a cohort of
patients with diagnosis of provoked vulvar vestibulitis.
Background:
Vulvodynia is a multifactorial chronic pain disorder without
relevant clinical lesions. The patients can presents pain,
pruritus, itchiness and/or burning (1). Some research has
shown greater association of interstitial cystitis, painful
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bladder syndrome, and frequent antecedent of recurrent
urinary tract infections in patients with vulvodynia (2,3).
Methods:
Retrospective study in a cohort of 92 women admitted for
chronic vulvar pain, during January 2009 and January
2011, in the Urogynecology Unit of Clínica Las Condes,
Santiago, Chile. The pain must be present for at least
6 months; in absence of other pathology that could explain
their origin. This study reviewed women with pain located
in the vestibular zone and/or clitoridynia, without general-
ized vulvar pain. All patients enrolled must had spontane-
ous vulvar pain, with provoked pain caused by contact. The
women were asked about the antecedent of recurrent
urinary tract infections. All patients were asked for
symptoms of different types of urinary incontinence and
painful bladder syndrome. The women with urinary
incontinence were investigated with urodynamic study.
The women with painful bladder syndrome were studied
with cystoscopy. The media age in the group was 32 years
old (ranged between 21 and 74 years old).
Results:
10 (10/92; 10.9%) women had antecedent of recurrent
urinary tract infections during adolescent or adult stage. 12
(12/92; 13%) patients presented urinary symptoms referred
to increased frequency and urgency of bladder emptying.
Corresponding to 10 cases of overactive bladder demon-
strated with urodynamic study. 7 (7/92; 7.6%) of these 12
women frequently presented clitorydinia. 4 (4/92; 4.3%)
women presented bladder painful; all women with diagno-
sis of interstitial cystitis. All these women frequently
presented clitoridynia. In 1 (1/92; 1.1%) case was registered
nocturnal enuresis. This women frequently presented
clitoridynia associated to the symptoms. Stress urinary
incontinence not was founded. All cases with urinary
symptoms said that symptoms increased during vulvar pain
crises.
Conclusions:
Localized provoked vulvodynia essentially affects young
women, frequently with sexual repercussions; its conditions
can be associated with urinary symptoms. Most women
with clitoridynia have urinary symptoms associated.
According our experience the increased frequency and
urgency of bladder emptying was the most frequent.
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Objective:
Purpose of the present study was to evaluate whether a cure
rate >85% could be achieved within 25 procedures
associated with a low VAS score. In total 28 patients were
included in order to take drop out into account.
Background:
Surgical treatment of stress urinary incontinence has changed
considerably during the last decade. In most cases surgical
treatment includes a sling implantation, either as a TVT or a
TVT-O. The cure rate is very high regarding these procedures.
Most often, the procedure is performed in local anaesthesia.
However, a relatively high VAS score has been observed , i.e.
VAS score in our department revealed, that TVT-O was
associated with a VAS score of 4.5 at day one following
surgery, which continued to be at four until day four. Recently,
attempts have been made in order to minimize the surgical
procedure. Unfortunately, most of these new “mini slings”
have been associated with poor outcome, i.e. low cure rate,
severe pain perception following the procedure and other
complications. None of the procedures have been adjustable
like the original TVTor TVT-O procedures. Although the poor
outcome of previous mini slings, new attempts have been made
in order to reduce the surgical procedure including pain
perception. As a consequence an adjustable sling, AJUST, has
been introduced. The sling is anchored in the obturator foramen
and is adjustable like the original anti incontinence slings. So
far, very limited information has been availably regarding this
procedure, especially learning curve, and cure rate.
Patients and Method:
Four patients received local hormone treatment, none of the
patients received anticholinergic treatment due to urge
incontinence or had symptoms related to urge incontinence.
Bladder diary demonstrated a fluid intake of in average
1812 ml, voidings between 400 ml - 750 ml. In all patient
stress associated leakage episodes was observed (average
4). Residual voulume vas 29 ml (average). A positive stress
test was demonstrated in all patients. Urodynamic evaluation
performed prior to surgery disclosed no bladder overactivity
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in any patient. Local anaesthesia was placed in the mucosae
below the urethrae and up against the obturator membrane. In
total 20 ml 1% lidocain/adrenalin was placed on both sides.
The Ajust is comprised of adjustable sling with self-fixating
polypropylene anchors. The introducer is designed to perfo-
rate the obturator membrane and a flexible stylet is used to
lock the sling after adjustment. The sling can then be tighten
and loosen after insertion of the anchors, permitting an
optimal sling setting.
Results:
The duration of surgery was in average 16 min. No patients
had bleeding more than 100 ml. In five patients the sling was
difficult to insert in the obturators forarmen or adjustment was
suboptimal. Accordingly, four patients had the sling shortened
and adapted by suturing with Prolene in order to approximate
the mesh below the urethra. No other per- or postoperative
complications was observed. Fig 1. shows the pain perception
during day one to six following surgery. At 3 months follow
up a subjective cure rate of 89% was obtained, which was
confirmed by a negative stress test. The remaining three
patients had ≥50% reduction of the urinary leakage measured
by a pad test. Residual volume was in average 38 ml, and no
erosion was observed.
Discussion:
AJUSTseems to be easy to learn due to an optimal cure rate of
89%. Pain perception is minimal and lower to TVT-O. The
procedure is therefore suitable for day-care unit surgery.
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Objective:
Present results, reporting efficacy and safety of a group of
patients over 3 years who underwent the treatment of
cystocele with vaginal surgery using minimally invasive
needle passage through space transobturator polypropylene
mesh interpro lite-synthetic (Perigee System ® AMS).
Background:
Retrospective study, which evaluated 44 patients with
anterior prolapse (POP-Q≥EII) from January 2007 to
September 2010. E II n=16 (36.36%) and EIII n=28
(63.63%), 14 with elongated cervical neck and 2 with SUI.
BMI 31 (24–36)Methods:
Patients were studied preoperatively by urodynamic study
with prolapse reduced in order to screen a possible siu (or

unstable detrusor) masked by it, in addition to bladder and
TV ultrasound, and BMI. Symptoms and quality of life
were evaluated before surgery and during follow-up by the
quality of life questionnaire ICIQ-SF (0–21). Exclusion
criteria were considered patients with systemic infection or
tissue necrosis, desires future pregnancy, history of radio-
therapy in the pelvic area, uncontrolled diabetes or treated
with immunomodulators. Oral estrogen therapy was indi-
cated and local pre-and postoperatively. The prosthetic
material used was the lite-mesh synthetic interpro (Perigee
System ® AMS) soft polypropylene monofilament type I.
The mesh configuration has four attachment points, through
the tendinous arch to provide support to level II. The
postoperative follow-up was a week, month, three and
6 months.
Results:
The average age was 63.09 years (46–78). The follow
up was of 28.05 months (6–46 months) were considered
cured anatomical 97.1% of cases using a BA </ =−1.0.
THE Subjective cure was 5.8% was evaluated with
ICIQ-SF and the visual analogue scale (VAS). The
POP-Q before and after surgery are given in Table 1.
Recurrence rate was 2.9% (n=1) and only 6.8% (n=3)
showed erosion at 12 weeks postoperatively (<1 cm),
which was treated with local excision of the same. the rate
of de novo urgency was 11–36% (n=5) was treated with
anticholinergics. Referring to the cases E II/III+IOE
corrected it with a sling type Miniarc ® - AMS suburethral
a separate incision made to place the mesh placement the
pain in the adductor longus tendon was found in 2 cases
(5.8%). The risk of dyspareunia not only has to be
evaluated with erosion, but also minimizes the mesh
leaving little tension in his arms and braces not tight. in
our study there were no cases.
Conclusions:
Perigee ® System is an effective treatment to repair the
anterior wall prolapse with low complication rate. The
limitations in the art that different work is published, must
be related to the surgeon's experience, skill, the knowledge
of anatomy and prosthetic material.
References (optional):
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Tabla 1. POP-Q preoperative versus postoperative

POP-Q preoperative postoperative

Point Ba (cm) anterior vaginal wall +2.3±2.0 -2.5±0.9

Point C (cm) cervix or vaginal wall -4.3±4.0 -7.6±1.3

Total Vaginal length TVL 9.1±1.6 9.1±0.7
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Tabla 2. Results

n=44

follow up 28.5 (6–
38 m)

objetive cure anatomical 97.1%

subjetive cure 5.8%

vaginal infection 0%

erosion 6.8%

novo urgency 11.36%

recurrence 2.9%

adductor tendon pain 5.8%
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Objective:
To assess the personal perspective of the treatment outcome
in women attending a community pelvic floor dysfunction
(PFD) clinic.
Background:
It is accepted by both patient and clinician that the aim of
treatment is a ‘good’ outcome. But how do we assess that
the patient has had a good outcome? This has to be
answered by the patient and not the clinician. The
International Continence Society and the International
Uro-gynaecology Association recommends the use of
condition specific quality of life measures in clinical and
research domains. However there are barriers to their use
outside of research purposes. The tools demonstrate a
numerical change in QOL domainswhich although may be
statistically significant, do not always correlate well with
the patients view on outcome. They are often lengthy to
complete and for this reason the return rate is poor. The
Patient Global Impression of Improvement (PGI-I) is a
validated question for the use in women with stress urinary
incontinence (Yalcin and Bump, 2002). It asks the patient to
rate a response to treatment with the option of 7 transitional
scales from very much better to very much worse.
Methods:
Between January and December 2010 women having
completed treatment with the community PFD service,
were asked to complete the PGI-I in clinic and post in a
sealed box at the reception. Women who did not receive the

form in clinic or who did not complete treatment were sent
a copy in the post with a stamped addressed envelope.
Results:
156 women were discharged from the community PFD
service between January and December 2010. 102 women
completed treatment of which 52 (51%) completed the PGI-
I. 54 women did not complete treatment of which 6 (11%)
also completed the PGI-I. Table 1 shows the PGI-I results
for those who completed and did not complete treatment.

A B C D E F G

Very
much
better

Much
better

A little
better

No change A little
worse

Much
worse

Very
much
worse

Completed
treatment

17 24 7 3 0 1 0

Did not
complete
treatment

1 2 1 1 0 1 0

Conclusions:
The PGI-I is simple to administer for both patients and
clinicians. Despite the simplicity of its use, the return rate is
still low in a clinical setting. The results demonstrate a
trend towards improvement however it cannot be presumed
the same for the non responders. Although small, the group
of women who did not complete treatment were more likely
to report benefit than not. This raises the question whether
women who do not complete treatment do so because they
are better or for other less positive reasons. Further
responses would need to be gained in order to answer this
question.
References (optional):
Yalcin, I & Bump, R. C. (2002) Validation of two global
impression questionnaires for incontinence. American Jour-
nal of Obstetrics and Gynecology 189 (1), 98–101.
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DOES PREVIOUS PELVIC SURGERY HASTEN
THE ONSET OF CLINICALLY BOTHERSOME
STRESS URINARY INCONTINENCE?
R. DWIVEDI1, S. DIX 2, J. BALMFORTH 2, D. S.
KAPOOR 2;
1Royal Bournemouth Hosp., Eastleigh, United Kingdom,
2Royal Bournemouth Hosp., Bournemouth, United Kingdom.
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Objective:
Our aim was to study the impact of previous pelvic surgery on
the onset of clinically bothersome stress urinary incontinence.
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Background:
Previous pelvic surgery like hysterectomy and anterior
colporrhaphy areis believed to either weaken the pelvic floor
supports or cause denervation injury to the urethral sphincter
complex leading to the onset of stress urinary incontinence.
However, there is conflicting data between epidemiological
case-cohort studies [1] and prospective studies [2].
Methods:
Retrospective analysis of a cohort of women who underwent
surgery for urodynamic stress incontinence (USI). Student t
test was used to compare groups was used to dand confidence
intervals are described for ordinal data were used.
Results:
181 women, of whom 89 had previous pelvic surgery
including abdominal hysterectomy (TAH) (n=44), vaginal
hysterectomy (n=16), anterior colporrhaphy (n=22), previ-
ous vault suspensionincontinence surgery (n=76) were
included. The mean age in the previous surgery group
was 61.5 (95% CI 59–64, range 32–87) and 53.4 in the no
previous surgery group (95% CI 51–55.8, range 30–88).
There were no differences in the mean BMI (28.4 v 27.5),
mean parity (2.4 v 2.5). The duration from previous surgery
to the index USI for different operations is given below.
Previous pelvic operation Age at USI surgery Time interval
to USI surgery (months)
TAH (n=44) 61 (32–87) 179 (24–372)
Vaginal hysterectomy (n=16) 61 (46–78) 130 (12–372)
Anterior colporrhaphy (n=22) 61 (39–79) 79 (12–300)
Vault suspension (n=7) 61 (46–75) 186(24–372)
Anterior repair had a significantly shorter interval to USI
when compared to TAH (p=0.005), and vault suspension (p=
0.045), but not vaginal hysterectomy (p=0.36).
Conclusion:
Women without previous pelvic surgery presented at a
significantly earlier age (53.4 years) with clinically bother-
some USI than those who had previous surgery (61.5 years).
Anterior colporrhaphy had the shortest interval to index
USI surgery amongst previous operations.
References :
1] Lancet 2007;370:1494–9
2] Urology 2006;68:769–74
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ABDOMINAL SACROCOLPOPEXY FOR VAGINAL
VAULT PROLAPSE TREATMENT: A RETROSPEC-
TIVE STUDY OF 50 PATIENTS
A.MACAES, S. FERNANDES, G. CASTRO, C. APARICIO,
A. CATARINO, L. NEGRAO;
Bissaya Barreto Maternity, Coimbra, Portugal.
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Objective:
The aim of this study was to review 50 cases of abdominal
sacrocolpopexy for the treatment of vaginal vault prolapse.
Background:
Vaginal vault prolapse is a rare event after abdominal
hysterectomy. Abdominal sacrocolpopexy is one of the
current treatment options. This surgery attaches the vaginal
apex to the sacral promontory with the goal of restoring
normal anatomy and function.
Methods:
This retrospective study included 50 cases of abdominal
sacrocolpopexy for the treatment of vaginal vault prolapse
between 1989 and 2009. Patient characteristics such as age,
parity, body mass index, associated pathology, previous
gynecologic surgery and data about operative times,
additional procedures, peri and postoperative complications
and outcome were collected from hospital record files.
Results:
The mean age of women was 60.4 years (range 43–79 years).
The mean body mass index was 26.255 Kg/m2 (range 20.17–
34.29 Kg/m2). The mean parity was 2.3 (range 0–7). Previous
abdominal hysterectomy was present in 35 patients (70.0%)
and vaginal hysterectomy in 15 patients (30.0%). None had
previous vaginal vault suspension surgery. Mean interval time
between hysterectomy and the diagnosis of vaginal vault
prolapse was 115 months (range 4–504 months). It was
performed concomitant Burch procedure in 12 patients
(24.0%) and correction of other compartment defects in 11
patients (22.0%). The mean operative time was 79.2 min
(range 42–145 min). Anatomical success was achieved in all
cases. The only intraoperative complication was one case
(2.1%) of urinary bladder injury. The postoperative compli-
cations were three cases (6.4%) of lower urinary tract
infection, five cases (10.6%) of wound infection and two
cases (4.3%) of complicated hematoma. None patient had a
hemorrhage necessitating transfusion or intensive care. The
mean follow-up time was 58.1 months. Vaginal vault prolapse
relapsed in seven patients (14.0%). Nomesh erosion occurred.
The mean interval time between surgery and the diagnosis of
relapse was 35.6 months (range 8–106 months).
Conclusions:
Abdominal sacrocolpopexy is an effective surgical proce-
dure with low rate of complications and remains a valid
option for the treatment of vaginal vault prolapse.
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PELVIC FLOOR MUSCLE TRAINING VERSUS
INTRAVAGINAL ELECTROSTIMULATION TO
PERINEAL AWARENESS IN WOMEN WITH
URINARY INCONTINENCE. PILOT PROJECT
C. BAZARIM, L. VELOSO, L. TORELLI, M. PEREZ, M.
SARTORI, R. CASTRO, D. YUASO;
Federal Univ. of São Paulo, Sao Paulo, Brazil.
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Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
This study aims compare the effect of pelvic floor muscle
training (PFMT) and intravaginal electrostimulation (IVEE)
in the perineal awareness in womenwith urinary incontinence.
Methods:
Eleven patients were included in a pilot, prospective, and
randomized study. They were seen at Physiotherapy
Department of the Urogynecology and Vaginal Surgery
Clinic of Federal University of São Paulo from august to
december 2010. In order to evaluate perineal awareness, the
response to the PFM effective contraction to first command
was observed (which is characterized by the approach of
vaginal introit and anal orifice). During this contraction, it
was seen if the patient did apnea, Valsalva maneuver and/or
accessory musculature activation. Besides, it was applied a
Perineal Consciousness Questionnaire formulated by the
Physiotherapy Team of the Department. The questions (in
number of 10) were divided into three areas of Perineal
Awareness: questions 1–3 were related to the female genital
perception; questions 4–9 treated about self-knowledge of
the pelvic floor and its function; and question 10 asked
about previous information of pelvic exercises. The patients
were also submitted to an evaluation of PFM electrical
activity by Surface Electromyography, using Miotool Uro,
an equipment of Miotec Equipamentos Biomédicos (Bra-
sil), aiming to calculate the Maximum Voluntary Contrac-
tion (MVC). Those patients who made part of group PFMT
were submitted to a pelvic floor training protocol in group,
twice a week, totalizing four sessions, which consisted in
anatomical explanations using female genital illustrations,
respiratory exercises, movements in different positions for
perineal consciousness, PFM contractions with or without
accessory musculature use (stomach, gluteus and adductor
muscles), and fast and sustained contractions of PFM.
Women of group EEIV got individual intravaginal electro-
stimulation for the same number of sessions, with the
following parameters - F: 50 Hz, T: 500 μs.
Results:
There was homogeneity between the two groups. It was
found significant statistical difference (p=0,0174) related
to the strength degree of both groups. Nevertheless, there
was no significance (p=0,5704) when compared to each
other. No statistical significance was found in the
evaluation of MVC in each group (p=0,0,4882). In the group
of TMAP group, a statistical difference was found related to
apnea and use of accessory muscles (p=0,0022; 0,0022). A
review of Perineal Consciousness Questionnaire answers did
not show statistical difference in most questions.

Conclusion:
There was important improvement of strength degree
caused by both of the physiotherapeutic methods. No
superiority was observed between them and Pelvic Floor
muscles training was more effective than apnea reduction
and accessory musculature use.
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EFFICACY AND SECURITY OF PARCIAL
ABSORBABLE SYNTETIC MESH IN THE REPAIR
OF VAGINAL VAULT PROLAPSE
I. MATTOS G., NIETO VELASCO O, GARCÍA
ACEVEDO L.;
Hosp. Central de la CRuz Roja/Hosp. Infanta Sofia,
Madrid, Spain.
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Level of Support: Investigator initiated, no external
funding
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Objective:
To evaluate the efficacy and security of parcial absorbable
synthetic mesh in the repair of vaginal vault prolapse.
Background:
The incidence of vaginal vault prolapse is said to range
from 0,3–43%. The surgical options for the correction of
vault prolapse lie between the vaginal and the abdominal
approach and many techniques have been described for the
correction of this distressing problem.
Methods:
This is a case series of the use of mesh in 32 consecutive
cases of vault prolapse treated with or withou urinary
incontinence (UI). The mesh was shaped from soft
macroporous monofilament polypropylene. Surgical tech-
nique: The full length mesh was laid to support the
bladder, vault and rectum. The tails were taken out in a
tension free manner. The anterior two tails were taken
out through the obturator triangle at its medial border.
The tail at the vault was made to go through the lower edge of
the sacrospinous ligament and ischiorectal fossa posterolateral
to the anal verge. The posterior lower tail pierced the lateral
vaginal wall at the level of the apex of the perineal body and
emerged 1 cm anterior to the previous tail.
Results:
The mean age was 73,7 and the range 47–88. There
were 40,6% of cases of vault prolapse following
abdominal hysterectomy and 59,4% after vaginal hys-
terectomy. 44,4% with Body Mass Index >30. There
were not intra-surgical complications. Post-surgical
complications at the first 2 months were 1 case of
urinary retention, 3 cases of urinary tract infections, 1
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case of stress incontinence and 1 case of urge incontinence.
There were 4 cases of extrusion mesh in the first year. After
1 year of follow up there was 1 case of recurrence of the
vaginal vault prolapsed and 1 case of extrusion mesh-
Conclusions:
The use of absorbable mesh in the treatment of the vaginal
vault prolapse is effective, safe and highly reproducible.
References (optional):

423
THE PREDICTIVE VALUE OF URODYNAMICS TO
REPRODUCE CLINICAL FINDINGS OF URGE
URINARY INCONTINENCE AND/OR STRESS
URINARY INCONTINENCE IN WOMEN.
E. Y. HIRAKAUVA, A. B. SE, M. M. KAJIKAWA, E.
ZUCCHI, R. A. CASTRO, M. SARTORI, M. GIRÃO, Z.
JÁRMY-DI BELLA;
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Consent Obtained from Patients: Yes
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Work Supported by Industry: No

Objective:
The objective of this study was to estimate the predictive
value of urodynamic test to reproduce clinical findings of
urge urinary incontinence (UUI) and/or stress urinary
incontinence (SUI) in women.
Background:
Multi-channel urodynamic is the gold standard test for
diagnosis of stress urinary incontinence and detrusor
overactivity according to the International Continence
Society. The exam is requested to make a definitive
objective diagnosis of urinary incontinence, however there
is a lack of evidence concerning the clinical benefits of this
practice. In a systematic review and meta-analysis of 121
studies, they concluded that women with urodynamic
evidence of stress urinary incontinence can be correctly
identified based on history alone with a sensitivity of 92%
and specificity of 56%. Clinical history for the diagnosis of
detrusor overactivity had a sensitivity and specificity of
61% and 87% respectively.
Methods:
Prospective observational study was performed on the
Urogynecology division of the University of São Paulo.
Patients who referred urinary incontinence were first
evaluated by a gynecologist, who classified the incon-
tinence as stress urinary incontinence and/or urge
urinary incontinence. Patients with pelvic organ prolapse
were automatically excluded of the study. Then, the
patients were submitted an urodynamic test with a
different doctor. The clinical findings were compared

with the urodynamic results to determine the predictive
value of the exam.
Results:
A total of 141 female patients with mean age of 48,9 year-
old met study criteria. There were 94 (67%) patients with
mixed urinary incontinence symptoms, 38 (27%) with
stress urinary incontinence alone and 9 (6%) with only
urge urinary incontinence. There were 132 (94%) patients
with stress urinary incontinence based on history and
physical examination. Eighty-nine patients had urodynamic
urinary stress incontinence and eighty-seven had stress
urinary incontinence based on both history and physical
examination and urodynamic test. The sensitivity and
specificity of urodynamic test to confirm clinical findings
of stress urinary incontinence were 66% and 78% respec-
tively. The positive predictive value was 0.978, and
negative predictive value was 0.135. There were 103
patients (73%) with history of urge urinary incontinence.
Eight patients had detrusor overactivity and seven had
history of urge urinary incontinence and detrusor overac-
tivity. The sensitivity and specificity of urodynamic test to
confirm clinical findings of urge urinary incontinence were
7% and 97% respectively. The positive predictive value was
0.875, and negative predictive value was 0.278.
Conclusions:
Most of the patients had mixed urinary incontinence symp-
toms. Although the most patients presents history of urge
urinary incontinence, only eight patients had detrusor over-
activy. It’s important correlate the clinical symptoms for the
diagnosis of urge urinary incontinence, despite the urodynamic
test doesn’t present detrusor overactivy. The urodynamic test is
the gold standart to the diagnosis of stress urinay incontience.

424
USEFULNESS OF URODYNAMIC TESTING
IN PREDICTING OCCULT INCONTINENCE
IN ASYMPTOMATIC PATIENTS
WITH ADVANCED PROLAPSE
S. H. HESSAMI1, R. KIERCE 2, K. HASSAN 1, A. R.
RADJABI 1, K. TARIQ 1;
1St.JosephMed. Ctr., Dept of Ob/Gyn - Div. of Urogynecology,
Paterson, NJ, 2St.Joseph Med. Ctr., Dept of Ob/Gyn, Paterson,
NJ.
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Level of Support: Not Applicable
Work Supported by Industry: No

Objectives:
To assess the usefulness of multichannel urodynamic
testing in assessing occult incontinence in asymptomatic
patients with advanced prolapse.
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Methods:
Retrospective chart review of asymptomatic patients with
advanced prolapse (stage 3 or 4) who underwent pelvic
reconstructive surgery at St Jospeh’s Regional Medical Center.
Results:
A chart review of 44 consecutive continent patients (mean
age: 62.57 years; range 41–81) with advanced prolapse that
underwent reconstructive pelvic surgery was performed.
Prolapse was stage 3 or 4 in all 44 (100%) patients.
Urodynamic testing, after prolapse reduction, identified 29
(66%) patients with occult incontinence. 18 (62%) patients
with pre-operative diagnosis of occult incontinence, de-
clined anti-incontinence repair. Postoperatively, 3 of the 18
(17%) developed overt urinary incontinence. Of the 15
patients with negative pre-operative urodynamic studies,
one (7%) developed overt stress incontinence.
Conclusion:
Positive predictive value of urodynamic testing in continent
women with advanced prolapse is poor. The negative
predictive value however is high. These findings can be
used in pre-operative counseling of continent patients with
advanced prolapse. However, prophylactic continence
repair in asymptomatic patients with positive pre-operative
urodynamic testing should be questioned. A staged ap-
proach in such patients should be considered.

Table 1.

Urodynamic Test True Occult Incontinence

Positive Negative Total

Positive 3 15 18

Negative 1 14 15

Total 4 (12.12%) 29 (87.87%) 33

Table 2.

