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INTRODUCTION AND AIM OF THE STUDY
The use of synthetic mesh for pelvic organ prolapse surgery has raised many questions, as they may induce
graft related complications (GRC)[1]. In many countries the use of vaginally inserted meshes has been
discontinued. GRC may be related to surgical factors, patient characteristics, yet also the material choice.
Experimentally, lower mesh weight, higher pore size and lower stiffness induce a more favourable host
response[2]. This may lead to a lower GRC. One factor which also has been named is the polymer used.
Herein we used two meshes, which were purposely manufactured with identical textile structure, either made
from polypropylene (PP) or polyvinylidene fluoride (PVDF) and inserted it into a representative animal model,
in which the host inflammatory response can be well documented[3].

MATERIALS AND METHODS
Implants used were purposely made (FEG Textiltechnik, Aachen, Germany) from either PP or PVDF, yet with
identical size, knit pattern and porosity (size: 4x2,5cm; pore size: 2x2, 2x3mm; textile porosity: 66%; effective
porosity: 61%). Because of the different molecular weight (PP: 42g/mol; PVDF: 64.035 g/mol) eventually mesh
weight was different (PP 64g/m2; PVDF 125g/m2).

Fig.1: Detail of implants: A) PP; B, C) PVDF; D) Implantation scheme.
We induced a 4 cm-long abdominal wall incision in 50 Sprague-Dawley rats (female, 12 weeks-old, 200-300g)
and covered it primarily with either a PP (n=22) or PVDF (n=22) mesh. Six additional sham-incised animals
served as controls. Animals were harvested at day 7, 14, 28 and 90 (5-6 animals per timepoint). Explants were
divided for PCR (primary outcome measure), immunohistochemistry and uniaxial biomechanical testing. We
measured mRNA expression using Rat Custom RT2 Profiler PCR Array (SABiosciences, CLAR23854), for
genes tied to M1 (iNOS, TNF-α, IL1-β, IL6) and M2 (TGF-β1, IL4, IL10, IL13) macrophage phenotype. In order
to correlate findings, we performed immunohistochemical (IHC) staining against CD80 (M1), CD163 (M2) and
CD206 (M2). Uniaxial tensiometry, was done with a Zwick tensiometer (Zwick GmbH & Co. KG, Ulm,
Germany) with a 200 N cell load, a preload of 0.05 N and a constant elongation of 10mm/min. The Young
elasticity modulus in the comfort zone was calculated.
Statistical analysis was performed with GraphPad Prism 8.1. Data was normally distributed (normality was
tested by Kolmogorov-Smirnov test), comparison between meshes and the control group was performed with
two-way ANOVA followed by Bonferroni`s post hoc test. Statistical significance level was defined as p<0.05.

RESULTS
From all analysed genes, only (TGF-β1) was significantly more expressed in PVDF explants on d7 (p = 0.005).
On IHC there was a slightly higher number of CD80-expressing cells on d1 in the PVDF group (p=0.044) and
CD163 in the PP group (p=0,023). There were no significant differences on tensiometry, not between the
explants neither when compared to sham-controls.
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Fig.2: Results: Expression of gene TGF-1β A), gene iNOS B); Morphometric analysis of IHC staining against
C) CD80, D) CD163 and E) CD206; F) Uniaxial test - Young modulus in comfort zone, green line – control with
SD (dotted line).

INTERPRETATION OF RESULTS
Despite a difference in polymer, and as a consequence in weight, there were remarkably little differences
between the two implants. Only at d7 there was a higher expression of TGF-β1 in PVDF explants. This is a
M2-marker. This was not paralleled by a difference on IHC. Conversely, at d28 there were more cells
expressing CD80 and less cells CD163 in the PVDF explants, without a difference in any of the markers at the
mRNA level. We now plan to confirm these observations by morphometric indices that represent integration of
the implant into the host. Also, this experiment was powered to document differences at the gene expression
level. Though biomechanical testing suggests that at 90d both implants induce stiffening of the abdominal wall
compared to native tissue, yet this was only significant for the heavier PVDF. Additional experiments will study
that aspect as well.

CONCLUSIONS
Though early on there were subtle differences, we could not demonstrate consistent differences in the
inflammatory response to two textile implants made from different polymers, hence substantially differing in
weight. Additional work has been started to document biomechanical differences and the effect of weight for
the same polymer.

REFERENCES (max. 3)
1)
Urogynecologic Surgical Mesh: Update of the safety and Effectiveness of Transvaginal placement for
Pelvic Organ Prolapse. FDA Center for Devices and Radiologic Health. 2011; Available from:
http://www.fda.gov/downloads/MedicalDevices/Safety/AlertsandNotices/UCM262760.pdf.
2)
Feola, A., et al., Host reaction to vaginally inserted collagen containing polypropylene implants in
sheep. American Journal of Obstetrics and Gynecology, 2015. 212(4): p. 474.e1-474.e8.
3)
Mackova, K., et al., The importance of developing relevant animal models to assess existing and new
materials. Curr Opin Urol, 2019.

EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG – WWW.EUGACONGRESS.ORG

2 -
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INTRODUCTION AND AIM OF THE STUDY
Investigating detrusor physiology is a challenging task due to anatomic and physiologic differences in detrusor
muscle of different species and functional and morphologic changes that occur under influence of different
pathophysiological conditions. The aim of our study was to investigate the physiological activity of mouse
detrusor smooth muscle cells (SMC) using a novel acute tissue preparation technique.

MATERIALS AND METHODS
Adult female NMRI mice were sacrificed utilizing CO 2 and cervical dislocation. Bladder was extracted and
immediately transferred into ice-cold calcium-free Krebs solution (KS) gassed with carbogen. Connective
tissue and urothelium were removed; the remaining detrusor muscle was dissected and transferred into fresh
ice-cold calcium-free KS for 15-20 minutes. The SMC tissue was loaded with a calcium reporter dye fluo-4-AM
in HEPES-buffered solution (HBS) for 35-40 minutes at room temperature, transferred into ice-cold HBS and
kept on ice until calcium imaging.
Calcium imaging was performed immediately after tissue preparation using confocal microscope Leica TCS
SP5 II. SMC tissue was fixed in recording chamber and perfused with HBS at 37 o C. Calcium dye was excited
using 488 nm argon laser and emitted fluorescence collected with HyD detector (500-700 nm). To investigate
responses of the detrusor muscle to pharmacological stimuli, we stimulated SMC tissue with increasing
concentrations (1 – 100 µM) of the cholinomimetic drug carbachol (CCh). SMCs were identified off-line
according to their morphology and calcium activity. Following parameters were determined: (i) presence of
SMC activity, (ii) onset of the SMC activity, and (iii) contraction of the tissue slice. Based on these parameters,
we identified different phenotypes of SMCs, calculated cumulative percentage of activated SMCs during each
step of stimulation, and determined threshold concentration for tissue slice contraction.

RESULTS
CCh stimulation revealed three different SMC phenotypes: (i) SMCs with CCh-induced oscillatory activity
(49.3% of all cells), (ii) spontaneously active SMCs with CCh-induced spiking activity (12.5% of all cells), and
(iii) spontaneously active SMC displaying calcium oscillations that remained unaffected by CCh stimulation
(38.2% of all cells) (Figure 1). In phenotypes (i) and (ii), CCh-induced oscillatory activity was superimposed on
the elevated basal calcium concentration.

Figure 1: CCh stimulation revealed three phenptypes of SMC. (A) Detrusor muscle tissue loaded with Fluo-4
AM. (B) Delineated SMC in detrusor muscle tissue. (C) SMCs with CCh-induced oscillatory activity (phenotype
(i)), spontaneously active SMCs with CCh-induced spiking activity (phenotype (ii)), and spontaneously active
SMC that did not respond to CCh (phenotype (iii)).
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We characterized dose-dependence of the CCh-induced response in SMCs. Percentage of activated SMCs in
phenotypes (i) and (ii) increased with increasing concentrations of CCh. Relatively narrow concentration range
(1 µM to 25 µM) caused the activation of virtually all SMC (96.8% of all cells). Further, the average time from
the beginning of the stimulation to SMC response was also dose-dependent: the average time to response for
SMC with CCh-induced activity for 1 µM was 208.9 seconds, for 10 µM 207.1 seconds, for 25 µM 109.3
seconds and for 50 µM 15.0 seconds (Figure 2). The minimal concentration that evoked visible contraction of
the SMCs was 25 µM CCh in all SMC tissues tested. The average time from the beginning of the stimulation
until visible tissue slice contraction was 1111.7 seconds.

Figure 2: Dose-dependence of SMC response to CCh in acute tissue preparation. (A) Cumulative percentage
of activated SMCs during stimulation with increasing concentrations of CCh. (B) Time to SMCs response
during stimulation with increasing concentrations of CCh.

INTERPRETATION OF RESULTS
Acute SMC tissue technique in combination with confocal imaging proved to be a robust and reproducible
method to study detrusor physiology. We obtained viable detrusor SMC that responded to CCh with oscillatory
behaviour of intracellular calcium concentration. Increasing the stimulatory concentration of CCh recruited
SMCs within a narrow concentration range. 25 µM CCh resulted in saturation of SMC recruitment and turned
out to be the threshold for visible mechanical contraction of the tissue. The higher CCh concentrations
decreased the time to tissue contraction and calcium response. We also observed that induced activity after
CCh stimulation remained elevated and did not return to the baseline calcium levels.

CONCLUSIONS
Using the acute SMC tissue technique we demonstrated that the mouse detrusor SMC respond physiologically
with oscillatory behaviour of intracellular calcium concentration to stimulation with increasing concentrations of
cholinomimetic CCh. We further show that the CCh recruited SMCs within a narrow concentration range, and
that the saturating concentration evoked mechanical contraction of the tissue. There are many implications for
use of this technique in murine detrusor muscle physiology research, as different pharmacological agents can
be tested in situ under well-controlled conditions. Moreover, the method can be used to investigate the effect
of different overactive bladder treatment modalities on SMC activity, which could help us towards better
understanding and a more effective treatment of this disorder.
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INTRODUCTION AND AIM OF THE STUDY
Mayer-Rokitansky-Kuster-Hauser syndrome is a rare congenital anomaly of the female genital tract
characterized by normal external genitalia, absence of the vagina and uterus, and normal development and
function of the ovaries. The treatment of this condition consists in the creation of a neovagina, to allow sexual
intercourse. Historically, several surgical techniques have been developed and performed in these patients,
ranging from homologous implants of tissue from donor sites to de-novo creation of the neovagina by
progressive traction and dilation of the perineal region. Actually, the laparoscopic Davydov’s operation
represents a kind of gold standard in terms of acceptability, feasibility and long-term results. In the current
study, we sought to evaluate vaginoscopic, structural, and ultrastructural characteristics of the new mucosa
coating the neovagina at different time intervals from a laparoscopic modified Davydov’s operation.

MATERIALS AND METHODS
Vaginoscopy with Schiller’s test was performed in 10 patients at 3, 6, 12 and 24 months after surgery to
evaluate the epithelization process of the neovagina. Vaginoscopy was performed to determine both the
neovagina macroscopic aspects, length and calibre, and the mucosal response to Lugol’s solution application,
to determine through the iodine capitation the appearance of the maturation process. During the procedure,
the neovagina was firstly accurately cleaned with saline solution and detailed through the use of the
colposcope; similarily, vaginoscopic pictures were taken after the Schiller test. At the same time, a biopsy
specimen of the neovagina was obtained at those same time intervals from the procedure. Biopsy specimens
were obtained from the midthird of the lateral wall of the neovagina, under local anesthesia. Each specimen
was subdivided into two fragments and then prepared for examination by light microscopy (LM), and scanning
electron microscopy (SEM). Tissue fragments for LM were fixed in 10% buffer formalin and paraffin
embedded; serial sections were obtained and thereafter stained with hematoxylin/eosin for conventional
histology. The tissue samples for SEM were fixed for 12 hours in 5% glutaraldheyd and cacodilate buffer, Ph
7,4; the preparations were then dehydratated with increasing concentrations of alcohol (30% to absolute) and
acetone, subjected to critical point drying and gold sputter coating, and investigated by the use of a SEM
Cambridge stereoscan 150 (Altran corporation, Boston, MA).

RESULTS
At visual inspection, the mucosa was pink and smooth, lacking the folds that characterize the normal vagina,
already at the 3-month clinical visit. The main macroscopic difference of a neovagina compared with a normal
vagina is the absence of folds, as the mucosa of the neovagina is flat and smooth, whereas the normal vagina
in young women is rough and folded. At the Schiller’s test, the epithelium proved to be iodine-positive at every
clinical follow-up visit, with limited iodine-negative areas that progressively reduced in size in the course of the
follow-up, demonstrating the progressive maturation of the glycogenic activity of the neovagina mucosa
(Picture 1). The neovaginal walls appeared to be completely coated with a mature, iodine-positive epithelium
throughout the neovagina length after 1 year. Biopsies of the neovaginal mucosa demonstrated at light
miscoscopy very similar histologic aspects compared with the normal vagina (ie, comparable thickness,
normal squamous stratiﬁcation, and a glycogen-rich epithelium) (Picture 2). Moreover, a comparable stromal
layer was observed underneath the mucosal upper layer. SEM investigation documented a flat but well
represented neovagina epithelium, structured is well organized squamous cells (Picture 3).

INTERPRETATION OF RESULTS
Since the serial vaginoscopies have shown in our cases that the transformation of the peritoneal epithelium
into glycogen-secreting pluristratified epithelium occurs through the extension of upward-growing epithelial
columns from the hymenal introitus, it seems logical to assume that the peritoneum only serves as a well
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vascularized base for colonization by the epithelium of vaginal introitus, which, as it is known, has a high
replicative capacity under the influence of the estrogens. What appears to be of particular interest is the
observation of a newly developed stromal layer beneath the mucosa; this allows the interpretation of a
complete maturation process leading to a structurally organized neovagina, comparable to the native organ.
The SEM results moreover underline the physiological appearance of the newly formed epithelial layer.

CONCLUSIONS
This investigational results, for the first time obtained in such cases, add relevant information about the
efficacy of the peritoneal neovagina creation through the modified Davydov’s technique. It is already
demonstrated that this procedure is related to good anatomical and satisfactory subjective long-term results,
but this experience integrates the clinical interpretation with morphological and ultrastructural elements
allowing the possibility to also hypothesize the use of effective adjuvant strategies, such as topical estrogens
or fractional CO2 laser to maintain or improve the postsurgical results.

Picture 1. Vaginoscopy of the neovagina

Picture 2. Histological
neovagina mucosa.

aspect

of

the

Picture 3. Ultrastructural aspect of the mucosal surface
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INTRODUCTION AND AIM OF THE STUDY
Mesh reinforced repair is currently still a standard procedure in pelvic reconstructive surgery. Prosthetic
materials are usually synthetic and unabsorbable. As synthetic mesh materials are associated with a risk of
severe complications, there is a growing interest in finding better materials that help improve outcomes. In July
2018 the use of mesh implants to treat stress urinary incontinence was temporarily suspended in the UK NHS,
and in April 2019 the FDA banned mesh implants placed vaginally to treat pelvic organ prolapse. With
increasing concerns about safety, the mesh bubble seems to have burst worldwide and research to find
alternative materials to be used in pelvic reconstructive surgery appears as indispensable.
Our research group studied the properties of a biological graft material, a human acellular dermal matrix
(hADM) to be used in reconstructive pelvic surgery by testing it in an animal model. hADM is an extracellular
matrix developed by Barcelona Tissue Bank in which the starting material is human cadaveric skin that
undergoes a decellularization process in order to remove the cellular components of the tissue leaving the
extracellular matrix intact. This matrix was compared to an unabsorbable, synthetic equivalent mesh graft to
study how both grafts behaved after implantation in abdominal and vaginal surgery. The results will help to
define hADM characteristics with respect to its capacity to successfully integrate in vivo, thereby guiding the
design of novel materials for this challenging clinical application.
Animal studies are necessary to examine biomechanical properties of the implanted grafts and to determine
the tissue response in order to evaluate safety and efficacy of different proposed materials. Most studies to
develop new biomaterials use mice as animal model. However, we wished to study implants in a vaginal
location to mimic as close as possible the conditions found in pelvic reconstructive surgery.
This study is aimed at comparing a thin (1mm.) hADM integration with that of a synthetic mesh equivalent in a
vaginal and abdominal location. Preliminary results are here reported.

MATERIALS AND METHODS
Twenty New Zealand rabbits were randomized into 2 groups: 10 received thin (1mm thick) hADM grafts while
the remaining 10 were implanted with polypropilene (PP) mesh. Each rabbit had 4 segments implanted: 2 into
the abdomen and 2 in the vagina, in the submucosal layer. The graft segments were removed 180 days later.
Surgical findings and clinical results were analyzed. The study was approved by the Animal Experimentation
Ethics Committee and by government authorities (FUE-2017-00561151, Project number 9669).
Rabbits were strictly monitored until euthanasia was performed at 180 days. Signs of loss of wellbeing were
looked after. Pain was assessed with the Grimace scale. Any sign of macroscopic surgical site infection was
guarded. After sacrifice of animals, grafts were explanted to perform different analyses: macroscopic findings
(i.e. erosion), biomechanical, immunohistochemical and histological. Biomechanical properties of abdominal
and vaginal explants (both elasticity and stiffness) were planned to be assessed by uniaxial tensiometry, using
as control groups the biomaterials before their implantation.
Comparisons between categorical variables were calculated by chi-square test with the approximation of
likelihood ratio. When appropriate, the comparison between two groups was made with the Mann-Whitney
nonparametric test. In all cases the level of significance was set at the usual 5% (alpha = 0.05). All analysis
were performed with the IBM-SPSS (V25) statistical package.

RESULTS
Rabbits were successfully barned until euthanasia. 1 subject died due to causes other than surgery or implant
placement complications. The main surgical difficulty was the maintenance of the integrity of the vaginal
mucosa layer during the placement of grafts because of vaginal thinness.
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Greater abnormal findings (i.e. extrusion, wound infection) were seen during the explant surgery in the control
(mesh) group (60%) vs. the experimental (hADM) group (10%) (p = 0.015). However, macroscopic
degradation of the vaginal grafts was more common in the experimental (hADM) group (40%), whereas in the
control group the vaginal mesh was identified in 100% of the individuals (p = 0.01). It was difficult to identify
the hADM graft in the vaginal location in 4 specimens (Tables 1 and 2).
Retrieved explants
hADM
PP
mesh

abdominal
10

Vaginal
5

9

7

Pathological findings during explant surgery
Control (PP mesh) group
Experimental (hADM) group
30% erosion of vaginal mesh
40% vaginal mesh not visible
10% abdominal and vaginal 10% abdominal and vaginal
chronic infection
chronic infection

Both synthetic mesh and hADM showed cellular infiltrates corresponding to an inflammatory foreign body
response. hADM integration was complete, especially in the vaginal location.
Biomechanical analysis of explants showed that hADM had lower resistance to stress in the traction trial than
their equivalent mesh (Figure 1b). Moreover, the results showed that PP mesh stiffness and elasticity were
superior to those of hADM (Figure 1d). The analysis of resistance of the hADM after implantation showed a
decrease in all the mechanical properties when compared with the hADM before implantation (Figures a and
c) which agrees with the degradation observed in the macroscopic findings.
Figures 1. Uniaxial traction stress test.

INTERPRETATION OF RESULTS
NZ rabbits have demonstrated to be a good animal model to test grafts in pelvic reconstructive surgery. Both
materials could be successfully tested and studied.
Animals in the PP mesh group showed more clinical complications (extrusion, wound infection) during barning.
hADM showed good integration into tissue of the recipient, especially at the vaginal level. However,
biomechanical properties after explant of the hADM tested (1 mm. thick) were not equivalent to those of
synthetic mesh and did not fulfill the requirements of a biomaterial to be used in pelvic reconstructive surgery.

CONCLUSIONS
A thin (1mm.) hADM as a biomaterial for pelvic reconstructive surgery tested in a NZ rabbit model shows good
tissue integration but poor biomechanical properties 6 months after implantation in the vagina. Therefore, more
studies with different product specifications (i.e. 2mm. full-thickness) are needed.
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MANAGEMENT OF MESH COMPLICATIONS FOLLOWING SURGERY
FOR STRESS URINARY INCONTINENCE OR PELVIC ORGAN PROLAPSE:
A SYSTEMATIC REVIEW
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INTRODUCTION AND AIM OF THE STUDY
Mesh surgery for stress urinary incontinence (SUI) or pelvic organ prolapse (POP) can result in complications
such as mesh exposure, mesh extrusion, voiding dysfunction, dyspareunia and pain. Different indicators are
likely to determine different treatment choices: for example a midline division of a midurethral sling may be
effective in resolving voiding dysfunction but may not relieve pain or other mesh-related complications. Despite
concern about these potential complications, there is currently limited knowledge or guidance on the effective
management of mesh-related complications.
We conducted a systematic review to determine the best treatment options for mesh-related complications,
according to the indication for referral: vaginal complications, urinary complications, bowel complications, and
pain. The review was conducted as part of the new national clinical guideline ‘Urinary incontinence (update)
and pelvic organ prolapse in women: management’ published by the National Institute for Health and Care
Excellence [1]

MATERIALS AND METHODS
We developed search strategies for each indicator of referral. Only studies with women aged 18 years or older
who were experiencing mesh-related complications (vaginal [exposure, extrusion, infection], pain [sexual
dysfunction/dyspareunia], urinary, or bowel symptoms following mesh surgery for SUI, POP or both) were
included. Interventions considered relevant included complete or partial mesh removal, mesh division and
non-surgical treatments such as vaginal oestrogen. We included randomised controlled trials, cohort and case
series (with the latter two requiring a minimum of 50 participants). Studies only reporting rates of
complications following mesh surgery were excluded, as were those that only described different management
options for mesh complications. Studies not published in the English language were excluded.

RESULTS
After removing duplicates, the search strategy returned 6,443 potentially eligible articles, of which 24 studies
met the inclusion criteria and were included in the review. One study reviewed a prospectively-collected
database, while all other studies were retrospective. The majority of studies were conducted in the US. Three
studies concerned women specifically referred for pain, two included those referred for vaginal complications
and one included those referred for urinary complications. The search did not identify any studies where the
indication for referral was due to bowel complications. Nineteen studies examined the general management of
mesh complications.
All of the included studies were assessed using the ROBINS-I tool and all were considered as being at serious
risk of bias. The majority of studies were not comparative in design, did not examine different management
treatments according to complication type, and did not compare outcomes according to different management
strategies. Therefore, due to the heterogeneous nature of the included studies, meta-analysis was not
conducted and a narrative synthesis was considered more appropriate.

INTERPRETATION OF RESULTS
Overall, this review shows that there is little evidence on the effective management of mesh complications and
determining the best way to manage women who present with them is unclear. The majority of included
studies did not specify the indication for referral. Although the included studies provided data on women who
had been treated for mesh complications, various mesh products were used in the initial surgery (which were
for SUI, POP or both) and the complications associated with them varied considerably.
In addition, the studies pooled outcomes across all mesh revision surgery procedures, and few studies directly
compared different management strategies. The very low quality of the evidence therefore made it difficult to
draw firm conclusions, or to provide strong recommendations on how mesh-related complications should be
managed.
The data suggests that complete mesh removal results in an increased risk of experiencing urinary
complications, and this was shown in studies where women had originally undergone mesh for either SUI or
POP. The review found that mesh removal surgery can resolve complications associated with mesh which has
been used to treat SUI and/or POP. However, the reported success rate of this surgery varies widely; for
example mesh removal resulted in between 19% and 100% of women experiencing pain resolution across
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studies. The lowest rate of improvement in pain was reported at 1 year, in a study which included women
having complete mesh removal following surgery for POP. The other studies all reported either complete or
partial removal of midurethral mesh sling.
Only one study reported health-related quality of life, with a
statistically significant improvement in the SF-12 mental composite score reported by women who had
complete mesh removal compared to those who had partial removal.
After mesh removal, some women may have persistent problems, develop de novo complications, or need
additional surgery to resolve issues that arise from the revision surgery itself.

CONCLUSIONS
The current evidence is insufficient to support strong recommendations on how mesh complications should be
managed in women who have had mesh surgery for SUI, POP or both. The review shows that women can
present with more than one mesh-related complication and may have persistent symptoms after mesh removal
surgery. Given the variety of these persisting symptoms input from a range of professionals is likely to be
required. Because of safety concerns associated with mesh products, robust data on the effective
management of mesh-related complications is needed. This review shows there is no high quality evidence on
the effective management of mesh complications following mesh surgery for SUI, POP, or both. Evidence on
how to best manage these complications is urgently required.
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6 - USEFULNESS OF INTAVESICAL INSTILLATION OF ADANOSONIA
DIGITATA (BAOBAB) OIL IN THE TREATMENT OF RECURRENT
CYSTITIS
Joanna Ghigo (1) - Biagio Adile (2)
University of Malta, Mater Dei Hospital, Msida, Malta (1) - Triolo Zacla Hospital, Triolo Zacla Hospital, Palermo, Italy (2)

INTRODUCTION AND AIM OF THE STUDY
To evaluate the efficacy and tolerability of intravesical therapy with Adanosonia Digitata (Baobab)oil compared
with antibiotic prophylaxis in recurrent bacterial cystitis

MATERIALS AND METHODS
A retrospective study of two series of patients treated for recurrent bacterial cystitis.
The study protocol was approved by the local Board and written informed consent obtained.
Patient selection was based on documented history of recurrent bacterial cystitis. Both groups were managed
contemporaneously between January 2014 and January 2016.
Group A received a novel treatment with a series of intravesical instillations of a sterile solution of Adanosonia
Digitata (Baobab) oil. Group B received low dose long-term antibiotic prophylaxis.
Both groups were followed up at 1,3 , 6 and 12 months of initiation of treatment. Outcome measures included
UTI status, LUTS, adverse effects,and patient satisfaction.
Group A were treated with intravesical instillations of 50ml sterile Baobab oil, retained for 60 minutes, weekly
for 6 weeks, then monthly for 4 months.
All patients were urine culture negative before instillation of Baobab oil solution.
Group B received 6 weeks treatment with oral sulfamethoxazole 200 mg plus trimethoprim 40 mg once daily.
Treatment satisfaction was evaluated using a 5-point Likert scale, at initiation of treatment and at 12 months.
Urinalysis and microscopy was carried out at each follow up visit.
Statistical analysis was performed with SPSS for Windows version 17.0(SPSS Inc., Chicago, Illinois, USA).
Data were reported as mean and standard deviation. Differences between categorical groups were analyzed
by Fisher's exact test and between continuous variables by independent samples t test. In all statistical
analyses, the level of significance was set at p ¼ 0.05.

RESULTS
105 patients were recruited to Group A and 96 patients to Group B.
There was no difference for age and BMI. During the Baobab natural oil installations8 episodes of UTI were
detected and installations delayed until urine culture was negative.
At 1 year follow up, 58 and 89 episodes of UTI were detected in the experimental and control groups
respectively. In both groups, Escherica coli was the commonest pathogen (69.3%) followed by Klebsiella
(25.8%).
The cystitis episodes decreased after the procedure (cystitis episodes in the year before treatment: 6 ± 0.91
vs. cystitis episodes in the year after treatment: 3.3 ± 1.5; P < 0.0001).Cystitis episodes decreased at 1
year.(T0-3 month: 2.07 ± 0.98; T3-6 month: 0.73 ± 0.69; T6-12 month: 0.5 ± 0.51; P < 0.0001).This was
statistically significant at T0-3 month vs. T3-6 month; P < 0.0001 but not between T3-6 month vs. T6-12
month; P > 0.05. No adverse events were reported. Patient satisfaction with the treatment was 3.5 as mean
(DS ± 0.66)
At 12 months after treatment, 40 (38.1%) and 15 (15.6%) patients in the experimental and control groups,
respectively, were free from UTI (p¼ 0.03)
All women tolerated the Baobab oil installations, 72% reported mild or moderate pain or burning during
instillation. No serious adverse events were reported during the treatment phase in both groups.

INTERPRETATION OF RESULTS
Our study demonstrated that instillation of Baobab oil is effective in terms of prevention of recurrent bacterial
cystitis and is indeed superior to the conventional therapy with low dose antibiotics. In addition, it is a feasible
and well-accepted treatment
The percentage of patients who developed 2 or 3 UTIs is higher in the group receiving antibiotic therapy.
Moreover, the number of patients having only 1 UTI after treatment is significantly higher in patients receiving
Baotrophic treatment.
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Figure 1. No of cystitis episodes during treatment
Moreover, the overall number of patients who had no UTI episodes one year after treatment was significantly
higher in the treatment group A. This could be the result of long term repair of the GAG layer in the urothelium.
This is infact similar to the response obtained by instillations of hyaluronic acid reported by Damiano et al.

CONCLUSIONS
Our study showed that instillation of Baobab oil is effective in the prevention of recurrent bacterial cystitis, and
is superior to low dose antibiotic therapy. In addition, it is a feasible and well-accepted treatment.
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7 - IS THE DEFINITION OF NOCTURNAL URINE PRODUCTION IN
EXCESS OF 90ML/HR TRANSFERABLE TO A FEMALE POPULATION?
Ana Sofia Da Silva (1) - Georgina Baines (1) - Linda Cardozo (1) - Fiona Bach (2) - Matthew Parsons (2) - Dudley Robinson (1) - Philip
Hobson (2)
King's College Hospital, King's College Hospital, London, United Kingdom (1) - Birmingham Women's and Children's NHS
Foundation Trust, Birmingham Women's and Children's NHS Foundation Trust, Birmingham, United Kingdom (2)

INTRODUCTION AND AIM OF THE STUDY
Nocturnal polyuria (NP) is defined as ‘excessive production of urine during their main sleep period’ [1]. The
term ‘excessive’ has not been clearly defined. Blanker et al suggested that nocturnal urine production (NUP) in
excess of 90ml/hr is abnormal, however, this population-based study only included older male participants. To
date, to the best of our knowledge, the use of this definition has not been transferred to a female population
[2]. In addition, some definitions for nocturnal polyuria (NP) have used a higher threshold for patients over the
age of 65 years due the physiological changes expected in an older population making NP more prevalent [3].
The aim of this study was to assess if the use of this definition is transferable to a female population and
determine if there are variations with age.

MATERIALS AND METHODS
All female patients attending an outpatient urogynaecology clinic were asked to complete a 3-day bladder
diary. Urine production was calculated from urine output from the time of going to bed up to and including the
first void of the next day, divided by time asleep. For this study nocturia was defined as ≥2 voids/night (the
frequency that is associated with more significant consequences) and nocturnal polyuria as NUP >90ml/hr.
Odds ratios were generated for different age categories, individuals with 24-hour polyuria and those with low
bladder capacity. ROC curves were generated to determine the diagnostic potential of NUP.

RESULTS
Age group (yrs)
30
30 – 39
40 – 49
50 – 59
60 – 69
>70
24-hr polyuria (2500ml)

OR

95% CI

Sig

Reference
0.63
0.95
2.03
1.30
2.45
0.16

0.03 - 11.56
0.07 - 13.08
0.15 – 26.58
0.13 – 13.57
0.27 – 22.24
0.08 – 0.32

0.76
0.97
0.59
0.82
0.43
<0.01

500 complete bladder diaries were obtained. The mean age of patient was 57.2 (range 19-90). The mean
NUP was 66.7 mL/hr (SD 39.9). There was no significant correlation with age.

INTERPRETATION OF RESULTS
A diagnosis of 24-hour polyuria was significantly associated with abnormal NUP. NUP is associated with
increased nocturia episodes but is only moderately discriminative (area under ROC curve=0.753). At a cut-off
of 90ml/min, 46% patients with ≥2 nocturnal voids will be correctly classified as NP, with a false positive rate of
15%.

CONCLUSIONS
Nocturnal polyuria is poorly defined in the literature. The use of NUP to classify NP is transferable to a female
population as it is clear that NUP is associated with nocturic episodes. The use of NUP may not discriminate
between those patients with pure NP and those who suffer from 24-hour polyuria. It may be useful to assess
different cut off levels rather than 90ml/hr and validate its sensitivity for different populations.
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ROLE OF NEOTISSUE COMPLIANCE ON MUSCLE ATROPHY
FOLLOWING ABDOMINAL WALL HERNIA REPAIR IN RAT MODEL
Katerina Mackova (1) - Marina Gabriela Monteiro Carvalho Mori Da Cunha (1) - Anna Marie Nora Mazzer (2) - Rebecca Degliuomini (2)
- Ladislav Krofta (3) - Jan Deprest (1)
KU Leuven, University Hospital Leuven, Leuven, Belgium (1) - San Raffaele university, San Raffaele, Milan, Italy (2) - Third faculty
of medicine, Institute for the care of mother and child, Prague, Czech Republic (3)

INTRODUCTION AND AIM OF THE STUDY
Although mesh use has significantly improved the outcomes of hernia and pelvic organ prolapse repair, longterm recurrence rates and implant-related complications (IRCs) such as pain and erosion remain unacceptably
high. We have previously observed a progressive muscle atrophy following hernia repair using either
electrospun or polypropylene mesh. We hypothesized that this was due to high stiffness of the explants 1. We
aim to investigate the effect of the compliance of the neotissue on the preservation of the muscle tissue.

MATERIALS AND METHODS
We induced a 4 cm-long abdominal wall incision in 90 Sprague-Dawley rats (female, 12 weeks-old, 200-300g)
and covered it primarily with three different weight and structure of polypropylene (PP) implant: ultralightweight (Restorelle), medium-weight and heavy-weight (Marlex), and with heavy-weight
Polyvinilidenefluoride (PVDF) (n=6/ time point) meshes. Characteristics of the meshes are displayed in Table
1. Six additional sham-incised animals served as controls. Animals were harvested at day 14, 28 and 90.
Uniaxial tensiometry, was done with a Zwick tensiometer (Zwick GmbH & Co. KG, Ulm, Germany) with a 200
N cell load, a preload of 0.05 N and a constant elongation of 10mm/min. The Young elasticity modulus in the
comfort zone was calculated. Explants were stained with Masson´s Trichrome for morphometric analysis of
muscle tissue.

RESULTS
Biomechanical testing suggests that both heavyweight PP and PVDF induce stiffening of the abdominal wall
compared to native tissue, yet this was only significant at 90 days (Fig.1). Conversely, these groups also
showed significant less muscle than native tissue at this time point.

INTERPRETATION OF RESULTS
The loss of muscle content is similar to what is seen in mechanically-unloaded muscles leading to disuse
atrophy and muscle fiber changes2. One mechanism to explain this maladaptive remodelling response may be
neotissue stiffness leading to disuse and stress shielding. It is well known that mechanical loading of skeletal
muscle post-injury triggers many beneficial responses that enhance skeletal muscle regeneration and reduce
fibrosis. Further research should investigate what drives muscular atrophy, and whether novel polymers would
eventually generate a more physiological neotissue and could prevent failure and/or avoid collateral damage.
We speculate that atrophy may result over time in mechanical failure or recurrent incisional hernia formation
later on, since fascial pathology, muscle atrophy and degeneration have all been implicated in the hernia
pathophysiology3.

CONCLUSIONS
Stiffness of the neotissue seems to play an important role on muscle atrophy following mesh implantation for
abdominal wall reconstruction.
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Table 1: Characteristics of the materials used in this study.

Fig. 1: Young’s modulus in the comfort zone (top left) of explants of the abdominal wall of rats following hernia
repair using ultra-light, medium and heavy weight polypropylene (PP) or heavy PVDF. Both heavyweight PP
and PVDF induce stiffening of the abdominal wall compared to native tissue, yet this was only significant at 90
days. Conversely, these groups also showed significant less muscle than native tissue at this time point (top
right). On the bottom, representative images of Masson’s Trichrome at 90 days (magnification: 10x).
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OBESITY AND ITS LONG-TERM IMPACT ON SACROCOLPOPEXY
KEY-OUTCOMES (OBELISK)
Martin Smazinka (1) - Vladimir Kalis (1) - Martin Havir (1) - Linda Havelkova (2) - Khaled Ismail (3) - Zdenek Rusavy (1)
Department of Gynecology and Obstetrics, University Hospital Pilsen, Pilsen, Czech Republic (1) - New Technologies - Research
Centre, University of West Bohemia, Pilsen, Czech Republic (2) - Department of Gynecology and Obstetrics, Faculty of Medicine,
Charles University, Pilsen, Czech Republic (3)

INTRODUCTION AND AIM OF THE STUDY
Obesity is usually defined as a body mass index (BMI) equal to or exceeding 30kg/m 2. It is an established risk
factor for metabolic and cardiovascular disorders, furthermore, obesity, can pose a technical challenge during
the course of several surgical procedures and post-operative recovery hence, obese patients are considered
high risk for most surgical interventions. Due to the rising obesity prevalence, which seems to be more
prominent in females, caring for obese women is almost a daily routine in urogynecology. Although, there is
not yet conclusive evidence linking obesity and pelvic organ prolapse (POP), studies reported a trend towards
a higher prevalence of POP in obese compared to non-obese women (1,2). Sacrocolpopexy is recognized as
the preferred contemporary approach for significant apical POP management and is the first line procedure of
choice in our center for all women with clinically and anatomically significant apical POP. We hypothesized that
there will be no difference in LSC key surgical and clinical outcomes between obese and non-obese women.
Hence we have undertaken this observational study to explore perioperative complications, anatomical and
functional outcomes up to 12 months after LSC in obese, overweight and normal weight women.

MATERIALS AND METHODS
Following approval by the local ethics committee, all women who had LSC for symptomatic POP and a POP-Q
stage ≥ 2 in our unit between January 1, 2015 and December 31, 2017 were included in this study. It is our
routine policy that all women referred to the urogynecological department for POP have detailed medical
history and undergo systematic urogynecological examination both at rest and on Valsalva maneuver using
the POP-Q staging system followed by pelvic floor and gynecological ultrasonography. The impact of the
condition on their QoL is assessed using the Pelvic Floor Distress Inventory (PFDI). Following LSC, women
are encouraged to attend postoperative follow-up appointments at 3 and 12 months for clinical and ultrasonographic
assessments. At follow-up women are asked to complete a PFDI and their overall satisfaction with the
outcome of the surgical procedure is evaluated by means of the Patient Global Impression of Improvement
(PGI-I). For the purpose of this study, a PGI-I ≤3 and a POP-Q staging of Ba≤0, Bp≤0, C<-TVL/2 at 12 months
after surgery were considered indicative of patient satisfaction and anatomical correction respectively. LSCs
were conducted by one of four specialists fully qualified to undertake the procedure. Hospital case notes and
database provided information relating to demographic details, past medical, surgical and obstetric histories,
duration of surgery, estimated blood loss any intra or postoperative complications or extended hospitalization.
Peri- and postoperative complications are presented based on the Dindo-Clavien classification (3). Variation in
distribution of ranked data among and between groups was carried out with non-parametric ANOVA (2-sample
Wilcoxon test or 2-sample Median test), while categorical variables were assessed by the χ2 test or Fisher´s
exact test using SAS 9.4 (SAS Institute Inc., Cary, NC, USA) statistical software. The cut-off for statistical
significance was set at p<0.05.

RESULTS
During the study period, a total of 299 LSCs or one of its modifications (laparoscopic supracervical
hysterectomy and cervicopexy, laparoscopic hysteropexy; laparoscopic hysterectomy and sacrocolpopexy)
were performed in our unit. Perioperative parameters and complications were similar between all groups
except for the mean duration of surgery amongst obese women (p=.02). A total of 288 (96.3%) women
attended the 3-month follow-up visits (80 (97.6%) normal weight group, 143 (97.3%) overweight, and 65
(92.9%) obese women, while 279 (93.3%) women (81 (98.8%) normal weight, 136 (92.5%) overweight, and 62
(88.6%) obese women) attended their 12-month follow-up appointments. At the 12-month follow-up, there was
one (0.4%) anatomical apical compartment failure in the overweight group. Based on a POP-Q cut-off of Ba≥-1
or Bp≥-1, we identified 25 (9.0%) and 21 (7.5%) anterior and posterior compartment failures in the total cohort
respectively. However, there were only 3 (1.1%) anterior and 2 (0.7%) posterior compartment failures if the
cut-offs of Ba>0 or Bp>0 were used. POP-Q results for women in the obese cohort were similar to the other
study groups. At 12 months, all women in the obese group who attended their follow-up scored a PGI-I ≤ 3 for
their overall satisfaction compared to 95.6% and 97.6% of women from the overweight and normal weight
groups respectively (p=.27). Of the women who completed the sonographic assessment at 12 month followup, the mesh positioning was optimal in 88.3% (53/60) of the obese women compared to 77.8% (98/126), and
80.0% (60/75) of women in the overweight and normal weight groups respectively (p=.23)
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Table: Peri-Operative characteristics amongst women undergoing LSC (N = 299)
Total
population
N = 299

BMI
< 25 kg/m2
N = 82
122.5 (28.6)
7 (8.5%)

Estimated blood loss more than 300 ml [N (%)]

126.7 (33.2)
19/298
(6.4%)
190.0
(160.7)
18 (6.0%)

BMI
≥ 25 kg/m2
< 30 kg/m2
N = 147
124.4 (35.0)

Perioperative blood transfusion

BMI
≥ 30 kg/m2
N = 70

p

136.5 (32.7)

0.02 a

10 (6.8%)

2/69 (2.9%)

0.35c

205.7 (256.2)

181.2 (105.4)

190.0 (102.7)

0.69 a

6 (7.3%)

11 (7.5%)

1 (1.4%)

0.18c

2 (0.7%)

0 (0.0%)

2 (1.4%)

0 (0.0%)

0.73c

Bladder injury [N (%)]

18 (6.0%)

4 (4.9%)

12 (8.2%)

2 (2.9%)

0.27c

Rectal injury [N (%)]

1 (0.3%)*

0 (0.0%)

0 (0.0%)

1 (1.4%)

0.19c

Vaginal injury [N (%)]

3 (1.0%)

1 (1.2%)

2 (1.4%)

0 (0.0%)

0.63c

Conversion to open laparotomy
[N (%)]
Postoperative deep venous and pulmonary
embolism
Postoperative cardiovascular complications

3 (1.0%)

2 (2.4%)

1 (0.7%)

0 (0.0%)

0.28c

0 (0.0%)

0 (0.0%)

0 (0.0%)

0 (0.0%)

N/A

3 (1.0%)**

1 (1.2%)

2 (1.4%)

0 (0.0%)

0.63c

Postoperative infection (apart from UTI)
Early postoperative complications Clavien-Dindo
grade I [27] [N (%)]
Early postoperative complications Clavien-Dindo
grade II [27] [N (%)]
Early postoperative complications Clavien-Dindo
grade III [27] [N (%)]
Prolonged hospitalization [N (%)]

1 (0.3%)

0 (0.0%)

1 (0.7%)

0 (0.0%)

0.89c

8 (2.7%)

1 (1.2%)

7 (4.8%)

0 (0.0%)

2 (0.7%)

1 (1.2%)

1 (0.7%)

0 (0.0%)

4 (1.3%)

0 (0.0%)

2 (1.3%)

2 (2.9%)

5 (1.7%)

2 (2.4%)

3 (2.0%)

0 (0.0%)

Variable
Operating time [min] [mean (SD)]
Operating time more than 3 hours

[N (%)]

Blood loss [ml] [mean (SD)]

0.22c

0.45c

INTERPRETATION OF RESULTS
This is a review of LSC outcomes performed by different fully qualified surgeons in one center and hence,
allowing for the pragmatism of having several operators working in a busy unit while mitigating the risk of
heterogeneity that might ensue from lack of procedural or protocol standardization. Our dataset includes
patient-reported, clinical core urogynecological outcomes and an objective assessment of mesh location
enabling us to comprehensively evaluate the safety and efficacy of LSC in obese women. The results of this
observational study demonstrate low rates of perioperative complications in association with LSC in women
irrespective of their BMI. We also found that women who were overweight or obese had fairly similar rates of
successful anatomical correction, symptom improvement and satisfaction to normal weight women following
LSC. These findings are consistent with our stated hypothesis. The findings of this study are important for
clinicians who counsel women about the various available treatment options. But, more importantly, it is crucial
for women with a BMI above the optimal level and who need to make an informed choice about their
management options. However, it is imperative to highlight the importance of proper perioperative
assessment, multidisciplinary involvement, technical and non-technical skills of the surgical team when
managing women with POP particularly if considered overweight or obese. Although this is one of the longest
follow-up data to be reported in relation to our study topic, we feel that longer-term data, at 3 and 5 years,
would be more clinically relevant. We hope this data will be available for reporting in the future.

CONCLUSIONS
There were no significant differences in the majority of perioperative complication rates, anatomical, functional
and QoL outcomes up to 12 months following LSC for a significant POP in women categorized as overweight
or obese compared to normal weight women.
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THE COMPARISON OF THE QUALITY OF SEXUAL LIFE AFTER
NATIVE TISSUE VERSUS POLYPROPYLENE MESH AUGMENTED
PELVIC FLOOR RECONTRUCTIVE SURGERY
Aleksandra Kaminska (1) - Konrad Futyma (1) - Katarzyna Skorupska (1) - Tomasz Rechberger (1)
2nd Department of Gynecology Medical University of Lublin, SPSK-4 Lublin, Lublin, Poland (1)

INTRODUCTION AND AIM OF THE STUDY
Pelvic prolapse (POP) is one of the most prevalent gynaecological condition resulting in anatomical changes
whithin urogenital tract which have negative influence on women’s quality of life, decreasing social,
psychological, occupational, physical and sexual well-being.
The lifetime risk of undergoing an operation for POP varies widely from 6 to 18%. Many types of procedures
used to correct this condition have been described, but the optimal management is not yet established and
depends on many factors. After FDA safety communications and reclassification of TVM to class III high- risk
devices, in June 2015 SCENIHR (The Scientific Committee on Emerging and Newly Identified Health Risks)
stated that „due to increased risk associated with TVM for POP repair, this should only be used when other
surgical procedures have failed”[1,2].
The aim of this study was to evaluate the quality of sexual life after native tissue repair and transvaginal mesh
procedure in sexually active women with symptomatic pelvic organ prolapse (stage ≥ III according to Pelvic
Organ Prolapse Quantification [POP-Q ]system).

MATERIALS AND METHODS
The sexual quality of life was assessed in the group of one hundred twenty one patients who unerwent native
tissue reconstructive surgery or polypropylene mesh augmented procedure for POP ≥III in POPQ from
October 2015 to June 2018.
The demographical and clinical characteristics of patients are presented in Table 1.
Native tissue repair
TVM
Patients
n=58
N=63
BMI (Mean ±SD)
27.12±4.2
26.06±2.9
Age (Mean ±SD)
52.2±8.6
55.6±8.3
Menopauzal status (pre- and after menopause)
20 vs 38
19 vs 44
Table 1. The demographic and clinical characteristics of patients.
Measurements and statistical analysis
Clinical data were collected and analyzed to assess patients’ quality of sexual life before and 6 months after
the surgery. The short version of The Pelvic Organ Prolapse/ Urinary Incontinence Sexual Questionnaire
(PISQ-12) and Female Sexual Function Index (FSFI) were used. Degree of POP was measured according to
POPQ staging. The statictical analysis was performed using parametric test (t-test) for PISQ-12 and
nonparametric test (The Wilcoxon signed rank test) for FSFI and p<0,05 was considered as statistically
significant.

RESULTS
Results of PISQ-12 questionnaire in whole analyzed population revealed significant improvement in the sexual
life after the reconstructive surgery (27,24 versus 32,43; p <0,001, t=8,48) (Table 2.).
PISQ-12
Mean ±SD
Median
Before
27,24±7,85
27
After 6 months
32,43±6,48
33
Table 2. Mean results of PISQ-12 scoring before and 6 months after reconstructive surgery.
Results of FSFI questionnaire also showed statistically significant improvement in all analyzed domains, as
well as in the overall results (T=940, p<0,001) (Table 3).
Domain before and after
T
P
desire
371,500
0,000106
arousal
439,500
0,000000
lubrication
616,500
0,000007
orgasm
606,500
0,000000
satisfaction
644,500
0,000000
pain
667,500
0,000005
Table 3. Mean results between domains of FSFI questionnaire before and 6 months after the surgery.
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There were no significant differences in the assessment of the sexual QoL according to PISQ-12 questionnaire
between both analyzed groups of patients ( NTR vs TVM; t-Test p=0,19).
Also, there were no significant differences in the assessment of the sexual QoL in FSFI between group of
patient after the native tissue reconstructive surgery and group after TVM (NTR vs TVM; Mann-Whitney U test
p=0,54).

INTERPRETATION OF RESULTS
Our study showed improvement in sexual quality of life after the reconstructive surgery. There were no
significant differences between QoL after native tissue and polypropylene mesh augmented pelvic floor
reconstructive surgery, both in the overall assessment and in the consideration of individual domains of sexual
life.

CONCLUSIONS
Both surgical methods (NTR and TVM) significantly improved sexual life and satisfaction in patients 6 months
after the procedure.
Neither NTR, nor TVM were found to be better in improving quality of sexual life.
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11 - OBLITERATIVE SURGERY FOR ADVANCED PELVIC ORGAN
PROLAPSE: A JUSTIFIED CHOICE?
Roni Tomashev-Dinkovitch (1) - Matar Yekutiel (1) - Tal Fligelman (1) - Anna Padoa (1)
Tel Aviv University, Shamir-Assaf Harofe Medical Center, Zrifin, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Since the prevalence of pelvic organ prolapse (POP) increases with age and life expectancy is progressing in
the general population, pelvic floor surgeons are incresingly required to care for older women seeking
treatment for POP. In women who do not seek to maintain vaginal coital function, Le Fort colpocleisis has
been reported to offer high anatomical success rates, combined with short operative time, decreased blood
loss and fast recovery. Nevertheless, significant complications such as pyocolpos, worsening of urinary
symptoms and delayed diagnosis of gynecologic malignancies have been reported following obliterative
surgery. Furthermore, POP recurrences after colpocleisis are a therapeutic challange and have been reported
to reach nearly 20% in some series. So far, the literature comparing obliterative and reconstructive POP
surgery has included patients of all ages rather than focusing on the older and more fragile population. We
compared safety and efficacy of obliterative (group 1) versus reconstructive surgery (group 2) in women aged
> 75. Primary outcome was short-term safety. Secondary outcomes were subjective success and long term
complications.

MATERIALS AND METHODS
Using a retrospective chart analysis, we identified patients aged 75 and above who underwent surgery for
advanced POP from 2008 to 2019. Pre-operative evaluation included medical history, a structured pelvic floor
symptom questionnaire, POP-Q or Baden-Walker staging, cough stress test with and without prolapse
reduction, validated QoL questionnaires (PFDI-20, PISQ-12) in patients who could read and understand the
local language and conventional urodynamic studies when clinically indicated. Obliterative surgery was done
according to Le Fort and reconstructive surgery included a variety of vaginal and endoscopic procedures.
Patients returned for post-operative follow-up at 3 weeks, 8 weeks, 6 months, 12 months and then annually.
Follow up visits included a structured pelvic floor symptom questionnaire, cough stress test, pelvic exam.
Validated QoL questionnaires (PFDI-20, PISQ-12) were repeated starting from the 6-month visit and then
annually. Data were analysed using the SPSS statistical program.

RESULTS
One-hundred and three patients were included in data analysis: 33 in group 1 and 70 in group 2. Patients in
group 1 were older and had more advanced prolapse. Demographic data and background morbidity were
otherwise similar. There was no difference in surgery duration, mean hospital stay, postoperative pain and rate
of complications (15.2% vs 15.7%). There were no mortality cases in either group. Mean follow-up was similar:
17.9 months and 16 months, respectively. At the latest follow-up, there was no difference between groups in
LUTS or long term complications (mesh/sling erosion, pelvic/groin pain). Patients in group 1 had more postoperative constipation (35.5% and 10.2% respectively, p=0.004). None of the patients regretted having had an
obliterative procedure. The subjective cure rate was 96.8% in group 1 and 92.3% in group 2 (p=0.39). One
patient in each group was re-operated for prolapse or incontinence (p=0.63).

INTERPRETATION OF RESULTS
To our knowledge, no studies have been published so far comparing safety and efficacy of obliterative versus
reconstructive POP surgery in women aged 75 and above. Advances in anesthesia and the development of a
variety of minimally invasive reconstructive techniques seem to allow, in our experience, successful and safe
reconstructive POP surgery in older women, preserving the option of future coital activity. A large population
study from 2007 on sexuality of older adults in the US reported the prevalence of sexual activity to be 26% in
respondents aged 75 and above. This indicates that irreversible vaginal obliteration may carry a risk of regret
in some patients, despite careful selection of cases. In our sample, we found significantly more complaints of
post-operative constipation in patients following colpocleisis: a possible explanation is that posterior
colporrhaphy done during some of the reconstructive procedures had a positive impact on obstructed
defecation. We believe obliterative surgery has still a place in some extremely frail women with stage 4 POP
and extensive vaginal ulcers, as in such cases the success rate of native tissue repair is expected to be poor
and vaginal mesh surgery is not an option due to poor skin conditions.
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CONCLUSIONS
Reconstructive and obliterative surgical procedures are equally safe and effective options for repair of
advanced pelvic organ prolapse in the older population. Age by itself should not be a factor preventing
reconstructive surgery for POP repair.
Figure 1
Figure 2

Figure 3

Figure 4
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PELVIC ORGAN PROLAPSE CAN BE TREATED WITH LASER
THERAPY? PRELIMINARY ANALYSIS OF A RANDOMIZED SINGLEBLINDED CONTROLLED TRIAL
Eleni Pitsouni (1) - Themistoklis Grigoriadis (1) - Vangelis Petrakis (1) - Dimitris Zacharakis (1) - Christos Kalantzis (1) - Stavros
Athanasiou (1)
Urogynecology Unit, 1st Department of Obstetrics and Gynecology, National and Kapodistrian University of Athens, Alexandra
Hospital, Athens, Greece (1)

INTRODUCTION AND AIM OF THE STUDY
Surgery is considered the traditional treatment of Pelvic Organ Prolapse (POP) [1]. Recently, treatment with
intravaginal laser was proposed as a non-surgical alternative for reducing the anterior vaginal wall prolapse
[2]. However, data are scarce and randomized controlled trials are lacking. The aim of the current study is to
assess the effectiveness of non-ablative photothermal Erbium-laser (Er:YAG-laser) for managing prolapse of
the anterior and/or posterior compartment (Stage 2), as defined by the POP – Quantification Staging System
(POP-Q), by comparing its efficacy to no treatment.

MATERIALS AND METHODS
This is a preliminary analysis of a randomized single-blind trial comparing Er:YAG-laser therapy to no
treatment using objective and subjective measurements. Included participants were those with Stage 2 or 3
symptomatic cystocele and/or rectocele who opted to undergo surgical treatment. Women with prolapse of the
uterus >stage 1 and those who had received any prior treatment for POP were excluded. Participants in the
Er:YAG-laser group received 3 therapies at monthly intervals, while participants in the no treatment group did
not receive any POP management. Primary outcome was the proportion of patients with Stage 0 or 1, while
secondary outcomes the patient reported questionnaires (i.e POPID-6, CRADI-8, UDI-6, PFDI-20, UIQ-7,
CRAIQ-8, POPIQ-7, PFIQ-20, PGI-I). Evaluation of outcomes in both groups was performed at baseline and at
4-months post baseline (4-months follow-up). Based on prior data [2] for a 5% level of statistical significance,
90% power of the study and 20% dropout rate 30 participants (15 in each group) were required.

RESULTS
Thirty-women with cystocele and/or rectocele were included in this study (Table 1). All but 1 woman completed
the 4-months follow-up period. This woman dropped out due to distress caused by the laser procedures.
Baseline characteristics were not statistically significantly different between groups. No participants (0%) in
either group had POP-Q stage 0 or 1 at 4-months follow-up (Table 1). In the laser group 2/14 (14%) and 2/14
(14%) participants decreased and increased POP stage by 1 stage, respectively. In the no treatment group
1/15 (7%) participant increased POP stage by 1 stage. Statistically significant changes from baseline to 4months follow-up were not found for any of the secondary outcomes in either group (Table 2). In the laser
group 7/15 (46%), 6/15 (40%), 1/15 (7%), 1/15 (7%), declared “a little better”, “no change”, “better” and “much
better”. In the no treatment group 14/15 (93%) and 1/15 (7%) declared “no change” or “a little worse”.

INTERPRETATION OF RESULTS
Laser therapy appeared to be equal to no treatment as none of the participants in either groups had POP-Q
stage 0 or 1 at 4-months follow-up. These findings could not reproduce the findings of a prior single-arm study
[1]. In the latter study 48% of the participants had POP stage 0 or 1 (as defined by Bader-Walker Scale)
following 2 to 5 laser sessions, while 95% of the participants reduced their POP stage by 1 stage. In the
present study the lack of improvement in patients’ reported outcomes further reflected the unchanged POP
stages after 3 laser therapies. The discrepancy between PGI-I answers and non-significant findings in other
patient reported outcomes in laser group, indicate a placebo effect of laser therapies.

CONCLUSIONS
Three Er:YAG-laser therapies did not reduce POP stage to 0 or 1. In addition, the degree of symptom’s bother
and POP impact on daily activities did not change. Further randomized controlled trials including larger sample
sizes and longer follow-up periods are needed.
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Table 1. Prolapse stages at baseline and 4-months follow-up
Laser group (n=15)*
Baseline
4-months follow-up p-value

No treatment group (n=15)*
Baseline
4-months follow-up

p-value

Stage 0 or 1
Stage 2
Stage 3
Stage 4

0/15 (0%)
6/15 (40%)
9/15 (60%)
0/15 (0%)

1
0.7
0.7
1

*
**

0/15 (0%)
4/15 (27%)
11/15 (73%)
0/15 (0%)

0/14 (0%)
4/14 (29%)
10/14 (71%)
0/14 (0%)

1
0.9
0.9
1

0/15 (0%)
5/15 (33%)
10/15 (67%)
0/15 (0%)

Outcomes are presented as proportions.
Data were analyzed by chi-square.

Table 2. Secondary outcomes at baseline and at 4-months
Laser Group

Aa
Ba
Ap
Bp
C
D
TVL
GH
PB
Bulge
POPDI-6
CRADI-8
UDI-6
PFDI-20
UIQ-7
CRAIQ-8
POPIQ-7
PFIQ-20

No treatment group

Baseline
(n=15)*

4-months
(n=14)*

p-value

Baseline
(n=15)*

4-months
(n=15)*

p-value

0.5/2
1.5/2.8
-2/0.8
-2/0.8
-4/1.8
-5/1.8
7/3
3/1.3
2/0.8
2/2
37/30
21/28
45/44
97.5/72
0/29
0/4
0/10
0/54

0.5/2.3
1.5/3.3
-2/0.3
-2/1.3
-4/1.3
-5/1.3
7/2
3/1
2/0.8
2/1.25
39/27
13.5/20
46.5/40
91/89
0/21
0/5
0/10
0/47

0.09**
0.5
1
0.3
0.6**
0.7**
0.6**
0.6
0.6**
0.7**
0.5**
0.4**
0.9**
0.08**
0.6
1
0.5
0.6

0/2.5
1/2.5
-2/1.3
-1.5/2.5
-4/2.3
-5.5/2
7.5/1.8
2.5/1.3
2/0.8
2/4
29/42
25/37
54/59
104/124
14/77
0/42
0/38
52/146

1/3
1.5/2.5
-1.5/1
-1.5/2.5
-4/1.8
-5.5/2
7.5/2.3
2.5/1.3
2/0.5
2/4
33/50
25/29
50/50
108/129
19/77
0/66
14/66
76/170

0.09**
0.6**
0.2**
0.2**
0.3**
0.3**
0.7**
0.3**
0.2
0.3
0.1**
0.7**
0.2**
1**
0.1
0.4
0.1
0.6

*

Outcomes are presented as median/Interquartile range
Data were analyzed by paired samples T-test. All other data were analyzed by Wilcoxon-Signed Ranks test.

**
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SEXUAL ACTIVITY AND FUNCTION AFTER PELVIC PROLAPSE
SURGERY IN WOMEN WITH HIGH RISK OF RECURRENCE:
RANDOMIZED CONTROL TRIAL TO COMPARE LAPAROSCOPIC
COLPOSACROPEXY/CERVICOPEXY AND ANTERIOR VAGINAL MESH
Sònia Anglès-acedo (1) - Cristina Ros-cerro (1) - Sílvia Escura-sancho (1) - M. José Palau-pascual (1) - Montserrat Espuña-pons (1)
Obstetrics and Gynaecology. Pelvic Floor Unit, Hospital Clínic de Barcelona, Barcelona, Spain (1)

INTRODUCTION AND AIM OF THE STUDY
The impact on activity and sexual function after pelvic organ prolapse (POP) surgery are controversial in the
literature1, due to the great variety of surgical techniques (vaginal, abdominal, with or without mesh, with or
without anti-incontinence surgery). Mesh surgery may be indicated in women with symptomatic POP with a
high risk of postoperative recurrence, such as advanced POP (≥ stage 3). Anatomical changes of the vagina
after vaginal surgery with anterior vaginal mesh (AVM) or laparoscopic sacrocolpopexy/cervicopexy (LSC-Cx)
are different2, however, the current scientific evidence does not allow to make clear recommendations
regarding the future sexuality of affected women. The aim of this study was to evaluate the influence of
surgery management with vaginal or abdominal mesh on the sexual activity and function, in women with
symptomatic pelvic organ prolapse (POP) and high risk of recurrence.

MATERIALS AND METHODS
A randomized controlled trial was conducted in women with anterior vaginal wall decent stage ≥3º and apical
≥2º, elegible for a surgery management. All patients gave their consent to be randomized to LSC-Cx or AVM.
Sexual activity and function were assessed with the Pelvic Organ Prolapse/Incontinence Sexual Questionnaire
(PISQ-IR) at baselina and one year after surgery.

RESULTS
120 women were included, median (DE) age 62 (7,2). At baseline, 57 women were sexually active with coital
activity and 58 were sexually inactive. 42,9% women become sexually active after surgery, whereas 14,5%
sexually inactive, without differences between LSC-Cx and AVM. The prevalence of dyspareunia “always,
usually” significantly decreased after surgery (12,3% vs. 5,4%), without significant differences between groups.
“De novo” dyspareunia was 16,3% after 1 year follow-up (20% AVM vs 13% LSC-Cx), without significant
differences but with a better tendency to LSC-Cx group. In sexually active women, there was a statistical
significant change on 2 PISQ-IR sub-scales: global quality rating of sexual quality and condition-specific
impact on sexual quality. Therefore, on sexually inactive women, a significant improvement was also found on
2 sub-scales: condition-specific reasons for not being active and condition impact on sexual quality. No
differences between LSC-Cx and AVM were observed, nor in sexaully active women, nor in sexually inactive
(Table 1).

INTERPRETATION OF RESULTS
Advanced POP has a negative impact on female sexuality, as a consequence of dyspareunia and sexual
activity avoidance. There is an improvement in activity and FS after surgery, regardless of the approach (LSCCx vs. MVA).

CONCLUSIONS
The surgery management in women with a high risk of POP recurrence, with vaginal or abdominal mesh,
improve both sexual activity and function, independently of the type of surgical approach (LSC-Cx vs AVM). A
high tendency of “de novo” dyspareunia was found in the vaginal approach, although not significant in our
sample, we consider this should be specifically studied.
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Table 1. Dimensions of the PISQ-IR Questionnaire for not Sexually Active Women and Sexually Active
Women in the Comparison of Baseline versus 1year Follow-up.
N
Baseline
N
1 year Follow-up
P value
Transformed Sum (DE)
Transformed Sum (DE)
Not sexually active women
NSAPR
58
40,6 (35,2)
41
47,1 (35,9)
NS
AVM
35
34,3 (33,8)
24
41,6(36,1)
NS
LSC-Cx
23
49,9 (35,9)
17
54,9 (35,3)
NS
NSACS
58
29,7 (25,2)
41
8,9 (16,3)
S
AVM
35
30,2 (22,7)1
24
6,4 (12,9)2
S
LSC-Cx
23
29 (28,9)1
17
12,4 (20)2
S
NSAGQR
58
41,8 (28)
41
30,5 (26,4)
NS
AVM
35
43,1 (28,5)
24
28,3 (27)
NS
LSC-Cx
23
39,7 (27,7)
17
33,6 (26,1)
NS
NSACI
58
39,9 (33,3)
41
9,5 (23,9)
S
AVM
35
42,2 (36,9)3
24
7 (24,1)4
S
LSC-Cx
23
36,1 (27)3
17
13,1 (24)4
S
Sexually active women
SAAO
57
64,3 (18,6)
74
69,4 (18,1)
NS
AVM
23
64 (18,4)
33
69,2 (18)
NS
LSC-Cx
34
64,4 (19)
41
69,6 (18,4)
NS
SAPR
57
81 (16,3)
74
85,7 (15,8)
NS
AVM
23
80,5 (14,1)
33
86,3 (18)
NS
LSC-Cx
34
81,5 (18,1)
41
85,2 (14)
NS
SACS
57
80,8 (22,5)
74
91,6 (14,2)
NS
AVM
23
81 (20,9)
33
91,3 (17,1)
NS
LSC-Cx
34
80,7 (23,8)
41
91,8 (11,6)
NS
SAGQR
57
58,8 (23,5)
75
74,8 (22)
S
AVM
23
59,7 (22)5
33
73,8 (19,7)6
S
LSC-Cx
34
58,3 (24,8)5
41
75,7 (23,8)6
S
SACI
57
64,7 (30,9)
74
94,7 (15,1)
S
AVM
23
69 (30,4)7
33
96 (12,9)8
S
LSC-Cx
34
61,8 (31,3)7
41
93,7 (16,8)8
S
SAD
57
38,5 (20,6)
74
37,1 (19,9)
NS
AVM
23
33,4 (19)
33
35,2 (19,2)
NS
LSC-Cx
34
41,9 (21,2)
41
38,6 (20,5)
NS
NSAPR: not sexually active-partner-related; NSACS: not sexually active-condition specific; NSAGGQA: not
sexually active-global quality rating; NSACI: not sexually active-condition impact; SAAO: sexually activearousal orgasm; SAPR: sexually active-partner-related; SACS: sexually active-condition specific; SAGQR:
sexually active-global quality rating; SACI: sexually active-condition impact; SAD: sexually active-desire. LSCCx: laparoscopic sacrocolpopexy/cervicopexy: AVM: anterior vaginal mesh. NS: not statiscally significative. S:
statiscally significative
1, 2, 3, 4, 5, 6, 7, 8 p>0,05 (NS) between LCS-Cx and AVM
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14 - SEXUAL FUNCTION AND DYSPAREUNIA IN WOMEN AFTER
LAPAROSCOPIC SACROCOLPOPEXY
Zdenek Rusavy (1) - Martin Havir (1) - Martin Smazinka (1) - Adela Veverkova (1) - Vladimir Kalis (1)
Medical Faculty in Pilsen, Charles University, University hospital Pilsen, Pilsen, Czech Republic (1)

INTRODUCTION AND AIM OF THE STUDY
Women with pelvic organ prolapse have an elevated risk of sexual dysfunctions. The effect of pelvic floor
reconstruction on the quality of sexual life is uncertain and possibly depending on the type of surgery used for
pelvic organ prolapse correction. Vaginal reconstructive surgeries are usually associated with a deterioration in
the quality of sexual life. Conversely, abdominal mesh implantation seems to be associated with lower
incidence of erosion, dyspareunia and chronic pelvic pain. The effect of uterine preservation during pelvic
organ surgery is another frequently discussed topic. Its effect on the quality of sexual life has not been
properly studied. The PISQ-IR questionnaire was developed and suggested for the assessment of the quality
of sexual life in women with prolapse and incontinence. In spite of the fact that validated translations are
available in many languages, it is scarcely used in the literature. We therefore set out to use this questionnaire
to evaluate the change in the quality of sexual life after laparoscopic sacrocolpopexy in sexually active women
with prolapse. The secondary objective was to compare specifically dyspareunia rates.

MATERIALS AND METHODS
This was a prospective observational study evaluating the change in female sexual function in individual
domains of the PISQ-IR questionnaire in sexually active women after laparoscopic sacrocolpopexy. All women
after laparoscopic sacrocolpopexy for pelvic organ prolapse stage two and higher from 12/2014 until 12/2017
who completed the PISQ-IR questionnaire before and at least one year after the surgery were included in the
study. The PISQ-IR questionnaire was developed for the assessment of female sexual function in women with
female pelvic floor disorders by IUGA panel of experts with clinical and academic experience in the field of
female sexual function and urogynecology. Subsequently, it was translated into our language using an official
protocol. The PISQ-IR consists of six domains for sexually active women. The questionnaire was evaluated
separately for individual domains using a transformed score (range 0-100). The individual scores were
compared using paired Wilcoxon test, p-value <.05 was considered statistically significant. Dyspareunia was
defined as any other answer than never to question 11 of the PISQ-IR – “How often do you feel pain during
sexual intercourse”.

