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AGING POPULATION 

 
I 

 

 

IN THE FUTURE 

 

18% MORE  FEMALES > 75 y 

38% MORE  FEMALES > 80 y 

  

 

              2010  USA: COSTS FOR UI 26 BILIONS USD 



PELVIC FLOOR RECONSTRUCTIVE SURGERY 

 DILEMAS BEFORE TREATMENT 

Å Accurate  patient assessment and appropriate decision making is 

crucial to optimal outcome 

Å Patient and surgeon may have different goals and expectations 

Å Surgery may not treat patientôs symptoms 

Å Good primary surgery has the best outcome 

Å Unadequate surgery may result in 

ücrippling complications 

üpatient misery 

üpatient anger 

ücompromise further operations 



PELVIC FLOOR RECONSTRUCTIVE SURGERY 

PROBLEMS TO SOLVE 

 

Å Overlap of POP and LUTS 

Å Evidence for urodynamic evaluation 

Å No optimal method for demasking incontinence 

Å No evidence for choice of treatment 

Å Relation of symptoms to anatomy & urodynamics 

Å Definition of POP 

 

 

CONCLUSION? 

Å Do the best POP - procedure 

Å Do the best UI - procedure 



Opinion of the old Ămastersñ 

E.Kohorn 

K.Richter: ĂYou know, most of the young collegues 

donót know anatomy any more, thus are unable to 

reconstruct itñ  



 

 

ÅWill patient quality of life be improved? 

Å Is patient prepared for surgical treatment? 

ÅWhich surgical procedure is most adequate for the 
patient? 

Å% efficiency of surgical procedure 

Å Safety 

Å Surgeonôs skill 

Å Price 

 

   WHAT SHOULD WE KNOW BEFORE  DECIDING FOR 

SURGICAL TREATMENT 



PROBLEMS FACING PELVIC FLOOR 

RECONSTRUCTIVE SURGERY 

 

11,1 % lifetime risk of having an operation for POP 

High recurrence rate: 

Å Up to 30% of patients require repeat surgery 

Å Time intervals between procedures decrease with each successive 
repair 

                                         Olsen AL et al Obstet Gynecol 1997 

 

 

 

Å Up to 45% of patients developed recurrent cystourethrocele after 
anterior repair 

                                           Sand   PK et al Am j Obstet Gynecol 2002 



America's famous gynecologic surgeon observed late in his 

career: every honest surgeon of extensive and long experience 

will have to admit that he is not entirely and absolutelly satisfied 

with his long term results of all his operations for prolapse and 

allied conditions. (1966) 

Richard TeLinde 

(1894 - 1989) 



NEW TRENDS IN THE PELVIC 

RECONSTRUCTIVE SURGERY 

 

Å Simple procedure  

Å Few intraoperative complications  

Å No postoperative troubles  

Å Short hospitalisation 

Å High cure rate 

Å Favourable long-term results 

Å Prosthetic Materials 



INDICATION FOR MESH  USE 

 

Å Previous failures, recurrence after hysterectomy 

Å Primary repair in severe defects  

ÅOlder sexually inactive patients 

Å Patients at high risk for failure (patients exposed to 
heavy work ï lifting) 

1  Davila et al.  Int Urogyn J 2006;17(1):S51-55 



SURGICAL STRATEGIES IN  

PELVIC FLOOR RECONSTRUCTION 

anterior compartment 

anterior reconstruction / paravaginal repair 

in case of  recurrencies ð use mesh or graft ? 

mid compartment  

(vaginal hyst.) + sacrospinous /sacrotuberous fixation 

in case of  recurrency use mesh or graft or abdominal route ? 

posterior compartment 

posterior reconstruction , rectopexy, anal sphincter repair 



WHICH MESH ?  

ÅMost currently used meshes are too ñheavyweightò (over 

dimensional and inflexible) 

ÅMonofilament meshes better than multifilament 

Å Less foreign body reaction with monofilament meshes 

ÅOptiminal pore size > 75 ɛm 

ÅUser friendly (easy to handle) 

ÅMinimal shrinkage and folding 



Currently there is a real dilemma that  

the widespread introduction of  many new  

procedures and devices in urogynaecological 

practice is Marketing rather than Evidence Based 

STUART STANTON UK 



PROBLEMS OF MESHES 

 

Å human experimentation 

Å short follow-up 

Å expert opinion mostly 

Å company driven medicine 

Å research based on clinical trials 

Å lack of RCT 

 



òGiven the limited dataé..with regard to 

type of mesh materialé.associated with 

postoperative risks, especially mesh 

erosion, the procedures should be 

considered experimentalé..ó 

ACOG Practice Bulletin, Feb. 2007 



òGiven the limited dataé..with regard to type 

of mesh materialé.associated with 

postoperative risks, especially mesh erosion, the 

procedures should be considered 

experimentalé.. 

patients should consent to surgery with an 

understanding of postoperative risks and 

complications, and lack of long term data.ó 

ACOG Practice Bulletin, Sept. 2007 
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FDA proposes to reclassify surgical mesh for transvaginal POP 
 

On April 29th 2014, the U.S. Food and Drug Administration issued two 

proposed orders to address the health risks associated with surgical mesh 

used for transvaginal repair of pelvic organ prolapse (POP). If finalized, the 

orders would reclassify surgical mesh for transvaginal POP from a moderate-

risk device (class II) to a high-risk device (class III) and require manufacturers 

to submit a premarket approval (PMA) application for the agency to evaluate 

safety and effectiveness. The FDA will take comments on the proposed order 

for 90 days.  





ARE MESHES REALLY NECESSARY ? 



PELVIC FLOOR RECONSTRUCTIVE SURGERY 

TECHNICAL POINTS TO DISCUSS 

Å Anaesthesia : local, regional (spinal), general 

Å Installation: 

Åretropubic: thights flexion <60° 

Åobturator: hyper flexion >100 ° and abduction 

Å Infiltration & hydro dissection (with or without local anaesthesia) 

Å Full or empty bladder 

Å Landmarks or not 

Å Needle tip control 

Å Cough stress test  

Å Cystoscopic control  

Å-70° lens 

ÅNot mandatory for obturator (but if cystocele present) 

Å Foley catheter and vaginal packing 

Å Concomittant gycologic or reconstructive surgery 

 

 



 BUT : 

Review manufacturers information 

Attend accredited theoretical course 

See óXô number of procedures  

Supervised for óYô number procedures 

Discuss experience with patient 

Audit my results 



MOST FREQUENT COMPLICATIONS 

REPORTED TO THE FDA  

 

Vaginal mesh erosion (also called exposure, extrusion or protrusion)  

Pain (including painful sexual intercourse known as dyspareunia)  

Infection  

Urinary problems  

Bleeding  

Organ perforation  

There were also reports of recurrent prolapse, neuro-muscular 

problems, vaginal scarring/shrinkage and emotional problems  

 



DEATH REPORTS ASSOCIATED WITH  

MESH PROCEDURES 

 

 

Three of the deaths associated with POP repair were related to the 

mesh placement procedure (two bowel perforations, one 

hemorrhage)  

 

 

Four deaths were due to post-operative medical complications not 

directly related to the mesh placement procedure.  

 