Estimate (95%
confidence limit)

How calculate

1-PPV (overtreatment based
on+UD Test)

83.3% (58.6%, 96.4%) 15/18

1-NPV (undertreatment
based
on -UD Test)

6.7% (0.2%, 30.3%) 1/15

PPV 16.7% (3.6%, 41,4%) 3/18

NPV 93.3% (69.8%, 99.8%) 14/15

False Negative Rate 25.0% (0.6%, 80.6%) 1/4

Sensitivity 75.0% (19.4%, 99.4%) 3/4

Specificity 50.0% (31.3%, 68.7%) 15/30

Prevalence of True Occult
Incontinence

11.76% (3.3%, 27.5%) 4/34

PPV: Positive Predicted Value
NPV: Negative Predicted Value
UD: Urodynamic Testing
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DEFAECATING PROCTOGRAM
IN THE EVALUATION OF POSTERIOR
COMPARTMENT PROLAPSE: AN AUDIT
C. K. MADHUb, A. Shuklaa, H. Raic
a,cConsultant, bSpecialist Registrar, Department of Obstet-
rics and Gynaecology, Peterborough District Hospital,
Peterborough

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Introduction:
Posterior compartment prolapse (Rectocele and enter-
ocele) may be associated with problems with defaeca-
tion. Surgical correction of the prolapse may not treat
the underlying bowel problems. This audit aims to
evaluate the use of defaecating proctography in the
evaluation of such cases and subsequent change in their
management.
Methods:
All the women who presented to the department with
posterior compartment prolapse and bowel symptoms
underwent a defaecating proctography. They were subse-
quently managed in close liaison with the department of
colorectal surgery and physiotherapy.
Results:
28 Patients underwent defaecating proctography for
bowel symptoms with prolapse. Average age of patients
was 51 and all the women had had at least one vaginal
delivery. Following symptoms were noted: constipation
(15; 53%), incontinence to flatus or stools (3; 10%),
Digitation to empty bowels (21; 75%) and difficulty in
defaecation (5; 17%). First degree prolapse was noted in
2(7%), second degree was noted in 19(68%) and third
degree in 7(25%). Defaecating proctography revealed
rectocele (5; 18%), Intususception (7; 25%), Sphincter
abnormality (9; 32%) and rectal prolapse (3; 11%).
Posterior repair was done in 13 patients (46%). 9
patients (32%) were referred for biofeedback and
physiotherapy for sphincter problems. Rectopexy was
done in 5 patients (18%), whilst, sacrocolpopexy was
done in 1. 3 patients preferred to defer treatment and 2
patients were referred further for complex anorectal
problems.
Conclusion:
Defaecating proctography is an important investigation
available to urogynaecologists in the management of
complex pelvic floor management and its effective use is
appropriate in current practice.
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SINGLE SURGEON EXPERIENCE WITH 125
TRANS-OBTURATOR SLING PROCEDURES
P. HOGSTON, D. EDWARDS;
Dept Gynaecology, PORTSMOUTH, United Kingdom.
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Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To study the safety and efficacy of the transobturator
insertion of an outside-in mid-urethral sling (TOT) using
Obtryx®(Boston Scientific) in women with stress urinary
incontinence when performed by a single surgeon in a day
case setting.
Materials and Methods:
One hundred and twenty five consecutive women with
urodynamically proven stress incontinence underwent a
TOT procedure in a day case setting. All were reviewed at
3 months by a nurse practitioner using a structured question-
naire. A further 75 were contacted by telephone at 1 year.
Results:
One hundred and twenty five with mean age 52 years
(31–88) were treated. Mean operating time was 15 min
and there was no excessive bleeding. There were three
sulcus perforations or vaginal tears all sutured at the
time of surgery with no sequelae. Six patients stayed
overnight for medical reasons or late surgery. Nineteen
patients (15%) were required to perform intermittent self
catheterisation. Four for less than 24 h and 15 for
between 2–35 days. No patient required sling revision.
At the 3 month review 120 (96%) reported that their
stress incontinence was cured with 4 (3%) improved
and one no change. Eight patients (6%) reported new
urgency. Of 28 (22%) women with prior urgency 14
(52%) were the same, 12 (41%) better and 2 (7%)
worse. Sixty eight women (54%) reported the urinary
flow to be slower than before. Quality of Life (QOL)
was measured on a linear scale of 1–10. Overall 112
(89%) reported their Quality of Life (QOL) as greatly
improved with 11 (9%) slight to moderate improvement
and 3 (2%) worse. At 1 year 66 (88%) of 75 patients
reported they were greatly improved (8–10/10) and 6
(9%) were moderately improved (score 7/10). Eleven
patients (9%) reported unexpected pain after surgery,
mostly in the groin. All had settled without treatment at
the 3 month visit.
Conclusion:
In experienced hands the Obtryx transobturator sling is a
highly effective treatment for women with stress urinary
incontinence with a low rate of complications
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PROLIFT+M™: HIGHER EROSION RATE THAN
CLASIC PROLIFT™?
J. PIZARRO BERDICHEVSKY, G. GALLEGUILLOS,
R. CUEVAS, M. ARAMAYO, S. GONZALEZ, J.
KUSANOVIC, V. MIRANDA, A. MAJERSON, J. ORTIZ;
Hosp. Dr. Sótero del Río / División de Obstetricia y
Ginecología Facultad de Med., Pontificia Univ. Católica de
Chile, Santiago, Chile.
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Level of Support: Investigator initiated, partial funding
Work Supported by Industry: Yes

Objective:
To describe the preliminary experience with Prolift+M
technique in a developing country.
Background:
The recurrence rate of pelvic organ prolapse (POP) after surgical
repair is as high as 30–70%. In an attempt to reduce this rate,
different mesh surgeries have been used, particularly the anchor
mesh surgery using Prolift device. However, despite good
anatomical results, new complications have emerged such as
erosion. In order to address this complication, new meshes with
less amount of material have been developed, like the Prolift+M
kit. The aim of this study was to analyze our preliminary
experience with this new mesh. We report epidemiological
features, type of surgery, surgical results, intra-, peri- and early
post-operative complications, including mesh erosion.
Methods:
This was a retrospective cohort study of patients who
underwent Prolift+M surgery between August and December
2010. Clinical charts were reviewed to obtain demographic and
clinical characteristics (including POPQ quantification), as
well as early follow up.Methods, definitions and units conform
to the standards jointly recommended by the International
Continence Society and the International Urogynecological
Association, except where specifically noted. Parametric
statistics were used for comparison. Written informed consent
was obtained from all patients before surgery.
Results:
Between August and December 2010, eigth Prolift+M
surgeries were performed. Demographic characteristics are
shown in Table 1 (all Tables values are expressed as number
(percentage) or mean±SD or median (interquartile range)).
Preoperative POPQ are shown in Table 2. Perioperative data
are shown in Table 3. Procedures details were: 4 total Prolift+
M, 3 anterior Prolift+M and 1 posterior Prolift+M. Follow up
details are displayed in Table 4.
Conclusions:
Early results with Prolift+M appear similar to those
obtained with classic Prolift. However, it is difficult to
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interpret the existence of 2 mesh erosions in 8 cases. It
is possible that patient selection was biased by preop-
erative suspected high risk of erosion and therefore this
new mesh was chosen trying to reduce this complica-
tion. This assumption is based on the lower erosion rate
reported by other groups and also based in the higher
erosion compared with the 9% reported by our group
with classic Prolift. Further randomized controlled trials
between this two products are necessary to assess
whether the higher cost of the new mesh is justified
in reducing complications, such as erosion.

Table 1.

Mean age (years) 62,2±10,3

Mean total parity 3±1,9

Median heaviest newborn weigth (grams) 3600 (3500–4360)

Postmenopause status 6/8

Smokers 1

Active sexually 6

Previous Vaginal Hysterectomy 0

Previous Abdominal Hysterectomy 2

Mean BMI (kg/m2) 26,4±2,6

Table 2.

Table 3.

Mean operating time±SD (min) 93±50

Mean estimated blood loss±SD (ml) 135±82

Intraoperative complications 0

Median hospital stay±SD (days) 2±0

Concomitant surgeries 41

1 1 TVT EXACT, 1 TOT, 1 TVT-O y 1 resectoscopy

Table 4.

Mean follow-up (month) 2,3±1,4

Mesh Erosion 2 (25)

Symptomatic 1 (12,5)

Mesh Contration1 1 (12,5)

Symptomatic 0

De novo SUI 1 (12,5)

1 Contraction was defined as the palpation of a tense tract
during vaginal examination
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SEXUAL FUNCTION IN WOMEN WITH PELVIC
FLOOR DISORDERS
M. GIRVENT, M. GIRVENT, G. DEL REAL, A.
PEREDA, G. HERNENDEZ, E. BAEZA, F. OJEDA;
Hosp. Gen. de Granollers. Barcelona., Barcelona, Spain.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objetive:
To compare sexual function in women with pelvic floor
disorders (prolapse, urinary incontinence and perineal
laceration grade III and IV) and without this type of
pathology through the questionnaire results with PISQ-12
test.
Material and Methods:
104 cases were collected by questioning the first visits of
the pelvic floor refers to a regional Hospital in 2010 about
her sexuality by PISQ-12 questionnaire. The mean age was
53.62 years (range 21–77 years).
Inclusion Criteria:
• Having a pelvic floor disorder.
• Sexually active.
• No previous gynecological surgery.
56 controls were obtained (subject to increase sample)
randomly interrogating primary care patients in the gyne-
cological consult whose average age was 50.31 years
(range 35–73 years).
Results:
The ages of the two groups are comparable because the
differences are not statistically significant. The average
result of the questionnaire PISQ-12 was 32.43 in the case
group and 38.37 in the control group. Statistically signif-
icant differences were found between groups using t-test for
independent samples (T (145)=−5.645 p<0.005), showing
a lower score of PISQ in the group of patients with pelvic
floor disorders. PISQ results showed a considerable
increase in the physical factor score and in the partner-
related factor score but is equivalent in behavioral emotive
factor score (p>0,05).

Aa Ba C gH pB TVL Ap Bp D

General (8) 1,3±1,6 3,6±3 −1,3±5,2 5,6±2,1 3,6±0,9 8,6±1,2 −0,8±2,9 0±4 −4,3±2,6
Anterior (6) 1,7±1 4±2 −1,8±4,2 5,5±2,1 3,5±1 8,3±0,8 −1,8±2,4 −1,6±2,8 −4,3±2,6
Posterior (2) 0±2,8 2,5±6,3 0±9,9 6±2,8 4±0 9,5±2,1 2,5±0,7 5±2,8 n/a
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Conclusions:
Patients with pelvic floor disorders visited in our center
reported a worse sexual function than women who do not
have this type of pathology. The difference wasn’t found in
the behavioral emotive factor.
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PELVIC ORGAN PROLAPSE: IS GRAVITY
IMPORTANT?
C. RIJO, P. AMBROSIO, N. MENDES, A. MARTINS;
Maternidade Dr. Alfredo da Costa, Lisboa, Portugal.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To study the influence of body mass index (BMI),on the
risk of pelvic organ prolapse.
Background:
The majority of patients with clinically significant prolapse
have at least two risk factors like genetic predisposition, parity
(especially vaginal birth), operative vaginal delivery, obesity,
advanced age, estrogen deficiency, neurogenic dysfunction of
the pelvic floor, connective tissue disorders, prior pelvic
surgery and chronically increased intraabdominal pressure.
Methods:
Retrospective study with patients submitted to surgical
correction of vault prolapses between 1999 and 2009 in our
institution.
Results:
We obtained 42 women with BMI≤25. The mean age of
vault prolapse surgery was 63 years. The mean time
between hysterectomy and vault prolapse surgery was
14,5 years. There were 4% of post operative complications
and 4,7% recurrence of prolapse. In 25–30 BMI group,
there were 72 women. The mean age of vault prolapse
surgery was 61 years. The mean time between hysterecto-
my and prolapse surgery was 10,3 years. There were 7% of
complications and 8% recurrence of prolapse. There were
39 women with BMI ≥30. The mean age of vault prolapse
surgery was 60 years. The mean time between hysterecto-
my and prolapse surgery was 8,9 years. There were 7% of
complications and 15,3% recurrence of prolapse.
Conclusions:
Higher BMI is associated with prolapse in younger women
and with a shorter period between hysterectomy and
surgery of prolapse. A higher BMI is also associated with
a higher rate of post operative complications and with
higher recurrence of prolapse. BMI is an important risk
factor for pelvic organ prolapse surgery. Our data could be
used to stratify patients according to their risk so that
preventative measures can be taken in high-risk patients.
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WATTANAYINGCHAROENCHAI, K. AIMJIRAKUL, S.
SITAVARIN, A. CHITTACHAROEN;
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Objective:
To evaluate the correlation between postvoid residual
urine volumes assessment by transvaginal ultrasonogra-
phy and by catheterization in patients that had pelvic
floor dysfunction.
Background:
Female pelvic floor dysfunction is a term applied to a wide
variety of clinical conditions, including urinary inconti-
nence, anal incontinence, pelvic organ prolapse, sensory
and emptying abnormalities of the lower urinary tract,
defecatory dysfunction, sexual dysfunction and chronic
pelvic pain syndromes. Co-occurrences of the disorder were
high and about 50–80% of women reported at least one
other disorder [1]. In the patient who presents with pelvic
floor dysfunction, post-void residual urine volume is a
simple test that can easily be performed in a primary care
setting to provide useful information to guide patient care.
The use of catheterization has been regarded as the standard
method in assessing post-void residual urinary volume.
However, the procedure can cause discomfort to the
patients and may lead to urinary tract infection. The
noninvasive nature of ultrasound evaluation makes it an
attractive alternative method for the assessment of bladder
volume in patients. Several studies have investigated the
value of bladder ultrasound for this purpose. Several modes
of ultrasonography have been used to measure residual
urine. Transvaginal ultrasonography is more appropriate in
the patient with pelvic floor dysfunction because it can
provide a clear bladder image. Also it can evaluate a wide
range of bladder volumes, as well as offer more accuracy in
the measurement of post-void residual urine at lower
volumes [2]. Moreover, it can evaluate pelvic structures at
the same time. However, there is limited data about the
usefulness of transvaginal ultrasonography in the assess-
ment of post-void residual urine volumes in women with
pelvic floor dysfunction.
Methods:
Measurements of post-void residual urine volume were
performed in 78 patients who presented with pelvic floor
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dysfunction at Urogynaecology Clinic. Transvaginal ultra-
sonography was used to measure parameters in two
perpendicular planes and three diameters of the bladders.
Post-void residual urine volumes were calculated by trans-
vaginal ultrasonographic measurements from the formula
that post-void residual volumes=(height x width x depth) x
0.7 and these volumes were compared with those obtained
from catheterization in each patient. STATA was used for
statistical analysis. A Student’s paired t test was used to
determine the mean difference between the post-void
residual urine volume that was obtained by catheterization
and by transvaginal ultrasonography. The Pearson correla-
tion coefficient was determined to test the strength of
correlation with the transvaginal ultrasonography and
catheterized urine volume. A 5% level of significance was
used throughout the study.
Results:
The mean age of patients was 54.5±7.9 years and the mean
body mass index was 25.3±3.2 kg/m2. Among 42 patients
with pelvic organ prolapse, 25 patients (32.1%) had stage I,
9 patients (11.5%) had stage IV and 8 patients (10.3%) had
stage II and III. The mean post-void residual urine volume
was 25.54±49.06 ml on transvaginal ultrasonography and
31.56±48.53 ml on catheterization. The mean difference of
bladder volume from the two assessments was 6.02 ml.
Post-void residual urine volumes measured by transvaginal
ultrasonography were significantly correlated with those
measured using catheterization (r=0.99, p<0.001).
Conclusions:
The use of transvaginal ultrasonography for the assessment
of post-void residual urine volume is a non-invasive
technique that has high accuracy in patients with pelvic
floor dysfunction.
References (optional):
1. Obstet Gynecol 2008; 111:678–85. 2. Br J Urol 1989;
63:149–51.
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Objective:
This study evaluated the using of the transperineal three-
dimensional pelvic floor ultrasound in the setting of sport
pre-participation screening.
Background:
The pre-participation examination in sports enables the
physician to identify clinically latent or already present
diseases. In the current literature, there is a lack of
agreement on the gynecological pre-participation examina-
tion for either leisure-time or high-performance athletes (1).
Moreover, none of pre-participation screening included
pelvic floor evaluation (2). Considering that lower urinary
symptoms and urinary incontinence are common in female
athlete, early detection is important to introduce pelvic floor
specific training program.
Methods:
Translabial three-dimensional and four-dimensional (3D/4D)
ultrasonography was performed in twenty two nulliparous
female athletes who trained gymnastic, running or swimming.
Before the interview, an anamnesis focused on urinary
incontinence and the pelvic organ prolapse quantification
(POP-Q) was carried out based on the definitions of the
International Continence Society (2). Imaging was performed
using GE Kretz Voluson 730/730 Expert systems (GE
Kretztechnik GmbH, Zipf, Austria) with 8–4-MHz trans-
ducers. Protocol parameters were assessment according to
previous report (3). All subjects were imaged supine, after
voiding. Imaging was performed in the mid-sagittal plane with
the angle of acquisition set at 85°. Ethical Committee at the
São João Hospital, Porto, approved the study and all subjects
gave written informed consent to participate.
Results:
The mean age was 20.6±3.4 (range 18–24) years and
mean body mass index was 21.4±2.4 (range, 17.4–27.1)
Kg/cm2. All female athletes had stage 0 of POP-Q.
Forteen women (63.3%) were classified as incontinent
by the questionnaire and four of them showed funneling
at Valsalva maneuver. Table 1 shows the mean values of
each parameter evaluated. Comparing the mean values
of the bladder neck on Valsalva according to sport
modalities, gymnastics had the higher values than
runners and swimmers but the differences did not
significatively (graph 1).

Mean±SD min - max

Levator hiatal area at rest (cm2) 13.4±2.8 8.9–13.4

Levator hiatal area on Valsalva (cm2) 18.3±4.5 11.5–18.3

Levator hiatal area on PFMC (cm2) 9.6±2.1 6.6–9.6

Bladder descent on valsalva 16.9±6.9

Funneling N(%) 4 (18.2)

Table 1: Biometric values of bladder descent on Valsalva
and the levator hiatal area in 22 female athletes.
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Graph 1: Comparing of bladder neck descent on Valsalva
maneuver according to sport modalities (p=0.2). GYMN
(gymnastic), RUN (runnig), SWIM (swimming).

Conclusions:
The use of translabial ultrasound during sport pre-
participation screening could be useful to diagnoses
some pelvic floor dysfunction in younger female
athletes.
References:
1. Euro Heart, 2008.
2. Neurourol Urodyn, 2002.
3. Ultrasound Obstet Gynecol, 2007.
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Objective:
To determine whether urinary symptomatology correlates
with urodynamic findings.
Background:
Methods:
Urodynamic study were performed in 95 women with
complaints of urinary incontinence. Patients were divided
into 3 subgroups based on etiology of incontinence, and
analyzed by sensitivity and specificity of stress urinary
incontinence(SUI) symptom and urge incontinence(UI)
symptom.

Results:
Among the 95 patients, 20%(19/95) had normal studies,
38.9%(37/95) SUI, 10.5%(10/95) detrusor overactivity(DO),
30.5%(29/95) SUI and DO. Among them, 8.4%(8/95) had
intrinsic sphincter deficiency(3 cases with DI). The sensitivity
of SUI symptom and UI symptom was 75.8% and 69.2%
respectively. The positivie predictive value of SUI symptom
and UI symptom was 48.3% and 53.6% respectively.
Conclusions:
Subjective complaints were not helpful in differentiating the
etiology of incontinence. Urodynamic assessment is recom-
mended for patients with symptoms of urinary incontinence.
References (optional):
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Objective:
To compare clinical outcome of 3 sling procedures for
treatment SUI in woman.
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Background:
SUI is important medico-social problem. For recent decades
there are plenty of treatment strategies and different kits of
SUI have been developed. In our study we try to make
multiply comparative analysis of standard surgical techni-
ques with budget surgery in aspect of long-term results.
Methods:
Form January 2003 to December 2010 ninety two incontinent
patients was operated by single surgeon. Forty (43%) of
operations was combined with POP surgery. Retropubic
approach was used in 25 cases. This procedure was done in
recurrent forms of SUI. Transobturator approach performed in
38 cases. In 29 patients we performed polypropylene needle
suprapubic minisling similar to Raz procedure due to
impossibility of obtain standardized kit. This is non random-
ized trail, but all patients have similar parity, severity of
symptoms, age and median follow up - 4 years. For statistical
analysis we’ve used nonpararmeric Kruskal-Wallis one-way
analysis of variance, survival analysis and descriptive statistics.
Results:
Subjective assessment of cure rate did not show any
differences between groups. For TVT group cure rate was
92%, improvement 8%, failure 0%. For TOT group cure
rate was 89%, improvement 8,5%, failure 2,5%. For
minisling group cure rate was 76%, improvement 20%,
failure 3,4%. Complications. After the TVT procedure
we’ve found protrusion of 1 side of the sling in the bladder.
Minilaparotomy and transvesical resection of part of the
sling was performed with no consequences and effect of the
operation was preserved. We also have 3 cases of
obstructive urination. During postoperative assessment of
patients we diagnosed 2 cases of OAB in TOT and
minisling groups. All of these patients treated with
Trospium chloride and Vesicare with long intermittent
courses with some improvement.
Conclusions:
Analysis of results of treatment show high efficacy after
5 years (98%) and little reduction (89%) after 7 years
regardless of type of sling, including “hand-made” budget
minisling for poor people. Right patient selection and good
surgical technique are essential for good outcome.
References (optional):
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Hypothesis/Aims of Study:
Assessment of the results of the operating technique
ministrip Ajust in the treatment of urinary incontinence of
women
Study Designs, Materials and Methods:
We classified 51 women into a set of patients treated for stress
urinary incontinence. Prior to the operation we performed a
complete uro-gynecological examination including uro-
dynamic examination. We evaluated the gamma angle and
p line at rest and during the Valsalva manoeuvre. The patients
filled in ICIQ. Patients were examined 1 month, 3 months and
12 months after the operation. In our study we assess the
results after 12 months. Six patients did not come for the
planned check, so that 1 year after the operation, we evaluated
45 patients.
Results:
Average age of the patients: 56,98 years
BMI: 29,4
Average operation time: 9 min
For assessment we utilized the single-selection Wilcox test,
single-selection (pair) t - test and Mann - Whitney U test.
Statistically significant were the changes of gamma angle
during the Valsalva manoeuvre (p=0,006), lines at rest (p=
0,001) and ICIQ (p=0,000).
Cured: 40 patients (86,7%), urgency: 2 patients (4,4%)
Interpretation of Results:
Statistical assessment of the results after one-year follow up
observation proves statistically significant anatomic and
functional changes and improvement of life quality.
Concluding Message:
The miniinvasive procedure Ajust after one-year tracking
(observation) points to the effectiveness of the treatment of
stress urinary incontinence.
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Objective:
The aim of this study was to evaluate the efficacy of the
autologous fascia rectus sling in treating female stress
urinary incontinence (1). Post-operative surgical complica-
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tions and re-operations were also recorded. Furthermore,
correlations between preoperative parameters and outcome
were evaluated.
Background:
We retrospectively reviewed operative logs from a single
surgeon (EJM) of 297 patients treated over a 3-yr period
(March 2002 to March 2005) for stress urinary incontinence
by implantation of a free autologous fascia rectus sling.
Methods:
Efficacy was evaluated objectively in terms of the number of
pads used per day, while subjective patient satisfaction was
also recorded. Preoperative incontinence severity was quan-
tified by the number of pads used per day and stratified asmild
(0–1 pads per day), moderate (2–4 pads) and severe (5 or more
pads). Possible correlations between preoperative parameters
and outcome were investigated using univariate analysis.
Results:
The mean follow-up time was 24.6 months (range 12–84).
Causes of incontinence were idiopathic in 264 (88.70%)
and neurogenic dysfunction in 33 patients (11.08%). A total
of 253 patients were successfully treated and satisfied with
the outcome of the operation (85%). 225 patients (75.8%)
were totally dry while 28 patients (9.4%) had markedly
improved but still required one pad per day (table). The

complication rate was 26.5%, de novo urgency being the
most common problem (53/297, 17.8%) followed by
transient urinary retention (31/297, 10.4%). Univariate
analysis revealed that only the severity of preoperative
incontinence did correlate with the outcome of the
operation (Pearson chi-square, p=0.04). Statistical analysis
failed to show any correlation between the final outcome
and the following parameters: patient age, type of inconti-
nence, earlier anti-incontinence surgery, existence of obesi-
ty, status of menopause, pre-operative Valsalva Leak Point
Pressure, existence of obstruction, existence of prolapse of
grade ≥2, increased sensitivity, decreased bladder capacity
and preoperative evidence of detrusor overactivity.
Conclusions:
The free autologous rectus fascia sling is a highly effective
technique for the treatment of female stress incontinence
with mild morbidity.
References:
1. Kubic K, Horbach NS (2003) Suburethral sling
procedures and treatment of complicated stress inconti-
nence. In: Bent AE, Ostergard DR,Cundiff GW, Swift
SE, editors. Ostergard’s urogynecology and pelvic floor
dysfunction. Philadelphia: Lippincott, Williams & Wilkins;
p. 468–493.
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Objective:
To evaluate the clinical correlation between the symptoms
of genuine stress incontinence (GSI) and mixed urinary

incontinence (MUI) with the results of introital ultrasound
(IU) and urodynamic tests.
Background:
The International Continence Society defines GSI as the
involuntary loss of urine that occurs when, in the absence
of a detrusor contraction, the intra-vesical pressure exceeds
the maximum urethral pressure. The term MUI has been
used to describe the coexistence of detrusor instability or
urge incontinence and GSI.
Methods:
Data collected from the clinical history, IU and urodynamic
study (US) of 79 women with symptoms of GSI or MUI,
which presented to the uroginecological consultation on a
third-level hospital between January 2007 and December
2009.

Outcome of treatment Severity of incontinence

Mild Moderate Severe

No.Pts (%) No.Pts (%) No.Pts (%) No.Pts (%)

Cure 225 75.8 6/8 75 58/67 86.5 165/222 74.3

Improvement 28 9.4 1/8 12.5 6/67 8.6 20/222 9

Failure 44 15 1/8 12.5 3/67 4.3 37/222 16.7

Success* 253 85 7/8 87.5 64/67 91.6 185/222 83.3

* Cure+Improvement
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Results:
Patient’s median age was 56 years (range: 35–79), 52 were
post-menopausal women and of them, only 23% had done
or were under hormone therapy. From the data collected by
the clinical history, 48 women had GSI (Group A) and 31
had MUI (Group B). The GSI was confirmed on the US in
56% and on the IU in 50%. The Group A had confirmation
of GSI based only on US in 75%, based only on IU in 50%
and on both complementary exams in only 14%. The Group
B had a compatible US in 35%.
Conclusions:
Urinary stress incontinence remains a clinical diagnosis.
Preoperative IU and US are recommended by experts, but
evidence for clinical benefit is limited. They may have its
role specially when there are doubts if our patient has a
MUI or when the reported symptoms of GSI do not
correlate with the physical examination. Randomized
controlled trials with standardized protocols are needed to
evaluate if the inter-observatory variability on these three
diagnostic tools may be a confounding factor.
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Objective:
In recent years, significant work was undertaken to
characterize the behavior of the pelvic tissues by destructive
methods [1, 2] to define the target behavior of implants. In
parallel, works on the functional aspect of the pelvic system
was made, particularly concerning the ligamentous system.
To combined both studies, we propose a numerical model
of pelvic system that lead to estimate the functional benefits
of each ligaments taking into account their mechanical
behavior.
Methods:
The numerical model of the pelvic cavity that we propose is
designed fromMRI images of a patient non-healthy volunteer
[3]. Measuring displacement of organs from dynamic MR
images of the same patient during thrust test allows
quantification of mobility. A post treatment is next used to
quantify errors of the FE model on the estimation of the
mobility. It allows us, thus to optimize the devices support to
minimize the error in order to define an FE model that is
accurate for the mechanical and functional viewpoints.

Results:
Figure 1 below shows the sagittal section of the numerical
simulation in the deformed state and dynamic MRI
allowing a comparison of displacement fields.
Figure 1: a) Numerical simulation: Sagittal section of a
typical simulation from our model. b) MRI image dynamic
thrust: the displacement field measured by the flow method
is shown on the outline of organs.
Figure 2 shows the differences between the model and
analysis of MRI images, obtained in a case where we model
the uterosacral ligaments, round ligaments, ligaments and
vaginal para broad ligaments with a topology in qualitative
agreement with the literature.
Figure 2: Model evaluation
Taking into account additional ligaments, fascia or delete
ligaments and/or fascia leads us to quantify in terms of
mobility the influence of each part on the mobility of the
pelvic system.
Conclusions:
This work represents a first step to understanding the pelvic
mobility and ability to locate the cause of the imbalance in
a patient with pelvic disease from dynamic MR images.
References:
[1] Goh JT , Biomechanical properties of prolapsed vaginal
tissue in pre and postmenopausal women, Int Urogynecol J
Pelvic Floor Dysfunct, Vol. 13, pp. 76–9, 2002.
[2] Clay J-C, Rubod C, Brieu C, Boukerrou M, Fasel J ,
Cosson M, Biomechanical properties of prolapsed or non-
prolapsed vaginal tissue: impact on genital prolapse
surgery. International Urogynecology Journal 12 : 1535–
1538, 2010
[3] Rao GV, Rubod C, Brieu M, Bhatnagar N, Cosson M,
Experiments and finite element modelling for the study of
prolapse in the pelvic floor system. Computer Methods in
Biomechanics and Biomedical Engineering, Vol. 13, Is. 3 ,
pp 349–357, 2010
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Objective:
The goal of the project and work hypothesis is to prove
significantly higher success rate of fixing arms of anterior
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Prolift in sacrospinous ligaments in pelvic organ prolapse
surgery.
Background:
In last decades there has been an uncommon spread of
implants use in pelvic organ prolapse (POP) surgery. There
is a wide selection of implants/meshes of various shapes
and material available. The most commonly used mesh is a
preformed polypropylen monofilamentous weaved mesh
Prolift©. We use a Prolift-like mesh cut from 15x15cm
mesh at our department. Various studies have proved that
the surgery success rate of this implant procedure is
determined by its material, shape and also by surgery
technique. Nevertheless, it has also been confirmed that the
success rate in anterior compartment surgery is lower than
in the surgery of posterior department. According to our
data (a one-year follow-up) the success rate in posterior
Prolift-like mesh is 92%, compared to only 78% in the
anterior Prolift-like mesh. Furthermore, anterior Prolift is
not recommended for simultaneous repair of middle
compartment. This forces us to use anterior Prolift for
fixation of anterior compartment and simultaneously use
posterior Prolift to fix middle compartment. The difference
in fixation of implant is therefore crucial - anterior Prolift is
fixed transobturatory in arcus tendineus fasciae pelvis
(ATFP) and posterior Prolift is fixed in sacrospinous
ligaments. We assume that the fixation of implant’s
proximal part into sacrospinous ligaments is superior to
ATFP fixation and also the grade of elevation of both
anterior and middle compartment is, due to vector of thrust
and superior fixating structure, more flexible. From the
mentioned above we have deduced a primary thesis that
fixing implant in sacrospinous ligaments will improve a
long-term perspective on the success rate of surgical
solution and simultaneously will give us a better possibility
of correction of descensus of both anterior and middle
compartment.
Methods:
To date (16th February 2011) 29 patients were operated
with this method. The grades of POP were diagnosed
before the surgery, and also 3, 6 and 12 months after the
surgery. The presented group composes of 20 patients with
a six-month-follow-up. The average age is 67 years; the
oldest being 81, the youngest 53. All patients had a
descensus of anterior compartment of grade 2 and worse;
in POPQ (second grade - 9 patients, third grade - 11
patients) and descensus of middle compartment at least first
grade (first grade - 14 patients, second grade - 6 patients).
POP before surgery (POPQ classification): Aa: Ø +0,1 (−1
to +2) Ba: Ø +1,65 (−0,5 to +4,5) C: Ø −2 (−4,5 to +1).
Results:
20 patients with a six-month-follow-up (16th February
2011), all patients without remarkable descensus (maxi-
mum 1st grade).