RESULTS
In total 204 women were enrolled in the study. Upon enrollment, 125 (61.3%) patients were sexually inactive
(NSA) and 79 (38.7%) sexually active (SA), mean age 62.2 years, mean BMI 27, POP stage 3 and more was
present in 86% of women. Postoperatively, sexual activity was preserved in 66 (83%) of SA, these women
were included in the analyses. A statistically significant improvements in global quality (SA-GQ) (71.4 vs. 80.6,
p<.05) and condition impact (SA-CI) (61.8 vs. 89.1, p<.05) domains were observed. No differences in domains
SA-AO or SA-CS were observed in SA (Figure 1). The rates of dyspareunia were comparable (48% vs. 54%).
The dyspareunia disappeared in 11 (17 %) women after the surgery, while 15 (23%) experienced de novo
dyspareunia after the surgery.

FIGURE 1

Change in sexual function after laparoscopic
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INTERPRETATION OF RESULTS
Laparoscopic sacrocolpopexy was associated with improvement in global quality of sexual life in sexually
active women. It was able to achieve a significant reduction in the impact of the prolapse on the sexual life and
increase the global quality of sexual life. Furthermore, no deterioration in any domain was observed after the
surgery. The abdominal implantation of the mesh does not lead to an increase in the rate of dyspareunia.

CONCLUSIONS
Laparoscopic sacrocolpopexy is a suitable surgery for pelvic organ prolapse in sexually active women.
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THE EFFECT OF LOCAL ANESTHESIA ON POSTOPERATIVE PAIN
IN VAGINAL HYSTERECTOMY: A RANDOMIZED CONTROLLED TRIAL
Ohad Gluck (1) - Elad Barber (1) - Ohad Feldstein (1) - Liliya Tamayev (1) - Alexander Condrea (1) - Jacob Bar (1) - Shimon Ginath (1)
Sackler School of Medicine, Tel Aviv University, E. Wolfson Medical Center, Holon, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Our aim is to study the effect of pre-operative local anesthetic on post vaginal hysterectomy pain.

MATERIALS & METHODS
This is a randomized, controlled trial. Women admitted for elective vaginal hysterectomy on benign indication
were offered to participate in the study. Exclusion criteria include age<18 years, additional laparoscopic or
abdominal procedures, operation time > 3 hours, chronic pelvic pain, regular use of analgesic medication, and
allergy to Marcaine. After giving written informed consent, the patients were randomly assigned to one of two
groups: study group and control group. A solution of Bupivacaine-Hydrochloride (Marcaine) 0.5%, or SodiumChloride 0.9% as a placebo, was prepared prior to surgery, by the study-assigned nurse, according to
randomization. The surgeons, the pain assessing researchers, and the participating women were all blinded to
the syringe’s contents. The solution was injected before incision, and in a systematic fashion as a modified
paracervical block. First, 2 ml were injected through the vaginal fornixes at 03.00, 06.00, 09.00, and 12.00
hours at 2 cm depth. Thus, 8 ml were systematically injected around the cervical circumference before
incision. In addition, 1 ml of the solution was injected in each resection line (sacro-uterine and cardinal
ligaments), adding up to a total of 10 ml.
By using 10 cm Visual-analogue-scale (VAS) we assessed the pain at rest at 3, 8, and 24 hours, and pain
during movement at 8 and 24 hours after the operation.
The primary outcomes were levels of pain at movement, 8 and 24 hours after surgery.
Secondary outcomes were reduction in level of pain at rest, at 3, 8, and 24 hours after the surgery, and
decreased analgesics consumption.
The study was approved by the local Institutional Review Board, The Ethics and Research (Helsinki)
Committee of Wolfson medical center, approval number 0156-17-WOMC, and has been registered in the
National Institutes of Health database (clinicaltrials.gov). We conformed to the CONSORT recommendations.

RESULTS
A total of 47 women were included (24 patients in the drug group and 23 in the placebo group). The
demographic data, as well as the operations' characteristics, were similar between the groups.
The level of post-operative pain, as assessed by VAS, was not significantly different between the groups, in all
points of time. There was also no between groups difference in post-operative analgesic use.

INTERPRETATION OF RESULTS
Preemptive local anesthesia was not shown to be efficient in reducing post-operative pain after vaginal
hysterectomy.

CONCLUSIONS
Further studies are needed regarding preemptive anesthesia for reducing post-vaginal hysterectomy pain.
Table 1: Post-operative pain assessment and analgesics requirements of the groups
Drug
Placebo p- value
(n=24)
(n=23)
Pain assessment and analgesics requirements at 3 hours after surgery
Abdomen at rest
4.5±3.0
5.4±3.5
0.4
Vagina at rest
4.1±3.8
4.3±4.1
0.9
Analgesics usage- all types
6 (25)
10 (43.5)
0.1
Analgesics usage- opioids
0 (0)
3 (13.0)
0.2
Pain assessment and analgesics requirements at 8 hours after surgery
Abdomen at rest
3.8±3.1
3.8±3.1
0.9
Vagina at rest
4.0±3.4
3.5±3.1
0.6
Abdomen at movement
4.9±3.6
4.3±3.0
0.5
Vagina at movement
4.7±3.8
3.7±3.4
0.4
Analgesics usage- all types
15 (62.5)
7 (30.4)
0.4
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Analgesics usage- opioids
0 (0)
0 (0)
1.0
Pain assessment and analgesics requirements at 24 hours after surgery
Abdomen at rest
4.2±2.7
4.2±2.9
0.9
Vagina at rest
4.1±3.2
3.3±3.0
0.3
Abdomen at movement
5.0±3.2
4.0±3.5
0.4
Vagina at movement
4.9±3.4
3.9±3.6
0.4
Analgesics usage- all types
10 (41.6)
8 (34.8)
1.0
Analgesics usage- opioids
1 (4.2)
1 (4.3)
0.3
Data are presented as n (%) or mean ± standard deviation.

EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG –WWW.EUGACONGRESS.ORG

16 - THE IMPORTANCE OF SUTURE MATERIAL CHOICE DURING
ROBOTIC-ASSISTED SACROCOLPOPEXY
Yair Shiber (1) - Noam Smorgick (1) - Tal Fligelman (1) - Roni Tomashev-dinkovitch (1) - Anna Padoa (1)
Tel Aviv University, Shamir-Assaf Harofe Medical Center, Zrifin, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Sacrocolpopexy is a highly unstandardized procedure in the literature: depth of vaginal dissection, number and
type of sutures in the vaginal wall, technique of mesh fixation to the sacrum and type and shape of mesh vary
greatly between surgeons, according to reports in clinical studies. Outcomes of RCTs comparing alternative
procedures with SCP may have been potentially influenced by this variation in technical choices. In our
medical center, we have performed robotic-assisted sacrocolpopexy (RASCP) using two different types of
material for suturing the mesh to the vaginal wall. Initially, we used polyethylene terephthalate (Ethibond) 2-0
sutures (multifilament, non-absorbable). Later, we switched to polydioxanone (PDS) 2-0 sutures
(monofilament, delayed absorbable). The primary aim of this study was to compare the two suture types in
terms of complication rate. The secondary aim was to assess for recurrent apical prolapse and re-operation for
prolapse in both groups.

MATERIALS AND METHODS
Using a retrospective chart analysis, we identified patients who underwent RASCP in our institution.

Indications for surgery were either advanced apical prolapse in younger women, or vaginal vault
prolapse. Pre-operative evaluation included medical history, a structured pelvic floor symptom questionnaire,
POP-Q staging, cough stress test with and without prolapse reduction, validated QoL questionnaires (PFDI-20,
PISQ-12) in patients who could read and understand the local language and conventional urodynamic studies
when clinically indicated. Patients returned for post-operative follow-up at 3 weeks, 8 weeks, 6 months, 12
months and then annually. Follow up visits included a structured pelvic floor symptom questionnaire, cough
stress test, vaginal inspection and pelvic exam to assess for complications such as suture or mesh erosion,
bunching or crimping. POP-Q staging measurements and validated QoL questionnaires (PFDI-20, PISQ-12)
were repeated starting from the 6-month visit and then annually. Data were analysed using the SPSS
statistical program.

RESULTS
Fifty-nine patients who underwent RASCP from November 2012 to May 2019 were included in data analysis.
Ethibond was used in 43 patients operated from November 2012 till December 2017 (group 1) and PDS was
used in 16 patients from September 2017 till May 2019 (group 2). Patients in group 1 were significantly
younger: age was 53.2 in group 1 and 60.3 in group 2 (p=0.015). No difference was found between groups in
smoking, BMI, menopausal status and parity. Six (14%) patients in group 1 and 5 (31.3%) patients in group 2
had previous POP surgery, with no statistical significance. Pre-operative POP-Q measurements were similar
between groups for all compartments. More patients in group 2 had post-hysterectomy vault prolapse (62.5%
versus 20.9%, p=0.002). Surgery was performed by a team including a fellowship-trained minimally invasive
surgeon and a fellowship-trained pelvic floor surgeon. Surgery included supracervical hysterectomy (SCH) in
30 (69.8%) patients in group 1 and 5 (31.3%) patients in group 2 (p=0.007). Sacrohysteropexy (SHP) was
carried out in 5 (11.6%) patients in group 1 and in none in group 2 (p=0.154). Surgical technique using the da
Vinci X® robotic surgical system involved the placement of four robotic ports and 1 assistant port. SCH was
carried out when indicated, accompanied by either bilateral salpingectomy or BSO. Bilateral fenestration of the
broad ligaments so to allow the mesh to encircle the cervix was done in the case of SHP. Dissection of the
vesico-vaginal space to the level of the bladder neck and of the recto-vaginal space to the level of the rectal
reflection was carried out. The pre-sacral area was developed to expose the longitudinal ligament. A
polypropylene, monofilament Y-mesh (Artisyn® or Restorelle® Y) was sutured to the cervical stroma and to
the anterior and posterior vaginal using either suture type, with 4-8 interrupted sutures for each vaginal wall
and mostly 2-3 sutures to the cervix. While modulating vaginal tension so to avoid excessive stretch, the sacral
arm of the mesh was fixated to the longitudinal ligament using 4-5 non-absorbable tackers (ProTack™,
Covidien). Peritoneal closure was carried out either with a continuous, locking, 2-0 polyglactin suture or using
a V-Loc™ suture. Mean intraoperative time included docking and undocking and was 4 hours 28 minutes in
group 1 and 3 hours 47 minutes in group 2 (p=0.008). Estimated blood loss was similar between groups
(118.3 ml vs 101.6 ml, respectively. P=0.23). The only intraoperative complication was one case of bladder
perforation diagnosed on POD-2, which resolved without further intervention by continuous catheterization for
3 weeks. Early post-operative complications included one case of DVT which resolved with no sequelae
following anticoagulant therapy and one case of pyelonephritis successfully treated with intravenous
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antibiotics. Mean follow-up was significantly longer in group 1 (27 months) than group 2 (7.4 months),
p=0.000. All late post-operative complications occurred in group 1 and included four cases of hernia at the
robotic camera port site and five cases of suture and mesh erosion, no such complications were identified in
group 2 so far (p=0.047). All cases of suture/mesh erosion were treated by vaginal excision of the eroded
material. There were five cases of apical failure in group 1 and none in group 2 (p=0.26). Six (14%) patients in
group 1 and one (6.3%) patient in group 2 were re-operated due to recurrent or residual symptomatic prolapse
(p=0.4).

INTERPRETATION OF RESULTS
In this study, assessing outcome of RASCP using two different types of suture material, we chose to focus on
complications rather than surgical outcome, as the difference in follow-up length does not allow comparison of
the two groups in terms of anatomical success. The current results represent the learning curve of our surgical
team, which started performing RASCP in 2012 under the supervision of two pelvic floor surgeons with vast
experience in the procedure: in the lack of standardized guidelines and recommendations, technical choices
such as type of suture material mainly rely on expert opinion. Ethibond is widely used in laparoscopic and
robotic-assisted surgery as it is as easy to manage and tie as polyglactin (vicryl), while providing the
advantages of a permanent suture. The main disadvantage lies in the potential for vaginal erosion of sutures,
bacterial harboring in the multifilament material, sinus tract formation and erosion of the adjacent mesh. During
postoperative follow-up, we started noticing complaints of offensive vaginal discharge and identified vaginal
erosion of Ethibond sutures and mesh in several patients, thus we elected to switch to a delayed-absorbable
monofilament suture, PDS. In patients operated using PDS sutures, we haven’t encountered suture or mesh
erosion so far. The need for re-operation due to prolapse recurrence in 6 patients in group 1 may indicate the
use of a permanent suture does not guarantee anatomical and functional success. Longer follow-up is needed
to assess whether incorporation of the polypropylene mesh into the vaginal wall is able to provide long-term
vaginal support in the lack of permanent sutures.

CONCLUSIONS
We conclude the risk of suture erosion, sinus tract formation and mesh erosion, with subsequent need of reintervention, prompts caution with choice of suture material. A monofilament, delayed absorbable suture such
as PDS may be a safer option than Ethibond in terms of such risks. Longer follow-up and large, randomised
studies are required to reach definite conclusions on the optimal suture material for RASCP.
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MIRABEGRON IN FEMALE OAB PATIENTS: A SYSTEMATIC
REVIEW AND META-ANALYSIS
Eleni Pitsouni (1) - Themistoklis Grigoriadis (1) - Stavros Athanasiou (1)
Urogynecological Unit, 1st Department of Obstetrics and Gynecology, National and Kapodistrian University of Athens,
Alexandra, Athens, Greece (1)

INTRODUCTION AND AIM OF THE STUDY
Mirabegron is one of the available symptomatic therapies for overactive bladder syndrome (OAB). Although
women and men have differences in anatomy and physiology of the lower urinary tract system as well as in
the underlying mechanisms that may result in similar OAB symptomatology, all reviews assessing
mirabegron’s safety and efficacy, synthesize data from both women and men without providing subgroup
analyses or specific data regarding the use of mirabegron in women. The aim of this systematic review and
meta-analysis is to synthesize data evaluating the safety and efficacy of mirabegron with a focus on female
patients with OAB compared to anticholinergics or placebo or no treatment or before the initiation of therapy.

MATERIALS AND METHODS
PubMed, Scopus, Cochrane library, Clinical trials.gov and Web of Science were searched from March to June
2019 using as keywords, mirabegron and overactive bladder. Eligible studies were those that provided data on
female patients, published full texted in English language and in peer reviewed journals. Studies assessing
mirabegron in neurologic patients were excluded. Modified Jadad score, MINORS checklist and RoB were
used for Methodological quality and risk of bias assessment. Outcomes were frequency, nocturia, urgency,
urge incontinence (UUI), sexual function, quality of life, depression, postvoid residual volume, voided volume,
adverse events and pharmacokinetics.

RESULTS
Twenty-two studies including 2520 females with OAB were included in this review. Thirteen-studies were
controlled trials, while 9 were “before-after” studies. The vast majority of the controlled studies (85%) was of
unclear or critical or high or serious risk of bas. Seven, 2, 2 and 1 studies compared mirabegron to
anticholinergics or placebo or no treatment or laser- therapies, respectively. Meta-analysis could not be
performed for the comparisons of mirabegron to placebo or no treatment or laser-therapies due to lack of data.
Two studies administered mirabegron for the management of OAB symptoms after stress urinary incontinence
(SUI) surgery. The efficacy of mirabegron’s in reduction of frequency, nocturia, urgency and urge incontinence
was the same as anticholinergics when administered up to 12wks or 12months (Figures 1 & 2). The most
common adverse event of mirabegron was hypertension [(21/1325 (1.6%)], while of anticholinergics dry mouth
and/or constipation [56/276 (20%)]. The incidence of UTIs was 2.3% (30/1325) and 1.8 % (5/276) for
mirabegron and anticholinergics, respectively. After 12 wks of mirabegron therapy in the analyses of “beforeafter studies”, frequency, nocturia, urgency, UUI and postvoid residual decreased significantly [(Standardised
mean difference (StDMD) -1.06 (95%CI -1.43, -0.7); I2:77%, p-value<0.0001), (StDMD -0.69 (95% CI -0.86, 0.53); I2:58%, p-value<0.0001), (StDMD -1.04 (95%CI -1.28, -0.81); I2: 33%, p-value <0.0001) and (StDMD 0.7 (95%CI -0.86, -0.54); I2, p-value <0.0001), (StDMD -0.34 (95%CI -0.66, -0.01), respectively], while voided
volume remained unchanged (StDMD 2.4 (95%CI -6.71, 11.52;I2: 0%, p 0.04). In addition OAB-q-SF and UDI6 improved significantly [(Mean difference (MD) -20.31 (95% CI -30.11, -10.51);I2:: 91%, p-value <0.0001) and
MD -8.87 (95%CI -15.41, -2.33);I2 :89%, p-value 0.008), respectively], as well as sexual function and
depression scales. At 12-18 months analysis, mirabegron’s positive effect on frequency, nocturia, urgency and
UUI remained unchanged.

INTERPRETATION OF RESULTS
The results of the present study focusing on women with OAB shows the paucity of high-quality data on
female patients. Nevertheless, our result confirms the findings of other reviews including female and male
participants under mirabegron treatment. Thus, in females with OAB mirabegron is safe and effective when
administered for short (up to 12wks) or long-term (12-18 months). However, the incidence of hypertensive
episodes was lower than that reported in other reviews including both females and males. It could be
hypothesized that this discrepancy occurred by the inclusion of males in the analyses. In the comparison of
mirabegron to anticholinergics there was no difference in terms of effectiveness but mirabegron had lower
adverse events rate and better tolerability. Furthermore, mirabegron had a positive effect on LUTS, sexual
health, depression and quality of women’s life.
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CONCLUSION
Mirabegron is a safe and effective alternative therapy for females with OAB. However, RCTs, with large
sample sizes, long-term follow-up focusing on the comparisons to other therapies, quality of life and sexual
health of female with OAB are needed.

Figure 1. Comparison of Mirabegron versus Anticholinergics (up to 12 weeks therapy)
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Figure 2. Comparison of Mirabegron versus Anticholinergics (12-18 months therapy)
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WHAT DOES YOUR PELVIC FLOOR DO FOR YOU? KNOWLEDGE
OF THE PELVIC FLOOR IN FEMALE UNIVERSITY STUDENTS
Leah Falvey (1) - Fadi Salameh (1) - Orfhlaith O'sullivan (1) - Barry O'reilly (1)
University College Cork, Cork University Maternity Hospital, Cork, Ireland (1)

INTRODUCTION AND AIM OF THE STUDY
Introduction: Pelvic floor dysfunction (PFD) is an increasing healthcare and economic burden. In order to
further understand PFD, one must understand the role of pelvic floor muscles and their function in providing
proper bladder and bowel control, their contribution to sexual function, and their support to pelvic organs.
Studies have shown that engagement in pelvic floor muscle exercises (PFMEs) can both prevent and treat
PFD. [1,2] Low levels of knowledge of the pelvic floor have been associated with higher levels of PFD.[3]
Knowledge of the pelvic floor in women guides health seeking behaviour, prevention and treatment. [1,2,3]
Assessing the current level of knowledge in young women will inform healthcare strategies for effective
management and prevention pelvic floor dysfunction.
Aim: To assess the knowledge of the pelvic floor in female university students, including knowledge of pelvic
floor structure and function, PFD and PFMEs. To compare knowledge of students with a background in
healthcare to students of other disciplines.

MATERIALS AND METHODS
We carried out a cross sectional study in the form of an online questionnaire. This was distributed to students
at their registered email address, consent was required in order to complete the survey. The survey was based
on the validated Prolapse and Incontinence Knowledge Questionnaire (PIKQ) and was extended to meet the
objectives of this study. Knowledge of the pelvic floor was assessed through 15 questions, allocating a score
of 1 to each correct question. The survey included a prize incentive for completion.

RESULTS
938 responses were received. 72.9% (n=663) of students had never received information on the pelvic floor.
For those who had received information on the pelvic floor (n=247), healthcare workers were the most
common source (n=79), followed by family (n=48), and university education (n=48).
66% of respondents (n=564) said they understood what was meant by PFMEs, however 72.5% (n=621)
incorrectly identified how to perform PFMEs. 68.2% (n=625) reported exercising 60 minutes or more a week,
however 56.9% (n=488) reported never exercising their pelvic floor. Of the 43.1% (n=225) who reported
exercising their pelvic floor, 61% (n=138) incorrectly identified how to perform PFMEs.
Excluding incomplete responses (n=100), the mean score for pelvic floor knowledge (n=836) was 10.28 (95%
C.I. 10.07-10.47). Maximum possible score = 15.
There was statistically significant difference (p<0.001) in the overall knowledge between students in the
School of Medicine and Health (n=307, Median=12, IQR=2) and Other Schools (n=529, Median=10, IQR =4),
with students of the School of Medicine and Health scoring higher.
There was a statistically significant difference (p<0.001) between the overall knowledge of Regular Exercisers
(n=204, Median=12) and Non-Exercisers (n=631, Median=10), with Regular Exercisers scoring higher.

Figure 1: Table of overall knowledge scores (n=836), Mean overall score =10.28 (95% C.I. 10.07-10.47).
Maximum possible score = 15.

INTERPRETATION OF RESULTS
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Female students exercise regularly, but do not exercise one of the most important muscle groups, the pelvic
floor. Of those that have reported exercising their pelvic floor, many are performing the exercises incorrectly.
Students with a background in health education had a higher overall knowledge than students of other
educational backgrounds. Students engaging in regular exercise had higher overall knowledge than those who
did not exercise.

CONCLUSIONS
Further studies are required to improve knowledge of the pelvic floor and encourage PFMEs in young women.
It is clear that low levels of knowledge of the pelvic floor levels is associated with a high prevalence of PFD,
and that by simply increasing awareness of the pelvic floor and PFMEs, we can reduce symptoms of PFD and
thus improve quality of life.
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THE EFFECT OF A SHARP INCREASE IN ESTROGEN LEVELS ON
OVERACTIVE BLADDER SYMPTOMS IN WOMEN UNDERGOING
OVULATION INDUCTION
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INTRODUCTION AND AIM OF THE STUDY
Data regarding the effect of estrogen on lower urinary tract symptoms are few and controversial. Estrogen
receptors were identified in the nervous system, urinary bladder, urethra and pelvic floor. During the
menstruation cycle and during pregnancy there are significant fluctuations in estrogen and progesterone levels
- the clinical significance of these fluctuations on the function of the lower urinary tract system is unclear. At
menopause, with the decline in estrogen level, there is an increase in the incidence of lower urinary tract
symptoms, especially urinary incontinence, urinary urgency, and recurrent urinary tract infections. However,
the use of systemic estrogen as a treatment for these symptoms has not been shown to be effective.
The aim of this study was to assess the effect of a sharp increase in estrogen levels on overactive bladder
(OAB) symptoms among women undergoing ovulation induction.

MATERIALS AND METHODS
100 consecutive women (mean age 37±5.1 years, mean BMI 25.5±6.2 kg/m 2), who underwent ovulation
induction during in vitro fertilization cycle, were prospectively enrolled. Three validated questionnaires on
urinary urgency (USIQ), urinary incontinence (MESA), and lower urinary tract symptoms (BFLUTS-SF) were
used to evaluate patient's OAB symptoms before ovulation induction (low estradiol level) and prior to ovum
pickup (peak estradiol level). The symptom of urinary urgency, as reported in the USIQ questionnaire, was
used to classify each patient as symptomatic or asymptomatic before and through ovulation induction. All data
were compared between symptomatic and asymptomatic women and with respect to the peak estradiol level.
Statistical analysis was performed using Student’s t-test for continuous data or Fisher test for categorical data.

RESULTS
Of the 100 women, 49 (49%, mean age 37.1±5.1 years, mean BMI 25.5±6.2 kg/m2) reported urinary urgency
before treatment (mean USIQ severity score 33.4±14.5), and 51 women (51%, mean age 37±5 years, mean
BMI 24.7±5.5 kg/m2) were asymptomatic. Of the 49 symptomatic women, 44 (90%) remained symptomatic
(mean USIQ severity score 34.2±18.1), and five women became asymptomatic through ovulation induction. Of
the 51 asymptomatic women, 24 (47%) developed de novo urinary urgency (mean USIQ severity score
28.8±17.8), while 27 women (53%) remained asymptomatic through ovulation induction. Comparison of the
two subgroups is presented in Table 1. The mean peak estradiol level was significantly higher among women
who remained asymptomatic (2033+1569 versus 1372+940 pg/ml; P=0.04). Moreover, in most (63%) women
who remained asymptomatic, peak estradiol levels were higher than 1500 pg/ml, whereas in most (67%)
women who became symptomatic, peak estradiol levels were lower than 1500 pg/ml.

INTERPRETATION OF RESULTS
Almost half of asymptomatic women might develop de novo OAB symptoms during ovulation induction. A
higher estradiol level appears to have a protective effect against the development of these symptoms. Further,
in most (63%) women who remained asymptomatic, peak estradiol levels were higher than 1500 pg/ml. This
finding may suggest a threshold for estradiol activity in the lower urinary tract.

CONCLUSIONS
Preliminary results suggest that higher estradiol levels, mainly >1500 pg/ml, may have a protective effect
against the development of OAB symptoms during ovulation induction. Further studies are required to
investigate the potential therapeutic efficiency of estrogen for OAB symptoms.
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TABLE 1: Comparison of women with versus without de novo OAB symptoms during ovulation induction
Mean ± SD

De novo OAB symptoms
N=25
37±4.7
24.4±6.1
2914±1309
1371.8±940
0.88±0.5
8.4±1.2
9.9+2.1

P

Age (years)
BMI (kg/m2)
Total FSH dose (IU)
Peak Estradiol (pg/ml)
Peak Progesterone (ng/ml)
Number of retrieved oocytes
Days of treatment

No de novo OAB symptoms
N=26
37.2±5.2
25±4.9
4009±1552
2032.5±1568.5
0.96±0.6
11.9±11.7
12.2+2.4

USIQ
Severity score
QOL score

0
0

28.8±17.8
7.2±14.7

<0.01
<0.01

MESA
SUI score
OAB score

2.3+4.6
1.5+6.4

7.6±10.9
4.6+7.1

0.01
0.05

2.4±1.4
1.2±1.3
0.1+0.4
0
0.5±1.2

3.5±2.1
2±1.8
0.4±0.9
0
1.1±1.6

0.03
NS
NS
NS
NS

NS
NS
<0.01
0.04
NS
NS
<0.01

BFLUTS

Filling score
Voiding score
Incontinence score
Sexual score
QOL score
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INTRODUCTION
Stress Urinary Incontinence (SUI) represents the commonest type of involuntary urine loss. The prevalence of
SUI in women, aged 70 years or older, ranges from 10% to 40%. This percentage is estimated to grow as life
expectancy of women in the developed world is increasing.
Retropubic (TVT) and transobturator midurethral slings (TVT-O) are the most widely used techniques for the
surgical treatment of SUI, yielding high cure rates. However, most of the studies investigating the long-term
surgical outcomes of these procedures focus on the efficacy on SUI and the safety of the procedure, whereas
little attention has been paid to the other lower urinary tract symptoms (LUTS) that may be both age-related or
induced by the surgical procedure itself. Moreover, age-associated vaginal atrophy, changes of the immune
function, and an increasing number of comorbidities put elderly women at an increased risk for developing
inflammatory or infective complications of the synthetic sling.
Aim of this study is to assess elderly patients (>75 years) with long-term follow-up (>13 years) that have
undergone a TVT-O procedure with or without a concomitant pelvic floor reconstructive surgery, based on
objective parameters and validated tools for the evaluation of patient reported outcomes.

MATERIAL AND METHODS
This prospective follow-up observational study included women over 75 years old attending for a follow-up visit
after telephone contact between January and June 2019. All patients had undergone a TVT-O procedure
(Gynecare Worldwide, Inc. Johnson & Johnson) with or without a concomitant pelvic floor reconstructive
surgery between January 2004 and June 2006 (at least 13 years of follow-up) in a tertiary referral
Urogynaecology unit.
Preoperative assessment included completion of the International Consultation on Incontinence Questionnaire
for Evaluating Female Lower Urinary Tract Symptoms (ICIQ-FLUTS) and of the King’s Health Questionnaire
(KHQ) and multichannel urodynamic study (UDS). The degree of prolapse was graded using the Pelvic Organ
Prolapse Quantification (POP-Q) System. All patients included in the study had urodynamic stress
incontinence (USI) on UDS.
Postoperative assessment included completion of both ICIQ-FLUTs and KHQ, a cough stress test (CST)
performed in a semilithotomy position and a gynaecological examination focused to detect any local mesh
related complications. Women were specifically asked about recurrent urinary tract infections, recurrent
vaginal infections and age-related comorbidities that have interacted with the surgical procedure or with the
sling material.
Objective cure was defined as the absence of urine leakage during the CST. Subjective cure was defined
when patients responded “never” or “occasionally” in the question “Does urine leak when you are physically
active, exert yourself, cough, or sneeze?” Subjective improvement was defined any reduction of the score of
the abovementioned question. Quality of life improvement was indicated by a decrease of the KHQ domain
scores.

RESULTS
The study population consisted of 72 women, with a mean age 85.2years (SD= ±5.4). Demographic and
operative characteristics of the study population are presented in Table 1. The mean follow-up period was 13.7
years (SD=0.8). The overall objective and subjective cure rates were 80.5% (58/72) and 84.7% (61/72)
respectively, whereas 9.7% (7/72) of the patients were subjectively improved and 5.5% (4/72) reported no
improvement or worsening of the SUI symptoms. A significant reduction of bladder pain, frequency of UI and
urgency urinary incontinence symptoms was observed (table 3). However, a significant worsening of the
urgency symptom was noticed, as 52.8% (34/72) of the patients reported an aggravation of the pre-existing
urgency. De novo urgency rate was 35% (8/20). KHQ data analysis showed a statistically significant
improvement in all domains with the exception of the General health perception domain.
At the follow-up visit one case (1/72) of vaginal erosion was detected, while two patients (in total 3/72; 4.2%)
reported the presence of vaginal erosion treated with local surgical excision of part of the tape. One patient
(1.4%) reported de novo recurrent UTIs. No cases of recurrent vaginal infections or age-related comorbidities
that have interacted with the surgical procedure or with the sling material were reported.

DISCUSSION
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This study showed that the TVT-O procedure provides high long-term efficacy with an excellent safety profile
after a 13-year follow-up period in women reaching the 8th decade of their lives. Long-term postoperative
morbidity associated with the use of the synthetic sling was uncommon. The most prevalent complication was
the aggravation of the pre-existing urgency, which could be attributed to the age-related changes.
Table 1. Demographic characteristics and type of surgery of all patients
N (%)
Age (years), mean (SD)
BMI (kg/m2), mean (SD)
Obese (BMI>30)

85.2(5.4)
27.7(3.8)
12 (16.7)

Parity, mean (SD)

2.2(1.3)

Type of surgery
TVT-O

22(30.6)

TVT-O+VH+PFR

34(47.2)

TVT+PFR
VH: Vaginal Hysterectomy
PFR: Pelvic Floor Repair

16(22.2)

Table 2. Median values on ICIQ-FLUTS questionnaire items and domains before and after surgery
Preoperative

13 years

Median(IQR)

Median(IQR)

p¶

Nocturia

1(0;2)

1(1;2)

0.069

Urgency

1(0;3)

2(1;3)

0.008

Bladder pain

0(0;1)

0(0;0)

0.013

Frequency

1(0;2)

1(0;2)

0.304

Hesitancy

0(0;0)

0(0;0)

0.794

Straining

0(0;0)

0(0;0)

0.454

Intermittency

0(0;0)

0(0;0)

0.854

UUI

1(1;3)

0(0;1)

0.001

Frequency of UI

3(1;4)

0(0;1)

<0.001

SUI

3(1;4)

0(0;1)

<0.001

Unexplained UI

0(0;1)

0(0;1)

0.364

Nocturnal enuresis
Domains
Filling

0(0;0)

0(0;0)

0.150

4(1;6)

4(2;5)

0.652

Voiding

0(0;1)

0(0;1)

0.461

Incontinence

7(3;10)

2(0;5)

<0.001

Total score
13(7;16)
¶Wilcoxon signed rank test

6(3;11)

<0.001
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NERVE GROWTH FACTOR (NGF) URINE LEVELS IN DIFFERENT
TYPES OF OAB
Katarzyna Jankiewicz (1) - Lukasz Nowakowski (1) - Konrad Futyma (1) - Marta Monist (1) - Tomasz Rechberger (1)
II-nd Department of Gynecology, Lublin Medical University, SPSK 4, Lublin, Poland (1)

INTRODUCTION AND AIM OF THE STUDY
Overactive bladder (OAB) diagnosis is based on symptoms of urgency and frequency with or without urge
incontinence. Urodynamic study is a useful diagnostic tool to discover detrusor overactivity (DO) in patients
with OAB; however, not all OAB patients have DO. Therefore, a more objective and non-invasive way to
diagnose and assess OAB including DO is needed. Recent research has focused on urinary biomarkers in
assessment of OAB. Urinary nerve growth factor (NGF) seems to be a promising and potent biomarker of an
overactive bladder (OAB) [1]. Meta-analyses show higher levels of urine NGF/Creatinine in OAB patients
comparing to the Control group. After effective treatment of OAB NGF urine levels decrease. What is more, an
important step to understanding pathophysiology of OAB is its origin. Pure idiopathic OAB can be a different
disease than OAB secondary to pelvic organ prolapse (POP). All treatments for POP (surgery, pessaries)
result in an improvement in OAB symptoms and decrease of urine NGF [2,3].

MATERIALS AND METHODS
A total number of 82 Caucasian women were included into the study. Patients were divided into three groups
depending on the LUTS diagnosis: pure OAB (N=25), Pelvic Organs Prolapse and the diagnosis of urgency
(POPURG, N=35) and the Control group (N=22). Each type of the LUTS was diagnosed following International
Continence Society guidelines. The urodynamic studies were conducted following Good Urodynamic Practise
guidelines. The Control group consisted of healthy patients with no LUTS symptoms. The characteristics of
each group are presented in Table 1. The urine NGF and Creatinine was assessed in the same sample
collected during the morning voiding. The ELISA tests were used: for NGF - Human NGF ELISA kit (My Bio
Source), for creatinine ELISA kit (RnD Systems). Statistical analysis was performed using Statistica 13 PL
(Stasoft, Poland). Groups were compared using Anova analysis. For statistically significant results post hoc
Tukey test was performed. Study was approved by Local Ethics Comitee (KE-0254/43/2018).
Table 1. Demographic data of the study groups

Age (SD)
Parity (SD)
BMI (SD)
*OAB vs control

OAB
51 (12.7)
2.2 (0.9)
28.8 (4.3)

POPURG
61.5 (9.2)
2.3 (1.02)
28.8 (4.3)

Control
60.7 (11.9)
2.2 (0.93)
28.2 (4.5)

p
<0.05*
0.76
0.53

RESULTS
We found a statistically significant difference of the NGF/Creatinine ratio between OAB and Control group
(0.64 vs 0.35, respectively) and POPURG and OAB group (0.42 vs 0.64, respectively). There was no
significant difference between POPURG and the Control group, however patients with POP revealed higher
NGF/Creatinine levels (Fig. 1).

Fig. 1 NGF/Creatynine urine level in the study groups
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INTERPRETATION OF RESULTS
Urinary NGF/Creatinine levels were significantly higher in women with pure OAB than in the Control group and
also higher than in women with OAB and POP. It means that these two subtypes of OAB can be different
conditions. Different causes of urgency may bind with different pathophysiology. It is proven that NGF plays an
important role in detrusor contractions and can be an OAB biomarker. Maybe only for pure OAB urine NGF
can the biomarker be potent or, when combined with other biological indicators, may improve its specificity in
diagnosis.

CONCLUSIONS
Pure OAB can be different a condition than OAB in patients with POP. NGF/creatinine seems to be a potent
biomarker only for pure OAB without any concomitant diseases. Further studies on the perfect biomarker in
OAB are still needed.
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22 - DO ELECTRONIC BLADDER DIARIES ENHANCE THE PLACEBO
EFFECT?
Georgina Baines (1) - George Araklitis (1) - Richard Flint (1) - Dudley Robinson (1) - Linda Cardozo (1)
King's College Hospital, King's College Hospital, London, United Kingdom (1)

INTRODUCTION AND AIM OF THE STUDY
A placebo is a substance that is objectively without action for the condition being treated [1]. The placebo
effect is an accepted phenomenon in which the patient derives benefit from a substance with no
pharmacological action [1]. This effect is useful in clinical trials looking at specific drug actions and was
described in 1955 by Beecher as a ‘device for eliminating bias when iden tifying drug effects’. A placebo
arm is usually included in studies of drugs used to treat overactive bladder (OAB).
The placebo effect is multifactorial and may in part be explained by ‘regression to the mean’. This is a
statistical phenomenon which describes how the likelihood of sampling the true mean increases with the
number of times sampled [2].
A bladder diary is a tool for objectively measuring the number and volume of voids a patient experiences
throughout the day and night [3]. The ICIQ bladder diary is the only validated paper diary [3]. There are no
validated electronic bladder diary applications or devices.
A bladder diary may also function as a bladder training tool by giving patients visual feedback of their
behaviour, enabling positive behavioural modifications with reminders and prompts.
The aim of this study was to determine whether the placebo effect can be enhanced by the use of electronic
bladder diaries.
We hypothesised that electronic bladder diaries would be associated with a higher placebo response rate
(PRR) than paper.
Secondary aims were to identify any other factors in study design that may affect the PRR.

MATERIALS AND METHODS
PRR was defined by both the mean change in number of micturitions over 24 hours and mean change in
urgency urinary incontinence (UUI) episodes over 24 hours.
85 papers were identified from a meta-analysis of the efficacy and tolerability of mirabegron in the treatment of
OAB(2).
Independent samples t-test was used to identify the difference in PRR if paper vs electronic bladder diaries
were used. Linear regression was used to determine the correlation between PRR and length of bladder
diary, length of study, sample size and mean age.

RESULTS
Following exclusions 43 articles were analysed involving 34, 992 patients.

In 26 studies, paper bladder diaries had been used, and in 17 they were electronic.
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Placebo response rate

Paper diary
(mean
change)
10.76

p value

24 hr micturitions (%)

Electronic
diary
(mean
change)
10.22

24 hr UUI episodes (%)

42.26

40.74

0.074

0.021

Using the independent samples T-test, paper bladder diaries were associated with a statistically significantly
larger PRR than electronic (means 10.76 vs 10.22, p=0.021).
Change in 24 hr micturitions (%)
Correlation
p value
-0.079
0.743

Change in 24 hr UUI episodes (%)
Correlation
p value
-0.036
0.945

0.146

0.399

0.144

0.395

Sample size

0.280

0.069

0.470

0.009

Mean age in study

0.157

0.320

0.146

0.381

Length
of
bladder
diary
Length of study

There was a moderate positive effect of sample size on the PRR (R=0.407, p=0.009).
Length of diary (range 3-90 days) did not significantly affect the PRR and any influence it had was negative
(R=-0.079, p=0.743).
The effects of other variables were not statistically significant.

INTERPRETATION OF RESULTS
This study shows that PRR can be increased by the use of a paper bladder diary compared to electronic. A
possible mechanism is that the subject takes longer to complete the paper diary, so reinforcing the training
effect. It is acknowledged that whilst statistically significant, this effect is clinically small.
A larger sample size is associated with a higher PRR. This is likely to be due to other factors in study design
that may differ between large and small trials.
The length of bladder diary does not correlate with a larger PRR, implying that any influence the bladder diary
has on the PRR, is most effective in the early part of the diary and does not increase with time.

CONCLUSIONS
The inclusion of a placebo arm in randomised controlled trials trials looking at drugs for OAB is important to
enable quantification of the effect of the active treatment. The PRR is a multifactorial phenomenon which may
be influenced by many aspects of trial design.
These factors should be considered when designing clinical trials with placebo arms relying on bladder diaries
to record objective measurements of bladder function.
Whilst the use of placebo is unethical in clinical practice, we can consdier using what we know about factors
that positively affect PRR to enhance clinical care.
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THE EFFECT OF PILATES BASED MOVEMENTS ON PELVIC
FLOOR ELECTROMYOGRAPHIC (EMG) ACTIVITY; A PILOT STUDY
Gemma Nightingale (1) - Christian Phillips (1)
NHS, Basingstoke and North Hampshire Hospital, Basingstoke, United Kingdom (1)

INTRODUCTION AND AIM OF THE STUDY
There has been a growing enthusiasm to promote Pilates as beneficial exercise for women wanting to improve
their pelvic floor function, however there is conflicting evidence regarding the effect of Pilates on the pelvic
floor. Coleman et al showed that the intra-abdominal pressure during Pilates was unlikely to cause pelvic floor
harm1 and Culligan et al showed that Pilates exercises were as effective as pelvic floor muscle training
(PFMT) for improving pelvic floor strength 2. Conversely, Ferla et al looked at pelvic floor functionality of women
who regularly practice Pilates compared to sedentary women and found no difference between the 2 groups3.
There is now the technology to measure the electromyographic (EMG) activity in pelvic floor muscles directly,
both at rest and during exercise. Muscle tissue at rest is normally electrically inactive. When muscles are
voluntarily contracted, it generates an action potential. A stronger contraction generates more electrical
potential and a greater voltage on the electromyograph.
The aim of this pilot study was to assess the effect of Pilates based movements on the pelvic floor. We wanted
to determine the change in pelvic floor EMG during Pilates based exercises and assess whether any change
was due to ‘artefact’ or a reaction to Valsalva. We also wanted to assess whether Pilates based positions
allowed, augmented, or inhibited a pelvic floor contraction.

MATERIALS AND METHODS
Ethical approval was obtained for the study. 20 healthy volunteers were recruited. Exclusion criteria included
age <18 years, BMI <18.5 or >30, post menopausal status, previous or current treatment or investigation for
symptomatic prolapse or incontinence, neurological disease, pregnancy or 6 months post-partum. Basic
demographic data was recorded and PFDI-20, PFIQ-7 and ICIQ-UI were used to assess background
symptoms.
Volunteers were asked to empty their bladder and self insert the MAPLe© device into their vagina. EMG
readings were recorded at rest, during valsalva and during active pelvic floor contraction in 11 different “Pilates
based” exercise positions. Neutral positions included: lying prone, standing and all 4’s. Positions involving the
core included “table top”, plank, right plank, left plank, all 4’s with one leg outstretched (right then left), “teaser”
(half sit up) and then squat position (illustrations will be provided during the presentation).

RESULTS
Volunteers had a median age of 35 years (IQR 27-39.5), parity of 1 (IQR 0-2) and BMI of 23.7 (IQR 19.425.9). Median scores on the validated questionniares were 1 on PDRI-20, 0 on PFIQ-7and 0 on ICIQ. Median
EMG activity at rest, during Valsalva and during active contraction of the pelvic floor are shown in Figure 1.
Volunteers were able to actively contract their pelvic floor in all positions. Using a contraction done whilst lying
prone as each volunteers ‘baseline’, there was a statistically significantly higher EMG during contraction in all
positions apart from all 4’s (p=0.8194). When compared to the other positions at rest, there was not a
statistically significant difference between a contraction lying down and “teaser” (p=0.1738), side plank: right
(p=0.2196) and left (p=0.1769), or all’s with either leg raised (destabilising the position and engaging the core);
right (p=0.1327) and left (p=0.583).
Further analysis was done with positions grouped into ‘Neutral’ (lying, standing, all 4’s), ‘Core Pilates’ (table
top, all 4’s with outstretched leg) and ‘Core Plank’ (plank, side plank). Looking at the contractions achieved in
each group, there was a statistical significant difference between Neutral and Core Pilates (p=0.0008) and
Neutral and Core Plank (p=<0.0001) but not between Core Pilates and Core Plank (p=0.6177).
Figure 1: Bar chart
showing
the
median
EMG activity (V) in each
position at rest, during
Valsalva
and
during
pelvic floor contraction.

EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG –WWW.EUGACONGRESS.ORG

47

INTERPRETATION OF RESULTS
The above results suggest there is an activation of pelvic floor muscles whilst sustaining a Pilates position.
This is more noticeable in positions known to engage the core. Conscious pelvic floor muscle contractions can
be done in all positions but appear to be augmented in those engaging the core. This is reflected by the higher
EMG readings seen during “core exercises” compared to a contraction whilst lying, suggesting that the pelvic
floor muscle strength during core exercise is stronger.
This is the first study to look at EMG during Pilates type exercise; previous studies have used intra-abdominal
pressures, vaginal pressures or ultrasound to indirectly evaluate pelvic floor activity during Pilates. These
results highlight further areas for future research including evaluating the correlation between EMG activity and
intra-abdominal pressures during exercise along with assessing whether EMG activity is different in patients
with pelvic floor dysfunction compared with healthy volunteers.

CONCLUSIONS
This is the first study to look directly at EMG changes in pelvic floor muscles in Pilates based positions. All
positions provoked a rise in EMG activity suggesting that pelvic floor muscles are strengthened with these
changes in position. Some Pilates based positions appear to have a beneficial and cumulative effect on pelvic
floor activity in healthy volunteers. Future studies are necessary to assess whether similar benefits will be
seen in patients with pelvic floor dysfunction.
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24 - HIGH DEFINITION ULTRASOUND TO STUDY VAGINAL MESH
Arnoud Kastelein (1) - Boris De Graaf (1) - Zeliha Guler Gokce (1) - Jan-paul Roovers (1)
Amsterdam UMC, AMC, Amsterdam, Netherlands (1)

INTRODUCTION AND AIM OF THE STUDY
Contraction and shrinkage of transvaginal polypropylene mesh after implantation can cause severe morbidity
and often requires surgical intervention [1]. This has stressed the need for development of new materials and
implants, which have better stability, less shrinkage and long-term biodegradability. However, a method to
accurately study mesh shrinkage and degradation in vivo after implantation, is currently lacking. Ultrasound
imaging is the most widely applied imaging technique for the pelvic floor and can be used to study the position
of mesh. However, ultrasound imaging is insufficient to visualize details such as pore size and fibre size [2].
Therefore, we aimed to investigate whether the new technique of high definition (HD) ultrasound would allow
in vivo visualization of vaginal mesh in more detail.

MATERIALS AND METHODS
We used a Fujifilm Vevo 3100 HD imaging system with two probes (MX 250, MX550D) and studied two
vaginal mesh constructs: (1) Polypropylene transvaginal mesh (Restorelle, Coloplast) and (2) P4HB
resorbable mesh (Diamond construct, Tepha). Meshes were put in (a) transonic gel and (b) chicken breast, to
mimic the implanted situation. We measured pore sizes and fibre sizes. The person performing the
measurements was blinded for the actual sizes.

RESULTS
Both constructs could be clearly visualized with HD ultrasound. The pore size of Restorelle mesh is 3.10 mm 2
and measured 3.22 mm2 on HD ultrasound, the cross-sectional fibre surface was 0.044 mm2 (Figure 1). The
pore size of Tepha Diamond mesh is 2.20 mm2 and measured 2,28 mm2 on HD Ultrasound (Figure 2). In the
chicken breast set-up, B-mode 3D render allowed clear visualization of the mesh construct within the tissue
(Figure 3).

Figure 1. Restorelle mesh on HD ultrasound

Figure 2. Tepha Diamond mesh on HD ultrasound
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Figure 3. Clear 3D visualization of mesh within chicken breast.

INTERPRETATION OF RESULTS
Pore size and fibre size were successfully and accurately measured in vitro and in an in vivo-mimicking
condition with HD ultrasound.

CONCLUSIONS
HD ultrasound is found to be a promising technique to study mesh behaviour in vivo, as it allows non-invasive
quantification of pore size and fiber size. This would facilitate the study on mesh shrinkage, pore-stability and
degradation of newly-designed (biodegradable) implants over time, in animal models as well as in humans.
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ULTRASOUND EVALUATION OF THE INFLUENCE OF PELVIC
FLOOR MUSCLE CONTRACTIONS ON PELVIC FLOOR IN WOMEN
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INTRODUCTION AND AIM OF THE STUDY
It is not clear if pelvic floor muscle training (PFMT) can be helpful in treating women with pelvic organ prolapse
(POP). Moreover, it has not been sufficiently explained yet, why PFMT can be helpful in treating stress urinary
incontinence (SUI) in cases of certain women, while in cases of others it cannot. Puborectalis muscle avulsion
is known risk factor of POP and failure of operative and non-operative treatment of POP, but its influence on
PFMT is not clear.
Clinical assessment of the pelvic floor muscles contractility using the modified Oxford muscle grading has
proven good repeatability. It showed good correlations with some measurements in pelvic floor ultrasound and
in vaginal manometer. However, 2D and 4D ultrasound allows nowadays for more complex visualization of
pelvic floor at rest, during contraction and Valsalva maneuver.
We hypothesized that:
1. There is a good correlation between palpation (Oxford scale) and ultrasound measurements of muscle
contractility. On the other hand, the correlation between palpation and urethral mobility (ultrasound) is poor.
There can be differences in urethral mobility in women with similar strength of pelvic floor muscle
contractions. Compared to women without total puborectalis avulsion in cases of women with avulsion the
correlation between muscle contractility and urethral mobility can be worse.
2. There can be other confounders (hiatal size, POP stage, unknown factors) than total puborectalis avulsion,
that have an influence on urethral mobility and in consequence on effectiveness of PFMT.
3. Effectiveness of Valsalva maneuver on pelvic floor may depend on: modified Oxford muscle grading, hiatal
dimensions and/or total puborectalis muscle avulsion.
The aim of this analysis was to assess different aspects of biomechanics of urogenital diaphragm during pelvic
floor muscles contractions evaluated in 2D and 4D ultrasound.

MATERIALS AND METHODS
Between 1st June 2016 and 30th June 2019, 317 female patients had complete urogynecological assessment
because of non-operative treatment of symptomatic POP. This is a prospective study of data obtained from
317 women, aged between 26 and 91 years (average - 59). All patients had a standardized not validated
interview, a clinical assessment using the ICS POP-Q (1), along with 2D/4D transperineal ultrasound
(abdominal probe - PFU-TA) (2) using GE Kretz Voluson 730 Pro and Expert. Bladder neck mobility was
evaluated at rest and during maximal Kegel's in PFS-TV and PFU-TA - parameter ΔHK (longitudinal axis) and
parameter ΔDK (transverse axis). To reflect movement in longitudinal and transverse axis together, the
parameter vectorK was calculated according to formula (1) as the hypotenuse of a perpendicular triangle, the
sides of which are the segments ΔD and ΔH: vectorK = sqrt (ΔHK2 + ΔDK2).
Hiatal dimensions (area - ΔAHK, circumference ΔCHK, longitudinal diameter ΔLK) were measured in the plane
of minimal hiatal dimension (4D PFU-TA). Longitudinal distance between symphysis pubis and puborectalis
muscle (ΔSPRK) was also measured in 2D mode (2D PFU-TA). Levator trauma was identified by tomographic
ultrasound (TUI in 4D PFU-TA) (2). Significant trauma was noticed in women with one or both-sided total
puborectalis muscle avulsion (TPA). Levator contraction strength was assessed digitally, using the Modified
Oxford Grading (MOS): values 0, 1, 2, 3, 4, 5 (3). Significant prolapse was defined as a cystocele ≥ Stage 2
(ICS POP-Q) (1).
Analyzed variables were presented as arithmetic means, standard deviations and medians. Spearman’s rho
was used for the evaluation of correlation coefficient. The variables with distributions normal were analyzed
with the Shapiro-Wilk test, other than normal - with Friedman’s test, Dunn’s post-hoc tests or Kruskal-Wallis
test. The results were considered significant for p <0.05.

RESULTS
On examination a cystocele stage 2+ was found in 72.1%, significant central compartment prolapse in 47.3%,
and a rectocele stage 2+ - in 29.9%. Mean vaginal parity was 2.0 (range, 0- 5), and 87% were vaginally
parous. A vacuum was reported by 1.4%, Forceps by 1.8%, a hysterectomy by 13%. BMI was 27.1 m2/kg
(range, 17.6-57.9). The percentage of Oxford grading scale was as follows: 0 - 12.0% (n=38), 1 – 35.0%
(n=111), 2 – 32.2% (n=102), 3 - 15.8% (n=50), 4 - 4.4% (n=14), 5 - 0.6% (n=2). Because of low number of
EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG –WWW.EUGACONGRESS.ORG

51

patients in group 5 (n=2) this group was not compared with others. There was no total puborectalis avulsion in
both women from this group. In group 4 there was only 1 cas of total puborectalis avulsion. That’s why the
analysis of the influence of avulsion on muscle’s contractility concerned groups from 0 to 3.
There were statistically significant differences (p<0.05) in ultrasound measures of contractions between Oxford
grading groups: ΔAHK (with the exception between groups 2 and 3), ΔCHK and ΔLK (with the exception
between groups 2 - 3, and 3 - 4). Parameter ΔSPRK was different only between groups 0 and 1, and groups 2,
3, 4. There were statistically significant differences (p<0.05) between Oxford grading and ultrasound measures
of urethral mobility only between groups 0 and 1, and other groups. There were no statistically significant
differences between Oxford grading and ultrasound measures of urethral mobility among groups 2, 3 and 4.
There was weak or no correlation between ultrasound measures of contraction and ultrasound measures of
urethral mobility in Oxford groups separately (i.e. parameters ΔLK and VectorK: Oxf 0 - p<0.07, Oxf 1 p<0.02, Oxf 2-4 - p>0.3). During the analysis of all groups together (n=317) we found very good correlation
between ultrasound contraction parameters: ΔAHK, ΔCHK, ΔLK and urethral mobility parameters: ΔHK, ΔDK,
vectorK (p<0.005-0.0001). Separate analysis of subgroups with TPA (n=179) and without TPA (n=122) from
Oxford groups 0-3 also showed very good and good correlation between ultrasound contraction parameters
and urethral mobility parameters in both subgroups (p<0.05-0.0001). Between groups TPA and not-TPA there
were differences in contraction parameters (p<0.05), but urethral mobility parameters were not different.
Between women with and without TPA from the same Oxford grade group, we found no statistically significant
differences in PFU-TA measures of urethral mobility and measures of contractions.

INTERPRETATION OF RESULTS
We confirmed that Oxford scale correlates well with contraction measures obtained during PFU-TA, especially
with parameter ΔAHK. Urethral mobility (PFU-TA) in both longitudinal and transverse axis depended on
effectiveness of contraction evaluated during PFU-TA. On the contrary, urethral mobility (PFU-TA) does not
correlate well with the effectiveness of contraction evaluated in Oxford scale. TPA seems to have influence on
pelvic floor muscle contractility and not to have influence on urethral mobility compared to women without TPA
from the same grade of clinically assessed contraction by Oxford grading scale.
Our results suggest the presence of unrecognized confounders that have the influence on effectiveness of
pelvic floor muscle contraction evaluated clinically and on urethral mobility. This can partially explain different
results of the influence of PTFM on SUI symptoms.

CONCLUSIONS
1. Oxford grading scale correlates with contraction measures obtained during PFU-TA. 2. There is no good
correlation between force of clinically evaluated contraction of pelvic floor muscle and urethral mobility (PFUTA). On the contrary, there is very good correlation between sonographically (PFU-TA) evaluated
effectiveness of contraction and urethral mobility. 3. Total puborectalis avulsion seems to have additional
influence on pelvic floor muscle contraction, but not to have influence on urethral mobility (PFU-TA) compared
to women without TPA.

REFERENCES 1. Am J Obstet Gynecol (1996) 175:10–17., 2. Ultrasound Obstet Gynecol (2016) 48:681692., 3. Ultrasound Obstet Gynecol (2008) 31: 201–205.
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KNOWLEDGE OF MIDWIVES AND DOCTORS ABOUT MANUAL
PERINEAL PROTECTION COMPONENTS.
Vladimir Kalis (1) - Hana Kleprlikova (2) - Miha Lucovnik (3) - Zdenek Rusavy (1) - Mija Blaganje (3) - Ranee Thakar (2) - Khaled Ismail (4)
Department of Gynecology and Obstetrics, University Hospital Pilsen, Pilsen, Czech Republic (1) - Department of Obstetrics and
Gynaecology, Croydon University Hospital, London, United Kingdom (2) - National Department of Perinatology, Division of
Obstetrics and Gynecology, University Medical Center Ljubljana, Ljubljana, Slovenia (3) - Department of Gynecology and
Obstetrics, Faculty of Medicine, Charles University, Pilsen, Czech Republic (4)

INTRODUCTION AND AIM OF THE STUDY
Manual perineal protection (MPP) is an obstetric intervention performed during the final moments of the
second stage of labo to mitigate the risk of perineal trauma (1).
Currently there are two effective MPP techniques, these are, the Finnish (FMPP) (Fig. 1a) and the Viennese
(VMPP) (Fig.1b) techniques. The techniques essentially differ in relation to which part of the dominant hand is
used to apply pressure against the perineal body to aid the process of fetal head extension (flexed middle, ring
and little fingers in FMPP while the thenar and hypothenar eminences in VMPP) (2).

In recent years there has been an ongoing debate regarding hands-on or hands-off policies. However, there is
evidence from biomechanical studies that the accuracy, by which the different maneuvers are performed,
dependent on the type of MPP technique, is essential for its effectiveness. Therefore, the main aim of this
study was to explore clinicians’ knowledge about the different MPP maneuvers in units that advocate a MPP
policy.

MATERIALS AND METHODS
This study took place in three maternity units (U1-3) in different European between October 2016 and July
2018. Midwife and doctors in participating maternity units and birth centres were invited to complete a bespoke
questionnaire.
The questionnaire comprised of 18 items, 12 closed-ended questions aimed at collecting basic demographic
details, information about participants’ level of experience and familiarity with MPP technique, their views
about its effectiveness and whether they actually use the maneuver at birth. Additionally, we included 6 openended categorical questions each targeting a specific MPP component. We defined a priori a list of core
requirements based on maneuvers adopted at the time of the delivery of the fetal head. These were used to
determine which MPP technique the respondent was describing. Techniques that included a mixture of
maneuvers from both FMPP and VMPP or did not fulfill the core requirements were considered a nonclassifiable style (2). Two independent assessors undertook data extraction and interpretation and any
disagreements were resolved by consensus involving a third party. SAS 9.4 (SAS Institute Inc., Cary, NC,
USA) statistical software was used for statistical analysis. Categorical variables were analyzed using the χ2
test s or Fisher´s exact test, a p<0.05 was considered statistically significant. The core requirements included:
i) Placing the dominant hand on the perineum
ii) Thumb and index of the dominant hand placed on either side antero-lateral to the fourchette
iii) Approximation movement of thumb and index to reduce tension
iv) Using the dominant hand’s remaining fingers (FMPP) or palm (VMPP) to help with head delivery by
applying pressure on the perineum ventrally
v) Placing the non-dominant hand on the fetal head
vi) Using the non-dominant hand to control speed of head delivery
vii) Not to use the non-dominant hand to maintain head flexion

RESULTS
Altogether, 124 participants answered the questionnaire. Of these, 71 (57.3%) were midwives, 49 (39.5%)
doctors, and 4 (3.2%) were student midwives. There were significant differences between staff responses in
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the different units concerning their views, knowledge and experience with MPP in general. More clinicians in
U1 and U2 stated that they have obtained recent information about MPP compared to U3 (75.9%, 80.6% and
30% respectively – p<0.001). Nonetheless, all respondents from U3 were of the opinion that the intervention is
beneficial compared to 44/58 (75.9%) at U1 and 35/36 (97.9%) at U2 (P<0.001). Despite U2 having the
highest percentage of staff reporting receiving recent information about MPP and the majority of them
reporting its regular use in their daily practice (94.1% (32/34) routinely with every delivery and 97.1% (34/35) if
an episiotomy was performed) only 12/34 respondents (35.3%) felt they had enough experience with the
technique. This was in stark contrast to responses from U1 where the majority of staff (43/58 – 74.1%) felt they
had enough experience with the MPP technique, however, only 38 out of 57 responders would use the
technique routinely at a birth with episiotomy (P<0.001) (Table 1). Using the predefined core requirements, 7
participants only (5.6%) were able to correctly describe a clearly defined technique of MPP (FMPP or VMPP).
There were no statistically significant differences between units with regards to this analysis. Of note the
majority of practitioners do not seem to support the perineum at the time of shoulder delivery where this
maneuver was described by 23/58 (39.7%), 11/33 (33.3%) and 6/30 (20.0%) of the responding clinicians from
U1, U2 and U3 respectively.

INTERPRETATION OF RESULTS
Our study demonstrated that the majority of the study participants are aware of the concept of MPP.
Nevertheless, there seems to be variation within and between units as to how well this policy is being
implemented in actual practice. More significantly, we identified that less than 6% of respondents were able to
provide accurate account of the actual maneuvers they perform when manually protecting the perineum.
Inability to describe a technique is not synonymous with inability to perform it; however, there is a high
possibility of overlap between both. This is particularly relevant because performing an incorrect MPP hampers
its effectiveness. Interestingly, all the respondents who provided correct and complete information about the
MPP technique had <5-year work experience in maternity care. This information is particularly important for
maternity units planning to adopt MPP because it highlights the importance of targeting all staff levels,
irrespective of years of experience, when devising effective interventions for the implementation of MPP policy.

CONCLUSIONS
Despite the availability of information and recommendations about MPP, a large number of midwives and
doctors do not feel confident with the technique or its benefits and only very few were able to accurately
describe the maneuvers involved. Although this is not necessarily synonymous with suboptimal performance, it
highlights the potential need to give more attention to the theory that underpins the technical skill in MPP
training programs.

REFERENCES (max. 3)
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IS THERE AN ASSOCIATION BETWEEN THE CUMULATIVE
LENGTHS OF THE SECOND STAGE OF LABORS AND URINARY
INCONTINENCE IN PAROUS WOMEN?
Lotem Gross - Hadas Ganer-herman - Noa Gonen - Omer Rockenshtein - Shimon Ginath - Jacob Bar - Michal Kovo
Department of Obstetrics & Gynecology, Edith Wolfson Medical Center, affiliated with the Sackler Faculty of Medicine, Tel-Aviv
University, Edith Wolfson Medical Center, Holon, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Vaginal delivery (VD) is the primary cause of levator ani muscle injury, and a well-known risk factor for urinary
incontinence. Yet, the role of second stage duration is still not clear. We aimed to study the association
between the cumulative length of the second stage of three consecutive deliveries, and urinary incontinence.

MATERIALS AND METHODS
This is a longitudinal cohort study of pelvic floor disorders, in women with three past consecutive VDs,
between November 2008 – April 2017. Data regarding obstetric and labor course were obtained from our
computerized files. Maternal pelvic floor disorders were assessed by a telephone survey, using the validated
Urinary Distress Inventory Short Form (UDI-6) questionnaire, scoring 0-100. Excluded were women who
underwent an operative or cesarean delivery, experienced third or fourth degree perineal tears or delivered a
multiple pregnancy, in any of their births, or those reported to be pregnant at the time of the questionnaire. The
time between the last VD and the questionnaire ranged from1-3 years. Women with cumulative second stage
length in the upper 90th percentile were defined as the prolonged second stage group and were compared to
women with normal second stage length, defined as cumulative second stage length below the 90 th
percentile.

RESULTS
Of 2573 women with three consecutive deliveries, 306 were eligible and completed the questionnaire. Thirtyone women with an average additive length of second stage of 268.6 ± 46.2 minutes were included in the
prolonged second stage group. The normal second stage group comprised of 275 women, with an average
additive length of second stage of 99.0 ± 54.2 minutes (p<0.001). Demographic characteristics of women in
both groups were similar (table 1). The rate of women with diabetes in any delivery, and the maximal BW were
similar in both groups (table 2). There were no between group differences in mean UDI score, 38.1 ± 58.8 in
the prolonged second stage group vs. 45.1 ± 61.3 in the normal second stage group, p=0.54 (table 3). The
rate of women with stress urinary incontinence was 29% in the prolonged second stage group, and 40.3% in
the normal second stage group, p=0.22. A linear regression model for the UDI score found a positive
correlation to the BMI (CE 2.23, 95% CI 0.61-3.85, p=0.006). No correlation was found between the
cumulative length of second stage in all three deliveries and UDI score.

CONCLUSION
The cumulative length of the second stage of three consecutive deliveries is not associated with urinary
incontinence. Most probably, other obstetrics risk factors contribute to the development of pelvic floor
disorders.
Table 1. Demographic characteristics of the prolonged and normal second stage groups

Age, (years), mean ± SD
Gravidity, median (range)
BMI (kg/m2), mean ± SD
Obese, n (%)
Smoking, n (%)

Prolonged
2nd
stage group
n=31

Normal 2nd stage
group
n=275

P

34.2 ± 3.7
3 (3-5)
24.8 ± 4.0
3 (9.6%)
7 (22.5%)

33.0 ± 8.2
3 (3-7)
23.5 ± 4.2
24 (8.7%)
59 (21.4%)

0.41
0.57
0.10
0.74
0.88

SD: standard deviation, n: Number, BMI – body mass index
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Table 2. Obstetric characteristics of the prolonged and normal second stage groups

Prolonged second stage, any delivery, n (%)
Maximal birth weight, (grams), mean ± SD
DM in any delivery, n (%)

Prolonged
2nd
stage group
n=31

Normal 2nd stage
group
n=275

P

23 (74.2%)
3630 ± 345
3 (9.6%)

11 (4%)
3532 ± 370
22 (8.0%)

<0.001
0.15
0.72

SD: standard deviation, n: Number, DM – diabetes mellitus, pre-gestational or gestational
Table 3. Questionnaire evaluation of the prolonged and normal second stage groups

UDI, mean ± SD
UDI, any positive answer, n (%)
Stress urinary incontinence, n (%)

Prolonged
2nd
stage group
n=31

Normal 2nd stage
group
n=275

P

38.1 ± 58.8
16 (51.6%)
9 (29.0%)

45.1 ± 61.3
151 (54.9%)
111 (40.3%)

0.54
0.72
0.22

SD: standard deviation, n: Number, UDI – urinary distress inventory
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PREGNANCY AND OBSTETRIC RELATED RISK FACTORS FOR
URINARY INCONTINENCE, FECAL INCONTINENCE AND PELVIC ORGAN
PROLAPSE LATER IN LIFE: A SYSTEMATIC REVIEW AND METAANALYSIS
Monique A.h. Hage-fransen (1) - Maaike Wiezer (2) - Amy Otto (3) - Marleen S. Wieffer-platvoet (4) - Mariska H. Slotman (5) - Maria W.g.
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Physical Therapy Practice SaFyR, not applicable, Rilland, Netherlands (1) - Physical Therapy Practice Fysi-Unique, not
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INTRODUCTION AND AIM OF THE STUDY
Risk factors for pelvic floor disorders are multifactorial but are often related to pregnancy and birth. 1 Consistent
evidence is needed to develop prevention strategies targeting risk factors. The aim of this study is to identify
which pregnancy and/or obstetric related risk factors can predict urinary incontinence (UI), fecal incontinence
(FI) and pelvic organ prolapse (POP) later in life by means of a systematic review (SR) and meta-analysis.

METHODS
This SR, Prospero no. CRD42019131758, followed the guidelines as described by the PRISMA statement.
Eligible for inclusion were prospective cohort studies describing more than two pregnancy and/or obstetric
related risk factors on UI, FI (including flatal incontinence) and POP. Literature searches of PubMed,
EMBASE, CINAHL and Cochrane (December 2016 - October 2018) were conducted. Reviewers assessed
articles for inclusion and risk of bias (QUIPS). Studies with high risk of bias were excluded for data extraction.
Data was extracted and checked for accuracy conform the CHARMS. Variables were pooled using RevMan 5.