6 months after the surgery:
Aa: Ø −2,75 (−2 to −3) Ba: Ø −5,65 (−4,5 to −6) C: Ø −8
(−7 to −9).
With exception of 1 wound infection 3 weeks after the
surgery, no serious complications were reported.
Conclusions:
Slight modification of the procedure may significantly
increase success rate of surgical treatment of anterior (and
also middle) compartment descensus using implants.
Nevertheless, it is essentials to prove this fact with clinical
studies in sufficient number of patients with at least a one-
year follow-up.
References (optional):
Bilateral anterior sacrospinous ligament suspension associ-
ated with a paravaginal repair with mesh: short-term
clinical results of a pilot study.
de Tayrac R, Boileau L, Fara JF, Monneins F, Raini C,
Costa P. Int Urogynecol J Pelvic Floor Dysfunct. 2010 Mar
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Aim:
To compare two anti-incontinence operations: the tension-
free vaginal tape (TVT) and the TVT-Obturator for the first
two 50-patient groups.
Methods:
One surgeon operated on two patient groups with urody-
namically proven urinary stress incontinence. The first 50-
patient group in 2003 included the first TVT procedures
performed. Surgical procedure under local anesthesia for
treatment of female urinary incontinence. The second 50-
patient group in 2008 included the first TVT-Obturator
operations performed. Surgical technique for the treatment
of female stress urinary incontinence: transobturator vaginal
tape inside-out. Follow-up lasted for 12 months.
Results:
The two patient groups were similar from the demographic
and therapeutic points of view. The TVT-Obturator proce-
dure required neither bladder catheterization nor intra-
operative diagnostic cystoscopy. TVT-related bladder pen-
etration (2.0%), post-operative voiding difficulties (10.0%),
intra-operative bleeding (4.0%), post-operative field infec-
tion (2.0%) were not noted with the TVT-Obturator. The
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early therapeutic failure rates were 4.0% for the TVT and
2.0% for the TVT-Obturator, and neither bowel nor urethral
injuries were recorded.
Conclusions:
The safety and cost-effectiveness of the TVT are well-
established. The TVT-Obturator, a novel mid-urethral sling,
was designed to overcome some of the TVT-related
operative complications. The TVT-Obturator patients seem
to have less intraoperative and post-operative surgical
complications than the TVT patients.
Keywords:
TVT; TVT-Obturator
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VENEZUELAN EXPERIENCE AT UNIVERSITY
BASED HOSPITAL OF SOCIAL SECURITY
SYSTEM PEREZ CARREÑO USING MESHES
AND TAPES EIGTH YEARS EXPERIENCE
A. E. FUENTES1, V. GARCIA 2;
1Hosp. Perez Carreño, Caracas, Venezuela, Bolivarian
Republic of, 2Children Hosp. of Maracaibo, Caracas,
Venezuela, Bolivarian Republic of.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external
funding
Work Supported by Industry: No

In our country, Venezuela, the urogynecological procedures
using meshes and tapes have been 10 years, but with few
publications about the experience, complications, surgery
times, learning process or fail of the different procedures
used for prolapse correction or urinary incontinence
correction with meshes and tapes, that’s why we decide
the publication of our experience including our fails and
complication at the biggest hospital of the Social Security
System in this country. A description of 151 patients with
prolapse and urinary incontinence (UI), from January 2002
to January 2010 , the cases are presented in absolute
numbers and in percentages. In 8 years 151 patients have
receive surgical procedures with meshes, with prolift
anterior 78/151=51,65% , with prolift posterior 22/151=
14,56%, with perigee 47=31,12% , with apogee with
elevate22 , with monarc 24=15,89%, with TVTo 39=
25,82%, the fails of anterior prolift was: in re prolapse 10,
the erosion was −10%, post operatory pain after anterior
prolift was 6% , obstructive problems after anterior prolift
3%, bladder perforation with anterior prolift was 1%,
infections 0%. The fails of posterior prolift was : defecatory
problems 0%, rectal mucosa perforation 0%, erosion 4%
post operatory pain 3%. The complications of Monarc :
urethral perforation 3%, vascular complications 0% bladder
perforation 2% , obstructive problem3% urinary inconti-

nence 5% Erosions 0. TVTo urethral perforation 0% ,
vascular complications 0%, bladder perforation 0%,
obstructive problem5% urinary incontinence 5% ero-
sions 0. Patients with urodinamic study pre operatory
151. Patients, re prolapse 12%, erosion 12%, obstructive
problems 5%, bladder perforation 2%, post operatory
pain after 2 years 4%. Patients with apogee defecatory
problems 2% , rectal mucosa perforation 0% erosion
12%, post operatory pain and after 2 years 6%. Vaginal
hysterectomy in apical prolapse 60%. Histeropexy 5
with perigee and apogee, 17 with prolift, fixation high
uterosacral 0. The description our cases, fails and
complications its very important because this Venezue-
lan population have important demographic, alimentary ,
habits, sexual and number of births these is different
between this population and Nordic population whom in
general are coming from developed countries, must be
evaluate its correlation with the numbers and type of
complications, also its important to evaluate the train-
ings programs in this country for gynecologists in this
kind of procedures and how many of this procedures
are performance for general gynecologist.
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RELIABILITY AND RESPONSIVENESS
OFTHEOVERACTIVEBLADDERQUESTIONNAIRE
(OAB-Q) AND OVERACTIVE SYMPTOM SCORE
(OABSS) IN PATIENTS WITH OVERACTIVE
BLADDER TREATED WITH SOLIFENACINE
T. LIN1, T. SU 2, C. HSIEH 3, H. LAU 2;
1Taipei City Hosp., Branch forWomen and Children, Taipei,
Taiwan, 2Mackay Mem. Hosp., Taipei, Taiwan, 3Chung
Shung Hosp., Taipei Taiwan, Taipei, Taiwan.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To evaluate the reliability of overactive bladder question-
naire (OAB-q) and overactive symptom score (OABSS) in
patients with overactive bladder syndrome and the im-
provement in the symptom scores before and after treatment
with solifenacine.
Methods:
Patients recruited from an urogynecology clinic were
scheduled for two visits. The technician interviewed all
patients and completed the demographic data and two
questionnaires at the first visit. One month later, the same
technician interviewed all patients and completed the two
questionnaires. Test-retest reliability was examined among
patients using Pearson correlation, Spearman’s correlation
and paired t-tests.
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Results:
A total 30 patients enrolled (average age 49). The reliability
of OAB-q and OABSS were low to moderate (OAB-q=
0.399, OABSS=0.455). There were statistically significant
improvement between visit 1 and 2 for OAB-q and OABSS
after treatment with solifenacine (p<0.001).
Conclusions:
The OAB-q and OABSS demonstrated good reliability to
evaluate the bothersome symptoms for patients with OAB.
These patients had great improvement after treatment with
solifenacine.

442
EFFECTIVENESS OF UTEROSACRAL BLOCK
IN CHRONIC PELVIC PAIN: PRELIMINARY DATA.
R. M. IZQUIERDA, F. NOHALES, J. PALLARES, A.
SANROMA, A. PERALES;
Hosp. Universitario La Fe, Valencia, Spain.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
Chronic pelvic pain is a common process in women with a
multifactorial etiology. It significantly alters the quality of
life and is responsible for many sick leaves. In the absence
of objective pathology, like endometriosis, trigger points in
uterosacral ligaments can indicate the utility of blocking
them for treatment. The objective of our study is to assess
the effectiveness of the bilaterally blockade of uterosacral
ligaments as analgesic treatment in patients with chronic
pelvic pain.
Background:
The international Continence Society (ICS) defined the pelvic
pain syndrome as the occurrence of persistent or recurrent
episodic pelvic pain associated with symptoms suggestive of
lower urinary tract, sexual, bowel or gynaecological dysfunc-
tion without no proven infection or other obvious pathology.
The uterosacral ligaments have been recently described as
‘complex ligaments’ formed by connective tissue and neural
and vascular elements. Through studies in cadavers, it has
been show histologically that they are composed of connec-
tive tissue, nerve fibers, sympathetic nodules, vessels and
adipose tissue. These studies also demonstrate the possibility
of injury of neurovascular structures. That could explain the
pelvic pain after uterosacral suspension. The laparoscopic
uterosacral nerve ablation and the presacral neurectomy have
not shown to improve symptomatology in pelvic pain
syndrome. Nerve blocks of the sympathetic chains for the
chronic pelvic pain are accepted when other treatments failed.
The superior plexus hypogastric block has also been use for
pelvic pain. Ganglion impar block would control the pain of

perineum, more distal area of the rectum, anus, distal urethra,
vagina and vulva. The sacral neuromodulation has not been
sufficiently studied. However, when urinay symptomatology
and pelvic pain coexist, the improvement with this technique
in observational studies range between 40 and 60%.
Methods:
A total of 15 women were diagnosed of chronic pelvic pain
between January 2009 and Juny 2010. None of them had
gynecological or urological pathology. Data on personal
hystory, exploration and additional scans (cervicovaginal
cytology, gynecological ultrasound examination, blood and
urine tests, MRI and diagnostic laparoscopy) were
recorded. Anxiety and depression were assessed using the
HAD scale (7 items to evaluate anxiety and other 7 items
for depression) and pain with the VAS (Visual Analogue
Scale) scale. Quality of life was assessed subjectively.
Bilateral uterosacral blocks vaginally with local anesthetic
and steroid were performed. Fifteen days and 1 month after
the first blocks, the infiltrations were repeated.
Results:
Mean pain score before treatment with the VAS scale was
8,1 (6–9) and after the infiltrations it decreased to 1,7 (0–6)
(Wilcoxon Signed Rank Test 0,000) Also the HAD scale
decreased significantly (p<0,001). The satisfaction of all
the patients was excellent or good. There were no adverse
reactions.
Conclusions:
The high prevalence of urogynecological disorders associ-
ated with pelvic pain syndrome force us to evaluate these
problems from a global vision. Uterosacral blocking and
paracervical anesthesia had been used historically for the
control of acute pain in gynecological and obstetric surgery.
Petros infiltrated each posterior vaginal fornix with 2 cm3

of xylocaine 2% of ten patients diagnosticated of vulvody-
nia. In 8 patients pain disappeared completely, in the other
2, the improvement was only unilateral. In our study,
periodic infiltrations would allow to control pelvic symp-
tomatology of long evolution. The most plausible hypoth-
esis would be that these ligaments are composed of
numerous nerve fibers and sympathetic ganglia. Prolonged
and continuous stretch would be the pathophysiologic basis
of their damage. In our study, 9 patients (60%) were also
treated with antineuropatic treatment: 6 cases with prega-
balin, 2 with gabapentin and 2 with amitriptyline. The use
of anticonvulsants in the management of chronic genitouri-
nary pain, has little evidence but may be considered for a
possible neuropathic pain or in cases of central sensitization
and are recommended in the European Association of
Urology guide with a recommendation level A. With this
treatment, a rapid improvement is obtained, usually within
15 days of the second infiltration, and has remained up to
12 months. Because of the advantages and ease of this
technique, as well as its low risk, we can encouraged to its
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application. Although our number of cases is limited, given
the recent histological studies of uterosacral ligaments, we
can recommend the uterosacral block, when trigger points
without an organic cause are identified.
References (optional):
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VAGINAL AND LAPAROSCOIC MESH SURGERY
COULD IMPROVE QUALITY OF LIFE
V. I. KRASNOPOLSKY, A. A. POPOV, T. N.
MANANNIKOVA, B. A. SLOBODYANYUK, I. V.
KRASNOPOLSKAYA, M. R. RAMAZANOV, A. A.
FEDOROV, K. N. ABRAMYAN, E. N. GOLOVINA, N.
A. KOLESNIK;
Moscow Regional Res. Inst. of Ob/Gyn, Moscow, Russian
Federation.

Consent Obtained from Patients: No
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
Background:
Pelvic organ prolapse (POP) is one the most frequent cause
of pelvic floor dysfunctions and this could significantly
reduce quality of life (QoL).
Methods:
In this study we assessed anatomical and functional
outcome of repairs of severe forms of POP using all
variants of PROLIFT system (ant, post, total). All oper-
ations performed a standardized technique in one center by
senior surgeon. All data regarding preoperative hospital
stay and follow-up were recorded in standard protocol
Results:
From June 2005, 115 symptomatic patients with POP II-IV
were operated. Prolift anterior (47), posterior (24), total
(27), anterior and posterior (17) in case of preservation of
the uterus were used for this purpose. Mean age was 62.3
(37–86). We use standard examination, POP-Q mesure-
ments, vaginal and perineal ultrasonography, anorectal
manometry, electromyography of EAS to assess pelvic
floor to all patients. Proctodefecography was done if
necessary. As QoL assessment tools we use PISC-12,
PFDI-20 and PFIQ-7. In case of anal incontinence and
anterior anal sphincter defects we use sphincteroplasty
combined with levatoroplasty (62 [54%]). In case of SUI
including latent SUI we use transobturator sling (TVT-O)
(47[40.8%]). VH performed in 39 (34%) cases. In case of
cervical elongation we perform amputation of cervix in 20
cases (17%). Mean operation time was 83±19 min, hospital
stay - 3 (2–10). Intraoperatively in 5 cases (4.3%)
diagnosed and sutured bladder injury with no consequen-

ces. In 3 cases (2.6%) massive bleeding in excess of 500 ml
from pudendal artery and paraurethral venous plexus,
which requires laparotomy and remove prosthesis for
adequate haemostasis in 1 case. Mean follow-up was 16
(2–37) month. In 7(6%) cases there was exposure of mesh,
treated by excision small part of the mesh with vaginal
suturing. 1 patient (0.8%) has recurrence in Prolift total
group due to incorrect operative technique. In QoL there
are statistically significant decrease score in PISC-12,
PFDI-20 and PFIQ-7 (p>0,05)
Conclusions:
PROLIFT SYSTEM(™) are highly effective in treatment of
severe and recurrent POP, but future randomized compar-
ative trails with long-term results is needed.
References (optional):
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A CASE REPORT,A RAPID OUTCOME
OF VAGINAL CANCER LINKED TO PESSARY USE
H. YOSHIKAWA, M. KOYAMA, H. NISHIZAWA, Y.
BUTUHARA, N. TUJI, S. UEDA, M. UJITA,
E. KUMAKURA, A. SAKAKIBARA, K. TERAKAWA,
T. NAGANO;
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Objective:
To report on the clinical course and management of a rare
case of vaginal cancer linked to long term use of vaginal
pessary.
Background:
Vaginal pessaries are increasingly important tools in the
conservative treatment of pelvic organ prolapse(POP), but
vaginal mucosal damage caused by mechanically the
pessary has might be related to vaginal cancer. Although
it is very rare that vaginal neoplasm develops with long
term use of vaginal pessary, presented here is a rapid
outcome of vaginal cancer probably linked to pessary use.
Methods:
Case report.
Results:
A case is a 80 year-old woman (Gravida 3, Para 2). She had
presented with stage 4 of vaginal prolapse and has inserted
a vaginal ling pessary at her local hospital for 4 years. One
month before admission, the patient was seen at the hospital
when intermittent fevers developed, associated with genital
bleeding. Pessary was removed at outpatient office and she
was administered with antibiotic . Two weeks before
admission, POP, vaginal bleeding and abdominal pain were
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seriously worsened. The patient was admitted to the
hospital for a week. On the day of admission, her family
brought her to the gynecologic department of our hospital.
On examination, the temperature was 37.7°C, and the other
vital signs were normal. Vaginal huge mass and genital
bleeding were observed at the site of pessary insertion.
(image1) The main mass is located in the anterior portion of
the vagina directly attach to the ling pessary. White blood
count (WBC) was 25100/μL, neutrophil was 20430/μL,
and CRP was 4.22 mg/dL. SCC level was elevated (3.4 ng/
ml). Other Tumor markers such as CEA, CA19-9, and
CA125 were normal. Magnetic resonance imaging (MRI)
of the pelvic with the administration of gadolinium
revealed 6.5 cm vaginal invasive tumor with heteroge-
neous enhancement, accompanied by enlargement of left
iliac lymph node. On the second day, emergency
operation (transvaginal hysterectomy and complete col-
pocleisis) was performed. After operation, her symptoms
and inflammation improved. The histology of vaginal
cancer was squamous cell carcinoma. On the 17th day,
she discharged our hospital. Three months later, she was
re-admitted severe lower abdominal pain and fatigue.
Laboratory test showed that WBC was remarkably
elevated up to 45000/μL and SCC was 1.0 ng/ml.
MRI and computed tomography (CT) of the abdomen
and pelvis revealed multiple pelvic lymph nodes
enlargement and liver metastases. She did not receive
additional treatment because of poor general status and
advanced age. Although antibiotic was administered,
WBC level did not improve .The G-CSF level (210 pg/
ml) was extremely high (normal level is within 18.1 pg/
ml) and IL-6 level was 224 pg/ml (normal level is
within 4.0 pg/ml). Her condition was rapidly worsened
and she died 3 weeks later.
Conclusions:
In this case, a vaginal pessary was inserted for a long time
without any clinical management. The vaginal cancer
occurred at the site of mucosa just attached with pessary.
Multiple metastases occurred and patient died within
3 months of initial treatment. The incidence of vaginal
cancer in the Doubs Cancer Registry was reported 1.3/
100,000 and the incidence of vaginal cancer associated to
pessary use was found to be 0.131/100,000. The carcino-
genic pathogenesis of the vaginal pessary is unknown, but
chronic inflammation and local infection might be the main
etiologic factors. pessaries are good conservative tools for
patients who do not desire surgery, or are poor surgical
candidates. Long-term pessary use is a safe and effective
option for patients with POP and stress urinary inconti-
nence(SUI).Typical complications related to pessary use are
vaginal bleeding, extrusion, vaginal discharge, pain, con-
stipation, and new onset of SUI. Severe complications from

pessaries are rare,and occur predominantly as a result of
neglect and loss to follow-up.While POP has become an
increasingly important health care problem in advanced
economies, proper and careful pessary management is
needed.
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LAPAROSCOPY TRANSVESICAL REMOVAL
OF INTRAVESICAL MESH. A CASE REPORT
J. ALVES, A. SETÚBAL, F. FAUSTINO, F. OSÓRIO;
Hosp. da Luz, Lisboa, Portugal.
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Objective:
To describe a laparoscopic transvesical removal of a
intravesical mesh
Background:
During the last few years, surgical approach of stress urinary
incontinence changed significantly, from the gold standard
Burch operation, to retropubic and, more recently, to trans-
obturator slings. The reasons for these changes are related to
better results, less invasive surgery and less complication rate
associated with this type of techniques. The authors report the
clinical case of a female patient with atypical complains due to
a complication of a retropubic sling, with perforation of the
bladder, diagnosed 6 years after surgery.
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Methods:
The well known difficulty associated with the removal of
those slings through a vaginal approach or cistoscopy, and
the authors experience on laparoscopy lead to the decision
of performing a laparoscopy approach to the sling removal.
Results:
The mesh was removed successfully with less than an
overnight stay at the Hospital.
Conclusions:
As far as the authors believe there are no other reports in
the literature on a laparoscopy approach to a sling removal.
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EFFECTIVENESS OF PHYSICAL THERAPY
TREATMENT IN WOMEN WITH URINARY
INCONTINENCE PROVIDED BY A PUBLIC
HEALTH SERVICE IN BRAZIL
A. C. DEDICAÇÃO, P. DRIUSSO;
Federal Univ. of São Carlos, São Paulo, Brazil.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The objective of this study was to analyze the effectiveness
of physical therapy in treating urinary incontinence,
considering the muscular strength of pelvic floor, urinary

frequency, nocturia and continence in women attending at
the Urogynecology Service of Hospital and Maternity
Leonor Mendes de Barros.
Background:
The physical therapy treatment is aimed at restoring
patients’ continence and improving their quality of life.
There are several physiotherapy options for incontinent
patients: kinesiotherapy, biofeedback, vaginal cone and
electropathy (Aslan et al, 2008), such results decrease
urinary loss from 30 to 50% within a twelve-month period.
The proper contraction of the pelvic floor muscles,
especially the levator ani muscle, has been an efficient
way to treat patients with ui and improve their toilet
training (Santos et al, 2009; Peters et al, 2010).
Method:
It were retrospectively assessed 65 records of patients
with diagnosis of urinary incontinence treated between
November 2005 and November 2006. In order to have
their data analyzed, patients were divided into two
groups; group MF, which underwent medical treatment
and physiotherapy, and group M, which had only
medical treatment. In order to compare both groups’
quantitative data, the analysis was performed in statis-
tica software using Mann Whitney’s non-parametric test.
The analysis of association between the quantitative
variables was performed through the chi-square test at
5% (P [[Unsupported Character - &#61603;]] 0.05)
significance level.
Results:
It were observed that 60.6% of patients who underwent
physical therapy treatment and medical treatment had the
urinary incontinence symptoms decreased or completely
cured, while 80% of women belonging to the medical
treatment only-group underwent surgery.
Conclusion:
Thus, we conclude that physical therapy is essential in
treatment protocols of urinary incontinence outpatient
clinics and to prevent surgery.
References:
1)Aslan E, Komurcu N, Beji NK, Yalcin O. Bladder
training and kegel exercises for women with urinary
complaints living in a rest home. Gerontology 2008;54
(4):224–231.
2) Santos PF, Oliveira E, Zanetti MR, Arruda RM, Sartori
M, Castro R, et al. Eletroestimulação funcional do assoalho
pélvico versus terapia com os cones vaginais para o
tratamento de incontinência urinária de esforço. Rev. Bras.
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VAGINAL CUBE PESSARIES AS A CONSERVATIVE
LONG-TERM TREATMENT OPTION FOR PELVIC
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Z. NEMETH, J. OTT;
Saint John of God Hosp., Vienna, Austria.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objectives:
To present a case series of women suffering from pelvic
organ prolapse undergoing treatment with vaginal cibe
pessaries.
Background:
In clinical routine, most women suffering from high-grade
pelvic organ prolapse are counselled to undergo some kind
of surgocal procedure. Literature on long-term outcome of
treatment with vaginal pessaries is scarce.
Methods:
Case series, retrospective chart review. We included 84
women (aged 42–84 years) suffering from pelvic organ
prolapse stage 2–4. All patients chose to use a vaginal
perforated cube pessary (Arabin™ GmbH & Co,
Witten, Germany) on the long-term. Patients were
informed in detail on how to use the vaginal device.
This included an analogy to the use of eyeglasses: Both
the pessaries and the eyeglasses basically are medical
devices to be used autonomously in order to lead to a
relief from illness-related symptoms only if the situa-
tion warrants.
Results:
Seventy-eight patients (92.9%) underwent follow-up for at
least 1 year. Within this observation period, the vaginal
cube pessary had to be switched to a smaller model in 12
women (15.4%). At the 1-year follow-up examination, 62
women (79.5%) chose the vaginal cube pessary as an
ongoing long-term treatment. For these, high levels of
patient satisfaction were found. Sixteen women (20.5%)
requested surgery.
Conclusions:
Our data suggest that vaginal cube pessaries might be a
feasible alternative for surgical procedures i form women
suffering from pelvic organ prolapse. We consider detailed
counselling the major precondition of therapeutical success
with vaginal pessaries.
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A COMPARISON BETWEEN DIFFERENT
EPISIOTOMY TYPES DYRING VAGINAL
DELIVERY
S. DIMITRAKOPOULOS1, S. KOLIANTZAKI 1, A.
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Objective:
To study different episiotomy types and the benefits of an
episiotomy during the second stage of labor.
Background:
Benefits of episiotomy types
Methods:
Participants: 1696 women who vaginaly delivered a live
full term, singleton baby between 2003 and 2008 in our
department (obstetrics & gynaecology clinic of General
hospital of Pyrgos, Greece). Age between 14 and 44. Of the
total of 1696 women included in the study 66 were
primiparous the rest were multiparous. 1485 women
received an episiotomy, 211 did not received an episiotomy
but experience a second, third or fourth degree spontaneous
perineal laceration. The types of episiotomy performed on
women were midline episiotomy, mediolateral, hockey
stick episiotomy (modified median episiotomy) and rare
horizontolateral. The statistic analysis of the results was
done with method SPSS (prices of p<0.05 were considered
as statistically important).
Results:
Midline and hockey stick episiotomy heals easier than
mediolateral and horizontolateral episiotomy.Dyspareunia
was significantly higher in the mediolateral and horizonto-
lateral episiotomy. Midline episiotomy increase the inci-
dence of third-and-fourth-degree lacerations. Rectovaginal
fistulae was significantly more common after a midline
procedure. Hockey stick and median episiotomy were
associated with lower rates of significant hematoma than
mediolateral and horizontolateral episiotomy.
Conclusions:
Midline and hockey stick episiotomy heals easier than
mediolateral and horizontolateral episiotomy.Dyspareunia
was significantly higher in the mediolateral and horizonto-
lateral episiotomy. Midline episiotomy increase the inci-
dence of third-and-fourth-degree lacerations. Rectovaginal
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fistulae was significantly more common after a midline
procedure. Hockey stick and median episiotomy were
associated with lower rates of significant hematoma than
mediolateral and horizontolateral episiotomy.
References (optional):
To study different episiotomy types and the benefits of
an episiotomy during the second stage of labor.Midline
and hockey stick episiotomy heals easier than medio-
lateral and horizontolateral episiotomy.Dyspareunia was
significantly higher in the mediolateral and horizonto-
lateral episiotomy.

449
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J. S. KIM, K. H. NAM;
Soonchunhyang Univ., Bucheon Hosp., Gyeonggi-Do,
Korea, Republic of.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The aim of our study was to compare operative and
postoperative outcomes of laparoscopic sacral colpopexy
(LSC) and posterior intravaginal sling (PIVS) for uterine
prolapse
Background:
Uterine prolapse is a common problem in women with a
lifetime risk of surgical repair of 11.1%. Although these
are not life-threatening conditions, they do cause serious
discomfort and negatively affect women’s quality of life.
Options in the surgical treatment of uterine prolapse
encompass the abdominal and vaginal approaches.
Currently there is no definitive gold standard procedure
to favor a particular route in the treatment of uterine
prolapse.
Methods & Results:
This study was a retrospective analysis. From December
2005 to September 2009, a total of sixteen LSC were
analyzed and compared with 21 PIVS cases. These groups
did not differ significantly in parity, body mass index,
stage, but in age and mean follow-up time(p=0.021). Mean
length of stay was significantly shorter for LSC patients(6.6
versus 8.9 days, p<0.01). The mean(SD) operative time
was significantly shorter for PIVS than LSC, 183.1(45.7)
minutes and 240.6(90.3) minutes respectively(p=0.002).
However, failure at the apex, defined as stage > or = II for

point C, was seen in 14.3% of patients in the PIVS group as
compared with 0% in the LSC group. These three patients
(14.3%) in PIVS group were retreated with pessary. There
were no operative complications between groups. Data
were analyzed using Student’s t-test and the Fisher exact
test.
Conclusions:
As compared to PIVS, laparoscopic sacral colpopexy led to
shorter hospitalization and better long term results.
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SURGICALTREATMENT OF VAGINAL PROLAPSE
WITH MESHES. RESULTS & OUTCOME.
C. F. MARZIK1, M. R. ROSSINI 2, P. DI LEO 1, R.
CASTANO 1;
1Hosp. Aleman, Buenos Aires, Buenos Aires, CABA,
Argentina, 2Clinica del Nino y de la Madre, Mar Del Plata,
PCIA. Buenos Aires, Argentina.
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Objective:
Evaluate long term efficacy and safety of meshes in surgical
treatment of vaginal prolapse.
Background:
Methods:
75 patients with pelvic organ prolapse Stage III (55) and
Stage IV (20) according to POP-Q classification. Multi-
centre retrospective study of patients submitted for correc-
tion of pelvic organ prolapse between 2006–2010. Mean
age was 65 years. Preoperative evaluation included: urine
culture, ultrasound study, urodynamics and pelvic floor
NMR. Patients were operated using a nonresorbable
synthetic mesh (Gynecare Prolift System, Ethicon, Som-
mervilee, NJ, USA). Quality of life was evaluated preop-
eratively and during follow-up using the validated Pelvic
Floor Distress Inventory (PFDI) and Pelvic Floor Impact
Questionnare (PFIQ) self questionnaires. They were seen at
1 and 3 months and then every 6 months. Anterior,
posterior and total repair were done in 24,20 and 31
patients. Associated surgical procedures included: vaginal
hysterectomy, laparoscopic hysterectomy, cervical amputa-
tion, anterior or posterior colporrafy. A midurethral sling
was placed if IOE was present. Relapse was defined as a
Stage II prolapse or more according to POP-Q.
Results:
With a mean follow-up of 18 months the cure rate was
92%. Complications: bladder perforation which was re-
solved in the same operation (2), vaginal cuff hematoma (1)
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and mesh erosion (5). Three of the latter were excided, one
cured spontaneously and the remainder continues because
of chemotherapy treatment. De novo dyspareunia was
present in 4.2%. PFDI ad PFIQ were significantly improved
(p<0.0005).
Conclusions:
The results are encouraging although there is a need of
randomized controlled trials to certify these data.
References (optional):
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THE VALUE OF PRE-OPERATIVE URODYNAMICS
STUDY IN PATIENTS PLANNED
FOR MID-URETHRAL TAPE SURGERY
H. Z. LIN, M. LIM, R. K. NG;
Natl. Univ. of Singapore, Singapore, Singapore.
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Level of Support: Investigator initiated, no external
funding
Work Supported by Industry: No

Objective:
To determine the value of pre-operative multi-channel
filling and voiding cystometry in patients planned for
mid-urethral tape surgeries.
Background:
In our center, we routinely perform multi-channel filling and
voiding cystometry (urodynamics) for all our patients with
symptoms of stress urinary incontinence scheduled for
surgery with the aim to demonstrate urodynamic stress
incontinence and to exclude any underlying detrusor overac-
tivity. NICE guidelines states that the indication of a
urodynamics study prior to surgery is when there is clinical
suspicion of detrusor overactivity or if there has been previous
surgery for stress urinary incontinence, anterior compartment
prolapse or symptoms of voiding dysfunction.
Methods:
33 subjects underwent a mid-urethral tape surgery in our
center from 2009 to 2010. Urodynamics study was performed
in all these patients and studied. We examined the pick up rate
of urodynamic stress incontinence, detrusor overactivity and
mixed incontinence. Urodynamic stress incontinence was
demonstrated by getting the patient to perform 10 moderate
coughs in the erect posture with both feet apart on a pre-
weighed incontinence sheet. This test was performed when
the bladder was at its maximum cystometric capacity. The
amount of urine leakage was quantified.
Results:
28/33 (85%) had documented urodynamic stress inconti-
nence. 2/33 (6%) had detrusor overactivity detected during

the filling phase. This was defined as any detrusor
contraction associated with urgency or urge incontinence
during filling, standing or coughing.
Conclusions:
The practice of an incontinence sheet test prior to surgery
could be used as an objective indicator regarding the
severity of stress incontinence. 28/33 (85%) of our patients
with symptoms of stress incontinence had documented
urodynamic stress incontinence with this test. The preva-
lence of underlying detrusor overactivity in patients
presenting with stress incontinence was 2/33 (6%). Given
the risks of urinary tract infection, invasiveness of study
and cost, it might not be worthwhile doing a urodynamic
study routinely outside of the NICE guideline criteria. A
larger cohort will give us a much clearer picture.
References:
National Institute for Health and Clinical Excellence
Clinical Guidelines, CG40 Urinary Incontinence, 2006.
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USEFULNESS OF URINE DIPSTICK
IN ASYMPTOMATIC PATIENTS USING
PESSARY FOR ADVANCED PROLAPSE
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RADJABI;
St.Joseph Med. Ctr. , Dept. of Ob/Gyn- Div. of Urogyne-
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Objectives:
To assess the usefulness of urine dipstick in asymptomatic
patients wearing a pessary device for advanced prolpase.
Methods:
A retrospective chart review of 68 patients (mean age:
79.68; range: 34–94), wearing a pessary device for
advanced uterovaginal prolapse (stage 3 or 4). Since each
patient is seen at 10–12 week-intervals, a total of 321 visits
were documented and reviewed. The urine dipsticks findings
(Nitrites, Red Blood Cells, and White Blood Cells) were then
compared to urine culture results.
Results:
Positive nitrites have the highest positive predictive value
in any combination of urine dip findings (Table 1.).
Therefore, in asymptomatic patients with pessary, only
those with positive nitrites should be considered for
therapy. Vaginal discharge caused by pessaries tends to
affect the white and red blood cell findings and therefore
have a very low positive predictive value.
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Table 1.

Urine Dip Probability of
Positive Culture

Lower 95%
CI

Upper 95%
CI

WBC- RBC+Nit+ 0.68 0.39 0.99

WBC+RBC=Nit+ 0.64 0.38 0.99

WBC+RBC+Nit+ 0.61 0.37 0.99

WBC+RBC- Nit- 0.19 0.11 0.34

WBC- RBC- Nit- 0.18 0.08 0.41

WBC+RBC+Nit- 0.16 0.10 0.26

WBC- RBC+Nit- 0.08 0.02 0.28

Table 2.

Urine Dip Probability of
Positive Culture

Lower 95%
CI

Upper 95%
CI

Nit+ 0.59 0.35 0.99

Nit+ 0.16 0.11 0.24
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TVT AND TVT-O: COMPARATIVE STUDY
BETWEEN TWO PROCEDURES
FOR THE TREATMENT OF FEMALE
STRESS URINARY INCONTINENCE
M. CASTRO , L . MONTES, C . APARÍCIO ,
A. CATARINO, L. NEGRÃO;
Bissaya Barreto Maternity, Coimbra, Portugal.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To compare the long term outcomes and safety between
two minimally invasive procedures for treatment of female
stress urinary incontinence: TVT (Tension Free Vaginal
Tape) and TVT-O (Tension Free Vaginal Tape - Obturator).
Background:
TVT is the standard minimally invasive procedure used to
treat urinary incontinence. Since it was first described, in
1995, many synthetic suburethral sling techniques have
been introduced trying to be more effective, easy to perform
and with fewer complications. Long term follow up trials
are needed to compare different techniques and show their
effectiveness.
Methods:
Retrospective comparative study between 46 women who
were submitted to TVT, performed according to Ulmsten,
and 100 women submitted to TVT-O, performed according
to de Leval, as isolated procedures, with a 5 year follow up
assessment in our institution. Surgical complications and
outcomes were compared in both groups, using SPSS

(Statistical Package for the Social Sciences) 17.0 for
Windows.
Results:
TVT group had more intraoperative complications than TVT-
O group (9.6% vs 3%; p=0.001), and bladder injury was the
most common (6 cases). Urinary retention was higher in
TVT group, but with no statistical significance. Cure rate at
1 year follow up was 80.4% for TVT and 90.0% for TVT-O
(pNs), at 3 years was 71.7% and 90.0% (pNs) and at 5 years
was 60.9% and 81.0% (p=0.028), respectively. Vaginal tape
erosion occurred in 23.9% of cases of TVT and 3.0% of
TVT-O (p=0,000). The rate of de novo urgency urinary
incontinence was higher in TVT-O group, but without
statistical significance (10.9% vs 20.0%; p=0.174).
Conclusions:
This study suggests that TVT-O is a safer procedure, with
less associated perioperative complications and tape ero-
sions than TVT. Effectiveness was also better in TVT-O
patients group, with higher long-term cure rates than TVT.
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UROGENITAL FISTULAE: RETROSPECTIVE
ANALYSIS OF A COHORT FROM A TERTIARY
SOUTHEASTERN BRAZILIAN HOSPITAL
L. O. BRITO, M. M. SABINO-DE-FREITAS, P. S.
MAGNANI, M. C. CARVALHO, H. L. RODRIGUES;
Faculty of Med. of Ribeirao Preto, Sao Paulo Univ.,
Ribeirao Preto, Brazil.
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Level of Support: Investigator initiated, no external
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Objective:
To study the epidemiological features of post operative
female urogenital fistulae in a tertiary brazilian hospital
Background:
Urogenital fistulae may not be a life-threatening problem,
but surely the women face demoralization, social and
hygienic boycott. World Health Organization (WHO) has
estimated that in the developing nations, nearly 5 million
women annually suffer severe morbidity with obstetric
fistulae being the foremost on the list.
Methods:
Retrospective analysis of 32 cases of urogenital fistulae
operated in Hospital das Clinicas da Faculdade de Medicina
de RIbeirao, Sao Paulo University from 2002 to 2009.
Patient profile, type of surgery, cure rates, and number of
reintervention surgeries were studied.
Results:
We found 32 cases of urogenital fistulae. Most of the
patients were between 36 and 45 years (44%) ; the most
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found fistulae origin was vesicovaginal (66%), followed by
ureterovaginal (25%). Total abdominal hysterectomy (TAH)
was the surgery who had more urogenital fistulae (53.1%)
followed by neovaginoplasty (18.75%); only two cases
were from obstetric origin. Objective cure rate was 60% at
first surgical intervention. All surgeries were performed by
dissection and repair in layers' technique. Thirteen reinter-
vention surgeries were performed.
Conclusions:
Urogenital fistulae continue having a moderate surgical rate
of cure; newer surgical techniques are needed in order to
improve them.
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VAGINAL HYSTERECTOMY IN PATIENTS TAKING
ASPIRIN
T. C. PUN, W. S. MA, T. Y. SETO;
Queen Mary Hosp., Hong Kong, Hong Kong.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To report the experience of performing vaginal hysterecto-
my, pelvic floor repair in patients taking aspirin.
Background:
Antiplatelet therapy is commonly taken, either for primary
or secondary prevention of thrombosis. When prescribed
for primary prevention, there is no evidence that aspirin
withdrawal 7 days prior to surgery is harmful. It was
recommended that aspirin should never be stopped before
surgery when prescribed for secondary prevention. There is
a paucity of data to support the safety of performing vaginal
hysterectomy and pelvic floor repair in patients taking
antiplatelet therapy.1 We can only identify a case report in
which a patient suffered from persistent haemorrhage
controlled by gauze packing. After 48 h, the patient was
returned to the operation theatre and the procedure was
completed.2

Methods:
We report our experience of operating on 2 patients taking
aspirin as antiplatelet therapy for secondary prevention.
Vaginal hysterectomy, pelvic floor repair, cystoscopy were
performed in the traditional manner for genital prolapse.
Results:
The operations were uneventful. The duration of the
operations were 2 h 26 min and 1 h 48 min. Blood loss
were 400 ml and 300 ml. Recovery from the operations was
uneventful.
Conclusions:
It is safe to continue aspirin for patients undergoing vaginal
hysterectomy and pelvic floor repair.

References (optional):
1. Intern Emerg Med (2009) 4:279–288.
2. Int Urogynecol J (2004) 15:59–60.
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PELVIC FLOOR ASSESSMENT IN WOMEN
WITH OAB SYMPTOMS BEFORE
AND AFTER PHYSIOTHERAPIC TREATMENTS
A. C. LIMA, J. BOARETTO, C. MESQUITA, M.
SARTORI, M. GIRÃO;
UNIFESP, São Paulo, Brazil.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To assess and compare the pelvic floor (PF) by digital
examination and perineometry before and after treatment
with intravaginal electrostimulation, transcutaneous poste-
rior tibial nerve stimulation and pelvic floor exercises.
Background:
The study included 45 women with OAB symptoms who
were randomized into three treatment groups (G1=16:
pelvic floor exercises, G2=14: intravaginal electrostimula-
tion and G3=15: transcutaneous posterior tibial nerve
stimulation). Held 12 sessions 2× per week lasting 30 min
each. All women Gave written consent to Participate in the
study, and the local ethical committee approved the study.
Methods:
The evaluation of PF was performed by digital examination
graduated in scale 0–4 and perineometer which measured the
maximum pressure in the muscles of the PF in cmH2O (mean
of 3 contractions). We evaluated the symptom of urge
incontinence by question and answer objectively graded as:
absence of symptoms, a little, more or less and much. These
procedures were performed before and after each treatment.
Results:
We used the paired T test for analysis of vaginal pressure
before and after treatment and found no significance. In the
assessment with digital examination was used Wilcoxon test
and only in G1 (p=0.008) changes were statistically
significant. For the symptom of urge incontinence (Wilcoxon
test) was found significant improvement in all groups.

Table 1: Distribution of the sample of digital examination
analyzing each group after treatment

Grups G1 G2 G3

Improvement 7 1 1

Worsening 0 1 1

Equal 9 12 13

P - value(p<0,05) 0,008 1 1
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Table 2: distribution of sample from each group analyzing
the urge incontinence after treatment.

Grups G1 G2 G3

Improvement 14 9 8

Worsening 0 0 1

Equal 2 5 6

P - value (p<0,05) .001 .005 .014

The digital evaluation is a method widely used to assess
muscle function of the PF, because of its low cost and does not
require equipment, but is needed professional training. We
noticed an improvement in symptoms of urge incontinence in
the three treatment modalities despite the parameters of digital
evaluation methods and perineometry not changed except for
the digital assessment of the group of pelvic floor exercises.
This technique is the only muscle training, it is noteworthy
that use different methods of assessment and that the change
of parameters does not mean an improvement in symptoms of
urge incontinence, since the treatments have different means
of action for the treatment of OAB symptoms. For the effect of
electrical stimulation to occur, some theories derived from
animal studies point to the stimulation of afferent and efferent
pathways, stimulation of the spinal cord plasticity and cortical
bone in order to restore balance in the control of excitatory and
inhibitory in various locations CNS and peripheral1,2.
Contraction of the PF deletes the micturition reflex, suggest-
ing that the pelvic floor exercises could be used to treat the
OAB symptoms, with the objective to obtain a functional
and not a muscular hypertrophy3.
Conclusions:
Concluded that an increasing of the classification of an
assessment (digital or pressure) is not predictive for the
improvement of urge incontinence, because with the patient
underwent pelvic floor exercises can develop the capacity to
adequately manage symptoms by contracting the PF in a
functional way to suppress urgency and reach the toilet in time.
References (optional):
1Chancellor MB, Chartier-Kastler EJ. Principles of sacral nerve
stimulation (SNS) for the treatment of bladder and urethral
sphincter dysfunctions. Neuromodulation 2000;3:16–26.
2Vignes JR, Deloire M, Petry K. Animal Models of Sacral
Neuromodulation for Detrusor Overactivity. Neurourology
and Urodynamics 2009;28:8–12
3Shavik A, Shafik IA. Overactive bladder inhibition in response
to pelvic floor muscle exercises. World J Urol. 2003;20:374–7.
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EVALUATION OF DIFFERENT DISORDERS
AFTER III-IV LEVEL PERINEAL TEAR
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N. SARASA, F. OJEDA;
Hosp. General Granollers, Barcelona, Spain.
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Objective:
To identify how it affects a III-IV level tear in the quality of
life of patients after delivery.
Background:
Delivery consequences can significantly affect quality of
life of patients. When there is a high-level tear, the risk of
developing urinary or fecal incontinence or sexual function
disorders may be higher.
Methods:
We analyze, using different tests, urinary incontinence
(ICIQ-SF), the fecal (scale Waxner-Cleveland) and sexual
function (PISQ 12) in all patients who hadsuffered a III or
IV level tear (n=28, 3 not found) in our Hospital during the
period covering January 2009 to June 2010 (0'66%),
comparing it with a control group that did not had any
injury, paired according to parity.
Results:
Among the patients who suffered tear:
- Primiparous: urinary incontinence 0’3%
fecal incontinence 0’7%
sexual function: 43’8
- Multiparous: urinary incontinence: 0%
fecal incontinence: 0%
sexual function: 46’3
Among the patients who did not suffer tear:
- Primiparous : urinary incontinence 0’2%
fecal incontinence 0%
sexual function: 42
- Multiparous: urinary incontinence 0’2%
fecal incontinence 0%
sexual function: 41
Conclusions:
No significant differences were demonstrated in terms of
fecal and urinary incontinence in patients with or
without injury, regardless parity (p>0.005). Sexual
function is better in patients without previous injury, both
in primiparous and in multiparous (T(53) = 2’31
(p<0’005)).
References (optional):
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INSTRASTROMAL TOTALS ABDOMINAL
HYSTERECTOMY DESIGNED
TO MINIMIZE BLOOD LOSS, PRESERVE
PELVIC SUPPORT SYSTEM, PROTECT
NEURAL PLEXUSES, AND TO PREVENT
CERVICAL CANCER
D. SAMIMI;
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Objective:
The purpose of the study is to evaluate the effect of nerve-
sparing intrastromal abdominal hysterectomy bilateral
salpingo-oopherectomy (ISTAH-BSO) on intraoperative
and postoperative complications
Study Design:
This is a case control and prospective study of 40 female
patients. The study group considered of 20 patients who
underwent ISTAH-BSO from May 2000 to September
2001. The historical control group included 20 patients
who had undergone conventional hysterectomy by the same
surgeon prior to April 2000.
Results:
Postoperative hemoglobin levels were higher in the study
group (blood loss 1.0 g/dL vs 1.4 g/dL control group).
Average hospital stay was significantly shorter in the study
group (2.7 days vs 3.15 days in the control group, p=.028).
No significant complications such as urinary fistula, vaginal
vault prolapse, blood transfusion, or postoperative infec-
tions were identified in the study group.
Conclusions:
The nerve-sparing ISTAH-BSO procedure described in
this study has the potential to reduce length of hospital
stay after abdominal hysterectomy, by reducing blood
loss and postoperative complications. Follow -up obser-
vations suggest that urinary function and sexual satis-
faction are also preserved. Since this research, 135 cases
have been performed with an average of 5 years follow
up. The outcomes of these cases have been reported as
similar.
References (optional):

460
DETECTION OF DISEASES BY ANALYSIS
OF KINEMATIC MRI OF THE PELVIC
SYSTEM MOBILITY
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1Gynecology, CHRU J. de Flandre, Lille, France, 2Ecole
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Objective:
Early noninvasive detection of pathology is highly inter-
esting for prevention. This work aims to detect pathology
with non destructive tools. The proposed Tools aims to

quantify the normal mobility of the pelvic system and to
compare the results to different pathology.
Background:
Nowadays, kinematic MRI is available. It allows to notice
the displacement of organs under stress and to estimate
their intensity. Digital Images Correlation (DIC) [1] has
been used for decades in the field of experimental
mechanics in order to quantify the displacement and related
strain in materials under stress. The use of DIC on
kinematic MRI is an approach which allows to quantify
the displacement and thus to compare pathological dis-
placement to none pathological ones.
Methods:
The DIC consist in comparing two different images and to
find the most suited displacement field to match a picture to
an other one.
Different kinematic MRI:
- On one hand of patients suffering of hyper mobility such
as genital or rectal prolapse or of limitation of mobility such
as deep endometriosis or pelvic cancer
- On the other hand of non pathological women
In both case displacements have been evaluated and are
compared.
Results:
The figure in the sequel shows the quantification of the
displacements in terms of intensity and direction. The
displacements are located on the surface of each organs,
which mobility might be defined separately. DIC of
kinematic MRI of pelvic system: Quantification of the
displacements fields
Conclusions:
The combination of kinematic MRI and DIC analysis
affords to quantify, with non invasive technics, the
displacements of organs. Such tool allows to compare
displacement of pathological and non pathological
women and offers large opportunity of diagnosis in the
future.
References:
[1] MA Suttona, WJ Woltersa, WH Petersa, WF Ransona
and SR McNeilla, Determination of displacements using an
improved digital correlation method, Image and Vision
Computing, Vol. 1, Is. 3, p. 133–139, 1983.
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Objective:
Create a relatively bloodless, nerve sparing support of the
pelvis without hysterectomy. However, massive uterovagi-
nal prolapse us unacceptable to most who experience it.
Methods:
Thirty (30) patients with Grade 4 uterovaginal prolapse
underwent a nerve-sparing procedure wherein the endopel-
vic fascia cardinal uterosacral complex were raised up and
anchored toward the ileopectineal line “ligament and
tendinous sheet”. The uterus was preserved in each case.
Results:
Postoperative pain was minimal and hospitals stay was
significantly shortened. Five years long term follow of this
method did not require re-operation due to failure.
Conclusions:
Quality of life was improved while sparing local nerve
supply and preserving vaginal and uterine functions. A
device, invented by the author, facilitated the performance
of the procedure and ensured correct placement of sutures.
This technique can be mastered by any competent Surgeon
and should become “State-of-the-Art.”
References (optional):
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RETROSPECTIVE REVIEW OF THIRD
AND FOURTH DEGREE PERINEAL TEARS
AND ADHERENCE TO RCOG AND LOCAL
GUIDELINES IN A BUSY DISTRICT
GENERAL HOSPITAL
B. GUHA, Z. FITZGERALD, T. KAY, M. TAYLOR;
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Objective:
To audit the incidence and management of Third and
Fourth degree Perineal Tear as part of rolling audit for
quality of Maternity Sevices
Background:
Perineal damage can have a major adverse impact on
women’s health and mismanagement of perineal trauma is a
source of obstetric litigation. Long-term morbidity associ-
ated with anatomically incorrect approximation of wounds
or unrecognised trauma to the external anal sphincter can
lead to major physical, psychological and social problems.
With increased awareness and training there is an increased
likelihood of consistent, high standard of care and repair of
perineal trauma and detection and repair of anal sphincter
injury. This should contribute to reducing the extent of
morbidity and litigation associated with perineal trauma and
anal sphincter injury.

Method:
This was a retrospective audit of 23% of the total sets of
medical notes. The notes were randomly selected through-
out the year. The notes were reviewed against an audit tool
and the results collated by the Governance Manager, an
O&G SpR and a medical student.
Results:
There were 73 women who sustained a third degree tear in
2010 and 3 who sustained a fourth degree tear. There were
4083 deliveries at the RDEFT in 2010 so this is a 1.86% rate. 13
were women were primigravidae (65%).7 women were multi-
gravida(35%). 2 women had instrumental delivery. 65% of the
repairs were carried out by Registrars and 35% were repaired
by Consultants All women consented to have their tear repaired
- 17 signed a consent form and three gave verbal consent.
Considering all women were sutured in theatre written consent
should have been obtained from all women. All repairs were
performed using PDS & Vicryl rapide. All 20 women received
antibiotics, laxatives and regular analgesia. 18 of the women
(90%) were offered a follow-up Consultant appointment but 2
did not attend and 10 cases (62.5%) had documentation of the
appointment in the postnatal section of their notes. Seven had
no documentation and three have yet to attend their appoint-
ment. There was documented evidence for 9 out 20 women
(45%) that they were given the patient information leaflet
‘Advice about your perineal stitches after a third or fourth
degree tear’. This is an improvement on the 2008 audit where
only 20% had documented evidence None of the 20 cases
reviewed were readmitted due to perineal reasons.
Conclusion:
All of the women were sutured with the recommended
sutures and had analgesia, antibiotics and postnatal follow
up but the suturing proforma, was not completed properly
in 35% which has improved since the 2008 audit where it
was not completed in 50% of the cases reviewed. An all
around improvement of care noticed in management ,
however documentation needs to be improved.
References: 1. Sultan AH. Editorial: Obstetric perineal
injury and anal incontinence. Clin Risk 1999;5:193–6.
2. FernandoRJ, SultanAH,Kettle C, Radley S, Jones P, O’Brien
S. Repair techniques for obstetric anal sphincter injuries: a
randomized controlled trial. Obstet Gynecol 2006;107:1261–8.
3. Royal College of Obstetricians and Gynaecologists.
(2007). The Management of Third- And Fourth-Degree
Perineal Tears, Green-top Guideline No.29. London: RCOG.
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Objective:
To evaluate the cases of sacropexy for vaginal vault
prolapse after histerectomy in the last 10 years in our
institution.
Background:
The incidence of vaginal vault prolapse after histerectomy
that needs surgical correction is 36 in 10.000/year. The risk
increases cumulatively with the years after surgery and
increases significantly in women in which the indication for
hysterectomy was a genital prolapse. The surgical treatment
for the vaginal vault prolapsed is controversial, with some
studies supporting the abdominal sacral colpopexy when
comparing to a vaginal approach (sacral-spinal colpopexy).
Methods:
Retrospective evaluation of women submitted to abdominal
sacropexy for vaginal vault prolapse after hysterectomy in
our institution, on the last 10 years. Data concerning age,
parity, surgical indication and timming of the first surgery,
time until diagnosis of vaginal vault prolapse and data
concerning the sacropexy intervention (graft used, satisfac-
tion, complications, follow-up) were collected.
Results:
In the past 10 years, 8 women were submitted to sacropexy
to treat vaginal vault prolapse after hysterectomy (n=8).
The indication for the vaginal hysterectomy was a complete
urogenital prolapse in all cases (median age of 64 years),
and the median period between the first surgery and the
sacropexy was 4 years and 6 months. All cases had an
abdominal sacropexy with graft material (median age of
68 years). There was no recurrence of vaginal vault
prolapse and most of the women were satisfied with the
surgery and had no complications on a 7 year follow-up.
Conclusions:
In our study we realized that abdominal sacropexy is a rare
surgery, that is mainly done in women who were submitted
to vaginal hysterectomy for complete urogenital prolapse
(in our sample).Still, we had few complications and good
results on a 7 year follow-up, which suggests that this is
still a good surgical solution for vaginal vault prolapse.
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PELVIC ORGAN PROLAPSE AND PREGNANCY
L. FERREIRA, C. OLIVEIRA, V. RIBEIRO, C. CRUZ,
C. SANTOS;
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Objective:
The purpose of this study was to describe the obstetrics
related risks present in women subject to hysterectomy due
to pelvic organ prolapse in our Hospital.
Background:
In most developed countries, pelvic organ prolapse is the third
indication of hysterectomy. Nonetheless there are few studies
of epidemiologic quality, mostly due to unclear clinical
definitions. Even though, data is limited, pelvic organ
prolapsed is associated with age and obstetric conditions such
as vaginal childbirth. There is no consensus if it is pregnancy
itself or parturition that causes pelvic dysfunction. Other
obstetrics related risks as macrossomia, episiotomy, forceps
use or unassisted labour, also remain controversial.
Methods:
Retrospective study of cases submitted to vaginal hysterec-
tomy due to pelvic organ prolapse in the year 2010. The
study focused in the relation between parity, age at first first
birth and the degree of pelvic organ prolapse. Other
variables were considered such as: vaginal versus abdom-
inal delivery, if labour was assisted and maternal compli-
cations after delivery.
Results:
In the year 2010, fourty vaginal hysterectomies were
carried through in our hospital. The average age at the time
of the procedure was 65 years old. In most cases they had
more than one vaginal birth and at the time of their first
birth, the average age was 21 years old. 30% had an
unassisted labour. Further results will be presented later.
Conclusions:
Vaginal delivery has been postulated as the greater
contributor for pelvic organ prolapse. Our data is consisted
with the literature that considers that the route of delivery is
an important risk factor
References (optional):
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A CASE OF RECURRENT VAULT DEHISCENCE
PRESENTING WITH PNEUMATOSIS
INTESTINALIS
I. MALFOUZ1, A. GOODMAN 1, A.
VENKATASUBRAMANIAM 1, A. CRICK 2, C. PHILLIPS 1;
1Basingstoke and North Hampshire Hosp., Basingstoke,
Hampshire, United Kingdom, 2Salisbury NHS Foundation
Trust, Salisbury, United Kingdom.
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Background:
We present a case of an 80-year old woman with a history
of vaginal hysterectomy, 2 anterior repairs and a posterior
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repair presented with a vault dehiscence, abdominal pain,
and “vaginal fullness”. Examination showed no laxity in
either the anterior or posterior compartments with obvious
small bowel obstruction and evisceration through the open
vaginal vault and loops of small bowel clearly visible in the
vagina. This was treated as an emergency by laparotomy,
reduction of the prolapsed small bowel and the vault was
over-sewn. The patient was discharged after 4 days and
made an uneventful recovery. At 6 weeks the vault had
recovered but was paper-thin. Peristalsis of the small bowel
could be seen through the vault. The patient was asymp-
tomatic and in view of her age and frailty it was decided to
manage the patient expectantly and keep under outpatient
observation. 1 year later she was admitted with abdominal
distension and pain but was passing flatus and stool. The
vault appeared paper-thin and the peritoneum could still be
seen overlying the vault intact and there was no bowel in
the vagina. A CT scan showed gas adjacent to the bowel.
The general surgeons were consulted to determine if the gas
was due to bowel perforation. It was felt the findings were
due to a defect in the vault causing gas to seep through into
the peritoneal cavity rather than bowel perforation. She
underwent an exploratory laparotomy with the aim of
closing the vault and performing a synthetic mesh sacro-
colpopexy. At laparotomy a 60–70 cm of small bowel
appeared to have gas trapped below the serosal surface. The
general surgeons were consulted and they diagnosed
“pneumatosis intestinalis”. As the bowel did not appear
ischaemic and was otherwise healthy they advised conser-
vative management. A concomitant sacrocolpopexy was
not possible as the upper third of the vagina was too friable
and the risk of mesh erosion and dehiscence was too great.
The vault was therefore reinforced with a porcine dermal
patch. The patient made an uneventful recovery. Inspection
of the vault 6 weeks later showed the dermal patch had
dissolved and the vault was again paper-thin. In view of the
risk of further laparotomies a colpocliesis was performed.
This dehisced after 3 months and she developed a third
evisceration. She had an emergency reduction of further
small bowel prolapse, and a repair of the vault with prolene
sutures and an omental patch under the general surgeons.
At the time of surgery it was noted that the findings of
pneumatosis intestinalis had resolved and all bowel
appeared healthy. 1 year later she developed the fourth
evisceration and was referred to the plastic surgeons. They
performed a lower midline laparotomy and small bowel
adhesiolysis, delivering the small bowel and previous
omental flap from the pelvis and vaginal vault. The vaginal
vault was then repaired and supported by a right sided
vertical rectus abdominis myocutaneous (VRAM) flap. The
aim of the procedure was to allow the relative tensile
strength of skin, secured to bone to protect the vagina from
the downward pressure / weight of small bowel and protect