RESULTS
The SR included 62 full text studies of which due to high risk of bias 33 studies were excluded. The reviewers
extracted data from 18 studies for UI, 10 for FI and 1 for POP. Multivariate analysis was not possible, due to
heterogeneity of the population and outcome measures. Odds Ratios and 95% confidence intervals on pooled
univariate analyses on overall UI and FI are shown in table 1 and 2. Significant risk factors for UI are: UI during
pregnancy, prolonged second stage of labor, instrumental vaginal delivery, episiotomy, maternal age over 32.5
and constipation. Significant risk factors for FI are: FI during pregnancy, maternal age over 35, prenatal body
mass index (BMI) over 30, instrumental vaginal delivery, a spontaneous vaginal delivery, oxytocin
augmentation and when the weight of the newborn was more than 4000 gram. No pooling was possible for
POP.
Table 1. OR’s from pooled univariate analysis on all UI types
All UI types

OR

95% CI

No. of No. of
studies participants

Spontaneous Vaginal Delivery
Cesarean section
Forceps Vacuum
Episotomy
Prenatal BMI > 30
Newborn > 4000 gram
2nd stage prolonged labor
UI in pregnancy
Age > 32.5 prepregnancy
Tears
Oxytocin
Lower education
Multiparity
Constipation
Smoking

0.86
0.16*
1.34*
1.23*
1.18
0.71
1.39*
4.12*
1.48*
1.55
1.15
1.16
1.32
1.58*
0.75

0.27 – 2.71
0.14 – 0.18
1.10 – 1.63
1.04 – 1.46
0.96 – 1.45
0.21 – 2.42
1.15 – 1.68
3.02 – 5.63
1.14 – 1.93
0.92 – 2.59
0.77 – 1.72
0.52 – 2.59
0.78 – 2.23
1.42 – 1.76
0.56 – 1.01

12
12
11
9
8
7
6
6
5
5
4
4
4
3
2

20622
15200
12133
13392
19789
8532
6561
3348
5988
15573
5083
2304
2781
12444
2510
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* = p < 0.05, OR = odds ratio, CI = confidence interval, No. = Number, BMI = Body Mass Index

Table 2. OR’s from pooled univariate analysis on all FI types
All FI types:

OR

95% CI

No. of No. of
studies participants

Forceps/ vacuum
Maternal age > 35
Cesarean section
Grade 3-4 tear
Spontaneous Vaginal Delivery
FI in pregnancy
Multiparity
Prenatal BMI > 30
Weight newborn > 4000 gram
2nd stage prolonged labor
Oxytocin
Higher education

1.94*
2.16*
0.84
1.34
1.41*
8.90*
0.93
1.78*
3.12*
1.40
2.41*
1.00

1.53 – 2.45
1.57 – 2.97
0.62 – 1.34
0.97 – 1.85
1.02 – 1.96
1.62 -48.85
0.55 – 1.56
1.09 – 2.92
1.46 - 6.71
0.89 – 2.19
1.24 – 4.67
0.58 – 1.73

6
5
5
4
4
3
3
3
2
2
2
2

11603
7716
11325
5736
7438
2582
6345
3675
4980
4165
4165
2664

* = p < 0.05, OR = odds ratio, CI = confidence interval, No. = Number, BMI = Body Mass Index

INTERPRETATION OF RESULTS
Based on the SR and meta-analysis pregnancy and obstetric related risk factors for UI, FI and POP later in life
are multifactorial and differ between pelvic floor disorders. Strong significant risk factors, with an OR ≥ 1.48 for
UI were all related to the pregnancy: maternal age over 32.5, constipation and UI during pregnancy. A
cesarean section strongly decreases the risk on UI later in life but on the other hand does not seem to offer
protection against FI. For FI there were 6 strong significant risk factors with an OR ≥1.78. Two were related to
the delivery: Oxytocin augmentation and an instrumental delivery. The other strong risk factors were a
maternal age over 35, prenatal BMI over 30, FI during pregnancy and weight of the newborn over 4000 gram.
In our analyses the strongest risk factors were UI and FI during pregnancy. The same seems to hold for POP
during pregnancy being highly associated with POP later in life (OR 8.2 (95% CI 3.07-21.9)). But because
POP during pregnancy is only studied by one study this factor should be interpreted with caution.
We hypothesize that because pelvic floor disorders are multifactorial and many studies don’t include all known
possible risk factors inconclusive evidence is seen for a variance of risk factors in literature. The differences in
risk factors between UI and FI indicate that there is still a lot to learn about the etiological pathways for
postpartum incontinence. Recommendations for further research is taking the QUIPS into account while
setting up the methodology and to include a minimum of factors proven to be predictive in this study.

CONCLUSIONS
Pregnancy and obstetric related risk factors predicting pelvic floor disorders later in life have been identified.
Since multivariate analysis was not possible, these outcome should be treated with care, because interaction
between risk factors could not been taken into account. More high quality research is needed. With assessed
risk factors, based on current evidence, women more at risk can be identified and targeted prevention
strategies can be started with the aim to help prevent or reduce pelvic floor disorders later in life.
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INTERSTITIAL CYSTITIS – MANAGEMENT OUTCOMES WITH
COMBINED ORAL AND INTRAVESICAL TREATMENT AND PREDICTORS
OF TREATMENT FAILURE
Soundarya Ganesan (1) - Meera Ragavan (1)
Apollo Hospitals, Apollo Hospitals, Chennai, India (1)

INTRODUCTION AND AIM OF THE STUDY
Interstitial cystitis (IC) is a complex disorder in which patients present with a variety of urinary and pelvic floor
complaints. IC has usually been underdiagnosed and the consensus on best available treatment is lacking.
Primary objective is to assess the efficacy of intra-vesical instillation of a heparin cocktail, combined with 3
months of oral therapy with Pentosan polysulphonate and Nortryptiline plus Pregabalin. Secondary aim is to
identify the predictors of treatment failure, and thereby decide upon additional modality of treatment.

MATERIALS AND METHODS
An ambispective study was done on a cohort of 62 women presenting with the symptom complex suggestive
of interstitial cystitis. A detailed history, physical examination, complete urine analysis and urodynamic study
was done. They were subjected to diagnostic cystoscopy, followed by an intra-vesical heparin cocktail (7.5%
Sodabicarbonate, 0.25% Bupivacaine, 25000 IU Heparin, 100mg Hydrocortisone, 80mg Gentamycin)
instillation plus 3 months course of oral Pentosan Polysulphonate and Nortryptiline plus Pregabalin, and
followed up at 8 weeks and 12 weeks post treatment with Interstitial cystitis Symptom index (ICSI), Interstitial
cystitis Problem index (ICPI) scores and Pelvic pain Urgency/Frequency (PUF) Symptom score and Bother
score.

RESULTS
Mean age was 41.4yrs (SD 10.46) and average duration was 5.6 years (SD 3.3). 18 out of 62 (29%) were
associated with voiding dysfunction. Paired t test analysis revealed significant improvement in O’leary Sant
Symptom and Problem scores at 12 weeks (17.04 vs 6.44, p= 0.013 and 10.92 vs 5.8, p= 0.000 respectively)
and PUF Symptom (14.6 vs 6.72, p= 0.000) and Bother scores (8.2 vs 3.84, p= 0.000). 11 out of 62 women
failed to show significant improvement in scores at 12 weeks. Higher scores were associated with lower mean
Maximum cystometric capacity of 125.8ml and higher cystoscopic grades (>/=3).

INTERPRETATION OF RESULTS
Scoring System
(Max score)
ICSI (20)
ICPI (16)
PUF –SS (23)
PUF – BS (12)

Pre-treatment score
(mean)
17.04
10.92
14.6
8.2

Score at 8 weeks
(mean)
9.84
7.96
11.13
6.12

P value
0.085
0.000
0.091
0.143

Score at 12 weeks
(mean)
6.44
5.80
6.72
3.84

P value
0.013
0.000
0.000
0.000

Significant improvement noted in ICSI, ICPI and PUF scores at 12 weeks post treatment.
Univariate and multivariate analyses, identified the presence of refractory sensory urgency, Maximum
cytometric capacity (MCC) <200ml, Cystoscopic grade >/=3, high scores ICSI (>14) ICPI (>12) and PUF
Symptom score (>15) Bother score (>6) as determinants of treatment failure.

CONCLUSIONS
The above regimen is a promising one for IC/BPS patients as evidenced by a significant improvement in ICSI,
ICPI and PUF scores at 12 weeks. Higher scores help identify patients likely to fail treatment, counsel the
patients preoperatively and plan additional management.
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National and Kapodistrian University of Athens, Alexandra, Athens, Greece

INTRODUCTION AND AIM OF THE STUDY
Various sonographic approaches have been used for the assessment of women with urinary incontinence
including the transabdominal, perineal, transrectal and transvaginal approach.
In patients with stress urinary incontinence (SUI), imaging is focused on the evaluation of the mobility and the
morphology of the uterthra. This is based on the notion that the stress continence control mechanism consists
of a urethral sphincteric unit and a supportive apparatus involving the anterior vaginal wall and the surrounding
muscles and fascial tissues. Recently, increased sonographic mobility of the urethra profile using single points
has been shown to be associated with both SUI and urodynamic stress incontinence (USI).
In the present study we aimed to evaluate the mobility and compression ratio of the urethra by computing the
Hausdorff distances of the urethra between rest and Valsalva in continent volunteers and women with SUI.

MATERIALS AND METHODS
We prospectively evaluated women with SUI diagnosed with Urodynamic Stress Incontinence (USI) and
healthy continent volunteers who underwent a 2D translabial ultrasound. A curved linear abdominal probe
was used acquiring images on a sagittal plane crossing the pubic symphysis and urethra at a depth radius of
10cm at rest and Valsalva maneuver. After image collection, post-processing using open source 3dSlicer
software allowed to compare the images at rest and at Valsalva using the symphysis pubis as a fixed point of
reference. The mobility of the entire urethra and the urethra’s segments (proximal and mid-urethra) were
compared at rest and Valsalva by computing the Hausdorff distances (in mms) (photo 1). The compression
ratio of the urethra (difference of the observed sonographic urethral area) and it’s segments (mid-urethra and
proximal urethra) was calculated between rest and Valsalva. A compression ratio equal to 1 means no
compression of the urethra between Valsalva and rest, a value < 1 is a distension of the urethra and a value
>1 is a compression of the urethra.
Quantitative variables are expressed as mean (standard deviation). Qualitative variables were expressed as
absolute and relative frequencies. Logistic regression analysis was used to explore the association of the
mobility of the urethra and urethral area between continent women and women with USI. Ordinal logistic
regression analysis was used to explore associations with USI severity. The study variables were tested for
their ability to predict USI using receiver operating characteristic (ROC) curves. ROC analysis determined the
optimal sensitivity and specificity of using various cut-off values for the discrimination of USI. p values
reported are two-tailed. Statistical significance was set at 0.05 and analysis was conducted using SPSS,
version 22.00.

RESULTS
A total of 40 women were included with mean age 48 years (SD=13.0). Sample characteristics are presented
in table 1. Logistic regression analysis indicated that increased values of the mobility of the midurethra and
proximal urethra were found to be associated with a diagnosis of USI. Furthermore, increased mid-uretha
compression ratio were associated with lower probability for USI (table 2). Higher values of midurethra and
proximal urethral mobility were found to be associated with higher probability for increased USI severity.
Additionally, increasing values of compression ratio of the mid-urethra were significantly associated with lower
probability for severe grades of USI. Total urethral compression ratio was not found to be associated with USI
severity (table 3).
ROC curve analysis for mid-urethra (Figure 1) showed that the optimal-cut off for the discrimination of USI
from no USI diagnosis was 8.69mm with sensitivity equal to 84.4% and specificity equal to 87.5%. The area
under the curve (AUC) was 0.84 (95% CI: 0.65-1.00), which significantly differs from 0.5 (p=0.003). Similarly,
ROC analysis (Figure 2) for mid-urethral compression ratio revealed a cut-off equal to 1.2 (sensitivity 75.0%
and specificity 75.0%) with AUC equal to 0.77 (95% CI: 0.57-0.96, p=0.021).

INTERPRETATION OF RESULTS
Using Hausdorff metrics it was possible to measure the movement of the urethra reliably even when the
sonographic image contains noise, spurious features and overlaps having unclear boundaries.

CONCLUSIONS
Mobility of the urethra as defined by Hausdorff distances and urethral compression ratio have been found to
be correlated with the urodynamic diagnosis of USI.
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Table 1. Sample characteristics
N (%)
48.0(13.0)

Age (years), mean (SD)
Urodynamic diagnosis
•
Normal
•
USI
Mid-urethra Hausdorff distance, mean (SD)
Proximal urethra Hausdorff distance, mean (SD)
Mid-urethra compression ratio, mean (SD)
Total urethra compression ratio, mean (SD)

8(20)
32(80)
12.18(6.41)
15.03(6.86)
1.2(0.4)
1.2(0.3)

Photo 1. Calculation of Hausdorff distances of the urethral segments (proximal, mid, distant)

a.

Continent subject

b.

Subject with USI

Table 2. Logistic regression analysis of continent vs. USI (any degree of severity)
OR (95% CI)

P

Mid urethra mobility

1.44(1.10-1.89)

0.008

Proximal urethra mobility

1.29(1.07-1.56)

0.007

Mid-urethral compression ratio

0.05 (0.01-0.62)

0.019

Total urethra compression ratio

0.10 (0.01-1.61)

0.104

Table 3. Ordinal logistic regression analysis of urethral mobility and USI severity
OR (95% CI)
P
Mid Urethra mobility
1.19(1.04-1.36)
0.009
Proximal urethra mobility
1.13(1.02-1.25)
0.014
Mid urethra compression ratio
0.12 (0.02-0.72)
0.021
Total Urethral compression ratio 0.31 (0.03-2.97)
0.312

Sensitivity

0.25

0.50

0.75

1.00
0.75
0.50

0.00

0.25
0.00

Sensitivity

Figure 2. Roc analysis for the discrimination of
patients with USI based on the compression
ratio of the mid-urethra
1.00

Figure 1. Roc analysis for the discrimination of
diagnosis of USI at the mid-urethra based on
the Hausdorff distances

0.00

0.25

Area under ROC curve = 0.8418

0.50
1 - Specificity

0.75

1.00

0.00

0.25

0.50
1 - Specificity

0.75

1.00

Area under ROC curve = 0.7676
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31 - A LOW-COST SIMULATION MODEL OF LEFORT COLPOCLEISIS
SURGERY
Sema Baghaki (1) - Ismail Alay (1) - Gul Gultekin (1) - Huseyin Cengiz (1) - Murat Ekin (1) - Levent Yasar (1)
Bakirkoy Sadi Konuk Research and Training Hospital, Bakirkoy Sadi Konuk Research and Training Hospital, Istanbul, Turkey

(1)

INTRODUCTION AND AIM OF THE STUDY
As the developments in the healthcare and anti-aging field are growing, the mean lifetime of both women and
men have extended. Relatively more women live until their 80’s or 90’s in recent years. This brings an
increase in the incidence of many comorbidities secondary to aging such as cardiovascular or neurologic
diseases as well as pelvic organ prolapses (POP) and urinary incontinence problems. Nearly 11 % of women
elder than 80 years need to undergo pelvic prolapse surgeries (1). There are 2 types of POP surgeries;
reconstructive and obliterative procedures. Obliterative operations are found to be more convenient in patients
who have multiple medical problems and who are no longer sexually active.
Partial colpocleisis is an obliterative technique which is basically closing the vaginal vault by suturing the
anterior and posterior vaginal walls. The success of Lefort procedure is proven with its 4% recurrence (2) and
2 to 3% reoperation rate according to a recent review (3). Unfortunately, not all gynecologic residents have the
chance to practice this surgery during residency. We hypothesized that a simulation of Lefort technique would
be beneficial for gynecologists to fully get practice before they perform the procedure on patients.
For this reason, we aimed to construct a new learning tool for gynecology residents who do not have the
opportunity to perform partial colpocleisis (Lefort operation).

MATERIALS AND METHODS
We constructed a low-cost (5 Euro) partial colpocleisis model by using easily accessible crafts including a pair
of socks, a pantyhose, cotton, glue. We filled the pantyhose with cotton and put it into the sock to mimic a
vaginal vault. Then we placed the sock into the gynecologic anatomic model and fixed it to the vaginal
introitus. As our urogynecologist (HC) started to perform the steps of Lefort operation on the prolapsed uterus
model, we recorded a video. He drew rectangular areas in the anterior and posterior part of the vagina and
denuded those portions by using a surgical scalpel, then the edges are sewn to create vaginal tunnels. After
that, he imbricated the tunnels in each side, the cervix, and the tunnels at the posterior part respectively by
using Vicryl suture. Sequential suturing is carried out until prolapse is reduced and finally the vaginal
epithelium is approximated with simple running sutures.

RESULTS
Surgeons in training found the simulation model of Lefort operation beneficial, easy to assembly, cost-efficient
and appropriate to practice and increase their surgical skills. The model can be an option for trainees who do
not have the opportunity to assist or perform a real colpocleisis before they start practicing the pelvic prolapse
surgeries.
This simulation model and the video enable the gynecology residents and the surgeons who pursue to
specialize in urogynecology surgeries to comprehend the steps of surgery better by increasing their orientation
to pelvic floor anatomy. Furthermore, the model is a tool that they can practice the surgery repetitively and
enhance their surgical skills.

INTERPRETATION OF RESULTS
This model needs to be validated and our next goal will be conducting a study with a large sample size to
assess the applicability and reproducibility of the model in education of young gynecologists.

CONCLUSIONS
Our model can lead to a new understanding in the education of gynecologists who wants to specialize in pelvic
surgeries. It is easy to establish and can be an option for trainees to practice each step of Lefort procedure.

REFERENCES
1. Walters MD, Karram MM. Obliterative procedures for pelvic organ prolapse. In: Walters MD, Karram MM,
editors. , eds. Urogynecology and Reconstructive Pelvic Surgery. Philadelphia, PA: Elsevier;2015:400–410
2. FitzGerald MP, Richter HE, Siddique S, Thompson P, Zyczynski H (2006) Colpocleisis: a review. Int
Urogynecol J 17(3):261–271
3. Mikos T, Chatzipanteli M, Grimbizis GF, Tarlatzis BC. Enlightening the mechanisms of POP recurrence
after LeFort colpocleisis. Case report and review. Int Urogynecol J. 2016;28:971–978
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32 - MRNA EXPRESSION OF SEX HORMONE RECEPTORS IN
VESICOUTERINE FISTULA: COMPARISON WITH OVARIAN
ENDOMETRIOSIS AND NORMAL ENDOMETRIUM
Maciej Józwik (1) - Iwona Sidorkiewicz (2) - Irena Kasacka (3) - Andrzej Semczuk (4) - Marcin Józwik (5)
Medical University of Białystok, Department of Gynecology and Gynecologic Oncology, Białystok, Poland (1) - Medical University
of Białystok, Clinical Research Center, Białystok, Poland (2) - Medical University of Białystok, Department of Histology and
Cytophysiology, Białystok, Poland (3) - Medical University of Lublin, IInd Department of Gynecology, Lublin, Poland (4) University of Warmia and Mazury, Department of Gynecology and Obstetrics, School of Medicine, Collegium Medicum, Olsztyn,
Poland (5)

INTRODUCTION AND AIM OF THE STUDY
A fistula is an abnormal anatomical connection between hollow organs, usually lined by an epithelium.
Vesicouterine fistulas (VUFs) are unique among urogenital fistulas because they respond to hormonal
treatments inducing amenorrhea, such as continuous contraceptive pill or GnRH analogs [1]. Two separate
studies reported the presence of the endometrium lining the fistulous tract [1, 2], findings explaining the earlier
empirical observation. Since a hypothesis was put forth that VUFs actually represent a new type of
endometriosis (E) [1, 2], the present study aimed to evaluate mRNA expression of a broad range of sex
hormone receptors in the VUF canal and compare these results with those from ovarian E and normal
endometrium (C) specimens.

MATERIALS AND METHODS
The study was approved by the IRB and informed consent given by each participant. Formalin-fixed, paraffinembedded tissue blocks were deparaffinized, rehydrated, and subjected to a retrieval step. Total RNA was
extracted using ’High Pure FFPET RNA Isolation Kit’ (Roche Diagnostics, Mannheim, Germany). Reverse
transcription was performed using Proflex PCR System (Applied Biosystems, USA) and Real Time
Polymerase chain reaction (or RT-PCR) was conducted on Lightcycler 480 Instrument (Roche Diagnostics).
Gene expression of estrogen receptors (ERs), progesterone receptors (PRs), and androgen receptors (ARs),
both wild type, variants, and their components, were measured in duplicate. Target gene expression levels
were normalized with glyceraldehyde-3 phosphate dehydrogenase (or GAPDH) and peptidylprolyl isomerase
A (or PPIA) expression, as recommended [3]. A rarity in its own right, the studied case of VUF (N=1)
developed in a 43-year-old patient following repeat Cesarean section. All reference women were also of
reproductive age, included to E (N=8) or C (N=6) groups based on their anatomopathological confirmation.

RESULTS
Hematoxillin and eosin stainings showed the abundance of typical endometrial columnar epithelium and
stroma within VUF. Molecular biology findings for 18 different sex hormones receptors and their components
are presented graphically (mean ± SD) below.
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Abbreviations: ERα = ER alpha; ERα36 = a truncated variant of ERα66; ERβ1 = ER beta 1, Erβ2 = ER beta
2; ERRγ = estrogen-related receptor gamma; GPR30 = G protein-coupled receptor 30; AR total = total AR
pool; ARfl = full-length AR; ARv7 = AR splice variant-7; PGRA = nuclear PR isoform A; PGRB = nuclear PR
isoform B; mPRα = membrane PR alpha; mPRβ = membrane PR beta; mPRγ = membrane PR gamma; mPRδ
= membrane PR delta; mPRε = membrane PR eta; PGRMC1 = PR Membrane Component 1; PGRMC2 = PR
Membrane Component 2.
Even with a limited number of observations, ovarian E demonstrated significantly lower expression of ERβ1
(P<0.0001) and ARv7 (P<0.05) than that observed in the normal endometrium. Notably, receptors expression
in VUF was very similar as in E for 11 out of 18 studied receptor structural components, including such major
hormonal signal ‘transducers’ as ERα, ERβ1, GPR30, AR total, and PGRA.

INTERPRETATION OF RESULTS
Overall, the ability to convey sex hormone signals in VUF resembles that of E, yet roles of ERβ2, ERα36, and
PGRB in the fistula specimens are worth further studies.
On the other hand, based on the E vs C comparison, E is worth studying for ERβ1, ERβ2, ERα36, GPR30,
ARv7, PGRB, mPRβ, mPRγ, mPRε, and PGRMC1 on larger numbers of cases.

CONCLUSIONS
Since VUF was largely consistent with ovarian E at the molecular level, this report strongly supports the
concept that VUFs in women of reproductive age represent a new type of endometriosis.
Moreover, our investigation provides for the first time a broad array of fine details on sex hormone regulation in
ovarian E.

REFERENCES (max. 3)
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PELVIC FLOOR SYMPTOMS IN LONG TERM FOLLOW UP OF
HYSTERECTOMIZED WOMEN: WHAT DOES IT TELL US ABOUT THE
COMPARTMENT AFFECTED?
Carolien Vermeulen (1) - Caroline Adang (2) - Joggem Veen (2)
Maastricht UMC+, Maastricht University Medical Center, Maastricht, Netherlands
Centre, Veldhoven, Netherlands (2)

(1)

- Máxima Medical Centre, Máxima Medical

INTRODUCTION AND AIM OF THE STUDY
Hysterectomized women have a high risk of developing a pelvic organ prolapse (POP) 1 and pelvic floor
symptoms.2 The severity of complaints and the prolapsed compartment are hard to predict. Assessment of
symptom patterns per affected compartment, could improve our understanding of the outcome of prolapse
treatment. The aim of this study was to analyse the symptom pattern of pelvic organ prolapse per
compartment in hysterectomized women.

MATERIALS AND METHODS
Women who underwent a hysterectomy between 1996 and 2004 were invited. Pelvic floor symptoms were
quantified using the Pelvic Floor Distress Inventory (PFDI-20) validated for Dutch population3. This
questionnaire has a total of 20 questions, and 3 scales: Pelvic Organ Prolapse Distress Inventory (POPDI_6),
Urinary Distress Inventory (UDI_6) and Colorectal-Anal Distress Inventory (CRADI_8). The anatomic prolapse
was objectified using the POP-Q (pelvic organ prolapse quantification). Data on prolapse was collected for
both ≥ stage 2 and ≥ the hymen. In this abstract only ≥ stage 2 is displayed. Symptoms rated as “moderate to
severe bothersome” were considered relevant.

RESULTS
Our study population consisted of 247 women, of which 98 with no prolapse, 76 women with isolated anterior
prolapse, 36 women with isolated posterior prolapse, 19 women with both anterior- and posterior prolapse,
and 18 women with a combined prolapse involving the vaginal vault (≥stage 2) . Of all 149 women with any ≥
stage 2 prolapse, 77 (51,7%) experienced bothersome symptoms and 72 (48,3%) were asymptomatic. The
median follow-up was 17 years.

Graph 1 shows the amount of women per prolapse compartment (≥ stage 2) who answered at least one
question with “moderate to severe bothersome”.
Over 45% of the study population reported at least one bothersome pelvic floor symptom. The top three
symptoms for anterior wall prolapse were frequent urination (21,1% of women), urge-incontinence (18,4%) and
feeling of incomplete bladder emptying (15,8%). For posterior wall prolapse this was uncontrollable gas
(19,4%), incomplete emptying of bowels (13,9%) and having to strain too hard to have a bowel movement
(13,9%). For combined anterior and posterior wall prolapse the top three was uncontrollable gas (31,6%),
strong sense of urgency to have a bowel movement (23,6%) and having to strain too hard to have a bowel
movement (16,7%) For combined prolapse including vaginal vault the top two symptoms were a bulging
sensation (16,7%) and a strong sense of urgency to have a bowel movement (16,7%). Almost 40% of women
with no anatomic prolapse experienced at least one bothersome symptoms, mostly stress incontinence
(16,3%), having to strain too hard to have a bowel movement (11,2%) and uncontrollable gas (10,2%).
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INTERPRETATION OF RESULTS
Seventeen years after hysterectomy, over 45% of women reported at least one bothersome pelvic floor
symptom. An anterior wall prolapse resulted in 35% micturition problems, whereas 25% of women with no
prolapse experienced these symptoms. A prolapse involving the vaginal vault did not lead to more complaints
compared to women with no prolapse, however numbers are low. Women with a combined anterior and
posterior wall prolapse experienced the most inconvenience; they report symptoms which can mostly be
treated conservatively with diet, fluid intake, toilet position and/or physical therapy.

CONCLUSIONS
In a low risk post-hysterectomy population, bothersome pelvic floor symptoms are very common and not
always related to anatomic pelvic organ prolapse. The symptom patterns differ per prolapse compartment and
are not directly related to the specific department questions on the PFDI-20. Since these women did not seek
help, our goal should be to identify ways to reach them and offer suitable treatment.

REFERENCES (max. 3)
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LAPAROSCOPIC SACROCOLPOPEXY IN THE TREATMENT OF
FEMALE PELVIC ORGAN PROLAPSE: A COMPREHENSIVE LITERATURE
REVIEW OF CURRENT PRACTICE
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INTRODUCTION AND AIM OF THE STUDY
Abdominal sacrocolpopexy using mesh is considered the gold standard treatment for moderate to severe
vaginal vault prolapse in women. Numerous technical variants are being practiced. The purpose of the current
review is to summarize the current literature in relation to laparoscopic sacrocolpopexy (LSC) in order to help
provide guidance on management and future research.

MATERIALS AND METHODS
Two independent reviewers conducted a structured literature search in Medline, Scopus, the Cochrane library,
and Embase electronic databases including the keywords: ‘sacrocolpopexy‘, ‘sacral colpopexy‘ and
‘promontofixation’. Full text English language articles, published from January 1, 2008 to February 26, 2019
were included. The modified Oxford grading system was used to assess the level of evidence of the available
literature: level 1-systematic reviews of randomized control trials (RCTs), or good quality RCTs, level 2systematic reviews of cohort studies, cohort studies, or low quality RCTs, level 3- systematic reviews of casecontrol studies, case-control studies, or case series without a comparison control group, level 4- expert opinion
or clinical experience. A clinical opinion report based on the literature search and the author’s expertise was
established regarding the following issues: indications for surgery, the surgical approach of sacrocolpopexy,
surgical technique, and learning curve.

RESULTS
There is level 1 evidence for LSC being the treatment of choice for vaginal vault prolapse. There is level 2
evidence that LSC with concurrent ventral rectopexy is safe and efficient. LSC should be preferred over the
abdominal or robotic approach with regards to peri-operative outcomes. There is no consensus about the ideal
type of graft to be used, nor regarding the benefit of a concomitant procedure for stress urinary incontinence.
There is Level 1 evidence to prefer a 3D pelvic trainer over a 2D system for LSC training. There is no
consensus about the number of surgeries needed in order to be proficient.

INTERPRETATION OF RESULTS
LSC is a treatment of choice for moderate to severe apical prolapse despite many existing technical variants.

CONCLUSIONS
We suggest further research to address variations in technique of LSC.
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THERE IS NO CORRELATION BETWEEN THE SONOGRAPHIC
COURSE OF TRANSOBTURATOR SLINGS AND SLING PAIN
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INTRODUCTION AND AIM OF THE STUDY
Ultrasonography has provided useful information about the position and functional behavior of the transobturator tape at rest and during Valsalva/pushing. In the current study our primary objective was whether
there was any association between slings’ three dimensional sonographic pattern or position and the sling
related pain. The secondary objective was to find whether there is an ideal course for transobturator slings.

MATERIALS AND METHODS
This was a cross sectional retrospective pilot study. We recruited women who were evaluated in our clinic for
pain or other complications following transobturator sling placement between 2009-2014. Patients had
undergone a three-dimensional endovaginal pelvic floor ultrasound, assessing minimal levator hiatus (MLH),
antero-posterior diameter, left-right diameter, and the hiatal shape. The minimal levator hiatus was considered
as our reference landmark. The sling pattern and location, the urethral length, the sling to vesico-urethral
junction distance, the sling’s center and lateral arm insertion point distance relative to MLH plane, and the
sling’s width were quantitatively assessed. Each sling pattern was visualized in axial, coronal, and sagittal
views separately. The mesh patterns were categorized as seagull pattern (normal) (Figure 1), lop-sided, flat
and convoluted pattern.

RESULTS
A total of 68 cases were reviewed. 50 patients reported pain and 18 did not. Although there was no statistically
significant difference between the mid-sling to MLH and lateral sling arm to MLH positions between the two
groups with and without pain, there were wide variations in the course of the slings. The sling center-MLH
position ranged 14.8mm caudad and 17.9mm cephalad to the MLH. The lateral arm insertion points ranged
between 17.1mm caudad and 16.6mm cephalad to the MLH while the right arm insertion points ranged
between 9.6mm below and 18.8mm cephalad to the MLH. 35/68 (70%) patients with pain and 13/18 (72.2%)
without, had abnormal sling patterns. Among the three abnormal patterns, a flat sling pattern was the most
common (21/50=42.0% for patients with pain and 7/18=38.9% for patients without pain). The abnormal sling
shape was not correlated with pain (p=1). The distance of the center of the tape from the MLH level was not
significantly correlated with shape abnormality (p=0.58) or pain (p=0.61). The urethral length was not
correlated with shape abnormality (p=0.916) while the levator shape was close to having statistically significant
correlation with shape abnormality (p=0.084).

INTERPRETATION OF RESULTS
The current study indicates that there are wide variations in the course of the TOT’s anatomical course as
assessed by 3D EVUS in this population of patients with complications. There seem to be no correlation
between the sling course or its position; distance from the urethra or distance fron the MLH level, and the sling
related pain.
The limitations of our study are: we analyzed the data of patients that were evaluated for complaints of sling
related pain, or presented for other types of urogynecological evaluations. We did not have a group of
asymptomatic patients who had previous TOT sling placements. The group that we perceived as an
ultrasonographically “normal” group (sea-gull pattern) still had urogynecological non-pain symptoms. Future
studies evaluating the post TOT placement ultrasonographic course in a group of truly asymptomatic
volunteers will elucidate if there are variations in TOT path.

CONCLUSIONS
In this population of symptomatic patients, there seemed to be no correlation between the ultrasonographic
path or position of the TOT and sling related pain. Even patients with no sling related complaints demonstrate
wide variation in their TOT sling paths.

REFERENCES (max. 3)
1. Costantini E, Salvini E, Pietropaolo A, Quadrini F, Di Biase M, Bini V, et al. 383 Sonography tape
characteristic and incontinence outcome after trans-obturator tape (TOT) surgery. European Urology
Supplements. 2014;13(1):e383.

EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG –WWW.EUGACONGRESS.ORG

69

2. Santoro GA, Wieczorek AP, Dietz HP, Mellgren A, Sultan AH, Shobeiri SA, et al. State of the art: an
integrated approach to pelvic floor ultrasonography. Ultrasound Obstet Gynecol. 2011;37:381–96.
3. Shobeiri SA, White D, Quiroz LH, Nihira MA. Anterior and posterior compartment 3D endovaginal
ultrasound anatomy based on direct histologic comparison. Int Urogynecol J. 2012;23(8):1047-53.
Figure 1: Axial 3D EVUS view illustrating the sea-gull TOT pattern. The sling is marked with bright yellow.
A-Anterior; P-Posterior; R-Right; L-Left; U-Urethra; S-Sling; T-Transducer; LAM-Levator Ani Muscle; AR-Anorectum; 3D EVUS-three Dimensional Endo-Vaginal Ultrasound; TOT-Trans Obturator Tape.
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A NOVEL MAGNETICALLY-CONTROLLED ENDOURETHRAL
URINARY SPHINCTER
Gioia Lucarini (1) - Tommaso Mazzocchi (1) - Leonardo Marziale (1) - Novello Pinzi (2) - Leonardo Ricotti (1) - Arianna Menciassi (1)
Scuola Superiore Sant'Anna, none, Pisa, Italy (1) - University of Siena,, Urology Department, Siena, Italy (2)

INTRODUCTION AND AIM OF THE STUDY
Urinary incontinence (UI) is a dysfunction related to an involuntary urine leakage, mainly caused by a deficient
action of the urethral sphincter muscles. When UI is particularly severe, it must be managed via invasive
surgical procedures [1]. The most popular artificial urinary sphincters (AUS) are surgically placed around the
urethra (i.e. extra-urethral AUS, gold standard represented by AMS 800 of Boston Scientific) and they squeeze
it whenever necessary to restore continence. Current solutions do not present a unisex design and are made
of several components, to be installed in a rather invasive way and implying a non-comfortable device
management and control [2]. The aim of this paper is i) to present the design of novel AUS magnetically
controlled and actuated, ii) to focus on a unisex design suitable for both female and male anatomies, and iii) to
reduce device dimensions, side effects and to minimize the implant invasiveness typical of the actual
commercial AUS.
The aim of this paper is i) to present the design of novel AUS prototypes magnetically controlled and actuated,
ii) to focus on a unisex design suitable for both female and male anatomies, and iii) to reduce device
dimensions, side effects and to minimize the implantation invasiveness, typical of the actual commercial AUS.

MATERIALS AND METHODS
The authors propose an endo-urethral AUS positioned into the urethra through a minimally invasive procedure,
based on standard urological tools such as a cannula for cystoscopy, featured by an internal diameter of 7.40
mm, an external diameter of 8 mm and an overall length of 300 mm. The AUS guarantees continence over
time and is grounded on a magnetic triggering mechanism, which allows urination on demand. The external
diameter of the device was set to 7.25 mm [3]. The device is unisex (usable by both men and women); thus,
both male and female anatomical constraints were first derived from Computed Tomography (CT) scans and
anatomical atlas. This allowed to set the device length (30 mm) and the distance between the AUS and an
external magnet used for magnetic activation, to be placed in the perianal area (8-9 cm for men and 4-5 cm for
women). The device consists of a unidirectional polymeric valve and a safety system responsive to magnetic
fields, which can control the valve pressure opening (Figure 3A). The safety system is based on a safety
cursor, an internal mobile magnet, an internal fixed magnet and a spring. If no external triggers are applied,
the safety system keeps in its “on” state: the spring pre-load pushes the safety cursor and forces it to be in
contact with the valve, thus stiffening it. Thus, the valve remains closed up to a threshold pressure (11 kPa),
guaranteeing continence. When an external magnet is approached to the perianal region with an appropriate
orientation for few seconds, the inner mobile magnet is attracted towards the skin, thus in the opposite
direction respect to the valve and it is kept in this position thanks to inner fixed magnet. As a consequence, it
compresses the spring and produces the translation of the safety cursor, which results no more in contact with
the valve. Thus, the valve opens and urination occurs with a limited resistance (opening pressure: 4.8 kPa).
Once the urination is finished, the patient can restore the continence by approaching the opposite side of the
external magnet for few seconds to the perianal region. In this way, the internal mobile magnet is repelled and
the safety cursor gets again in contact with the valve, by keeping it closed.

RESULTS
An ex vivo test on a female human cadaver provided with a complete and intact urinary system (Figure 3B)
was carried out with the support of competitive medical staff. First, appropriate incisions of the abdominal
tissue were performed to expose the bladder. Then, AUS insertion was carried out: a guide catheter was
introduced in the urethra to dilate the tissue; then, a well-lubricated cannula was inserted coaxially over the
urethral guide catheter; the endo-urethral AUS was introduced into the cannula; a pusher was used to move
the endourethral AUS toward the bladder; finally, the cannula was removed. The bladder was slowly filled of
water by means of a syringe. The AUS, with its safety system activated, guaranteed full continence when large
liquid volumes (~500 mL) were introduced into the bladder and also when an additional pressure was
manually and repeatedly applied on the liquid-filled organ. Once the safety system was deactivated (by
approaching the external magnet to the body surface), the valve opened and urine started to flow, thus
emptying the bladder. Overall, such cadaver test demonstrated the easiness of the device insertion procedure,
the disappearing nature of the system, which does not alter body appearance, the device usability and its
efficacy in guaranteeing continence. The system also demonstrated to effectively allow urination, when
desired, by simply approaching an external permanent magnet to the body surface. In the next months, in
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collaboration with Campus Biomedico of Rome (Italy), the AUS will enter first-in-human experiments on 7 male
patients.

INTERPRETATION OF RESULTS
The AUS described in this paper has the key advantage of relying on a simple magnetic coupling between an
internal and an external magnet, which acts as a trigger for switching between the open and the close system
configurations. The magnetic activation strategy described in the paper can be considered more effective
respect to other possible deactivation/activation means, e.g., a coil-based device or magnetic forces instead of
magnetic torques. From a clinical viewpoint, the described strategy may have a clear impact concerning
urination management of incontinent patients. In fact, this could imply a drastic reduction of the psychological
burdens that are typically associated to this dysfunction, without relying on invasive and expensive extraurethral solutions, such as the AMS 800.

CONCLUSIONS
In conclusion this paper demonstrates the feasibility of novel endo-urethral magnetically (and thus wirelessly)
controlled AUS solution to address SUI with reduced invasiveness, ease of urination control and with a unisex
design. It is promising in view of a future clinical translation not only on incontinent patients, but also in other
contexts in which an easy urination management is desirable, such as in the case of paraplegic and tetraplegic
patients.

Figure 3 The proposed AUS and its components (A) and the ex-vivo test on female cadaver (B).
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URETHRAL PROFILOMETRY AS A GUIDE TO URINARY
CONTINENCE MECHANISM(S) IN ADULT WOMEN
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INTRODUCTION AND AIM OF THE STUDY
The mechanism(s) of urinary continence in women remain under debate. In general, the continence zone has
been sought between 40 and 70 per cent of the anatomical urethral length [1]. The aim of the present
investigation was to explore a large set of urethral pressure data in order to better define the localization of the
highest urethral pressures and its relation to the urethral length and age in continent (C) and stress incontinent
(SUI) women.

MATERIALS AND METHODS
The protocol for the study was approved by the relevant Bioethics Committee. A combined set of archival
urodynamic data from 4 leading diagnostic centers over an approximately 10-year period was statistically
explored. The initial dataset contained 10276 records. The inclusion criteria were the technical correctness
and completeness of urodynamic data in the given recording. Rigorous quality control criteria were applied.
Physicians performing urodynamic evaluation were excluded from the stage of data verification. Consequently,
only complete sets of urethral pressure profiles at rest (UPPR) and at stress (UPPS) from adult women were
included. When all pressure recordings at stress had positive values, the subject was ascribed to C group
(N=52). Patients in whom all pressure recordings at stress had negative value were included to SUI group
(N=76). Data distributions being different from normal distribution, Mann-Whitney U test was used for
comparisons.

RESULTS
The total urethral length at rest was 27.45 mm (median; minimal 12.92 mm, maximal 56.08 mm; N = 128), and
specifically 27.50 mm (14.75-56.08) in C and 27.37 (12.92-39.60) in SUI (P=0.473). The functional urethral
length at rest was overall 25.10 mm (11.95-56.08; N = 128), being 25.95 mm (11.95-56.08) in C and 24.92 mm
(12.17-38.60) in SUI (P=0.949). The functional urethral length in UPPR and UPPS did not change significantly
(P =0.705). Both the total and functional urethral length did not change with age.
UPPS closure pressure findings at 20% to 80% of the urethral length in C and SUI are presented graphically
below. The largest numerical differences in UPPS closure pressures between C and SUI were found for 50%
and 60% of the urethral length.
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The area under the curve, or AUC, of the maximum urethral closure pressure (Pclo max) was substantially
decreased in SUI (479.28 cm H2O/mm; 18.92-1810.95) compared to C (854.77 cm H2O/mm; 374.22-2258.65;
P=10-6). In the preselected population (N=1992), Pclo max was localized at 53.70% of the functional urethral
length and there was no variability of this localization with age (NS).

INTERPRETATION OF RESULTS
The urethral length at rest or at stress does not differ healthy subjects from SUI patients. The localization of
the continence zone as found in this study can be related to the muscular components of the urethral wall and
pelvic floor [2, 3].

CONCLUSIONS
The intraurethral continence zone in women seems to maintain its localization throughout whole life. Our data
indicate that in health the highest urethral pressures are located at 50-60% of the urethral length, this is, in the
urethral segment with most deficient closure pressures in SUI.
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A COMPREHENSIVE LOOK AT RISK FACTORS FOR MIDURETHRAL SLING REVISION SURGERY: CAN WE IMPROVE PATIENT
OUTCOMES?
Melissa Keslar (1) - Haroutyoun Margossian (1) - Justin Katz (1) - Nisha Lakhi (1)
Richmond University Medical Center, Richmond University Medical Center, Staten Island, NY, United States

(1)

INTRODUCTION AND AIM OF THE STUDY
The objective of this study was to identify modifiable factors and urodynamic parameters predictive of midurethral sling (MUS) revision surgery that can be used for counseling patients and individualizing risk
prediction.

MATERIALS AND METHODS
A retrospective analysis of 56 sling revisions that occured a during the 12-year study period was performed.
Those with complete medical records (n=40) were compared to 123 control cases that did not require revision,
randomly selected from a total of 946 procedures to obtain a 3:1 control: case ratio. Demographic, history,
patient reported symptoms, urodynamic study results, intraoperative data, and post-operative data were
collected.

RESULTS
Significant demographic factors, physical exam findings, and intraoperative factors predictive of sling revision
included - younger age (52.95 vs. 64.48 years, OR 7.250, 95% CI 3.211-16.367, p<0. 001), more than one
previous cesarean deliveries (OR 5.71, 95% CI 1.30-25.1, p=0.011), presence of posterior pelvic organ
prolapse (OR 0. 302, 95% CI 0. 163-0. 803, p=0. 011), retropubic sling (OR 2. 685, 95% CI 1. 037, 6. 955,
p=0.037), concomitant apical prolapse repair procedure (OR 3.086, 95% CI 1. 299-7. 332, p=0. 009). The only
urodynamic parameter that was found to be predictive was a maximum urethral closure pressure >35 cmH2O
(OR 2.17 CI 1.25 – 3.78 p=0.009).
After a multiple regression analysis, younger age, increasing number of cesarean deliveries, and concomitant
apical prolapse repair retained statistical significance.

INTERPRETATION OF RESULTS
Urodynamic studies were not as useful in determining revision risk as compared to patient age, previous
surgical history, and concomitant procedures.

CONCLUSIONS
With the elevated concern over using synthetic mesh for pelvic reconstructive surgery, it is important for the
surgeon to know and consider significant risk factors for MUS complications. Our comprehensive analysis of
risk factors demonstrates significant factors for MUS revision. Furthermore, idenitfying which risk factors are
modifiable and non-modifiable can improve surgical candidate counseling and patient outcomes.
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THE ASSOCIATION BETWEEN THE NUMBER OF VAGINAL
EXAMINATIONS DURING ACTIVE LABOR AND PERINEAL TRAUMA
Ohad Gluck (1) - Yossi Mizrachi (1) - Hadas Ganer Herman (1) - Jacob Bar (1) - Michal Kovo (1) - Shimon Ginath (1) - Eran Weiner (1)
Sackler School of Medicine, Tel Aviv University, E. Wolfson Medical Center, Holon, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Vaginal examinations (VEs) are routinely performed during labor to assess labor progression. There are no
universal recommendations regarding the frequency or number of VEs that should be performed in active
labor. The association between the number of VEs and perineal trauma is not clear. Therefore, we aimed to
study the association between the number of VEs performed during active labor and subsequent perineal
trauma during delivery.

MATERIALS AND METHODS
This is a retrospective cohort study. All women who were admited to delivery ward at term in active labor, in a
single tertiary medical center, between 2008-2017 were included. Active labor was defined as cervical
dialation of ≥ 3 cm associated with regular contractions. Preterm deliveries (≤37 weeks) and Caesarean
deliveries were excluded.
For each delivery, data regarding the number of VEs performed, labor duration, mode of delivery, and perineal
trauma were collected. Major perineal trauma included perineal tears grades 3-4. Minor perineal trauma
included perineal tears grades 1-2.
The cohort was initially divided into 4 groups, according to the overall number of VEs performed during labor:
Group1 (n=4588): 0-2 VEs, Group2 (n=5815): 3-4 VEs, Group 3 (n=4687): 5-6 VEs, Group 4 (n=7297): ≥7
VEs.

RESULTS
Overall, 22,387 women were included in the study. The rate of major perineal trauma in groups 1,2,3 and 4
was 0.4%, 0.1%, 0.8%, and 0.4%, respectively (p<0.001), and the rate of minor birth trauma was 15.8%,
31.2%, 15.8%, and 38.0%, respectively (p<0.01).
We identified that performing more than 4 VEs during labor was associated with a higher risk for major
perineal trauma (0.26% vs. 0.53%, p<0.01), minor perinreal trauma (24.41% vs. 29.31%, p<0.001), and any
perineal trauma (24.67% vs. 26.85%, p<0.001).
On multivariant analysis, after adjustment for maternal age, BMI, gestational age, assisted vaginal delivery,
birthweight, nulliparity, epidural anesthesia, induction of labor, and labor duration, we found that performing
more than 4 VEs during labor was independently associated with major birth trauma (aOR 2.28, 95%CI 1.403.72, p<0.001).

INTERPRETATION OF RESULTS and CONCLUSIONS
Performing more than 4 VEs during labor is associated with an increased risk for major perineal trauma. These
data should be taken into account when considering the benefits and necessity of multiple VEs, and should be
considered by obstetricians while deciding the number of VEs performed during labor.
Table 1- Perineal trauma stratified by a cutoff of 4 Ves during labor
Up to 4 VEs
More than
(n=10403)
(n=11984)
Minor perineal trauma
2539 (24.41)
3513 (29.31)
Major perineal trauma
27 (0.26)
64 (0.53)
Any perineal Trauma
2566 (24.67)
3577 (26.85)

4

VEs

p-value
<0.001
<0.001
<0.001

Data are presented as n (%).
Minor perineal trauma- perineal tears grade 1-2; Major perineal trauma- perineal tears grade 3-4; Any perineal
trauma- perineal tears of all grades.
Table 2- Multivariate analysis for major perineal trauma among vaginal deliveries, as dependent on the
number of vaginal examinations during labor
Major birth trauma
aOR (95%CI)
p-value
Performing >4 VEs
2.28 (1.40-3.72)
<0.001
Maternal age
1.01 (0.97-1.05)
0.55
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Assisted vaginal delivery
1.17 (2.47-0.55)
Body mass index
1.01 (0.94-1.05)
Epidural
0.78 (0.46-1.29)
Gestational age
1.15 (0.94-1.41)
Induction
0.91 (0.57-1.44)
Nulliparity
0.95 (0.58-1.56)
Prolonged 2nd stage
0.99 (0.99-1.00)
Odds ratios adjusted for maternal age, BMI, gestational age, assisted vaginal
epidural anesthesia, induction of labor, and labor duration.
Major perineal trauma- perineal tears grade 3-4.

0.68
0.96
0.33
0.17
0.69
0.86
0.93
delivery, birthweight, nulliparity,
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40 - IMPACT OF MID-URETHRAL TAPE ON VOIDING PARAMETERS
Germund Hensel (1) - Milan Koštál (1) - Prokop Homola (1) - Radka Prušová (1) - Veronika Mnuková (1) - Iva Nemcová (1)
Porodnicko-gynekologická klinika, Nemocnice Pardubického kraje, Pardubice, Czech Republic (1)

INTRODUCTION AND AIM OF THE STUDY
After being treated with mid-urethral tape, patients often report weaker urine flow. The aim of the study is to
look after some objective voiding parameters before and after tape implantation. We additionally focused on
those patients who had pathological voiding parameters before the tape.

MATERIALS AND METHODS
From February 2016 to February 2017, we included 87 women with urodynamic stress incontinence who all
underwent mid-urethral tape implantation (transobturator or retropubic). All of them underwent uroflowmetry
before and 3 months after surgery.

RESULTS
Mid-urethral tape implantation significantly reduced maximum flow rate (Qmax) and average flow rate (Qave)
and it significantly prolonged the time of emptying the bladder (figure). Surprisingly, tape insertion did not
worsen these parameters, when they were in a low range before surgery. Qave even improved significantly
(table 1-3).

Voiding parameters before and after tape implantation
35

31,06

30

29,68
25,81
23,26

25
20

16,72
14,06

15
10

p = 0,0007

p = 0,0005
p = 0,0037

5
0
Qmax (ml/s)

Qave (ml/s)
before tape

Number of patients

3
Table 1

Voiding time (s)

after tape

Mean Qmax before Mean Qmax three months after p-value
tape
implantation tape implantation (ml/s)
(ml/s)
13,6
22,3
-

Patients with low maximum flow rate Qmax (≤ 15 ml/s) before tape implantation

Number of patients

Mean Qave before tape Mean Qave three months after tape
implantation (ml/s)
implantation (ml/s)
8
7,28
12,41
Table 2 Patients with low average flow rate Qave (≤ 10 ml/s) before tape implantation

p-value

Number of patients

p-value

Mean
Voiding
time Mean Voiding time three months
before tape implantation after tape implantation (s)
(s)
19
41
36,4
Table 3 Patients with high Voiding time (≥ 30 s) before tape implantation

0,0148

0,4182
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INTERPRETATION OF RESULTS
Implantation of mid-urethral tape results in a measurable lower urine flow, which may be due to a certain
kinking or compression of the urethra caused by the tape [1]. Nevertheless, adverse voiding parameters
before surgery do not worsen after it, they even improve. These are good news to hand on to patients during
consulation before tape surgery. Our findings are in accordance with the results of other studies [2,3].

CONCLUSIONS
Mid-urethral tape implantation significantly decelerates urine flow but does not worsen voiding parameters if
they are unfavorable before the implantation.
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1. Cheng-Yu Long, Chun-Shuo Hsu, Tsia-Shu Lo. Ultrasonographic assessment of tape location following
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2. Hoon Ah Jang, Jae Hyun Bae, Jeong Gu Lee. Incidence and risk factors of postoperative de novo voiding
dysfunction following midurethral sling procedures. Korean J Urol 2009;50(8):762-766.
3. Kim S, Bae J, Cho M et al. Effect of preoperative flow rate on postoperative retention and voiding difficulty
after transobturator tape operation. Korean J Urol 2014;55:190-195.

EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG –WWW.EUGACONGRESS.ORG

79

41 -

THE IMPACT ON SEXUAL FUNCTION OF THE PELVIC FLOOR
MUSCLE TRAINING WITH BIOFEEDBACK IN WOMEN WITH MILD OR
MODERATE STRESS URINARY INCONTINENCE.
Sònia Anglès-acedo (1) - Cristina Ros-cerro (1) - M. José Palau-pascual (1) - Irene Fernández-torms
Montserrat Espuña-pons (1)
Obstetrics and Gynaecology. Pelvic Floor Unit, Hospital Clínic de Barcelona, Barcelona, Spain (1)
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INTRODUCTION AND AIM OF THE STUDY
Muscles of the pelvic floor are thought to play an important role in orgasm and arousal. A stronger pelvic floor
and pelvic floor muscle training (PFMT) seem to improve some aspects of sexual function (SF) in women with
pelvic floor dysfunction2, 3.
The aim of this study was to assess the impact on SF of PFMT with biofeedback in women with mild or
moderate stress urinary incontinence (SUI).

MATERIALS AND METHODS
A prospective cohort study was conducted in women with mild or moderate SUI, who received PFMT with an
intensive program during 3 months, including daily exercises with active contractions (including fast and hold
contractions), weekly supervised with biofeedback. Patients completed Spanish validated questionnaires at
baseline visit and after PFMT visit. The International Consultation on Incontinence Questionnaire–Short Form
(ICIQ-UI-SF) was used to assess urinary incontinence. Sexual activity and function was assessed using the
Female Sexual Function Index (FSFI), as generic questionnaire, and the Prolapse Urinary Incontinence
Sexual Function Questionnaire- IUGA Revised (PISQ-IR), as a condition-specific questionnaire. Patients were
informed about the role of PFM function for SUI and also for sexual response. No specific sex therapy was
performed during the training period.

RESULTS
110 women were included, from 32 to 72 years old (mean: 47.14). The mean ICIQ-IU-SF (SD) was 10.7 (1.9)
before the treatment and decreased to 5.3 (3.3) after PFMT. The mean Oxford was 2 before the treatment and
3 after PFMT. At baseline, 104 women were sexually active (SA) and 6 non-SA. 92.7% accepted to assess
their sexuality, being all heterosexual and 90% with a partner. By asking directly about the global perception of
their sexuality; 70.6% reported it was good and 28.4% it was not. 18 women (17.8%) referred SUI during
sexual activity. However, 66,6% among them reported they avoid "little or not at all" their sexuality as a
consequence of their symptoms. A statistically significant difference was observed in the FSFI Desire domain,
no statiscally significant difference were found in the other domains (Table 1). A statistically significant
difference was observed in the arousal-orgasm subscale of the PISQ-IR, no statiscally significant difference
were found in the other subscales (Table 2). Moreover, SA women with dyspareunia "always, often" were
significantly reduced after PFMT (7.4% baseline vs 3.5% afterPFMT, p <0.05). We also observed an
increasing rate of women who reported they never have dyspareunia (baseline 31.9% vs 50.6% after PFMT, p
<0.05).

INTERPRETATION OF RESULTS
Among SA women, we found better SF scores after PFMT in the FSFI Desire domain and in the PISQ-IR
arousal-orgasm subscale. This significant increase on arousal-orgasm, could have an impact on the significant
reduction rate of dyspareunia after the treatment.

CONCLUSIONS
An improvement in SF after PFMT was observed, although moderate and limited to only a single domain in
each measure. According to our findings, we consider the long-term effect should be also studied, so we will
perform the same analysis after one year follow-up.

REFERENCES (max. 3)
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incontinence: a pretest-posttest intervention study. J Sex Marital Ther. 2015;41(3):254-61. doi:
10.1080/0092623X.2014.889052.

TABLES
Table 1. Dimensions of the FSFI questionnaire for sexually active women with mild or moderate SUI at
baseline and after treatment (PFMT during 3 months).
Baseline
After PFMT
N Mean
Std. Deviation 95% CI
N Mean
Std. Deviation 95% CI
P value
Desire
85 3,2612 ,91393
3,06 – 3,46
85 3,6918 ,96439
3,48 – 3,90
S
Arousal
85 4,2776 1,04042
4,05 – 4,50
85 4,6306 1,02202
4,41 – 4,85
NS
Lubrication
85 4,6800 1,07889
4,45 - 4,91
85 5,0753 ,99198
4,86 – 5,29
NS
Orgasm
85 4,7341 1,21396
4,48 – 4,99
85 5,1247 1,01511
4,91 – 5,34
NS
Satisfaction 85 4,4188 1,25418
4,15 – 4,69
85 4,8612 1,22281
4,60 – 5,12
NS
Pain
85 1,9012 1,10911
1,67 – 2,14
85 1,5859 ,81052
1,41 – 1,76
NS
TOTAL FSFI 85 23,2729 4,12629
22,38 – 24,16 85 24,9694 4,18188
24,07 – 25,87 NS
Table 2. Dimensions of the PISQ-IR questionnaire for sexually active women with mild or moderate SUI at
baseline and after treatment (PFMT during 3 months).
N

Baseline
Transformed Sum (DE)
95 % CI

N

After PFMT
Transformed Sum (DE)
95% CI

P value

65,3 (17,0)
73 (15,7)
86
S
62,0 – 68,6
69,7 – 76,3
80,5 (19,6)
83,8 (17,6)
SAPR
104
86
NS
76,7 – 84,3
80,1 – 87,5
86,9 (12,4)
90,1 (14,1)
SACS
104
86
NS
84,5 – 89,3
87,1 – 93,1
64,7 (25,7)
73,3 (25,6)
SAGQR
104
86
59,8 – 69,6
67,9 – 78,7
NS
85,5 (19,6)
90,7 (18,2)
SACI
104
86
NS
81,7 – 89,3
86,8 – 94,6
51,7 (16,9)
55,9 (15,3)
SAD
104
86
NS
48,5 – 54,9
52,7 – 59,1
SAAO: sexually active-arousal orgasm; SAPR: sexually active-partner-related; SACS: sexually activecondition specific; SAGQR: sexually active-global quality rating; SACI: sexually active-condition impact; SAD:
sexually active-desire
SAAO

104
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42 - MICROABLATIVE FRACTIONAL CO2 LASER EFFICACY ON
URINARY SYMPTOMS IN POSTMENOPAUSAL WOMEN WITH
GENITOURINARY SYNDROME: DOES THE TIMING OF ONSET OF
SYMPTOMS ALTER LASER EFFICACY?
Alessandro Ferdinando Ruffolo (1) - Elena Marotta (1) - Marta Parma (1) - Massimo Candiani (1) - Stefano Salvatore (1)
Vita-salute University- Gynecology and obstetrics department, Scientific Institute San Raffaele Hospital, milano, Italy (1)

INTRODUCTION AND AIM OF THE STUDY
Genitourinary syndrome of menopause (GSM), previously referred to as vulvovaginal atrophy (VVA), is an
array of vaginal symptoms associated with the decrease of oestrogen levels during the transition to
menopause. The symptoms of GSM encompass vaginal, vulvar, and urinary problems. Urologic symptoms
include urinary frequency, urgency incontinence, and recurrent urinary tract infections. The microablative
fractional CO2 laser system has recently been acknowledged to be the most widely used laser therapy for the
treatment of GSM, thus, we sought to investigate the improvement of urinary symptoms using microablative
fractional CO2 vaginal laser. The secondary aim of our study was to compare the efficacy of the treatment in
relation to the timing of onset of urinary symptoms; more specifically, if prior to or after menopause.

MATERIALS AND METHODS
This retrospective study included postmenopausal women referred to our unit for GSM. All patients were
treated with a cycle of three treatments (one treatment every 30 days) of fractional microablative CO2 laser
system (SmartXide2 V2LR, Monalisa Touch, DEKA, Florence, Italy). The Urogenital Distress Inventory score
(UDI-6) was used to evaluate urinary symptoms before the beginning of treatment (T0) and one month after
the last CO2 laser treatment (T1). Scores at baseline (T0) and follow-up (T1) were calculated and compared
using the Student’s t test and a p<0,05 was considered significant. Women were divided into 2 groups: women
who presented symptoms before menopause (Group A) and women who presented symptoms after
menopause (Group B). For each group scores at baseline (T0) and follow up (T1) were calculated and
compared using the Student’s t test and a p<0,05 was considered significant.

RESULTS
In this study we recruited 40 postmenopausal women with a mean age of 56.8 years (42-65) and 61.3 (52-71)
in the group of patients that become incontinent after menopause.
Table A shows UDI-6 score at T0 and T1 assessments (expressed by mean ± standard deviation) with the
statistically significant correlation between UDI-6 at T0 and at T1.
Table A: UDI-6 scores at T0 and at T1

N 40
UDI-6

T0
51,04 ± 16,408

T1
39,22 ± 12,170

P
<0.05 (0.000)

Table B shows UDI-6 assessments (expressed by mean ± standard deviation) in the group of women who
presented symptoms before menopause (Group A) and the group of women who presented symptoms after
menopause (Group B).
Table B: UDI-6 scores at T0 and at T1 in Group A and Group B

N 14
UDI-6 Group A

T0
42,62±9,197

T1
38,23±12,458

P
0,148

N 26
UDI-6 Group B

T0
54,96±17,939

T1

Sig.
<0.05 (0.000)

40,31±12,211

INTERPRETATION OF RESULTS
Overall patients undergoing CO2 laser treatment showed an improvement in urinary symptoms. The mean of
UDI-6 score was 51,04 at T0 and 39,220 at T1 (correlation statistically significant). The medium UDI score in
women who presented urinary distress before menopause was 42.62 before laser treatment and 38.23
(correlation not statistically significant) after treatment. In women who presented urinary distress after
menopause the medium score before the treatment was 54.96 and 40,31 after laser (correlation statistically
significant). Our results show how treatment with vaginal CO2 laser is more effective in women with urinary
symptoms starting after menopause compared patients with urinary symptoms existing before menopause.
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CONCLUSIONS
The fractional CO2 laser represents a safe, effective and feasible option for the treatment of urinary symptoms
in postmenopausal women. CO2 laser treatment is more effective when urinary symptoms started after
menopause, therefore the onset of symptoms, before or after menopause, plays an important role on the
efficacy of CO2 laser treatment. Further studies are needed to understand the objective causes of this
difference.

REFERENCES (max. 3)
1. Laser Therapy for Genitourinary Syndrome of Menopause, Andrew Rabley, Tina O’Shea2, Russell Terry,
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of Obstetrics and Gynecology. 2016. p. 704–11.
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ANATOMICAL AND FUNCTIONAL OUTCOMES OF UTERUS
PRESERVATION AND PELVIC ORGAN PROLAPSE REPAIR WITH
VAGINAL TROCARLESS KIT (ENDOFAST): A RETROSPECTIVE STUDY
IN 239 PATIENTS
Rachel Zangen (1) - Inbar Ben-shachar (1) - Naama Markus (2)
Ob/Gyn department. Ziv medical center, Safed, Israel (1) - The Azrieli Faculty of medicine, Bar-Ilan university, Safed, Israel(2)

INTRODUCTION AND AIM OF THE STUDY
The prevalence of pelvic organ prolapse increases with age and reaches 40 % of women across all age
groups. 16% to 19% of women will undergo surgery for pelvic organ prolapse
The outcomes of vaginal hysterectomy and colporrhaphy to treat anterior or apical prolapse are generally poor
with an anatomic recurrence rate of about 40%, and reoperation rate of up to 29%, within 3 to 5 years.
Transvaginal mesh kits represent an alternative approach. The rational for using mesh involves avoiding the
use of the structurally deficient native tissue that is implicated in the basic pathphysiology of the prolapse.
Most techniques use trocars to insert and fasten a standardized mesh to augment and support the pelvic
structures and overlay the vaginal wall defect.
In a Cochrane report published in 2016, 25 randomized, controlled trials comparing native tissue repair with
permanent mesh in woman having anterior or multicompartment prolapse, the superiority of mesh repair was
clearly demonstrated.
Yet, there are mesh related complications of POP surgeries which include: erosion/mesh exposure, pain,
infection, bleeding, dyspareunia, organ perforation, urinary problems, vaginal scaring/shrinkage,
neuromuscular problems, and prolapse recurrence.
The blind trocar passage through the obturator foramen or the ischiorectal fossa, in order to anchor the mesh,
are responsible for some of these adverse events of visceral and soft tissue injury due to trocar passage.
The EndoFast Reliant™ system is a minimally invasive system that was developed for mesh attachment in
POP repair. It enables direct mesh attachment into connective tissue through single incision during vaginal
surgery, avoiding trocar passage.
The aim of our study was to evaluate the anatomical, and physiological outcomes as well as safety of the
EndoFast system and included a long-term follow-up.

MATERIALS AND METHODS
The EndoFast Reliant™ system (IBI Israel Biomedical Innovations, Caesarea Industrial Park South, Israel)
consists of a polypropylene monofilament mesh and soft-tissue, spider shape, fasteners. The spider fastener
attaches the mesh to the surface of the soft tissue under direct view and/or palpation allows to omit the use of
trocars and the passage in deep pelvic tissues. The anterior mesh is used to treat cystocele and apical/ central
prolapse and has four arms that are attached to the obturator internus muscle and the sacrospinous ligament.
The posterior mesh is designed to treat central and/or posterior defect by attaching the cervicx or the posterior
vaginal wall to the sacrospinous ligament.
This retrospective study included 243 patients who underwent surgery with one or two meshes between
October 2010 and January 2015. Follow up visits were preformed at 6 weeks, 6 months and 12 monts, then
yearly. The average follow-up period was 1.7 (SD=1.1) years.
Demgraphical data were recorded and outcome measures included changes in POPQ (cm), overactive
bladder (OAB) symptoms and stress incontinence over time. In addition, the rate of surgical failure, immediate
and long-term completions requiring surgical intervention were recorded.

RESULTS
Out of 243 patients, 239 who had at least 6 weeks of follow up were included in this study.
In 136 women (56%) both anterior and posterior meshes were used. In 42(17%) and 65(27%) women only
anterior or posterior meshes were used, respectively. 110 (46%) women had a concurrent surgery for SUI. We
preserved uterus in most of the patients, only 27 patients (13%) underwent concurrent hysterectomy and 28
women (12%) had previously hysterectomy in their past.
The average age was 62 (range:33-91) years. Average parity was 4.39. Average BMI was 27.23.
POPQ significantly improved in all parameters (p<0.001) and remained without significant change during
follow-up time points, as detailed in table 1.
A significant improvement was observed in OAB symptoms (p<0.001). OAB symptoms decreased from 1.5 to
0.64 after 6 weeks and to 0.45 after 6 months (table 2).
Immediate complications occurred in 4 patients. One case of bladder perforation- that was repaired. Two
cases of urinary retention-one resolved spontaneously after few days of catheter use, and the other needed
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relaxation of one of the mesh arms and still needs intermittent self-catheterization. One case of mesh
contamination- the mesh was removed.
There were 25 cases (10.4%) of late complications that required surgical intervention: One case (0.5%) of
erosion, three cases (1.2%) of new dyspareunia that resolved after a release of one of the mesh arms, 11
cases (4.5%) of repeat prolapse-2 of them in other vaginal compartment, 3 cases (1.2%) of cervical
elongation- had cervical amputation, and 7 cases (3%) of de-novo SUI.
There were few other complications not related to the prolapse surgery including 1 case of endometrial
carcinoma, had TAH+BSO, 2 cases of fecal incontinence-which improvement after a cours of biofeedback, 2
cases of SUI despite of mid-urethral sling treated by retropubic sub-urethral sling.
Table 1: Average (+SD) POPQ before and after surgery in centimeters.
Ba

Bp

C

D

Pre-Surgery

1.067(2.488)

-1.230(2.150)

-0.7251(3.895)

-2.367(3.564)

After 6 weeks

-2.709(0.751)

-2.904(0.417)

-7.261(2.406)

-8.504(2.10)

After 6 months

-2.292(1.211)

-2.819(0.6747)

After 12 months

-2.312(1.060)

-2.789(1.072)

Number of patients
Missing
Mean
Std. Deviation

-6.566(3.406)
-6.692(3.699)

-8.234(2.189)
-8.252(2.391)

OAB PRE OAB POST 6w OAB POST 6m
239
238
148
2
3
93
1.490
0.6471
0.4527
1.191
0.9773
0.7222

OAB symptoms-in a scale of 0-3 when 0 means - no symptoms
and 3 – all symptoms urgency nocturia and urge incontinence.