from recurrent herniation. All wounds healed without delay
and without 8 week sequelae.
Discussion:
This is an interesting case of recurrent evisceration and
the only case we can find in the literature that presents
with “pneumatosis intestinalis”. Pneumatosis intestinalis
is defined as gas in the bowel wall, is often first
identified on abdominal radiographs or computed to-
mography (CT) scans. It is a radiographic finding and
not a diagnosis, as the aetiology varies from benign
conditions to fulminant gastrointestinal disease. It is
considered an ominous finding in ischemia, especially in
association with portomesenteric venous gas. The dis-
ease is classified as primary or secondary and is seen in
association with other conditions, including chronic
obstructive pulmonary disease, connective tissue disor-
ders, infectious enteritis, celiac disease, amyloidosis and
acquired immunodeficiency syndrome (AIDS). It is also
found in association with organ transplantation, steroid
use, and chemotherapy.
References:
1. Light D, Robinson A, Hennessy C. Pneumatosis
Intestinalis of the Small Bowel; Radiological and Intra-
operative findings. JSCR. 2010 3:3
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CLINCAL RELEVANCE OF OSTEOPOROSIS
IN WOMEN WITH SEVERE PELVIC ORGAN
PROLAPSE
H. ABE1, R. KIMURA 1, W. DOI 1, Y. FUKAYA 1, T.
INAMOTO 2, H. AZUMA 2, Y. KATSUOKA 2, M.
TAKEYAMA 3;
1Shizuoka Saiseikai Gen. Hosp., Shizuoka, Japan, 2Osaka
Med. Coll., Osaka, Japan, 3Senboku Fujii Hosp., Osaka,
Japan.
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Objective:
Incidence of pelvic organ prolapse (POP) and osteoporosis
are both increased in elderly women after menopause. We
evaluated whether there is an association between POP and
osteoporosis. Furthermore, among those patients, we
examined risk factors of osteoporosis.
Patients and Methods:
The patients consisted of 121 females. They underwent
Tension-free vaginal mesh (TVM) operations, who were
at POP-Q (quantification) stage3 or over between 2008
and 2010 in our hospital. Bone mineral density (BMD),
which is available from indirect estimates using X-ray
absorptiometry, was used to evaluate osterporosis. For
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this purpose, we used dual-energy X-ray absorptiometry
(DXA) measurements of lumbar spine and femoral
trochanter. BMD was converted into young adult mean
(YAM) - an established score for Japanese elderly with
osteoporosis. We defined less than 70% of YAM as
osteoporosis, 70% through 80% or less as osteopenia,
others as normal in accordance with guideline of the
Japanese Society for Bone and Mineral Research
(JSBMR). We evaluated age, height, weight, BMI (Body
Mass Index), duration of illness, parity, history of
hypertension, hyperlipidemia, diabetes mellitus and
osteoporosis between two groups consisting of group
A who suffering from osteoporosis and group B with
normal YAM by logistic regression statistical analysis.
Results:
Of 121 POP patients, 45.5% (55/121) were osteoporosis
and 19.8% (24/121) were osteopenia. Among the
patients aged 70 years or over, 61.0% (36/59) were
estimated as osteoporosis, 20.3% (12/59) as osteopenia.
Hence, 81.3% of elderly were virtually deemed as in
need of treatment. Multivariate logistic regression
statistical analysis confirmed that higher age (p=
0.0006), smaller parity (p=0.0186) and non-hyperlipid-
emia status (p=0.0018) were prone to be osteoporosis for
the patients with severe POP (TABLE). Conclusions: We
conclude that patients with severe POP were associated
with osteoporosis. At this point, concise mechanisms,
along with clinical impact of osteoporosis in POP patients
remains unclear. We speculate that decreased estrogen
influence bone and pelvic organ suspension in postmen-
opausal women.

variable YAM<70 YAM≧80 YAM<70 YAM≧80

55(56.7%) 42(43.3%) 55(56.7%) 42(43.3%)

Univariate multivariate

Variable Exp p Exp p

Age 0.904 0.0004a 0.8884 0.0006a

Height 1.100 0.0150a 1.399 0.4622

Weight 1.091 0.0057a 0.636 0.4842

BMI 1.119 0.0978 3.419 0.4120

Parity 1.513 0.1353 2.467 0.0186a

POP-Q 1.265 0.5833 5.794 0.0206a

Duration 0.995 0.2268 0.995 0.3426

Hysterectomy 1.022 0.9682 1.383 0.6735

Spinal disorder 0.423 0.4631 0.152 0.2169

History of
hyperthyroidism

2.700 0.4240 4.588 0.3064

History of
hypothyroidism

1.317 0.8472 7.329 0.2409 YAM<
70vsYAM≧
80Diabetes

mellitus
2.727 0.0951 0.801 0.8170

Hyperlipidemia 3.231 0.0081a 11.802 0.0018a

hypertension 1.391 0.4231 1.307 0.6917

History of
osteoporosis

0.346 0.1262 0.440 0.4069

Data are available for 92 participants.
a Statistical significance Because of rounding off to the
second decimal place, the exact P values for variables may
seem inflated.
BMI,body mass index;POP-Q,pelvic organ prolapse-quan-
tification
TABLE. Multivariate logistic regression analysis of the
associations between osteoporosis and normal
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POSTERIOR VAGINAL RECONSTRUCTION
WITH BILATERAL VAGINAL UTEROSACRAL
COLPOPEXY - THREE YEARS REVIEW
V. CUNHA1, C. GAMEIRO 2, A. TEIXEIRA 2, Á.
VIEIRA 2, V. GONÇALVES 2, H. RETTO 2;
1Maternidade Dr.Alfredo da Costa, Lisbon, Portugal,
2Hosp. Garcia d'Orta, Almada, Portugal.
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Objective:
To review and evaluate the outcome of bilateral vaginal
uterosacral colpopexy technique in our department during
3 years.
Background:
Pelvic-organ-prolapse repair represents unique challenge to
the surgeon. Success rate of some traditional techniques
have been far from ideal due to many factors. Much
investigation has been made in improving these repairs but
some data-analysis needs to be done to review the results
and determine the best approach to the defect and the
patient. The bilateral vaginal uterosacral colpopexy first
described by Carl Zimmerman has been a good alternative
to the posterior defects.
Methods:
We’ve conducted a retrospective analysis of all patients
with posterior vaginal defect who were submitted to
bilateral uterosacral colpopexy in our institution between
2008 and 2010 (n=16). We performed a statistic analysis on
some demographic data, obstetric history, risk factors, co-
morbidities, degree of defect, and follow up visits (3, 6 and
12 months).
Results:
We identified 16 women with a posterior prolapse submit-
ted to this surgery in this period. They were all Caucasians
and the mean age (range) was 59.625 (43–72) years. The
median parity was 2 (1–3) and most of the deliveries were
spontaneous vaginal (only one woman had had a forceps).
The average birth weight of the heaviest infant was
3685.7 g. Thirteen women (81.25%) were postmenopausal
and 3 had taken hormone replacement therapy. Six women
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(37.5%) presented with obvious risk factors such as obesity
or pulmonary disease and six had other medical diseases.
We adopted the four-degree classification to evaluate
prolapse severity and the median degree was 2.72 (2–4).
Seven women (43.75%) also had another defect and/or
incontinence and were submitted to another pelvic correc-
tion during the surgery. Post-operatively, almost all women
had no posterior defects on the follow-up visits (3 missed
and one presented with a first-degree rectocele 1 year after).
There were no complications.
Conclusions:
According to our analysis this technique has confirmed the
literature data: it is a safe and effective one, and a good
alternative to a mesh repair. However, attention should be
drawn to the small sample size, lack of a comparison or
control group and short-term follow-up. Even so, the
authors wanted to evaluate the outcome of a technique
recently initiated at our department.
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THE USE OF ANTIADHESIVE MATERIAL
IN GYNECOLOGICAL SURGICAL PROCEDURES
AS A PREVENTIVE MEASURE FOR PERITONEAL
POSTOPERATIVE ADHESIONS.
S. DIMITRAKOPOULOS1, S. KOLIANTZAKI 2, A.
SALTAMAVROS 2 , A . S ID IROPOULOU 1 ,
E. PAPAGEORGIOU 1, N. OIKONOMOPOULOS 1,
N. SIDIROPOULOS 1;
1Gen. Hosp. of Pyrgos, Pyrgos, Greece, 2Gen. Hosp. of
Pyrgos, Obstetric-Gynecology Dept., Pyrgos, Greece.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, partial funding
Work Supported by Industry: No

Objective:
The purpose of this study was to evaluate the use of
absorbant anti adhesive material produced by regulated
oxidized regenerated cellulose in gynecological surgical
procedures as a way to avoid postrsurgical intraperitoneal
adhesions.
Background:
Avoid postrsurgical intraperitoneal adhesions.
Methods:
This study concerns 52 women 42–81 years old, implicated
in gynelocological surgical procedures. In those procedures
we used absorbant anti adhesive material produced by
regulated oxidized regenerated cellulose which was stabi-
lized for topical use. According to reference 60–90% of
patients develop postsurgical intraperitoneal adhesions for
various abdominal diseases. Postsurgical intraperitoneal
adhesions is the major cause of intestinal occlusion and it
is the 30–41% of all the surgical procedures that demand a

new surgery for removing adhesions. Although 65–75% of
all cases they cause small bowel occlusion, adhesions
appear to cause chronic pelvic pain and female infertility.
Other factors that play a role in adhesion formation are,
mechanical wound of tissues, infection or inflammation,
blood clot, ischemia, non absorbable stitches, rubber
gloves, dry pads and the use of diathermy. Excellent
surgical technique is required to prevent postsurgical
intraperitoneal adhesions and also important is the mechan-
ical separation of peritoneal surfaces through antiadhesive
material. This material is easy to use and is placed at the
end of every procedure that is performed in the abdomen or
pelvic.
Results:
There was a dramatic reduction by 50% and 96% in first
appearance and reappearance of postrsurgical intraperitone-
al adhesions. Clinical studies show improvement in the
severity 38% and extension 33% of surgical adhesions (first
and reappeared). Possible complications of the use of this
material are acute infection or inflammation (the use for the
first time surgical transplantation materials can cause
transient mild inflammation), allergic reaction. The results
of the use of absorbant anti adhesive material are
statistically important.
Conclusions:
The clinical importance of the use of absorbant anti
adhesive material in the prevention of postsurgical intra-
peritoneal adhesions is statistically.
References (optional):
Evaluate the use of absorbant anti adhesive material
produced by regulated oxidized regenerated cellulose in
gynecological surgical procedures as a way to avoid
postrsurgical intraperitoneal adhesions.
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TREATMENT OF POST-HYSTERECTOMY
VAGINAL VAULT PROLAPSE
WITH A POLYPROPYLENE MESH
R. ARGIROVIC;
Inst. of obstetric and gynecology, Belgrade, Serbia.
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Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The objective of this study was to report anatomical and
functional outcomes of trocar-guided tension-free vaginal
mesh (Prolift) repair for post-hysterectomy vaginal vault
prolapse.
Background:
The standard vaginal repair for pelvic organ prolapse has a
recognised recurrence rate and the use of synthetic mesh as
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an alternative to standard repair has an associated compli-
cation rate associated with the mesh. Today, the meshes are
widely used, especially for secundary prolaps surgery.
Vaginal vault prolapse is more common in patients who
have undergone surgery for uterovaginal prolapse com-
pared to those operated on for other indications. This
indicates that postoperative vault prolapse is likely to result
from preexisting poor function of supporting structures.
Some women will develop prolapse while others will not
and it is likely that also relates to theniques used to
reinforce the vault at the time of hysterectomy.
Methods:
Retrospective study concerning 37 women who underwent
secundary vaginal vault prolaps surgery.There was used a soft
mesh manufactured by Gynecare, Prolift kit (Ethicon, Somer-
ville, NJ, USA). The surgical technique was the same as the
technique described by French group for Prolift kit system.
Success was defined as POP-Q stage 0-I, and absence of
surgical reintervention for prolapse. To document the functional
results, the patients answered Queensland Pelvic Floor Ques-
tionnaire related to urinary tract symptoms, bowel symptoms,
symptoms of prolapse and sexual function. Aminimum follow-
up of 6 months was required for inclusion in the study.
Result:
From April 2007 to Jun 2010, 37 women underwent
secundary repair of vault prolapse. All the patients had a
stage 3 or stage 4 vaginal vault prolapse. Vaginal hysterecto-
my had been performed on 23 (62%) of patients and
abdominal hysterectomy on 14 (38%) of patients. The median
number of years to vault prolapse repair after vaginal
hysterectomy was 7,8 years (range 1-) and after abdominal
hysterectomy was 12,7 year (range 1-). The median age at
operation was 62,5 years (range 45–85), median parity was
2,1 (range 0–4). An isolated posterior mesh was used in 21
(57%) patients and total mesh in 16 (43%) patients. Mean
follow-up was 18 months (range 6–43 months). All patients
were available for follow-up. Anatomical succes rate was
91,8%. Three patients developed an asymptomatic stage 2
cystocele after total mesh placed in one piece and did not
require repeat surgery.There were no haemoatomas, no
bladder or rectal injury. Subjective cure rate was 83,7%.
Complication included shrinkage of mesh 2 (5,4%) and mesh
exposure 2 (5,4%). Of 18 sexual active women at baseline, 9
(50%) ceased sexual activity for follow-up period; de novo
dispareunia was reported by 8,1%.
Conclusion:
Women undergoing tranasvaginal repair of posthysterec-
tomy vaginal vault prolapse with the Prolift mesh kit
showed significant improvement in anatomic and subjective
measures for follow-up period.
Reference:
1. Jacquetin B, Fatton B, Rosenthal C, Clave H, Debodi-
nance P, Hinoul P et al. Total transvaginal mesh (TVM)

technique for treatment of pelvic organ prolapse: a 3-year
prospect ive fol low-up study. Int Urogynecol J
2010;21:1455–62.
2. Milani AL, Mariella IJ, Withagen J, Vierhout ME Trocar-
gudied total tension-free vaginal mesh repair of post-
hysterectomy vaginal vault prolapse. Int Urogynecol J
2009;20:1203–11.

470
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Objective:
The aim of this study is to determine whether vaginal
surgery has an adverse effect on female sexual function
when compared with the average woman of the same
decade of age and the same cultural influence. Female
sexual function was assessed by the FSFI© test by Rosen.
Material and Methods:
We evaluated sexual function after surgery using the female
sexual function index (FSFI). 141 women (G1) voluntarily
responded: 69 treated for stress urinary incontinence and 72
for pelvic organ prolapse. We compare our results with
those obtained from 1527 women in our population of
Spain (Castilla y León) (G0). The female sexual function
index (FSFI: 1.2–36 points) described by Rosen consists of
6 domains: desire, arousal, lubrication, orgasm, satisfaction
and pain, establishing a cutoff point for diagnosis of sexual
dysfunction of 26.55 points score or any of its domains is
less than 3.6. In our population we found that 38.7% would
have sexual dysfunction. Therefore, we must establish a
new point of female sexual dysfunction in the 25 percentile
of our population FSFI=21.7.

Results:

FSFI

Age 40–49 50–59 60–69 >70 total

Control
Group
(G0)

27.30±6.49 21.10±9.5 18.30±
7.39

13.10±6.9 25.56±8.1

IQ Group
Vaginal
(G1)

19.45±11.7 17.4±10.55 10.75±
9.59

7.73±8.5 14.67±11.00

p= 0,004 0,015 0,000 0,037 0,000
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FSFI 25 percentile

Age 40–49 50–59 60–69 >70 total

Control
Group

24,95 18,8 11,6 5,1 21,7

Vaginal
group

19.45±
11.7

17.4±
10.55

10.75±
9.59

7.73±
8.5

14.67±
11.00

p= DS NDS NDS NDS DS

Conclusion:
After setting a new breakpoint at the 25th percentile, it was
found that after surgery, the only sexual function is affected
in women younger than 50 years. No changes in sexual
desire in women over 70 years of age after surgery. If we
use the new cut 21.7, we can say that there is no sex
difference in the groups after surgery. No changes in sexual
arousal in women over 60 years of age after surgery. If we
use the new cut of P25, we can say that there is no
difference between groups of women under 60 years of age.
And women over 60 years have improved the excitement
after the surgery. There is no change after surgery in orgasm
in women younger than 60 years of age. If we use the new
cut percentile 25, there is an improvement in the quality,
frequency, satisfaction and ability to achieve orgasm in
women over 60 years of age and no worsening after surgery
in women less than 60 years of age. Sexual satisfaction in
the early fifty remains unchanged after vaginal surgery. If
we use the new cut of P25, we can say that there is no
difference between groups of women under 70 years of age.
The surgery does not increase pain during intercourse in
women over 70 years of age. If we use the new court is no
difference between groups of women under 60 years of age
and older in the improvement.
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OUR 5YEARS EXPERIENCE IN TREATING PELVIC
FLOOR PROLAPSE BY USING TRANS VAGINAL
SYNTHETIC MESHES
D. BALAXIS, E. SAMANIDI, T. FILINDRIS, M.
TAKOU, E. IORDANIDOU, T. TARAVANIS;
General Hosp. of Serres Greece, Serres, Greece.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external funding
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Objective:
Our Objective is to present long term results of prolene
mesh placement for the correction of pelvic floor relaxation
and prolapse.
Background:
Many women seek our help to deal with pelvic floor defects
that diminish their quality of life by causing pain or

discomfort, voiding or defecating dysfunction and by
depriving them of a healthy sexual life.
Methods:
Our experience in the last 5 years refers to a total of 80
women suffering from pelvic organ prolapse. Preoperative-
ly we used the POP- Q quantification system for pelvic
organ prolapse to evaluate patients. Postoperative evalua-
tion was based on clinical examination after 1 month, 3,
6 months and annually thereafter.
Results:
Our team placed 43 total prolene meshes, 22 isolated anterior
meshes for cystocele and 15 isolated posterior meshes for
rectocele. In particular, total prolene meshes were used in 31
patients suffering from uterus prolapse (2nd and 3rd degree).
We also had 8 cases of stump prolapse and 4 cases of vault
prolapse following either trans vaginal or abdominal hyster-
ectomy. Mean operative time was 30 min. No intraoperative
complications occurred. Duration of patients hospital stay
rarely exceeded 3 days time. No patients required surgical
intervention during recovery period. Haematomas were
treated conservatively. Mesh erosion occurred in six patients
(7.5%). Postoperatively we had less than 10% of our patients
complaining about pain while sitting, dyspareunia, constipa-
tion and protracted vaginal bleeding. The impact on patients
sexual life was not statistically important. Overall patients
satisfaction was around 90%. Anatomic results were satisfac-
tory in all but five patients (6%).
Conclusions:
The use of prolene mesh in pelvic floor prolapse appears to be
a safe procedure, with no significant peri- and postoperative
complications, with creditable anatomical results and a
remarkable impact on patients everyday quality of life.
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INITIAL EXPERIENCE WITH GYNECARE
PROSIMA PELVIC FLOOR REPAIR SYSTEM
A. MALINOWSKI, G. MACIOLEK-BLEWNIEWSKA,
M. WOJCIECHOWSKI;
Polish Mother's Mem. Hosp. - Res. Inst., Lodz, Poland.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The aim of the study was to present our initial experience in the
pelvic organ prolapse repair with Gynecare Prosima system.
Methods:
Between June and October 2010 we inserted 13 Gynecare
Prosima meshes for pelvic organ prolapse. Patients’ mean
age was 59,1 years (from 51 to 71 years). Mean BMI was
25,8 kg/m2 (+/− 2,1). 4 women with isolated cystocoele had
a Prosima Anterior repair. Remaining 9 patients with uterine
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prolapse (6 patients with POP-Q grade 3 and 3 patients with
POP-Q grade 2 defect) had a Prosima Total™ system inserted.
The mean follow-up has been 5,3 months now.
Results:
In all 13 patients the repair proved successful, with
complete prolapse reduction. There were no significant
intraoperative complications. In the postoperative period
one patient presented with mesh erosion in the anterior
vaginal fornix close to the cervix.
Conclusions:
We find Prosima an interesting therapeutic option for women
with mild to moderate (up to POP-Q III) pelvic organ prolapse.
The system is easily applicable but its long-term efficacy is to
be estimated in further follow-up in more patients.

473
DIFFERENT SITE OF PELVIC ORGAN PROLAPSE
(POP) AS INDICATION FOR SPECIFIC MESH
REPAIR AND DESIGN OF MESHES: ANTERIOR
TRANSOBTURATOR MESH (ATOM), POSTERIOR
ISCHIORECTAL MESH (PIRM) OR POSTERIOR
ISCHIORECTAL TRANSOBTURATOR MESH
(PIRTOM)
M. LUŽNIK;
Gen. Hosp. Slovenj Gradec, Slovenj Gradec, Slovenia.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external funding
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Objective:
To correct pelvic organ static and pelvic floor function with
minimally invasive needle transvaginal intervention.
Background:
Urogynecologycal techniques with use of appropriate
designed mesh implants allow a marked improvement in
pelvic organ static and pelvic floor function.
Methods:
Between April 2006 and December 2010, 270 operative
corrections of female pelvic organ prolapse (POP) and
pelvic floor dysfunction (PFD) with mesh implants have
been performed by the same surgeon (Tab.1). All patients
had preoperative and postoperative physical examination
with POP-Q evaluation. In all 270 cases the preoperative
vaginal status was assessed as stage II, III or IV by the
POP-Q system. The 134 patients with surgical procedure
TVT-O or Monarc as solo intervention indicated by stress
urinary incontinence without POP are not included in this
number. In 98,5% of mesh operations, Gynemesh 10 cm x
15 cm was used. For correction of anterior vaginal prolapse
(frequently associated to uterine prolapse) with ATOM
procedure, Gynemesh was individually trimmed in mesh
with 6 free arms for tension-free trans-obturator application

and tension-free apical collar. IVS (Intravaginal sling) 04
Tunneller (Tyco) needle system was used for trans-
obturator application of 6 arms through 4 dermal incisions
(2 on right and left). Minimal anterior median colpotomy
was made in two separate parts. For correction of posterior
vaginal prolapse with PIRM procedure Gynemesh was
trimmed in mesh with 4 free arms and tension-free collar.
Two ishiorectal long arms for tension-free application
through ishiorectal fossa (right and left) via an infraliga-
mental and not transligamental (sacrospinous ligament)
way, and two short arms for perineal body also on both
sides. IVS 02 Tunneller (Tyco) needle system was used for
tension-free application of 4 arms through 4 or 2 dermal
incisions (2 or 1 on right and left) in PIRM. For correction
of posterior vaginal prolapse associated to uterine prolapse
(and enterocele or apical vaginal vault prolapse) with
PIRTOM procedure Gynemesh was trimmed in mesh with
6 free arms. IVS 04 needle system was used for trans-
obturator application of 2 apical arms through 2 dermal
perivulvar incisions (one right and left). Two ishiorectal
long arms for tension-free application through ishiorectal
fossa - right and left via an infra- and not trans-ligamental
(sacrospinous ligament) route, and two short arms for
perineal body also on both sides. IVS 02 needle system was
used for tension-free application of 4 arms through 4 or 2
dermal incisions (2 or 1 on right and on left). So we have
all together 6 or 4 dermal incisions in PIRTOM.
Results:
All 270 procedures were performed relatively safely. In 10
cases of ATOM we had perforation of bladder, in 5 by
application of anterior needle, in 3 by application of posterior
needle, in one case by blunt dissection and in one case with
pincette when collar was inserted in lateral vesico - vaginal
space. In 2 cases of PIRMwe had perforation of rectum. In all
12 cases correction was performed during the operation, mesh
was kept in place and postoperative course of treatment went
without complications. PIRTOM was introduced in 2010.
Mean hospitalization time for mesh operation was 4–5 days.
Short term results, 2–3 months after the operation, are very
good both for pelvic organ static, and for pelvic function. In all
270 cases the postoperative vaginal status was assessed as
stage 0 by POP-Q. In 19 cases we had small vaginal erosion in
place of upper vaginal incision by ATOM. All erosions were
cured spontaneously after excision of small denudated mesh
part (<1 mm²) without any anesthesia and vaginal sutures.
Conclusions:
New methods and materials allow return of pelvic floor
integrity to physiological condition without hysterectomy
of otherwise healthy uterus or only with amputation of
elongated cervix in state of total uterine prolapse. For
younger women it is often very important to preserve uterus
and normal volume of vagina. Corrections of POP with
mesh procedures and without hysterectomy present a
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minimally invasive surgery with short hospitalization and
reconvalescence. Quality of life markedly improved after
operation because the preoperative problems were elimi-
nated. Our and foreign experiences on these field with mesh
implants give us a promise for long duration of good results
which we also expect for women after needle implanted
mesh in ATOM, PIRM and PIRTOM procedure.

Table 1: The number of different types of procedures
performed for POP correction

Vaginal cuff
prolapse

Without
histerectomy

With
histerectomy

Together

ATOM 15 179 19 213

PIRM 13 9 1 23

PIRTOM 4 4 0 8

ATOM+
PIRM

7 14 5 26

Together 39 206 25 270
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ACUTE URINARY OBSTRUCTION
CAUSED BY FECALITH AFTER OPERATION
FOR CONGENITAL MEGACOLON
J. SUN, Y. BAE, G. KEE, B. KIM, J. GU;
Kwangju Christian Hosp., Gwangju, Korea, Republic of.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
We report a case of a 31 year old female with acute urinary
obstruction caused by fecalith after operation for congenital
megacolon.
Background:
She had suffered from voiding difficulty for 3 days until
she visited our clinic. She also complained of dyspareunia
and lower abdominal discomfort. She had got a operation
for congenital megacolon at the age of five.
Methods:
First time we thought that it was myoma uteri, ovarian
fibroma or uterine anomaly such as septate uterus based on
USG and pelvic MRI. USG showed 98*100*97 mm3 sized
single chambered hyperechoic solid mass on Rt. adnexa
(Fig.1) and MRI showed 7.5x8.3 cm sized non-enhanced
low SI leison at right ovarian fossa(Fig.2). We underwent a
surgery and found out that the mass was from rectum. The
mass was teared during the operation and the fecalith was
exposed. With the help of GS doctor, we removed all
fecalith and closed the rectum primarily.
Results:
She was discharged after 10 days without any complication.

Conclusions:
We thought that the mass was formed from gradual
accumulation of feces in the remained aganglionic segment
of rectum through several decades. We can consider this
kind of condition as a cause of pelvic mass. We report this
rare and interesting case mistaken as an uterine myoma.
References (optional):

475
BENEFIT AND SAFETY OF TVT-O : REVIEW
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Objective:
The aim of our study was to evaluate the benefit and safety
of a transobturator tape inside-out procedure (TVT-O) for
female stress urinary incontinence.
Background:
Colposuspension as the operation of first choice for female
stress urinary incontinence (SUI) was gradually replaced by
the introduction of the tension free vaginal tape (TVT).
Randomized controlled trials showed that TVTappeared to be
as effective as colposuspension but with lesser complications
and faster recovery. The transobturator tape (outside-in and
inside-out) was another type of suspension introduced and
several studies have shown the advantages of avoiding the
retropubic route and a faster recovery of patients. Still, there
are questions concerning its benefit and safety.
Methods:
This was a retrospective cohort study. Women with predomi-
nant stress urinary incontinence who underwent a transobtu-
rator tape procedure (TVT-O) were included (n=188). Therapy
was considered to have failed in women reporting any amount
of urine leakage during stress after 2 and 12 months.
Results:
Intra-operatory complications occurred in less than 1% of
the cases. The most frequent post-operatory complication
was urinary retention. No case of vaginal mesh erosion was
reported. Cure rate at 2 and 12 months was above 90%.
Conclusions:
TVT-O appears to be a safe procedure, with good results in
female stress urinary incontinence. It also allows a fast
recovery of patients, with fewer days in hospital when
compared to other procedures for SUI.
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ENDOFAST RELIANT SYSTEM: OUR
EXPERIENCE IN RECURRENT ANTERIOR
PROLAPSE
A. R. VICENTE, S. BARRETO, J. COSTA, M. J.
BERNARDO, É. FERNANDES;
Dept. Obstetrics&Gynecology, Hosp. Dona Estefânia,
Lisboa, Portugal.

Consent Obtained from Patients: Not Applicable
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The aim of our study is to determine the outcomes of
transvaginal Endofast Reliant System™ in the treatment of
recurrent anterior prolapse regarding anatomical and func-

tional results, intra and post-operative complications and
patient satisfaction.
Background:
Pelvic organ prolapse (POP) is a major health care problem.
Surgery is the only efficient treatment for POP, but about one
third of women need repeat surgery. The high rate of recurrence
encouraged the use of meshes. The Endofast Reliant System™
is a minimally invasive system used for repair POP, using a
single incision. This is performed transvaginally without blind
trocar passage and no percutaneus incisions and, consequently,
less trauma and damage to adjacent organs.
Methods:
We have started a prospective study to evaluate surgery
efficacy and women satisfaction after application of Endofast
Reliant System™ in women with recurrent anterior prolapse.
So far we have enrolled five women. Data include pre and
post-operative evaluation POP-Q, pelvic floor ultrasound,
functional symptoms, intra and post-operative complications
and patients’ satisfaction. Patients have a scheduled follow-up
at 6 weeks, 6 months, 12 months and once a year after that.
Results:
Mean age was 61 years [51–76 y]. All women were
multiparous, 4 of them with ≥2 vaginal deliveries. All
women had one or two previous anterior colporraphy. In 4
women sonography showed unilateral or bilateral avulsion
of the levator ani.

Patient Age Additional
procedures

Ba (POP-Q)

Pre-operative 6 weeks
Follow up

6 month
Follow up

1 57 Sacrospinous
suspension

+2 <−1

2 67 Posterior
colporraphy

+2 <−1 0

3 64 +2 <−1 - 0.5

4 51 Sacrospinous
suspension

+1 −1 - 1

5 76 +5 0

Table 1 - Summary of procedures performed in addition to
Endofast and POP-Q evaluation before the surgery and
during the follow-up.
We had no intraoperative complications. Mean surgery time
for mesh application was 40 min [mean total surgery time
was 70 min). All women were discharged the day after
surgery, with no complains including pain. One woman had
transitory urge incontinence with spontaneous resolution.
Patient satisfaction was high.
Conclusions:
Mesh reinforcement for prolapse repair using the Endofast
Reliant System™ appears to be a safe method. Considering
the poor prognosis of the women selected for this
technique, results in improvement of pelvic floor symptoms
and anatomical results are encouraging.
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EVALUATION OF PHYSICAL THERAPY
IN URINARY INCONTINENCE
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Objective:
Evaluate the efficacy of physical therapy in women with
urinary incontinence.
Background:
Urinary incontinence is defined as the involuntary loss of
urine that represents a hygienic or social problem to the
individual. Physical therapy treatment for women with urinary
incontinence consists of pelvic floor re-education, with or
without biofeedback, and/or behavior modification.
Methods:
Retrospective study including 84 women with urinary
incontinence that had physical therapy from January 2009
to June 2010 in our institution. Parameters analysed: age,
parity, body mass index, menopause state, gynaecological
and obstetrics history, type of urinary incontinence, type of
treatment, number of treatment sessions and follow-up.
Results:
84 women have been submitted to rehabilitation treatment.
Women’s age ranged from 38 to 75 years old, with a mean
age of 52,6 years. 59.7% had complaints of stress
incontinence and 38.7% had mixed incontinence. The
median symptom duration was 10 years. Urodynamic
studies were employed in 41.5%. Physical therapy con-
sisted in electrostimulation, biofeedback and manual pelvic
floor muscle strengthment, adapting the program individu-
ally. In average, 21.6 sessions were needed. At the end of
the treatment, 50.8% of them had no urine leakage, 21.3%
had her symptoms improved and 19.7% maintained the
same complaints. The treatment abandon rate was 8.2%.
Additional surgical treatment was needed in 15.4% of
patients.
Conclusion:
Physical therapy is a reliable and important option in
women with urinary incontinence.
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LAPAROSCOPIC REPAIR OF VESICO-VAGINAL
FISTULAE, A CASE REPORT
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Objective:
Laparoscopic repair of supratrigonal vesicovaginal fistula
(VVF) is less morbid and equally effective compared to
open repair. We have done to explore the potential role of
laparoscopic surgery in this field.
Case report:
A 27 year old women underwent delivery with Sectio
Caesarea indicated for fetal disproportion in another
hospital. A bladder injury was not occurred during the
intervention. Post operative the patient developed a VVF,
demonstrated clinically, with intravenous pyelogram, eho-
sonographycally and precise location with cystoscopy a
fistula revealed posterior and superior to the trigone, with
diameter around 15 mm and exclude associated ureteric
injury. We were offered a laparoscopic approach, she was
consulted other urologist and urogynecologists, and chose
the laparoscopic approach. She was told of our experience
with laparoscopy, the possibility of conversion to laparot-
omy, the experimental nature of the procedure, and the
advantages and disadvantages of both procedures. The
patient was aware that, to our knowledge, this would be the
first attempt to manage this type of fistula laparoscopically
in our country. We followed as closely as possible the
principles for fistula repair: 1) suitable equipment and
lighting, 2) adequate exposure during the operation, 3)
excision of fibrous tissue from the edges of the fistula, 4)
approximation of edges without tension, 5) use of suitable
suture material , 6) efficient postoperative bladder drainage,
but without suturing the vaginal defect, without ureteric
catheterization to help identify and protect the ureters
during surgical dissection and without covering with
omental flap. The patient was given general anaesthesia
and placed in the lithotomy position. Urethral 22 Fr. Foley
catheter was placed and gentle traction was applied on the
catheter to mechanically block the bladder neck and prevent
leakage of air through the urethra. The laparoscope was
introduced and three 5-mm secondary ports were created.
Adhesions were lysed in the pelvis, and uterus and bladder
were identified. The peritoneum between the bladder and
vagina was incised with cautery. Using laparoscopic
scissors and gentle counter-traction, a plane was developed
between the bladder and vagina. Flaps of bladder wall were
dissected free from the vagina, until the fistula was
separated completely from the vagina and cervix, and
adequate bladder margins exposed on all sides of the
fistula. The bladder wall was incised at the site of the fistula
to ensure complete excision of the fistula tract and to
adequately mobilize the posterior bladder wall from the
anterior vaginal wall. The bladder was closed longitudinally
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in a water-tight fashion, in a single layer, using 3/0 vicryl
continuous sutures. The operative duration was 120 min.
There were no other complications during surgery and no
required a blood transfusion. A 16 F urethral Foley catheter
was left in place. We do not place a suprapubic catheter
after surgery for bladder drainage. Patient was given anti-
cholinegic agents to prevent bladder spasm and diclofenac
sodium to manage pain. The patients was discharged with
Foley catheter on day 3 and the urethral catheter was removed
after 2 weeks, the fistula was cured and patient was
asymptomatic, continent during follow up to 16 months.
Conclusions:
Laparoscopic transperitoneal extravesical repair of VVF is a
safe and effective minimally invasive procedure for treatment
of supratrigonal VVF. The technique is a good alternative to
open surgical abdominal repair, offer patients a shorter
hospital stay, quicker convalescence, with a significant lower
morbidity, equal efficacy and better cosmesis. However, is
requires good laparoscopic skills and good training programs.
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THE SEXUALITY OF TWO SEXES
FROM THE SEER TEIRESIAS TO HIPPOCRATES
S. DIMITRAKOPOULOS, S. DIMITRAKOPOULOS, A.
ANDRIOTIS, S. KOLIANTZAKI, K. SORRAS, A.
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Objective:
The study of question, in the passing of time, about who is
been delighted more in sex, man or woman.
Background:
Greek bibliography.
Methods:
Study of Ancient Greek secretariat and historical sources
from Greek and International bibliography
Results:
The seer Teiresias went for hunting to the Kitheronas. In the
way his attention was extracted by a strange picture, two
snakes, at their sexual intercourse, wrapped harmoniously.
The seer afraid of potential attack of snakes, raised his wooden
stick and he stroke them mortally. Miraculously, he found
himself transformed in woman for 7 years for improper
behavior to the nature. He was again found to pass from the
same part and he was faced with the same picture. But this
time, after the stroke that he gave to the snakes his male nature
came back. The experience of two seces appearred fatal for
Teiresias, when Jupiter and Ira disagreed for who feels bigger

pleasure in love, man or woman. Jupiter insisted that the
female pleasure is bigger and Ira furious supported that the
male is. The seer supported that if the erotic satisfaction has
ten parts, the woman enjoys nine of them and the man one.
Teiresias acerbated Ira and she blinded him. Jupiter did not
have the right to change the action of other god so he gave him
the faculty to forecast the future listening to the voices of
birds, while he gave him life of seven generations! Hippo-
crates without been asked, but thanks to the science, wrote that
woman feels less but longer pleasure while man feels bigger
pleasure but however with smaller duration
Conclusions:
Hippocrates without been asked, but thanks to the science,
wrote that woman feels less but longer pleasure while man
feels bigger pleasure but however with smaller duration.
References (optional):
If now you accuse them that they spoke for quantity you will
have partly right however I think not to make you the question
despite you allege as perceptible that the quality is the most in
pleasure, because I am afraid that with difficulty you will find
an answer better than the one that wrote Hippocrates.
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EMBOLIZATION OF THE ANTERIOR DIVISION
OF THE INTERNAL ILIAC ARTERY AS FIRST
LINE TREATMENT FOR A CASE OF PELVIC
HEMORRHAGE COMPLICATING SACROSPINOUS
FIXATION
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RANDHAWA;
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Objective:
We present a case of Sacrospinous ligament fixation
performed following anterior and posterior repair for
uterovaginal prolapse complicated by hemorrhage in the
immediate postoperative period. Typically, the bleeding
arises from the anterior-division branches of the internal
iliac artery. In this case it was likely the pudendal artery
which was damaged leading to life threatening hemorrhage
.Unilateral embolization of the bleeding vessel under CT
guidance successfully arrested the hemorrhage and avoided
further morbidities . The embolization averted the patient
from undergoing a difficult laparotomy with a deranged
coagulation profile.Angiographic embolization has become
the standard treatment for life-threatening pelvic hemor-
rhage in obstetric and gynecology patients. With advancing
interventional radiological expertise and techniques, selec-
tive embolization is an attractive, less invasive and more
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economical alternative to invasive surgery for first line
treatment of post operative pelvic haemorrhage.
Background:
Complications encountered after sacrospinous ligament fixa-
tion include bleeding, rectal or bowel injury, ureteric injury
and injury to sciatic or pudendal nerve. In the immediate
postoperative period after sacrospinous ligament fixation,
internal hemorrhage can be encountered. In such patients who
are likely to be elderly with preexisting co-morbidities, a
second laparotomy for controlling intraperitoneal bleed is a
difficult decision to make. With fast depleting blood volume
in spite of adequate resuscitation, coagulopathy sets in early
making the second surgery even more difficult. Moreover,
with the alteration of the anatomical landmarks due to recent
surgery and postoperative bleeding, it is extremely difficult to
identify the exact vessel which has been injured giving rise to
the hematoma, either intraperitoneal or less often retroperito-
neal.The need for alternative measures to control the internal
hemorrhage has made chemoembolization a possible
approach specially for postoperative bleeding(1)
Methods:
Single case report
Result:
Successful management of postoperative bleeding after
Sacrospinous fixation with CT guided Chemoembolization
Conclusion:
Sacrospinous ligament fixation is rarely complicated by life
threatening pelvic hemorrhage (3).Thus it demands high
suspicion index, early confirmation, aggressive resuscitation
and early intervention, which was surgical until recently,
percutaneous catheter embolization is fast becoming a more
suitable option. Selective transarterial embolization represents
an alternative method of treat pelvic hemorrhage. We
managed to save the patient life with embolization of the
concerned vessel within an hour of the diagnosis.
References:
1. Acta Obstet Gynecol Scand 1999; 78: 698–703 Selective
arterial embolization of the uterine arteries in the manage-
ment of intractable post-partum hemorrhage.
2. Uterine artery embolization: An underused method of
controlling pelvic hemorrhage American Journal of Obstet-
rics and Gynecology - Volume 176, Issue 4 (April 1997)
3. Transvaginal repair of vault prolapse: a Review. Obstet
Gynecol 1997;89:466–75.
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Objective:
Vaginal vault prolapse is a common clinical presentation.
Sacrospinous ligament fixation is a safe procedure for vault
prolapse and has a good success rate in selected patients.
Background:
Increasing incidences of vaginal vault prolapse are being
encountered in clinical practice. With increasing life
expectancy and a desire to maintain sexual function
Sacrospinous fixation is a safe and viable option with low
long term complication rate.
Methods:
Retrospective review of 46 case notes was done for Sacrospi-
nous fixation procedures done between January 2008 and
November 2009. 34were for post hysterectomy vault prolapse,
12 for uterine prolapse. All of the cases had sacrospinous
fixation using a Capio device together with other corrective
procedures such as anterior or a posterior colpoperineorrhaphy.
2 Cases had hysterectomy and 10 cases had sacrohysteropexy.
Results:
All cases were seen at 3 months and left with an open
appointment for 12 months to get in touch if there were any
problems. Only 2 cases had a recurrence of vaginal vault
prolapse with an overall failure rate of 4.34% at 3 months
of follow up. There was no damage to surrounding organs
in any of the cases (2% according NICE RCT). Residual
cystocele was detected in 3 cases (6.52%) while it was found
to be 14% in a non randomised comparative study by NIHE.
Recent onset Stress Urinary Incontinence was detected in 2
cases whereas it was 33% according to NICE RCT.
Conclusion:
Sacrospinous ligament fixation is a safe procedure with low
rate of complications and good short term outcome.
References:
1. NICE Interventional procedure Guidance 215.
2. Transvaginal poly propylene mesh versus sacrospinous
ligament fixation for the treatment of Uterine prolapsed: 1-
year follow-up of a randomised controlled Trial Lopes ED,
De Barros Int Urogynecol J Pelvic Floor Dysfunct. 2009
Nov 21
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Objective:
To assess the patient’s views regarding a spectrum of issues
in their preoperative and postoperative care with the aim of
improving patient satisfaction. To optimize the level of
services provided by the Urogynaecology team at the North
Staffordshire University Hospital.
Background:
All the patients that undergo any procedure under the
Urogynaecology team at the University Hospital of
North Staffordshire are sent a Patient Satisfaction
Survey sheet in the first 2 months after their discharge.
This has been designed by the medical team and covers
major areas of the preoperative management and
postoperative care.
Methods:
A retrospective study of 426 survey sheets that were
collected over 2009 and 2010 and were processed with
the use of SPSS Statistical Analysis Software.
Results:
Overall satisfaction rate with the care provided from the
medical team was over 99%. Patients were very positive
regarding other aspects of their care, such as receiving good
counselling (96%), having informed choice (97%), happi-
ness with nursing and other staff (99%) and the hospital
conditions itself. Feedback from patients also pointed at
areas with potential for improvement in the services
provided.
Conclusions:
The study was followed by the implementation of minor
changes in the preoperative counselling and the information
packages provided and the introduction of an Aftercare
Package for postoperative patients and an Aftercare Atlas
for the nursing staff.
References (optional):
Fitzpatrick, R. Surveys of patient satisfaction: II–Designing
a questionnaire and conducting a survey. BMJ. 1991 May
11;302(6785):1129–1132.
Bamford, C; Jacoby, A. Development of patient satisfaction
questionnaires: I. Methodological issues. Qual Health Care.
1992 Sep;1(3):153–157.
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Objective:
To describe 2 cases of adenocarcinoma of the vagina, who
presented initially with an insidious onset of voiding
disorder.
Background:
Female voiding dysfunction is poorly understood; it lacks
standard definition and there is no consensus on diagnostic
criteria. In the majority of women who are neurologically
intact, the cause is idiopathic.
The International Continence Society (ICS) states that
“normal voiding is achieved by a voluntarily initiated
continuous detrusor contraction that leads to complete
bladder emptying within a normal time span and in the
absence of obstruction [1]”. Objective evidence of voiding
dysfunction is based on maximal flow rate <15 ml/s or
residual urine >150mls [2]. Vaginal cancer often does
not cause early symptoms and may be found during a
routine pap test. When symptoms occur, they may
usually be presented with bleeding or discharge , pain
during sexual intercourse, pain in the pelvic area, or a
vaginal lump. A literature review did not find any case
report of vaginal adenocarcinoma presenting with void-
ing disorder initially.
Method:
The clinical histories of 2 patients whose conditions were
diagnosed with vaginal adenocarcinoma of the vagina were
obtained from the medical records.
Results:
Case 1: A 71-year-old Chinese woman with no systemic
illnesses of significance presented with a frequency,
urgency and non-specific urinary incontinence of 1 month
duration. General examination revealed a distended
bladder, and pelvic examination was unremarkable
except for some anterior vaginal wall ulceration. Cervix
appeared normal and Pap smear was negative for
malignancy. Pelvic and renal ultrasound was normal.
Urodynamics showed a stable bladder with voiding
difficulty and residual urine of 1210mls. Initial Colpo-
scopic assessment revealed a small anterior vaginal wall
granulation (fibrous stroma) tissue on biopsy, and this
was treated with local oestrogen cream. Urine microsco-
py did not reveal significant RBCs. She was followed-up
over the next year for chronic retention of urine, and
treated with 3 hourly clean intermittent self-catheter-
isation. She also developed multi-resistant Urinary tract
infection (Pseudomona Aeruginosa and Escherichia
Coli). Cystoscopy and urine cytology were all normal.
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She subsequently presented with per vaginal bleeding
with some anterior vaginal wall tissue tissue passed out.
This was reported as poorly differentiated Adenocarci-
noma of the vagina, grade 3. Further assessment revealed
stage 4 disease with spread to inguinal, iliac and para-
aortic nodes, bone and lung metastasis. She received
radiotherapy and chemotherapy but ultimately died from
the disease 4 months after diagnosis. Case 2: A 79 year
old Chinese woman with a past history of multiple
medical problems of hypertension, diabetes mellitus,
ischaemic heart disease and a previous right nephrectomy
for tuberculosis of the kidney (30 year ago) presented
with urinary frequency, urgency and urge incontinence
for 8 months. She was found to have a distended bladder
on examination with 900mls of residual urine. Pelvic
examination was reported as normal. She was diagnosed
with hypotonic bladder, diabetic nephropathy, renal
impairment and recurrent urinary infections. Cystoscopy
showed a wide neck diverticulum with no other abnor-
malities. She was put on clean intermittent self catherisation
with normalisation of creatinine function.16 months after
initial presentation; she developed vaginal bleeding and was
diagnosed with Stage IV adenosquamous cancer of the
anterior vagina wall invading locally to the cervix and pelvic
side wall and bladder. She was offered radiotherapy but was
unable to complete it due to acute renal failure. She
succumbed to the disease 3 months after diagnosis.
Conclusion:
Common causes of voiding disorder seen at our institution’s
urogynaecology centre include those secondary to uterova-
ginal prolapse, after incontinence/prolapse surgery and
patients after childbirth. In the absence of these obvious
causes, the reason for voiding disorder is often idiopathic.
We need to be mindful and vigilant in excluding other rare
causes of voiding disorder such as these 2 cases of vaginal
cancer.
References:
1) (2002). Neurourology and Urodynamics, 21:119–167
2) (2005). Best Practice and Research Clinical Obstetrics
and Gynaecology, 19(6): 827–828
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Objective:
Background:
Methods:
Results:
Conclusions:
References (optional):
Abstract
Stress Urinary Incontinence (SUI) is defined as the involun-
tary leakage of urine on effort, exertion or coughing without
rise in detrussor pressure.1 It is a distressing condition with
social and economic implications affecting up to one-third of
women older than the age of 18-years, with a median age of
45 years. 2 The tension-free vaginal tape (TVT) has
completely modified the field of surgical treatment of SUI.
The TVT procedure entails a retropubic approach, and
has been associated with a number of operative
complications, mainly bladder and urethral perforations,
haemorrhage and bowel perforations. 5–11 To avoid such
complications, a transobturator approach (TOT) has been
developed.12 The aim of this case series study was to
assess the safety and efficacy of the TOT in treating stress
urinary incontinence (SUI). 120 patients with SUI have
been included in this case study. The follow up was
between 3 and 63 months. Objective, subjective cure rates
of 94.5% have been recorded. The good results are
persistent over a period of 5 years. Intraoperative
complications included 2 bladder and 2 vaginal perforations
which were diagnosed and managed intra-operatively. Mesh
erosion was noted in 1 case , 3 procedure failures and
one de novo detrusor instability(DI) were found during
the follow up period. TOT is a safe and effective
procedure for SUI with low complications.
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TWO CASES OF INTRAVESICAL MESH
AFTER TOT: TOT ALSO NEEDS CYSTOSCOPY
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Objective:
To report two cases of intravesical mesh after TOT.
Background:
Transobturator tape(TOT) is a very effective method to
relieve stress urinary incontinence(SUI). TOT was devel-
oped to prevent bladder perforation by TVT procedures. At
first it was thought as a safe and time-saving technique not
necessary to perform cystoscopy. So we did TOT without
cystoscopy in many patients with SUI.
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Methods:
Results:
Recently we experienced two patients with overactive
bladder symptoms(frequency, urgency, nocturia) and vulvar
or vaginal pain during micturation. These symptoms was
waxed and waned with antimuscarinic agents and pain
killers. Therefore cystoscopy was done at the postoperative
2 year 5 months and 2 year 8 months on each patient. One
patient had a intracystic mesh with calcification through
6–9 o’clock area with entrance and exit points above
bladder neck(Fig. 1) and another patient had a mesh with
stone formation and inflammation change on the 7 o’clock
area above bladder neck (Fig. 2).
Conclusions:
Therefore it is recommendable to have cystoscopy also
during TOT procedures.
Fig. 1. Mesh with calcification identified through 6–9
o’clock area with entrance and exit points above
bladder neck, suggesting perforation at the time of
placement.
Fig. 2. Mesh with stone formation and inflammation change
on the 7 o’clock area above bladder neck.
References (optional):
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AFTER URODYNAMIC TESTING: A CASE REPORT
R. PLATTE, V. MINASSIAN;
Geisinger Med. Ctr., Danville, PA.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
To describe a unique complication of urodynamics testing
in postmenopausal women.
Background:
Urodynamics testing is widely used procedure for evalua-
tion of lower urinary tract symptoms and provides
important information on the storage and micturition
function of the detrusor muscle and urethral sphincter.
Urodynamics is routinely performed in the office and
considered a safe procedure. Common reported complica-
tions include dysuria, hematuria and urinary tract infec-
tions. We report a unique case of strangulated urethral
prolapse following a urodynamics study in a postmeno-
pausal female.
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Methods:
A 74 year old Caucasian woman underwent multi-
channel urodynamics testing as a part of preoperative
evaluation for upcoming reconstructive pelvic surgery.
Complex urethro-cystometry was performed using water
at constant infusion (high filling rate: 80 ml/min)
through a 2-lumen catheter with abdominal pressure
monitoring via rectum and a pessary in the vagina.
Urodynamics demonstrated hypersensitive bladder with
no evidence of urodynamic stress urinary incontinence.
The patient’s voiding mechanism was of detrusor
contraction with adequate urethral relaxation, and a
continuous and unobstructed flow. Three days after the
urodynamic procedure, the patient presented with sud-
den onset of vaginal bleeding which requiring 4–5 pads
a day. She denied urgency, frequency, and dysuria.
Inspection of external genitalia revealed a large 20 mm
by 20 mm beefy-red friable mass protruding from the
external urethral os (Fig.1). No other source of bleeding
was identified. Cystourethroscopy revealed prolapse of
the posterior urethral wall pulling the posterior wall of
the trigone of the urinary bladder. Urodynamics induced
urethral hematoma leading to strangulated urethral
prolapse was suspected. The option of expectant
management versus surgical incision was discussed wit
the patient and she decided to proceed with expectant
management. The patient was started on 0.5 g Estrogen
0.625 mg/g vaginal cream daily and sitz bath. Patient
was followed weekly for the next 3 weeks with gradual
improvement of the urethral prolapse.
Results:
The strangulated urethral prolapse significantly de-
creased in size and became asymptomatic. The patient
subsequently underwent uneventful transvaginal hyster-
ectomy with bilateral salpingo- oophorectomy and high
uteroscaral colposuspension with anterior and posterior
colporrhaphy. On postoperative week 12, the patient had
an insignificant urethral caruncal that was completely
asymptomatic.
Conclusion:
Dysuria, frequency, short-term hematuria and urinary
tract infections are well known complications of
urodynamics testing. The urethral prolapse is a rare
and unique complication of urodynamics studies. In
presented patient, urethral injury caused by urethral
catheterization during urodynamics was the primary
insult that potentially resulted in a defect in the urethral
wall. The iatrogenic bleeding likely separated the two
muscular layers and lead to formation of the hematoma
that by gravity resulted in the urethral prolapse.
Furthermore, swelling and congestion from a space-
occupying hematoma possibly created a purse-string
effect around the external urethral meatus, leading to

near strangulation of the urethral prolapse. The optimal
treatment of urethral prolpase in elderly women is not
well established. Available options range from medical
therapy to simple excision followed by a short period of
urethral catheterization. The effectiveness of medical
treatment is controversial. In our case, we chose
administration of topical estrogen cream as a method
of treatment of urethral prolapse and it was successful.
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URETHRAL DIVERTICULUN DISCOVERED
IN MISDIAGNOSED CYSTOCELE
S. LEE, J. SONG;
The Catholic Univ. of Korea, Seoul, Korea, Republic of.
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Level of Support: Investigator initiated, no external funding
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Objective:
We introduce the case of urethral diverticulum discovered
in misdiagnosed cystocele.
Background:
Vaginal wall cyst are estimated to affect about 0.5%-1%
of women and are classified as embryologic derivative,
ectopic tissue or urologic abnormality (1). Urethral
diverticulum in female can be easily detected by
physical examination but sometimes the diagnosis can
be difficult.
Methods:
A 49-year-old gravida 3 woman visited with symptoms of a
vaginal bearing sensation and recurrent urinary tract
infection. On pelvic examination, the patient had a stage
III anterior vaginal prolapse (Fig. 1). There was no urinary
incontinence in urodynamic finding. We did not perform
any imaging studies because of the diagnosis of cystocele.
For the correction of cystocele, we decided to perform an
anterior vaginal wall reconstruction with monofilament
polyprolene mesh.
Results:
Under general anesthesia, the patient was placed in the
lithotomy position. We inserted Foley catheter into the
urethra to drain urine. However, a small amount of
urine was drained and anterior vaginal herniation was
retained. First a midline incision of the anterior vaginal
wall mucosa was done, the following dissection of the
anterior vaginal wall is performed. Anterior vaginal
cyst than cystocele was suspected, needle aspiration in
cyst-like lesion was performed, and turbid fluid was
aspirated. We regarded as infected anterior vaginal wall
cyst and performed dissection around bladder neck and
periurethral tissue. The cyst was intimately related to
the upper half of urethra and proved to be a urethral
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diverticulum. The urethral diverticulum was excised
and the mucosal and submucosal layers of the urethra
were closed with 3–0 absorbable suture. The specimen
consists of a portion of tan-colored tissue, 7x4x1.5 cm
of diameter (Fig. 2). The patient was on continuous
drainge for 7 days. She had an uneventful postopera-
tive period. Histopathological examination confirmed
urethral diverticulum and chronic inflammation and
ulceration.
Conclusions:
Urethral diverticulum are usually located anteriorly over
the midurethra, and initial work-up of urethral divertic-
ulum includes urethroscopy followed by VCUG and
MR imaging. However, urethral diverticulum located
anterior vaginal wall can be mistaken as cystocele and
imaging study may be overlooked. Urethral diverticulum
located anterior vaginal wall is rare and may mimic
cystocele(2). Careful preoperative investigations should
be undertaken to rule out anterior vaginal wall cyst such
as urethral diverticulum if unusual finding of cystocele
was shown.
References:
1. Eilver KS, Raz S. Benign cystic lesion of the vagina: a
literature review. J Urol 2003 ; 170 : 717–22.
2. Jadhav J, Koukoura O, Joarder R, Edmonds S.
Urethral diverticulum mimicking anterior vaginal wall
prolapse: case report. J Minim Invasive Gynecol 2010 ;
17 : 390–2.
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Objective:
To analyze the results of colposacropexy in vaginal vault
prolapse treatment and to achieve a long lasting support
system without recurrences.
Background:
Study intra and inmediate postoperative aspects of surgical
technique for vaginal vault prolapse treatement.
Methods and material:
A retrospective study was perfomed between May 2001 to
January 2011 , 30 patients with vault or uterine prolapse
were treated surgically by colposacropexy. The main age
was 55 (42–72). Patients with prior histerectomy showed
complex vaginal vault proplapse while those without
histerectomy showed prolapse affecting more than one
compartment.
Results:
The results has been satisfactory in almost all the patients,
which is 29 women. Anterior compartment recurrence was
observed in one patient. The main lenth of hospital stay was
3 days (range 2.5–3.5)
Conclusions:
Colposacropexy is a safe and constantly avolving procedure
with longterm durability.
References (optional):
DELANCEY JO. Anatomic aspects of vaginal eversion
after hysterectomy .Am J Obstet Gynecol 1992.
Tratamiento quirurgico del proplapso de cúpula vaginal
(colposacropexia) Rev Inst Med Su 2007; LXXII(130)