INTERPRETATION OF RESULTS
In accordance with previous studies, we demonstrated a high anatomical success rates, standing at about
90%. We had much lower rate of erosions (0.5%) compared to previous studies (7-10%). That might be due to
the surgical technique we use, i.e. avoiding trimming of the excess vaginal mucosa after mesh insertion, and
the preservation of the uterus. That might be also the explanation for the absence of vaginal scaring/shrinkage
in this cohort. Rates of pain after mesh repair are variable in the literature: in Cochrane report, 0.5% of women
underwent mesh removal for this reason. However, 38.6% of complaints to the FDA included vaginal pain
and/or dyspareunia. Like in other reports we observed postoperative pelvic pain and dyspareunia. Most of the
patients were treated successfully with local estrogen and physiotherapy, while 1.2% required mesh removal.
Yet, there were no complains about groin and leg pain, probably because there was no passage of trocars
through the groin and legs.

CONCLUSIONS
EndoFast is a single-incision, trocarless mesh insertion system for POP treatment. It allows minimally invasive
safe and efficient operation with rare need for hysterectomy. It has the potential for reducing intra- and
postoperative complications, with very satisfactory functional and anatomical results. Large comparative
studies and long-term follow up is recomanded.

REFERENCES
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THE FEASIBILITY OF VAGINAL HYSTERECTOMY FOR PELVIC
ORGAN PROLAPSE UNDER LOCAL ANESTHESIA: A PILOT STUDY
Sophie Hadzilias (1) - Themistoklis Gregoriadis (2) - Dimitrios Zacharakis (2) - Theodoros Papalios (2) - Emmanouil Stamatakis (1) Dimitrios Valsamidis (1) - Stavros Athanasiou (2)
Department of Anaesthesiology, Alexandra General Hospital, Athens, Greece (1) - 1st Department of Obstetrics and Gynaecology,
Urogynaecology, Alexandra General Hospital, Athens, Greece (2)

INTRODUCTION AND AIM OF THE STUDY
The advantages of local anesthesia over both regional and general anesthesia techniques are well
documented. These include minimal interference with homeostasis, reduced need for postoperative analgesia,
reduced risk of nausea and urinary retention combined with a faster return to normal activity, cost
effectiveness and greater patient satisfaction. Although recent reports of small series of minor vaginal
reconstructive procedures exist, evidence evaluating the feasibility of performing relatively complex vaginal
procedures under local anesthesia is lacking. The aim of this pilot study is to describe and evaluate the safety
and feasibility of performing vaginal hysterectomy and pelvic floor repair under local anesthesia.

MATERIALS AND METHODS
We studied 25 consecutive patients presenting with stage >=3 uterine prolapse, aged 55- 80 years old, ASA IIIII, undergoing vaginal hysterectomy combined with anterior and posterior colporhaphy. All procedures were
performed under infiltration with local anesthetic (80 ml of lidocaine 2% and ropivacaine 0.75% in 1:200000
adrenaline) and conscious sedation with dexmetomidine. All patients were premedicated with midazolam 0.02
mg/kg and a bolus dose of 1mg/kg dexmedetomidine for 10 minutes followed by an infusion of 0.7 -1
mg/kg/min. Patients demographics, haemodynamic variables, hospital stay, the need for conversion to general
anesthesia and complication rates were recorded. Pain assessment was performed using the visual analogue
score (VAS) intra- and post- operatively. Patient satisfaction was assessed using a five-point likert scale. A
score of 2-3 on the Ramsay Sedation Scale was maintained throughout surgery. The presence of nausea and
vomiting were also recorded. Level of sedation was measured by a 10-cm VAS scale. Outcomes are
presented as median (min-max) and n (%).

RESULTS
Overall 25 consecutive patients with a mean age 69.056.67, and mean parity 2 (1-4) were included in this
study. 24 out of 25 (96%) patients completed the procedure under local anesthesia with the exception of one
patient who complained of back pain and leg cramps during the procedure. Pain intensity at 2, 4, 8 and 24
hours postoperatively were 0 (0-7), 0 (0-6), 1 (0-6) and 0 (0-8) at rest and 0 (0-7), 0 (0-7), 2 (0-6) and 1 (0-8)
during cough respectively.
The level of sedation at 2, 8, 12 and 24 hours postoperatively was 5 (1-8), 3 (0-5), 2 (0-4) and 0 (0-2)
respectively. The median mobilization time after surgery was 5 hours (3-10). 23/25 (92%) of the patients
reported being very satisfied and 2/25 (8%) reported to being satisfied with this type of anesthesia. None (0%)
reported to be dissatisfied. The mean hospital stay was 3.51.5 days. Surgical time was 107.523.4 minutes.
No adverse events such as bradycardia, hypotension were noted.

INTERPRETATION OF RESULTS
Vaginal hysterectomy and pelvic floor repair performed under local anesthesia for uterine prolapse was found
to be both safe and feasible. Local anesthesia was associated with minimal postoperative pain scores, nausea
and vomiting.

CONCLUSIONS
This pilot study showed that vaginal hysterectomy and pelvic floor repair could be routinely performed under
local anesthesia and conscious sedation. This is particularly important for high risk patients as it offers minimal
anesthesia related adverse events, early mobilization, prompt recovery and excellent patient satisfaction.
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45 - ENHANCEMENT OF SPATIAL UNDERSTANDING IN
UROGYNAECOLOGICAL RECONSTRUCTIVE SURGERY THROUGH
ANIMATED ANATOMY VIDEOS
Daniel Eduard Zwi Passweg (1) - Lisa Baumhakl (2) - Marco Somaini (3) - David Amos Scheiner (4) - Cornelia Betschart (4)
Frauenklinik, Stadtspital Triemli, Zürich, Switzerland (1) - Frauenklinik, Universitätsspital Zürich, Zürich, Switzerland
Stadtspital Triemli, Zürich, Switzerland (3) - Gynecology, University Hospital Zurich, Zürich, Switzerland (4)

(2)

- Crealto,

INTRODUCTION AND AIM OF THE STUDY
Anatomical knowledge is critical to understand the pathogenesis of urogynaecological disorders, to diagnose
the underlying anatomical defects, and to perform surgery according to the findings. Typically, anatomy is
learned from textbooks that contain dissection samples, or by “doing” in the operation room. However,
teaching during surgery can be risky for the patient and prolongs the operation time. For studying the surgical
pelvic anatomy, we’ve developed a drawing course by means of an active learning tool which consists of
seven animated videos explaining both pelvic anatomy and surgical procedures. Aim of this project is to teach
students and trainees to learn drawing the pelvic anatomy as a 3D model and to enhance their spatial
understanding for reconstructive surgery in urogynaecology.

MATERIALS AND METHODS
The students are instructed by means of a series of seven videos (in German language) to draw the pelvic
anatomy (organs, nerves, vessels, and supportive structures). The series comprise the following videos: (1)
overview of the levels of vaginal support; (2) anatomical level I (as described by DeLancey); (3) surgical
procedures (uterosacral ligament suspension, anterior colporrhaphy, sacrospinous ligament fixation, and
sacrocolpopexy); (4) anatomical level II; (5) site specific surgical procedures (anterior colporrhaphy, vaginal
meshes, and lateral suspension); (6) anatomical level III; (7) incontinence surgery (midurethral slings), and
postpartum perineal trauma. The topics in the videos address the anatomical topography and morphometry of
the muscular, membranous and ligamentous structures, the connective tissue web, the course of the ureters,
and the most important vascular and neuronal structures grouped according to the levels of support I-III
(Figure
1).
The
drawing
course
is
open
accessible
at
www.ps-medical.ch
and
https://vimeo.com/showcase/5853765.

RESULTS
The drawing course lasts between 4 and 19 minutes. To learn the anatomical level I, the supporting muscles
and ligaments are drawn step by step under the instruction of a specialist in urogynaecological anatomy (DP)
in the outlines of a pelvis in all three spatial planes. The surgical concepts of the apical defect (level I) such as
McCall sutures, sacrospinous ligament fixation, and sacrocolposuspension are elaborated successively. The
relevant structures for level II support are drawn in the coronal and axial view, altogether with their surgical
corrections such as anterior, lateral and posterior repair for cysto- and rectoceles. The support of level III is
shown in a multilayer concept in the axial plane together with deficiencies like incontinence and intrapartum
trauma. The midurethral sling technique is drawn in the coronal plane.

INTERPRETATION OF RESULTS
The segmentation of the different pelvic structures along the axial, sagittal, and coronal planes allows an indepth examination of both the anatomy and the function of the pelvic structures, and facilitates the
understanding of etiology and treatment of pelvic organ prolapse and incontinence.

CONCLUSIONS
Former studies found a significant correlation between spatial sense and assessment of anatomical
knowledge using three-dimensional synthesis from two-dimensional views and drawing of views. A successful
implementation of the segmentation tools allows creating different subsets of anatomical structures in the
female pelvis, i.e. spatial organization of organs, bones, muscles, nerves and vessels that can be visualized
separately. So animated anatomical videos offer a modern option to learn surgical anatomy.
Audio-visual learning and freehand drawing might enhance the learning of pelvic anatomy and surgery in a
most sustainable and cost-effective, easily accessible, time- and place independent way by involving both
brain hemispheres without the ethical dilemma of training on human beings or the need of anatomical
dissection.
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FIGURE 1
Screen shots of the tutorial videos.
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46 - MESENCHYMAL STEM CELL TRANSPLANTATION REVERSE AGERELATED IMPAIRED VAGINAL HEALING AFTER SURGERY IN A RAT
MODEL
Ofra Zidon (1) - Michal Gropp (1) - Benjamin Reubinoff (1) - David Shveiky (1)
Hadassah University Hospital, Hadassah University Hospital, Jerusalem, Israel

(1)

INTRODUCTION AND AIM OF THE STUDY
Current surgical treatments for pelvic floor disorders (PFD) using either the patient's own tissue or synthetic
grafts are frequently associated with sub-optimal outcome. This may be due to age-related impaired tissue
healing after surgery. There is therefore an urgent need to develop new treatment approaches.
In our previous studies, we have shown that systemic transplantation of mesenchymal stem cells (MSCs) after
vaginal incision resulted in homing of the transplanted cells to the injury site and increased tissue vascularity.
In this study, we examined the effect of MSCs transplantation in aged and young rats and evaluated MSCs
survival and differentiation as well as the effect of MSCs on biomechanical properties of the vaginal tissue.

MATERIALS AND METHODS
Young and old Sprague Dawley rats were subjected to a posterior vaginal incision including the muscularis
layer. Following the injury, MSCs were transplanted systemically into the tail vein. Naïve and sham operated
rats included as controls. Rats were sacrificed at three, seven and thirty days post transplantation for
histological evaluation. Biomechanical properties of the healed vaginal tissue were tested 30 days post-injury
by a dynamic mechanical analyzer for tissue strength and elasticity.

RESULTS
MSCs homed to the injury site and survived at the vaginal tissue for at least thirty days. MSCs transplantation
induced the formation of new blood vessels by angiogenesis. In addition, the transplanted cells differentiated
into endothelial cells within capillary-like structures. The mean force at breakpoint of old rats transplanted with
MSCs was significantly higher than sham operated rats and reached the level of naive rats. Duration at peak
force was significantly longer in both young and old MSC-transplanted rats as compared to sham groups.

INTERPRETATION OF RESULTS
Mesenchymal stem cell transplantation increased tissue vascularity and improved biomechanical properties of
vaginal tissue. This effect reversed age-related impairment in tissue recovery from injury.

CONCLUSIONS
These findings pave the way to further studies of the potential role of MSCs transplantation in improving
surgical outcome in women with PFD.
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DOES ANYONE REALLY CARE? DOCTORS APPROACHES TO
FEMALE SEXUAL FUNCTION IN PREGNANCY AND POSTPARTUM.
Charlotte Cassis (1) - Ilias Giarenis (1) - Sambit Mukhopadhyay (1) - Edward Morris (1)
NNUH, Norfolk and Norwich University Hospital, Norwich, United Kingdom (1)

INTRODUCTION AND AIM OF THE STUDY
Female sexual function remains an under-investigated and somewhat neglected topic amongst healthcare
professionals. Although female sexual dysfunction (FSD) and the impact it has on quality of life is becoming
increasingly recognised (Jha S, 2010), there appears to be both a lack of adequate assessment of the problem
by doctors as well as significant reluctance amongst women to seek help regarding sexual health issues
(Glazener 1997) Previous studies have found only 15% of women with sexual dysfunction actually discuss the
problem with a health care professional (Barrett G, 2000). The aim of this study was to look at the current
approach of doctors practising in obstetrics and gynaecology, both at consultant and trainee level, in
discussing, assessing and managing female sexual dysfunction in their antenatal and postnatal patients.

MATERIALS AND METHODS
An anonymous survey monkey questionnaire was sent to doctors from a variety of hospitals in the south east
of England. 92 doctors replied to the questionnaire with an even mix of SHO, registrars and consultants being
surveyed. Questions included how often sexual function was discussed with antenatal and postnatal patients
and if not, why not; and whether pre-existing sexual dysfunction was addressed. Participants were also asked
if they discussed the effect that mode of delivery may have on future sexual function as well as if any
standardised questionnaires were used when assessing FSD. The survey also asked what steps were then
taken if FSD was identified and the barriers faced by clinicians in both assessing and managing FSD.

RESULTS
Only 6% of doctors questioned discussed sexual function with their antenatal patients ‘always’ or ‘most of the
time’, with 38% never discussing it at all. The impact of mode of delivery on future sexual function was
discussed ‘always’ or ‘most of the time’ by 3% of those surveyed and never by 36%. 54% of respondents
never asked their antenatal patients if they had any pre-existing FSD. In post-natal patients 26% of doctors
discussed sexual function ‘always’ or ‘most of the time’ and 45% discussed future mode of delivery with those
patients suffering from FSD. 93% did not routinely use any validated questionnaires for assessing FSD. 83%
of respondents ‘strongly agreed’ or ‘agreed’ that female sexual function should have more importance in the
RCOG curriculum. The two most common reasons cited for not discussing sexual function were “I do not feel
as though I have had adequate training’- 48% and “I don’t have time’- 47%. A few of the questions can be
seen in the figures below.
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INTERPRETATION OF RESULTS
There is both a lack of assessment and a lack of discussion of the topic of female sexual function in ante- natal
and post- natal patients by obstetricians and gynaecologists. There was no statistically significant (p<0.05)
difference in the answers to our study questions between different genders or the different levels of training of
the respondents. The vast majority of doctors are not discussing sexual function with their patients and are not
addressing if there any existing problems or the impact that mode of delivery may have on FSD. There is also
a lack of consensus as to what the best management steps are once FSD is identified.

CONCLUSIONS
Further assessment of female sexual function, especially in relationship to childbirth is urgently needed. This
study shows that there is a severe lack of discussion of female sexual health amongst obstetricians and
gynaecologists and a lack of use of validated questionnaires. The importance of sexual function in the
curriculum of the RCOG also needs to be addressed if this situation is to be rectified.

REFERENCES (max. 3)
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2. Glazener CMA. Sexual function after childbirth: women’s experiences, persistent morbidity and lack
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48 - CLINICAL MANAGEMENT OF SEVERE OBSTETRIC PERINEAL
TEARS IN A TERTIARY REFERRAL CENTER: FOLLOW-UP
RETROSPECTIVE ANALYSIS
Alice Turri (1) - Chiara Coco (1) - Federica Fusè (1) - Esterina Costantino (1) - Giuliana Frustaci
Andrea Mastrolia (1) - Marco Soligo (1)
Università degli Studi di Milano, Buzzi Children's Hospital, Milano, Italy (1)

(1)

- Patrizia Casati

(1)

- Salvatore

INTRODUCTION AND AIM OF THE STUDY
Recent population-based studies have identiﬁed an increase in the occurrence of severe obstetric anal
sphincter injuries [1]. One possible reason include increased awareness and training, which is likely to result in
a better case detection and recording of obstetric injuries. Efforts have been dedicated in promoting Guide
Lines [2] and management protocols, but very little is known on their impact on clinical practice. Aim of our
study is to retrospectively analyse our clinical management of severe perineal tears after educational
interventions and the introduction of a dedicated management Protocol

MATERIALS AND METHODS
This is a retrospective study concerning severe perineal tears following vaginal birth and their follow up in a
single centre. We analysed data of all women who delivered in a Tertiary Referral Maternity Hospital between
January 2015 and December 2018 to identify all women with severe perineal tears. In the same period an
educational programme was implemented with an hands-on Course in December 2015 followed by the
introduction of a dedicated management Protocol in 2016 and a repeated hands-on Course in December
2018. All the women who sustained a severe perineal tear in that period were invited to a dedicated Pelvic
Floor Clinic (PFC). We then investigated in our PFC archive the attendance rate of this particular subset of
population and collected data about their pelvic floor symptoms, findings at physical examination (genital
prolapse, length of perineal body, Pubo-Coccigeal (PC)-test, post-void residual volume) and the suggested
clinical follow-up as well as adherence to our recommendations. A descriptive analysis of data was performed

RESULTS
Between January 2015 and December 2018 12.605 women delivered at our Institute: 3110 (24.6%) of them
had a C section. Out of women who delivered vaginally 105 (1,1%) experienced a severe perineal tear (table
1). Their mean age was 32 years (17-43), 84 were nulliparae, and 4 had had a previous C section. Vaginal
delivery was instrumental (vacuum extraction, no forceps) in 45 (42.8%) cases, with one shoulder dystocia.
Mean birth weight at delivery was 3530g.
Seventy-five (71.4%) women attended the PFC postpartum. The attendance rate increased over time: 50% in
2015, 65% in 2016, 75% in 2017 and 95% in 2018. Mean time between delivery and PFC consultation was
70.7 days (range 2-574). Forty-four/75 (59%) women were asymptomatic while 31 patients complained of one
or more pelvic floor symptoms (table 2) with 24 complaining of anal disorders. Among the 5 women with 4th
tears only one complained of PF symptoms (passive gas incontinence).
At clinical examination no significant Pelvic Organ Prolapse (POP) were observed (first degree anterior vaginal
wall prolapse in 3 patients). Mean perineal body length was 2.6 cm (3 women ≤ 1,5 cm), mean PC test was
1.7/5 (0-4). None had urinary retention. No further surgery was considered for any patient. A formal pelvic
floor rehabilitation treatment was suggested to 61 patients (81.3%), but only 31 (51%) of them actually
attended a rehabilitation cycle at our Institution. After instruction we suggested Kegel exercises at home to 6
patients, two women were addressed to the vulvodynia clinic for pain management and 2 other to the
colorectal surgeon for follow-up (one asymptomatic woman with a repaired bottom hole rectal injury with
integrum sphincter complex and the second one for persistent defecatory urgency with dyschezia and
hematochezia after a 3rd degree tear). As a screening measure we prescribed endoanal ultrasound and
anorectal manometry at least 4-6 months after delivery to almost all women.

INTERPRETATION OF RESULTS
In a 4 years period, 71.4% of women with severe perineal tear in a tertiary referral centre attended a dedicated
PFC. A trend toward an increasing attendance rate was observed (50% in 2015 and 95% in 2018). This could
be the effect of a greater and constant attention to the management of perineal tears at our Institution, with the
introduction of a dedicated management Protocol and educational hands-on Courses.
At a mean interval time of 2 month after delivery 59% of women were asymptomatic and it was so for 4 out of
5 women experiencing a 4th degree tear. Also perineal body reconstruction seem to be effective with only 3
cases ≤ 1,5 cm. These data might be the effect of spontaneous healing process after delivery, but a role of
improving skills in recognition and treatment of severe perineal tears among our team cannot be excluded.
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We observed no POP in our population, but a weak pelvic floor is documented by a mean PC test ≤ 2/5.
Suggesting a formal PF Rehabilitation cycle has become a standard (81%) in our clinical practice, but less
than half of women actually attended it at our Institution. The data has to be cautiously interpreted as most
recent (2018) cases, still are in the waiting list of our busy Rehabilitation service, and some other might have
found a solution closer to their home.

CONCLUSIONS
Appropriately trained obstetricians provided with a management Protocol are more likely to deliver a
consistent, high standard of anal sphincter repair and contribute in reducing morbidity and litigation associated
with anal sphincter injury resulting also in a better patients adherence to PFC follow-up.

REFERENCES (max. 3)
[1] Gurol-Urganci I, BJOG 2013
[2] RCOG Green-top Guideline No. 29 -2015
Table 1: Distribution of Severe perineal tears
Perineal Tear (degree)
N (%)
3a
3b

77 (73.3)
20 (19.1)

3c

3 (2.8)

4

5 (4.8)

Table 2: distribution of pelvic floor symptoms (31 women)
Symptom
pts n. (%)
Fecal incontinence
4 (5.3)
Gas incontinence
13 (17.3)
Defecatory urgency
10 (13.3)
Dyschezia
2 (2.6)
Hematochezia
2 (2.6)
Stress
Urinary 7 (9.3)
incontinence
Mixed
urinary 1 (1.3)
incontinence
Voiding dysfunction
1 (1.3)
Pain/dyspareunia
8 (10.6)
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49 - OBJECTIVE AND SUBJECTIVE CURE RATES OF
TRANSOBTURATOR TAPE AT 5 YEARS FOLLOW UP: PREVIOUS PELVIC
ORGAN PROLAPSE SURGERY AFFECTS THE RESULTS?
Valentina Fioravanti (1) - Marta Signoretti (1) - Angela Piccirilli (1) - Federico Romantini
Paradiso (1) - Carlo Vicentini (1)
Università degli Studi Dell'Aquila, P.O. "G. Mazzini", Teramo, Italy (1)
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- Mario Ferritto

(1)

- Giuseppe Galatioto

INTRODUCTION AND AIM OF THE STUDY
The aim of the study is to analyze objective and subjective cure rates 5 years after SUI (stress urinary
incontinence) surgical treatment with “out-in” trans-obturator tape (TOT) in two different groups of patients.

MATERIALS AND METHODS
This retrospective and monocentric study enrolled 53 patients with SUI which underwent ‘out-in’ TOT surgery
from January 2012 to April 2013. 34 women with pure SUI (Group A) and 19 with pure SUI post vaginal
surgery for pelvic organ prolapse (POP)(Group B). Exclusion criteria were: radical pelvic surgery,
hysterectomy, previous anti-incontinence procedures, neurologic disorders and detrusor overactivity on
urodynamic study (UDS). Preoperatively, all patients were assessed with medical history, clinical examination
including cough stress test (CST), urinalysis, complete UDS, International Consultation on Incontinence
Questionnaire-Urinary Incontinence Short Form (ICIQ-UI SF) and King’s Health Questionnaire (KHQ). The
follow up visit at 5 years included physical examination, CST, post-voiding residual evaluation, ICIQ-UI SF,
KHQ and Patient Global Impression of Improvement (PGI-I) score. Objective cure was defined as a negative
CST at bladder filling of 300 ml. Subjective cure was evaluated with an improvement in ICIQ-UI SF and KHQ
score and by “very much improved” or “much improved” answers at PGI-I score (PGI-I ≤2).

RESULTS
Objective cure rate in Group A was 85% (29/34), 2 patients (6%) were considered not cured and 3 (9%) for
persistent SUI underwent a second operation 1 year after the primary surgery. This 5 patients were
considered as objective failures. Objective cure rate in Group B was 43% (8/19), 11 patients (57%) were
considered not cured. 5 years after TOT procedure ICIQ-UI SF and KHQ scores in Group A improved,
respectively, by 85% and 91%; the same scores in Group B are better respectively 60% and 54%. Mean PGI-I
score value was 1,61 in Group A and 2,71 in Group B. At the time of the physical examination 3 patients
presented with mesh extrusion, all belonging to Group B, and none of them required reoperation. 6/53 women
experienced de novo overactive bladder and underwent pharmacological therapy.

INTERPRETATION OF RESULTS
Objective and subjective cure rates were satisfactory in Group A patients, worst results were obtained in
Group B.

CONCLUSIONS
This study showed that, at 5 years follow up, SUI cure rate was lower in women who had before POP surgery
compared with patients having only TOT. However, long-term results are needed.

REFERENCES (max. 3)
1. Natale F., Illiano E., Marchesi A., La Penna C., Costantini E. “Transobturator Tape: Over 10 Years Followup” Urology. 2019 Jul;129:48-53. Epub 2019 Mar 16;
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THE IMPACT OF OBESITY ON VALSALVA LEAK POINT
PRESSURES IN THE URODYNAMICS STUDY OF WOMEN WITH STRESS
URINARY INCONTINENCE.
Ecem Eren (1) - Huseyin Cengiz (1) - Cihan Kaya (1) - Sukru Yildiz (1) - Emine Ozturk (1)
University of health sciences, Bakirkoy Dr Sadi Konuk Training and Research Hospital, Istanbul, Turkey

(1)

INTRODUCTION AND AIM OF THE STUDY
Stress urinary incontinence (SUI) is prevalent among women and has significant quality of life impact (1).
Obesity is a modifiable risk factor for the development of urinary incontinence (UI) with numerous
epidemiological studies describing the impact of obesity on UI prevalence (2, 3). Abdominal leak point
pressure refers to the intravesical pressure at which urine leakage occurs due to increased abdominal
pressure in the absence of a detrusor contraction. Confirmation of this diagnosis can be important in selecting
the correct surgical approach. The aim of our study was to define the relationship between body mass index
and valsalva leak point pressure in women with stress urinary incontinence.

MATERIALS AND METHODS
Pre-surgical, standardized urodynamic measures were obtained in all participants in the Stress Incontinence
Treatment. VLPP was assessed using a <8 Fr water transducer catheter during graded Valsalva maneuvers at
200 ml, and then at 100 ml intervals and bladder capacity if no SUI was noted earlier. Only data from women
who had SUI on at least two of three consecutive valsalva maneuvers was utilized for this analysis. Body mass
index [BMI] was defined as normal (<25 kg/m2), overweight (25kg/m2 ≤BMI<30 kg/ m2) and obese (≥30
kg/m2).

RESULTS
Of the 503 women, we excluded 201 women who did not leak on urodynamic studies (UDS) testing (though
leaked on stress test). 302 were found to have evaluable VLPPs during the study period. The mean ages of
the participants in the study were 53.410.2 years.The mean (±SD) BMI of the normal weight women was
231.9, the overweight women was 27.61.4, and the obese women was 34.53.7. The mean VLPP was
141.3 cm H2O 49.9. There were no differences among the groups in age, education level, prior UI surgery,
prior prolapse surgery or POPQ stage. We found no significant difference among three groups in terms of
maximum flow rate, bladder volume, first desire and strong desire and maximum cystometric capacity
(p>0.05). There were significant differences in VLPP among normal, overweight and obese subjects in the
study group (p=0.007). Obese women had higher VLPP than normal and overweight women. There were also
significant positive associations with VLPP and BMI (p=0.003).

INTERPRETATION OF RESULTS
We can speculate that gradually increasing pressure on the pelvic floor, associated with increasing BMI, may
actually serve to strengthen the sphincteric mechanism as a means of reducing leakage, and therefore elevate
VLPP over time.

CONCLUSIONS
This study showed that VLPP was associated with BMI. Surprisingly, obese women seem to have higher
VLPP on urodynamics.
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OUTCOMES OF COMBINED LAPAROSCOPIC HYSTEROSACROCOLPOPEXY WITH LOW VENTRAL RECTOPEXY TO TREAT
APICAL AND POSTERIOR COMPARTMENT PROLAPSE
Ehud Grinstein (1) - Ohad Gluck (1) - Bruno Deval (1)
Ramsay-Générale de Santé- Clinique Geoffroy St Hilaire, Geoffroy St Hilaire, Paris, France (1)

INTRODUCTION AND AIM OF THE STUDY
Laparoscopic Hystero-sacrocolpopexy (LSC) with Low ventral Rectopexy (LVR) is advocated for combined
rectal and genital prolapse. The purpose of this study is to evaluate indications and outcomes of laparoscopic
LSC with LVR by comparing pre and post-operative function and quality of live. In our knowledge it is the first
publication evaluating the anatomical and functional results of the two procedures combined.

MATERIALS AND METHODS
A retrospective review of prospectively collected data was performed of all patients undergoing Hysterosacrocolpopexy with rectopexy in our institution from June 2009 to June 2018. Pre- and post-operative data
referring to international pelvic organ prolapse quantitation classification (POP-Q), scores of quality of life and
sexuality (French equivalent of the Pelvic Floor Distress Inventory (PFDI), Pelvic Floor Impact Questionnaire
(PFIQ) and Pelvic organ prolapse-urinary Incontinence-Sexual Questionnaire (PISQ-12) were compared. The
vast majority of patients underwent Dynamic-MRI to confirm the genital prolapse and the association with
occult rectal prolapse. To treat the patients 2 large pore size (≥1mm) heavyweight (19g/m2) monofilament
polypropylene prostheses (coloplast® Group, Restaurelle Implant) were exclusively used for this technique.
The protheses were fixed on the posterior and anterior face of the vagina with absorbable sutures (Ethicon
Vicryl Polyglactin 910 ® 2-0, 26 mm, ½c) and on the sacrum with permanent sutures (Mersuture 1). For the
patients with mixed prolapse (genital prolapse and external rectal prolapse or occult rectal prolapse with anal
incontinence and/or obstructed defecation) the mesh was fixed on the anterior face of the rectum with
absorbable sutures Vicryl 2-0 (Ethicon Vicryl Polyglactin 910 ® 2-0, 26 mm, ½ c). The patients were contacted
and completed postal questionnaires more than one year after surgery and had a follow up in our department.

RESULTS
A total of 360 women (median age 55 years, range (28 - 86), underwent LSC for genital prolapse, 52 of them
had a mixed prolapse, with occult rectal prolapse and anal incontinence and/ or obstructed defecation (n=48)
or external rectal prolapse (n=4). In these cases, LSC and LVR were performed. In this population no
concomitant hysterectomy was performed. Complications included pre-sacral bleeding (n=1), and phlebitis
(n=1). There were no mortalities. With a mean follow-up of 46.7 months (range 4-190), all the patients were
accessible for evaluation. Pre-operatively, 81% reported constipation, post-operatively 34% reported
resolution or improvement, bowel symptoms severity was measured with the CRADI of the PFDI and
demonstrated improvement (67-23, p<0.001). Fecal incontinence, measured by Wexner score, was
significantly improved (12-2; p< 0.01), 82% of patients reported cure or improvement. Quality of live scores
improved significantly. No patient developed recurrent rectal or genital prolapse.

INTERPRETATION OF RESULTS
This study is limited by the Retrospective methodology

CONCLUSIONS
Combined laparoscopic hystero-sacrocolpopexy with Low ventral Rectopexy to treat apical and posterior
compartment is safe, improve bowel symptoms, and prevent the recurrences of these conditions.
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MID-URETHRAL SLINGS: DO THE BENEFITS OUTWEIGH THE

RISKS?
Niamh Joyce (1) - Roisin Connaughton (1) - Gerry Agnew (1)
NMH, NMH, Dublin, Ireland (1)

INTRODUCTION AND AIM OF THE STUDY
Stress Urinary Incontinence (SUI) affects 4-35% women1. A meta analysis of 62 randomized trials
demonstrated the Mid Urethral Sling (MUS) to be as effective as alternative treatments but with shorter
operative duration and lower risk of complications 2. Despite reassuring international evidence the HSE has
included the MUS in a temporary suspension of all trans vaginal mesh products in Ireland.
We sought to identify the type and rates of complications associated with the MUS in our practice.

MATERIALS AND METHODS
We conducted a five year retrospective chart review of all MUS procedures performed by a single
urogynaecologist between 2013-2017 inclusive.

RESULTS
In this five year retrospective review, 680 procedures were performed of which 664 patients reported
resolution of their SUI giving a subjective cure rate of 97.65%. A significant proportion of complications such
as de novo overactive bladder, recurrent urinary tract infections, asymptomatic vaginal sling extrusions and
mild voiding dysfunction were managed conservatively. The number of patients requiring further corrective
surgery for persistent SUI, vaginal sling extrusion and voiding dysfunction respectively were; 6(0.9%), 5(0.7%)
and 7(1.1%). A single patient (0.1%) complained of persistent pain at 6 weeks follow up and there were no
cases of sling extrusion into the bladder or urethra (0%).

INTERPRETATION OF RESULTS
Our experience demonstrates the MUS to be a highly effective treatment with low rates of complications.

CONCLUSIONS
This high safety profile, also reported in other studies, leads us to conclude that the MUS has a positive impact
on improving the quality of life of women with SUI3.
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53 - HISTOLOGICAL MODIFICATION OF POSTMENOPAUSAL VAGINAL
MUCOSA AFTER REPEATED CO2 LASER TREATMENT
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INTRODUCTION AND AIM OF THE STUDY
Vulvo-vaginal atrophy (VVA) is a condition caused by the drop of estrogen that occurs in women during
menopause. Patients with VVA complain of vaginal burning, itching, dryness and dyspareunia, with a
worsening of quality of life and sexual function. Fractional microablative CO2 laser represents a valid nonpharmacological alternative for the treatment of VVA but long term clinical and histological data are still
lacking. This study aims to evaluate the long-term clinical and histological effects of CO2 laser treatment.

MATERIALS AND METHODS
In this prospective cohort study we recruited postmenopausal women referred to our Menopause clinic for
VVA. Each woman had previously performed 3 cycles of CO2 laser (each consisting of 3 sessions) at an
yearly interval. All patients were then re-treated with a fourth cycle of three treatments (one treatment every 30
days) of fractional microablative CO2 laser system (SmartXide2 V2LR, Monalisa Touch, DEKA, Florence,
Italy). A biopsy was taken from each patient before the first treatment and one month after the last treatment.
This is an ongoing study in which samples have been treated with different stainings (Hematoxylin- Eosin,
Trichrome staining, PAS reaction for glycogen and immunohistochemistry for CD34, a vessel marker). The
microscopic findings were correlated with the symptoms reported by the patients. Each woman was evaluated
with The Female Sexual Function Index (FSFI) for sexual life; the Visual Analogic Scale (VAS) was used to
assess the severity of vulvovaginal symptoms before the beginning of treatment (T0) and one month after the
last treatment of CO2 laser (T1). Scores at baseline (T0) and follow-up (T1) were calculated and compared by
Student’s t test and a p<0,05 was considered significant. We also compared the same scores at baseline (T0)
of patients treated with CO2 laser and patients of the same age, with the same VVA symptoms not treated
with CO2 laser.

RESULTS
A total of 5 patients were enrolled. The average age of our population was 60 years (range 55-67).
Table A shows VAS and FSFI scores at T0 and T1 assessments (expressed by mean ± standard deviation).
Table B shows VAS and FSFI scores at T0 assessment between patients treated or not with CO2 laser. Figure
1 A and 1B show the microscopic findings of the biopsies before (1A) and after (1B) the treatment.
Table B

Table A

T0

T1

p

Dryness

5,2±3,1

4,6±3,4

0,55

Burning

3,8±3,1

4,6±3,4

0,65

Itching
Dyspareunia

0,6±0,5
7±2,1

1,8±1,6
6±3,7

0,11
0,58

FSFI desire

2,9±1

3±0,6

0,75

FSFI arousal

3,4±0,5

3,2±1,4

0,70

FSFI
lubrication
FSFI orgasm

2,8±1,6

3,5±1,3

0,25

3±1,7

3,4±1,9

0,11

FSFI
satisfaction
FSFI pain
FSFI tot

3,4±1,7

3,6±2

0,02

2,6±1,6
18,1±6,6

3,2±2,1
19,9±8,5

0,25
0,45

Dryness
Burning
Itching
Dyspareunia
FSFI desire
FSFI arousal
FSFI
lubrication
FSFI orgasm
FSFI
satisfaction
FSFI pain
FSFI tot

Patients
Not Treated
With
CO2
laser
8,8±0,8
5,2±4,9
5,2±3,7
9,4±0,9
3±1,3
0,7±0,9
0,6±0,8

Patients
Treated
With
CO2
laser
5,2±3,1
3,8±3,1
0,6±0,5
7±2,1
2,9±1
3,4±0,5
2,8±1,6

p

0,6±0,8
1,5±0,9

3 ±1,7
3,4±1,7

0,02
0,02

0,6±0,8
6,9±3

2,6±1,6
18,1±6,6

0,007
0,02

0,07
0,61
0,05
0,05
0,01
0,85
0,001
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Figure 1 A

Figure 1 B

INTERPRETATION OF RESULTS
The figures show how the CO2 laser treatment determined microscopic changes in the vaginal wall of
postmenopausal women. Bioptic samples showed increase in number and size of the papillae with blood
vessel extended transversally in the epithelium, in number of the layers with cells containing glycogen and in
number of tridimensional collagen fibres. Patients undergoing CO2 laser treatment showed a higher score in
the desire, the lubrication, the achievement of orgasm, the satisfaction and the pain domains of FSFI, reflected
in the high FSFI total score compared to patients not treated with CO2 laser. Also itching sensation and
dyspareunia were significantly reduced in patients already treated with CO2 laser.

CONCLUSIONS
Women who repeated at regular yearly intervals a cycle of 3 CO2 laser treatments demonstrated a good state
of vaginal trophism both histologically and clinically. The fourth cycle of CO2 laser treatment furtherly improved
symptoms and tissue trophism without determining any fibrotic side effects. Therefore, the fractional CO2 laser
represents a safe, effective and feasible option for the treatment of VVA symptoms in postmenopausal
women. This is the first study that shows the long term efficacy and safety of the CO2 laser treatment for VVA.

REFERENCES (max. 3)
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A REVIEW OF MESH EXCISIONS OVER A FOUR-YEAR PERIOD IN
AN IRISH TERTIARY HOSPITAL
Ciaran Mckeown (1) - Fadi Salameh (1) - Orflaith O'sullivan (1) - Barry O'reilly (1)
Cork University Maternity Hospital, Cork University Maternity Hospital, Cork, Ireland

(1)

INTRODUCTION AND AIM OF THE STUDY
Background: Synthetic mesh has been widely used in the surgical treatment of stress urinary incontinence and
pelvic organ prolapse.1 Due to controversy regarding the safety of mesh devices, the use of mesh in
urogynaecological procedures is currently on hold in Ireland. 1
Aim: To assess the frequency of mesh excision and outcomes following excision in a tertiary unit over a 4-year
period.

MATERIALS AND METHODS
Methods: The register in which gynaecological procedures performed are recorded in the hospital was
searched from the beginning of 2015 until the end of 2018. Those patients who underwent a mesh excision for
erosion within this time frame were included. We observed the main indications for mesh removal and the
rates of pain and incontinence both pre-excision and at 6 months post-excision.

RESULTS
Results: 317 procedures involving the placement of mesh were carried out in this time frame, with 22 mesh
excisions occurring in the same period. Mesh excision following midurethral slings accounted for (N=12/66%),
and excision following transvaginal mesh accounted for (N=5/27%). The most common primary reason for
representation was pain (N=8/44.5%), which improved following excision (N =3/16%). Following mesh
excision, five patients began to suffer from stress incontinence who had not done so pre-excision.

INTERPRETATION OF RESULTS
Discussion: Following the removal of mesh there was a reduction in the number of patients complaining of
pain, with reduced rates of urge incontinence also observed. Unfortunately, there was an increased rates of
stress urinary incontinence following mesh excision which was the indication for mesh insertion in 66% of
those included.

CONCLUSIONS
With mesh excisions likely to increase year on year, it is important to assess the efficacy of the procedures
employed to remove the mesh and monitor patient outcomes following the procedure.

REFERENCES (max. 3)
1) The Chief Medical Officer (2018). The used of urogynaecological mesh in surgical procedures; a report for
the minister Simon Harris, available: http://health.gov.ie/wp-content/uploads/2018/11/Mesh-Report-21st-Nov2018.pdf [accessed 11 June 2019]
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55 - SOCIAL MEDIA AWARENESS LEVEL OF NONUROGYNECOLOGIST DOCTORS ABOUT THE CURRENT MESH
DISCUSSIONS IN UROGYNECOLOGY: A PRACTICAL SURVEY STUDY.
Adnan Orhan (1) - Angie Rantell (2) - Isil Kasapoglu (1) - Kiper Aslan (1) - Kemal Ozerkan (1) - Gurkan Uncu (1) - Linda Cardozo (2)
Uludag University, Uludag University Hospital, Department of Urogynecology and Pelvic Reconstructive Surgery, Bursa, Turkey
(1)
- King's College London, King's College Hospital, London, United Kingdom (2)

INTRODUCTION AND AIM OF THE STUDY
In the last two years, severe restrictions have been raised regarding vaginal mesh applications first in the USA
and then all over the world (1-3). Large-scaled social media campaigns are being conducted on the prohibition
of not only the vaginal mesh but also all of the mesh materials used in the urogynecological surgery. Many
patient groups working against the urogynecological mesh want to accept the date of May, the first as
"International Mesh Awareness Day." Because of all these efforts to raise urogynecological mesh awareness,
many people (including doctors whose branch is not gynecology and urology) are now familiar with the mesh
discussions in urogynecology. This survey study aims to investigate the social media awareness of
urogynecological mesh discussion among non-urogynecologist doctors in the UK, Turkey, the USA, and the
world.

MATERIALS AND METHODS
A practical survey was conducted to evaluate the awareness of current mesh discussion in urogynecology
among doctors whose medical branch is not urology and gynecology. All medical doctors except gynecologists
and urologists were invited to participate in a web-based survey. The survey participants were divided into four
groups. First Group was the doctors in King’s College Hospital (KCH), London, United Kingdom. Second
Group was the doctors from Uludag University Hospital (UUH), Bursa, Turkey. Third Group was the doctors
from the United States (USA), and the last group was the doctors from all over the world (WORLD). The
primary outcome was the awareness of the current mesh discussion in urogynecology. The secondary
outcome was the social media awareness about the mesh discussions in urogynecology.

RESULTS
The questionnaire was sent to 2978 participant doctors. 1231 medical doctors responded to the survey. The
response rate was 41.3%. Demographic data between the groups such as age, gender, and professional
experience in years were similar (Table-1). In primary outcomes, the awareness of the current mesh problems
in urogynecology among the respondent doctors was; 15.8% in KCH, 15.4% in UUH, 26.9% in the USA, and
16.2% in the world (Table-2). In secondary outcomes, the social media awareness about mesh problems in
urogynecology among the respondent doctors was; 20.8% in KCH, 20.3% in UUH, 32.8% in the USA, and
20.6% in the world (Table-3). The awareness of mesh discussion in urogynecology and social media
awareness about the current mesh discussion in the world was similar among the doctors from Kings College
Hospital, Uludag University Hospital, and from all the world. However, both the awareness of mesh debate and
discussions in urogynecology and social media awareness for the mesh problems in urogynecology among
physicians working in the United States were significantly higher than in other groups.

INTERPRETATION OF RESULTS
These results suggest that the level of awareness about mesh discussions in urogynecology and the level of
social media awareness about the mesh discussions are around 20%, even in non-urogynecologist doctors.
However, social media awareness among USA doctors was higher than other doctors. With the recent
limitations of the FDA and the organization of patient groups in social media, it can be thought that the
community in the USA is more alert to the discussions and problems of mesh in urogynecology.

CONCLUSIONS
The mesh discussions in urogynecology have now exceeded the addressees of the subject and spread all
over the world. With the influence of social media, awareness of the mesh discussions in urogynecology has
started to occur in medical doctors whose specialty is not urology and gynecology. The United States has the
highest urogynecological mesh awareness among doctors in the world. As urogynecologists, we should
discuss this situation more transparently and objectively in the light of scientific data on every platform.

REFERENCES (max. 3)
1.
FDA
decision
on
urogynecologic
surgical
mesh
implants.
16.04.2019.
https://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/ImplantsandProsthetics/UroGynSurgical
Mesh/default.htm (Accessed on 23.04.2019)
2. https://www.nice.org.uk/guidance/NG123
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56 - COMPUTATIONAL STUDY ON OPERATIVE DELIVERY
Dulce Oliveira (1) - Marco Parente (2) - Teresa Mascarenhas (3) - Renato Natal Jorge (1)
INEGI, N/A, Porto, Portugal (1) - FEUP, N/A, Porto, Portugal (2) - FMUP, Hospital São João, Porto, Portugal

(3)

INTRODUCTION AND AIM OF THE STUDY
Vacuum-assisted delivery is the instrument of choice for many obstetricians, when a second-stage reduction in
labour is necessary. Obstetricians prefer the ventouse to forceps because of the low incidence rate of traumas
in the mother and their ease of use. A biomechanical model was developed to study the pressure and force
applied across the foetal head during an operative vaginal birth with a Kiwi ventouse (Clinical Innovations, Salt
Lake City, UT, USA), and to estimate the biomechanical changes in the mother, which cannot be measured in
vivo.

MATERIALS AND METHODS
To simulate an operative vaginal delivery, a model of the pelvic floor muscles was used, created from
geometrical information obtained from cadaver measurements. The fetal skull was reconstructed from a set of
Computer Tomography scans of a fetus in the final gestation time. The referred biomechanical model was
already successful used for normal vaginal deliveries [1]. A model of the Kiwi ventouse was also created and
the main steps are shown in Fig. 1.

Figure 4 Generation of the finite element model of the Kiwi ventouse, from the principal dimensions, to the 3D
model and the finite element mesh.
The delivery simulation was conducted with the foetus in vertex presentation and occiput anterior position, with
the head well-flexed. The descent of the foetus was imposed by the manipulation of the ventouse. The
remaining movements of the foetal head were established by its adaptation to the diameters of the birth canal
(pelvic floor muscles).
During simulation, the reaction forces, stress and strain fields, and muscle damage were assessed, as well as
the pressure and force applied across the foetal head during delivery.

RESULTS
Complications of operative vaginal birth are related to pressure exerted by the instrument on the foetal head
and the traction force required to complete the birth. Figure 2 shows the distribution of strains in the foetal
head due to ventouse. The maximum force exerted by the ventouse on the foetal head was 12.3 N.
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Figure 5 Distribution of logarithmic strain in the foetal head due to ventouse.

INTERPRETATION OF RESULTS
A maximum force of 12.3 N exerted by the ventouse indicates that the birth canal is imposing little restriction
on foetal descent. O’Brien et al. quantified traction force using a Kiwi device and obtained a median pop-off
force of 70 N [2]. The biomechanical properties of the pelvic floor muscles will then have to be reviewed.
However, successful simulation of an operative delivery is a first step in understanding how obstetric factors
can influence the risk of injury to the mother and foetus. After refining the biomechanical model, one can
analyze the influence of the application site of the ventouse, the type of ventouse and the direction of
application of the extraction force. According to Eskander et al., using the Kiwi device, the detachment force is
lower when traction is applied at an oblique angle as opposed to the pelvic axis [3].

CONCLUSIONS
A biocomputational model was developed for operative vaginal delivery simulations in order to understand its
influence on the biomechanical behaviour of the foetus/ mother. Despite the improvements required mainly in
the mechanical behaviour of the pelvic floor muscles, the approach developed is a step forward in
understanding the process of operative deliveries, and may even contribute to the improvement of the
technique used, the design of the devices, or materials used.
In future work, the foetal head moulding process will have to be considered as this process considerably alters
the geometry of the foetal head during delivery.

REFERENCES
[1] Parente MP et al. (2008) Deformation of the pelvic floor muscles during a vaginal delivery. Int Urogynecol J
Pelvic Floor Dysfunct, 19(1):65–71.
[2] O’Brien SM et al. (2017) Pressure and traction on a model fetal head and neck associated with the use of
forceps, KiwiTM ventouse and the BD Odon DeviceTM in operative vaginal birth: a simulation study. BJOG,
124(S4):19–25.
[3] Eskander et al. (2012) Vacuum-assisted vaginal delivery simulation – quantitation of subjective measures
of traction and detachment forces. J Matern Fetal Neonatal Med, 25(10):2039–2041.
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57 - THE EFFECT OF AGE ON THE OUTCOMES OF LAPAROSCOPIC
SACROCOLPOPEXY FOR POST-HYSTERECTOMY VAGINAL VAULT
PROLAPSE
Ehud Grinstein (1) - Ohad Gluck (1) - Bruno Deval (1)
Ramsay Générale de Santé - Clinique Geoffroy St Hilaire, Geoffroy St Hilaire, Paris, France (1)

INTRODUCTION AND AIM OF THE STUDY
Laparoscopic sacrocolpopexy (LSC) is a surgical approach for post-hysterectomy vaginal vault prolapse. Our
objective was to evaluate the influence of age on outcomes for the population of women referred with
symptomatic post-hysterectomy vaginal vault prolapse at least 1 cm above the hymeneal remnants.

MATERIALS AND METHODS
A prospective case control study was performed for patients undergoing LSC in our institution from June 2009
to June 2018. Pre- and post-operative data referring to international pelvic organ prolapse quantitation
classification (POP-Q), score symptoms and score of quality of life (French equivalent of the Pelvic Floor
Distress Inventory (PFDI) and Pelvic Floor Impact Questionnaire (PFIQ)) were compared. The same LSC
surgical technique was performed in both groups of patients; two large pore size (≥1mm) low weight (19 g/m 2)
monofilament polypropylene mesh (Restaurelle ® Coloplat Group,) were used. The patients were contacted
and completed questionnaires more than one year after surgery.

RESULTS
A total of 56 patients underwent LSC for apical vaginal prolapse, out of which 36 patients were older than 70
(Group 1) and the remaining were younger than 70 years old (Group 2), at the time of surgery (mean ages:
76 ± 4 and 56.5 ± 9 years, respectively). Operative time (92 ± 19 versus 81 ± 10 min; NS) and Intraoperative
blood loss (mean difference -113.3mL, 95% CI -163.67- -62.87 mL) were similar in between the groups. With a
mean follow-up of 36.7 months (range 12-90), all the patients were accessible for evaluation. Pre-operatively
100% reported bulge, post operatively, 96.4% reported improvement, no difference in anatomical results was
demonstrated. The rate of postoperative complications and length of hospital stay were similar between the
groups. Score Prolapse symptoms and score of quality of life reported no difference between the groups.

INTERPRETATION OF RESULTS
The older group had similar intra-operative and post-operative results, when compared to the younger group.

CONCLUSIONS
The Laparoscopic sacrocolpopexy procedure is safe and efficient to treat post- hysterectomy vaginal vault
prolapse in the elderly population.
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58 - ALLIUM URETERALE STENT FOR THE TREATMENT OF
URETERAL STRICTURE AND FISTULA AFTER GYNECOLOGICAL
SURGERY
Massimiliano Di Marco (1) - Raniero Parascani (1) - Alessia Fraioli (1) - Cristina Avitabile (1) - Saleh Nidal Abuorouq (1) - Ausvydas
Patasius (2) - Andrea Tasca (1)
Dept of Urology, Guarnieri Hospital, Rome, Italy (1) - Dept of Uro-oncology, National Cancer Institute, Vilnius, Lithuania (2)

INTRODUCTION AND AIM OF THE STUDY
Ureteral injuries are well-known complications of gynecologic surgery. We evaluated the safety and feasibility
of Allium ureteral prothesis in patients with distal ureteral injuries after gynecologic surgery.

MATERIALS AND METHODS
The Allium URS is a new-developed ureteral stent made of nickel-titanium (Nitinol), which is inserted in a small
diameter and spontaneously expands into and preserves a large-caliber. The stent is coated with a
biochemical co-polymer which prevents tissue ingrowth and incrustations.
21 consecutive patients with an iatrogenic ureteral injury in the mid and distal ureter secondary to gynecologic
surgery: emergency cesarean section (1pts 4,7 %),cesarian Hysterectomy (1pts 4,7%), Wertheim’s
hysterectomy (5pts 23%) laparoscopic oophorectomy (3 14% )laparoscopic assisted vaginal hysterectomy (8
pts 38%) colposuspension abdominal histerectomy(2 pts 9,5%), vaginal histerectomy (1pts 4,7%) were
selected to positioning of allium prothesis between january 2017 and January 2019. Ureteral leakage and
stricture were diagnosed using intravenous pyelography.The etiologies was ligation sharp incision transection
diathermy related injuries resection devascularization (necrosis/stricture).The stent is inserted antegradely or
retrogradely with intraoperative x-ray guidance after dilation of the stricture. The Allium URS stent was inserted
into 21 ureters of 21 patients 8 (38%) patients carried a percutaneous nephrostomy before the procedure and
13 (61%) patients had a ureteral stent.

ureteral injury
after histerectomy

radiological control
Allium positioning
dilation of
RESULTS
after procedure
stricture
During a mean follow-up of 24 months, only 2 stent was obstructed after 6 months by ureteral stones and
treated endoscopically with holmium laser; stent migration was seen in 4 patients within 3 months after its
insertion, 2 of those stents were removed and the patients had a robotic re-anastomoses. The other 2 stents
easily replaced. In 6 patients the stents were removed as planned after one year of indwelling time, and these
patients were asymptomatic in a follow-up period of up to 24 months. we are planning to remove the stents in
the other 15 patient during the next 12 months.

INTERPRETATION OF RESULTS
Due to its unique structure, the Allium URS is superior to the regular pigtail stents in the treatment of ureteral
strictures. Stent migration was seen in 19.0% of the patients, mainly in patients with stricture of the mid-ureter.

CONCLUSIONS
The results of our study show that the use of Allium URS for the treatment of ureteral strictures is feasible,
safe and effective. The relative ease of its insertion could encourage its use in a wide range of other
indications.

REFERENCES
1.Iatrogenic Injuries of Urinary Tract : Outcomes of Surgical Repairs | Matsumura Y1, Iemura Y1, Fukui S1, Kagebayashi
Y1, Samma S1. Int Urogynecol J. 2018 Sep;29(9):1397-1402.
2.Outcomes of ureteroscopic double-J ureteral stenting for distal ureteral injury after gynecologic surgery. Choi YS1, Lee
SH2, Cho HJ3, Lee DH1, Kim KS4. BMC Urol. 2018 Oct 29;18(1):96.
3.Multicenter experience with Allium ureteral stent for the treatment of ureteral stricture and fistula Bahouth Z, Meyer G,
Halachmi S, Nativ O, Moskowitz B. Harefuah. 2015 Dec;154(12):753-6, 806.
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59 - LONG-TERM OUTCOMES OF A RANDOMIZED CONTROLLED TRIAL
COMPARING TRANS-OBTURATOR VAGINAL MESH WITH NATIVE TISSUE REPAIR IN
THE TREATMENT OF ANTERIOR VAGINAL WALL PROLAPSE
Allegre Lucie(1) - Callewaert Geertje(1) - Alonso Sandrine(2) - Cornille Arnaud(3) - Fernandez Herve(4) - Eglin Geoges(5) - De Tayrac
Renaud (1)
Department of Gynecology and Obstetrics, CHU Nimes, Nimes, France (1) - Department of Biostatistics, Epidemiology, Public
Health and Innovation in Methodology (BESPIM), CHU Nimes, Nimes, France (2) - Department of Gynaecology, Clinique Beau
Soleil, Montpellier, France (3) - Department of Obstetrics and Gynecology, Kremin Bicêtre Hospital, APHP, Kremlin Bicetre,
France (4) - Department of Gynaecology, Clinique Champeau, Beziers, France (5)

INTRODUCTION AND AIM OF THE STUDY
The use of transvaginal mesh (TVM) has reduced anatomical recurrence rates, but it simultaneously
introduced graft related complications [1]. However there is only a limited number of randomized controlled
trials comparing native tissue repair with TVM and long-term data of these trials is lacking although sorely
needed. This study represents a long-term follow-up of an RCT comparing trans-obturator TMV with anterior
colporrhaphy (AC) in the treatment of anterior vaginal wall prolapse previously reported on [2].
The aim of this study was to report the long-term subjective and objective outcomes after transvaginal mesh or
native tissue repair.

MATERIALS AND METHODS
Prospective, randomized, multicenter study conducted between April 2005 and December 2009 comparing
anterior colporrhaphy with trans-obturator vaginal mesh (Pelvitex/Ugytex®, Sofradim, Trevoux, France) for the
treatment of anterior vaginal wall prolapse. The primary endpoint was functional recurrence rate 5-8 years
after surgery. Secondary endpoints consisted of anatomical results, mesh-related morbidity and patient
satisfaction measured through validated questionnaires.

RESULTS
Of 147 women originally included, 75 (51%) were successfully recontacted a median of seven years after the
initial surgery. The primary outcome, subjective recurrence of prolapse, was similar between the transvaginal
mesh (TVM) and the anterior colporrhaphy (AC) group (31 vs 34 % respectively). Anatomical recurrence was
less likely in the TVM group (67 vs 24%, p = 0.004). Mesh exposure occurred in four of the 39 patients (13%)
during follow-up, of which two had a surgical reintervention. Reintervention for prolapse occurred in seven
patients (9%).
Table 1 : Primary and secondary outcome measures at long-term.
Primary outcome
Functional recurrence
Secondary outcomes
Anatomical recurrence
PGI-I better or much better
POP-Q
•
Ba ≥ -1
•
C ≥ -1
•
Bp ≥ -1

Colporrhaphy n=36

TVM n=39

p-value

12 (34 %)

12 (31 %)

0.7470

22 (67 %)
28 (78 %)

8 (24 %)
33 (85 %)

0.0004
0.4477

13 (46 %)
1 (4 %)
4 (15 %)

4 (3 %)
1 (3 %)
4 (13 %)

0.0036
1
1

INTERPRETATION OF RESULTS
Seven-year follow-up showed similar functional outcomes for mesh and native tissue repair in anterior vaginal
wall prolapse. TVM did not reduce repeat surgery at long-term, it did however reduce anatomical recurrence.
Mesh exposure rates were relatively high, but no difference in outcome of pain or dyspareunia was noted.
Finally, we had a lost to follow-up of 45 %, so results need to be interpreted with care because of attrition bias.

CONCLUSIONS
The long-term follow-up of this cohort showed no functional benefit of TVM. TVM did not reduce repeat
surgery at long-term, it did however reduce anatomical recurrence

REFERENCES (max. 3)
1. Maher, C., et al., Surgery for women with anterior compartment prolapse. Cochrane Database Syst Rev,
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2. de Tayrac, R., et al., Comparison between trans-obturator trans-vaginal mesh and traditional anterior
colporrhaphy in the treatment of anterior vaginal wall prolapse: results of a French RCT. Int Urogynecol J,
2013. 24(10): p. 1651-61.
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60 -

PECTOPEXY: FOLLOW-UP DATA FROM A PROSPECTIVE MULTYCENTER INTERNATIONAL TRIAL; PRELIMINARY RESULTS
Michael Anapolski (1) - Sven Schiermeier (2) - Günter Karl Noé (1)
Department of Obstetrics and Gynecology, University Witten/Herdecke, Community Hispital Dormagen, Dormagen, Germany
Department of Obstetrics and Gynecology, University Witten/Herdecke, Marienhispital Witten, Witten, Germany (2)

(1)

-

INTRODUCTION AND AIM OF THE STUDY
Laparoscopic pectopexy is a novel method of apical
defect correction. This procedure enables bilateral
symmetrical fixation of vagina or cervix to pectineal
ligaments via a polyvinylidene fluoride (PVDF) mesh
(Figure 1). This procedure was developed as an
alternative approach to allow apical defect correction in
case laparoscopic sacral colpopexy was expected to
encounter such difficulties as pronounced adiposity or
scarring in the presacral area. Since pectopexy does
not require any presacral exploration, this method offers
an additional advantage to reduce the risk of
hemorrhage from presacral venous vessels as well as
an injury to hypogastric nerves and plexus. A
randomized prospective pilot study was carried out
previously to obtain the initial data and compared laparoscopic pectopexy to sacral colpopexy. Even within the
small study groups, pectopexy cases were less time consuming and patients had a significantly lower rate of
de novo constipation, whereas complication and relapse rates showed no significant differences between both
groups.
A multicenter prospective observational study was set to evaluate:
- Peri-operative data: time demand, intra-operative and immediate postoperative complication
- Postoperative data - at least 12 months of follow-up: relapse rates, complications, re-interventions

MATERIALS AND METHODS
Pectopexy was carried out in patients with symptomatic apical defect stage ≥ II. Experienced endoscopic
surgeons performed all surgeries and - if necessary – combined this procedure with additional interventions
such as anterior repair etc. (so called multimodal concept). The study was approved by the responsible ethic
committee.

RESULTS
Peri-operative data: 501 pectopexies were carried out in 11 medical centers in four countries. Mean age of
the patients was 61.0 ± 11.4 years. Mean operative time for pectopexy 60 min (range 24-120 min). The perioperative complication rates are demonstrated in the Table 1.
Table 1: Intra- and immediate
Frequency
Valid Percent
postoperative complications
Blood loss > 200 ml
5 (1>500 ml)
1.0
organ damage
4
0.8
De novo incontinence postop
2
0.4
No organ injuries due to pectopexy; 3
Voiding dysfunction
3
0.6
bladder injuries and 1 ureter injury due
Bowel obstruction
0
0.0
to dissection of adhesions
Constipation
0
0.0
Urinary tract infections (up to 14 10
2.0
days postop)
Infection
2
0.4
Total
Blood loss > 200 ml
26
5.2
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Postoperative follow-up data: By 2017/05/01, 156 patients were re-examined at least 12 months after the
surgery. Four patients showed relapse on clinical examination, corresponding to a preliminary success rate
of 97.4 %. De novo constipation was reported in one case. The effect of surgical therapy on pre-existing
patient’s complains is shown in the Table 2.
Present before the surgery Improved one year after the
(percent) for 501 patients
surgery (percent) for 156 patients
Pelvic pressure
92.8 %
93.1 %
Urgency
47.7 %
90.5 %
Stress urinary incontinence
23.9 %
78.6 %
Pain
20.5 %
100 %
Impairment of sexual function
17.5 %
96.2 %
Table 2: Follow-up results; effect of surgery on patient’s complains
94.9 % percent of re-evaluated patients would recommend the surgery to their relatives; satisfaction rates are
demonstrated in Figure 2.

Figure 2: Satisfaction with the
surgery (1 – not satisfied, 10 –
highly satisfied)

INTERPRETATION OF RESULTS
The demonstrated peri-operative results show no higher complication rates compared to the data concerning
sacral colpopexy available in the literature.
Postoperative results available so far are also encouraging with regard to relapse rate and effect on patient’s
complains.

CONCLUSIONS
The peri-operative results, together with the available intermediate follow-up data demonstrate that pectopexy
is a promising technique of apical defect correction. The study depicts that in experienced hands, pectopexy is
associated with a low risk of peri-operative complications.
The intermediate follow-up results currently available indicate that pectopexy is associated with a relapse
probability as low as 2.6 %. The available data suggests also a positive effect of multimodal concept on lower
urinary tract symptoms (LUTS) as well as on sexual function if pectopexy is applied for apical defect
correction. However, the final conclusion of the study can only be drawn after the evaluation period is
completed.

REFERENCES
Banerjee C, Noé KG. Laparoscopic pectopexy: a new technique of prolapse surgery for obese patients. Arch
Gynecol Obstet. 2011 Sep;284(3):631-5. doi: 10.1007/s00404-010-1687-7. Epub 2010 Oct 13.
Noé KG, Spüntrup C, Anapolski M. Laparoscopic pectopexy: a randomised comparative clinical trial of
standard laparoscopic sacral colpo-cervicopexy to the new laparoscopic pectopexy. Short-term postoperative
results. Arch Gynecol Obstet. 2013 Feb;287(2):275-80. doi: 10.1007/s00404-012-2536-7. Epub 2012 Sep 4.
Noé KG, Schiermeier S, Alkatout I, Anapolski M. Laparoscopic pectopexy: a prospective, randomized,
comparative clinical trial of standard laparoscopic sacral colpocervicopexy with the new laparoscopic
pectopexy-postoperative results and intermediate-term follow-up in a pilot study. J Endourol. 2015
Feb;29(2):210-5. doi: 10.1089/end.2014.0413. Epub 2014 Nov 20.
EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG –WWW.EUGACONGRESS.ORG

109

61 - PREVALENCE AND RISK FACTORS OF PELVIC FLOOR
DISORDERS IN EARLY AND LATE PREGNANCY IN A COHORT OF
AUSTRIAN WOMEN
Barbara Bodner-adler (1) - Ksenia Halpern (1) - Clara Beitl (1) - Wolfgang Umek (1)
general gynaecology and Gynecologic oncology, MUV, Vienna, Austria (1)

INTRODUCTION AND AIM OF THE STUDY
Pelvic floor disorders (PFD) can adversely affect the quality of life (QoL) of a woman and they can occur
during different stages of female life during pregnancy, in the early postpartum period or during menopause.
Many risk factors seem to be involved in PFD, but pregnancy and vaginal birth are one of the most important
factors in the etiology of PFD (1). The reported prevalence of PFD varies widely both during and after
pregnancy with rates up to 30-50% of pregnant women reporting stress urinary incontinence (SUI) (1). Despite
this generally high prevalence counselling on pelvic floor function is mostly not part of routine practice in our
health system. The aim of this study was to evaluate the prevalence of PFD in a cohort of Austrian women
during early (first trimester) and late (third trimester) pregnancy. Furthermore, we investigated whether clinical
differences exist between women with and without PFD and we also examined the relationship between
clinical factors and various condition specific quality of life domains in women with pelvic floor disorders.

MATERIALS AND METHODS
This prospective cohort study was conducted between September 2018 and March 2019 at the department of
obstetrics and fetomaternal medicine at the Medical University of Vienna (MUV). The study was approved by
the ethics committee of Medical University Vienna and all participants gave written, informed consent. All
patients during the study period received the German Version of the pelvic floor questionnaire for pregnancy
and post partum (return rate: 98% in all) to investigate the prevalence of PFD in a cohort of Austrian women in
early and late pregnancy (first and third trimester) (2). The questionnaire is divided into four domains (bladder,
bowel, pelvic organ prolapse, sexual function) and each question is scored from zero to four. The additive
scores are divided by the maximum reachable score and multiplied by ten, giving a value between zero (0=no
symptoms) and 10 for each of the domains.
Study population
Women were recruited from the department of fetomaternal medicine with a birth rate of around 2800
deliveries annually. After completion of the pelvic floor questionnaire, women were classified into two groups:
patients with at least one (or more) PFD (n=29/100; 29%) and patients without any signs of PFD (n=71/100;
71%). All patient records were anonymized and de-identified prior to analysis. Statistical Analysis: Chi-square
was used for the comparison of categorical variables between the two groups and Student’s t-test for
continuous variables. The average score of each domain in the questionnaire was reported as mean and
standard deviation (SD). For correlation analysis Spearman test was used with correlation coefficient. A p
value < 0.05 was considered statistically significant.

RESULTS
105 women in all gave consent to participate in this study, 100 of whom were finally included after returning an
evaluable complete survey. Missing data did not exceed 4%. 29% of women experienced at least one pelvic
floor disorder during pregnancy and 71% did not suffer from any signs of PFD. A positive family history was
significantly more frequent in women with complaints of PDFs compared to women without PDF (p=0.045). No
other statistically significant clinical differences could be observed between these two groups (Table1).
Furthermore, scores in all domains (mean bladder score: 1,40 vs. 0,96; mean bowel score: 1,76 versus 1,10;
mean prolapse score 0,82 versus 0,47; mean sexual function score1,30 versus 0,60; p<0.05) differed
significantly between women with PFD and those without any signs of PFDs. Furthermore, a statistically
significant positive correlation could be observed between the domain bladder and BMI (correlation
coefficient=0.006) as well as between the domain prolapse and BMI (Correlation coeeficient=0.043). No other
significant correlations could be observed.