489
COMBINED CONSERVATIVE TREATMENT
FOR POSTPARTAL PELVIC ORGAN PROLAPSE -
A FEASIBLE THERAPEUTICAL ALTERNATIVE
TO SURGICAL PROCEDURES?
Z. NEMETH1, J. OTT 2;
1Saint John of God Hosp., Vienna, Austria, 2Med. Univ.
Vienna, Vienna, Austria.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable

Int Urogynecol J (2011) 22 (Suppl 3):S1769–S2008 S1985



Work Supported by Industry: No

Objectives:
To present a case series of women suffering from
postpartal pelvic organ prolapse undergoing conservative
treatment.
Background:
Evidence suggests that vaginal birth may be a major
causative event in pelvic floor dysfunction. Althoug pelvic
floor insufficiency after delivery has been considered a
separate identity, surgery is the most common therapeutic
regimen for higher-grade genital prolapsed, even for young
women.
Methods:
Case series, retrospective chart review.
Results:
Twenty women (aged 26–42 years) suffering from
postpartal pelvic organ prolapse (n=13 for stage 2, n=7
for stage 3) underwent a conservative combined treatment
regimen including including a cube pessary, pelvic floor
muscle training using vaginal weights, and neuro-stimu-
lation. Detailed results of the follow-up examination
6 months after treatment initiation are provided in Table
1. Nineteen/20 women (95.0%) reported to be satisfied
with the therapy.
Conclusions:
Our data suggest that by use of conservative treatment
strategies only an improvement of the pelvic floor
function in women with postpartal prolapse can be
reached.

Table 1. Anatomic outcome of conservative treatment after
6 months

Severity of pelvic organ prolapse

at treatment initiation 6 months after treatment initiation

Grade 3 (n=7) Grade 3, no improvement (n=1)

Grade 2 (n=0)

Grade 1 (n=3)

Grade 0, complete recovery (n=3)

Grade 2 (n=13) Grade 2, no improvement (n=0)

Grade 1 (n=8)

Grade 0, complete recovery (n=5)
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Objective:
We report a 48 year old female visited clinic due to right
buttock heating sensation and pain. She had buttock abscess
after TVM procedure. She was cured completely without
further infection or recurrence.
Background:
11 months ago, she had got vaginal hysterectomy, both
sacrospinous ligament colpopexy, posterior colporrhaphy
due to myoma uteri and prolapse uteri (POP-Q stage
III). 9 months after that, she had visited clinic due to
vaginal spotting and leukorrhea and we had found some
suture material exposed on the stump of the vagina with
granulation tissue around it. We had cut out the suture
material. But 1 month later, stump prolapse (POP-Q
stage III) had been developed and we had fixed it with
Tension-free vaginal mesh.(Prolift,total®). 20 days after
TVM procedure she visited clinic due to buttock pain
and pus discharge from right posterior TVM procedure
site.
Methods:
We found abscess in the right pararectal space on USG and
pelvic MRI. There was no growing organism of pus. We
tried to remove mesh as much as possible. We could
remove about half of the right wing of the Mesh easily but
it was not that easy to dissect and expose rest of the mesh
due to fibrosis and adhesion. We inserted drain at the end of
operation.
Results:
With the help of antibiotic therapy (IV 2nd Generation
Cephalosporine and Clindamycin and oral metronida-
zole) she was completely cured and discharged in
26 days. She had no complication, lower urinary tract
symptom and stump prolapse during 2 months follow
up.
Conclusion:
This is the first report of trial of TVM procedure for
stump prolapse after sacrospinous ligament colpopexy.
But as a complication, buttock abscess developed. We
tried to remove all stitches and mesh. But in practice,
it's difficult to dissect and remove entire mesh. In our
case we couldn't help but remove just about one third
of the mesh and inserted drain. And we used the
antibiotics. After all, she was cured completely without
recurrence.
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Objective:
Is the study of treatment of rupture of anal sphincter in
vaginal deliveries and its frequency according to the types
of perineotomy.
Background:
Treatment of rupture of anal sphincter in vaginal deliveries.
Methods:
Women 14 until 44 year old that were submitted in vaginal
delivery in the Obstetrical - Gynecological clinic of
Hospital of Pirgos. The types of perineotomy were medium,
mediolateral and lateral.The statistic analysis of the results
was done with method SPSS (prices of p<0.05 were
considered as statistically important).
Results:
In one case is described complete or partial rupture of the
constrictor and its sheath, was done Z suturing with sutures of
slow absorption No2, (PGA, Vicril, Dexon). In two cases is
described rupture of anal sphincter where was done extraction
of the intermediate small department and Z suturing of the anal
sphincter and its sheath with sutures of slow absorption No2,
(PGA, Vicril, Dexon). Were complementarily put additional
sutures and was done suturing of the perineum. In third degree
ruptures followed hydric diet and was administered paraffin. In
medium perineotomy the ruptures of third degree as well as the
ruptures of the anal sphincter were statistically important more
frequent in contrast with mediolateral and lateral perineotomy.
Conclusions:The complete treatment of anal sphincter is
obviously clinical statistically important.
References (optional):
Is the study of treatment of rupture of anal sphincter in
vaginal deliveries and its frequency according to the types
of perineotomy. The complete treatment of anal sphincter is
obviously clinical statistically important.
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Objective:
The aim of this poster is to describe a technique for wound
closure of the puncture incisions lateral to the ischiopubic
ramus used in transobturator prosthetic sling application
techniques.
Background:
The incidence of urinary stress incontinence (USI)
increases with age and is estimated to affect one third of
women over the age of 18, with especially high prevalence
in post-menopausal women. Various surgical techniques for
the correction of USI have been presented since the first
procedure was first described in the beginning of the
century by Van Girodano. In recent years two important
events have brought new insight to the management of USI:
the presentation of the integral theory by Petros and
Ulmsten and the introduction of prosthetic slings in the
correction of SUI.
Methods:
In this technique, after transobturator application and
adjustment of the prosthetic tape, two hemostatic forceps
are applied at the lateral incisional sites thus juxtaposing
wound borders. These are left in place for a median period
of 5–10 min, until completion of anterior wall closure and
are then removed.
Results:
These hemostatic forceps play a local hemostatic role and
permit wound closure with no requirement of suturing at
the site. Furthermore, as no suture is applied, there is no
risk of contacting and trapping the lateral extremities of the
tape during suturing.
Conclusions:
This wound closure technique is a simple, cost effective
and easy technique to apply at this anatomical site in
procedures with transobturator sling application.
References:
Current Opinion in Obstetrics and Gynecology, 2008,
20:331–336; Current Opinion in Obstetrics and Gynecology
2009, 21:342–347; Female Urology 3rd edition, Saunders
Elsevier, 2008.
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Objective:
Evaluate and compare intra-operative and postoperative
data, as well as cure rates, concerning the different surgical
approaches of vaginal vault prolapse at our Unit during the
last 11 years.
Background:
Post-hysterectomy vaginal vault prolapse is a disorder
referring to the downward displacement of the vaginal apex.
According to literature data its incidence is estimated to vary
between 0.5% and 15% and is mainly related to injuries in
vaginal apex support structures. Surgical procedures are
divided into abdominal, laparoscopic and vaginal approaches
and into reconstructive and obliterative procedures.
Methods:
Retrospective study through database consultation of all
patients submitted to vaginal vault prolapsed surgical
treatment in our Unit between July 1999 and June 2010.
Data relative to surgical history, surgical technique,
intra-operative and postoperative complications were
collected.
Results:
During the referred period, it has been performed 53
vaginal vault surgical repairs at our Institution. Medium
age: 68 years. Medium time after hysterectomy: 9 years.
Vaginal approach was selected in the majority of cases
(n=47). Reconstructive surgery was performed in 72.3% of
these cases (n=34); most used procedures were sacrospi-
nous fixation and uterosacral ligament suspension; meshes
were used in 20 cases; posterior intravaginal slingplasty
vault suspension was performed in 8 cases (all before
2005). Obliterative procedure with colpocleisis was chosen
in 13 patients; abdominal sacrocolpopexy in 5 cases;
laparoscopic sacrocolpopexy only in 1 case. 1 case of
major intra-operative complication (rectum perforation)
during sacrospinous fixation. Meshes’ erusion was reported
in 6 cases. There were 13 recurrences of vaginal wall
prolapses: 8 anterior (6 of these with apical prolapses) and
5 posterior. Recurrences were more frequent in patients
submitted to sacrospinous fixation.
Conclusions:
Conclusions are limited due to the reduced number of
cases, conditioning comparisons between each approach
and procedure. Vaginal approach with meshes procedures
has been increasing in recent years and although follow-up
is minor, results seem to be favorable.
References (optional):
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Objective:
To evaluate the use of implant sheets from a porcine source
in the procedure of anteroposterior vaginal suturing in
cystorectocele.
Background:
Implant sheets, SURGISIS™
Methods:
The study group was consisted of 35 aged between 55 and
82, who were subjected to vaginal hysterectomy followed
by anteroposterior vaginal suturing and to which implant
sheets from a porcine source was used. The grafts used
were SURGISIS™ . This product has been sterilized with
ethylene oxide. SURGISIS™ sheets have a microscopically
rough and a smooth side. The functional difference between
the two sides is minimal, but cell culture studies suggest
that epithelial cell growth is moderately favored on the
smooth side. By the use of aseptic technique the SURGI-
SIS™ sheet is placed into the sterile container and 50 ml of
rehydration fluid per sheet is added for 3 min. The graft site
is prepared using the standard surgical technique of
anteroposterior vaginal suturing. Then, the SURGISIS™
sheet is transferred to the site and is sutured into place with
close tissue approximation, avoiding excess tension. Single
layer SURGISIS™ sheets and SURGISIS™ ES (enhanced
strength) sheets are designed to tolerate the mechanical
stresses associated with low-stress and high-stress body
systems, respectively. Note that the product is derived from
a porcine source and should not be used in patients with
known sensitivity to porcine material.
Results:
The suture retention strength of single layer SURGISIS™ is
303+/− 51. The nominal thickness is 0.20 and the burst force
is 23.1+/−1.8. The potential complications are: a) infection, b)
acute or chronic inflammation (initial application of surgical
graft materials may be associated with transient, mild,
localized inflammation), c) allergic reaction. If any of the
above conditions occur, the product should be removed. The
results of using the graft were statistically important. Only 1
patient developed localized acute inflammation.

Conclusions:
The clinical importance of the implant sheets of a porcine
source used in anteroposterior vaginal suturing in women
with cystorectocele was statistically important. The use of
these implant sheets actually improved the results of this
surgical procedure.
References (optional):
To evaluate the use of implant sheets from a porcine source in
the procedure of anteroposterior vaginal suturing in cystor-
ectocele.the SURGISIS™ sheet is transferred to the site and is
sutured into place with close tissue approximation, avoiding
excess tension.The use of these implant sheets actually
improved the results of this surgical procedure.
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Case Report:
A 77 year old healthy woman presented with 1 day acute
urinary retention, 3 days right iliac fossa (placeRIF) pain
and irreducible pelvic organ prolapsed (POP). Examination
revealed abdominal distension, mild placeRIF tenderness.
Vaginal examination revealed grade III uterine and grade II
cystocele. Management involved reduction of the POP
followed by insertion of a ring pressary. An in-dwelling
urinary catheter was inserted; this drained 100 mls of urine
Initial investigation revealed renal impairment with a raised
Creatinine of 167 ìmol/L and Urea of 13.43 mmol/L.
Haemoglobin level 15.3 g/dL, White Blood Cell count
4.4X103 /ml, and a mildly elevated C - reactive protein of
38 mg/L. The woman was admitted to the hospital. A trans-
abdominal ultrasound showed that the bladder was dis-
placed to the left of the midline. On the second day of
admission, she developed worsening of the StreetRIF pain.
The repeated blood tests revealed raising inflammatory
markers (WCC: 18.8x103 / ml, and CRP: 212). Urine test
was normal, and a sample was send for culture. Intravenous
antibiotics were started. On day 4 she developed frank
haematuria. StreetStreetA CT scan showed an abnormal soft
tissue thickening in the inner aspect of the right abdominal
wall and pockets of free gas and fluid in the pelvis. An
urgent flexible cystoscopy showed a large hole in the right
posterior bladder wall. This was confirmed by cystogram.
The diagnosis of spontaneous intra-peritoneal bladder
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rupture was made, and the plan was to continue antibiotics
and bladder drainage and allow for spontaneous healing.
Following clinical improvement and normalisation of blood
investigations she was discharged with an in-dwelling
catheter left on free flow to allow for spontaneous healing.
A repeat cystogram after 3 weeks showed that the bladder
had not healed. The multidisciplinary team meeting decided
upon performing an abdominal hysterectomy and sacrocer-
vicopexy to treat the POP, with concomitant cystorraphy if
the defect was still present. At surgery a rigid cystoscopy
showed a small area of hyperaemia on the right posterior
wall of the bladder, there was no obvious defect. At
laparotomy no bladder defect was seen. A Methylene blue
test showed no extravasation. A sub-total hysterectomy,
bilateral salpengoophrectomy and sacrocervicopexy were
carried out and the patient made an uneventful recovery.
She was discharged home on day 4 with an in-dwelling
catheter for 3 weeks, a follow up cystogram showed no
evidence of a leak.
Discussion:
Risk factors for bladder rupture include blunt trauma, pelvic
malignancies [1], ureterovesical stones, binge alcohol
drinking and iatrogenic [2]. The clinical presentation
includes abdominal pain, urinary ascites, abdominal disten-
sion, oliguria or anuria. Urea and Creatinine are elevated in
almost 100% of patients due to increased peritoneal
absorption [3]. Cystogram is considered the first choice
imaging study with almost 100% diagnostic accuracy. CT
scan may show intra-abdominal free fluid or gas although
this was apparent in this case. Some believe that the
treatment of intraperitoneal bladder rupture is surgical with
bladder debridement and repair. However in this case the
bladder rupture was intraperitonial, which was treated
conservatively with good outcome.
References:
1. Anaesthesia 2007; 62:534–5
2. Am J Emerg Med 2006; 4:512–4.
3. Ann Saudi Med. 1997; 17(6):646–7.
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Objective:
To evaluate the safety, efficacy and possible complications
in the treatment of rectocele prolapse with the polipropy-
lene mesh Surelift. Description of the surgical technique
and preliminary results.
Background:
After infiltration of the rectovaginal space with saline, a
transversal incision in the introitus is made. We then do
a dissection in the rectovaginal space until we reach the
vaginal apex. In this localization a knot is placed right
in the mid line that will allow to a perfect placement of
the mesh. Both pararectal spaces are dissect until both
sides of the sacro-spinous ligament are visualize. The
applicator allows to fix a arpoon on both sacro-spinous
ligament to then fix the mesh to both sides. Four arms
of the mesh are cut and the extra mesh is also trimmed
at level of the introitus, burying the mesh through a
knot to the closest are near the perineal body. Six
patients were operated in our hospital service to treat
rectocele with the Surelift mesh in the posterior
compartment and we evaluate complications after im-
mediate postoperative.Methods:The indications for the
surgical treatment of the rectocel with mesh are limited
in our hospital service to patients with symptomatic
rectocel or patients that present a high risk of failure.
For every case a antibiotic profilaxis and tromboembol-
ica was done. Vaginal packing is soaked into antibiotic
cream and vesical catheterization is applied during the
first 48 h postoperative. We evaluate the surgical time,
the blood loss during the surgery and the duration of
the hospitalization.
Results:
There were no intraoperative complications postoperative.
In the evaluated period there no recurrent cases and no
erosions were reported.
Conclusions:
The preliminary results are excellent. The surgical tech-
nique is simple and easily reproducible. The anchorage
device allows to an easy access to the sacrospinous
ligament.
References (optional):
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Objective:
To report on a case with a rare delayed surgical complica-
tion and to discuss preventive strategies
Background:
The use of prosthesis, particularly synthetic mesh, for the
treatment of genital prolapse and urinary incontinence has
seen an explosive increase over the last 20 years. Most short
and medium term complications of graft use have found their
way all these years into the relevant literature, although in a
limited way, and this lead to the introduction of a joint auditing
project of the IUGA and the ICS (1). The less frequent late
complications, i.e those scoring value T4 in the IUGA/ ICS
Mesh Complication Classification Code Calculator are
significantly under-reported in the urogynaecological litera-
ture. This may lead the clinician to both flawed technique
selection and incomplete patient counselling. Particularly
with non-absorbable materials the clinicians need to know
more on the risk of delayed complications, which unfortu-
nately fails to be picked up by most formal research
protocols that are limited to a few years follow-up at best.
Methods:
A rare case of mesh erosion and sinus formation
delayed by 12 years after surgery is reported on.
Investigation and imaging results, as well as, surgical
treatment are detailed.
Results:
A 55 year old woman presented with a 3 year history of a left-
sided suprapubic discharging wound and the presence of a
foreign body in the vagina. She also gave a history of an anti-
incontinence operation 15 years ago. The patient could not
offer many details of her previous operation, neither could
hospital records be obtained. It appeared from her description
that she had undergone some kind of vaginal needle
cystourethropexy procedure, which remained successful
regarding continence all these years. On examination a
concertinaed piece of mesh was noted in the vagina on the
left of the urethra that would not come off on light traction. A
left sided suprapubic wound resembling the os of a sinus duct
or fistula was noted and this was giving off an offensive smell.
Microbiology of the abdominal wound discharge revealed
infection with Morganella and Proteus and was treated
successfully with gentamicin. Imaging was performed prior
to planned surgical exploration of the wound in order to study
a possible communication of the wound with the bowel, left
ureter and bladder. A Computerised Intravenous Urogramwas
negative for urinary tract involvement and so did diagnostic
cystoscopy. An MRI was negative for bowel and urinary
involvement. Eventually the patient had a surgical exploration
under anesthaesia. Instillation of methylene blue with a
catheter into the abdominal wound duct returned easy flow
of the dye to the vaginal wound. The abdominal wound
exploration revealed a piece of concertinaedmesh fixed above
the rectus sheath with thick polypropylene sutures that were

fixed on the other side to the piece of mesh that was found in
the vagina. It appears that the polypropylene sutures that were
used for suspending the peri-urethral endopelvic fascia to the
rectus sheath were reinforced by custom cut patches of non-
absorbable mesh at both ends. This mesh resembled the
polytetrafluoroethylene slings that are sometimes used in
cervical cerclage and uterine suspension procedures but could
not be identified completely. All mesh and suture material was
removed completely, as well as, the inflamed sinus that was
formed around the mesh on the rectus sheath and both
abdominal and vaginal wounds were repaired with absorbable
sutures. The patient revealed complete healing with no further
complications at 3 month follow up and remained continent.
To our understanding the main cause of this complication was
the non-standardised use of the mesh patches, which
concertinaed ending in the formation of an inflamed sinus at
the rectus sheath side and complete extrusion at the vaginal
side. A common good practice rule for mesh use that is
recognised nowadays is that the mesh must lay flat and
unfolded in order to integrate with the tissues and allow
immunological mechamisms to control infection.
Conclusions:
Complications related to tissue reaction to synthetic mesh
may delay several years and this should be included in pre-
operative patient counselling. Patients should be provided
with written information on the prosthesis type and make
for future reference. Pre-operative investigation for delayed
mesh complications can be laborious and expensive when
information regarding the primary surgery is missing.
When a new modification of an existing technique is
attempted all previous safety data should be taken into
account and the modification should be ideally formally
trialed before routine clinical use.
References:
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Objective:
The study of history of laparoscopic surgery from the
antiquity until today.
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Background:
History of laparoscopic surgery.
Methods:
Historical sources of Greek and International bibliography.
Results:
The beginning of the use of tubes and speculums in
medicine was first done in the civilization of Meso-
potamia and Ancient Greece. In Frankfurt, 1805,
Bozzini, gynecologist, did the first modern endoscopic
procedure with candle and tube to the vagina and
urethra. In Berlin, 1897, Nitze, urologist with Reinecke,
optician and Leiter, tool constractor, made the first
cysteoscopy with lenses and platin wire as bright
source. In 1901, Von.Ott(St.Petersburg) made the first
abdominal survey with a mirror focalized to speculum.
In 1902, Kelling used a cysteoscopy to make laparos-
copy at a dog after made pneumoperitoneum with
filtrated air. In 1910, in Stocholm, Jacobaeus, surgeon,
made laparoscopy and thoracoscopy to human with
cysteoscopy. In 1920–1930, Kalk, founder of German
Laparoscopy college designed many tools, promoted the
development of liver and biliary laparoscopy and
opened the way for the surgical laparoscopy. The
development of laparoscopy in gynecological practice
was made from Palmer(France), Frangeheim and Semm
(Germany), Steptoe(England) and Phillips(USA). In
1952, the development of optical fibers from Hopkins
(England) ,physicist, lead to the use of endoscopic and
laparoscopic apparatus worldwide. The German college
of Kiel with the gynecologist Semm developed most of
the tools and applied modern laparoscopic surgery.
While gynecologists used laparoscopy for many years
the operations in general surgery delayed. In 1979,
Frimberger(Germany) did the first laparoscopic chole-
cystectomy at experimental model. In 1985, Semm
developed the technique of the laparoscopic appendec-
tomy using an alterated colonoscopy and pneumoper-
itoneum with CO2. In 1986 the videocamera advanced the
laparoscopic surgery to the today form. In 1987, Mouret
(France) was the first surgeon who did laparoscopic
cholecystectomy to human. In 1989, Dubois(France), first
published the laparoscopic cholecystectomy via multiple
sections. In 2000 the diffusion of the robotic surgical
systems signaled a new period in laparoscopic surgery.
Conclusions:
The laparoscopic surgery constitutes a modern, very little
traumatic invasive method in the surgeon's quiver.
References (optional)
The beginning of the use of tubes and speculums in
medicine was first done in the civilization of Mesopotamia
and Ancient Greece. In Frankfurt, 1805, Bozzini, gynecol-
ogist, did the first modern endoscopic procedure with
candle and tube to the vagina and urethra.

499
UTERINE PROLAPS AT ZAINOEL ABIDIN
TEACHING HOSPITAL BANDA ACEH,INDONESIA
M.ANDALAS, S. ALVIN, M. HAYATI, M. MASNAWATY,
R. WILLY.S;
Medicine Faculty Syiahkuala Univ., Banda Aceh, Indonesia.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, no external funding
Work Supported by Industry: No

Objective:
To describe the characteristic of uterine prolapse at Zainoel
Abidin Teaching Hospital Banda Aceh, Indonesia since
2007–2010.
Methods:
Descriptive retrospective research using a secondary data
taken from patient registration book. Tabulating and reporting
with distribution table by age, diagnosis, and treatment.
Result:
There are 71(3.28%) cases of uterine prolapse from 2163
gynecologic cases during 4 years periods (2007–2010), 19
cases in 2007, 9 cases in 2008, 22 cases in 2009 and 21 cases in
2010. The common case (57,74%) was experience by the older
group (60–80 years old). All case complaint was followed by
rectocystocele. There were 4 cases superimpose by hemor-
rhoid, rectal prolapse, umbilical hernia and uterine myomass.
38 (53,53%) cases were referenced from other hospital outside
Banda Aceh. During the treatment, 88,79% performed total
vaginal hysterectomy (TVH), 5,63%with a total hysterectomy,
and 4 (5,63%) cases were rejected to be operated.
Conclusions:
The case percentage of uterine prolapse in Zainoel Abidin
Hospital Banda Aceh was still high during that period all of
the case came late to the hospital and was diagnosed as total
uterine prolapse with rectocystocele. Most of the case was
treated by TVH and there were no serious complication .
Keywords:
Uterine prolapse, Rectocystocele, Total vaginal hysterectomy,
Vaginal hysterectomy.
Contact person, m.andalas, andalas_m@yahoo.com
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Objective:
Vesicovaginal fistula is an illness/disorder indigenous to
women, and is considered one of the greatest disability
illness/disorder towards women’s QOL. There are numerous
causes to vesicovaginal fistula such as child delivery, operation,
radiation therapy, malignant disease through the invasion of the
urinary tract, and through external impact. Especially those
vesicovaginal fistulas that occurred through operation are
difficult to restore, and at times discourage patients.
Background:
Vesicovaginal fistulas through child birth are considered
rare cases in Japan. Iatrogenic factors are one of the main
causes of vesicovaginal fistulas, especially those that have
recurred through operation.
Methods:
The origin, treatment, and treatment results from 13 cases
subject to vesicovaginal fistula from 2003 to 2010
conducted at our hospital.
Results:
All 13 cases of vesicovaginal fistula were caused by iatrogenic
factors. 10 cases resulted from past operations, 1 case from
cervical conization, small intestine malignant tumor, and
TVM operation. Out of 13 cases 12 are healed, in which that
only 1 case recurred. Out of 12 cases that have healed, 2 cases
simultaneously occurred with ureterovaginal fistula. The 2
cases have healed through numerous treatments of trans-
vaginal operation and laparotomy. 2 cases were damages from
intramural ureter, and were able to treat through vesicoureter-
oneostomy. 7 cases were treated through a single transvaginal
operation, although 1 case required 2 operations. 2 recurrence
cases that occurred from a different hospital where 1 case did
not heal whereas the other case went through 3 operations in
order to heal. From this, conclusions were based that
recurrence cases have a difficult tendency to heal.
Conclusions:
Vesicovaginal fistulas with iatrogenic may at times contain
multiple fistulas, and may also simultaneously occur with
ureterovaginal fistula. These cases require details on
pretreatment examinations, and precise technique in the
treatment.Through vesicovaginal fistula treatment, patients
are able to attain satisfactions in their QOL. Vesicovaginal
fistula treatment is considered a beneficial treatment.
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Objective:
As time goes by, women complain more and earlier about
stress incontinence. No more they want to hide and change
their lives because of urine leakage, knowing that correc-
tion is available. So, we seek to characterize the population
that attended our department, as well as the final result and
complications of TVT-O use.
Background:
In our department we don’t have a differentiated urogyne-
cology unit. So, general gynecologists do this kind of
surgery, as do residents in their training.
Methods:
We selected all patients that underwent TVT-O insertion,
with no further repairs, since the beginning of this activity
in our department (2004) until 2010. We reviewed all files
and inserted and worked the data on a Microsoft Excel
sheet. Some of the variables studied were: age; parity;
associated diseases; urinary symptoms; cystocele existence;
previous surgeries for stress urinary incontinence; compli-
cations of TVT-O insertion; cure rates and quality of life
after surgery.
Results:
During 7 years it were applied 159 TVT-O, most of them in
post-menopausal women with more than one vaginal birth.
The most common complication was prolonged catheteri-
zation for voiding difficulty and urinary tract infection. In
almost all patients there was cure or improvement of
symptoms.
Conclusions:
Despite the learning curve for insertion of slings, both of
gynecologists and residents, and the lack of an urogynecol-
ogy unit in our department, we didn’t have more or worse
complications than expected from literature. Most of our
patients improved greatly their quality of life.
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Objective:
The historical retrospectation of vaginal hysterectomy from
the antiquity until today.
Background:
Vaginal hysterectomy.
Methods:
Historical sources of Ancient Greek and International
bibliography.
Results:
2th century A.D, Soranos of Efesos: First vaginal hyster-
ectomy for totally prolapsed uterus that had become
gangrenous. The elements are provided from the medical
historian Leonardo. Then were often included the ureters
and the bladder, therefore the patients always died. 11th
century A.D, Alsaharanious of Arabia: Are rescued texts, in
which he teaches his students the surgical removal of the
prolapsed uterus, when it can't be repositioned in place.
1507, Berengarious da Capri,Bolonia: It is reported that he
had proceeded in the first partial vaginal hysterectomy of
gangrenous prolapsed uterus. He also studied extensively
the change of sexual life of woman after hysterectomy.
1560,Andreas da Crusce: He did vaginal hysterectomy.
1675,Valkaner,Nuremberg: Achieved surgeries of vaginal
hysterectomies with recorded the survival of enough
patients. Beginning of 17th century, Schenk, Grabenberg:
Are recorded 26 cases of vaginal hysterectomy. Mediaeval,
midwives in Europe were amputating the totally prolapsed
or everted uterus afterwards delivery. 1670, case of
selfamputated uterus from the 46 years old villager Faith
Howard. The bleeding was large, however it self restricted
and the woman lived for many years, bringing however a
vesicovaginal fistula. 1800–1816, Baudelocque,France: He
imported the technique of artificial uterus prolapse and the
total hysterectomy however he gave Lauvariol the recogni-
tion for the realisation of first such type of operation in
France urgently, in uterine atony afterwards delivery.
1801,Οsiander,Getingen: First scheduled vaginal hysterec-
tomy. 1810,Wrisberg,Vienna: He adopts the vaginal hyster-
ectomy as a method of treatment of uterus cancer. 1812,
Paletta:He attempts vaginal hysterectomy because of uterus
cancer (however it is not absolutely certain that he removed
entire the uterus).1813, Conrad Langenbeck, general surgeon
in Hanover army - anatomy and surgery professor: he first
programmed vaginal hysterectomy for cancer with removal of
entire uterus. Despite the heavy bleeding, the patient
recovered. 26 years later via necropsy he proved that he had
done the operation. 1824,Recamier: First successful vaginal
hysterectomy for cervix cancer. In 1829 he imported methods
of recognition and isolation of uterine vessels that led to the
stylization of method. 1886,Pean,France: He got to the
conclusion that vaginal hysterectomy for fibromyomatic
uterus has smaller mortality than abdominal. 1880,Schoeder,
Germany: He presents his method: he transects the pouch of

Douglas and pulls the uterus fundus back, then he transects the
vesicouterine fold. The adnexa are ligatured. 1906,Doderlein:
He described a similar method, applying anterior colporrha-
phy and pulling the uterus fundus via this section.
Conclusions:The vaginal hysterectomy is a historical gyneco-
logical operation via the centuries.
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Objective:
This paper aims to discuss the process of evaluation,
surgical options and outcome of surgical repair of a case of
recurrent vesicovaginal fistula using a vaginal approach and
Martius graft interposition.
Background:
Vesicovaginal fistula is an abnormal communication between
the urinary bladder and the vagina that results in a continuous,
involuntary leakage of urine in the vaginal vault. It is a rare but
distressing complication of various gynecologic and obstetric
procedures which result to social, psychological and medico-
legal ramifications to both the patient and the physician the
like. Over 90% of vesicovaginal fistula results from pressure
necrosis from prolonged obstructed labor in developing
nations. In developed countries, 70% arise as a complication
of gynecologic surgery with the preceding procedure most
frequently being a total abdominal hysterectomy for a benign
condition. Although we belong to the developing nations, the
most commonly encountered cases in our institution are post-
operative vesicovaginal fistulas. This is probably due to better
access to goodmedical care and adequate obstetric services by
pregnant women in our country. A successful repair of
vesicovaginal fistula with either a vaginal or abdominal
approach requires careful preoperative evaluation and adher-
ence to basic surgical techniques. Recurrence of fistula
formation is the main complication of vesicovaginal fistula
surgery, which occurs in 10% of failed repairs. Recurrence
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complicates the condition further in that it decreases the
success of succeeding surgeries. A 47-year old G3P3 (3003)
who suffered from recurrent vesicovaginal fistula after
undergoing a complicated total abdominal hysterectomy with
bilateral salpingo-oophorectomy consulted at our institution
4 months after her operation. The patient presented with
persistent urine leakage per vagina despite undergoing 2
vaginal and 1 abdominal repair of the fistula in a span
of 2 months from the index surgery. The patient had a 3
x 2 cm full thickness defect with an intervening fibrous
band in between 6 cms from the urethral meatus. The
right lateral edge of the fistula was thicker and more
fibrotic than the left. The upper third of the vagina was
fibrotic and had limited mobility. The defect was
approximately 4 cms from the bladder neck.
Methods:
A diagnostic cystourethroscopy was done which revealed a
defect at the interureteric ridge. The right lateral border of
the fistula was in close proximity to the right ureteral
orifice. The defect was repaired using Latzko procedure
with Martius graft interposition.
Results:
The patient had a successful vaginal repair of the fistula. She had
no urine leakage per vagina post-operatively. Two weeks after
the repair, cystogram showed no intraluminal defects and no
extravasation of dye into the surrounding cavity. There was also
no leakage of the contrast material per vagina. The patient was
able to void spontaneously with no urine leakage per vagina after
catheter removal. She remains dry and continent to this day.
Conclusion:
The approach to any vesicovaginal fistula surgery has to be
individualized. In as much as successful fistula surgery
relies on the adherence to the basic surgical principles, a
skilled fistula surgeon should be able to go beyond the
limits of theory to apply and exhaust all possible options
that will provide the greatest chance for cure.
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Objective:
To evaluate the outcomes of the surgical techniques applied
in urogenital prolapse conditions and the satisfaction of the
patients in several aspects (related to the age of the patient).
Background:
The urogenital prolapse is a complex and frequent
condition which is linked to several risk factors, such as
age, parity, obesity, physical activity and more. The current
treatments available can offer a satisfactory and lasting
result, but the correct diagnosis and surgical technique
applied is directly linked to the outcomes. So, it is of great
importance to properly assess the outcomes of the treat-
ments applied, and which risks factors are the more
prevalent in the population studied and under the influence
area of each centre. This way, some preventive measures
could be set available for the population.
Methods:
Data was collected from the clinical files of the patients who
underwent surgical treatment for urogenital prolapse during
the 5 year period (between 2005–2010). Enquiries about
satisfaction were performed in clinical appointments or by
telephone, and the data was collected in an Excel file and
analyzed with the PASView 18.0 software. Several parameters
were evaluated (age, parity, hormonal status, Hormonal
therapy, urinary incontinence, type of prolapse, technique
applied, outcomes, sexual function and recurrence).
Results:
A total of 157 anterior colporrhafies were performed, of
which 12 were associated with vaginal hysterectomies.
Simultaneous anterior and posterior colporrhafies were
performed in 95 cases, of which 43 were associated
with vaginal hysterectomy. The data is still being
collected, but it is perceived an overall success of the
procedures, with a good rate of satisfaction among the
patients treated.
Conclusions:
In symptomatic patients, there is an overall success rate of
the surgical treatment applied, with a low recurrence rate
over the years. Further enquiries and studies are needed to
assess the preventive measures worth applying in the
population of this area.
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Objective:
Establish the prevalence of urogenital prolapses in our population
and the most common symptoms presented by the women. The
prolapses will be categorized and divided into early conservative
treatment plus surgery versus surgery as a primary option. The
complications can present as intra-operatory (blood loss) or
early post surgical (anemia or urinary incontinence) or present
as late complications such as maintenance of rectal prolapse,
urinary incontinence or vaginal atrophy.
Methods:
We proceeded to the evaluation of all cases of urogenital
prolapse that were submitted to surgery during 2009 and 2010
in Hospital de Faro (some of these patients were followed for
many years before agreeing to surgery or the prolapse became
more severe). It is a retrospective analysis based on patient
files consultation and inquiry about post-operative complica-
tions and satisfaction with surgical resolution of the problem.
Results:
In the 2 years reviewed the total number of surgeries
correcting urogenital prolapses was approximately 40. The
most common approach was vaginal hysterectomy with
anterior colpoplasty. Intra-operatory complications were
minor and the degree of satisfaction was good. Some
symptoms like constipation or urinary difficulties were still
present in some patients after surgery and the absence of
rectocele correction contributed to less satisfaction. The use
of pessary was reserved for less serious prolapses,
women who refused surgery or with co-morbidities like
hypocoagulation, cardiac insufficiency, among others.
The women that desired surgery without trying pessary,
were operated within half year or less.
Conclusions:
Surgical resolution of urogenital prolapses leads to few
complications and good level of satisfaction in most women.
Before proposing a woman to this surgery wemust clarify that
some symptoms could not disappear and urinary inconti-
nence, despite infrequent, is one of the most serious
complications. Always consider other non-surgical methods
like using a pessary in women with severe co-morbidities.
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Objective:
Our aim is to emphasize the behavior and the attitude of
Greek in the erectile dysfunction of her husband.
Background:
In the erectile dysfunction of her husband.
Methods:
The sample of our analysis was constituted of 120 women of
age 30 until 60 years old, married and bachelors with
husbands with erectile dysfunction. The material included
healthy women but also women who in the past had been
sickened, from Western Greece. The collection of data took
place based on anonymous questionnaire. The study became
with qualitative analysis of results of this questionnaire.
Results:
The women even had condescension or negative attitude and
reaction in soft disturbances of erectile function of men. The
woman in front of the man who “cannot” appears to function
with condescension, tolerance, rage, anger expressing aggres-
sive noisy behavior, collecting his weakness for achievement of
erectile faculty as lack of sexual desire and excitation to herself.
The thought of the man that he isn’t likeable, debits the man
who sinks more in the despair of exposure and his shame. Her
ambivalenced attitude, increases his sexual problem, castrating
him, creating his sentiment of insufficiency with result his
immobilization in his sexual life, leading him to guilty thoughts
but also to declinatory attitude in front of his companion who
he is avoiding in order not to collect once again, her malaise.
Her attitude and her role in the phase of sexual activity with
him, but also her general behavior beyond the sexual game,
have very big value for the reduction of mental cost or on the
contrary the increase of mental pain, that experiences her sexual
companion with the existing sexual problem.
Conclusions:
The positive attitude that strengthens the mental discharge
of man, makes her able to support him and show him that
this problem does not threaten their relation, creating the
mental atmosphere to the therapeutic confrontation jointly.
References (optional):
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Objective:
The objective of this poster is to demonstrate a surgical
technique for the correction of lateral anterior wall defects
by transvaginal sacrospinous suspension of the vesicovaginal
fascia.
Background:
Numerous modifications of anterior wall colporrhaphy,
including the use of grafts, have been proposed since the
technique was first presented in the beginning of the
century.
Methods:
In the technique after careful dissection and identification
of the vesicovaginal fascia, respective defect and the
homolateral ligament, three non-absorbable sutures are
applied at the level of sacrospinous ligament for the
suspension of the fascia.
Conclusion:
For surgeons concerned with the use of grafts this technique
may provide simple approach in the treatment of women
presenting with a cystocele.
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Objective:
To determine the outcome of surgical treatment of stress
incontinence and assess the effect on quality of life (QoL)
in our unit.
Background/Methods:
This was a retrospective review of case notes. Of 58 who
met the inclusion criteria, 81% were analyzed. Patients with
detrusor overactivity and those who had bulking agents
were excluded. A profoma and the International Consultation
on Incontinence Questionnare (ICIQ) were used for data
collection.
Results:
The age range was 30–79. Sixty-six per cent had a BMI
of over 26 and 94% underwent a primary continence
operation. Thirty three (70%) patients presented with
stress incontinence while the rest had mixed symptoms.
94% had urodynamics which conformed urodynamic
stress incontinence in 77%. Eighty five per cent had a
transobturator tape with only 1 and 3 patients undergo-
ing transvaginal tension-free and mini-tape respectively.
One patient had bladder injury and another bled
significantly whereas retention occurred in three. There

was overall improvement as shown by the table below.
The ICIQ score averaged 16/20 among 34% of
respondents before surgery and zero among the 37%
who returned their questionnaires after operation.
Conclusions:
Sling procedures have superseded Burch Colposuspen-
sion as ‘reference standard’ surgical technique for stress
incontinence with a high continence and improvement
rate.
References (optional):
1.RCOG Green top Guideline 2003
2.NICE Guideline 2006

Outcome of sling procedure

DRY IMPROVED NO CHANGE WORSE

USI 24(86%) 3(11%) 1(3%) 0

MUI 21(75%) 1(4%) 2(7%) 4(14%)

OVERALL 23(82%) 4(14%) 1(4%) 0
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TRAUMATISME OF THE LOW URINARY TRACT
IN GYNECOLOGIC AND OBSTETRICS SURGERY
M. RADHOUANE, M. BASLI, M. CHIBANI, M.
RACHDI;
Military Hosp., Tunis, Tunisia.
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Level of Support: Not Applicable
Work Supported by Industry: No

The traumatisme of the low urinary tract in gynecologic
and obstetrics surgery is rare. Authors related 24 cases
observed over a 12 years period. These lesions
consisted on 20 bladder lesions and 4 ureteric lesions.
The frequency was 0.2% of 12000 surgery operation
performed between 1999 and 2010. the most more
causal operation was caesarean and abdominal hysterec-
tomy. Urinary trauma was more frequent in patients
with antecedent of chirurgical history. The evolution
was in most of the cases successful.
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CASE REPORT ON RECURRENT GORETEX MESH
EROSION IN A PATIENT AFTER ABDOMINAL
SACROCOLPOPEXY WITH FINAL SPONTANEOUS
EXPULSION OF THE MESH VAGINALLY
L. C. LEE, H. C. HAN, A. TSENG, H. F. WONG;
KK Women's & Children's Hosp., Singapore, Singapore.
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Objective:
This is a case report on recurrent Goretex Mesh erosions in
a patient after abdominal sacrocolpopexy with final
spontaneous expulsion of the mesh vaginally.
Background:
This is a case report on a 65 year-old lady who had
vaginal discharge from mesh erosion after abdominal
sacrocolpopexy with Goretex Mesh. The eroded mesh
was excised twice vaginally but recurred. Finally, the
entire mesh was expelled spontaneously per vaginal
with resolution of all vaginal symptoms.
Method:
This is a retrospective case note study.
Results:
Goretex mesh erosion may recur unless the mesh is
completely removed. Spontaneous expulsion of mesh
vaginally is possible.
Conclusion:
Goretex mesh erosion may recur unless the mesh is
completely removed. Spontaneous expulsion of mesh
vaginally is possible.
References:
1) (2004). International Urogynecol J, 15: 319–323
2) (2007). International Urogynecol J, 18: 693–695
3) (2010). International Urogynecol J, 21: 1413–1431
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We bring back a retrospective study on the surgical
treatment of the incontinence in the effort about 130
cases. Our objective is to estimate the results of our
surgical techniques. Four procedures were used :
plicatures underthrales(30cases) : intervention of Bolo-
gna(30cases) : intervention of Burch(30cases):intravagi-
nal sling plasty(40cases) The incontinence in the effort
was associated to a genital prolapse in every cases :
prolapse was of third degree in 70% of cases. We
obtained a good functional result in 94% of cases and a
good anatomical result in 96% of cases on an average
recession of 60 months. The complications per and
postoperating are marked especially by the urinary
infections and temporary dysuria Our study shows that
classical technics are still available.
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COELIOPLASTY, CASE REPORT
S. DIMITRAKOPOULOS , A. ANDRIOTIS, S.
KOLIANTZAKI, K. SORRAS, A. SIDIROPOULOU, A.
BONAS, E. PAPAGEORGIOU, A. SALTAMAVROS, N.
SIDIROPOULOS;
Gen. Hosp. of Pyrgos,Obstetrics-Gynecology Dept., Pyrgos,
Greece.

Consent Obtained from Patients: Yes
Level of Support: Investigator initiated, partial funding
Work Supported by Industry: No
Objective:
The presentation of patient that was submitted in coelio-
plasty in the Obstetrical Gynaecological department of
Hospital of Pirgos, Greece.
Background:
Coelioplasty in the Obstetrical Gynaecological department
of Hospital of Pirgos.
Methods:
54 years old, obese, patient, 84 Kg weight, 160 cm height.
History report: hypothyroidism, thyroiditis Hashimoto, who
was receiving daily125mg of thyroksini and diabetes type 2
of adults under medical subscription with metformini (1×2).
Results:
Woman with lappet abdomen, soft skin tissues and
assembled grease in the abdomen can be helped with
coelioplasty. Coelioplasty improves the outline of body
because is achieved more tensed and flat abdomen. The
incisions are usually placed in regions that can be covered
from undergarment and the swim suit. The scars will be
deleted in the long run but will remain be visible. There
was done horizontal section by the one ilium akrolofia in
the other and was placed precisely above or even in the
pubes. Sag was existed above the navel and was needed a
second section around it. In order the walls of abdomen to
be tightened was done suturing of muscles and loose
tissues. The loose skin is pulled down and the unneeded
part is removed. The incision becomes usually above the
pubes and round of the navel. The skin is extracted by the
abdominal wall, is pulled down and the unneeded part is
removed. A small circular incision becomes for the navel
where it is placed and is sutured in its new place.
Hospitalisation is required for 3 days.
Conclusions:
The most important achievement is that we helped the
woman to regain her bodily selfrespect.
References (optional):
The presentation of patient that was submitted in coelio-
plasty in the Obstetrical Gynaecological department of
Hospital of Pirgos, Greece.The most important achievement
is that we helped the woman to regain her bodily
selfrespect.
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COMPLICATION BY COIL REMOVAL
IN ASHERMAN’S SYNDROME. CASE REPORT.
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3Gen. Hosp. of Pyrgos,Obstetrics-Gynecology Deparment,
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Level of Support: Investigator initiated, partial funding
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Objective:
In abortion it is possible to be done complication with
Asherman’s syndrome and uterus perforation.
Background/Methods:
Foreigner woman 38 year old with three deliveries and four
abortions.
Results:
The patient arrived and was examined in the Gynecological
clinic. She had been submitted recently in abortion from a
private gynecologist 4 months before so that to present
secondary amenorrhea because of intrauterine symphyses,
namely Asherman’s syndrome. BhCG was zero. The patient
was submitted in therapeutic curettage aiming at the solution
of symphyses and there was placed an intrauterine coil. After
she was placed in 24-hour postoperative monitoring while
intra-abdominal coil removal was diagnosed with abdomen x-
rays. The patient was submitted in research laparotomy in the
Gynecologjcal clinic of Hospital of Pyrgos, the foreigner
object was removed and suture of the uterus fundus was
performed for better cicatrization. Postoperatively she was
hospitalized for 3 days and she had a normal progress.
Conclusions:
In abortion it is possible to be done complication with
Asherman’s syndrome and uterus perforation.
References (optional):
In abortion it is possible to be done complication with
Asherman’s syndrome and uterus perforation. In abortion it
is possible to be done complication with Asherman’s
syndrome and uterus perforation.
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THE EFFECT OF CONCEALED CONCOMITTANT
ANAL INCONTINENCE SYMPTOMS ON QUALITY
OF LIFE OF PATIENTS WITH URINARY
INCONTINENCE
C. CAM, S. SELCUK, M. R. ASOGLU, N. TUG, A.
KARATEKE;
Zeynep Kamil Hosp., Istanbul, Turkey.
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Level of Support: Not Applicable
Work Supported by Industry: No

Table 1: Comparison of the scores of both groups

Only UI (n=94) DI (n=42) p

IIQ-7 (mean±sd) 9.19±6.5 11.81±6.1 0.026*

UDI total (mean±SD) 10.38±4.63 12.43±3.16 0.007*

Irritative (mean±sd) 4.43±1.86 4.9±1.4 0.325

Stress (mean±sd) 3.85±2.03 4.76±1.28 0.033*

Obstructive (mean±sd) 1.98±1.7 2.76±1.56 0.009*

PISQ-12 (mean±sd) 30.6±6.4 23.3±7.3 0.000*

BAI (mean±sd) 17.7±10.5 29.86±11.9 0.000*

*Significant at p:0.05 level
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GYNECOLOGIC EXAMINING POSITION IN ANAL
MANOMETRY MEASUREMENTS
C. CAM, M. R. ASOGLU, S. SELCUK, N. TUG, A.
KARATEKE;
Zeynep Kamil Hosp., Istanbul, Turkey.

Consent Obtained from Patients: Yes
Level of Support: Not Applicable
Work Supported by Industry: No

Table 1: The anal manometric measurements of left lateral
and gynecologic examining position

Left lateral
position

Gynecologic
examining position

P

Basal mean resting
pressure (mmHg)

54.4±12.9 53.9±17.2 .860

Maximum squeeze
pressure (mmHg)

85.2±31.3 91.6±30.6 .152

Rectal compliance
(cc/mmHg)

13.1±2.4 12.3±1.9 .542

First sensation
volume (cc)

40.6±11.2 41.3±12.7 .684

First urge volume (cc) 69.1±14.6 78.1±20.5 .053

Modest sensation
volume (cc)

102±18.2 109.7±24.9 .125

Maximum tolerated
volume (cc)

180±19.3 180.6±18.7 .847

The Paired t-test was used. P<0.05 was statistically
significant.
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FEMALE SEXUAL FUNCTION IN SPAIN
F. CASTROVIEJO ROYO, C. CONDE REDONDO, L.
RODRÍGUEZ TOVES, J. MARTÍNEZ-SAGARRA
OCEJA, A. RIVERO CÁRDENES, C. MARÍNA
GARCÍA-TUÑÓN;
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Level of Support: Not Applicable
Work Supported by Industry: No

Objective:
The sexual response is associated with psychological
factors, interpersonal and social psychological factors and
finds significant differences in female sexuality in relation
to the population of other countries.
Material and Methods:
We conducted an observational, cross sectional with
1527 women aged between 20 and 71 years of Spain
(Castilla y León) accounting for 33.9% of the sample of
4500 women. We assessed epidemiological variables
and the responses to the test version in Spanish FSFI©

and its six domains: desire, arousal, lubrication, orgasm,
satisfaction and pain.
Results:
The six domains of the FSFI © test and overall test results
were obtained with age decades, we can observe that sexual
function decreases in xomen over 50 years of age. Applying
the diagnostic point of female sexual dysfunction the original
author (Rosen) FSFI © ≤26.55 or a domain score ≤3.6 we see
that in our population the mean sexual function is already
below this value and that all women over 50 years could be
diagnosed with sexual dysfunction. If we apply a new
diagnostic point of female sexual dysfunction in the general
population assume that the percentile 25 of our data or FSFI ©
≤21.7, in different age groups get a specific diagnosis point for
each decade of life women.

Conclusion:
We must differentiate female sexuality by age ranges and
not as a global data for the entire female population. Has
obtained a new cutoff point for diagnosing specific to our
population female sexual dysfunction, FSFI © ≤21.7 and
specific cutoff points for each decade of life of women of
Spain (Castilla y León), and for each of the six domains
that comprise the FSFI. As a contribution to the clinical
practice of this study can predict sexual function have any
theoretical Castilla y León woman who comes to our clinic
for the first time before the test FSFI © in the Spanish
version. Looking at the results of our study and review the
published literature concerning female sexual function

performed by multiple lineal regression a Table of Female
Sexual Function Prediction for the population of women
aged between 20 and 71 years of age of Castilla y Leon.

Changes in the female sexual function with age

Age Desire Excitation Lubrication Orgasm Satisfaction Pain Total

20–29 3.96±1.0 4.60±1.5 4.86±1.7 4.63±1.7 1 5.02±1.1 4.66±1.7 28.46±6.3

30–39 3.79±1.0 4.74±1.2 5.17±1.2 4.82±1.4 5.00±1.0 5.07±1.3 28.85±5.1

40–49 3.49±1.0 4.22±1.4 4.72±1.5 4.56±1.6 4.78±1.2 4.91±1.7 27.40±6.5

50–59 2.82±1.1 3.35±1.7 3.80±2.0 3.76±2.0 4.22±1.4 4.01±2.1 22.98±8.7

60–69 2.33±0.9 2.10±1.7 2.31±1.9 2.34±2.0 3.55±1.5 2.71±2.4 18.03±8.8

≥70 2.13±0.9 1.18±1.2 1.28±1.6 1.25±1.7 3.12±1.1 1.52±2.2 12.87±8.0

Total 3.29±1.2 3.83±1.8 4.21±2.0 4.05±2.0 4.57±1.7 4.30±2.0 25.56±8.1

P25 Total 20–29 30–39 40-49 50–59 60–69 >70

% 75 88,5 90,9 84,4 61,2 39,9 18,2

Desire 2,4 3,6 3 3 1,8 1,2 1,

Excitation 2,7 4,2 4,2 3,6 2,1 0 0

Lubrication 3,3 4,8 4,8 3,9 2,6 0 0

Orgasm 2,8 4,4 4,4 4 2,7 0 0

Satisfaction 4 4,8 4,8 4,4 3,5 2,4 2,4

Pain 2,7 4 4,8 4,8 2,4 0 0

Total 21,7 27,95 26,9 24,95 18,8 11,6 5,1

FSFI©

Age Studies <3children ≥3children
≤40 years Primary 27,84 29,44

Secondary or university 25,95 27,55

41–50 years Primary 24,26 25,86

Secondary or university 22,37 23,97

≥51 years Primary 20,68 22,28

Secondary or university 18,79 20,39
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