INTERPRETATION OF RESULTS
Prevalence of 29% of any pelvic floor dysfunction during the whole pregnancy shows that this is a quite
relevant problem in Austrian women. A positive family history as well as high BMI seems to play a major role in
our study population.
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CONCLUSIONS
Prevention like weight control and exercises during pregnancy as well as adequate councelling regarding PFD
is a major part during pregnancy care.
Table 1. Clinical characteristics between cases with and without PFD (values are mean +-SD and frequencies
with%)
Women With PFD Women without PFD P value
(n=29)
(n=71)
Age
BMI
Parity
Familiy history (pos)
Smoking

32,38(±6,32)
26,10(±5,69)
0,84(±0,94)
15/29 (52%)
3/29 (10%)

30,79(±5,74)
25,11(±5,52)
0,94(±1,10)
12/71(17%)
7/71 (10%)

0,241
0,451
0,681
0,0001*
0,252

REFERENCES (max. 3)
Jelovsek JE et al. Predicting risk of pelvic floor disorders 12 and 20 years after delivery. Am J Obs Gyn 2018;
222: e1-19.
Metz M et al. Development and validation of a questionnaire for the assessment of pelvic floor disorders and
their risk factors during pregnancy and post partum. Geb Fra 2017; 77(4): 358-365
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62 -

RESULTS OF A READJUSTABLE SLING SYSTEM FOR STRESS
URINARY INCONTINENCE. ROLE OF THE PELVIC FLOOR ULTRASOUND
IN THE SELECTION OF PATIENTS AND FOLLOW-UP
Cristina Ros (1) - Sílvia Escura (1) - Marta Larroya (1) - Sònia Anglès (1) - Eduard Bataller (1) - Montserrat Espuna-pons (1)
Pelvic Floor Unit, ICGON, Hospital Clínic de Barcelona, Barcelona, Spain (1)

INTRODUCTION AND AIM OF THE STUDY
Nowadays, the surgical treatment of the stress urinary incontinence (SUI) in women is based on mid-urethral
slings, which provide good long-term success rates in uncomplicated cases. Nevertheless, the majority of
tension-free devices are less or not effective in cases of SUI due to intrinsic sphincter deficiency (ISD),
especially in women with fixed urethra. Remeex ® re-adjustable sling (Mechanical External Regulation;
Neomedic International) is a closed system which allows the regulation of the sling tension the days after the
placement or at any time during the follow-up. In this scenario, pelvic floor ultrasound (PF-US) may be a useful
tool to guide the urogynecologist in the selection of patients, adjustment of the sling tension and during the
follow-up to identify the cause of possible complications.
The aim of this study is to evaluate the outcomes and complications at mid- to long-term follow-up after
a Remeex® system in women with complex SUI and MUI (mixed urinary incontinence), as well as the role of
the pelvic floor ultrasound.

MATERIALS AND METHODS
Female patients with urodynamically proven SUI who were treated with the Remeex® system between July
2012 and January 2019 in our centre (single-operator) were analysed. Demographic characteristics,
gynaecological history and previous UI surgeries were recorded. Variables of the UI symptoms (ICIQ-UI-SF),
pelvic physical examination, pelvic floor transperineal (TP) and high-frequency endovaginal (EV) ultrasound
(Ultraview 800, BK Medical, Denmark), urodynamics (UD), urethral profile and Pad test were also recorded
and compared, pre and post-Remeex® surgery. Intraoperative and immediate postoperative outcomes
included: concomitant surgery (prolapse, section/excision of previous slings), admission days, surgical
complications and need of re-adjust.
Statistical analysis was performed with the SPSS software package (version 19.0, SPSS Inc., Chicago, IL,
USA). Values from quantitative parameters were expressed as mean and standard deviation (SD), and values
from qualitative parameters as number and frequency. Comparison between variables was performed using
the unpaired and paired Student’s t-test, Fisher, Cohen’s Kappa and Wilcoxon test. Results were considered
statistically significant with p <0.05 (two-sided).

RESULTS
A total of 60 patients who underwent Remeex ® were included, with a median follow-up of 57±33 months. Mean
age was 69.8±8.6 years and up to 42/60 (70%) underwent previous SUI surgeries (11 patients Burch
colposuspension, 18 patients TOT, 9 a TVT and 4 other surgeries). Only 15% of patients had an hypermobile
urethra by PF-US, and 28% a bladder neck funnelling. Among patients with previous slings, almost all (23/24)
were surgical failures, not achieving the correct urethral kinking by PF-US. Data comparing pre and postsurgical outcomes (symptoms, UD and pad-test) is shown in the table.
Pre-Remeex®

Post-Remeex®

17 (29%)
42 (71%)
262.8±294.4

9 (16%)
16 (29%)
13 (24%)
17 (31%)
122.9±271.6

0.007

SUI
Hypersensibility
Hypoaccomodation
Detrusor overactivity
Voiding dysfunction

60 (100%)
14 (24%)
9 (16%)
8 (14%)
7 (12%)

36 (72%)
6 (12%)
7 (14%)
15 (30%)
11 (22%)

<0.00001
NS
NS
NS
0.06

MUCP (cmH2O)
FUL (mm)

36.8±17.6
20.5±8.9

38.2±21.5
19.7±6.8

NS
NS

ICIQ-UI-SF
No UI (0-5)
Mild UI (6-12)
Moderate UI (13-18)
Severe UI (>18)
Pad-test (g)
Urodynamics

p
<0.001

Urethral profile

PF-US revealed the Remeex® placed at mid-urethra in 77% of patients, symmetric in all cases and distanced
to the urethral lumen 5.2±1.8 mm. The system stopped bladder neck funnelling in 10/11 cases with a previous
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opened urethra. During Valsalva manoeuvre, the system compressed the urethral lumen in up to 72% of
cases, while minimum or no contact existed in 28% of cases (sonographic data available in 47 patients).
Patients with a Remeex system compressing correctly the urethral lumen by PF-US obtained better results in
post-surgical UD, with a clear improvement or cure of the urodynamic SUI (cure of 11/43 patients with Remeex
sonographically correct vs 1/43 with sonographically incorrect; p=0.03).
Day admission after surgery was 1.22±0.65 days. Major surgical complications occurred in 11 patients
(18.3%): reported as 4 one-side bladder lesions (7%), 4 prosthetic infections (7%, with the result of explant in
1 patient) and 3 tape erosion (5%). Minor complications occurred in 15 patients (25%), reported as 3 acute
urine retention (5%, solved with tension readjustment), 8 urinary infections (13%) and 4 cases of chronic pain
(7%). Re-adjust was needed in 12 patients (20%) within a mean of 15,2 (11-22) months, with a non-significant
tendency to improve ICIQ-UI-SF after the re-adjust and with a sonographic reduction of the distance from the
Remeex® to the urethral lumen (4.3±2.5 mm vs 2.8±1.0 mm after re-adjust; NS).
Subjective success rate was 56.7% (22 patients with great improvement and 12 with mild improvement), 31%
(18 patients) noticed no differences and 10% (6 patients) reported a deterioration of UI symptoms, mostly to
the presence of urgency symptoms.

INTERPRETATION OF RESULTS
In our sample, the Remeex® system shows an objective (pad-test, urodynamics) and subjective (ICIQ-UI-SF,
questionnaire of satisfaction) improvement of the SUI in patients with recurrent SUI and previous failed antiincontinence surgeries, particularly in patients with hypomobile urethra, with an acceptable complication rate.
PF-US complements UD evaluating pre-surgical urethral mobility, bladder neck funnelling, and the placement
of previous slings in women with complex and/or recurrent SUI. Post-surgically, the sonographic evaluation of
the placement and the dynamic movement of the Remeex® system seem to be correlated with UD, as well as
the re-evaluation after re-adjustment.

CONCLUSIONS
The Remeex® system could be an option in patients with recurrent SUI and previous failed anti-incontinence
surgeries, being PF-US a useful tool pre and post-surgery.
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63 - A NOVEL, MESHLESS METHOD OF VAGINAL COLPOPEXY BY
SACROSPINOUS LIGAMENT FIXATION TO TREAT PELVIC ORGAN PROLAPSE
Vincent Lucnete (1) - Alan Garely (2) - John Bertrand (3) - Elad Laron (4) - Abbas Shobeiri (5) - Eric Hurtado (6) - Kaven Baeßler (7) Michal Tuscher (8) - Ursula Peschers (9) - Willy Davila (10) - Andrew Sokol (11) - Stephanie Molden (12) - Allison Pollard (13)
The Institute for Female Pelvic Medicine and Reconstructive Surgery, Allentown Hospital, Allentown, United States (1) - South
Nassau Communities Hospital, South Nassau Communities Hospital, Oceanside, United States (2) - Walnut Hill Obstetrics and
Gynecology Associates, Walnut Hill Obstetrics and Gynecology Associates, Dallas, United States (3) - Ben-Gurion University of
the Negev, Ben-Gurion University of the Negev, Beersheba, Israel (4) - INOVA Women’s Hospital, INOVA Women’s Hospital, Falls
Church, United States (5) - Cleveland Clinic Weston, Cleveland Clinic Weston, Weston, United States (6) - St. Joseph Krankenhaus,
St. Joseph Krankenhaus, Berlin- Tempelhof, Germany (7) - Krankenhaus Waldfriede, Krankenhaus Waldfriede, Berlin-Zehlendorf,
Germany (8) - Isar Kliniken GmbH, Isar Kliniken GmbH, Munich, Germany (9) - Holy Cross Hospital, Holy Cross Hospital, Fort
Lauderdale, United States (10) - MedStar Health Research Institute, MedStar Health Hospital, Washington, United States (11) Female Pelvic Health Center, Female Pelvic Health Center, Newtown, United States (12) - Maimonides Medical Center, Maimonides
Medical Center, Brooklyn, United States (13)

OBJECTIVE
The objective of the NeuGuide Post-Market Study (PMS) is to assess the safety and durability the NeuGuide™
system when used for vaginal colpopexy to treat uterine prolapse.

METHODS
Prospective, observational, multi-center study. Setting: Academic and community hospitals. Patients: Women
> 35 years of age with symptomatic pelvic organ prolapse (POP). Interventions: The NeuGuide™ System is a
minimally invasive device that provides durable suspension of the vaginal apex.

RESULTS
Fifty-three women have been enrolled from 13 sites. The average age of the women was 71 years. All the
women were post-menopausal, and all complained of a sensation of vaginal bulging. None of them
complained of stress incontinence necessitating surgical treatment (confirmed in urodynamic studies). The
sacrospinous ligament fixation procedure was conducted under general anesthesia. A NeuGuide device was
inserted on each side of the vagina through a small mucosal incision on either side of the vaginal apex. The
NeuGuide finger guide, which contains and directs the NeuGuide anchor, was positioned over the midpoint of
each sacrospinous ligament on either side of the vagina, and the anchor was pushed through the ligament and
deployed so that the anchored was positioned behind the ligament, and the sutures attached to the NeuGuide
anchor passed through the ligament to the apex of the vagina where they were sewn into the cervix to
suspend the prolapsed uterus. The study is being conducted in two stages. In the first stage, ~30 women with
isolated apical prolapse were treated using only the NeuGuide System to effect repair of the POP. In the
second stage of the study, patients with any form of prolapse associated with a POP-Q C-point value greater
than -1 cm have been enrolled, and the NeuGuide device has been used along with other surgical procedures
such as repair of cystoceles and rectoceles (so long as no mesh is implanted), procedures to shorten an
elongated cervix, perineorrhaphy and anti-incontinence procedures. Anterior and posterior average preoperative Ba and Bp POP Q scores were between -0.2 and -2.0 cm and C = 2.0 cm. At 6 months following the
NeuGuide procedure, the average Ba, Bp and C point POP Q scores were significantly more negative (p <
0.01), and in most of the patients, the C-point was < - 6.5 cm. Not all patients responded with a complete
remission of prolapse when the NeuGuide device was used in isolation, and symptoms recurred by 6 months
in 4 patients, all of whom required further surgery within less than a year of the NeuGuide procedure. Followup has been shorter in the patients treated with a comprehensive approach, but no patients in the second
stage of the study have required further surgery to date.

CONCLUSIONS
The NeuGuide System is feasible and safe. The procedure is minimally invasive, requires no transvaginal
deep pelvic dissection or mesh implants, and provides simple and easily confirmed guidance to the
sacrospinous ligament. Although the NeuGuide System was first used in patients with isolated apical prolapse,
application of NeuGuide System for non-invasive repair of pelvic organ prolapse does not preclude more
extensive repair. As the study moves forward, the NeuGuide device is be used in an expanded group of
patients in whom other transvaginal surgical procedures may be used in a comprehensive surgical approach
to treatment of pelvic organ prolapse
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64 - ELIMINATING IMPLANTS' FIXATION CAN IMPROVES POP
SURGICAL OUTCOME.
Gil Levy (1) - Anna Padoa (2) - Naama Marcus (3) - Anat Beck (1) - Zoltan Fekete (4) - Mauro Cervigni (5)
Ben Gurion University, Assuta University Hospoital, Ashdod, Israel (1) - Tel Aviv University, Asaf Harofea, Zrifin, Israel (2) - Bar
Ilan University, Ziv Medical Center, Tzfat, Israel (3) - Szeged University, Szeged Medical Center, Szeged, Hungary (4) - Gemelli
University, Gemelli Medical Center, Rome, Italy (5)

INTRODUCTION AND AIM OF THE STUDY
In light of the changes in the success criteria for the surgical correction of pelvic organ prolapse and the
debate regarding the use of implants through the vaginal approach we aimed to test the hypothesis that
eliminating the anchoring points of vaginal implants can decrease implants’ complications while maintaining
the benefits of these implants.

MATERIALS AND METHODS
The study tested the efficacy and safety of a vaginal implant which does not require fixation to pelvic
anatomical structures. The study was approved by the relevant ethical committees. Surgical procedures were
performed in 4 medical centers and by 6 experienced pelvic surgeons. Women that were diagnosed with
symptomatic POP and desired surgical correction were offered to participate in the study. Each participant
signed a specific informed consent. The implant use was a polypropylene net placed under preload tension
inside a solid non-absorbable frame to keep its position above the anterior vaginal wall without the need for
fixation.(1) Patients were followed on a yearly basis using vaginal examination (POP-Q) and validated
questionnaires (PFDI-20 and PISQ-12). Other data collected included procedure details and complications.

RESULTS
The preliminary protocol included 20 patients. Following evaluation of the patients in the first protocol for a
year a second protocol was initiated recruiting another 50 patients. The following results includes the follow up
of all 70 patients. All patients were diagnosed with second degree and above pelvic organ prolapse confirmed
by average anterior compartment POP-Q points: Ba =3.1 (-2 to 6) cm and C=0.4 (-8 to 6) cm. Mean BMI was
26.3 kg/m2 (20.3-36.6), mean age was 63.1 (43-79) years and average parity was 4.6 (1-16) deliveries. None
of the patients reported to have major surgical complications prior to hospital discharge. Implant placement
time averaged 24.7 min. The data summarizes the results of the last follow up visit average 23.7 months (6 41). During the follow up two patients (2.8%) underwent ambulatory partial frame resection 32- and 48-weeks
post-surgery: a case due to frame erosion and a case due to voiding dysfunction. 2 women (2.8%) underwent
a TVT-O procedure for de-novo stress urinary incontinence (SUI) 12 months following the procedure. At the
last follow up visit, the mean POP-Q measurements were: Ba= -2.8 (-3 to -1) cm and C = -7 (-10 to 1) cm.
According to the new subjective criteria, the sensation of vaginal bulge was documented in 2 patients (2.8%).
None of the cases had erosion of the polypropylene net. None of the patients complained of chronic pelvic
pain. Total PFDI20 scores showed significant improvement and also in the urinary and prolapse domains. Out
of the 38 (54%) patients completed the PISQ12 questionnaire none had chronic dyspareunia.

INTERPRETATION OF RESULTS
Subjective improvement was documented in 97.2% based on the questionnaire analysis. No chronic pain or
dyspareunia occurs. Anatomical success based on POP-Q exam documented in 95.8%. The long-term follow
up data reveals better results compare with other transvaginal implants. The low rate of complications using
the above implant confirm the hypothesis that eliminating the fixation points of synthetic net implant can
provide a better surgical outcome in repair of symptomatic pelvic floor prolapse.

CONCLUSIONS
The use of an anchorless vaginal synthetic implants can provide a safe and effective transvaginal surgical
treatment for advanced pelvic organ prolapse.

REFERENCES (max. 3)
https://www.youtube.com/watch?v=WT0V-WCeYkU
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65 - CT GUIDED PLACEMENT OF SACRAL ELECTRODES
Hadas Ganer Herman (1) - Ada Rosen (1) - Sorin Elias (1) - Alexander Condrea (1) - Shimon Ginath (1)
Sackler School of Medicine, Wolfson Medical Center, Holon, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
The current approach to performing sacral neuromodulation consists of a two-stage procedure, the first of
which includes insertion of the sacral electrode under fluoroscopic visualization of the S3 foramen.
Alternatively, in certain situations – computed tomography (CT) guided insertion can be used. The objective of
this study was to evaluate the use of CT in cases of reinsertion of the electrode due to infection, dislocation, or
rupture.

MATERIALS AND METHODS
Medical records of patients who underwent neuromodulation device reinsertion between 2005 and 2015 for
fecal incontinence were reviewed. Study outcomes included procedure course, successful placement and
long-term treatment success.

RESULTS
During the study period, we inserted a neuromodulation device in 67 patients, in whom a CT guided insertion
of a sacral electrode was performed in ten patients. In nine patients, the insertion and the final location of the
electrode were successful. In one patient, the electrode migrated upward due to a malformation of the S3
foramen on both sides, and had to be placed in S4. In a mean follow-up of 68.4 ± 30.0 months following the reinsertion, there was a significant reduction in the number of incontinence episodes per day (p<0.001), and the
number of pads used per day (p=0.002).

INTERPRETATION OF RESULTS
insertion of sacral electrodes under CT guidance is an effective option, especially in selected cases such as
repeated insertion, or failure of primary insertion.

CONCLUSIONS
CT guided insertion of a sacral electrode is a safe and promising option, especially in recurrent and or selected
cases.
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66 - IMPACT OF A NOVEL DRAWING TUTORIAL IN SURGICAL 3D
PELVIC ANATOMY ON SPATIAL KNOWLEDGE FOR TRAINEES
Daniel Passweg (1) - Lisa Baumhakl (2) - David Amos Scheiner (3) - Cornelia Betschart (4)
Frauenklinik, Stadtspital Triemli, Zürich, Switzerland (1) - Frauenklinik, Universitätsspital, Zürich, Switzerland
Universitätsspital Zürich, Zürich, Switzerland (3) - Frauenklinik, Universitätsspital Zurich, Zürich, Switzerland (4)

(2)

- Frauenklinik,

INTRODUCTION AND AIM OF THE STUDY
Traditionally, medical students study anatomy using 2D images from anatomical textbooks with dissection
drawings or through dissection courses. Nevertheless, due to the lack of standardized learning resources for
operative skills in urogynaecology, and in view of the complexity of pelvic anatomy, residents suddenly have to
deal with the complex spatial anatomy during the 3D reconstructive urogynecological surgery. We introduce a
novel, active learning tool to improve the knowledge in pelvic surgical anatomy with a tutorial in which students
draw 3D anatomical sketches. We hypothesize that such a tutorial enhances the spatial understanding of the
female pelvic floor anatomy and skills to perform reconstructive surgery for prolapse and incontinence.

MATERIALS AND METHODS
In this prospective study, 121 OB/GYN residents from 15 Swiss teaching hospitals (french, german and italian
speaking regions) participated between November 2016 and February 2019 to improve their knowledge
regarding static and functional anatomy. The trainees completed a guided, 90-minute anatomical drawing
tutorial on pelvic structures of support (level I-III as described by DeLancey). It included the apical support with
the ligaments (level I), the paravaginal supporting structures with the levator ani muscle, the pelvic membranes
and arches (level II), and the perineal structures such as the perineal membrane and vulvar muscles (level III).
An expert (DP) in urogynaecological anatomy instructed the trainees gradually in the axial, sagittal, and
coronal planes about pelvic structures. The trainees drew under supervision the anatomical structures of
interest into the outlines of a pelvis: the female pelvis was segmented into bones, organs, muscles, ligaments,
membranes, arches, nerves, and vessels. The course is offered in different languages (english, french,
german, and hebrew). A written anatomical test with nine questions was previously developed and internally
validated by one postgraduate (LB) and two urogynaecologists (DP and CB). The lowest score was 0, the
highest 20. All trainees completed this test before and after the tutorial. The questions were grouped into two
questions about anatomical knowledge (3 points), three questions about 3D imagination (8 points), and 4
questions about transfer of anatomical knowledge to functionality (9 points). Primary outcome was the change
of the global score from the test before to the test after the tutorial. Secondary outcomes included the trainee’s
satisfaction with the tutorial, content, structure, comprehensibility, and clinical usefulness (10-point Likert
scale). Descriptive statistic (mean ± standard deviation) was used for the self-assessment and paired student’s
test was used to compare scores before and after the tutorial. Statistical significance was defined as p <0.05.
Statistical analysis was performed with STATA/SE 15.1 (StataCorp LLC, College Station, TX).

RESULTS
121 trainees filled in the test before and after the 3D drawing tutorial (Table 1). The self-assessment before the
tutorial revealed the following anatomical knowledge: 54/121 (44.6 %) stated that they used to learn with
anatomy books. 58/121 (47.9 %) mentioned that they learned pelvic anatomy with textbooks and online tools.
Cadaver dissection, lectures, or learning with anatomical models were reported to a much lower degree.
Overall pre-tutorial scores for anatomical knowledge were 0.3/3 (10%), for 3D imagination 2.5/8 (31.25%), and
transfer of knowledge to functionality was 2.2/9 (11.1%). Post-test scores for anatomical knowledge were 2/3
(66.7%), for 3D imagination 5.3/8 (66.3%), and transfer of knowledge to functionality was 5.7/9 (66.3%). There
was a significant difference in score change between the two assessments. The total overall score increased
from before the tutorial from 4.6 ± 3.5 to 13.9 ± 3.5 points after the tutorial (p=0.00). Trainee’s satisfaction
regarding tutorial content, structure of the tutorial, comprehensibility, and the practical usefulness was high
(8.8, 8.3, 7.8, 9.3, resp.; VAS 0-10).

INTERPRETATION OF RESULTS
The pre-tutorial test revealed a poor knowledge of the trainees in pelvic floor anatomy. The tutorial led to a
more than two-fold increase of knowledge in anatomy which is reflected by a statistically significant higher
post-tutorial score. The trainees appreciated the tutorial, which is reflected by high scores in content, structure,
comprehensibility and clinical usefulness. The post-tutorial score was almost 14/20 points (i.e. a sufficient to
good result).
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CONCLUSIONS
Our study confirms the significant relationship between spatial sense and anatomy knowledge assessment
using 3D synthesis from 2D views which was shown already by previous studies. Audio-visual learning with
freehand drawing might enhance pelvic surgical learning in a most sustainable and cost-effective way by
involving both brain hemispheres. With the advancement of modern drawing software on tablets a fast image
display between different anatomical planes is ensured. Different drawing planes are used to build up different
overlying anatomical structures. Another important advantage for this kind of learning is the avoidance of the
laborious and costly dissection of corpses and other ethical patient dilemma such as a prolongation of
operation time for teaching. The 3D drawing tutorial did improve significantly the residents’ comprehension of
anatomy. Whether this improvement has a significant impact on surgical outcome of pelvic reconstructive
surgery or whether this kind of learning is sustainable remains to be elucidated in further studies.
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Table 1: Test results (mean±standard deviation) for the nine questions before and after tutorial.
Question
addressed issue pre-tutorial
post-tutorial

p

Q1 - “Name the supportive structures in
level I”

anatomy

0.11±0.33

1.60±0.46

<.001

Q2 – “Anatomy of the arcus tendinous
fascia pelvis”

anatomy

0.22±0.36

0.42±0.43

<.001

Q3 – “Localize the levator ani muscle in an
axial MRI plane”

3D imagination

0.72±0.81

1.28±0.84

<.001

Q4 – “Locallize the uterosacral ligaments in
an axial MRI plane”

3D imagination

0.26±0.38

0.590.40

<.001

Q5 – “Consequences of a lateral defect”

knowledge
transfer
3D imagination

0.15±0.31

0.19±0.33

n.s.

1.48±1.41

3.43±0.82

<.001

Q7 – “Consequences of perineal child birth
trauma”

knowledge
transfer

0.75±0.38

0.87±0.28

0.002

Q8 – “Name and draw the surgical repairs
for level 1 defects”

knowledge
transfer

0.91±1.37

4.05±1.78

<.001

Q9 – “Consequences of defects of the
uterosacral ligaments”

knowledge
transfer

0.38±0.43

0.65±0.40

<.001

4.98±3.17

13.08±3.03

<.001

Q6 – “Draw the course of the ureters in the
pelvis…”

Overall Score
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MODERN UROGENITAL FISTULA, A COMPARISON OF DATA
FROM THE TWO COUNTRIES
Yuriy Kupriyanov (1) - Dmitriy Pushkar (1) - Sergey Sukhikh (1) - George Kasyan (1) - Ludmila Potapova (1) - Rustam Sheripbaev (2) Shuxrat Muxtarov (2) - Malika Djuraeva (1)
MMSU name after A.I.Evdokimov, Hospital name after S.I.Spasokukuckogo, Moscow, Russian Federation (1) - Tashkentskaya
Medical Academy, Republic Medical Center, Tashkent, Uzbekistan (2)

AIMS OF STUDY
The problem of urogenital fistula remains one of the most pressing in modern urology. The emergence of
these diseases entails a significant reduction in the quality of life of these patients, which subsequently affects
their social status and personal life. Despite the age of the disease, improvements in operational methods,
improvement of diagnostic measures, the problem of the choice of treatment tactics and postoperative
management remains relevant. Previously, the most common cause of urogenital fistula was obstetric injury.
However, in recent years, surgical and post-radiation fistulas of the urogenital organs have prevailed in
developed countries, while obstetric trauma remains the main cause in developing countries. Given the
relevance of this problem, of great interest is the analysis of the etiological structure of urogenital fistulas at the
present time. It also raises the question of the frequency and cause of the formation of certain types of fistula
in different regions. As a result, epidemiological studies are of particular relevance. In addition, of particular
interest is the analysis of complications arising after fistuloplasty.

MATERIALS AND METHODS
We performed a prospective cross-sectional analysis among women with urogenital fistulas who applied to two
clinics in different countries. For this purpose, women were selected through the electronic search system who
applied to the clinic from 2012 to 2018. Their case histories were analyzed, and information about the results
after the operation was collected through telephone calls or repeated examinations at the clinic.

RESULTS
Over the 6-year period, 254 women came to our clinic (hereinafter referred to as the first region / clinic) with
the problem of urogenital fistulas, in one of the clinics of another country (hereinafter - the second region /
clinic) there were 107 patients in the same period. An analysis of the data obtained revealed that the most
frequent cause of fistula formation in the first region is surgery (40.5%) and the effects of previous radiation
therapy (26.4%), while in the second clinic iatrogenic injury remains the main cause open surgery (85%).
Preferred techniques of fistula closure are also different, in the second region transvesical fistuloplasty was
performed in 71.9% of cases, and transvaginal fistuloplasty was performed in 77.7% in the first region. The
average age of women was 48.85. Calculate the average age is the formula for years in both centers.

RESULTS
Patients differ significantly in previous attempts to fistuloplastic, namely: in the first clinic, the number of
patients with a fistula correction already existing in the history was 41.3%. At the same time, in the second
repeated patients account for 20.6%.
We determined that after undergoing fistuloplasty, 5.2% of women (10 people) showed signs of urinary
incontinence of various types, three of them (30%) underwent surgical correction in the volume of a
suburethral sling procedure at the first clinic. Revealed postoperative complications are also ureteral strictures,
hydronephrosis, and bleeding. Despite the great possibilities of surgical techniques and the experience of
surgeons, the number of incurable patients is significant - 6.29% (data from the 1st clinic). 11 (4.33%) women
had complete destruction of the bottom of the bladder and the walls of the vagina, which required their referral
to other specialized clinics.
Figure 1 shows a comparative chart for different localizations of the fistulas between our clinics (Series 1 is the
first clinic; Series 2 is the second clinic).

CONCLUDING MESSAGE
Based on the data obtained, the prevalence of various types of fistula in two countries was revealed. Of
course, our analysis has certain limitations, since we only compared data from two centers, and we can’t
conduct a 100% analysis of the results of our operations due to the lack of contact information of some
patients, or because of their refusal to participate in research. Despite this, our findings suggest a different
etiology, epidemiology and surgical treatment techniques in patients with urogenital fistulas. After analyzing all
the characteristics, we made conclusions on the basis of which it is possible to influence the frequency of
fistulas.
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68 - TEACHING NOVEL APPROACHES TO THE PATIENT WITH A
HISTORY OF PSYCHOLOGICAL TRAUMA: PROPOSING A NEW
FRONTIER FOR POTENTIAL RISK REDUCTION WITHIN GYNECOLOGY
Dr. Tara Chouake (1) - Dr. Anees Benferhat (1) - Dr. Suneel Agarwala (2) - Dr. Esther Rollhaus (1) - Dr. Alessandra Scalmati (1)
Albert Einstein College of Medicine, Montefiore Medical Center, New York, United States (1) - Montefiore Medical Center University
Hospital for Albert Einstein College of Medicine(2)

INTRODUCTION AND AIM OF THE STUDY
While trauma is a difficult subject to broach, its effects have a significant impact on gynecologic health
outcomes. Indeed, a history of sexual violence is associated with later diagnosis of breast, ovarian and
endometrial cancer (Modessit et al, 2006). While there are many likely contributors to this outcome, there is
evidence to support that a history of physical or sexual abuse can lead to routine Papanicolaou screening
avoidance (Ackerson, 2011). Research shows that a history of trauma can predispose patients to worse
overall health outcomes and even increased mortality (Felitti et al 2019). A patient’s trauma history can also
cause distrust of medical staff and thus lead to difficult doctor-patient interactions. Nonetheless, during medical
school physicians do not typically receive formal training in interacting with this patient population, assessing
for trauma, or addressing the barriers to care that a past history of trauma presents. Trauma is an integral risk
factor for poor health outcomes and requires a level of evaluation and management that is comparable to
other risk factors. While the CDC indicates that trauma is prevalent and its impact long-lasting, many patients
might avoid disclosure because of shame, fear of stigma, or past negative experiences. And yet there is
evidence that patients would like their doctor to inquire about this history (McGregor et al, 2010). It is up to the
provider to become comfortable with assessing for a history of trauma and determining its potential impact on
the patient’s ability to accept needed care. We designed a novel and experiential teaching approach of
trauma-informed-care in medicine, and received feedback from participants about its utility and the impact on
the confidence of the attendees in dealing with traumatic material. We utilized medical improvisation and
case-based learning, combined with formalized practice of the medical interview in a patient with trauma
history and post-menopausal bleeding who is refusing a pelvic exam.

MATERIALS AND METHODS
The curriculum was taught to 90 medical students in their mandatory 3rd year psychiatry clerkship in 5 cohorts,
with 82 survey respondents. Medical school was chosen as the intervention point with the intention that the
intervention would help students create long-lasting habits of practice. The curriculum was delivered over 3
hours. One hour and 15 minutes were dedicated to medical improvisation, including exercises borrowed from
improvisational theater, with a focus on priming the students to be able to work with unpredictable situations
and to understand their own reactions to stress. 30 minutes were designated for the case-based learning of
the trauma interview, which described two “difficult” patients and asked the students to elicit a trauma history
from the HPI. 40 minutes were utilized for the formalized patient encounter, which included an ecological and
structured role-play with a patient with post-menopausal bleeding who was refusing a pelvic exam. 10 minutes
were dedicated to discussion of students’ response to trauma disclosure and to their understanding of
vicarious trauma. Anonymized paired pre-tests and post-tests were given to evaluate for integration of
information and confidence in managing patients with trauma histories.

RESULTS
Preliminary results indicate that the majority (91.5%) participants thought that the trauma workshop helped
them meet the objectives of understanding trauma’s impact on medical outcome, increasing awareness of
their own responses to patients who have experienced trauma, and acquiring practical tools to ask about
trauma and respond to disclosures. The majority (72.8%) of participants thought that the skills learned in the
improv workshop were helpful during the patient-with-trauma role play.

INTERPRETATION OF RESULTS
During processing sessions, students provided overwhelmingly positive feedback that the workshop increased
their confidence in dealing with this topic. All 5 cohorts were able to successfully help the standardized patient
agree to a pelvic exam by utilizing the techniques taught during the workshop. By applying skills gained during
the workshop, the participants were able to help the patient engage in necessary testing.

CONCLUSIONS
Our preliminary data suggests that students respond positively to the teaching of trauma informed practices.
The teaching methodology (combining medical improvisation with case-based learning and a role-play
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encounter) makes the challenging topic of trauma more approachable. Unlike other teaching modalities, it
emphasizes the clinician’s experience of the encounter as well as the patient’s. It provides the students with a
feeling of greater competence in managing patients that are resistant to treatment due to a history of
psychological trauma and provides a means of engaging the patient in necessary care. This is an essential
step towards risk reduction. Nonetheless, more consistent exposure throughout the curriculum is necessary to
change patterns of care and ultimately improve health outcomes.
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69 - CORRELATION BETWEEN PELVIC FLOOR ULTRASONOGRAPHY
MEASUREMENTS AND PELVIC FLOOR PRESSURES IN NULLIPAROUS
WOMEN OF DIFFERENT AGES
Jonia Amer Alshiek (1) - Abbas Shobeiri (2) - Qi Wei (3)
Technion-Israel institute of Technology, Hilel Yafe, falls church, United States
States (2) - George Mason University, INOVA, FAIRFAX, United States (3)

(1)

- INOVA FAIRFAX, INOVA, FAIRFAX, United

INTRODUCTION AND AIM OF THE STUDY
The US has rapidly evolved, and is routinely utilized by specialists who perform pelvic floor imaging (1,2).
Vaginal manometry, which has been found to have an inter-rater reliability of at least 90% (3), has been used
to assess LAM strength (3). Investigating the correlation between the two methods might lead to better
diagnosis and management. Thus, our objective of this study was to assess the correlation between pelvic
floor ultrasonography and pressure measurements.

MATERIALS AND METHODS
We recruited asymptomatic nulliparous women ages 18-85. Minimal levator hiatus (MLH) area, anteroposterior (AP) and left-right (LR) diameter of MLH, distance between levator plate and vaginal epithelium (LPV) while rest and squeeze, and the distance between levator plate and pubic symphysis (LP-PS) while at rest
and squeeze were measured using 3D Ultrasound (3D US). Vaginal pressures at rest, squeeze (Kegel), and
Valsalva were measured using 3D manometry.

RESULTS
A total of 20 nulliparous volunteers were recruited with a mean age of 44.3±18. Squeeze pressures were
negatively correlated with minimal levator hiatus area, antero-posterior diameter/left-right (LR) diameter
(AP/LR ratio) indicating the hiatal shape, rest and squeeze levator plate-vagina distance, and rest and
squeeze levator plate-pubic symphysis distance.

INTERPRETATION OF RESULTS
In the current study we demonstrated that the smaller and more rounded shape of the MLH correlates with
higher squeeze vaginal wall pressures as assessed by 3D EVM. Moreover, we found that the stronger the
Levator Ani Muscles (LAM), as evaluated by squeeze pressures, the smaller the rest and squeezing LP-V
AND LP-PS distances are. An interesting finding of this study was that we used a new measure of AP/LR ratio
by dividing the anterior posterior diameter by the left-right diameter of the MLH. The higher the ratio, the more
oval the pelvic hiatus. This measure was negatively correlated with squeeze pressures as well indicating the
shape of the hiatus effects the squeeze pressures. It is not only the presence or absence of muscles, but
potentially any factor such as muscle laxity or avulsion or partial injury that disrupts MLH shape would also
effect its squeeze function. In summary, smaller hiatal area and a more oval shape of pelvic floor hiatus as
assessed by pelvic floor ultrasound; are associated with higher squeeze vaginal pressures as assessed by
3D-manometry. Future studies with larger sample sizes are required to support our findings.

CONCLUSIONS
Stronger levator ani muscles, smaller MLH area and an oval shape of minimal levator hiatus as assessed by
3D US are associated with higher squeeze vaginal pressures as assessed by 3D-manometry.

REFERENCES (max. 3)
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70 - 2D-4D ULTRASOUND IN VOLUNTEER PAROUS WOMEN AND
CLINICAL CORRELATIONS OF BALLOONING DIAGNOSIS
Maria Cristina Cesana (1) - Alice Turri (2) - Antonio Pellegrino (1) - Mario Villa (1) - Chiara Coco (2) - Cristiana Paniga (3) - Marco Soligo
(2)

ASST Lecco, Alessandro Manzoni Hospital, Lecco, Italy (1) - ASST Fatebenefratelli - Sacco. University of Milan, Buzzi Children's
Hospital, Milano, Italy (2) - University of Milan, Alessandro Manzoni Hospital, Lecco, Italy (3)

INTRODUCTION AND AIM OF THE STUDY
Pelvic organ prolapse (POP) is a common condition, affecting 2/3 of parous women. Pelvic Floor (PF)
Ultrasound (US) Imaging has a limited role in POP diagnosis as symptomatic cases (mostly stages ≥II) can be
simply ruled-out at physical examination. On the contrary the vast majority of women with POP stages <II
doesn’t complain of POP symptoms. In this group of women US Imaging has the potential for displaying a
clinical role. Vaginal delivery is considered the major risk factor for POP. Damages to Levator Ani muscles can
be identified at 3D US in up to 1/3 of women after delivery[1]. Among US parameters hiatal measures and
particularly ballooning (a hiatal area of over 25 cm2 under Valsalva) has been demonstrated to be an
independent risk factor for POP and its recurrence after surgery [2]. The aim of the study was to evaluate
findings at 2D-4D PF Ultrasound in a cohort of volunteer parous women, and to compare US and clinical
parameters of women with and without ballooning.
MATERIALS AND METHODS
Parous women under their routine gynaecological check-up were recruited between February and May 2019.
Women underwent a thorough urogynecological assessment including PF symptoms collection and physical
examination according to the IUGA-ICS POPQ standardization [3]. A 2D-4D translabial US imaging was also
performed [GE Voluson 730 expert and E8 ultrasound System with RAB 8–4-MHz volume transducer]. US
data were recorded while resting, during maximum levator ani contraction (PFMC) and during Valsalva
manoeuvre. Each examination included a 2D translabial evaluation to assess levator hiatus (LH) dimension in
the midsagittal plane and bladder neck mobility: oblique displacement (OD) during PFMC and descent (BND)
during Valsalva. Then 4D US volumes acquisition was performed with calculation of levator hiatus area and
circumference in the axial plane. Tomographic US imaging was also performed on volumes obtained at PFMC
to diagnose Levator ani Muscle Avulsion (LMA) [1,2]. Clinical features and US parameters of women with
ballooning (group A) were compared with those without it (group B). A value of p< 0.05 was considered for
significance.
RESULTS
42 parous women volunteered to take part in the study. Mean age was 45 years (± 11 DS), mean BMI 23.7 (±
5.2 DS), mean parity 1.7 (± 0.7 DS) with 2 women having had operative vaginal delivery with vacuum. 33% of
women had episiotomy (n 14) and 7% third degree obstetrical tears (n 3). Mean maximum birth weight 3369 (±
486 DS). At clinical urogynecological investigation 26 women (61.9 %) complained of PF symptoms and 3 of
them (7.1%) reported POP symptoms. 4-D US data related to LH in the axial plane are reported in table 1. An
US diagnosis of ballooning was established in 9 women (21.4%). Group A (ballooning) and B (normal) were
homogeneous regarding age, BMI and parity. At 2D ultrasound no significant differences were identified
between groups. The comparison of LH 4-D US data between groups are reported in table 2, where is evident
that significant differences of hiatal dimensions observed between groups under Valsalva are also significant
at rest. PF symptoms were equally distributed between groups (55.5% in group A; 66.6% in group B). At
physical examination a POP stage ≥II was observed in 1 case in group A and in 2 in group B, while a POP
stage = I was observed in 6 (66.6%) and 15 (45.5%) women respectively (no significantly different). LMA was
identified in 7 cases (1 in patients with ballooning). LH dimensions of women with avulsion significantly differed
from those without levator damage only if measured during PFMC (area 18.4±5.6 cm 2 versus 13.9±2.9 p<0.01,
circumference 18.4±5.6 cm versus 13.8±2.9 cm p<0.01).
INTERPRETATION OF RESULTS
More than 60% of volunteers parous women, when specifically investigated, complained of some form of PF
symptoms, but very few (7%) of them reported POP related symptoms. In fact at physical examination POP
was a clinical relevant issue (≥ 2nd stage) only in 3 women, but, as expected in parous women, 50% of them
showed a mild distortion of PF anatomy (1st stage). At Ultrasound investigation ballooning was observed in
21% of women and LAM in 17%. In our population we confirm that women selected on the basis of a measure
detected under Valsalva (ballooning) also show 4D Us parameters significantly different at rest. Higher
numbers are necessary to confirm the relevance of this finding. Nevertheless neither ballooning nor avulsion
were able to distinguish women with normal PF anatomy from those with an initial POP defect. The functional
impairment derived from avulsion is further confirmed in our data by the higher hiatus dimension observed
during PFMC.
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CONCLUSIONS
PF Symptoms are highly prevalent among parous women presenting for routine gynecological consultation. In
this setting ballooning failed in identifying women at an early POP stage. Nevertheless our data confirm the
value of 4D US at rest in identifying relevant hiatal modifications and further support the role of LMA in the
functional impairment of the PF. Overall the clinical role of Us in the clinical work-up of POP still remain a
debatable issue.
LH levator hiatus. Data are presented as mean
At rest
PFMC
Valsalva
± SD
LH antero-posterior 6.1 ± 0.8
5.2 ± 0.8
6.7 ± 1.1
diameter (cm)
LH
coronal 4.4 ± 0.5
4.2 ±1.6
4.8 ± 0.8
Table 1:4D Ultrasound LH measures 42
diameter (cm)
volunteers parous women
LH area (cm 2)
18.3 ± 3.7 14.7 ± 3.9 22.6 ± 5.8
LH circumference
16.7 ± 2
14.7 ± 2
(cm)
Table 2: Comparison between 4D
Ultrasound LH
measures of women
with (Group A) and without (Group B)
ballooning

18.6 ± 2.6

Group A
(n 9)

Group B
(n 33)

p value

4.7 ± 0.5

4.3 ± 0.5

ns

6.7 ± 0.6
22.5 ± 3.1
18.7 ± 1.4

5.9 ± 0.8
17.2 ± 2.9
16.1 ± 1.8

0.01
<0.01
<0.01

4.1 ± 0.3

4.1 ± 1.8

ns

5.2 ± 0.9
16.9 ± 3.6
15 ± 1.9

5.2 ± 0.8
14.2 ± 3.8
14.7 ± 2.1

ns
ns
ns

At rest:
LH antero-posterior diameter
(cm)
LH coronal diameter (cm)
LH area (cm 2)
LH circumference (cm)
During PFMC:
LH antero-posterior diameter
(cm)
LH coronal diameter (cm)
LH area (cm 2)
LH circumference (cm)

REFERENCES 1) Dietz HP.Ultrasound in the
assessment of pelvic organ prolapse. Best During Valsalva:
Pract Res Clin Obstet Gynaecol.2019
LH antero-posterior diameter 5.7 ± 0.7
4.5 ± 0.7
<0.01
Jan;54:12-30.Review. 2) Albrich SB et al. How
(cm)
common is ballooning? Hiatal area on 3D
LH coronal diameter (cm)
7.8 ± 0.9
6.4 ± 0.9
<0.01
transperineal ultrasound in urogynecological
LH
area
(cm
2)
30.6
±
4.1
20.3
±
3.8
<0.01
patients and its association with lower urinary
22 ± 1.4
17.6 ± 1.9 <0.01
tract symptoms. Arch Gynecol Obstet. 2017 LH circumference (cm)
Jan;295(1):103-109. 3) Haylen BT et al. An
International Urogynecological Association (IUGA)/International Continence Society (ICS) joint report on the
terminology for female pelvic floor dysfunction. Int Urogynecol J 2010; 21: 5–26.
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71 -

RISK FACTORS FOR PELVIC GIRDLE PAIN POST PARTUM: A
SYSTEMATIC REVIEW AND META-ANALYSIS
Maaike Wiezer (1) - Monique Hage-fransen (2) - Amy Otto (3) - Marleen Wieffer-platvoet (4) - Mariska Slotman (5) - Ria Nijhuis-van Der
Sanden (6) - Annelies Pool-goudswaard (7)
Physical Therapy Practice Fysi-Unique, na, Amersfoort, Netherlands (1) - Physical Therapy Practice SaFyr, na, Rilland,
Netherlands (2) - Faculty of behaviour Human Movement Sciences, Amsterdam Movement Sciences, VU University of
Amsterdam, Amsterdam, The Netherlands (3) - Pelvic physical therapy practice Twente, Enschede, Netherlands (4) - B-fysic Pelvic
Centre, Eindhoven, Netherlands (5) - Radboud University Medical Center, Research Institute for Health Sciences, IQ healthcare,
Nijmegen, The Netherlands (6) - VU University faculty of Behavioural Human Movement Sciences/SOMT University of
Physiotherapy, na, Amsterdam, Netherlands and Somt University of Physiotherapy, Amersfoort, The Netherlands. (7)

INTRODUCTION AND AIM OF THE STUDY
Pelvic girdle pain postpartum and pregnancy related low back pain postpartum (combined and named PGPP
in this study) have a natural favourable course, but there is a group of women who have persistent
complaints1. PGPP has a negative effect on the quality of life2, and may withhold women from re-entering
their work3.. The aim of the study is to identify risk factors that play a role in persisting PGPP. Risk factors
often reported are LBP prior to pregnancy, but pregnancy and obstetric related factors have not been studied
thoroughly.

MATERIALS AND METHODS
This systematic review (SR), Prospero no. CRD42019131758, followed the guidelines as described by the
PRISMA statement. Eligible for inclusion were prospective studies describing more than 2 personal-, (pre)
pregnancy-, obstetric or child related risk factors on PGPP. Literature searches of PubMed ,EMBASE,CINAHL
and Cochrane (December 2016-October 2018) were conducted. Reviewers assessed articles for inclusion and
risk of bias (QUIPS). Studies with high risk of bias were excluded. Data was extracted and checked for
accuracy conform the CHARMS. Variables were pooled using RevMan.5.

RESULTS
The SR identified 946 studies and included 9 full text studies of which due to high risk of bias 5 were excluded.
Data was extracted from 4 studies for PGPP. Multivariate analysis was not possible, due to the heterogeneity
of the included risk factors, follow up terms as well as outcome measurements on risk factor per study. Odds
Ratios and 95% confidence intervals on pooled univariate analysis on PGPP are shown in table 1. Significant
risk factors on PGPP are; a history of low back pain, PGP in pregnancy, pre-pregnancy BMI>25, depression in
pregnancy, a heavy workload. No obstetric and child related risk factors are reported.
Table 1 OR’s from pooled univariate analysis on PGPP
PGPP

OR

95% CI
1.13 – 6.98

Number of
studies
2

Number
of
participants
486

Pre-pregnancy BMI > 25

2.80*

History of LBP

2.75*

2.08 – 3.64

3

1033

PGP in pregnancy

2.28*

1.59 - 3.28

2

857

Depression in pregnancy

1.43*

1.04 – 1.96

2

857

Heavy workload

1.37*

1.01 – 1.88

2

851

High education

1.17

0.67 – 2.05)

3

1311

LBP=Low Back pain, BMI=Body Mass Index, PGP= Pelvic Girdle Pain, OR=Odds Ratio
* = p < 0.05

INTERPRETATION OF RESULTS
Based on the SR and meta-analysis personal-, and (pre)pregnancy related risk factor are identified for PGPP.
A history of low back pain and a BMI>25 are significant personal pre-pregnancy risk factors in women. During
pregnancy women who experience PGP, who are depressed and who have to deal with a heavy workload are
significantly more at risk of developing PGPP. A higher education could be pooled, but does not reach
significance.
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In our search we found that it is hard to find consensus in studies describing pelvic girdle pain. We therefore
decided to describe pelvic girdle pain (PGP) and pregnancy related low back pain (PLBP) as PGP. Pelvic
girdle pain postpartum ( PGPP) and pregnancy related low back pain postpartum (PLBP) postpartum we
described as PGPP.
In the SR there was a great diversity on follow up terms used by different studies. Follow up time variated
between 6 weeks and 6 months. If more long time follow up term studies could have been included we might
have been able to gather more evidence on risk factors on consistent long term PGPP.
Taking our results into account, as a prevention strategy we would recommend clinicians to start monitoring
women at the beginning of their pregnancy or even, if possible, when planning to get pregnant.

CONCLUSIONS
Risk factors predicting PGPP are a history of low back pain, PGP in pregnancy, pre-pregnancy BMI>25,
depression in pregnancy and women having a heavy workload Since multivariate analysis was not possible,
these outcomes should be treated with care, because interaction between the risk factors could not be taken
into account. More methodological high quality research is necessary
DISCLOSURE STATEMENT
This SR was funded by the Netherlands Pelvic Physical Therapy Association (NVFB). There is no role of
funding sources in this study or report and the authors report no conflict of interest
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72 – THE INFLUENCE OF VAGINAL NATIVE TISSUE REPAIR (VNTR)ON
PATIENTS QUALITY OF LIFE.
Ewa Rechberger (1) - Wróbel Andrzej (1) - Skorupska Katarzyna (1) - Wojtas Malgorzata (1) - Miotla Pawel (1) - Kulik-rechberger Beata
(2)
- Rechberger Tomasz (1)
Medical University of Lublin, SPSK Nr 4 Lublin, Lublin, Poland (1) - Medical University of LUBLIN, DSK Lublin, Lublin, Poland (2)

INTRODUCTION AND AIM OF THE STUDY
The demographic trends clearly show the aging of highly developed societies. This implies an increase in the
need for reconstructive pelvic surgery aimed not only at anatomical restoration, but also functional
improvement of the pelvic floor organs (urinary and fecal incontinence and sexual function as well). In the case
of advanced pelvic organ prolapse (grades III and IV of the POP-Q classification) the only really effective
procedure is reconstructive surgery. It has been shown that although the majority of women accept short-term
use of pessaries for the temporary treatment of POPs, this method is not accepted in long-term use due to
lack of permanent effectiveness. Clinicians should also remember that even some vaginal native tissue repair
(VNTR) may be associated with higher rates of recurrence when compared to synthetic mesh repairs, it is
outweigh by obvious fact that POP surgery with synthetic mesh has definitely higher postoperative
complication rates often requiring additional surgical interventions [1]. Keeping above in mind the aim of this
study was to assess the influence of VNTR surgery in patients with symptomatic pelvic organ prolapse (POPQ II-III) on the general quality of life.

MATERIALS AND METHODS
The study protocol was conducted in accordance with the European Communities Council Directive of 22
September 2010 (2010/63/EU) and Polish legislation acts and was approved by the Local Ethics Committee
(KE-0254/75). Before inclusion all patients gave written informed consent for the participation in the study. The
main inclusion criterium was the diagnosis of symptomatic pelvic organ prolapse (mainly bulging) in the
second or higher degree according to the Pelvic Organ Prolapse Quantification System (POP-Q) with or
without coexisting clinical or latent stress urinary incontinence (SUI). The study involved 102 patients treated in
the II Chair and Department of Gynecology of the Medical University in Lublin from January to August 2018.
The choice of the VNTR surgery followed the current guidelines [2].Validated in polish version of P-QoL
questionnaire was used to assess the impact of VNTR surgery on the POP related quality of life of the patients
6 weeks and 6 months after procedure [3]. Scores in each domain range between 0 and 100. A high total
score indicates a greater impairment of quality of life, while a low total score indicates a good quality of life.
The surgical technique included an anterior median longitudinal colpotomy and placement of two layers of 2–0
synthetic absorbable sutures at the pubocervical fascia. The surplus of the vaginal epithelium was removed
and the vaginal mucosa was closed with continuous absorbable suture. The repair of posterior defect was
done by reconnection of rectovaginal fascia to the uterosacral ligaments at the top of the vagina and finally
sutured posterior vaginal wall to the iliococcygeus fascia and muscle inferiorly to the ischial spines. At the end
of surgery reconstruction of the perineal body was performed. Statistical analysis was performed with
Statistica package version 12.0 (StatSoft Inc., ulsa, OK, USA) using t-Student test and p < 0.05 was
considered as a statistically significant.

RESULTS
All women completed the P-QoL questionnaire before as
results are presented in Table 1.
Table 1. Results of Prolapse quality of life questionnaire
VNTR surgery.
Domains
Mean score Mean score Mean score
before the 6
weeks 6
months
surgery
after
the after
the
surgery
surgery
General
Health
Perceptions
Prolapse
Impact
Role
Limitations
Physical
Limitations

well as 6 weeks and 6 months after surgery. The
(P-QoL) before, 6 weeks and 6 months after the
P
Before
vs
6weeks
after
the
surgery

P
Before
vs
6
months after the
surgery

P
6 weeks vs 6
months after
surgery

57,60

58,33

56,86

0,160

0,276

0,129

40,85

43,14

41,18

0,081

0,431

0,029

47,22

45,42

33,99

0,175

0,000

0,000

50,65

43,14

34,64

0,001

0,000

0,003
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Social
Limitations
Personal
Relationships
Emotions
Sleep
/
Energy
Severity
Measures

33,33

24,84

19,28

0,000

0,000

0,007

46,24
49,56

50,16
41,94

45,10
37,25

0,048
0,000

0,374
0,000

0,044
0,056

32,52

26,47

19,93

0,001

0,000

0,007

35,54

13,40

17,32

0,000

0,000

0,038

There was statistically important differences between all domains of PQol questionnaire in 6 months follow-up
however as expected patients General Health Perceptions was not statistically improved after VNTR.

INTERPRETATION OF RESULTS
VNTR is very safe and effective method of surgical treatment of symptomatic POP. It should be used as a first
choice when considering reconstructive surgery in patients with advanced POP

CONCLUSIONS
VNTR surgery effectively improved POP related quality of patients life.

REFERENCES (max. 3)
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73 - PECTOPEXY AS AN OPTION FOR APICAL PROLAPSE REPAIR PERI- AND POSTOPERATIVE COMPLICATIONS ACCORDING TO THE
CLAVIEN-DINDO CLASSIFICATION.
Paulina Szymczak (1) - Magdalena Emilia Grzybowska (1) - Dariusz Grzegorz Wydra (1)
Medical University of Gdańsk, Department of Gynecology, Gynecological Oncology and Gynecological Endocrinology, Gdańsk,
Poland (1)

INTRODUCTION AND AIM OF THE STUDY
The aim of the study was to investigate pectopexy in terms of peri- and postoperative adverse events
according to Clavien-Dindo classification1, to asses perioperative data in women with simultaneous
laparoscopic supracervical hysterectomy (LASH) procedure during pectopexy and in women after previous
supracervical or total hysterectomy.

MATERIALS AND METHODS
A retrospective study was performed in 51 patients between May 2017 and June 2019, dichotomized into two
groups: Group A - patients who underwent simultaneously LASH during pectopexy and Group B - patients who
underwent supracervical or total hysterectomy before pectopexy. Medical history was taken, patient
characteristics: age, body mass index, parity, menopausal status, urinary incontinence (UI) and previous pelvic
organ prolapse (POP) surgery were analyzed. Patients underwent POP assessment with POP-Quantification,
symptomatic POP-Q stage II-IV patients were included. Surgical information (operative time, pre- and
postoperative hemoglobin level, length of hospital stay, reoperation and rehospitalization rates), complications
(Clavien-Dindo) and UI after surgery were collected. Continuous variables were expressed as mean, median
and interquartile range, categorical were described as percentages of the total group. A p-values of <0.05
were considered as statistically significant. Data were tested using Pearsons chi-square, U Mann Whitney and
Wilcoxon signed-rank tests.

RESULTS
Out of 51 patients: 2 (3.8%) were diagnosed with POP-Q II stage, 40 (78.4%) – POP-Q III and 9 (17.3%) –
POP-Q IV. The mean operative time was 156.3 min, and hospital stay after surgery was 2.5 days. The mean
hemoglobin level was 13.5 g/dl preoperatively and 11.9 g/dl postoperatively (p<0.001). Previous surgery was
reported in 18 (35.3%) patients due to POP, 7 (13.5%) due to UI, 8 (15.4%) patients had hysterectomy and 5
(99.6%) had supracervical hysterectomy.
The groups did not differ significantly in terms of age, BMI, parity and menopausal status (Table 1). There was
no difference in the operative time and length of hospital stay after surgery. UI was reported in 29 (76.3%) and
10 (76.9%) patients before surgery and in 26 (68.4%) and 9 (69.2%) after surgery in group A and B,
respectively (p>0.05). De novo stress UI occurred in 2 (5.3%) patients with concomitant LASH and in 1 (7.7%)
patient with previous supracervical hysterectomy (p >0.05). Hemoglobin levels were significantly lower after
surgery in both groups (p<0.01).
The Clavien-Dindo complication rates did not differ between group A – 7 (18.4%) and B – 2 (15.4%), p=0.80.
The Clavien-Dindo grade I was 15.8% vs 7.7% (p=0.46) and grade III was 2.6% vs 7.7% (p=0.42), for group A
and B respectively. In group A, 2 wound complications were observed (skin injury around trocar insertion,
inflammation), 1 hematoma in Douglas pouch, 1 cutaneous emphysema of labia majora, 2 patients required
intravenous diuretics, 1 body itching required intravenous antihistamine drugs,1 subconjunctival bleeding and
1 bradycardia after surgery. In group B, 1 bowel injury sutured immediately and 1 atrial fibrillation after surgery
were observed. None of the patients required laparotomy conversion. Reoperations due to POP were reported
only in group A i.e.: 5 (13.2%) patients required additional repairs in other compartments (1 anterior, 1
posterior and 3 anterior and posterior colporrhaphies) and 2 (5.3%) patients had relapse of apical prolapse.
There was no operative mortality.
Table 1 Characteristics of the study groups
Group A
Simultaneous LASH during
pectopexy
(n=38)

Age (years)

66.0 [IQR 58.5-68.3]

BMI (kg/m2)

27.5 [IQR 25.0-31.3]

Group B
Previous
supracervical or
total
hysterectomy
(n=13)
65.0 [IQR 61.069.0]
29.0 [IQR 23.5-

P

0.86a
0.84a
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30.5]
140.0 [IQR 120.0Operative time (mins)
152.5 [IQR 133.8-176.3]
165.0]
Parity
2.0 [IQR 2.0-3.0]
2.0 [IQR 2.0-3.0]
13.9 [IQR 12.7Hemoglobin preoperative (mg/dl)
13.6 [IQR 12.8-14.0]
14.4]
11.9 [IQR 11.7Hemoglobin postoperative (mg/dl)
11.9 [IQR 11.3-12.4]
12.6]
Hospital stay after surgery (days)
2.0 [IQR 2.0-3.0]
2.0 [IQR 2.0-3.0]
Menopausal status
33 (86.8%)
13 (100.0%)
II
1 (2.6%)
1 (7.7%)
POP-Q stage
III
33 (86.8%)
7 (53.8%)
preoperative
IV
4 (10.5%)
5 (38.5%)
None
29 (76.3%)
10 (76.9%)
Mixed UI
1 (2.6%)
1 (7.7%)
UI
before
OAB
1 (2.6%)
0 (0.0%)
surgery
Occult UI
1 (2.6%)
0 (0.0%)
SUI
6 (15.8%)
2 (15.4%)
None
26 (68.4%)
9 (69.2%)
De novo SUI
2 (5.3%)
1 (7.7%)
UI
after
Mixed UI
3 (7.9%)
0 (0%)
surgery
OAB
1 (2.6%)
1 (7.7%)
SUI
6 (15.8%)
2 (15.4%)
CD I
6 (15.8%)
1 (7.7%)
0
0
Complications CD II
in
Clavien- CD III
1 (2.6%)
1 (7.7%)
Dindo grade
CD IV
0
0
CD V
0
0
Bowel injury
0 (0%)
1 (7.7%)
Bladder injury
0
0
Wound complications
2 (5.3%)
0 (0%)
Blood transfusion
0
0
Hematoma
1 (2.6%)
0 (0%)
Ileus
0
0
Fever
0
0
Emphysema
1 (2.6%)
0 (0%)
Pain stronger than expected
0
0
Mesh-related complications
2 (5.3%)
0 (0%)
Reoperation
7 (18.2%)
0 (0%)
a – U Mann Whitney test; b – Pearson chi square test, data presented as n (%) or median and IQR

0.43a
0.54a
0.73a
0.59a
0.42a
0.17b
<.05b

0.89b

0.65b

0.46b
0.42b
0.08b
0.40b
0.55b
0.55b
0.40b
0.13b

INTERPRETATION OF RESULTS
LASH procedure during pectopexy did not extend the duration of surgery, was not associated with higher
complication rates and did not prolong the hospital stay. Patients with previous supracervical or total
hysterectomy had lower preoperative POP-Q stage as compared to patients with preserved uterus, which was
statistically significant (p <0.05). Complication rates were low in both groups and were not higher in women
who had undergone LASH or hysterectomy in their past. Mesh complications (5.3%) were observed only in
patients with simultaneous LASH procedure (p=0.40).

CONCLUSIONS
Pectopexy as a method of apical prolapse repair shows low level of complication rates, but may require
additional surgery due to stress UI and repair in other compartments. Vaginal pectopexy seems to be as safe
as cervicopexy.

REFERENCES
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complications: Japan Clinical Oncology Group postoperative complications criteria. Surg Today. 2016
Jun;46(6):668-85.
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74 - CONCORDANCE BETWEEN TRANSVAGINAL ULTRASOUND AND
CYSTOSCOPY IN WOMEN WITH ENDOMETRIOSIS IN THE ANTERIOR
COMPARTMENT
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Francisco Carmona (1) - Montserrat Espuna-pons (1)
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-

INTRODUCTION AND AIM OF THE STUDY
Bladder endometriosis is present in approximately 1% of women with endometriosis, and it is defined as the
presence of endometrial tissue in the detrusor muscle. When an endometriotic nodule is observed by
transvaginal ultrasound (TVUS) in the anterior compartment (anterior cul-de-sac and/or bladder detrusor), a
cystoscopy is usually performed to confirm the aetiology of the nodule and to estimate the distance between
the ureteral orifices and the nodule borders.
Our hypothesis is that TVUS could describe the degree of infiltration of endometriotic nodules in the anterior
compartment, and therefore, predict the results of the cystoscopy. Moreover, patients with more infiltrative
nodules (affecting completely the bladder detrusor or the mucosa) present more symptoms and more severe
disease than women with less infiltrative nodules (affecting anterior cul-de-sac or partially the bladder
detrusor). The aim of the study is to compare the results of the TVUS and cystoscopy in women with
endometriosis in the anterior compartment. Additionally, patients with less infiltrative nodules (Group 1) will be
comparing with those women with infiltrative nodules (Group 2).

MATERIALS AND METHODS
A prospective study was designed, including patients with endometriosis in the anterior compartment who
consecutively attended an Endometriosis Unit of a university tertiary referral centre, from January 2016 to
December 2018. The diagnosis of the endometriosis in the anterior compartment were performed by TVUS,
describing the infiltration of the nodule (anterior cul-de-sac, detrusor partially, detrusor totally with bladder
protrusion, detrusor and mucosa) and its size. Both ureteral meatus were tried to be identified in all cases, and
the rest of focus of pelvic endometriosis were also collected. The presence of hydronephrosis was evaluated
by abdominal ultrasound. All TVUS were performed by two expert sonographers, using the endovaginal probe
(RIC5-9, Voluson V730Expert, GE) for the pelvis and the convex probe (AB2-5, Voluson V730Expert, GE) for
the kidneys.
After the diagnosis, patients were invited to participate in the study, and informed consent was signed.
Demographic and epidemiological variables, symptoms and previous surgeries were obtained: parity, infertility,
haematuria and intensity of symptoms (dysmenorrhea, dyspareunia, dysuria, pelvic pain, dyschezia) using the
Visual Analog Pain Scale (VAS) from 0 to 10. A cystoscopy was performed in all patients by expert urologists,
classifying the procedure in 3 categories: normal, endometriosic nodule affecting detrusor, endometriosis
nodule affecting mucosa.
Concordance between TVUS and cystoscopy were analysed, considering that less infiltrative nodules (cul-desac or partial detrusor) in TVUS would obtain a normal cystoscopy; while more infiltrative nodules (total
detrusor and mucosa) would be observed by cystoscopy. In addition, the presence of symptoms was analysed
comparing women with less infiltrative nodules (Group 1) or more infiltrative nodules (Group 2). Statistical
analysis was carried out using SPSS v19.1. Quantitative variables were compared using Mann-Whitney U-test
whereas qualitative variable were compared using Fisher exact test.

RESULTS
From 2016 to 2018, the two sonographers of the Endometriosis Unit performed TVUS to a total of 2207
women. Endometriosis in the anterior compartment was identified in 22 patients (1% of women), who were
included in the study. The mean age was 35.8%±6.7 years old, only 2 were multiparas, 7 were infertile and 14
referred previous surgeries for endometriosis.
Among the 22 patients, 9 (40.9%) affecting partially the detrusor without mucosal involvement or bladder
protrusion (Group 1) by TVUS. In those 9 women the cistoscopy reported neither mucosal involvement nor
bladder protrusion (Group A), therefore finding a total concordance. TVUS detected 13 (59.1%) nodules with
bladder protrusion, 8 of them (36.3%) with mucosal involvement and 5 without (22.7%). All 13 nodules had
bladder protrusion by cystoscopy (Group B), thus total concordance was observed. One nodule described as
mucosal involvement by TVUS was not confirmed by cistoscopy (5% discordance). The nodules major
diameter mean was 23.95±8.96 mm. Ureteral orifices were identified and not involved in up to 20/22 women
by TVUS, while were identified and not involved in 21/22 women (5% discordance).
Considering symptoms, 14 patients reported dysuria (63%) with a mean severity of 1±2.7 in Group 1 and
5.7±3.5 in Group 2 (p=0.0004). No statistically significant differences were found between groups in the rest of
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symptoms (mean dysmenorrhea 7.60±2.4, dyschezia 3.05±3.7, pelvic pain 2.15±3.2 and dyspareunia
3,95±3.9). Only 4 patients reported haematuria, 3 of them with infiltrative nodules (Group 1). Positive
correlation between the nodule size and the severity of dysuria was observed, however no stadistically
significance was obtained. Finally, only 4 (18.2%) women had signs of hydronephrosis by abdominal
ultrasound, all of them due to retrocervical nodules affecting ureters. BE did not cause hydronephrosis in any
case.

INTERPRETATION OF RESULTS
The infiltration of endometriotic nodules in the anterior compartment could be identified by TVUS, predicting
the findings of the cystoscopy with high precision. Nodules that partially affect the detrusor and do not protrude
into the bladder cavity present normal cystoscopies, which should be avoided. Women with more infiltrative
nodules referred more dysuria than women with nodules that not protrude in the bladder cavity. Bladder
nodules do not usually affect ureteral meatus and do not frequently cause hydronephrosis.

CONCLUSIONS
TVUS can identify the infiltration of the endometriotic nodules in the anterior compartment and the involvement
of the ureteral meatus, with high accuracy in comparison with cystoscopy.
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Figure 1. Image of the anterior nodule affecting partially the detrusor by cystoscopy and TVUS (superior
images); and an infiltrative nodule by cystoscopy and TVUS (inferior images).
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75 - A NOVEL INCISION-FREE DEVICE FOR TRANSVAGINAL APICAL
PELVIC ORGAN PROLAPSE REPAIR
Henry Chill (1) - Nathan Joseph (2) - Roger Goldberg (3) - Douglas Scherr (4) - David Shveiky (1)
Hadassah Hebrew University Medical Center, Hadassah Hebrew University Medical Center, Jerusalem, Israel (1) - Bruce and
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INTRODUCTION AND AIM OF THE STUDY
Achieving apical support is considered the keystone of pelvic organ prolapse repair. The purpose of this study
was to present the feasibility and potential clinical advantages of the Apyx, a minimally invasive incision-free
anchoring device, for apical prolapse repair.

MATERIALS AND METHODS
We conducted an experimental prospective animal and cadaver study at a tertiary care teaching hospital. The
Apyx device was tested on ovine and porcine models. Pullout force needed to detach the Apyx anchor from
the sacrospinous ligament (SSL) was measured. Safety, reliability, and feasibility were also tested. The
precision in deployment of the Apyx device to the SSL was tested via palpation by the surgeon and tissue
dissection. Efficacy was tested both by pullout forces and histological analysis of the vaginal attachment to the
SSL.

RESULTS
Forty-two anchors were inserted into the sacrospinous ligaments on ovine and porcine models as well as on
cadaver sacrospinous ligaments. No abnormalities or malfunctions were noted in the functional performance of
the anchors or the retrieval device. Mean pull-out force for the ovine animal model was 38.64N ±2.80. Pull-out
force in the porcine model was found to be in correlation with the values observed in the ovine model. None of
the measured forces were below 20 N. Accuracy and safety tests showed good consistency when deploying
the Apyx device to the sacrospinous ligament with no damage to surrounding organs in the ovine as well as in
the human cadaver model. Histology demonstrated biological adhesion characterized by a gross assessment
of a newly formed, firm fibrotic tissue 12 weeks after anchor deployment.

INTERPRETATION OF RESULTS
The device described in this study represents the first to enable a truly incision-free procedure for vaginal
apical suspension. The ovine model established its consistent application and the ability for retrieval of suture
and anchor. Furthermore, we demonstrated that this anchoring system creates strong adhesion between the
vaginal wall and the SSL despite the lack of surgical dissection. Histological findings show that the attachment
is provided by newly-formed firm fibrotic tissue between the vaginal wall and the ligament. The human cadaver
evaluation verified the ability to reliably and successfully place the anchors into the desired location within the
sacrospinous ligament.

CONCLUSIONS
The Apyx anchoring system, demonstrated an anatomically feasible, easy-to-use procedure for suspending
the vaginal apex to the sacrospinous ligaments. Its clinical safety, efficacy, and impact on patient symptoms
and quality of life, should be further studied.
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76 - LONG-TERM FOLLOW-UP OF NATIVE TISSUE ANTERIOR
VAGINAL WALL REPAIR: DOES THE POP-Q STAGE REALLY REFLECT
PATIENTS’ SATISFACTION RATE?
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INTRODUCTION AND AIM OF THE STUDY
To assess the long-term objective recurrence, subjective recurrence and satisfaction rate after native tissue
anterior vaginal wall repair (anterior colporrhaphy - AC).

MATERIALS AND METHODS
Patients who had AC with or without concomitant posterior colporrhaphy (PC) at our facility between years
2011 and 2014 were included in this follow-up study. Medical history and gynaecological examination with
POP-Q assessment were performed. Patients filled out validated questionnaires (UIQ-7, CRAIQ-7, POPIQ-7,
PFIQ-7, POPDI-6, CRADI-8 and UDI-6) and evaluated their satisfaction with the procedure (unsatisfied,
poorly, moderately, very and extremely satisfied). Data regarding the preoperative POP-Q stage, type of
surgery (AC with or without PC), type of anaesthesia (general, regional or local), and the surgeon were
obtained from our hospital computer database. IRB approval was obtained for this study.
Objective recurrence was defined as anterior compartment prolapse stage ≥2 assessed by the POP-Q system.
Subjective recurrence was defined as positive response to the question, “Usually have a bulge or something
falling out that you can see or feel in your vaginal area?” (question 3 on the POPDI-6). Data was analysed
using SPSS Statistics programme. Statistical analysis included descriptive statistics and non-parametric tests
to compare the data between and within groups. Statistical significance was set at p<0.05.

RESULTS
Seventy out of 137 patients attended the check-up (51.1% response rate). Two patients were excluded from
the analysis because they had another surgical procedure after primary surgery due to central compartment
prolapse. Of the remaining patients, 50 had AC and 18 had AC and PC. Patients were operated by seven
different surgeons, all of them using similar technique. Surgeries were done under general, regional and local
anesthesia in 57.4% (39/68), 4.4% (3/68) and 38.2% (26/68), respectively.
Mean patients' age was 59.8±9.6 [range 37-85] years, mean BMI 27.4±4.1 [20.4-38.7], mean vaginal parity
2.2±1.2 [0-7] and mean follow-up period 74.1±2.6 [54-98] months. Mean values of validated questionnaires
were as follows: PISQ-12 12.1±7.2 [0-38], UIQ-7 18.9±25.7 [0-100], CRAIQ-7 12.8±22.5 [0-95.1], POPIQ-7
11.2±21.3 [0-90.4], PFIQ-7 40.7±62.3 [0-266.4], POPDI-6 15.9±22.3 [0-100], CRADI-8 12.8±20.8 [0-100], UDI6 24.9±28.8 [0-100], PFDI-20 52.4±60.9 [0-300].
Preoperative and postoperative anterior wall POP-Q stages are presented in Table 1. As seen from the table,
objective recurrence rate was 86.8%. All recurrences were site-specific (cystoceles). Subjective recurrence
rate was 31.3%. All patients except one (98.5%) were satisfied with the procedure. Out of these, 4.4% (3/67)
were slightly, 16.4% (11/67) moderately, 59.7% (40/67) very and 17.9% (12/67) extremely satisfied.
Table 1: Preoperative and postoperative anterior
compartment POP-Q stages

Anterior
compartment POP-Q Preoperatively
stage
(percentage)]
0
0
1
0
2
20* (42.6%)
3
27* (57.4%)
4
0

Postoperatively
[No. [No. (percentage)]
0
9 (13.2%)
57 (83.8%)
2 (2.9%)
0

*Preoperative anterior compartment POP-Q stage data was
missing for 21 patients

When comparing patients with and without anatomical recurrence, we found no statistically significant
differences between different surgeons, age, follow-up period, type of anaesthesia, BMI, comorbidities,
menopause, vaginal parity, local oestrogen therapy after surgery, hormonal replacement therapy, pelvic
muscle strength, preoperative C point, and questionnaire scores. There was significantly less recurrences in
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patients who had concomitant PC compared to those with AC only (p-value=0.48). However, preoperative
point Ba in group with concomitant PC was more favourable, although not statistically significant (pvalue=0.053) and there was no difference in satisfaction rate in both groups.
When comparing patients with and without subjective recurrence, we found no statistically significant
differences between different surgeons, age, follow-up period, type of anaesthesia, BMI, comorbidities,
menopause, local oestrogen therapy after surgery, hormonal replacement therapy, pelvic muscle strength,
preoperative Ba point, preoperative C point. There was significantly higher score in UDI-6 questionnaire (pvalue=0.43) in group with subjective recurrence. In the group of patients with objective recurrence, 34.5%
(20/58) had also subjective recurrence.
Moreover, preoperative point Ba of the POP-Q system was identified as an independent prognostic factor for
cystocele recurrence, but not for subjective recurrence or satisfaction with the procedure. Point Ba elevated
significantly for 2.28±1.3 cm [range 1.9-2.6 cm] when comparing preoperative and postoperative values. The
patient that was unsatisfied with the procedure had a Ba difference of zero, while others had mean Ba
difference of -2.3 cm. Point C elevated significantly in patients who underwent AC only (1.6 ± 2.4 cm [0.7-2.5],
p-value<0.01), but not in patients with AC and PC (0.3 ± 1.2 cm [-0.37-+1.1], p-value=0.29). Most patients
(98.5%) would recommend the procedure to their friend.

INTERPRETATION OF RESULTS
Our results show very high long-term satisfaction rate of anterior vaginal wall repair, as 77.6% of patients were
very or extremely satisfied with the procedure. This is in contrast with relatively high objective recurrence rate,
which was 86.8%. However, only 34.5% of patients with objective recurrence had concomitant subjective
recurrence. In our opinion, the POP-Q system stage after surgery does not appropriately reflect patients’
satisfaction rate. We propose that the difference in the preoperative and postoperative point Ba value could
represent a better indicator for procedure success. Moreover, concomitant posterior colporrhaphy resulted in
less objective recurrences. In addition, our results suggest that correction of anterior compartment might result
in elevation of the central compartment. However, studies with higher number of patients would be necessary
to confirm this findings.

CONCLUSIONS
Native tissue anterior vaginal wall repair (anterior colporrhaphy) is a procedure with high long-term satisfaction
rate, even though objective recurrence rate is high.
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77 - MORE THAN A SACROSPINOUS LIGAMENT FIXATION FOR
PROSTHETIC TREATMENT OF UTERO-VAGINAL PROLAPSE: A SIXPOINT FIXATION MESH.
Erika Mangano (1) - Sandrine Campagne-loiseau (2) - Sandra Curinier (2) - Aslam Mansoor (3)
Università degli Studi di Milano, ASST Fatebenefratelli-Sacco, Milano, Italy - CHU Estaing, Clermont Ferrand, France
Estaing, CHU Estaing, Clermont-Ferrand, France (2) - CH Issoire, CH Issoire Paul Ardier, Issoire, France (3)

(1)

- CHU

INTRODUCTION AND AIM OF THE STUDY
The aim of this study is to describe the safety and anatomical results of a surgical approach with a single‐
incision 6‐point fixation vaginal mesh for the treatment of pelvic organ prolapse.
TAB.1 Population description pre-op
Age (years), mean  SD
BMI (kg/m2), mean  SD
Previous hysterectomy, n (%)
Previous colporrhaphy, n (%)
Previous surgery for urinary incontinence, n (%)
Pluriparous, n (%)
Maximum birthweight (g), mean  SD
Operative delivery
Vacuum
Forceps
Stress test positive, n (%)
Recurrent UTI or pyelonephritis, n (%)
Urgency, n (%)
Stress incontinence, n (%)
Dysuria, n (%)
Follow-up (months), p50 p25; p75

MATERIALS AND METHODS

Total (n=85)
73.4  8.6
25.3  4.3
20 (23.5%)
16 (18.8%)
8 (9.41%)
60/82 (73.2%)
3518  542.7

This was a bicentric retrospective study. All patients who
underwent a surgery including use of six-arms single-incision
mesh were included in the study (n=85, statistical description
in tab.1) from February 2016 to December 2018. The main
surgical procedure was the suspension of anterior and apical
4/68 (5.9%)
7/68 (57%)
compartment through a six-arm mesh which was attached
38/79 (48%)
bilaterally to the sacrospinous ligament, tendinous arch of
13/84 (15.5%)
57 (67%)
pelvic fascia and the midpoint between them. Every patient
31 (36.5%)
signed the consent of using her own clinical data for research
57 (67%)
4 3; 7
purposes. The only exclusion criteria was the missing
gynecological follow up after surgery. To evaluate the anatomical correction we use physical examination with
a POP-Q staging classification of genital prolapse before and after surgery1. Before surgery we did
urodynamics exam and ultrasonographic study to all patients. Less than half of our population completed preop and post-op questionnaires (PFDI-20; PFIQ-7; PISQ-12) thus we chose not to include them in statistical
analysis.

RESULTS
2 Surgical procedure
Total=84
The retrospective study included 84 patients from 2 TAB.
Six-arms protheses attached to vaginal cuff, n(%)
21 (25%)
different hospitals of the same region. One patient Six-arms protheses attached to the cervix (uterine conservation), n(%)
63 (75%)
surgical procedure
was excluded. The follow up was from 1 to 19 Concomitant
Posterior compartment correction, n(%)
66 (78.5%)
Vaginal hysterectomy, n(%)
1 (1.2%)
months. 75 % of the procedures were done -Transobturator TVT or retropubic TVT, n(%)
28 (33.3%)
maintaining uterine conservation, attaching the Blood loss (ml)
25 25; 50
Duration surgery (min)
120 105; 150
protheses to the cervix. Frequently the use of the
six-arms protheses was part of a more complex surgical procedure, as shown in tab.2.
The anatomical correction was significant (p<0.002) for the anterior compartment (POP-Q’s point, bA),
posterior compartment (POP-Q’s point, bP) and vaginal apex/uterine cervix (POP-Q’s point, C) as described in
tab.3.
Major complications, grade III shown in the tab.4 of
PrePostTAB.3 POP-Q classification
p
operative
operative
Dindo-Clavien2 complication’s classification, occurred
bA
only in 2 patients (2.4%). Mesh exposition occurred
C
5 3; 7
-3 -3; -2
p<0.001
only in 4 patients (4.8%) and only one of them was
0 -2; 5
-6 -7; -6
p<0.001
Gh
operated for persisting exposition (1,2%), shown as IIIB
p<0.001
3.5 3; 4
2.5 2; 3
p<0.001
-1 -2; 1
-3 -3; -2
Dindo-Clavien complication in tab.4.
We registered 3
bP
cases of retraction of an arm of the protheses which is
painful under gynecological inspection (3,6%), only one among them patient was sexually active.

TAB.5 Urinary symptoms post-op
Stress incontinence – without patient’s discomfort, n(%)
Stress incontinence – treatment necessary, n(%)
De novo: TVT, n(%)
Persistent: Augmenting tension of previous TVT, n(%)
Urgency incontinence – treatment necessary, n(%)
Dysuria, n(%)
Urinary retention, n(%)

Tot=84
29 (34.5%)
5 (5.9%)
(4.8%)
(1.2%)

4
1

25 (29.8%)
2 (2.4%)
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TAB.4 Dindo-Clavien classification
no complications
I
I-D
II
III A_D
III B

0 (0%)
Paravescical hematoma, bladder pain ( both spontaneously solved)
three incomplete voiding of bladder (spontaneously solved), perianal hematoma
protheses exposition solved with local estrogens
vesico-uterine hematoma (surgery for drainage and antibiotic prophylaxis for infection)
persistent exposition of the meshes (surgery for meshes ablation/removal)

Tot=84
75 (89.3%)
2 (2.4%)
4 (4.8%)
1 (1.2%)
1 (1.2%)
1 (1.2%)

Urinary symptoms after surgery (tab.5) are improved comparing to pre-operative ones.
In 4 cases (4.8%) we had to treat postoperatively for de novo stress urinary incontinence (SUI) using a
suburethral sling. In 1 patient (1.2%) we augmented tension of the sling, already inserted during surgery,
because of a persistent stress urinary incontinence.
64.7% of pre-operative dysuria and urgency were solved after surgery. 3 cases (3.6%) of augmented bladder
residual volume were solved spontaneously within maximum 9 months; no cases of urinary retention. All de
novo urgency urinary incontinence (UUI) were solved with medical therapy.

INTERPRETATION OF RESULTS
Systematic reviews report rates of mesh erosion ranging from 1.4-19% at the anterior vaginal wall and 3-36%
when placed in multiple compartments and rates of revision ranging from 3 to 8% 3.
Thus our retrospective study demonstrates that rates of exposition/revision of the six-arms mesh are lower
than expected. This could be due to the short term of follow up we obtained, so this initial result has to be
verified with a longer follow up until 5 years post operative. The anatomic correction is significant and even
urinary symptoms get better with very few cases of the novo UUI and SUI.

CONCLUSIONS
Our retrospective study demonstrates that this six-arms mesh is safe in a short time period and it let to obtain
an appropriate anatomic correction even saving the uterus. We are planning to complete our data with a
longer follow up, but even these initial results are meaningful for the use of this particular prothese.
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78 - PHYSIOTHERAPY AS FIRST LINE TREATMENT OF STRESS
URINARY INCONTINENCE IN PHYSICALLY ACTIVE WOMEN – A
RANDOMIZED CONTROLLED TRIAL
Masha Ben Zvi (1) - Hadas Ganer Herman (1) - Maya Arad (1) - Netta Beyar (1) - Jacob Bar (1) - Shimon Ginath (1)
Department of Obstetrics and Gynecology, Wolfson Medical Center, and Sackler Faculty of Medicine, Tel Aviv University, Holon,
Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Stress urinary incontinence has an impact on quality of life and negative influence on athletic performance.
Pelvic floor muscle training (PFMT) is an exercise program to improve pelvic floor muscle strength and
endurance. It is widely used in the treatment of women with stress incontinence. The aim of this study was to
evaluate the effect of PFMT on stress urinary incontinence in physically active women practicing competitive
sports.

MATERIALS AND METHODS
Seventy physically active parous women playing Catchball in an official Israeli competitive league, suffering
from SUI, were randomized to two groups - the study group was instructed to PFMT three times daily for a
period of four months, while the control group underwent no intervention. UDI-6 questionnaires evaluating the
severity of urinary incontinence, performed before and on completion of the four months muscle training period
were obtained, and scores compared between the groups.

RESULTS
Fifty-six women were enrolled and randomized - 25 to the PFMT group and 31 to the control group. Among the
PFMT group, 24 of 25 patients (96.0%) performed the exercises. Physiotherapy was performed a median two
times per week. A significantly higher rate of patients in the PFMT group reported a subjective improvement of
symptoms (68% vs. 29%, p=0.003). The reduction in the UDI6 scale was also significantly higher following
intervention (p 0.03) [Table 1].

CONCLUSIONS
PFMT for 16 weeks in physically active parous women suffering from SUI reduced incontinence symptoms.
The vast majority of women adhered to the program.
Table 1. Baseline questionnaire answers for the PFMT and control groups
PFMT group
n=25

Control
group
n=31

P

Frequent urination, median (IQR)

2 (0-3)

0 (0-1)

0.006

Incontinence related to urgency, median (IQR)

0 (0-3)

0 (0-3)

0.79

Incontinence related to sneezing, coughing or
laughing, median (range)

4 (3-4)

3 (2-4)

0.08

Leakage of small amounts of urine, median
(IQR)

2 (0-4)

2 (0-4)

0.77

Difficulty emptying the bladder, median (IQR)

0 (0-0)

0 (0-0)

0.68

Lower abdominal or genital pain/ discomfort,
median (IQR)

0 (0-2)

0 (0-0)

0.02

Frequent urination, median (IQR)

0 (0-2)

0 (0-1)

0.23

Incontinence related to urgency, median (IQR)

0 (0-2)

0 (0-3)

0.90

Prior to intervention:

Following intervention:
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Incontinence related to sneezing, coughing or
laughing, median (IQR)

3 (2-3)

3 (2-3)

0.40

Leakage of small amounts of urine, median
(IQR)

2 (0-3)

3 (2-4)

0.008

Difficulty emptying the bladder, median (IQR)

0 (0-0)

0 (0-0)

0.69

Lower abdominal or genital pain/ discomfort,
median (IQR)

0 (0-0)

(0-0)

0.20

Frequent urination, average ± SD

0.64±1.4

0±1.0

0.06

Incontinence related to urgency, average ± SD

0.32±1.5

0.38±1.6

0.87

Incontinence related to sneezing, coughing or
laughing, average ± SD

0.88±1.1

0.25±0.92

0.03

Leakage of small amounts of urine, average ±
SD

0.4±3.7

-0.6±1.5

0.02

Difficulty emptying the bladder, average ± SD

0±1.3

0±0.4

0.79

Lower abdominal or genital pain/ discomfort,
average ± SD

0.5±1.2

0±0.3

0.14

Overall
subjective
symptoms, n (%)

17 (68.0%)

9 (29.0%)

0.003

Reduction
in
intervention:

symptoms

following

improvement

of

SD: standard deviation, n: Number.
IQR – interquartile range (All results on a 4-point scale)
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79 - A COMPARATIVE STUDY OF COLPOCLEISIS VS. VAGINAL
HYSTERECTOMY FOR THE TREATMENT OF ADVANCED PELVIC ORGAN
PROLAPSE
Yoram Abramov (1)
Carmel Medical Center, Carmel Hospital, Haifa, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Obliterative vaginal procedures such as colpocleisis are generally reserved for elderly women with advanced
pelvic organ prolapse (POP) and multiple comorbidities who are not engaged in vaginal intercourse (1). These
procedures are less invasive and better tolerated by frail, elderly women than reconstructive procedures (218). To date, only one comparative study has been published evaluating colpocleisis vs. vaginal hysterectomy
(VH) for the treatment of advanced POP. The aim of the current study was to compare short and long term
outcome of VH vs. colpocleisis for the treatment of advanced POP.

METHODS
Hospital and outpatient charts of all patients who underwent VH or colpocleisis at our institution between
January 2006 and December 2015 were reviewed and clinical data were obtained and analyzed.

RESULTS
Information from the Carmel Lady Davis Medical Center inpatient and outpatient medical records was
analyzed in a retrospective manner. A total of 188 patients who underwent VH and 32 patients who underwent
colpoclesis were identified. Thirteen patients were excluded for not meeting inclusion criteria. The mean age of
the study population was 70.6 ± 6.7 years. The colpocleisis group was significantly older than the VH group
(79.5 ± 4.5 vs. 69 ± 6.1 years respectively, P < 0.0001) whereas parity was significantly higher in the VH group
[3 (2-4) vs. 2 (1-3) respectively, P < 0.022]. Patients belonging to the colpocleisis group presented with
significantly higher comorbidities including diabetes, hypertension and ischemic heart disease. These patients
also had lower rates of OAB [12.5% vs. 45.5%, p < 0.0001], and a higher degree of uterine prolapse [4 (2 - 4)
vs. 3 (1 - 4), p < 0.0001], cystocele [3 (1 - 4) vs. 2 (0 - 4), p = 0.004], and rectocele [2.9 (1 - 4) vs. 2.1 (0 - 4),
p<0.0001] . While none of the patients from the colpocleisis group underwent additional procedures for POP
repair, 94% of the patients from the VH group underwent concomitant anterior colporrhaphy and 61%
underwent concomitant posterior colporrhaphy. All patients from the latter group also underwent McCall’s
culdoplasty. In contrast, concomitant TVT was performed more frequently among the colpoclesis as compared
to the VH group (68% vs. 46% respectively, p = 0.022). Perioperative blood loss was significantly lower (250 ±
7.6 mL vs. 300 ± 115 mL, p < 0.0001) and postoperative hospitalization was significantly shorter (2 ± 2.7 vs. 3
± 2.2 days, p = 0.015) among the colpocleisis group (Table I). While none of the patients from the colpocleisis
group required an indwelling urinary catheter after their discharge from the hospital, 27.5% of the patients from
the VH group were discharged with an indwelling catheter (p = 0.001). Finally, total postoperative complication
rates were significantly lower among the colpocleisis as compared to the VH group (25% vs. 31% p < 0.0001).
Long term data was available for 144 patients from the VH group and 17 patients from the colpocleisis group,
with a mean follow up time of 24 months. Objective recurrence of POP (≥ 2 nd degree) was significantly more
common among the VH group (7% vs. 0% and 21% vs. 0% for the anterior and posterior compartments,
respectively, p = 0.04), whereas subjective recurrence rates (2.8% vs. 0% respectively, p > 0.99) were not
significantly different between the two groups (Table II). While postoperative resolution of both OAB (70% vs.
52%, p = 0.1) and SUI (95% vs. 94%, p = 0.56) were similarly common in both groups, de novo occurrence
rates were similarly low in both groups (0.2% vs. 0%, p = 0.1 for OAB and 0.7% vs. 0%, p = 0.56 for SUI).
While postoperative resolution of fecal incontinence (11% vs. 3%, respectively) was significantly more
common among the colpocleisis group, de novo occurrence of this problem (0% vs. 1.4%, respectively) was
significantly less common among this group (p = 0.015). Resolution of constipation (29% vs. 32%) was more
common among the colpocleisis group, while de novo occurrence of this problem (5% vs. 9%) was less
common among this group, however these differences were not statistically significant (p = 0.2) (Table II).

CONCLUSION
Compared to VH, Colpocleisis is associated with lower perioperative morbidity, faster recovery higher
anatomic success rates and improved quality of life.
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Table I: Peri and Postoperative Course
Vaginal Hysterectomy
(n = 175)

Colpocleisis
(n = 32)

P

Hospital stay (days)
Perioperative blood loss (mL)
Time with a catheter (days)
Fever ( ≥ 38◦c)
Pelvic infection
Pelvic hematoma
Cardiac complications
Vascular complication
Readmission in one month

3 (1.2)
300 ± 115
3 ± 4.5
19 (11.4)
4 (2.4)
9 (5.4)
4
(2.4)
4 (2.4)
12 (7.3)

2 (6.3)
250 ± 7.6
3 ± 0.3
2 (6.5)
1 (3.1)
2 (6.3)
0
0
1 (3.1)

0.012*
0.022
0.001*
0.539
0.589
0.692
> 0.99
> 0.99
0.698

Total complication

54 (31)

8 (25)

< 0.0001*

Values are presented as mean ± SD, median (range) or no (%).
* Statistically significant difference
Table II: Long Term Postoperative Outcome
Vaginal Hysterectomy
Colpocleisis
P
(n = 144)
(n = 17)
Subjective
POP 4 (2.8)
0 (0)
> 0.99
recurrence
Objective
POP
recurrence
Anterior *
10 (7)
0 (0)
0.04**
Posterior *
30 (21)
0 (0)
0.04**
Apical *
8 (5.7)
0 (0)
0.6
SUI
0.56
Resolved
132 (95)
16 (94)
Remained
6 (4.3)
1 (5.9)
De-novo
2 (0.7)
0 (0)
OAB
0.1
Resolved
100 (70)
9 (52)
Remained
41 (29)
8 (47)
De-novo
3 (0.2)
0 (0)
Constipation
0.2
Resolved
19 (13)
5 (29)
Remained
24 (17)
4 (23)
De-novo
13 (9)
1 (5)
Fecal incontinence
0.015**
Resolved
4 (3)
2 (11)
Remained
2 (1.4)
3 (17)
De-novo
2 (1.4)
0 (0)
Values are presented as mean ± SD, median (range) or no (%). * ≥ 2nd degree * Statistically significant
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80 - THE SURGICAL MANAGEMENT OF CONGENITAL CERVICAL
MALFORMATIONS. SYSTEMATIC REVIEW OF THE POST-OPERATIVE FUNCTIONAL
AND REPRODUCTIVE OUTCOME.
Themistoklis Mikos (1) - Maria Lantzanaki (1) - Dimitrios Vavilis (1) - Grigoris Grimbizis (1)
Aristotle University Of Thessaloniki, Papageorgiou General Hospital, Thessaloniki, Greece

(1)

INTRODUCTION AND AIM OF THE STUDY
The prevalence of Mullerian hypoplasia/agenesis represents 3% of the uterine malformations or 0.1% of the
general populatio. The incidence of congenital agenesis or dysgenesis of the uterine cervix is even lower and
in most of the cases is associated with vaginal aplasia. The conservative surgical management of the young
women with congenital cervico-vaginal malformations remains controversial and hysterectomy still remains as
a popular treatment option (1). According to Rock et al, cervical dysplasia can be further divided into (i)
cervical fragmentation, (ii) fibrous cervical cord where the cervical stroma has been replaced by a fibrous cord,
and (iii) cervical obstruction (2). The aim of the review is to summarize the reconstructive treatment options of
congenital cervical agenesis/dysgenesis, and to present the functional and reproductive outcome after
reconstructive surgery.

MATERIALS AND METHODS
Articles published in PubMed, Medline, Web of Science databases from inception till May 2019 with a
reference to cervical agenesis, cervical aplasia, cervical malformation in the title or abstract were included.
Inclusion criteria: Women with congenital cervical malformation (cervical agenesis/ dysgenesis/ hypoplasia/
aplasia) who underwent reconstructive surgery. Exclusion criteria were (1) no English studies, and (2) no
report of surgical technique or follow-up. Full description of the following parameters was attempted: (a) the
type of cervical malformation, (2) the co-existent vaginal and uterine malformations, (3) the concurrent
endometriosis, (4) the detailed surgical technique, (5) post-operative menstruation, (6) post-operative
pregnancies, (7) major post-operative complications including cases of death. All data were collected in MS
EXCEL. All studies were evaluated according with a specific methodological quality tool for case series and
case reports [3].

RESULTS
All studies was case reports or small case series. 262 cases of congenital cervical malformations were
identified: 24 cases of cervical agenesis with vaginal agenesis, 148 cases of cervical agenesis with normal
vagina, 69 cases of cervical obstruction, 11 cases of fibrous cord, and 10 cases of cervical fragmentation. The
commonest techniques of cervical reconstruction were: utero-vaginal anastomosis (62/262, 24%), uterovaginal canalization (51/262, 19%), anastomosis of the uterus with a synthetic graft neovagina (48/262, 18%),
anastomosis of the uterus with a McIndoe neovagina (24/262, 9%), and anastomosis of the uterus with a
native tissue graft neovagina (20/262, 8%). Successful menstruation was achieved in 239/262 cases (91%),
pregnancy in 58/262 cases (22%), and the follow-up ranged from 1 to 180 months. There were 16/262 (6%)
failures that were not managed with any intervention, 12/262 (5%) cases of failure that were managed with
minimally invasive techniques, 24 (9%) failures that were managed with hysterectomy, and 4/262 (2%) deaths.

INTERPRETATION OF RESULTS
This is the first systematic review of all the published cases of congenital cervical malformations. The overall
quality of data is low and no meta-analysis can be performed. There are numerous techniques attempted in
order to reconstruct the cervical tissue, and the various authors have reported the use of native tissue
materials (amnion, skin, peritoneum) and allografts (SIS, PFTE, PVDF, etc). All techniques share high postoperative menstruation rates (>80%), and the utero-synthetic graft neovagina reconstruction is associated with
94% menstruation rates. Nevertheless, the higher pregnancy rates have been reported after utero-vaginal
anastomosis and utero-vaginal canalization in the cases of isolated cervical agenesis without vaginal aplasia.
Hysterectomy is necessary for the 10% of these patients because of serious complications.

CONCLUSIONS
It appears that the conservative reconstruction of the female reproductive tract in cases of cervical
agenesis/dysgenesis is associated with high rates of functional outcome in terms of menstruation, partial
restoration of fecundity in the fifth of these cases, small rates of hysterectomy and minimal rates of devastating
results (<2% of surgery-associated deaths).
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81 - WHEN LASERS GO WRONG ...
Joanna Ghigo (1) - Melissa Marie Formosa (2)
Mater DEI Hospital, Mater Dei Hospital, Msida, Malta (1) - University Of Malta, Mater Dei Hospital, Msida, Malta (2)

INTRODUCTION AND AIM OF THE STUDY
The decline of oestrogen levels associated with the menopause leads to a series of symptoms and signs that
are collectively called the Genitourinary Syndrome of the Menopause (GSM). These include vulvovaginal
atrophy, sexual symptoms such as discomfort and dysparunia and urinary symptoms such as dysuria, urgency
and stress leaks.
Topical oestrogens and vaginal moisturisers have been the mainstay of therapy until the use of fractional CO2
laser has been introduced for GSM a few years ago.

MATERIALS AND METHODS
We present a case report of a 57 year old Caucasian lady, having had 2 normal vaginal deliveries but no
episiotomies in the past, and menopausal for 5 years, who initially complained of vaginal dryness and irritation,
lack of lubrication and superficial and deep dyspareunia, and underwent treatment with fractional CO2 laser for
GSM. This consisted of three sessions and was carried out by a trained practitioner.
She had no known medical or dermatological conditions, was not on medication, and had no allergies.
Soon after her third session of fractional CO2 therapy, she started complaining of burning and pain in the
vulva, especially at the introitus. The area bled easily and cracked open several times, especially after
intercourse, healed poorly and was very painful and sore to touch. The patient experienced a grave
deterioration in her Quality of Life.
The patient was advised to use various topical treatments including topical steroid and oestrogen creams, as
well as several courses of antibiotics, with no improvement in her symptoms.
Surgical excision of the damaged and scarred introital skin was carried out (vide attached photos).
She made a good postoperative recovery, with some improvement in her initial symptoms.

RESULTS
The excised vaginal scar tissue was examined histologically to qualitatively and quantitative assess total
collagen tissue content. Paraffin sections were stained using the Sirius red stain and the Sirius Red/Fast
Green stain viewed using polarised light resulting in birefringence of the collagen fibres. Pico-sirus red dyes
are used to stain total collagen, as well as differentiate between different collagen types, in particular type I
and III, depending on the orientation of the collagen bundles. The Sirus Red/Fast Green method has been
shown to be more sensitive in both qualitative and quantitative evaluation of collagen fibres, and hence was
used as a comparative method to the classical Sirius red staining protocol.
Both methods have been applied using the standard protocol.
Posterior vaginal wall tissue was also obtained from an age-matched control. This tissue was also subjected to
the same staining protocols
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INTERPRETATION OF RESULTS
Fractional carbon dioxide laser therapy was approved by the Food and Drug Administration for genitourinary
surgery in 2014.
Laser therapy stimulates significant regeneration of the mucosa and epithelium of the vagina by activating
stem cell production in the mesenchymal layer and thus promoting epithelial maturation. New collagen and
elastic fibres are produced as well as neovascularisation of the tissues, thus regenerating and restoring the
vaginal mucosa. This, in turn, causes the vagina to be more supple and moist and relieves the symptoms of
dryness, itching and pain and restores the natural function of the vagina.
Published studies have reported a much improved QOL after laser therapy.
In 2018, the Food and Drug Administration issued a warning on the use of this treatment modality for GSM, as
the first complications were reported. It would appear that in some individuals, the restorative process
stimulated by laser therapy is replaced by fibrosis instead. The exact mechanism for this is not known.
Fibrosis results from an imbalance between collagen deposition and reabsorption.
But what leads to some women responding adversely to laser therapy. After accounting for possible errors in
the actual application of laser therapy ie too high voltage or too long exposure, it could be postulated that the
tissues respond differently due to an altered collagen content at the site, or stimulation of a different type of
inflammatory mediators .

CONCLUSIONS
Fractionated CO2 laser therapy has shown promising results for the genito-urinary syndrome of the
menopause in some women. However, complications may arise. Further evaluation through long-term large
prospective randomised trials is required to establish the efficacy and safety of this novel treatment modality.
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82 - CAPUT SUCCEDANEUM MEASUREMENT AS A PREDICTOR OF MODE OF DELIVERY
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INTRODUCTION AND AIM OF THE STUDY
The ability to predict delivery route, using objective data at the early stage of delivery might lead to decrease in
maternal and fetal morbidity. If prediction is made prior to entering of fetal head to the true pelvis theoretically it
might prevent the obstetrical trauma to the pelvic floor which is considered a major risk factor for pelvic organ
prolapse later in life. The meeting of the scalp with the narrow birth canal, leads to local edema and thickening
of the skin called caput succedaneum. Caput succedaneum is caused by prolonged labor, fetal macrosomia,
narrow maternal pelvis and prolonged second stage of labor. Obstetricians considerer caput succedaneum as
a subjective predictor to labor progress. Caput succedaneum can be measured with transvaginal ultrasound.
The aim of our study was to evaluate the ability of caput succedaneum measurement to predict the mode of
delivery in singleton pregnancy before fetal head entering the true pelvis.

MATERIALS AND METHODS
This is a prospective cohort study that was approved by the hospital ethical committee. Caput succedaneum
measurements were taken after rapture of membranes and at cervical dilation of >3cm to allow direct contact
of the vaginal ultrasound probe and the fetal head’s skin. Using transvaginal ultrasound, caput succedaneum
was measured from the outermost portion to the fetal skin to the outermost portion of the fetal scalp.
We used trans-perineal ultrasound to measure fetal head angle of progression to establish fetal head station
and ensure that the caput succedaneum measurements are done at station 0. The obstetricians in the delivery
room were blinded to the caput succedaneum measurements taken in order to avoid bias in the delivery
decisions. Data included caput succedaneum measurements, route of delivery, indication for operative
delivery, demographic data and third stage complications. All data has been statistically analyzed using 't test'
'fisher's exact test' and multivariable analysis performed and presented on roc curves.

RESULTS
46 pregnant women at term were recruited. All women signed informed consent during admission to the
delivery room. 3 caput succedaneum measurements were taken when fetal head was confirmed at station
zero using the angle of progression. The average caput succedaneum measurement was entered into the data
set. Thirty-six women delivered vaginally, 4 delivered using vacuum extraction and 5 delivered by cesarean
section. Three patients were excluded due to angle of progression larger than the cutoff determined. Women
were divided to two groups – group 1 delivered vaginally (operative or spontaneously), and group 2 delivered
by cesarean section. There was no statistical difference between the groups in regard to angle of progression
and birthweight. Caput succedaneum measurements between the groups were statistically significant: 15.84
mm in the cesarean section group vs. 9.56 mm in the vaginal delivery group (p=0.005) (95% confidence
interval 2.008– 10.552). Significant differences between the groups were also found in the average parturient
age: 35.6 years old for those delivered by a cesarean section, vs. 26.9 years old for those who delivered
vaginally ( p=0.001) (95% confidence interval 3.75– 13.61). Average gravidity was 3.88 – (8.4 in the cesarean
section group vs. 3.29 in the vaginal delivery group )p=0.001) (95% confidence interval 2.144– 8.078) and
average parity was 5 in the cesarean section group vs. 1.89 in the vaginal delivery group (p=0.013) [95%
confidence interval 0.679– 5.532). We calculated that every additional millimeter in caput succedaneum
increases the risk for cesarean section in 39% (p=0.023) (95% confidence interval 1.846 –1.047), and every
additional delivery increases this risk in 68% (p=0.021) (95% confidence interval 2.613 –1.081). Caput
succedaneum measurements of >13.75m is predictive of cesarean section with 80% sensitivity and 87%
specificity. Birth weights were found to be comparable between the study groups: 3,542 grams in the vaginal
groups vs. 3,388 grams in the cesarean delivery group (p=0.5). Table 1 summarize the results.

INTERPRETATION OF RESULTS
This study reveals that measuring the caput succedaneum at s ≤ +1, can predict the mode of delivery. The
difference between caput succedaneum measurements at station <1 during labor which ends vaginally vs.
Abdominally were found statistically significant. As expected, regarding the demographic characteristics in our
population, the age related directly to gravidity and parity. Both of which found to affect the risk of cesarean
section. We have chosen parity to be the significant factor, as it is derivate from gravidity and age.

CONCLUSIONS
Fetal's caput succedaneum measurement at station 0 can predict the mode of delivery. There is a linear
relationship between caput succedaneum thickness and the risk for cesarean section.
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THE INFLUENCE OF FOUR ARMS TRANSVAGINAL MESH (FTVM)
ON QUALITY OF LIFE IN WOMEN WITH VAGINAL VAULT PROLAPSE
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INTRODUCTION AND AIM OF THE STUDY
Vaginal vault prolapse (VVP) after hysterectomy is relatively rare. The cumulative risk is described as 1%
three years after hysterectomy and up to 15% fifteen years later. The risk is almost 6 times higher if
hysterectomy was performed because of pelvic organ prolapse (POP) as main indication. VVP seriously
affects quality of life (QoL) and urinary incontinence. Numerous types of procedures have been described to
correct this defect, but the optimal management is still debated. After FDAnotifications and reclassification of
TVM to class III high-risk devices the use of polypropylene meshes in vaginal reconstructive surgery has been
substantially reduced however it is still an option in patients with recurrent prolapse.
The aim of the study was to evaluate the QoL in women with VVP Four Arms Transvaginal Mesh (FTVM)
surgery for treatment of advanced VVP after hysterectomy (stage III VC Pelvic Organ Prolapse Quantification
[POP-Q] system).

MATERIALS AND METHODS
One hundred sixty patients who underwent FTVM for VVP> II vc in POPQ from January 2014 to June 2017
were followed up for 18 months. QoL was assessed before and 18 months after the procedure. (Table 1). All
patients were informed about the risks, benefits, and alternative treatment options and signed an informed
consent for mesh surgery. During decision making we strictly followed the current guidelines about the
Management of Post Hysterectomy VVP [1]. The demographical and clinical characteristics of patients are
presented in Table 1.
Patients
N=160
BMI (Mean±SD)
26.9±5.8
Age (Mean±SD)

65.4±7.2

After Vaginal hysterectomy

53

After Abdominal hysterectomy

107

Table 1. The demographical and clinical characteristics of patients.

SURGICAL PROCEDURE
Four-arm polypropylene light weight mesh (FTVM) was inserted transvaginaly: anterior arms through obturator
foramens, posterior arms through ischiorectal fossas and sacrospinal ligaments in order to address properly
bot apical and anterior defects. In order to reapair posterior defects the intact rectovaginal fascia was
identified and reconnected to the uterosacral ligaments at the top of the vagina and finally sutured to the
iliococcygeus fascia and muscle inferiorly to the ischial spines. Subsequently the rectovaginal fascia was
repaired with single delayed absorbable sutures. Finally reconstruction of the perineal body was performed.

MEASUREMENTS AND STATISTICAL ANALYSIS
Clinical data were prospectively collected and analyzed. To assess patients QoL before and after the surgery
the Short Form Health Survey (SF-36v2) and King's Health Questionnaire (KHQ) questionnaires were used.
POPQ system was used to measure degree of VVP. The statistical analysis was performed using nonparametric test (The Wilcoxon signed-rank test) and p<0,05 was considered as statistically significant.

RESULTS
Results of SF 36v2 questionnaire revealed significant improvement in almost all aspects of general QoL Physical Component Summary (PCS 47.8 versus 50.2; p=0.002), Mental Component Summary (MCS 45.1
versus 46.9; p=0.01). On the other hand rssults of KHQ questionnaire showed statistically significant
improvement in all analyzed domains (Table 2).
Intraoperative bladder injury occurred in 6 cases (3.75%). Five patients (3.1%) complained on de novo stress
urinary incontinence. VVP reoccurred in 9 cases (5.6%). Only in 2 patients (1.25%) mesh exposure occurred
after 6 months postoperatively.
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KHQ DOMAIN BEFORE MEAN ±SD MEDIAN BEFORE AFTER MEAN ±SD

p

35.1±20.0

MEDIAN
AFTER
25.0

36.1±36.8

33.3

0.0004

20.3±27.9

0

<0.0001

21.1±29.3

0

<0.0001

21.4±25.4

11.1

<0.0001

18.9±29.1

0

<0.0001

17.4±25.5

0

<0.0001
<0.0001

48.3±20.1

50.0

50.3±34.1

33.3

40.8±35.9

33.3

42.9±34.6

42.9

33.4±28.1

22.2

30.8±36.7

16.6

35.3±29.4

33.3

35.7±28.3

33.3

20.4±24.9

16.6

SM
40.7±27.9
SF 36 DOMAIN

33.3

25.0±27.5

20.0

<0.0001

PF

81.5±17.7

85

87.6±10.6

90

0.001

62.5±22.8

62

68.9±25.0

75

0.001

66.0±21.6

64

68.1±24.8

72

0.3

54.2±21.3

55

61.0±23.9

67

0.000

49.8±9.8

50

54.2±12.3

50

0.00006

73.6±23.3

75

83.4±23.7

100

0.0001

73.3±21.0

75

76.1±21.9

75

0.13

65.8±12.1

65

68.5±13.7

70

0.01

GH
II
RL
PL
SL
PR
E
SE

RP
BP
GH
VT
SF
RE
MH

48.6

<0.0001

51.9

PCS
47.8±8.0
50.2±7.6
0.002
MCS
45.1±7.4
46.2
46.9±8.2
48.6
0.01
Table 2. Mean results of King health questionnaire (KHQ) and SF-36 questionnaires before and 18 months
after self modified Four Arms Transvaginal Mesh (FTVM) surgery.

INTERPRETATION OF RESULTS
Our study showed improvement in general QoL measured by SF- 36 questionnaire in patients after FTVM
surgery apart from Bodily Pain (BP) and Role Emotional (RE) domains. Also the impact of lower urinary tract
symptoms on the quality of life of patients measured by KHQ was positive after FTVM surgery - statistically
significant improvement in all domains of KHQ was observed (Table 2).

CONCLUSIONS
FTVM is safe (with very limited risk of complications) and effective surgical procedure for VVP in middle term
(18 months) follow-up.
It can be considered as an option treatment especially in patients with
contraindications to laparotomy and laparoscopy.

REFERENCES (max. 3)
1. https://www.rcog.org.uk/globalassets/documents/guidelines/gtg-46.pdf
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PELVIC ORGAN PROLAPSE SURGERY (POPS) PROCEDURE FOR
THE TREATMENT OF MODERATE PELVIC ORGAN PROLAPSE (POP)
Massimiliano Di Marco (1) - Raniero Parascani (1) - Alessia Fraioli (1) - Cristina Avitabile (1) - Saleh Nidal Abuorouq (1) - Ausvydas
Patasius (2) - Andrea Tasca (1)
Dept of Urology, Guarnieri Hospital, Rome, Italy (1) - Dept of Uro-oncology, National Cancer Institute, Vilnius, Lithuania (2)

INTRODUCTION AND AIM OF THE STUDY
More than 41% of women who present to uro gynecological evaluation have underlying pelvic organ prolapse
(POP). In case of a need for surgical correction a number of techniques have been adopted using different
approaches. Here in we report our experience in laparoscopic treatment of POP.

MATERIALS AND METHODS
In the last 2 years 84 women aged 33 to 86 year (average 60) underwent laparoscopic correction of
symptomatic POP using POPS procedure in our Department. Prolapse involved the anterior compartment in
62 pts (73,2%) and the apical compartment in 22 pts (26,8%). Low grade rectocele was evident in 6 (7%) pts.
18 pts had been previously submitted to simple hysterectomy. Dominating symptoms were vaginal bulge and
heaviness and dyspareunia; urinary stress-urge incontinence coexisted in 34 pts (54%) in first group and 20
pts (90%) in second group. All patients were submitted to pad test. Basic evaluation included POP staging
according to Baden-Walker halfway scoring system urodynamic study Q- tip test and sonography. 36 pts
underwent complementary MRI (42%) study 15 of first group and 21 of second group. QoL questionnaire was
administered to all cases before surgery and 6 months after.

RESULTS
POP of anterior compartment were classified as grade1 in 62pts (73,2%) first group and grade 2 in 22
pts(26,8%). POPS was performed using 4 laparoscopic ports lasted 40 to110 min (average75) and was
uneventful in all cases. Prothesis macroporous light weight in polypropylene InGyne IGPROPDL Dipromed Italy™ was anchored to the anterior fornix of vagina with a running suture and extracted medially to the
anterior iliac spine through a subperitoneal route. Preliminary hysterectomy was considered necessary or
advisable in 8pts (9,5%). Pts were discharged after an average of 2,5 days During follow up which averaged
12 months (3to 9) POPS was anatomically successful (POP downstaging or correction) in 80 cases (95 %)
which corrisponded to a symptomatic resolution in 78 cases (92%). Average pad test was 2,9 (1to4) in the first
group and 3,1 (2-5) in second group preoperatively and 0,02 (0 to2) in the first group and 0,45 (0-1) after
surgery. De novo incontinence was evident in 2 cases of second group which were treated conservatively.
Mesh erosion in the vagina became evident after 3 months in 1pts (1,2%) and required surgery. 4 pts of
second group had dislocation of mesh (2 of theme required surgery to relocate and 2 did not accepted a new
operation). IQoL questionnaire score was statistically improved at the 3 month control: in the first group
preoperatively 47 (min 26 max 80 and postoperatively 97 ( min 55 max 110). In the second group
preoperatively 39 (min 35 max 60) and postoperatively 97 (min 82 max 105).

CONCLUSIONS
According to our experiece POPS procedure appears to be at middle term control a feasible option in case of
low-moderate POP due to its efficiency semplicity and low invasiveness. Erosion of mesh is a rare
complication which however needs to be checked in the long term in agreement with the just renewed FDA
warning.
Key words: Pelvic organ prolapse, POPS procedure, Urinary incontinence, Mesh erosion, Urethral
hypermobility
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85 - THE EFFECTIVITY AND SAFETY OF LAPAROSCOPIC
UTEROSACRAL LIGAMENT SUSPENSION: A SYSTEMATIC REVIEW
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Maastricht UMC+, Maastricht University Medical Center, Maastricht, Netherlands (1) - Máxima Medical Centre, Máxima Medical
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INTRODUCTION AND AIM OF THE STUDY
One of the uterine preserving treatment options for apical pelvic organ prolapse is laparoscopic uterosacral
ligament suspension (LUSLS), which is the reattachment and/or shortening of the uterosacral ligaments to the
apex of the vagina. The advantage of the laparoscopic technique over a vaginal and open abdominal
approach is the minimal invasive technique with superior visualization of the anatomy and defects, more
precise suture placement, and minimisation of operative morbidity1. In this systematic review, we aim to
describe the effectivity and safety of LUSLS as a treatment option for apical prolapse.

MATERIALS AND METHODS
A PubMed search was performed with key-words and synonyms of ‘pelvic organ prolapse’, ‘laparoscopy’,
‘ligaments’ and ‘uterosacral’. Abstracts were screened by two independent reviewers and a third when
necessary. Additional studies were retrieved by reference checking. All studies reporting data on the
effectiveness and safety of LUSLS as treatment for uterine or vaginal vault prolapse were included. Reviews
and studies that used LUSLS as a preventive apical suspension procedure during hysterectomy were
excluded. Data on study design, participants, performed procedure(s), follow-up, efficacy and safety was
extracted. The risk of bias was assessed using the ROBINS-I tool for non-randomized studies of interventions,
when applicable.

RESULTS
Our search and reference checking resulted in 116 hits. The full-text of 22 articles was assessed, after which
we included seven studies with a total population of 295 women. Five of the seven studies were case-series
with a high risk of bias. Two studies were assessed using the ROBINS-I tool, one had moderate risk of bias
and the other serious risk of bias.
A preliminary overview of the most important results regarding objective outcome measures is presented in
table 1. The difference of POP-Q point C pre- and postoperatively ranged from -2.6cm to -7.2cm (n=3, 96
women). Success rates of the apical prolapse (from stage ≥2 preoperative to stage 0-1 postoperative) ranged
from 51% to 80% (n=3, 157 women). Success rates of the prolapse in general (from stage ≥2 preoperative to
stage 0-1 postoperative) ranged from 46.6% to 85.4% (n=3, 162 women). The symptom-free rate
postoperative ranged from 80% to 100% (n=3, 76 women). Follow-up ranged from 6.5 to 34.4 months.

INTERPRETATION OF RESULTS
Only few studies analyse the effectiveness of LUSLS as a treatment for apical prolapse. The overall quality of
the included studies was low and the follow up time was short. Objective success rates were diverse, but
patient satisfaction rates were consistently high. Complications were rare and in general minor.

CONCLUSIONS
From the scarcely available literature we can conclude that LUSLS is an effective way to treat an apical
prolapse of the uterus or vaginal vault, with a low complication rate. Good quality research would be necessary
before integration of this procedure in the everyday practice.
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Author

N

FU
(mo
nths
)

Mean POPQ point C
(cm),
preoperativ
e

Mean POPQ point C
(cm),
postoperati
ve

POP-Q
stage
≥2
apical (%),
preoperativ
e

POP-Q stage
≥2 apical (%),
postoperative

POP-Q
stage
≥2
any
compartme
nt
(%),
preoperativ
e

Schwart
z et al.
(1)

42

11.5

n.s.

n.s.

100%, n=42

n.s.

100%, n=42.

POP-Q
stage ≥
2
any
compart
ment
(%),
postope
rative
n.s.

Maher
et al. (2)

43

12

n.s.

n.s.

100%, n=43

21% or less,
n=9 (includes
patients with
stage 1 uterine
prolapse)

100%, n=43

n.s.

Haj
Yahya
et al. (3)

48

17.5

-0.91±2.79
SD

-7.54±1.24
SD

n.s.

n.s.

100%, n=48

14.6%,
n=7

Uccella
et al. (4)

10

21

20%, n=2

100%, n=10

20%,
n=2

23

15.9

n.s. (median
change:
3cm, range
0 to -5)
-7.8±0.5SD

100%, n=10

Medina
et al. (5)

n.s. (median
change:
3cm, range
0 to -5)
-0.6±3.0 SD

n.s. (median
POP-Q stage:
0)

10
4

34.4

n.s.

n.s.

24%, n=25

82.6%, n=19
(median
POP-Q
stage: 2)
99%, n=103

n.s.

Bedford
et al. (6)

82.6%, n=19
(median
POP-Q
stage: 2)
49%, n=51

Diwan
et al. (7)

25

6.5

-3.2

-5.8

n.s.

n.s.

n.s.

n.s.

52.9%,
n=55

Patien
t
satisf
action

Complications

Sympt
om
rate
decrea
se of
85.8%
81%
sympt
om
free

UTI
hemorrhage
other (n=6)

95.5%
(feelin
g
much
better
– very
much
better)
80%
sympt
om
free
100%
sympt
om
free
Not
perfor
med

92%
no
bulgin
g

(n=1),
(n=1),

Laceration of the left
a. uterina resulting in
large broad ligament
hematoma
(n=1),
peritoneal releasing
incisions (n=1)
Urinary
retention
(n=1), UTI (n=1)

UTI (n=1)

Pneumonia
UTI (n=1)

(n=1),

Unclear; total group
(n=264): cystotomy
during paravaginal
repair (n=1), small
bowel
entrapment
requiring laparotomy
(n=1)
No
intraor
postoperative
complications
stated.

Table 1. Overview of objective outcome.
N = number of patients, FU = follow-up, n.s. = not stated, UTI = urinary tract infection
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THE VALUE OF MULTICHANNEL URODYNAMIC TESTING FOR THE
DIAGNOSIS OF OCCULT STRESS URINARY INCONTINENCE IN WOMEN
WITH ADVANCED PELVIC ORGAN PROLAPSE
Anis Kaldawy (1) - Nadav Cohen (1) - Wisam Assaf (1) - Meirav Schmidt (1) - Ofer Lavie (1) - Yoram Abramov (1)
Division of Urogynecology and Reconstructive Pelvic Surgery, Department of Obstetrics and Gynecology, Carmel Lady Davis
Medical Center, Rappaport Faculty of Medicine, Technion University, Haifa, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Diagnosing occult stress urinary incontinence (OSUI) prior to surgical intervention for pelvic organ prolapse
(POP) repair may allow for adding an anti-incontinence procedure and thus prevent or alleviate postoperative
urinary leakage. The aim of this study was to compare preoperative detection rates for OSUI by either a
multichannel urodynamic investigation or by a plain pelvic examination.

MATERIALS AND METHODS
We retrospectively evaluated medical charts of all women who underwent urodynamic investigation prior to
surgical repair of advanced POP at our institution between January 1, 2006 and December 31, 2012.
Preoperative pelvic examination findings and urodynamic data were recorded for all patients.

RESULTS
720 women underwent surgical POP repair during the study period, of whom 54 (7.5%) were diagnosed with
OSUI preoperatively. Of these patients, 54 (100%) were detected by multichannel urodynamic investigation
while only 27 (50%) were detected by a plain pelvic examination (p = 0.001) (Table I). Bladder fullness during
the pelvic examination was associated with higher detection rates for OSUI (p = 0.001). All women with OSUI
underwent concomitant TVT and POP repair procedures and none developed de novo stress urinary
incontinence (SUI), overactive bladder (OAB), long-standing urinary retention, or obstructive voiding
symptoms (OVS) postoperatively (Table II).

INTERPRETATION OF RESULTS
OSUI is a rather common phenomenon among women suffering from POP. While preoperative multichannel
urodynamic investigation has a higher detection rates for OSUI than a plain pelvic examination, the latter's can
be improved if the examination is performed with a full rather than an empty bladder.

CONCLUSIONS
Preoperative multichannel urodynamic investigation has significantly higher detection rates for OSUI than a
plain pelvic examination. Women with OSUI who underwent concomitant TVT and POP repair procedures did
not develop de novo SUI, OAB or OVS postoperatively.

REFERENCES
1. Lensen EJ, Withagen MI, Kluivers KB, Milani AL, Vierhout ME (2013) Urinary incontinence after surgery for
pelvic organ prolapse. Neurourology and urodynamics 32 (5):455-459. doi:10.1002/nau.22327
2. Cohn JA, Smith AL (2019) Management of Occult Urinary Incontinence with Prolapse Surgery. Current
urology reports 20 (5):23. doi:10.1007/s11934-019-0885-5
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TABLES

Values are presented as mean ± SD, median (range) or number (percent).
* By the Baden and Walker halfway system
✝ By the POPQ system
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87 - STRESS URINARY INCONTINENCE AFTER BILATERAL ANTERIOR
SACROSPINOUS FIXATION WITH TRANSVAGINAL MESH FOR
ANTERIOR AND APICAL PROLAPSE: PREOPERATIVE RISK FACTORS.
Mathilde Bideau (1) - Lucie Allegre (1) - Renaud De Tayrac (1)
departement of gynecology, CHU Nimes, Nimes, France (1)

INTRODUCTION
Approximately 22 % of women undergoing surgery for Pelvic organ prolapse (POP) will report de novo
postoperative stress urinary incontinence (SUI)[1]. Preoperative SUI is an important risk factor, but patients
can develop de novo SUI as well, this risk is supposed to be the highest when occult SUI is present. The
question to treat incontinence with concomittant might uretral sling (MSU) in POP surgery is still open [2] [3].
Objective: The aim of this study was to evaluate the incidence of SUI up to 12 months after bilateral anterior
sacrospinous fixation with the UpHold™ LITE system , and identify the risk factors for postoperative SUI

METHODS
Retrospective audit on all consecutive patients who underwent a bilateral anterior sacrospinous fixation with
transvaginal mesh (Uphold or Uphold Lite™) from October 2010 to December 2017 in a single tertiary referral
center. Patients with previous anti-incontinence surgery were excluded. Primary outcome was the prevalence
of stress incontinence at 12 months postoperatively, reported by patients. Univariable and multivariable logistic
regression analysis was used to identify risks factors for postoperative SUI.

RESULTS
A total of 350 patients were included for retrospective analysis. One hundred and thirty-three patients
consisted of continent women (No SUI), the second groups had complaints of SUI (n=121) and the third group
had been found to have occult SUI through testing (n=96). There were no statistical differences in groups
concerning baseline characteristics, except regarding age: patients in the occult SUI group were older with
mean age was 70,8 years (p=0,027). There were forty-nine patients who had concomitant MUS.
The results about SUI after surgery suggest that there was a significant difference in groups: 35,9 % of
patients without concomitant MUS have SUI against 14,3%. (p= 0,003). The rate of post operative
complication was higher in patients with concomitant MUS : 30.6% (15/49) vs patient without MUS : 35.9%
(93/259), p= 0.003. However, the rate of reoperated exposition was similar between patients with concomittant
MUS (4.1% (2/49)) or patients with no MUS 0.8% (2/259), p=0.24. The best predictor of postoperative SUI
was the presence of preoperative SUI, which was an independent risk factor OR 2,38 (1.27;4,47).
Concomitant MUS (p<0,001), anatomical recurrence in the anterior compartment (p = 0,046) and previous
prolapse surgery (p=0,037) were protective factors for postoperative SUI.

Univariate analysis

Multivariate analysis

Variable
Age
BMI
Menopausal status

OR
1.02 (0.99,1.06)
0.94 (0.88,1)
0.46 (0.06,3.32)

p-value
0.169
0.052
0.441

OR
1.01 (0.98,1.05)
0.94 (0.87,1)

p-value
0.454
0.061

Parity
Previous prolapse surgery

0.84 (0.68,1.04)
0.42 (0.19,0.96)

0.11
0.039

0.91 (0.74,1.11)
0.43 (0.18,0.99)

0.341
0,037

Previous SUI surgery

0.66 (0.28,1.52)

0.326

Previous Hysterectomy

0.97 (0.44,2.16)

0.948

Pre op POP-Q stage

0.84 (0.56,1.26)

0.399

Concomittant MUS

0.29 (0.12,0.72)

0.007

0.18 (0.07,0.47)

< 0.001 *
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Concomittant hysterectomy

1.003 (0.50,2.00)

0.992

Anatomic Reccurence

0.25 (0.06,1.12)

0.07

0.9992 (0.99,1.00)
0.9961 (0.98,1.01)

0.616

0.26 (0.06,1.19)

0.046 *

Ref
2.38 (1.27,4.47)
1.03 (0.51,2.1)

Ref
0.007*
0.934

Urodynamics data : Qmax
MUCP

0.878
Preoperative SUI status :
No SUI
SUI
Occult SUI

Ref
Ref
1.66 (0.94,2.96)
0.083
1.04 (0.52,2.08)
0.917
Table I : Logistic regression of risk factors of post-operative SUI

CONCLUSION
Preoperative SUI is the most important risk factors of postoperative SUI. Concomitant MUS surgery, anterior
compartment recurrence and previous prolapse surgery are protective factors for postoprative SUI.

REFERENCES
1. Lensen, E.J., et al., Urinary incontinence after surgery for pelvic organ prolapse. Neurourol Urodyn, 2013.
32(5): p. 455-9.
2. Van der Ploeg, J.M., et al., Vaginal prolapse repair with or without a midurethral sling in women with genital
prolapse and occult stress urinary incontinence: a randomized trial. Int Urogynecol J, 2016. 27(7): p. 102938
3. Baessler K, Christmann-Schmid C, Maher C, Haya N, Crawford TJ, Brown J. Surgery for women with
pelvic organ prolapse with or without stress urinary incontinence. Cochrane Database of Systematic
Reviews 2018, Issue 8. Art. No.: CD013108. DOI: 10.1002/14651858.CD013108.
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AGE AND VAGINAL BIRTH AS RISK FACTORS FOR FECAL
DYSFUNCTION SYMPTOMS – EPIDEMIOLOGY STUDY
Yanai Zines (1) - Anna Zeidan (2) - Ofer Shemer (1) - Gil Levy (1) - Mordechai Pansky (1)
Assuta Ashdod, Assuta Ashdod Medical Center, Ashdod, Israel (1) - Kaplan, Kaplan medical center, Rehovot, Israel (2)

INTRODUCTION AND AIM OF THE STUDY
Quality of life questionnaires, being filled by the patient, dealing with intimate issues, separated from medical
staff intervention, proved to be a very reliable tool. Pelvic dysfunction Quality of life questionnaires are
commonly used to for comparison and not as an epidemiological tool. In the process of opening a new Pelvic
Floor Medicine Unit in an underserved urban area we aimed to map the pelvic floor dysfunction issues in this
community using validated quality of life questionnaires – Pelvic floor distress inventory (PFDI20) and Pelvic
Organ Prolapse Incontinence Sexual Questionnaire (PISQ12).
HYPOTHESIS:
Pelvic floor dysfunction correlates to age, parity and mode of delivery

MATERIALS AND METHODS
All the patients attending the urogynecology clinic in our hospital were given a validated PFDI20 and PISQ12
questionnaires prior to meeting the physician. Patient's age, parity, and route of delivery were collected from
the medical record. All data has been statistically analyzed using Kruskal Wallis Test and Mann-Whitney U
Test.

RESULTS
We collected validated quality of life questionnaires, PFDI20 and PISQ12 from 462 patients who attended the
clinic since its opening date. The average age of patients was 56.5 (18-92) years old with average parity of
3.29 (1-14). Route of delivery was C/S (7), NVD (370), C/S+NVD (44) and nulliparity (10). Average PFDI20
scores were: Prolapse domain 8.54, colorectal domain 9.36, urinary domain 12.05 points and average total
score of 29.75. Average PISQ12 score was 14.13. Dividing the group by age at 57 or 65 years old we were
unable to demonstrate significant differences in PFDI20 domains and total score. Farther division of the older
age group: 60-70 (N=133) 70+ (N=78), we were able to demonstrate differences at the colorectal domain
(p=0.045). As to the colorectal domain, difference was shown b/w nullipara and c/s group (p=0.023).Excluding
the patients that never gave birth vaginally, further emphasized the difference b/w the older age groups
(p=0.006), and revealed new differences b/w the younger and older groups (p=0.029). Dividing the group by
age: up to 50 (N=150), 50-70 (N=234),) 70+ (N=78), excluding the patients that never gave birth vaginally,
revealed differences at the colorectal domain b/w older age groups (p=0.023).

INTERPRETATION OF RESULTS
Differences at the colorectal domain, between nulliparas and women that gave birth only with c/s, proves that
pregnancy itself is a risk factor regarding colorectal dysfunction. Our data reveals the lack of colorectal domain
differences b/w age groups. We expected to observe increase in colorectal complaints as the population ages,
however – the younger and older age groups failed to show such differences. Dividing the group to the 3 or 4
age groups, shows differences at the colorectal domain, only b/w the older age groups, differences that further
enhances if patients that never gave birth vaginally are excluded, and only then – a difference was shown b/w
the younger and older age groups.

CONCLUSIONS
Neither age nor mode of delivery separately influence the colorectal dysfunction symptoms - vaginal birth is
the most important factor, to impact the severity of colorectal symptoms.
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89 - LAPAROSCOPIC PECTOPEXY: A SINGLE CENTER EXPERIENCE WITH A
NOVEL TECHNIQUE IN COMBINATION WITH VARIOUS PROLAPSE PROCEDURES:A
FOLLOW UP STUDY
Mirra Manevich Mazor (1) - Alexander Livshitz (1) - Gabriel Oelsner (1) - Genadi Bitman (1)
Tel Aviv University, Mayanei Hayeshua Medical Center, Bnei Brak, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
Most patients presenting with genital prolapse, suffer from a unique amalgamation of rectocele, cystocele and
apical descent of various degrees, thus frequently requiring a combination of procedures in order to achieve
full resolution of their symptoms. There has been considerable controversy regarding the use of vaginal mesh
repair as there have been numerous reports of adverse effects. Since the April 16 2019 FDA announcement
regarding vaginal mesh use, natural tissue repair has been gaining favor considerably.
The gold standard surgical solution for apical prolapse has been laparoscopic sacrocolpopexy for several
decades. This technique proved to be highly efficient but also carries risk of complications, primarily defecation
disorders. Compelling evidence in favor of pectopexy as an alternative surgical technique has accumulated in
recent years. The aim of this work is to report our experience with laparoscopic pectopexy for apical suport,
with combination surgery such as anterior and posterior laparoscopic colporrhaphy in twenty one patients
suffering from severe pelvic organ prolapse, some having prior abdominal or pelvic surgical history.

MATERIALS AND METHODS
Laparoscopic pectopexy for pelvic organ prolapse POPQ stage three to four, in combination with one or more
of the following: laparoscopic anterior and posterior colporrhaphy, and subtotal hysterectomy were performed
on twenty-one patients, some of whom have had previous abdominal surgery. Data were gathered and
analyzed from patient medical records. During their eighteen months followup period, patients filled the
validated Pelvic Floor Questionnaire (PFDI) and the Pelvic Organ Prolapse/Urinary Incontinence Sexual
Questionnaire (PISQ-12) to assess surgical outcomes.

RESULTS
The surgical procedures were successful, with good clinical outcomes. One case of bladder injury was related
to adhesion dissection and not directly related to the pectopexy procedure. Organ prolapse was successfully
resolved in 95 percent of patients. No de novo defecation disorders or incontinence were noted during an
eighteen month follow up period. Two patients presented with recurrent cystocele grade 2 and underwent
reoperation by vaginal approach, resolving their symptoms of prolapse.

INTERPRETATION OF RESULTS
Laparoscopic native tissue repair combined with pectopexy allows to reduce mesh loading compared with
sarcocolpopexy, retains pelvic space with minimal antomical distortion of the vaginal walls and bowel. Our
experience allowed us to perform surgery for obese patients with BMI up to 34.

CONCLUSIONS
Laparoscopic pectopexy with natural tissue repair (laparoscopic anterior and posterior colporrhaphy) shows
promise as a safe alternative to the conventional sacrocolpopexy technique for organ prolapse repair, with
several advantages. The learning curve for this technique is about 15 procedures, after that we have noted
reduced operation times. We present encouraging results for using pectopexy in high-risk patients with severe
combined pelvic organ prolapse.

REFERENCES (max. 3)
1. Noé K-G, Schiermeier S, Alkatout I, Anapolski M. Laparoscopic Pectopexy: A Prospective, Randomized,
Comparative Clinical Trial of Standard Laparoscopic Sacral Colpocervicopexy with the New Laparoscopic
Pectopexy—Postoperative Results and Intermediate-Term Follow-Up in a Pilot Study. Journal of
Endourology. 2015;29(2):210-215. doi:10.1089/end.2014.0413.
2. Sauerwald A, Niggl M, Puppe J, et al. Laparoscopic Pectopexy: A Biomechanical Analysis. Passi AG, ed.
PLoS ONE. 2016;11(2):e0144143. doi:10.1371/journal.pone.0144143.
3. Kale A, Biler A, Terzi H, Usta T, Kale E. Laparoscopic pectopexy: initial experience of single center with a
new technique for apical prolapse surgery. International Brazilian Journal of Urology : official journal of the
Brazilian Society of Urology. 2017;43(5):903-909. doi:10.1590/S1677-5538.IBJU.2017.0070.
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A NEW TRANSVAGINAL TECHNIQUE OF VESICO-VAGINAL
FISTULA REPAIR
Masha Ben Zvi (1) - Alexander Tsivian (2)
Department of Obstetrics & Gynecology, Wolfson Medical Center and Sackler Faculty of Medicine, Tel Aviv University, Holon,
Israel (1) - Department of Urologic Surgery, Wolfson Medical Center Sackler Faculty of Medicine, Tel Aviv University, Holon,
Israel (2)

INTRODUCTION AND AIM OF THE STUDY
Vesico vaginal fistula (VVF) remains the most prevalent genitourinary fistula detrimentally impacting quality of
life. A transvaginal approach is less invasive and has faster recovery, hence, it is commonly preferable for
repair. In selected cases, when the patient is overweight, with difficult approach to fistula localization, pinpoint
orifices and narrow tract, a transvaginal approach is challenging. To these patients we offer our surgical
modification.

MATERIALS AND METHODS
Technique: A circular incision around the vaginal opening of the fistula is performed, a dissection along the
sides of the tract toward the bladder is made while preserving the tract itself. The vaginal portion of the tract is
sutured, the tract is folded and fixed to the bladder wall like "dropped mushroom". No need in any additional
procedure (Fig.1).
Two patients (median age 55) with BMI > 30, underwent fistula repair by this technique and were discharged
day after surgery with urethral catheter.

RESULTS
Foley catheter was removed on day eight, both patients are doing well on twelve months follow up with no
fistula recurrence.

CONCLUSIONS
This technique represents safe and feasible alternative method and may be additional valid option in pelvic
reconstructive surgery.

Figure 1. Surgical technique in steps
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VAGINALLY-ASSISTED SACROHYSTEROPEXY VERSUS VAGINAL
HYSTERECTOMY FOR ADVANCED UTERINE PROLAPSE: PRELIMINARY
12-MONTHS RESULTS FROM A RANDOMIZED CONTROLLED TRIAL.
Huseyin Cengiz (1) - Cihan Kaya (1) - Ismail Alay (1) - Ecem Eren (1) - Sukru Yildiz (1)
University of Health Sciences, Bakırköy Dr. Sadi Konuk Training and Research Hospital, Istanbul, Turkey

(1)

INTRODUCTION AND AIM OF THE STUDY
The management of advanced uterine prolapse continues to be a surgical challenge, with debate over the
ideal approach for this condition. We sought to compare 1-year efficacy and safety of vaginally-assisted
laparoscopic sacrohysteropexy (VALUES) and vaginal hysterectomy (VH).

MATERIALS AND METHODS
Women attending the gynecology clinic at a tertiary referral urogynecology unit in Istanbul, Turkey, requesting
surgical treatment for stage 2–4 symptomatic uterine prolapse were offered participation in a randomized trial,
over a 1-year period between July 2017 through January 2019. The data were analyzed for those who had
completed a 1-year follow-up. Pelvic Organ Prolapse Quantification examination and validated questionnaires
were collected at baseline and 12 months including the International Consultation on Incontinence
Questionnaire Vaginal Symptoms (ICIQ-VS) questionnaire, Urogenital Distress Inventory (UDI-6),
Incontinence Impact Questionnaire, Short Form (IIQ-7) and Patient Global Impression of Improvement (PGI-I).
The main primary outcome measure was repeat apical prolapse. Secondary outcomes included operation
data, complications, recovery time, functional and quality of life (QoL) outcomes, and anatomical outcomes.
Mann– Whitney tests compared pre-operative with post-operative data and the difference between the two
groups respectively.

RESULTS
One-year follow-up data were analyzed for 15 women in the VALUES and 19 women in the VH group. The
mean age was 56.26 and 57.84 years in VALUES and VH groups, respectively. Body mass index, parity and
menopausal status in the two groups were similar. There were no differences in pain score 24 h postoperatively, intraoperative complications, and hospital stay. Estimated blood loss was significantly less in the
hysteropexy group compared with the vaginal hysterectomy group. However, There were no statistically
significant differences with respect to duration of total operation, among two groups in our study. ICIQ -VS
score, ICIQ -QOL, UDI-6 and IIQ-7 scores improved for both groups with no difference between groups.
According to the PGI-I in both groups, with 80 % of subjects in the VALUES group very much/much better with
their prolapse symptoms, compared with 100% in the VH group at 1-year follow-up. There was no significant
mean difference in POP-Q parameter, point C between the two groups at 1-year follow-up. The mean
difference in total vaginal length was significantly higher in women having VALUES. There were no repeat
operations for both groups. No patients developed mesh related complications.

CONCLUSION
Vaginally-assisted laparoscopic sacrohysteropexy and vaginal hysterectomy had similar 1-year cure rates and
satisfaction.
Table 1. Perioperative and postoperative outcomes between groups
VALUES, n=15
VH, n=19
P Value*
Mean duration of total operation,
min (range)
Mean pain score 24 h postoperatively, scale 1–10 (range)
Mean number of nights in hospital
Mean estimated blood loss, mL
(range)

93.66 (60-135)

84.21 (15-155)

0.376

4.26 (2-7)

3.471.57 (1-6)

0.190

2.53 (2-4)

2.05 (1-3)

0.075

76.66 (20-250)

142 (50-250)

0.001

11 (58)
16 (84)
14 (78)

0.160
0.53
0.020

Concomitant urogynaecology procedures
Posterior colpoperineorrhaphy (%)
Anterior colporrhaphy (%)
Perineorrhaphy (%)

5 (33)
8 (53)
5 (33)
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Tension-free vaginal tape (%)
0
4 (21)
0.62
Sacrospinous fixation (%)
0
14 (74)
<0.001
VALUES Vaginally-assisted laparoscopic sacrohysteropexy, VH vaginal hysterectomy, Hb hemoglobin
*Mann–Whitney U test comparing different parameters of the two groups
Table 2 POP-Q and ICIQ-VS scoring pre- and post-operatively and comparing the mean difference between
the groups
VALUES, n=15
VH, n=19
Postop 12. Mean
Postop
Mean
P*
Preop
Preop
month
difference
12. month difference Value
ICIQ
VS score

20.93

7.13

-13.80

22.63

4.84

-17.78

0.251

QOL

6.20

2.33

-3.86

7.36

1.73

-5.63

0.39

C

2.73

-5.8

-8.53

2.42

-4.57

-7.0

0.142

TVL

9.17

8.77

-0.26

9.18

8.11

-1.07

<0.001

Ba

2.80

-0.80

-3.60

2.32

-1.57

-3.89

0.766

POPQ

Bp
-1.13
-2.67
-1.50
-1.36
-2.31
-0.94
0.458
UDI-6
5.53
2.80
-2.73
6.0
3.52
-2.47
0.461
score
IIQ-7 score 4.40
1.73
-2.66
7.0
2.68
-4.31
0.24
ICIQ-VS International Consultation on Incontinence questionnaire for vaginal symptoms, VS vaginal symptoms
score, QOL quality of life score, POP-Q pelvic organ prolapse quantification
*Mann–Whitney U test comparing the mean of the difference between the two groups
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SURGERY FOR FEMALE SUI: LONG-TERM RESULT OF TWO
ADJUSTABLE SINGLE-INCISION SLINGS
Philippe Ferry (1) - Jeremy Le Saout (2) - Yannick Thirouard (1)
Department of Gynecology and obstetrics, La Rochelle Hospital, La Rochelle, France
obstetrics, Ajaccio Hospital, Ajaccio, France (2)

(1)

- Department of Gynecology and

INTRODUCTION AND AIM OF THE STUDY :
Mid-urethral slings have been shown to be effective in treating female patients with stress urinary incontinence
(SUI). Tension-free vaginal tape (TVT), Transobturator slings however are associated with adverse events
include bladder and bowel injury, groin pain and. This has led to the development of third-generation singleincision slings (SIS), also referred to as mini-slings. They have been developed with the aim of offering a true
ambulatory procedure for treatment of SUI with reduced morbidity and earlier recovery while maintaining
similar efficacy to standard midurethral slings. The new category of SIS provides a robust insertion into the
obturator internus muscle/membrane and allows post- insertion adjustment of the tape. The aim of this study is
to evaluate the efficacy of 2 adjustable anchored SIS, with 41 months follow-up period.

MATERIAL and METHOD:
We performed a retrospective, uni-center study of women who underwent adjustable SIS for SUI : Ajust® or
Altis® from 04/01/2012 to 02/30/2017. Preoperative assessment included physical examination with cough
test, urethral mobility and urodynamic assessment.
Patients were excluded if they had no urethral hypermobility, previous anti-incontinence surgery, or if they
refused SIS.
Evaluation was carried out by analysis of questionnaires : PGI-I, ICIQ-UI, I-QoL, PISQ-12.(1)
This study was approved by the local ethic committee (01.26.2017)

RESULTS :
163 patients were included. The mean age was 56,8 years +/- 12,5.
The primary outcome was subjective cure of SUI.Subjective cure was established with the Patient Global
Impression of Improvement(PGI-I) .
The PGI-I measures perceived improvement using a multiple choice outcomes.
Q1 : Cure was defined as a response of very much improved or much improved. Fail = unchanged + a little
less well + much less well.
Sucess :82,3%. Failure :6,2%. A little better : 10,5%
Q3: Would you recommend this operation to a friend who has the same pathology: 96,9%
Q 8 of the I-QoL : how many pads do you use per day? 0 or 1: 88,8%
ICIQ-UI :
Taking the threshold of 6 at the ICIQ-UI score
Nb

%

ICIQ-UI>6

38

22.6

ICIQ-UI≤ 6

130

77.4

Q10. Do you take a treatment against frequent or urgent miction: Before SIS: no 97%, after : 94,8 %
In this study, adjustable anchored SIS demonstrated to be effective in the long-term follow-up (41
months) with high subjective cure rates (82%) with no worsening of overactive bladder symptoms.
Our data are similar to those in the literature : with a mean follow up of 22,34 months(S.D.10,34). Regarding
efficacy :88,2% had subjective cure rates. (2)
In our opinion, adjustable SIS may have their place in the treatment of female stress urinary incontinence.
1.The SIMS trial, Abdel-Fattah M, et al. BMJ Open 2017;7
®
2. Mid term safety and efficacy of ALTIS single incision sling for female SUI. Less mesh, same results.
Morán E, Ardavín J, Sánchez J.V , et al. BJU Int.2019 May;123(5A)
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OBSTETRIC ANAL SPHINCTER INJURY ASSOCIATED WITH
PRETERM DELIVERY
Bobby O'leary (1) - Vineta Ciprike (1)
Obstetrics and Gynecology, Our Lady of Lourdes Hospital, Drogheda, Ireland

(1)

INTRODUCTION AND AIM OF THE STUDY
Injury to the anal sphincter at delivery remains one of the leading causes of faecal incontinence in women, and
can severely impact on quality of life. Rates of obstetric anal sphincter injury have increased in Europe(1)
although this is partially due to increased recognition of these severe perineal injuries(1).
The rate of pre-term birth (when defined as <37 weeks) has decreased over the last decade following an initial
rise(2). Research into the complications arising from preterm birth has mostly focused on neonatal outcomes
such as intraventricular haemorrhage and necrotizing enterocolitis(2), with maternal outcomes being less
commonly reported.
The aim of this study was to establish risk factors for obstetric anal sphincter injury (OASI) in women who had
a pre-term birth (<37 weeks).

MATERIALS AND METHODS
We conducted a retrospective analysis of all vaginal deliveries prior to 37 weeks in our institution over a 10year period from January 2008 to December 2017. Irrevocably anonymised data were extracted from our
hospital maternity database. Documentation of sphincter injury–whether present or absent–has been a
mandatory field in our record system for the entire study period.
For the purposes of this study, sphincter injuries were recorded as either absent (intact perineum, 1st, 2nd, or
episiotomy) or present (3a–c, or fourth degree).
Demographics were compared using Fisher's exact test and Mann-Whitney U Test. Statistical analysis was
performed using R 3.5.2 (R Foundation for Statistical Computing, Vienna, Austria).

RESULTS
During the study period, there were 763 vaginal deliveries in women at less than 37 weeks gestation. Over the
study period, the rate of OASI in preterm deliveries was 0.52% (4/763). Women who had a sphincter injury
were more likely to be primiparous (100% [4/4] versus 44% [334/759], P = 0.038) and to have had an
episiotomy (100% [4/4] versus 20.4% [155/759], P = 0.002), see Table 1.
Those with a sphincter injury were at a similar gestational age to those with an intact sphincter (35.5 ± 0.6
weeks versus 34.9 ± 1.7 weeks, P = 0.639), though all sphincter injuries occurred in babies who were at least
35 weeks gestation All four sphincter injuries occurred with the use of forceps, compared to 10.4% in those
with an intact sphincter (P < 0.001).
There was no significant difference in birthweight (2663 ± 232g versus 2583 ± 501g, P = 0.746), use of
neuraxial anaesthesia (25% [1/4] versus 19% [145/759], P = 0.573), and the length of the second stage of
labour (41.2 ± 43.3 minutes versus 36.2 ± 48.3 minutes, P = 0.644).

INTERPRETATION OF RESULTS
Obstetric anal sphincter injury occurs in less than 1% of preterm deliveries and appears to only affect those
close to term. Use of forceps appears to confer risk to the perineum; similar to that seen in term gestations.
Rates of episiotomy were higher in the sphincter injury group, however, this is confounded by the concomitant
use of forceps.
There is a paucity of research into maternal outcomes following preterm delivery, with the only studies
published examining vaginal twin delivery(3). The rate of sphincter injury in singletons appears to be lower
again, suggesting that twin delivery is a risk factor in itself for the occurrence of sphincter injury.
This study is limited by smaller sample size, though this is likely to be common to all studies in this area. All
variables were available for all patients, and obstetric anal sphincter injury has been a mandatory field in our
hospital database for the entire study period.

CONCLUSIONS
In conclusion, preterm delivery is associated with a reduced incidence of obstetric anal sphincter injury
compared to delivery at term. Significant risk factors include nulliparity and forceps delivery. Further research
into maternal morbidity from preterm delivery is warranted.
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TABLES & FIGURES
Table 1: Comparison of demographic and labor characteristics between women with an
obstetric anal sphincter injury and those with an intact sphincter
OASI (n = 4)

Intact Sphincter (n = 759)

P-Value

Forceps delivery

100

(4/4)

10.4

(79/759)

< 0.001

Primiparity

100

(4/4)

44

(334/759)

0.038

Episiotomy

100

(4/4)

20.4

(155/759)

0.002

Gestational Age

35.5

±

0.6

34.9

±

1.7

0.640

Birthweight

2663

±

232

2583

±

502

0.746

Length of the second
stage of labour

41

±

43

36

±

48

0.644

Epidural

25

(1/4)

19.1

(145/759)

0.573

Data presented as % (n/N) or mean ± SD
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LEVATOR ANI MUSCLES' VOLUMES AND PELVIC FLOOR
SYMPTOMS IN NULLIPAROUS WOMEN
Jonia Amer Alshiek (1) - Qi Wei (2) - Abbas Shobeiri (2)
Technion-Israel institute of Technology, Hilel Yafe, Haifa, Israel (1) - INOVA FAIRFAX, INOVA, FAIRFAX, Israel

(2)

INTRODUCTION AND AIM OF THE STUDY
To investigate the correlation between Levator Ani Muscle (LAM) volumes assessed by 3-dimensional
ultrasound (3D-US); and sexual function, fecal and urinary symptoms in nulliparous women.

MATERIALS AND METHODS
To test our objective we removed the effect of pregnancy and childbirth by dicotomizing to nulligravid
volunteers with different ages (18-85). All participants had completed the Pelvic Floor Distress Inventory
(PFDI-20), Pelvic Floor Impact Questionnaire (PFIQ-7), Female Sexual Function Inventory (FSFI-19), and had
undergone a 3D-US to assess the LAM volumes: total LAM, puborectalis (PR), puboanalis (PA), and
pubococcygeous (PC) volumes, to assess the correlation between each sonographic measurements and the
questionnaires scores.

RESULTS
The study included a total of 20 participants a mean age of 41. The PFDI was not significantly correlated with
the total LAM volume (R2 = 0.184) or its subdivisions (PA, R2 = 0; PR, R2 = 0.172; PC, R2 = 0). Urinary
Distress Inventory score (UDI-6, part of PFDI questionnaire) was not significantly correlated with the LAM
volume (R2 = 0.362) or its subdivisions (PA, R2 = 0; PR, R2 = 0.257; PC, R2 = 0). PFIQ-7 was not
significantly correlated with the LAM volumes (R2 = 0.357) or its subdivisions (PA, R2 = 0.108; PR, R2 =
0.116; PC, R2 = 0). Age was negatively correlated with sexual activity (Pearson correlation coefficient = 0.452) but was not significantly correlated with LAM volumes (R2 = 0) or its subdivisions (R2 = 0 for PA, PR,
and PC). Sexual function (assessed by FSFI-19) was not significantly correlated with the LAM volume (R2 = 0)
or its subdivisions (R2 = 0 for PA, PR, and PC).

CONCLUSIONS
Levator ani muscle volumes measured by 3-dimensional ultrasound are not independently associated with
pelvic floor symptoms in healthy nulliparous young or old women.
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TRANSVESICAL ENDOSCOPY-ASSISTED TRANSURETHRAL
EXCISION OF INTRAVESICAL MESH AFTER A TRANS-OBTURATOR
TAPE. A CASE REPORT
Themisotklis Mikos (1) - Matteo Lioupis (1) - Leonidas Zepiridis (1) - Sofia Tsiapakidou (1) - Iakovos Theodoulidis
Grimbizis (1)
Aristotle University Thessaloniki, Papageorgiou General Hospital, Thessaloniki, Greece (1)

(1)

- Grigoris

INTRODUCTION AND AIM OF THE STUDY
Polypropylene suburethral slings constitute a standard treatment of female stress urinary incontinence. Transobturator suburethral tapes (TOT) have been introduced 15 years ago and the technique does not necessitate
routine cystoscopy [1, 2]. However, post TOT complications are estimated to be 1%, with the most common
being vaginal tape erosions, thigh pain, and voiding difficulties. The erosion of the tape into the urinary bladder
after TOT has been rarely reported in the literature. There are published reports where tape erosions have
been removed from the bladder with a combined cystoscopic – transvesical laparoscopic approach [3]. The
aim of the study is to present the minimal access surgical management of a case of intravesical tape erosion
after TOT.

MATERIALS AND METHODS
A 52-years-old patient (G3P2) presented in the outpatient urogynecology department of a tertiary academic
hospital complaining of recurrent urinary tract infections, dysouria, and recurrent stress urinary incontinence.
She had a TOT for stress urinary incontinence 3 years ago and no other significant medical or surgical history.
During the pre-operative clinical examination she was diagnosed with a Grade II rectocele (POP-Q: Aa=-1,
Ab=-2, C=-4, lh=3, pb=3, tvl=10, Ap=+1, Bp=+1, D=-4), mild stress urinary incontinence (1-2-3 cough stress
test: leak at 3rd cough with 200 mls full bladder). Pelvic floor ultrasound indicated that the tape was located
proximal to the internal urethral orifice and a 1.5 cm intravesical mass was recognized attached to the right
bladder wall. Because of this finding she was not offered any urodynamics studies. She was consented for
cystoscopy and posterior repair.

RESULTS
The patient was placed in lithotomy position and cystoscopy was performed with a 30 o camera. A 1.5 cm
intravesical stone was identified attached on the right bladder wall. The stone was mechanically broken with
the use of a cystoscopic grasper. A 1.5 cm piece of polypropylene tape was left extruding from the right
bladder wall. A laparoscopic 5-mm trocard was suprapubically inserted intravesically. A laparoscopic grasper
was used in order to hold the extruding mesh and apply counter-traction pulling the mesh towards the midline.
With the use of cystoscopic scissors, the mesh was cut as close to the bladder surface as possible and all its
intravesical part was completely removed. A posterior repair was performed. Routine antibiotics and
analgesics were peri-operatively administered. The patient was discharged after 48 hours; no complications
occurred. The patient was examined three weeks post-operatively and did not report any complaints. Six
months later the patient is well with no recurrence of the intravesical mesh erosion.

INTERPRETATION OF RESULTS
A number of issues appear from this case report: (a) the routine use of ultrasound in the pre-operative
examination of the incontinent and pelvic organ prolapse patients, (b) the long-standing debate of routine use
of cystoscopy during minimal access anti-incontinence procedures, (c) the possibility of the tape ‘migrating’
through the bladder wall, and (d) the use of laparoscopic intstruments in co-ordination with cystoscopic routine
approaches. The use of ultrasound appears to be mandatory in all the urogynecology patients, especially
during pre-operative evaluation. In cases where patients have previous anti-incontinence surgery, pelvic floor
ultrasound can indicate the reasons for any tape failure, but it can also reveal any bladder, uterine or adnexal
pathology. Cystoscopy is the most simple and adequate modality to secure intra-operative integrity and
exclude important urinary tract complications during incontinence and prolapse surgery. Had cystoscopy have
been performed during the initial incontinence surgery, the surgeons could immediately recognised the
bladder perforation and correct immediately the position of the tape. However, there is always the hypothesis
that the tape could migrate through the bladder wall much later after the first operation. Finally, the
transvsesical use of laparoscopic instruments is a minimal access surgical intervention that enhances the
possibilities of the intravesical approach.

CONCLUSIONS
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The transvesically endoscopic-assisted transurethral excision of an intravesical mesh after TOT is a feasible
and successful approach with good medium term outcome. The role of pre-operative ultrasound is important
for the identification of serious pathologies, especially in symptomatic patients after incontinence procedures.
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PILOT STUDY OF INTRA AND POST-OPERATIVE
OUTCOMES OF THE DIPROMED RETROPUBIC SLING
Dakalo Arnold Muavha (1) - Stephen Jeffrey (1)
University Of Cape Town, Groote Schuur Hospital, Cape Town, South Africa

(1)

INTRODUCTION
Urinary incontinence (UI) is the involuntary leakage of urine, affecting one third of women, with prevalence
increasing with age. Two thirds of urinary incontinence is related to stress urinary incontinence (SUI) which is
the involuntary leakage of urine on effort, exertion, sneezing and coughing. Surgical treatment of stress urinary
incontinence has evolved from as early as 1882 but the first surgical technique that became a routine clinical
procedure for SUI over a period of more than 60 years was anterior colporrhaphy. The current most popular
principle of surgical treatment of SUI is a retropubic sling. It was described as early as 1907 and the first
pioneer of this technique was D. Giordano who used gracilas muscle from the thigh as a sling around the
urethra. Consistently there has been an attempt to make anti-urinary incontinence surgery simple, minimally
invasive, effective, and long lasting with no long term morbidity. Recentlly according to the European Society
of Urology guideline in 2016 and a 2017 statement from European Urogynaecological Association, synthetic
(MUS) is now a gold standard for the surgical treatment of SUI.
In a review of prospective randomized controlled trials investigating the performance of synthetic MUS, the
retropubic tension free vaginal tape(TVT) and obturator tension free vaginal tape (TOT) slings revealed that
the success rate was between 91% and 89% respectively.
A Systemic review and Metanalysis performed by Giacomo Novara and colleagues comparing several
published randomized controlled trials (RCTs) which compared synthetic MUS with other surgical treatments
for female SUI reported that patients treated by synthetic MUS experienced slightly higher continence rates,
for example than those treated with Burch Colposuspension even though patients who had synthetic MUS had
a higher risk of bladder perforations. Synthetic MUS and pubovaginal slings were similarly effective, although
patients with pubovaginal slings were reported to experience more storage and lower urinary tract symptoms
(LUTS).
Abigail Ford and colleagues also performed a systemic review and meta-analysis with an aim to address the
previously held notion of whether TVT is more effective than TOT in treating more severe forms of stress
urinary incontinence, usually due to intrinsic sphincter deficiency (ISD). The authors conceded the lack of
standardization in the definition of ISD but used the widely accepted definition of ISD [maximal urethral closure
pressure (MUCP)<20 cm H2O or Valsalva leak-point pressure (VLPP) of <60 cm H2O] in this review. The
result reveled that both routes of synthetic MUS are effective in treating women with intrinsic sphincter
deficiency-associated stress urinary incontinence. Even though the retropubic route resulted in higher
subjective cure rates compared with transobturator route, both routes improved the overall quality of life.
The challenges of tension free vaginal tapes are the associated complications such as bladder perforation,
hematomas, voiding difficulties, groin pain, mesh erosion and urinary tract infection. Inclusive complications
and side effects are reported to occur in up to 20 - 30% of the patients. The reassuring information regarding
these reported complications was established by the longest follow-up ( 17 years) of patients who had tension
free vaginal tape procedures for SUI done by C.G Nilsson and colloquies at two Nordic countries revealed that
the synthetic MUS operation is durable for 17 years, with a high satisfaction rate and no serious long-term
tape induced adverse effects.
The known and perceived complications of synthetic MUS has created a room for less invasive alternative
options for treatment of SUI to re-emerge such as Bulking agents. Many different urethral bulking agents have
been used such as collagen but currently abandoned due to safety concerns. Bulkamid which contains
Polyacrylamide hydrogel (PAHG) is currently in use. The efficacy of Bulkamid injections in treating stress
urinary incontinence is less effective compared to synthetic MUS. Bulkamid injections have a lower risk of
complications than synthetic MUS operation and it has shown a very low risk of serious adverse events.
The other less invasive alternative treatment of SUI is vaginal laser therapy and advantages are that is
painless, easy to perform and the whole procedure takes only few minutes with theoretically no adverse
events. The drawback about this option is the lack of evidence to support its efficacy. The recent attempt to do
a systemic review on vaginal Laser therapy for treatment of SUI by Vasilios Pergialiotis and colloquies has
only yielded 20 articles on the topic and out of these only 13 articles could be review but due to heterogeneity
of the study populations, meaningful meta-analyses could not be performed. Hence more studies are required
to use this treatment option as a viable alternative to synthetic MUS in treatment of SUI
The increase in public awareness and lawsuits in relation to vaginal mesh fuelled by media headlines and
recent ban of vaginal mesh in UK and Australia following USA FDA January 4 th, 2016 statement has
inheritably put an unnecessary spotlight on physicians using synthetic MUS for treatment of SUI despite
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extensive available evidence. Hence we decided to audit our own use of synthetic MUS (Dipromed device
which is 100% polypropylene macroporous mesh) to evaluate efficacy, complications, and reoperation rates.

MATERIALS AND METHODS
A retrospective audit of all women who had Dipromed Retropubic synthetic Mid-urethral sling between 1
November 2017 to 30 April 2018 in a specialised Urogynaecology referral centre. Patient data was collected
from the electronic clinical notes and entered onto the purpose designed data collection sheet an Excel
database.

RESULTS
Fifty patients were identified and included with a 6 months follow up. The average age in this cohort was 59
years (range 37-83). Our unit is a referral center for complex urogynaecology and this is evident from the
profile of women in this study. Eleven women (22%) gave a history of prior surgery for stress incontinence,
with four (8%) having had two previous SUI operations. Two presented with exposure of the previous sling.
There were a high number of women reporting urgency incontinence with 36 (72%) of the patients reporting
mixed symptoms. Stress incontinence was demonstrated at examination in 35 women (70%). The remaining
women gave a convincing history of stress urinary incontinence.
This report is an early audit and the mean follow up was therefore only 5.8weeks. 31(72%) women had
additional procedures which are summarized in table 1. ( Some patients had more than one additional
procedure).There were no intra-operative complications related to the TVT procedure, specifically no bladder
perforation occurred.
Table 1
No:44
Laparoscopic Sacrocolpopexy
11
25%
Laparoscopic sacrohysteropexy
1
2%
Anterior Repair
4
9%
Anterior repair with mesh
1
2%
Vaginal Hysterectomy
2
5%
Posterior Repair
12
27%
Sacrospinous fixation
6
14%
Haemorrhoids
2
5%
Intradetrusor Botox
1
2%
TLH
3
7%
Sacral nerve stimulator
1
2%
Description of additional procedures ( “Note” – No. represent additional procedures not number of
patients)
With regards to urinary incontinence outcomes, 43(86%) of the 50 women were dry at follow up and of the
remaining seven (14%), 2 women had ongoing mixed symptoms, 2 women had stress urinary incontinence
and 3 women had incontinence related to urgency. None of these were de novo urgency incontinence.
Due to the complexity of our patient population, we had a higher than average number of post-operative
complications. One of the patients had complex pre-operative symptoms and required post-operative CISC.
Two tapes had to be released. One patient had a post-operative retropubic haematoma causing voiding
dysfunction. Of the 19 women who only had a TVT inserted, three {3/19}(16%) remained incontinent with only
one complaining of stress incontinence.

COMMENT
In this study of 50 women, we have shown that the Dipromed sling has comparable clinical outcomes to other
synthetic sling devices. We have shown excellent continence outcomes in this study. It is important to
appreciate that our data comprises a complex group of patients, with a large number having had previous
pelvic floor surgery.
We believe that the Dipromed sling’s performance is comparable with that of other slings on the market. In
our assessment, none of the complications in this cohort were specific to the type of sling or insertion trocars.
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97 - THE OUTCOME OF LAPAROSCOPIC HYSTEROPEXY AND
SUPRACERVICAL HYSTERECTOMY PLUS CERVICOPEXY: A
RETROSPECTIVE STUDY
Pei-chen Li (1)
Department of Obstetrics and Gynecology, Hualien Tzu Chi Hospital, Hualien, Taiwan, Province Of China (1)

INTRODUCTION AND AIM OF THE STUDY
Pelvic organ prolapse (POP) is common in postmenopausal women, with a lifetime risk of 11%. Recently,
laparoscopic sacropexy had become popular due to off-market of most transvaginal mesh and good outcomes
of POP correction. Both laparoscopic and abdominal sacropexy were recommended for POP treatment.
Uterine sparing surgery was effective in correction of the prolapse symptoms, sexual function and
psychological well being, which also preserving ligaments around the cervix. This study aims to compare the
surgical outcome of sacral hysteropexy and supracervical hysterectomy (SH) plus sacral cervicopexy for the
treatment of POP.

MATERIALS AND METHODS
We retrospectively included patients who underwent laparoscopic sacral hysteropexy or hysterectomy plus
cervicopexy between January 2015 and September 2017 at our center. Age at the time of surgery, body mass
index (BMI) at the time of admission, initial stage of genital prolapse, operative and postoperative data, and
anatomical results were recorded. Cure of the uterine prolapse was evaluated objectively by vaginal
examination using the pelvic organ prolapse quantification (POP-Q) scale. The Mann-Whitney U test was used
to compare continuous variables.

RESULTS
Totally, 16 patients received laparoscopic hysteropexy (n=7) or SH plus cervicopexy (n=9). The mean ages of
the patients were 60 and 58 years in hysteropexy and SH plus cervicopexy, respectively. Their mean BMI
were 24.1 and 23.7 in hysteropexy and SH plus cervicopexy, respectively. Their mean parities were 3 and 2.5
in hysteropexy and SH plus cervicopexy, respectively (Table 1).
Surgical outcome showed the mean surgical time in hysteropexy was shorter than SH plus cervicopexy (124
and 182 minutes, respectively, p=0.002). Postoperative VAS pain scores were 1.29 and 0 in hysteropexy and
SH plus cervicopexy, respectively. The mean blood loss amount was 52.8 and 55.5 ml in hysteropexy and SH
plus cervicopexy, respectively. The mean hospital stay was 3.2 and 4.1 days in hysteropexy and SH plus
cervicopexy, respectively (Table 1).
All the women were available for follow-up in the clinic at 6 months after their operations. In 16 out of 16
women (100%) the procedure was successful, with no objective evidence of uterine prolapse on examination
at follow-up (Table 2).

INTERPRETATION OF RESULTS
Our findings suggest that both LH group and SH plus cervicopexy group result in objective improvement
without evidence of uterine prolapse at the 6-month follow-up. LH was signicantly associated with shorter
operation time. Age, parity, BMI, operation blood loss, and hospital stay were similar in both groups. In this
condition, our findings provide support for the clinical practice of women who need fertility conservation that
laparoscopic hysteropexy is feasible with satisfactory outcome. A recent systematic review including 94
studies by Meriwether et al. suggests that uterine- preserving prolapse surgeries decrease operating time,
blood loss and morbidities without worsening short-term prolapse outcomes (2).
Vaginal hysterectomy has been considered as a traditional surgical treatment of uterine prolapse, even in the
absence of uterine disease. Nowadays, surgeons may offer several management options to women with
symptomatic pelvic organ prolapse, including vaginal, abdominal and laparoscopic or robotic procedures.
Growing studies suggest that hysterectomy has been associated with hypertension, hyperlipidemia, coronary
artery disease, obesity, and lower urinary tract symptoms (3). Uterine conservation is also important for
women who want to preserve fertility, improve sexual function, retain self-condence, self-esteem, or a sense of
femininity. Therefore, recently there has been increased popularity in preserving the uterus during prolapse
surgery. Laparoscopic uterine preservation surgery for POP has developed rapidly, as it is a minimally
invasive surgical approach with better visualization, reduced blood loss, shorter hospital stay and decreased
postoperative pain. Our study indicates future trends of operations for managing POP.

CONCLUSIONS
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Laparoscopic hysteropexy or supracervical hysterectomy plus cervicopexy are both feasible and effective
procedures for correcting uterine prolapse.
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Table 1. Patients’ demographic data
mean+SEM

SH+cervicopexy
(n=11)
59.2+2.5

*P value

Age (y)

Hysteropexy
(n=12)
60.7±3.7

BMI (kg/m2)

24.5+1.1

23.4+0.9

0.4

Parity

2.9±0.3

2.7+0.3

0.8

154+12.8

176+13.5

0.2

1.75+0.3

0.1+0.1

0.004

Bloos loss (ml)

64.1+8.9

54.4+4.5

0.5

Hospital
(day)

3.1+0.2

4.0+0.2

0.016

Surgical
(min)
VAS score

time

stay

0.7

*Mann-Whitney U test
SEM: standard error mean
Table 2. Objective outcomes of laparoscopic hysteropexy (group 1, n=12) and supracervical hysterectomy plus
cervicopexy (group 2, n=11): POP-Q measurements
POP-Q measurements (cm)
Aa

P value

Mean±SD

Group 1

Group 2

Preoperative

-0.7±1.7

-0.4+1.5

Postoperative

-2.8+0.5

Change
(postop.- preop)

-2.0+1.6

Ba

P value

Group 1

Group 2

0.6

-0.6±1.8

-0.1+2.0

-2.9+0.3

1

-2.9+0.2

-2.4+1.4

0.6

-2.2+1.8

P value

Ap

D
Group 1

Group 2

Preoperative

-5.3+1.8

-5.1+2.7

Postoperative

-8.4±1.1

Change
(postop.- preop)

-3.0+1.6

C

P value

Group 1

Group 2

0.3

-2.3+1.8

-2.4+2.4

0.8

-2.9+0.3

1

-6.6+1.4

-7.2+1.2

0.5

-3.0+1.9

0.3

-4.3+1.4

-4.8+2.2

0.4

P value

Bp

Group 1

Group 2

1

-2.0+0.6

-2.2+0.6

-8.7+0.7

0.3

-2.6+0.6

-3.5+2.8

0.6

-0.6+0.4

P value

Group 1

Group 2

0.3

-1.9+0.7

-2.2+0.6

0.3

-2.9+0.3

0.5

-2.7+0.4

-2.9+0.3

0.5

-0.6+0.6

0.8

-0.8+0.7

-0.6+0.6

0.5

#Pelvic organ prolapse quantification points, with measurements in cm relative to the position of the general hiatus.
Aa, a point located at 3 cm proximal to the external urethral meatus and in the midline of the anterior vaginal wall
Ba, the most distal/dependent point on the anterior vaginal wall from point Aa to the anterior vaginal fornix or vaginal cuff.
C, the most distal/dependent edge of the cervix or vaginal cuff.
D, the position of the posterior fornix.
Ap, a point located at 3 cm proximal to the hymen and in the midline of the posterior vaginal wall.
Bp, the most distal/dependent point on the posterior vaginal wall above point Ap.
SH: supracervical hysterectomy
Statistical test: Mann-Whitney U test
SD: standard deviation
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98 - TRANSVAGINAL NATURAL ORIFICE TRANSLUMINAL
ENDOSCOPIC SURGERY (VNOTES) HYSTERECTOMY AND UTEROSACRAL LIGAMENT SUSPENSION (USLS) FOR APICAL COMPARTMENT
PROLAPSE: OUR EXPERIENCE WITH THE FIRST 35 CASES.
Lior Lowenstein (1) - Emad Matanes (1) - Omer Mor (1) - Amnon Amit (1) - Zeev Weiner (1) - Jan Baekelandt (2)
Department of Obstetrics and Gynecology, Rambam Health Care Campus, Haifa, Israel (1) - Gynecological Oncology and
Endoscopy, Imelda Hospital, Bonheiden, Antwerpen, Belgium (2)

OBJECTIVE
Transvaginal Natural Orifice Transluminal Endoscopic Surgery (vNOTES) utero-sacral ligament suspension
(USLS) subsequent to vaginal hysterectomy has the advantages of mesh-free, minimally invasive approach
for treatment of pelvic organ prolapse (POP). The objective of this study is to describe our experience with
vNOTES USLS and to evaluate the learning curve of mastering the skills to operate this procedure.

METHODS
A prospective multicenter study of the first 35 vNOTES hysterectomy and USLS surgeries performed between
October 2018 and April 2019 at Rambam Health Care Campus (Israel) and Imelda Hospital (Belgium). The
primary outcome was surgical time. Secondary outcomes included intra-operative bleeding, length of
hospitalization, post-operative pain and need for analgesia.

RESULTS
Patients` median age was 55 years (range 40-81); The median operative time was 113 minutes (range: 89233). Evaluation of the learning curve of the cases which were done in Rambam, (26/35), demonstrated a
significant decrease in total operative time when comparing between the first thirteen cases and the following
thirteen cases: from median of 149 minutes (range: 89-233 minutes) to 103 (89-170) (<0.001); Pearson
correlation demonstrated moderate negative significant correlations of surgery duration with surgeon
experience (rho= -0.445, P<0.001). The median estimated intraoperative blood loss was 20 ml (20-250). The
median hospital stay was 2 days (1-3). There were no intraoperative adverse events. Postoperative adverse
events were also rare.

CONCLUSIONS
vNOTES USLS is a feasible procedure with an marked improvement in surgical performance in a short period
as expressed by the improvement in surgical times with minor associated perioperative complications. This
technique allows surgeon to expose the ureter well and lower the risk of ureter injury. Outcomes of long-term
follow-up should be investigated.
Keywords: vNOTES; utero-sarcral ligament suspension (USLS); pelvic organ prolapse (POP); Transvaginal
Natural Orifice Transluminal Endoscopic Surgery; Gynecology
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99 - ROBOTIC TRANSVAGINAL NATURAL ORIFICE TRANSLUMINAL
ENDOSCOPIC SURGERY (RVNOTES) ADNEXECTOMY FOR BENIGN
PATHOLOGY, A CASE SERIES
Lior Lowenstein (1) - Emad Matanes (1) - Omer Mor (1) - Jan Baekelandt (2)
Department of Obstetrics and Gynecology, Rambam Health Care Campus, Haifa, Israel
Endoscopy, melda Hospital, Bonheiden, Antwerpen, Belgium (2)

(1)

- Gynecological Oncology and

OBJECTIVE
To present the outcomes of robotic vaginal natural orifice transluminal endoscopic surgery (RvNOTES), using
the Hominis system, on vaginal bilateral salpingo-oophorectomy (BSO).
Background: The vaginal approach has not become standard of care despite its advantages in gynecological
surgeries. Outstanding features of Hominis include its portability and easy handling due to its light weight (less
than 10 pounds), scarless surgery, and access to any part of the abdomen by articulation of the flexible robotic
arms.

METHOD
A case series of eight women with nonmalignant indications underwent BSO by RvNOTES using Hominis
platform. Two robotic arms were inserted through the posterior fornix. Each arm has built-in mono- and bipolar capabilities, their actions are controlled by the surgeon sitting at the console a few feet away.

RESULTS
The women were aged 50 to 70 years, BMI was 19-30 kg/m2. Blood loss was minimal, median of 10ml
(range:10-100). There were no conversions to open surgery and no intraoperative complications. The median
duration of the procedure was 45 minutes (range: 38 to 91); decreasing duration over time indicated a fast
learning curve.

CONCLUSIONS
This is the first documentation of a surgery performed via the vagina using robotic-assisted instrumentation
developed for this purpose. The approach combines the benefits of vaginal procedures and laparoscopic
techniques and maintains safety in regard to proximity to pelvic organs. The disruptive technology of
RvNOTES will make gynecological surgeries accessible to more women and increase the attractiveness for
surgeons and patients of non-gynecological surgeries through the vaginal approach.
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100 - COMPARISON BETWEEN RETROSPECTIVE COHORT STUDY
COMPARING TWO SURGICAL PROCEDURES PERFORMED ON
PATIENTS WITH RECTOCELE, PC AND STARR
Elad Barber (1) - Ada Rosen (1) - Shimon Ginath (1)
Tel Aviv university, faculty of medicine, Wolfson medical center, Tel Aviv, Israel

(1)

INTRODUCTION AND AIM OF THE STUDY
Rectocele is defined as a defect in the rectovaginal septum, causing symptoms like:
Obstructed defecation syndrome (ODS), constipation and vaginal bulging. Surgical
treatment is usually offered to patients suffering from advanced rectocele (larger than 3cm
and of non-emptying type). The surgical approach consists of different approaches- trans
vaginal and trans rectal or perineal. We compared two accepted procedures: Posterior
colporrhaphy (PC) and stapled trans anal rectal resection (STARR) procedure. The purpose
of this study is to compare post-operative outcomes and results of both procedures.
MATERIALS AND METHODS:
This study is a retrospective cohort study comparing data that collected data from 73
women’s files, ages between 18-85, that underwent either STARR or PC procedures. The
outcome of the procedures was evaluated clinically by defecography and physical exam
before and after the surgery, functionally by detailed questionnaire before and after the
surgery. PC were performed by urogynecologists while STARR procedure was performed
by colorectal surgeons.
RESULTS
The STARR group consisted of 49 patients while the PC group- 24 patients. The mean age
was lower in the STARR group (54.2 ± 9.7 years vs. 59.3 ± 10.7 years, respectively,
p=0.04). With regards to preoperative evaluation, there were lower rates of straining,
incomplete evacuation, hard stool, sense of obstruction, need for digitation and use of
laxatives in the PC group, compared to the STARR group (p<0.01 for all). Rectocele size
was lower in the STARR group (3.8±4.1 cm vs. 5.3±2.2 cm, p<0.01). Post-operatively, the
rate of straining was lower in the PC group (p<0.01). The were no differences in the rates of
sensation of hard stool or of obstruction. In the STARR group, there was a trend towards a
lower sensation of incomplete evacuation (p=0.05) and a substantially lower rates of
digitation (p<0.01). Post-operatively, there was no difference in rectocele size (p=0.51).
INTERPRETATION OF RESULTS
Satisfaction rates after STARR and PC procedures were shown to be similar. Both
procedures succeeded in reducing the size of the rectocele by more than 50%.
CONCLUSIONS
Both STARR and PC procedures for the treatment of rectocele are effective.
studies and data should be obtained to further investigate those two procedures.

Further
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RETROSPECTIVE
STUDY
ASSESSING
LONG-TERM
EFFECTIVENESS, TOLERANCE AND SATISFACTION, IN SURGICAL
TREATMENT OF GENITAL PROLAPSE WITH POLYPROPYLENE
PROSTHESIS (GYNEMESH®)
Iris Bitumba (1) - Xavier Deffieux (1)
University Hospital Center, Antoine Béclère, Clamart, France (1)

INTRODUCTION AND AIM OF THE STUDY
To assess long-term effectiveness, tolerance and satisfaction of surgical treatment of genital prolapse with
pre-cut polypropylene mesh (Gynemesh®).

MATERIALS AND METHODS
This retrospective study included women who underwent cystocele or rectocele surgery with vaginal or
abdominal Gynemesh®, between October 1999 and February 2003 in one hospital. An evaluation of
anatomical and functional results, tolerance and satisfaction was carried out through telephonic surveys in
May and June 2019 using PDF-20 and PGI-I questionnaires.

RESULTS
We included 29 patients. Telephone surveys took place 16 to 18 years after surgery. The median score of the
PFDI-20 questionnaire (which quantifies pelvic floor disorders) was 18.75/300, with 17.2% of recurrent
prolapses, 34.5% of colo-recto-anal disorders (constipation and incontinence anal) and 48.3% of urinary
symptoms (urinary incontinence and dysuria). Overall the median patient satisfaction score was 80/100. When
asked, 82.6% of the patients would have had the surgery again and 82,6% would recommend it. According to
the PGI-I questionnaire, the global feeling of improvement was 93.1%.

INTERPRETATION OF RESULTS
We observed a total of 13 (44.8%) postoperative complications of which, 76.5% were diagnosed during the
first five years after surgery : 17.2% prolapse recurrence and dyspareunia, 13.8% exposures of prostheses
and single episodes urinary tract infections, 10.3% recurrent urinary tract infections, 6.7% metrorrhagia, 3.4%
anal incontinence, 3.4% urinary incontinence and 3.4% dysuria. 90% of surgical reinterventions occurred in
the first five years : 18.3% prosthesis exposures, 10.3% prolapse recurrences, 3.4% stress urinary
incontinence and 3.4% ablation of TVT® for dysuria.

CONCLUSIONS
Surgical treatment of genital prolapses with polypropylene mesh (Gynemesh®) allows a good anatomical
restoration of pelvic statics. On the other hand, tolerance is unsatisfactory in the long term because of the risk
of prosthesis exposure and recurrence. The maximum morbidity of this surgery is within the first five years and
then decreases over time. The vast majority of patients are satisfied with this surgery.

REFERENCES (max. 3)
[1]. De Tayrac R., Deffieux X., Gervaise A., Chauveaud-Lambling A., Fernandez H. Long-term anatomical and
functional assessment of trans-vaginal cystocele repair using a tension-free polypropylene mesh. Int
Urogynecol J Pelvic Floor Dysfunct. 2006 Sep;17(5):483-8. Epub 2005 Dec 17.
[2]. P. Debodinance, M. Cosson, P. Collinet, M. Boukerrou, J.P. Lucot, N. Madi. Synthetic meshes for
transvaginal surgical cure of genital prolapse : evaluation in 2005. Journal de Gynécologie Obstétrique et
Biologie de la Reproduction. Vol 35, N° 5 - septembre 2006
[3]. Aghoute F., Soyeur L., Pariente J.L., Le Guillou M., Ferrier J.M. Utilisation d’un treillis de Polypropylène
(Gynemesh®) par voie vaginale dans le traitement des troubles de la statique pelvienne de la femme : étude
prospective chez 52 patientes. Prog Urol. 2004, 14, 192-196
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Table 1
Long term effectiveness and tolerance postoperative, carried out through telephonic surveys
Characteristics
N (%)
Complications :
Yes
13 (44.8%)
first five years
10 (34.5%)
More than five years
3 (10.3%)
Recurrence of prolapse
5 (17.2%)
Increased urinary incontinence
1 (3.4%)
Dysuria
1 (3.4%)
Less than 4 urinary tract infection / year
4 (13.8%)
More than 4 urinary tract infection / year
3 (10.3%)
Beginning of anal incontinence
1 ((3.4%)
Dyspareunia
5 (17.2%)
Prosthesis exposure
4 (13.8%)
Metrorrhagia
2 (6.7%)
Reoperation :
Yes
10 (34.5%)
first five years
9 (31.0%)
More than five years
1 (3.4%)
Prosthesis exposure
4 (13.8%)
Recurrence of prolapse
3 (10.3%)
Exploratory laparoscopy + cystoscopy
1 (3.4%)
Stress urinary incontinence (TVT®)
1 (3.4%)
Ablation of TVT® for dysuria
1 (3.4%)

EUGA 2019 ANNUAL MEETING | 16 - 18 OCTOBER 2019 – TEL AVIV | WWW.EUGAOFFICE.ORG –WWW.EUGACONGRESS.ORG

175

102 -

DESCRIPTION AND EVALUATION OF THE LAPAROSCOPIC
SACROCOLPOPEXY FOR ADVANCED PELVIC ORGAN PROLAPS
(DESCENSUS UTERI III-IV, CYSTOCELE III-IV, RECTOCEL III-IV) AND
PROLAPSED RECURRENCE USING PVDF MESH.
Andreas Kavallaris (1) - Dimitris Zygouris (1) - Dimitrios Papapetrou (2) - Georgios Anastasiou (2)
Gynecology and Obstetrics, St. Lukes, Thessaloniki, Greece (1) - Department of Laparoscopy, Mother and Cild Medical Center,
Nikosia, Cyprus (2)

INTRODUCTION:
Aim of the study is to evaluate the safety, intra-operative and post-operative morbidity and
long term outcomes of 90 Patients treated laparoscopically to repair advanced (III-IV)
genital prolapsed.
PATIENT AND METHODS:
Between
January
2011
and
January
2019,
91
women
underwent laparoscopic Sacrocolpopexy. 58 patients with Descensus uteri and 32 patients
with recurrence vaginal vault descensus. The 58 patients underwent first total laparoscopic
hysterectomy with BSO, and then all the 91 patients underwent laparoscopic
sacrocolpopexy using two different kinds of meshes. PRR for either cystocele or rectocele
and PRS for both. All cases were completed laparoscopically. We analyzed patients’
characteristics, surgical outcomes and success rate in follow up.
RESULTS:
Mean age was 59.5 years ad body mass index 26.8 kg/m2. The mean operative time of the
laparoscopic sacrocolpopexy using PRR for cystocele (22 min), for rectocele (21 min) and
using PRS for both (35 min). All the patients were reviewed at 1 moth, 3 months, 9 months
and then every 6 months after the surgery for a period of 5 years. The follow-up was
between 6 months and 6 years. There were no major intraoperative or postoperative
complications and we had no mesh exposure or erosion. The mean hospitalization stay was
2.1 days.
CONCLUSIONS:
The laparoscopic sacrocolpopexy using PVDF mesh is an effective and safe technique to
repair the pelvic organ prolapses. The long-term anatomical functional results are very
satisfactory with no major complications and this should be a primary therapy option.
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COMPARING ANTERIOR AND POSTERIOR RECTAL WALL
HISTOLOGY AMONG WOMEN SUFFERING FROM RECTOCELE
Elad Barber (1) - Ada Rosen (1) - Letizia Schreiber (1) - Shimon Ginath (1)
Tel Aviv university, faculty of medicine, Wolfson medical center, Tel Aviv, Israel

(1)

INTRODUCTION AND AIM OF THE STUDY
Rectocele is considered as a defect in the rectovaginal septum which can result in difficulty with defecation
and obstructed defecation syndrome (ODS). Our aim was to compare the histological characteristics and the
degenerative damage between the anterior and posterior rectal walls and their possible impact on defecation
in women suffering from rectocele.

MATERIALS AND METHODS
Histopathological changes of the anterior and posterior rectal walls were compared in women suffering from
rectocele who had undergone stapled trans-anal resection of the rectum (STARR). Mucosa, submucosa and
muscular layers, including ganglia, were investigated on both anterior and posterior walls of the rectum.

RESULTS
38 specimens of anterior and posterior walls of the rectum were submitted to histological examination in 19
patients who underwent STARR procedure. The mean age of the study was 55.5±13.9 and the mean duration
of symptoms was 38.2±28.0 months. The average size of rectocele was 3.7±0.8 cm. There was no difference
in histological findings (degeneration and fibrosis) between anterior and posterior rectal walls (33% vs. 25%,
respectively, p=0.751).

INTERPRETATION OF RESULTS
No significant difference was noted in the degenerative process between the anterior and posterior walls.

CONCLUSIONS
As there is no apparent difference in histology comparing the anterior and posterior rectal walls, it is feasible to
recommend the resection of both in order to achieve a better rectal function and a better clinical outcome.
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URETERIC INJURY DURING LAPAROSCOPIC PROCEDURE:
TRICKY CONDITION, THREE DIFFERENT CASES.
Marta Joanna Monist (1) - Aleksandra Kolodynska (2) - Michal Bogusiewicz (2) - Katarzyna Jankiewicz (2) - Tomasz Rechberger (2)
Department of Operative Gynecology, SPSK 4, Lublin, Poland (1) - Second Department of Gynecology, Medical University in
Lublin, SPSK 4, Lublin, Poland (2)

INTRODUCTION AND AIM OF THE STUDY
A ureteric injury is a very rare urogynecological complication. Unrecognized, it can be life-threatening. The
reported incidence of ureteric injuries during laparoscopic hysterectomies (LHs) ranges from 0.3 to 2.2% and
is significantly smaller for surgeons who have performed more than 30 LHs [1]. Ureteric injuries can be
identified intraoperatively, but sometimes the diagnosis is delayed, and an injury manifests itself a few days or
even a month after a surgical procedure [2]. The aim of the study was to describe the symptoms diagnosis and
treatment of ureteric injuries in three different cases that were non-specific and could be very tricky for
clinicians.

MATERIALS AND METHODS
Three patients suffering from vaginal fluid leakage, severe ascites and severe peritonitis after laparoscopic
hysterectomies were observed, diagnosed and treated in an operative gynecology clinic.
Case 1 A 56-year-old patient (para 4) underwent a laparoscopic hysterectomy with the removal of oviducts
because of excessive uterine bleedings. The previous pathology result (D&C) was atypical complex
endometrial hyperplasia. After 14 days, she reported to the hospital with the leakage of transparent odorless
vaginal fluid, without any signs of inflammation. All laboratory inflammation tests were negative.
Case 2 A 56-year-old patient (para 1) was operated on due to excessive uterine bleedings. The previous
pathology result (D&C) was endometrial simplex hyperplasia and cervical dysplasia (CIN2). She had
laparoscopic hysterectomy with the removal of oviducts. At day 18 after surgery, she was admitted to the
hospital because of abdominal pain and an increased abdominal girth with a suspicion of abdominal bleeding.
Case 3 A 43-year-old patient (para 3) was operated on due to excessive uterine bleedings and uterine
myomas. Laparoscopic hysterectomy was performed. Three weeks after surgery, she was admitted to the
hospital because of a strong abdominal pain with a suspicion of intestinal obstruction. The abdomen was
tough and peristalsis was absent. The patient was treated for ileus without success.

RESULTS
Case 1: Ureteric injury was immediately suspected. Urography was performed as a visual examination, which
showed the site of damage. Cystoscopy was performed, and a D-J catheter was inserted into the ureter. The
patient was completely dry, and after 6 weeks of treatment a control urography showed no urine leakage to
the abdominal cavity or through the vagina.
Case2: Diagnostic laparoscopy revealed 500 ml of a brownish fluid. An intestinal bubble test and bladder blue
dye tests were negative. After two days, the patient complained of vaginal leakage. A ureteric injury was
suspected and confirmed by urography. Three attempts at D-J catheter insertion and two attempts at
ureteronephrostomy were unsuccessful. After 8 weeks, the patient underwent ureter reimplantation and is
completely dry.
Case 3: At day 7 after admission to the hospital, a diagnostic laparoscopy was performed. Abundant fibrous
changes and abdominal adhesions were found in the abdominal cavity. The adhesions were released, and a
drain was left, but no damage to the internal organs was discovered. On the following day, a large amount of
pale yellow fluid was found in the drain. Laboratory tests showed a high urine creatinine concentration. Uro CT
scans revealed the site of the ureteric injury. A cystoscopy was performed, and a D-J catheter was inserted
into the ureter. After 6 weeks the patient was cured.
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Case 1. Urography. Left ureteric injury.

Case 2. Urography. Right ureteric injury. Case 3. CT Urography – Right ureteric injury.

INTERPRETATION OF RESULTS
Urography or CT Urography imaging is the correct way to diagnose this condition, and D-J catheterization
should be the first line of treatment.

CONCLUSIONS
Iatrogenic ureteric injuries are a rare but very serious complication of laparoscopic surgery. They can imitate
symptoms of different disease states. All gynaecological surgeons should pay special attention to the proper
technique of surgery, which will minimize the risk of adverse events.

REFERENCES (max. 3)
1. Petra F. Janssen, Hans A.M. Brölman, Judith A.F. Huirne. Causes and prevention of laparoscopic
hysterectomy ureter injuries: an analysis of 31 cases during laparoscopic hysterectomy in the Netherlands.
Surg Endosc, 2013, 27:946 – 956.
2. Bong R. OH, Dong D. Kwon, Kwang S. Park et al. Obstet Gynecol. 2000 Mar;95(3):337-9.
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DELIVERY AFTER CLOACA MALFORMATION SURGERY

Rosita Aniuliene (1) - Aniulis Povilas (1) - Mindaugas Jievaltas (1)
Lithuanian University Of Health Sciences, Kaunas University Hospital, Kaunas, Lithuania

(1)

Persistent cloaca is an anatomic defect occuring exclusively in females. It arises during the fifth to eight weeks
of fetal development as a failure of urorectal septum to form and divide the cloaca into rectum dorsally and
urogenital sinus ventrally. This results in confluence of the rectum, vagina,and urethra into a single common
channel. It is extremely rare, occuring in approximately 1 in 25 000 births. The etiology of persistent cloaca is
unknown.We describe here a 19 years old patient who concieved naturally with after multiple surgery of
cloaca associated anomalies,vaginal septotomy, with associated agenesis of right tube and ovary,agenesis of
coccyx, sacral dysplasia, aneurysm of interatrial septum,hydronephrosis, renal scarring, fecal
incontinence.Pregnancy was complicated by phlebothrombosis of v.femoralis communis, v.femoris profundi
and v.iliaca externa.Caesarean section was performed at 38weeks of gestation.The patients with cloaca
malformations must give birth at tertiary level university hospitals, because they need multidiscipline team for
assistance.
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106 - PNEI: THE ROLE OF THE ENVIRONMENT FACTOR DURING
LABOR
Rita Pulpito (1) - Simona Capodiferro (2) - Giusy Flavia Prussiano (3) - Filomena Stile (4)
Università degli Studi di Bari “Aldo Moro” - Scuola di Medicina Corso di Laurea in Ostetricia. CPS Ostetrica presso P.O. “Valle
d’Itria” – Martina Franca (1) - Università degli Studi di Bari “Aldo Moro” (2) - CPS Ostetrica presso P.O. “Valle d’Itria” – Martina
Franca (3) - Università degli Studi di Bari “Aldo Moro” - Scuola di Medicina Corso di Laurea in Ostetricia. CPS Ostetrica presso
P.O. “Valle d’Itria” – Martina Franca(4)

INTRODUCTION AND AIM OF THE STUDY
The extreme medicalization of birth event leads in many cases to the execution of invasive and often little
useful acts with the consequence that woman finds herself "experiencing" labor in a disturbed environment or
assuming inadequate behaviors, which involves a slowing down or an arrest of the same. Hence the interest
of investigating the different realities in order to observe how the extrinsic factors really influence women in
labor. In order to achieve this objective, the theoretical trend of labor was compared, according to what
reported in the literature, with the real trend of labor influenced by the environment factor.

MATERIALS AND METHODS
Multicentric observational survey carried out with a convenience sampling on 487 new mothers chosen among
those who have given birth or at hospitals or at their own home, in the period between 2016/2017 to which
was administered a questionnaire in the days following birth.

RESULTS
The analysis shows that labor began spontaneously in more than 70% of cases, while it was induced between
16-29.80%. There is a different perception of contractions in the different birthplaces and the study shows
different approches: amniorexi from 20.7% to 46.30%, pharmacological administration in health facilities from
44.90% to 70%, in 38.50% of the births at home there’s a stimulation of endogenous oxytocin according to
practices of the midwifery led care.
In relation to vaginal explorations in labor it is observed that in hospital structures in 29.45% of cases more
than 5 visits are performed despite being perceived as bothersome and invasive.
The study shows that in both contexts women are given the freedom to feed from 60% to 83.80% of hospital
facilities to 100% at home. We find the same situation in the possibility of moving from 86.20 to 90.50% of
hospital facilities to 93.10% of those at home.
Another similar fact in both contexts is the presence of positive emotions such as confidence and comfort from
27.4% to 28% probably linked to a good labor trend.
The study shows that "one to one" assistance positively influences the mood during labor starting from 47.4%
of hospitals to 93.1% of the domicile.
About the assistance received during labor/delivery, the women expressed a positive opinion in 55% of the
hospitals to 96.6% of the domicile.

INTERPRETATION OF RESULTS
The degree of influence on women of some practices and hospital habits is deduces to be high; during labor
followed at the woman's home there is a greater respect for the physiological times of childbirth, with a
different/particular care approach in the different circumstances, since midwife adopts many strategies, always
adopting a woman centered assistence, creating an environment that can stimulate the parasympathetic
system and thus maintains the condition of eustress.
There is an urgent need to return to physiology, to careful observation of women, their needs and behavior.
Labor managment must be spread in a neuroendocrine perspective, deepening the knowledge of the uterine
autonomic innervation and the relationship between the environment and the hypothalamic-pituitary-adrenal
axis, underlining the real power that thoughts and emotions have on the neuroendocrine expression in relation
to the environment in which the woman is immersed, in order to make it in the caring approach in relation to
them.

CONCLUSIONS
It is necessary to encourage change by reducing excessive medicalization through one-to-one obstetric care.
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DESCRIPTION AND EVALUATION OF THE LAPAROSCOPIC
SACROCOLPOPEXY FOR RECURRENCE PROLAPSED USING PVDF
MESH.
Andreas Kavallaris (1) - Dimitris Zygouris (2) - Georgios Anastasiou (3) - Dimitrios Papapetrou (3)
Gynecology and Obstetris, St. Lukes, Thessaloniki, Greece (1) - Gynecology and Obstetrics, St. Lukes, Thessaloniki, Greece
Department of Laparoscopy, Mother and Child Medical Center, Nikosia, Cyprus (3)

(2)

-

AIM
Description and evaluation of the Technique in 32 Patients treated laparoscopically to repair advanced (III-IV)
recurrence prolapsed after Hysterectomy and colporrhaphy treatment.

MATERIAL AND METHODS
A non-randomised prospective analysis of 32 women with reccurence prolapse, who underwent in the past
Hysterectomy and vaginal colporrhaphy. All the patients underwent laparoscopic sacrocolpopexy using two
different kind of mesh. PRR for either zyctocele or rectocele and PRS for both.
Patients characteristics, preoperatory exams, intraoperative, postoperative and follow up clinic data were
collected and analyzed.

RESULTS
The mean operative time of the laparoscopic sacrocolpopexy using PRR for zyctocele (23 min), for rectocele
(20 min) and using PRS for both (34 min).
All the patients were reviewed at 1 month, 3 months, 9 months and then every 6 months after the surgery for a
period of 3 years. The follow-up was between 3 months and 30months (2015-2019).
There were no major intraoperative or postoperative complications and we had no mesh exposure or erosion.
The mean hospitalization stay was 2.1 days.

CONCLUSIONS
The laparoscopic sacrocolpopexy using PVDF mesh is an effective and safe technique to repair recurrence
prolased. The long term anatomical functional results are very satisfactory with no major complications.
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108 - OASIS: PREDICTORS FOR THIRD- AND FOURTH-DEGREE
PERINEAL TEARS IN COHORT OF 298 PATIENTS.
Maria Shvaikovsky (1) - Olena Minich (1) - Mirra Manevich Mazor (1) - Genadiy Bitman (1)
Medical Center, Mayanei Hayeshua, Bnei Brak, Israel (1)

INTRODUCTION AND AIM OF THE STUDY
One of the most significant complications of vaginal birth is a high degree perineal tear involving the anal
sphincter – OASIS.
There have been numerous efforts around the world to reduce the incidence of OASIS including the Finnish
Maneuver, use of warm compresses during birth, perineal massage and more. Despite these efforts OASIS
still affects millions of women per year, out of which about 25 percent shall suffer incontinence symptoms for
various periods of time.
The purpose of this study was to analyse our cohort of 298 women who were diagnosed with a third or fourth
degree perineal tear in our hospital between the years 2012 to 2018.
Our aim was to evaluate the predictors for OASIS and their relative significance, including parity, use of
regional anaesthesia, use of instrumental delivery, newborn weight, labour induction, fetal presentation and lie,
and use of medio-lateral episiotomy.

MATERIALS AND METHODS
We retrospectively identified all women diagnosed with third and fourth degree perineal tears who have given
birth in our medical center between the years 2012 and 2018. Data were gathered and analyzed from patient
medical records.

RESULTS
Out of 298 women, 184 were primiparous, 74 during their second delivery, 24 during their third, 8, 2, 4, 0 and
2 women during their fourth, fifth, sixth, seventh and eighth deliveries respectively. 232 women delivered
vaginally, 62 women has a vacuum extraction and 4 had a forceps assisted birth. Average newborn weight
was 3405 gr. 111 women delivered a newborn weighing between 3200 to 3600 grams. Only 11 women
delivered an infant weighting over 4200 grams.200 women had epidural analgesia. 143 women had a medio
lateral episiotomy.

INTERPRETATION OF RESULTS
Primiparity is a consistent predictor for OASIS , as is consistent with the medical lirature, other than that most
women who suffered from OASIS delivered AGA infants, more than half had had an episiotomy and most had
an epidural anesthesia.

CONCLUSIONS
We found that not only primigravidy was an important factor for third and fourth degree perineal tears, but also
midwifes experience . 5 year’s midwife experience significantly reduced OASIS rate during labor . In our study
we didn’t found instrumental assisted delivery , as predictor for perineal tear . Implementation of training
programmes for midwifes and young doctors may reduce OASIS rate .

REFERENCES (max. 3)
1.Naidu M, Sultan AH, Thakar R. Reducing obstetric anal sphincter injuries using perineal support: our
preliminary experience
Int Urogynecol J. 2017 Mar;28(3):381-389. doi: 10.1007/s00192-016-3176-4. Epub 2016 Oct 19.
2. Rahman N, Vinayakarao L, Pathak S, Minden D, Melson L, Vitue E, Pradhan A.
Evaluation of training programme uptake in an attempt to reduce obstetric anal sphincter injuries: the
SUPPORT programme.
Int Urogynecol J. 2017 Mar;28(3):403-407. doi: 10.1007/s00192-016-3158-6. Epub 2016 Oct 25.
3.American College of Obstetricians and Gynecologists’ Committee on Practice Bulletins—Obstetrics. Practice
Bulletin No. 165: Prevention and Management of Obstetric Lacerations at Vaginal Delivery. Obstet Gynecol.
2016 Jul;128(1):e1-e15. doi: 10.1097/AOG.0000000000001523.
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109 - SYNTHETIC MESH SURGERY FOR URINARY STRESS
INCONTINENCE: IS IT SAFE ?
Geoffrion Hugues (1)
Gynecologic Surgery, Clinique des Landes, Mont de Marsan, France (1)

We present a series about surgical management of female urinary incontinence by Polypropylene Uretrale
Sling (InGyne S - Dipromed).
The study is based on 64 patients (Ref IGSD1245WSIO) Managed between November 2016 and February
2019.
All patients were operated using an IN OUT trans Obturator technique.
The protocol is as follows:
Clinical diagnosis with evidence of a urethral rocker and a cough leak corrected by the Bonney procedure.
In complex cases (6 mixed incontinence) a urodynamic assessment was requested.
If UI occurs after prolapse previously treated by surgery dynamic MRI is required (2 cases)
Out patient hospitalization
Systematic implementation of a venous route
Local anesthesia accompanied by a slight sedation intubation or mask to perform an intraoperative stress test
Not catheterized
Complementary local anesthetic: 1 cc of Xylocaine at 1%
Surveillance in day service
- Rehydration 500 cc per hour
- Bladder scan after first urination
- Allowed output if RPM (Post Mic Residue) <50% of Mic volume

Series Analysis
64 patients, mean age 58 years old All have given birth at least once by natural route
He had benefited in the last 6 months from a SCP per laparoscopic
2 were operated simultaneously
- rectocele and cystocele repair stage 2
- Perineal Plasty
58 patients had a simple SUI diagnosis
Stage 1 = 0
Stage 2 = 38
Stage 3 = 26
6 IU Mixed with by the dominant effort

Complications
1 immediate
Lateral vaginal perforation = 3 cases
immediate diagnosis
Abnormal bleeding, Clinical examination, Strip removal, f-vaginal over-pull and bandage rests at the same
time
No secondary complication
Always make the diagnosis in per op +++
Hemorrhage = 2 cases
Generally due to a perivascular venous wound
Placement of a urinary catheter and a wick for 3 h
resumption of the initial protocol
1 case of hematoma internal thigh face spontaneously resolved in 15 days
2 Secondary
Infection = 0
BSU exposure = 0
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Sexual difficulty = 0
COMPLICATIONS SPECIFIC to BSU
Dysuria = 4 cases
two classical causes
1: Malposition of the BSU, generally too low inserted opposite the detrusor
2: Tension too important
- 4 cases request urodynamic exam
2 cases: BSU too tight,
waiting 6 months with
self poll and
prophylactic antibiotic therapy (OFLOXACIN 200 mg 1 tablet twice weekly)
BSU section under local anesthesia
2 cured patients
2 cases of mixed infection
1 case treated with VESICARE 5 mg / day and cured
1 case of failure KINE LASER failure - Balance in progress to date
_ Failure with persistence SUI
- Urodynamic
- Higher pubic TVT proposal with higher BSU tension
- Good result after the second intervention under cystoscopic control
Personal experience
- 1998 - 2019
- more than 3000 BSUs
- 3 differents companies (Gynecare, ASPIDE, Surgynal)
- Healing rate> 90%
- 1 serious complication (ASPIDE)
- Inflammatory reaction around the BSU
- Crural Nevritis and motor sensory disturbance of the right lower limb
- Total ablation of the prosthesis ...
- Failure and patient classified disabled
- No bladder injury with TVT-O
- Control cystoscopy only if TVT above pubic

Conclusion:
Simple surgical technique fast and very effective if mastered
No urodynamic exam in typical forms (except medico-legal problem)
Questions :
why so much dysuria and misplaced BSU ?
Temptation of too tight the sling for a more effective result but totally antiphysiological (it is necessary to stall
the urethra and not the kink)
Why extrusions ?
Same reason: a sling too tight becomes rigid under the pubic arch and perforates the tissues as much as the
vagina and end is fragile
Should surgery be offered as first-line : NO
The rate of failure and the follow-up is very important and the patients ask a definitive management
Should we still use the slings : YES
Equipment proposed is very SAFE
NB : A movie will be presented during the session.
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110 - COMPARING ANTERIOR AND POSTERIOR RECTAL WALL
HISTOLOGY AMONG WOMEN SUFFERING FROM RECTOCELE
Elad Barber (1) - Ada Rosen (1) - Letizia Schreiber (1) - Shimon Ginath (1)
Tel Aviv university, faculty of medicine, Wolfson medical center, Tel Aviv, Israel

(1)

INTRODUCTION AND AIM OF THE STUDY
Rectocele is considered as a defect in the rectovaginal septum which can result in difficulty with defecation
and obstructed defecation syndrome (ODS). Our aim was to compare the histological characteristics and the
degenerative damage between the anterior and posterior rectal walls and their possible impact on defecation
in women suffering from rectocele.

MATERIALS AND METHODS
Histopathological changes of the anterior and posterior rectal walls were compared in women suffering from
rectocele who had undergone stapled trans-anal resection of the rectum (STARR). Mucosa, submucosa and
muscular layers, including ganglia, were investigated on both anterior and posterior walls of the rectum.

RESULTS
38 specimens of anterior and posterior walls of the rectum were submitted to histological examination in 19
patients who underwent STARR procedure. The mean age of the study was 55.5±13.9 and the mean duration
of symptoms was 38.2±28.0 months. The average size of rectocele was 3.7±0.8 cm. There was no difference
in histological findings (degeneration and fibrosis) between anterior and posterior rectal walls (33% vs. 25%,
respectively, p=0.751).

INTERPRETATION OF RESULTS
No significant difference was noted in the degenerative process between the anterior and posterior walls.

CONCLUSIONS
As there is no apparent difference in histology comparing the anterior and posterior rectal walls, it is feasible to
recommend the resection of both in order to achieve a better rectal function and a better clinical outcome.
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LASER TREATMENT FOR STRESS URINARY INCONTINENCE IN
WOMEN. DOES THE EVIDENCE EGSIST?
Ivan Fistonic (1) - Nikola Fistonic (2)
Institute for Women's Health, Ob/Gyn, Zagreb, Croatia (1) - Ob/Gyn Clinic, University Hospital Merkur, Zagreb, Croatia (2)

INTRODUCTION AND AIM OF THE STUDY
Contemporary scientific and technological breakthroughs have led to better clinical outcomes with minimally
invasive procedures with shorter recovery times and lower implicated costs. In this sense, recent evidence
supports laser treatment as an effective and compliant intervention for stress UI. A number of prospective
observational studies, heat to head and randomized control trials showed the effectiveness and safety of
vaginal laser in treatment of women patients with stress urinary incontinence (SUI).

MATERIALS AND METHODS
A non-systematic review of the literature was derived from PubMed database up to March 2019. Key words
“laser” and “urinary incontinence” yield 370 articles. After exclusion for incontinence in male, laser use in
surgery, non-laser techniques and review articles, 24 papers met criteria regarding laser use in women with
urinary incontinence.

RESULTS
Laser effect in SUI patients was primary goal in 21 studies, OAB in 1, GSM in 1 and histology in 1 study. A
total of 1,452 patients were enrolled at the 1-36 months follow up (mean 7.04 months). In average 1.9 laser
sessions per patient, an average reduction in ICIQ-UI SF scores was 5.9, an average 1-hour pad test
reduction was 16 grams with average continence rate after laser treatment of 44.5%.

INTERPRETATION OF RESULTS
It is obvious that additional studies are needed to explore the long-term safety and efficacy of various laser
therapies for genitourinary symptoms. However, a number of prospective observational studies show the
effectiveness and safety of vaginal Er:YAG SMOOTH ®, confirmed by randomized sham-controlled data [1].
Long term studies demonstrate that the effects of Er:YAG SMOOTH ® treatment are comparable to local
hormone treatment [2]. Head to head study [3] showed that Er:YAG SMOOTH® therapy in women improved
urinary incontinence as effectively as the tension-free vaginal tape (TVT) and transobturator tape (TOT)
procedures.

CONCLUSIONS
„LASER“ in medicine stands for a number of diverse devices. They irradiate different energy at different
vawelengths and produce different effects in different tissues. That is why clinical evidence and effectiveness
of Er:YAG SMOOTH® treatment should not be ignored as possible harms induced by completely different and
more invasive laser technologies are not uniform. At the moment there is not available any published head to
head study with different laser devices for SUI and GSM treatment.
However, long term well designed prospective studies are still needed to disclose effectiveness of laser and
other energy based devices in SUI and GSM treatment

REFERENCES (max. 3)
1. [1] Blaganje M, Šćepanović D, Žgur L, Verdenik I, Pajk F, Lukanović A. Non-ablative Er:YAG laser therapy
effect on stress urinary incontinence related to quality of life and sexual function: A randomized controlled
trial. Eur J Obstet Gynecol Reprod Biol 2018;224:153-158.
2. [2] Gambacciani M, Levancini M, Russo E, Vacca L, Simoncini T, Cervigni M. Long-term effects of vaginal
erbium laser in the treatment of genitourinary syndrome of menopause. Climacteric 2018;21:148-152.
3. [3] Okui N. Comparison between erbium-doped yttrium aluminum garnet laser therapy and sling
procedures in the treatment of stress and mixed urinary incontinence. World J Urol. 2019; 37: 885.
https://doi.org/10.1007/s00345-018-2445-x
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MAYER-ROKITANSKY-KUSTER-HAUSER SYNDROME ( TYPE B)
AND STRESS URINARY INCONTINENCE
Aniuliene Rosita (1), Aniulis Povilas (1), Jievaltas Mindaugas (1)
Lithuanian University Of Health Sciences, Kaunas University Hospital, Kaunas, Lithuania

(1)

INTRODUCTION
Mayer-Rokitansky-Kuster-Hauser (MRKH) syndrome is a disorder of the female genital tract
development characterized by the absence of the upper portion of the vagina, absent or
hypoplastic uterus and normal or hypoplastic fallopian tubes. Affected women may have
associated urologic or skeletal abnormalities.
MATERIALS AND METHODS
A Case report about 19-year old woman who was admitted to the outpatient department of
the university hospital due to stress urinary incontinence andMayer-Rokitansky-KusterHauser sindrome.
RESULTS
A 18-year-old girl with MRKH syndrome-female genotype and phenotype, primary
amenorrhea and stress urinary incontinence admitted the outpatient department of the
university hospital. Patient underwent TVT-O surgery for stress urinary incontinence.
Conclusions: The patient‘s objective and self evaluationof the treatment efficacy after 6
months was 60 percent.
Key words: Mayer-Rokitansky-Kuster-Hauser syndrome, stress urinary incontinence, TVTO operation.
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VAGINAL UTERUS-SPARING NATIVE TISSUE REPAIR OF PELVIC
FLOOR DISORDER: REVIVAL OF A PROVEN METHOD
DESCRIPTION OF MANCHESTER-FOTHERGILL PROCEDURE
Nicole Keller (1) - Seraina Schmid (1) - Beatrix Haemmerle (1)
Department of Gynecology and Obstetrics, Hospital Grabs, Grabs, Switzerland

(1)

INTRODUCTION AND AIM OF THE STUDY
We present a nearly forgotten long-lasting method to correct pelvic floor disorder with vaginal uterus-sparing
tissue repair. The Manchester repair was first described by Donald in 1908 and later modified by Fothergill.

MATERIALS AND METHODS
A 52-year-old woman suffered from pelvic organ disorder POP-Q stage III with uterine prolapse, cystocele,
rectocele and enterocele. The patient expressed a strong desire to preserve her uterus. Having heard of mesh
complications, she asked for native tissue repair. As a farmer’s wife she could not give up doing hard physical
work after her operation. In 2017 a Manchester-Fothergill procedure combined with anterior and posterior
colporrhaphy was performed:
An uterine abrasion was performed to exclude an endometrium pathology. After having identified the
uterosacral cardinal ligament complexes, they are clamped and cut. The next step is the partial resection of
the cervix followed by posterior Sturmdorf suture. It is important to leave the cervical canal open. The
uterosacral cardinal ligament complexes are overlapped and attached ventral to the uterus. Finally the anterior
Sturmdorf suture is performed. The neocervix is now covered by vaginal mucosa. The result is an anteversion
and an elevation of the uterus. The subsequent cystoscopy showed normal ureteral jets on both sides. Then
the anterior and posterior colporrhaphy is performed. The postoperative course was uneventful.
figure 1: surgical procedure

RESULTS
Two years after the operation the patient estimated
her quality of life as very high when filling in the
ICS quality of life questionnaire for vaginal
symptoms. At the same time a new POP-Q-stage
assessment showed no recurrence of pelvic organ
prolapse.

INTERPRETATION OF RESULTS
The advantage of the Manchester-Fothergill
procedure is not only uterine preservation without
mesh implantation but also a short operation time
and a low complication rate combined with a longlasting improved quality of life.

CONCLUSIONS
Nowadays women increasingly desire to have their
pelvic
organ
prolapse
corrected
without
implantation of mesh and by a uterus-sparing
method. It is important to offer them a reliable
surgical procedure with long-lasting results. With
the Manchester-Fothergill procedure all these
requirements are fulfilled followed by a high quality
of life afterwards.
REFERENCES (max. 3)
1. Donald A. Operation in cases of complete prolapse. J Obstet Gynaecol Brit Emp. 1908; 13: 195-6.
2. Fothergill WE. The end results of vaginal operations for genital pro- lapse. J Obstet Gynaecol Brit Emp.
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MANAGEMENT OF POST-HYSTERECTOMY VAGINAL VAULT
PROLAPSE: FOCUS ON A CASE.
Eleazar Bravo Moreno (1) - Nieves María Climent Martínez (1) - Irene Coronado Lazcano (1) - Stefano De Meo
Monedero (1) - Victoria Martínez Morón (1)
Hospital Universitario Fundación Alcorcón, Hospital Universitario Fundación Alcorcón, Alcorcón, Spain (1)

(1)

- Patricia Pinto

INTRODUCTION
Urogenital prolapse (POP) is a common condition which can be distressing and is known to have a significant
effect on health related quality of life. However some degree of prolapse is found on examination in 40-60% of
parous women. Post hysterectomy vaginal vault prolapse (VVP) may commonly be associated with prolapse
in other compartments and may increase the risk of surgical failure. Several techniques for treatment of VVP
has been investigated in randomized clinical trials.

AIM OF STUDY
Performing a systematic review of the management of post hysterectomy vaginal vault prolapse (VVP) through
a patient with several risk factors.

CLINICAL CASE
We present a 90 years old women with a vaginal hysterectomy in 2009 due to a total genital prolapse. This
women has several cardiovascular risk factors (arterial hypertension, dislipaemia, DM) and a heart stroke
causing a dilated cardiomyopathy, followed by her specialists.
Two years after surgery, this patient was diagnosed of vault prolapse grade III without complications, and she
decided expectant treatment. In March of 2019, she returns for a new valuation because of an infection of her
prolapse. In the MRI is observed a severe relaxation of pelvic floor with a total pelvic prolapse including
peritoneum, without intestines. After our diagnosis and complementary exams, we decided to perform a
colpocleisis, due to her several comorbidities and advanced age .

DISCUSSION
There are several types of treatment to manage the vaginal vault prolapse and anyone of them is considered
the gold standard for this type of pathology. Whilst all women will initially benefit from conservative measures,
surgical intervention remains being an effective management of women with VVP. A full evaluation of pelvic
floor dysfunction is mandatory prior to considering surgery.
All surgical techniques resulted in good subjective results, and with no statistically significant differences
between the techniques compared.
Reconstructive surgery corrects the prolapsed vaginal and aims to restore normal anatomy, while obliterative
surgery corrects prolapse by removing and/or closing of all or a portion of the vaginal canal (colpocleisis) to
move the viscera back into the pelvis. Most women with symptomatic pelvic prolapse are treated with a
reconstructive procedure. However, obliterative procedures are an effective option for women who cannot
tolerate more extensive surgery and who are not planning future vaginal intercourse. In addition, obliterative
procedures are consistently associated with high rates of satisfaction.
The advantages of obliterative procedures compared with other types of POP surgery are that such
procedures typically have a shorter operative duration, decreased perioperative morbidity, and an extremely
low risk of prolapse recurrence. The obvious disadvantages are the elimination of the potential for vaginal
intercourse.

CONCLUSION
Vault vaginal prolapse is an infrequent, although challenging complication of both abdominal and vaginal
hysterectomy. A comparison of different techniques of prolapse surgery is difficult because of heterogeneity.
All techniques have proved to be effective and the reported differences between them were negligible.
Obliterative surgery treat POP by removing and/or closing off all or a portion of the vaginal canal to reduce the
vagina and viscera back into the pelvis. While most women with symptomatic POP are treated with a
reconstructive procedure, obliterative procedures are an effective option for women with a lot of comorbidities.
Colpocleisis is highly effective for treating prolapse; success rate range from 90 to 100 percent. Colpocleisis
does not appear to alter body image. Regretting after the procedure is uncommon.
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115 - A REGENERATIVE STRATEGY TO TREAT TVT MESH EROSION
Massimiliano Brambilla (1) - Arturo Bonaguidi (2) - Paola Pifarotti (2) - Elena Roccella (3)
Plastic Surgery, Dept For The Helath Of The Woman, Baby And Newborn, Irccs Fondazione Ca'granda Ospedale Maggiore
Policlinico, Milano, Italy (1) - Urogynecology, Uoc Gynecolgy, Irccs Fondazione Ca'granda Ospedale Maggiore Policlinico,
Milano, Italy (2) - Uoc Gynecolgy, Irccs Fondazione Ca'granda Ospedale Maggiore Policlinico, Milano, Italy (3)

The authors present the statistic of 6 consecutive cases affected by TVT mesh erosion who
were treated with micro and nanofatgraft.
All the patients where sent to the authors after failure of previous treatments.
The patients were divided in 2 groups according to mesh exposition.
The patients affected by multiple minor erosions and periodical healing, where treated with
the following strategy: day 1 (endovaginal low energy co2 laser treatment in order to
achieve edema of the mucosa and enhance the space for fat injection), day 2 (micro and
nanofatgraft)
The patients affected by major exposition of the mesh had the same treatment associated in
day 2 to partial mesh removal.
Results were favorable in 5 cases on 6.
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MICRO FAT GRAFT AND PERCUTANEOUS TISSUE RELEASE
FOR THE TREATMENT OF PAINFUL EPISIOTOMY SCAR
Massimiliano Brambilla (1) - Arturo Bonaguidi (1) - Elena Roccella (1) - Veronica Boero (1) - Ermelinda Monti (1)
irccs fondazione cA'granda ospedale maggiore policlinico, irccs fondazione cA'granda ospedale maggiore policlinico,
MILANO, iTALY (1)

The authors present the statistic of 18 consecutive cases treated with a mean follow up of
14 months.
All the patients where sent to the Plastic Surgery Unit after failure of previous treatments.
The patients were divided in 2 groups according to scar extension.
The patients with no introital stenosis but affected by stiff tissues were treated with injection
of microfatgraft and percoutaneous scar release while those who suffered from vulvar
stenosis were treated with amplification of the stenosis with perineal island tunneld flap
associated with microfatgraft and percoutaneous scar release. All patients were than
instructed to use domiciliary dilators.
Results were extremely favorable.
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117 - BULKAMID IN THE STRESS URINARY INCONTINENCE
Elena Bescos Santana (1) - Laura Polo Oliveros (1) - Cristina Hierro Espinosa (1) - Alejandro Sanz Lopez (1)
SALUD (Servicio Aragonés de Salud), HOSPITAL CLÍNICO UNIVERSITARIO LOZANO BLESA, ZARAGOZA, Spain (1)

The objective of this poster is to show the need for new techniques for those cases of refractory incontinence
in which the quality of life of our patients is greatly diminished.
In this moment, the tension free suburethral sling is the gold standard for the surgery of the SUI, (TOT or
TVT). Single-incision meshes are progressing in the market with good postoperative results. The biggest
problem is in refractory or recurrent cases. What can we offer?
In our hospital , the options in refractory cases were:
•
Repeat the same technique (TOT),
•
Retropubic sling (1st TOT, 2nd TVT),
•
Adjustable retropubic sling (Reemex).
Since the end of 2018 the administration of periurethral injectables has been offered in our Hospital
(BULKAMID)
We present 5 patients to whom in the last six months the administration of Bulkamid has been proposed.
All of them started with serious SUI results. The average in the initial result was 16 in ICIQ-SF. The personal
sensation of the patients was of improvement in all of them.
Of the 5 patients none presented serious complications. Only one patient was required evacuatory
catheterization on 2 occasions.
We can affirm that it is a technique to be evaluated in patients with stress urinary incontinence, especially in
those refractory cases in which, after correcting the urethral hypermobility, it continues with SUI. It can be a
good option in "fragile" patients in whom we do not want to subject them to the use of anesthesia or in those
patients with severe SUI and without fulfilled sexual desire.
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ISOLATED RIGHT AORTIC ARCH : PRENATAL DIAGNOSIS
CHARACTERISTICS, PREGNANCY OUTCOMES AND SYSTEMATIC
REVIEW
Iris Bitumba (1) - Laurent-julien Salomon (1)
University hospital, Necker Enfants Malades, Paris, France (1)

INTRODUCTION AND AIM OF THE STUDY
To investigate prenatal diagnosis characteristics and pregnancy outcomes associated with isolated right aortic
arch (RAA).

MATERIALS AND METHODS
A retrospective study including fetuses with isolated RAA, managed between January 2010 and February
2018. Cases were identified from the ultrasound databases of the expert pediatric cardiologists, who made the
aforementioned diagnosis. All fetuses were examined by a fetal medicine imaging expert to exclude any
extracardiac abnormality. A systematic review was performed to assess the prenatal diagnosis and outcomes
of fetuses with isolated RAA.

RESULTS
56 fetuses were diagnosed with an isolated RAA. An isolated double aortic arch (DAA) was diagnosed in 1
fetus. Mean gestational age at diagnosis was 22 weeks. The sex ratio (boy/girl) was 0.89. No significant
abnormality was detected in invasive tests (karyotype or microarray). Only 1 fetus was misdiagnosed with
isolated RAA. He was the only symptomatic (stridor) newborn baby and was later diagnosed with DAA.
Table 1
Characteristics and pregnancy outcome of fetus with RAA
Characteristic
Value
Maternal age (years)
31 (19 – 41)
Gestational age at diagnosis (gestational weeks) 22.2 (14.0 – 32.5)
Chromosomal anomaly
1
Gestational age at delivery (gestational weeks)
37.0 (32.2 – 39.6)
Sexe ratio (boy / girl)
26/29
Birth weight (kg)
3.147 (1.8636 – 4.320)
Post-natal symptomatology
1 stridor
Post-natal echocardiography
1 RAA was a DAA, 1 RAA + inter-auricular
communication,
1 RAA + aortic bicuspid
Table 2
Isolated RAA characteristics in systematic review

Case
(n)

Study

Gestational
age
at
diagnosis
(gestational
weeks)

Chromosomal
anomaly

Our study

56

22.2
(14.0
32.5)

Wόjtowicz
(2017) [2]

14

21.5 ± 4.8
(15-32)

0

Edward
(2017) [1]

24

21.0
(17-32)

Duplication
9p21.2
Deletion

–

Translocation
(5 ; 9)

Obstetric
complications

1 IUGR
1
oligoamnios
after
35
gestational
weeks
1 IUGR
1 IUFD at 39
GW
-

Gestational
age
at
delivery
(gestational
weeks)

Post-natal
symptomatology

Post-natal
echocardiography

37.0
(34.2-39.6)

1 stridor in a
DAA

1 RAA was a
DAA
1 RAA + IAC
1 RAD + aortic
bicuspid

38,8 ± 1.7
(35-41)

1 dysphagia at
1 year in a RAA

-

-

1 cleft palate in
the child with
the
deletion

2 RAA was DAA
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17p11.2
Deletion
6p21.31p21.2
Deletion 22q1

Mogra
(2016)
[3]

21

19
(18-22)

0

22q11

-

-

1 death at 6
months of a
SCID (DAA)
1 surgery at 1
year in a DAA
1 IVC not seen
antenatally
operated at 3
months

1 RAA
DAA

was

a

1 DAA
CAD

was

a

INTERPRETATION OF RESULTS
4 studies were included in our systematic review representing 115 cases of isolated RAA. 1 significant
chromosomal abnormality was detected : a 22q11 deletion in a newborn baby who had a postnatal finding of a
soft palate cleft. There was 1 major obstetric complication : an intrauterine fetal demise at 39 gestational
weeks.

CONCLUSIONS
Diagnosis of isolated RAA can be challenging. Invasive tests are to be discussed. The diagnosis of isolated
RAA should not change obstetric monitoring. Nevertheless, an echocardiography should be performed
systematically in these new newborn babies within their first month of life.
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119 - THE UTILITY OF FRACTIONAL CO2 LASER FOR THE
TREATMENT OF PELVIC FLOOR SYMPTOMS IN PARTURIENT WITH
PERINEAL TRAUMA
Reut Rotem (1), Maurizio Filippini (2), Stella Capriglione (2), Adi Y. Weintraub (3), Miriam Farinelli (1), Salvatore Andrea Mastrolia (4)
Department of Obstetrics and Gynecology, Ospedale di Stato, Cailungo, Repubblica di San Marino (1) - 2Department of Obstetrics
and Gynecology, Shaare Zedek Medical Center, Hebrew University Medical School, Jerusalem, Israel (2) - Department of
Obstetrics and Gynecology, Soroka University Medical Center, Faculty of Health Sciences, Ben-Gurion University of the Negev,
Beer Sheva, Israel (3) - Department of Obstetrics and Gynecology, Ospedaledei Bambini "Vittore Buzzi", University of Milan,
Milan, Italy(4)
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120 -

LASER THERAPY FOR GENITOURINARY SYNDROME OF
MENOPAUSE (GMS) – A PROSPECTIVE CASE-CONTROL STUDY
Döllinger Vera (1) - Hilgers Saskia (1) - Wolf Christopher (1) - Gabriel Boris (1)
Hospital, St. Josefs Hospital, Wiesbaden, Germany (1)

INTRODUCTION
The objective of this study is to collect data on the effectiveness of vaginal ablative Erbium:YAG laser therapy
for GMS in our outpatient routine setting. The YAG laser treatment aims to restore the physiology of the
vaginal epithelium in stimulation of the basement membrane in order to improve the elasticity and the
remodeling process of collagen fibers and enhance the condition of the vaginal tissue and the tone of the
pelvic floor. Perimenopausal changes caused by estrogen deficiency are accompanied by a decrease in the
content of collagen and elastin in the tissues, leading to thinning of the epithelium and the resultant
disappearance of the superficial layer (vulvovaginal atrophy). Symptoms like vaginal dryness and dyspareunia
are typical, with more than half of postmenopausal women being affected.
Often, patients with a medical history of breast cancer report these symptoms in the course of a systemic
therapy. In general, GMS is associated with various reductions of the quality of life. While YAGlaser treatment
represents a common treatment for GMS, validation studies are scarce.

MATERIALS
A pulsed Erbium:YAG laser (MCL31 Dermablate; Asclepion Laser Technologies, Jena, Gemany) with a
defined wavelength of 2940nm was used.

METHODS
The treatment consisted of a dual-phase protocol for vaginal Erbium:YAG laser in pelvic floor medicine
(fractional ablative mode followed by a thermal mode right after). Patients were examined at baseline (t0) and
6-8 weeks after (t1). At both consultations, the anamnesis was obtained via a 10-item, dimensional clinician
rates questionnaire (e.g. vaginal dryness) and the Vaginal Health Index (VHI). Exclusion criteria were applied
beforehand (urinary tract infection, unremarkable pap smear test, etc.).

RESULTS
To date, 15 patients (mean age: M = 54,7 years) with a vulvovaginal atrophy were recruited at our outpatient
gynecological clinic. 6 patients (40%) reported a history of breast cancer. Main complaints at baseline were
vaginal dryness and dyspareunia. Prescores indicated severe GMS on average (questionnaire: M = 7, VHI: M
= 13,6). The laser treatment was able to successfully reduce symptoms of GMS in nearly all cases. The inner
tissue proved to be more elastic and showed an enhanced thickness and smoothness. Sexual satisfaction was
not affected subjectively.

CONCLUSION
Current data show that the YAG laser treatment is an effective and compliant therapy for GSM. However, a
positive outcome can not be guaranteed. Data collection is in process, final results will be presents for the first
time internationally at the conference.
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VIDEO

1 – V - LOCAL ANESTHESIA IN VAGINAL SURGERY
Michael Halaska (1) - Marcela Kotoulova (1) - Katerina Maxova (2)
Charles University in Prague, Bulovka, Prague, Czech Republic
Republic (2)

(1)

- Charles University in Prague, Vinohrady, Prague, Czech

INTRODUCTION AND AIM OF THE STUDY
The movement towards use of local anaesthesia in major vaginal surgery has been succesfull. The aim of this
presentation is to highlight on the possibilities of this type of anesthesia in vaginal surgery for prolapse. Our
aim and target was the need to deal with prolapse regardless of age and comorbidities. We were inspired not
only by the old classics of vaginal surgerys but mainly by the experiences of new pioneers of local anesthesia
published in the last decades. Painless care for elderly and polymorbid women without cognitive impairment
provides comfortable postoperative course- revolution in the care of our patients.

MATERIALS AND METHODS
We have used local anesthesia in elderly and risk patients since 2005. We published results of our pilot study
performed 2012-16 on 129 elderly patients with vaginal wall defect Grade II – III. They could choose between
the local and general anesthesia. Among selection criterias were: ASA Classification I-III, patient mentally
prepared, agreement with the methods of anesthesia. After that, anterior colporrhaphy was performed and for
the assessment of patients satisfaction visual analogue scale (VAS), International Consultation on
Incontinence Questionnaire - Short Form (ICIQ-SH), Pelvic Floor Distress Inventory - 20 (PFDI-20) was used.
The authors found in VAS scale no and minimal pain in 75,2 % of local anesthesia group pts and statistically
significant lower need of analgesia postperatively in this group and no difference in blood loss, operation time
and late complications rate. Since the study we have used the local anesthesia practically in all our patients
who agreed-90% of our cohort which consist of more than 400 pts. Method of operations is as follows: After
the premedication by morphine 10 mgs, under the surveillance of an anesthesist- we use Rudocain 4% 320
mgs diluted with 100 mls of normal saline. Important is application technique, doses of medicines used and
technique of fluid dissection of vaginal walls layers. The solution is inserted under the vaginal epithelium
subfascially and we administer additional doses of local anaestetics with sligtes signs of discomfort - not
speaking of pain that was quite exceptional. The patient were fully conscious, in constant oral contact and
completely satisfied during and after the operation.

RESULTS
Table 1: Patient subjective perception of pain
VAS

0

1

% of patients

19,4

Number of patients

25

2

4

5

6

7

8

9

10

55,8 12,4 7,6

3,1

0,8

0,8

0

0

0

0

72

4

1

1

0

0

0

0

16

3

10

From associated diseases, we observed 44,1% cardiovascular, 11,8% oncological, 11,8% diabetes mellitus,
5,9% cerebrovascular and 8,8% glaucoma and some of them had also psychiatric disorders. The mean
operation time was comparable between local and general anesthesia – 38 min. The blood loss wasn´t higher
than 100ml in the both groups.

INTERPRETATION OF RESULTS
Even if the operation was prolonged by the cautious approach aimed at eliminating even the smallest pain,
there was no significant difference between the groups concerning duration of operation and hospital stay..
The difference in age between the groups can be explained by our efforts to persuade all elderly patients even
if cognitively intact to choose local anaesthesia for their repair operation. Good news was the minimal blood
loss with local anaesthesia. Epinephrine which is contained in the anaesthetic medium as a vasoconstrictor
not only slows the absorption and, therefore, prolongs the action of the anaesthetic agent but its
vasoconstricting abilities also help to diminish the total blood loss the patient sustains during surgical
procedures. The doses of postoperative analgesics ( in the contrary to our expectation) didn`t increase. In the
local anaesthesia group was the need for opiates even significantly lower than in general anaesthesia group
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whereas similar consumption of analgesics in both groups we attach to routine submission of these less
addictive drugs in the post-operative period at our clinic.

CONCLUSIONS
Traditionally, local anaesthesia has been reserved for minor and superficial vaginal procedures. However, it
can be successfully employed for extensive vaginal reconstructive surgeries. Duration of surgery didn`t
increase, blood loss was minimized and patient acceptance was excellent. The costs of hospital care with
patients bypassing the recovery unit dropped.
Local
desensitizing vaginal wall, uterine margins and pelvic ligaments enables even vaginal hysterectomyin cases of
large prolapsed uteri which do not allow any other type of anaesthesia.
Promissing future of local anesthesia in vaginal reconstructive surgery is without discussion as it is highly
effective, painless and safe for the patient.
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2 - V - EFFECTS

OF BILATERAL APICAL FIXATION ON URINARY
INCONTINENCE AND APICAL PROLAPSE – A COMPARISON OF OPEN
ABDOMINAL CERVICOSACROPEXY (CESA) AND LAPAROSCOPIC
CERVICOSACROPEXY (LACESA)
Ludwig Sebastian (1) - Mallmann Peter (1) - Jäger Wolfram (1)
University of Cologne, Department of Obstetrics and Gynecology, Cologne, Germany (1)

INTRODUCTION AND AIM OF THE STUDY
With increasing age, more and more women are affected by uterine descent and urinary incontinence. In
addition to the apical reconstruction of the vagina, cervicosacropexy (CESA) has also been shown to be a
successful treatment option for urgency urinary incontinence - in combination with a suburethral tape,
continence can be restored in 76% of patients with urgency urinary incontinence.
So far, the CESA surgical technique was performed with a belly cut (open abdominal). This technique involves
a long surgery time and a hospital stay of about 6 days. After a laparotomy, the patients are only partially
mobile for several weeks.
For these reasons, a laparoscopic procedure (laCESA) has been developed. In this study we present the
implementation in the laparoscopic technique (laCESA) compared the clinical outcome to the open abdominal
CESA.

MATERIALS AND METHODS
Patients with uterine prolapse (POP-Q stage I - IV) and urinary incontinence (mixed or urgency urinary
incontinence) were operated on at a tertiary center between 2016 and 2018. Urinary incontinence symptoms
were assessed using validated questionnaires before and 4 months after surgery.
In the cervicosacropexy (CESA) technique, the damaged utero-sacral ligaments (USL) were "standardized"
replaced on both sides on the small pelvis by polyvinylidene fluoride (PVDF) structures. These PVDF
structures were 0.4 cm wide and 8.8 cm long (in each patient!) and were implanted between the cervix and the
sacral vertebra (at the level of S1) in the original course of both USLs. In our technique, a "curved hook"
(originally used for TVT placement) was used in the laparoscopic procedure (laCESA).

RESULTS
So far, 90 patients had uterine descent and urinary incontinence, 41 were operated with the laparotomy
technique (CESA) and 49 with the laparoscopic technique (laCESA). One third of all patients had a POP-Q
stage II - IV. Continence was restored in 48% of patients by CESA, and in 56% of patients by laCESA. In 96%
of patients uterine descent was corrected. Intraoperatively there were no substantial bleedings or
complications. However, the two surgical techniques differed significantly in the mean hospital stay (3 after
laCESA vs. 6 days after CESA) and the mean surgery time (85 min after laCESA and 122 min after CESA).

INTERPRETATION OF RESULTS
The CESA technique could also be implemented laparoscopically and achieved the same clinical results
(restoration of apical prolapse and urinary continence). In addition, the duration of surgery in laCESA could be
reduced (learning curve) and the immediate postoperative mobilization shortened (from 5 days to 2 days).

CONCLUSIONS
The advantage of the bilateral USL replacement lies in the comprehensible, standardized - and thus
reproducible – surgical technic and the minimum amount of material (no polypropylene). Besides, the
laparoscopic CESA (laCESA) offers a shorter surgical time, a faster mobilization of patients, and a shorter
hospital stay.

REFERENCES (max. 3)
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2. Rexhepi S et al. Laparoscopic Bilateral Cervicosacropexy and Vaginosacropexy: New Surgical Treatment
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3-V-

VAGINAL ROBOTIC SUPRACERVICAL HYSTERECTOMY IN AN
OVINE ANIMAL MODEL: THE PROOF OF CONCEPT
Jonia Amer Alshiek (1) - Abbas Shobeiri (2) - Liron Bar El (3)
Technion-Israel institute of Technology, Hilel Yafe, Haifa, Israel
Ichilov, tel aviv, Israel (3)

(1)

- INIVA FAIRFAX, INOVA, FAIRFAX, United States
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- Ichilov,

INTRODUCTION AND AIM OF THE STUDY
The clinical application of transvaginal natural orfice transluminal endoscopic surgery (vNotes) has broadened
significantly. This technique reduces wound complications such as infection, hematoma formation, or
herniation. The vNOTES approach is currently utilized for hysterectomy, adnexal surgery, myomectomy, and
staging surgery for endometrial cancer. New technologies are needed to overcome the current mechanical
obstacles in preforming gynecologic laparoscopic surgeries via vNOTES. Robotic assistance has been
proposed to that matter; however, the implementation of the current robots have limited utility due to their bulk
and inflexibility. Robotic Natural Orfice Transluminal Surgery (rNOTES) is the new frontier in advancement of
surgical robots. In developing new task specific robots, it is important to utilize an accurate model for testing.
A novel vaginal robot introduced through the posterior cul-de-sac to perform a complete retrograde
supracervical hysterectomy is the subject of this study.
The aim of this study is to gain insight into the feasibility and safety of a novel vaginal robot for performing
supracervical hysterectomy in an ovine model.

MATERIALS AND METHODS
The study was conducted at the animal lab, Asaf-Harofe hospital, Israel. The ovine model was preferred since
the anatomical landmarks and vascular anatomy are comparable to the human except for a bicornuate uterus
in sheep. A vaginal robotic supra-cervical hysterectomy was performed in a sheep.

RESULTS
A vaginal robotic supracervical hysterectomy was performed successfully in an ovine model. The uterus was
extracted via the entry point in the pouch of Douglas. 20cc of blood loss was reported and no complications
were observed.

INTERPRETATION OF RESULTS
The aim of the current study was to perform a robotic vaginal supracervical hysterectomy on an ovine model
using the novel Hominis™ robotic system. Since supracervical hysterectomy is becoming more common in
women to preserve pelvic floor support, we chose to perform a supracervical hysterectomy and remove the
intact uterus transvaginally without the need for morcellation.
This novel robotic system allows the surgeon to approach the pelvic cavity in a scarless mater, as in the
vNOTES laparoscopic technique. There are two main advantages for this robotic system over laparoscopic
vNOTES surgeries. The first and most significant advantage is the 360° articulation humanoid-shaped arms
that allow access to areas unreachable when using the straight tools in laparoscopic vNOTES surgeries. The
second notable advantage of this robot is the ability to work in the pelvis in a cranial to caudal orientation, just
like the conservative abdominal laparoscopic surgeries, rather than the opposite orientation in vNOTES
surgeries. The robotic system is built to allow the surgeon to view and explore the entire peritoneal cavity,
including the uterine walls and the peritoneum covering the surface of the bladder and broad ligaments. In this
study, we aimed to demonstrate the direct entry of the device into the Pouch of Douglas. In order to visualize
the entry, we needed to insert an abdominal 5mm laparoscopic port for the laparoscopic camera. Another
5mm port was inserted abdominally for a laparoscopic grasper that helped with the manipulation of the uterus.
Surely, the abdominal incisions diminish the advantages of the vNOTES approach, however, they were
needed for the purpose of this study and simulated the presence of the in-built robotic camera arm and the inbuilt uterine manipulator that are present in the later versions of the Hominis™ robotic system. The designated
vaginal trocar for a direct entry into the Pouch of Douglas appears to be well designed to prevent bowel injury,
however, further studies are needed to prove its safety.

CONCLUSIONS
A supracervical hysterectomy via a vaginal approach using the novel vaginal robotic system was found to be
feasible in an Ovine model. The robotic system has easy docking, short setup time and superior surgical and
ergonomics capabilities. Further development and refinement of this system is under way in order to enhance
the advantages of a single port scarless surgery.
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4 - V -

CASE SERIES AND DEMONSTRATION OF ABDOMINAL
SACROCOLPOPEXY WITH AUTOLOGOUS RECTUS FASCIA GRAFT
Melissa Keslar (1) - Haroutyoun Margossian (1) - Nandini Chattopadhyay (1) - Nisha Lakhi (1)
Richmond University Medical Center, Richmond University Medical Center, Staten Island, NY, United States

(1)

INTRODUCTION AND AIM OF THE STUDY
Abdominal sacrocolpopexy (ASC) for pelvic organ prolapse (POP) is a procedure that uses a synthetic mesh
graft to secure the vaginal apex to ligaments overlying the sacrum. There are escalating concerns of synthetic
grafts resulting in mesh complications and thus there is a continued need for alternative materials to customize
treatment. Our objective was to describe a technique and evaluate outcomes of ASC using an autologous
fascial graft.

MATERIALS AND METHODS
This technique video demonstration is accompanied by a retrospective case series of seven ASC with rectus
fascia performed between November 2015-January 2017. Briefly, a 1.5 x 10 cm portion of autologous
abdominal rectus fascia was harvested via a low transvers abdominal incision. The fascial graft was anchored
to the endopelvic fascia of the vaginal apex; the remaining end was anchored to the anterior longitudinal
ligament overlying the S1-S2 junction. Intraoperative complications, peri-operative outcomes, and 6-month
follow-up outcomes are reported.

RESULTS
Seven multiparous postmenopausal women were included. Data for mean age 60.7 years (49-71) and BMI
27.4 kg/m2 (22.0-35.2) were identified. 5/7 patients (71%) had previous hysterectomy. All had anterior or apical
POP, 42% (3/7) had concurrent posterior POP, 57% (4/7) stress incontinence, and 100% (7/7) urge
incontinence. No intraoperative complications occurred. Mean estimated blood loss, operative time, and length
of stay were 83.3 ml (10-150), 173.8 minutes (135-221), 2.6 days (1.2-3.2) respectively. For all patients at sixmonth follow-up, the vaginal apex was well-supported. No mesh complications occurred. Resolution of SUI
was reported in 75% (3/4) and urge incontinence in 86% (6/7). 3/7 patients reported a urinary tract infection.

INTERPRETATION OF RESULTS
ASC with an autologous rectus fascial is feasible with minimal complications and effective short-term perioperative outcomes
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RECTAL INJURY DURING MESH REMOVAL
SACROCERVICOPEXY

AFTER

Bruno Deval (1)
Geoffroy Saint-Hilaire, Ramsay, Générale de Santé, Paris, France (1)

INTRODUCTION AND AIM OF THE STUDY
In this video we aim to present a rectal injury, occurred during laparoscopic mesh removal, after
sacrocervicopexy

MATERIALS AND METHODS
This is a 64 years old patient, who had a concurrent sub-total hysterectomy with laparoscopic
sacrocervicopexy in which the mesh was fixed to the levator ani muscles. On Anamnesis, she complains
about proctalgia and pain while sitting which started immediately after the surgery.
She also describes sleeping on the right side because of pain and performing digital manoeuvres to assist
defecation due to dyschezia. She also uses opioid-based analgesics regularly- as recommended by a apian
specialist. Her pre-operative evaluation included colonoscopy, trans-anal ultrasound, colono-cystodefecography, and dynamic Magnetic resonance imaging, which were all normal.
Therefore, a laparoscopic removal of the mesh was performed.

RESULTS
After insertion of a rectal Bougi, in order to ease the identification of the rectum, we performed a deep
dissection of the posterior surface of mesh.
Due to the proximity of the mesh to the rectum, the dissection in this area is being done with extremely
precocious.
During dissection, a minor bleeding occurs, and hemostasis is conducted. By retrospective analysis, we
assume that the rectal injury might have happened at this point.
Because of the patient’s complains about dyschezia and proctalgia, it was necessary to dissect as down as
possible, and make sure no piece of mesh was left on the rectum or the posterior face of the vagina.
Since the dissection in this part is performed deep in the pelvis and on the rectal surface, this point was also
suggested as the time when the injury occurred.
After separating the margins of the mesh, it was removed.
Because of the suspicion for rectal injury, a rectal lavage with indigo carmine was performed. As we can see,
a small perforation was diagnosed.
The first layer was sutured with interrupted absorbable sutures.
After suturing the first layer, we performed a second rectal lavage, to verify a proper sealing of the perforation.
The second layer was than sutured, with absorbable interrupted sutures as well.
Finally, meticulous haemostasis was conducted, and a drain was left.

INTERPRETATION OF RESULTS
At post-operative day (POD) 1 the pain was completely resolved, and patient was discharge on POD 2. At a 6
weeks follow-up visit- there were no pain, and no prolapse recurrence

CONCLUSIONS
The removal of sacrocolpopexy mesh might result in some complications. If needed to be performed- it is
recommended to perform precociously and high level of suspicion for adjucent organs injury.
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6 - V - AUTOLOGOUS PUBOVAGINAL FASCIAL SLING FROM
EXTERNAL OBLIQUE MUSCLE APONEUROSIS IN THE TREATMENT OF
URODYNAMIC STRESS URINARY INCONTINENCE.
Ilias Liapis (1) - Emmanouil Papadakis (2) - Aggelos Liapis (1) - Panagiotis Bakas (2)
MITERA HOSPITAL, MITERA HOSPITAL, ATHENS, Greece (1) - UNIVERSITY OF ATHENS, ARETAIEIO HOSPITAL, ATHENS,
Greece (2)

INTRODUCTION AND AIM OF THE STUDY
The management of persistent or recurrent stress incontinence in female patients after a failed synthetic mid
urethral sling. is a difficult subject and there is no consensus (1). After a synthetic sling failure procedure
surgeons and patients could possibly choose an autologous pubovaginal sling instead of repeating a
midurethral sling procedure. The technique has been found to provide a cure rate of up to 69.5% in women
with stress urinary incontinence (SUI) and a failed synthetic mid urethral sling procedure (1). The technique
has been already described (2) but this study provides information about a modification of the described
technique with preparation suprapubically of space of Retzius obviating the need for cystoscopy.

MATERIALS AND METHODS
The patient is 69 years old, gravida 3. She had anterior and posterior colporrhaphy 2 years ago. She was
complaining of loss of urine with coughing, sneezing etc. On clinical examination she had a cystocele grade I
(POP-Q Classification system). Urodynamic study showed: urodynamic SUI, urine flow rate >20mls/sec and
postvoid residual 30 mls. The Q-Tip test revealed urethral hypermobility (>30o).
Description of the procedure.
1st step. This involves the harvesting of the external oblique muscle aponeurosis fascial graft. This is
performed by making a Pfannenstiel incision 3 cm above the symphysis pubis with the dissection carried
transversely to the external oblique aponeurosis. A 2cm by 12-15cm oblique fascial graft is marked out and
the edges of the graft are dissected and set free form the underlying tissue. Running sutures of prolene 3-0
are stitched on the ends of the graft on both sides with the sutures left long. Subsequently the space of
Retzius is prepared by bland dissection.
2nd step. 2 cm form the external urethral meatus a vertical longitudinal incision is performed in the anterior
vaginal wall to the level of bladder neck were the autologous sling will be placed. An indwelling catheter has
been inserted at the beginning of the operation to keep empty the bladder.
3rd step. A metallic introducer is inserted in to the Foley catheter in order to move the bladder neck on the right
and left side of the patient. Then a specifically made needle with a hole at its tip is inserted to the space of
Retzius through the vaginal incision. The sutures attached to the ends of fascial graft are passed through the
hole of the needle and are retracted towards the vagina, sequentially. The above steps are repeated for the
contralateral side. The ends of the graft are sutured together below the urethra at the level of bladder neck
with non-absorbable suture trying to have a distance of about 1 cm between the graft and the urethra.
Cystoscopy is not needed. After adequate and satisfactory inspection of the operative field the vaginal and
abdominal incisions are closed. The patient is left with a folly catheter in place until the next morning.

RESULTS
The patient at 22 months postoperatively is continent without difficulties of urination.

INTERPRETATION OF RESULTS
Pubovaginal sling procedure could be an efficacious alternative of synthetic midurethral sling for the
management of patients with a failed previous midurethral sling operation (1,2). The preparation of space of
Retzius obviates the need for cystoscopy.

CONCLUSIONS
Pubovaginal sling procedure with autologous graft can be used safely and without need for cystoscopy in
women with a failed previous midurethral sling operation.

REFERENCES (max. 3)
1. Walsh CA, Parkin K, Moore KH. Rectus fascia pubovaginal sling for recurrent stress urinary incontinence
after failed synthetic mid-urethral sling: Letter. Can Urol Assoc J. 2012 Dec; 6(6): 429–430.
2. Milose JC, Sharp KM, He C, Stoffel J, Clemens JQ, Cameron AP. Success of autologous pubovaginal sling
after failed synthetic mid urethral sling. J Urol. 2015 Mar;193(3):916-20.
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7 - V - SACROCOLPOPEXY IN A PATIENT WITH ECTOPIC KIDNEY
Nessi Aude (1) - Achtari Chain (1)
CHUV, CHUV, Lausanne, Switzerland (1)

INTRODUCTION
Sacrocolpopexy has become a gold standard procedure for the treatment of vaginal vault prolapse. Initially
described as a laparotomic approach, the minimally invasive alternative has gained popularity due to rapid
recovery and decrease in morbidity. First step of the procedure: locating the promontory. If it’s not accessible
procedure should be abandoned.

Materials and methods:
The video describes a 37 years old otherwise healthy woman, Her main complaints are anterior and apical
prolapse POP-Q testing demonstrated a C2H3R0 prolapse. Robotically assisted laparoscopic subtotal
hysterectomy and sacrocolpopexy were performed. Promontory were masked by pelvic mass, we decided to
stop the procedure.
An MRI described ectopic kidney. We proposed to approach promontory by laparotomic way to have better
exposure.
Using pfannestiel incision permits to success the surgery.

CONCLUSIONS
In this case laparotomic approach permits to perform sacrocolpopexy. We recommend starting with the
promontory and give up in case of inaccessibility.

REFERENCES (max. 3)
1. JCV vol 152 p 43-53
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8 - V -

“SLING ON A STRING”, AUTOLOGOUS TRANS-OBTURATOR
MID-URETHRAL SLING IN A PATIENT WITH PREVIOUS ANTIINCONTINENCE SURGERY – A VIDEO PRESENTATION
Fadi-tamas Salameh (1) - Orfhalith O'sullivan (1) - Barry O'reilly (1)
CFI, Cork University Maternity Hospital, Cork, Ireland (1)

INTRODUCTION AND AIM OF THE STUDY
Autologous trans-obturator mid-urethral sling placement for the treatment of stress incontinence is a relatively
new technique. We present a complex case demonstrating the use of this technique in a patient with recurrent
stress urinary incontinence after removal of previous tension-free vaginal tape (TVT TM) due to pain and
voiding dysfunction.
Autologous trans-obturator mid-urethral sling placement for the treatment of stress incontinence is a relatively
new technique. We present a complex case demonstrating the use of this technique in a patient with recurrent
stress urinary incontinence after removal of previous tension-free vaginal tape (TVT TM) due to pain and
voiding dysfunction.

MATERIALS AND METHODS
A 48-year-old patient presented to our unit with symptoms of stress urinary incontinence. She had previously
undergone a TVT 6 months prior, which caused significant voiding dysfunction requiring intermittent selfcatheterization, and subsequently had to be removed. She then went on to develop suprapubic paraesthesia
and recurrence of her stress incontinence. After full investigations, she underwent a urethrolysis with further
excision of mesh that was causing significant paraurethral tenderness. Following an in-depth discussion about
further management of her stress incontinence and informed consent, a trans-obturator autologous sling
procedure was performed along with excision of the retropubic portions of her previous TVT.

RESULTS
The patient had an uncomplicated perioperative course, apart from mild levator muscle spasm for which she
underwent physiotherapy. At her follow-up visit she reported no urinary leakage.

CONCLUSIONS
The trans-obturator autologous mid-urethral sling is a relatively new technique. It has shown favourable shortterm outcomes. However, large series of cases and a longer follow-up are necessary before this procedure
becomes an option in particular for patients with concerns over potential mesh-related complications

REFERENCES (max. 3)
1. Abrams, P, Cardozo, L, Wagg, A, Wein A. Incontinence 6th Edition. 6th ed. International Continence
Society, Bristol UK; 2017.
2. Coyne KS, Zhou Z, Thompson C, Versi E. The impact on health-related quality of life of stress, urge and
mixed urinary incontinence. BJU Int. 2003;
3. D. G. Guerison par autoplastie musculo-nerveuse dune incontinence vesicale, suite de „befida spina “.
Cong Fr Chir. 1907;20:506.
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9 - V - LAPAROSCOPIC CORRECTION OF PARAVAGINAL DEFECT
Marta García Gamón Valero (1) - Ernesto Bas Esteve (1) - Elisabet Rodriguez Tarrega (1) - Francisco Nohales Alfonso (1)
WOMAN'S HEALTH AREA, HUP LA FE, VALENCIA, Spain (1)

INTRODUCTION AND AIM OF THE STUDY
We present a case of a laparoscopic correction of a two-sided paravaginal defect.

MATERIALS AND METHODS
The patient is a 45 female 45-year-old who comes to our office for vaginal weakness and looseness. She had
2 pregnancies, first one male new born 4500 grams extraction with forceps. From the first delivery the patient
presents the weakness symptomatology. She also refers urinary incontinence.
Physical examination: obesity BMI 34. Two-sided paravaginal defect and wide hiatus. Oxford test 0/5.
Urodynamic test: SUI con Marshal Bonney correction.
We proposed her to do a laparoscopic paravaginal correction and a Burch to correct the SUI.
We started the procedure with the anatomical dissection: our anatomic guide point was the media bladder
artery. After the dissection of the paravaginal space we performed first the Burch technique using a nonabsorbable suture and after this we close the paravaginal space using an absorbable suture. We performed
one side after the other. When we finished the laparoscopic procedure we proceed to perform a perineoplasty.
9 months after the patient is continent, the feeling of vaginal looseness has been reduced by 75%. In the
physical examination shows a mild paravaginal defect still even she only perceives it occasionally.

INTERPRETATION OF RESULTS
The paravaginal defect is commonly present in patients with a detachment of the arcus tendinous fascia pelvis
(ATFP). The reparation of this defect is been difficult in the abdominal approach but is really affordable
through the laparoscopic one which offers better visualization, less bleeding, better recovery and allows a
better anatomical dissection. It is also reduced the possibility of vaginal shortening and can be supplemented
with other surgical procedures as Burch technique for SIU.

CONCLUSIONS
The laparoscopic approach is efficient and safe for the correction of the paravaginal defect even there are is
no evidence in the literature that this efficacy remains long term.

REFERENCES (max. 3)
1.- Chinthakanan O1, Miklos JR, Moore RD. Laparoscopic Paravaginal Defect Repair: Surgical Technique and
a Literature Review. Surg Technol Int. 2015 Nov;27:173-83.
2.- Arenholt LTS, Pedersen BG, Glavind K, Greisen S, Bek KM, Glavind-Kristensen M. Prospective evaluation
of paravaginal defect repair with and without apical suspension: a 6-month postoperative follow-up with MRI,
clinical examination, and questionnaires. Int Urogynecol J. 2018 Dec 1
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10 - V - UTERUS SPARING LAPAROSCOPIC LATERAL SUSPENSION
COMBINED WITH VENTRAL RECTOPEXY. A NEW APPROACH TO AVOID
OVERLAPPING MESH TO THE SACRUM
Nicole Keller (1) - Manuela Brunner (2) - Seraina Schmid (1) - Beatrix Haemmerle (1)
Department of Gynecology and Obstetrics, Hospital Grabs, Grabs, Switzerland
Grabs, Switzerland (2)

(1)

- Department of Surgery, Hopsital Grabs,

INTRODUCTION AND AIM OF THE STUDY
To describe the laparoscopic uterus sparing repair of pelvic organ prolapse POP-Q stage IV by lateral
suspension combined with a ventral rectopexy.

MATERIALS AND METHODS
We present a patient with symptomatic pelvic floor disorder comprising uterine prolapse, cystocele, enterocele
and anterior rectocele with stool-outlet-obstruction. Preoperatively MRI defecography confirmed the defect.

RESULTS
Laparoscopy was performed. For the mobilisation of the bladder from the vagina a transvaginal retractor is
placed into the anterior vaginal fornix. The vesicovaginal space is dissected to the endopelvic fascia. A tshaped polypropylene mesh is fixed to the anterior vaginal wall with absorbable tacks and nonabsorbable
sutures. The lateral arms of the mesh are passed subperitoneal to the lateral abdominal wall. After having
closed the peritoneum over the mesh the enlarged round ligaments are folded and fixed anterior to the uterus.
For the ventral rectopexy a peritoneal incision from the sacral promontory to the pouch of Douglas is made.
Another mesh is fixed to the seromuscular borders of the ventral rectum with nonabsorbable sutures and to
the promontory using a stapler. Finally the peritoneum is closed. A final control rectoscopy is mandatory to
exclude a stenosis of the rectum.

INTERPRETATION OF RESULTS
The patient had an uneventful recovery, no symptoms and an excellent stabilisation of all three compartments.

CONCLUSIONS
The result of the above mentioned pelvic reconstructive surgery leads to sufficient pelvic support. The
advantage is to avoid overlapping mesh to the sacral promontory. Uterus-sparing methods of reconstructive
pelvic surgery fulfil the desire of uterus preservation in women of all ages. With the lateral suspension of the
uterus the normal vaginal axis is maintained reducing the risk of a recurrent prolapse. To perform this kind of
operation an interdisciplinary approach is crucial.

REFERENCES (max. 3)
1. Veith-Rubin, N., Dubuisson, J., et al., Uterus preservation is superior to hysterectomy when performing
laparoscopic lateral suspension with mesh, Int Urogynecol J 557-564 (2019)
2. D’Hoore, A., Cadoni, R., Penninckx, F. Long-term outcome of laparoscopic ventral rectopexy for total rectal
prolapse. Br J Surg, 1500-1505 (2004)
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11 – V -

VAGINAL HYSTERECTOMY WITH HIGH UTEROSACRAL
VAULT SUSPENSION
Joan Meléndez Muñoz (1) - Pedro Corzo Orantos (1)
Institut Català de la Salut, Hosital Dr. Josep Trueta, Girona, Spain

(1)

INTRODUCTION AND AIM OF THE STUDY
Hysterectomy is one of the commonest gynaecological procedures. Vaginal hysterectomy though, has fallen in
numbers and it seems to be reserved now to cases with uterovaginal prolapse.
In these patients, failure to adequately correct the prolapse and/or recurrence are often the main problems the
vaginal surgeon may encounter.
To avoid recurrence of prolapse evidence suggests that extra care should be taken to provide adequate
support to the vault.
Different techniques have been suggested in order to prevent vault prolapse following vaginal hysterectomy.
We present our modified high uterosacral ligament suspension, a simple technique that helps supporting the
vault without requiring more equipment other than the one included in a standard vaginal hysterectomy set,
and has a low complication rate.

MATERIALS AND METHODS
We present a 57 years old woman, G2P1 without any relevant past medical history and just only one Csection and a cholecystectomy as abdominal surgery.
We performed a vaginal hysterectomy with high uterosacral vault suspension and anterior repair. Cystoscopy
was done to confirm ureteric jets were present and therefore no ureteric injury had been sustained.
Informed consent for the surgery and video recording was explained to the patient and signed.

RESULTS
Patient was cleaned and draped and bladder drained. We start by performing a pudendal block with
Ropivacain. It provides good pain relief both intra and postoperatively. Fast track recovery protocol is carried
out in patients who fit the inclusion criteria. This allows for a quicker recovery and shorter hospital stay.
Hidrodissection helps with haemostasis and better dissection of the vagina mucosa. Pericervical incision close
to the external os, will result in more vaginal length (higher TVL).
Multiple pedicle vaginal hysterectomy is performed in standard fashion campling, cutting and ligating the
pedicles. Cervical amputation and hemissection of the uterus or morcellation can be used to facilitate
extraction of bigger uteri.
When tubes are easily accessible vaginally, we would perform routine bilateral salpingectomy.
After checking haemostasis we would continue with a high uterosacral ligament suspension with 0 PDS
sutures bilaterally and a modified Mc Call suture also with 0 PDS for the posterior aspect of the vaginal wall.
Cystoscopy with 30% glucose as medium is performed to confirm ureteric jets and assess bladder integrity.
The patient had good postoperative recovery and was discharged 24 hours after the surgery.

INTERPRETATION OF RESULTS
A structured and systematic approach to vaginal surgery is of the utmost importance not only to avoid
complications but to ensure best results and to reduce risk of failure and prolapse recurrence.
Introducing extra steps to support the vault has been proven effective in reducing the risk of vaginal vault
prolapse following hysterectomy.
We believe these operations should be performed by an experienced team, with high volume and good
teaching programme.
Mastering vaginal surgery techniques like this one will ultimately provide better care for our patients.

CONCLUSIONS
In our experience, vaginal hysterectomy with a modified high uterosacral ligament suspension provides very
good correction of the prolapse, allows for extra support of the vaginal vault and has a low complication rate.

REFERENCES (max. 3)
1. Shull BL, Bachofen C, Coates KW, Kuehl TJ. A transvaginal approach to repair of apical and other
associated sites of pelvic organ prolapse with uterosacral ligaments. Am J Obstet Gynecol.
2000;183(6):1365-1374.
2. Vaccaro C, Karram M. High uterosacral vaginal vault suspension to repair enterocele and apical prolapse.
OBG Manag. 2011 June;23(6):35-43.
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12 - V - MODIFIED LAPAROSCOPIC HYSTEROPEXY
Vladimir Kalis (1) - Zdenek Rusavy (1) - Khaled Ismail (1)
Department of Gynecology and Obstetrics, University Hospital Pilsen, Pilsen, Czech Republic

(1)

INTRODUCTION AND AIM OF THE STUDY
Pelvic organ prolapse (POP) with a dominant apical defect can be treated using a range of approaches.
Currently there is high level of evidence in support of laparoscopic sacrocolpopexy (LSC) as the preferred
contemporary way of management for significant apical POP. Women who have their uterus should be
counselled about the range of available options for such a procedure, these are namely, laparoscopic
hysteropexy, laparoscopic subtotal hysterectomy with concomitant cervicopexy or laparoscopic total
hysterectomy either with a concomitant or with a delayed sacrocolpopexy. According to a recent American
survey, up to 60% of women would prefer uterine preservation at POP repair if both ways show similar
outcome [1]. However, it is imperative to individualize management based on the woman’s wishes and
circumstances. This is particularly relevant because of the paucity of studies comparing these management
options. Although there are several studies comparing different hysteropexy techniques, just a few studies
compared laparoscopic hysteropexy to cervicopexy [2] or colpopexy [3]. The only study comparing
hysteropexy and cervicopexy found a significantly higher apical (p=.002) and anterior compartment (p=.02) but
not posterior compartment failure rates [2]. While in the study comparing hysteropexy against hysterectomy
with concomitant sacrocolpopexy showed a significantly higher recurrent symptomatic prolapse in the
hysteropexy group (p=.01) [3].
In the most common variation of laparoscopic hysteropexy technique two separate meshes are used. The
posterior “I” shaped mesh is fixed to the posterior portion of cervix and to the posterior vaginal wall and an
anterior "Y" shaped mesh the central part of which is fixed to the vagina and cervical isthmus while the lateral
arms are passed to the posterior aspect through broad ligamentary windows. The anterior vaginal wall is
dissected up to the level of the bladder neck and the posterior vaginal wall is dissected to the perineal body.
The mesh is then fixed to the vaginal wall. The other ends of both meshes are fixed to the anterior longitudinal
ligament in front of the sacral promontory. It is plausible that the overall posterior direction of pull by the
meshes; anchorages is the predisposing factor for such anterior compartment failures, nevertheless, it would
have been expected to have similar failure rates with all types of sacropexy, which was not the case in the
study by Garcia et al., where they had much higher failures in the laparoscopic hysteropexy compared to
cervicopexy cohorts [2]. Another possible explanation for this observed difference is that it is not uncommon
for symptomatic POP to be asymmetrical with major anterior and apical defects and a minor posterior defect.
In cases of cervicopexy or sacrocolpopexy, it is fairly easy to balance this asymmetry by creating a de novo
vaginal apex from the superior part of the anterior vaginal wall. Thus the lengths of the anterior and posterior
vaginal walls are levelled and the tensions of the anterior and posterior meshes can be homogenized.
However, this balance is not fully feasible in case of a hysteropexy even if two separate meshes are used
because once the apical and posterior defects have been fixed as previously mentioned, the cervix and vagina
cannot be pulled any higher by an anterior mesh that is fixed to the anterior portion of the cervical isthmus and
anterior vaginal wall. The inability to put enough tension on the vaginal wall hinders the ability to correct any
co-existing significant anterior defect.

MATERIALS AND METHODS
We present a video showing a modification of laparoscopic hysteropexy where the shape of the posterior
mesh is modified to include 2 horizontal arms (H) that are passed through the openings in the broad ligament
and finally attached to the cervical isthmus anteriorly (Fig. 1a, 1b, 2a, 2b). This then enables the anterior Yshaped mesh to be fixed to the anterior vaginal wall only and hence providing the required tension and
creating the de novo apex (Vg) (Fig. 1-c, 2-b & 2-c). This anterior mesh is aimed at fixing the major anterior
defect with the potential to reduce the rate of recurrence in this compartment.
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H: Horizontal arms of the posterior mesh;
V-v: The end of the posterior mesh
anchored to the isthmus and posterior
vaginal wall; V-p: The end of the posterior
mesh anchored to the sacral promontory;
Vg: de novo vaginal apex
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13 - V - RARE CASE OF ANTERIOR ENTEROCELE WITHOUT PRIOR
SURGERY COMBINED WITH CYSTOCELE
Keller Nicole (1) - Seraina Schmid (1) - Beatrix Haemmerle (1)
Department of Gynecology and Obstetrics, Hospital Grabs, Grabs, Switzerland

(1)

INTRODUCTION AND AIM OF THE STUDY
We present a vaginal native tissue repair of a very rare case of anterior enterocele without prior surgery.

MATERIALS AND METHODS
A 73-year-old woman suffered from pelvic organ prolapse with cystocele and anterior enterocele. She first
reported with an intermittent cystocele formation. With perinealsonography during Valsalva maneuver an
enterocele sac with abdominal contents was detectable in the deep pubocervical fascia. In an MRI
defecography the bowel herniation was not reproducable, but the peritoneal plication could be seen.

RESULTS
First a modified Manchester-Fothergill repair was done to control the uterus prolapse stage II. By vaginal
approach sharp dissection was used to separate the enterocele sac from the cystocele after mobilisation from
the vaginal epithelium. Cystoscopic diaphanoscopy allows to distinguish the enterocele sac from the
cystocele. The enterocele was closed with a series of purse string sutures. Finally anterior colporrhaphy with
paravaginal repair was done.

INTERPRETATION OF RESULTS
The patient had an uneventful recovery without any symptoms.

CONCLUSIONS
The advantage of the vaginal approach is a shorter surgery time and minimally invasive. To stabilize the pelvic
organs by native tissue and to preserve the uterus, the mentioned method leads to a satisfying result. A
careful clinical examination helps to detect this rare anterior enterocele without prior operation.

REFERENCES (max. 3)
1. Fothergill WE. The end results of vaginal operations for genital prolapse. J Obstet Gynaecol Brit Emp. 1921;
28: 251-5.
2. Tulikangas PK., Lukban JC., Walters MD. Anterior enterocele: a report of three cases. Int Urogynecol J
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14 - V - LAPAROSCOPIC HIGH UTEROSACRAL REPAIR FOR APICAL
VAGINAL PROLAPSE
Maria Lieta Interdonato (1) - Tommaso Bignardi (1) - Marta Barba (2) - Mario Giuseppe Meroni (1)
Dept of Obstetrics and Gynaecology, ASST Grande Ospedale Metropolitano Niguarda, Milan, Italy
Gynaecology, University of Milano Bicocca, S. Gerardo Hospital , FMBBM, Monza, Italy (2)
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- Dept of Obstetrics and

INTRODUCTION AND AIM OF THE STUDY
The vaginal Shull repair is a vaginal technique for suspension of the vaginal vault to the high uterosacral
ligaments (USLs) (1-2). This technique involves the use of six suspending suture for the vaginal cuff closure,
which are attached to the most proximal third of the USLs. The aim of this video is to demonstrate a step-bystep laparoscopic approach for the traditional Shull repair of apical vaginal prolapse.

MATERIALS AND METHODS
We performed the laparoscopic Shull's repair in a 73-year-old woman with vaginal vault prolapse III stage
(ICS-POPQ), after prophylactic oophorectomy. The traditional Shull repair was performed laparoscopically
following these steps: 1 dissection of vaginal vault. 2 identification of the course of the USLs by applying
traction with forceps in their distal portion close to the vagina. 3 exposure of the the proximal third of USLs,
with direct visualisation of the ureters and nerve fibers. 4 placement of six polyglyconate-0 (Maxoon) sutures
for the suspension of the vaginal vault.

RESULTS
The Shull's operative time was 40 minutes. The patient’s postoperative recovery was uneventful. We obtained
a successful correction of the vault prolapse, with a total vaginal length of about 7cm.

CONCLUSIONS
The Shull's repair provides excellent anatomic and functional correction of apical prolapse, using a mesh-free
approach. The risk of ureteral and nerve injury described for the vaginal approach may be reduced by the
laparoscopic route.

REFERENCES (max. 3)
1. Shull BL, Bachofen C, Coates KW, Kuehl TJ. A transvaginal approach to repair of apical and other
associated sites of pelvic organ prolapse with uterosacral ligaments. Am J 7 Obstet Gynecol. 2000
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15 - V - LAPAROSCOPIC APPROACH OF TRICOMPARTMENT PELVIC
ORGAN PROLAPSE REPAIR USING NATIVE TISSUE
Nicole Keller (1) - Manuela Brunner (2) - Seraina Schmid (1) - Beatrix Haemmerle (1)
Department of Gynecology and Obstetrics, Hospital Grabs, Grabs, Switzerland
Grabs, Switzerland (2)

(1)

- Department of Surgery, Hospital Grabs,

INTRODUCTION AND AIM OF THE STUDY
To describe the laparoscopic repair of tricompartment pelvic organ prolapse by native tissue.

MATERIALS AND METHODS
A 51-year-old woman suffered from uterine prolapse with cystocele, enterocele and rectocele formation with
obstructed defecation syndrome. Preoperatively MRI defecography confirmed the defect. Because the patient
had heard of mesh complication, she desired a native tissue repair.

RESULTS
First laparoscopic hysterectomy with adnexectomy was performed. In a next step a peritoneal incision from the
sacral promontory along the rectum with dissection of the rectovaginal space towards the perineal and
anorectal junction is made. For the lateral rectopexy two non-absorbable 2-0 polyester sutures on each side of
the rectum are necessary. To obliterate the pouch of Douglas two sutures are placed through the right
uterosacral ligament including the rectosigmoid serosa and incorporation of the posterior vaginal wall and the
colpotomy. Then another suture is made in the same way but starting on the left side including the left
uterosacral ligament, the rectosigmoid serosa, the posterior vaginal wall and the colpotomy on the left. To
exlude a stenosis of the rectum after knotting the sutures a final control rectoscpoy sould be done. At the end
anterior colporrhaphy by vaginal approach is performed.

INTERPRETATION OF RESULTS
The result was the desired obliteration of the pouch of Douglas combined with stabilization of all three
compartments.

CONCLUSIONS
The above mentioned pelvic reconstructive surgery leads to sufficient pelvic support by native tissue repair
without implantation of mesh. It shows a combination of a laparoscopic and vaginal approach to repair pelvic
floor disorder. The advantage of the laparosopic approach is to reach a normal vaginal length and axis which
results in a preferable pelvic support combined with a correction of the obstructed defecation syndrome.
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