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Abstract

Purpose: The aim of this study was to compare the
efficiency of laparoscopic and transvaginal mesh
operations with conservative surgery of reproductive-age
women with pelvic organ prolapse (stage=2) (POP).
Materials and Methods: In this study, we retrospectively
evaluated 22 cases of 105 patients who diagnosed with
symptomatic POP-Q stage 2 and above pelvic prolapse,
part of whom underwent laparoscopic surgery (Group-1)
while the other part composed of those who underwent
transvaginal mesh (TVM) surgery (Group-2). Urogenital
prolapse Pelvic Organ was graded using POP-Q.As the
current TVM surgical kits four-arms mesh was used.
Results: The mean age of the patients of both groups was
42.2+11.4 and 38.3%£12.8 years, respectively. The mean
duration of hospitalization for the patients underwent
laparoscopy was 2.3 days (range:1-4 days), that period was
observed as 3 days in Group-2 (range:2-4 days). None of
our patients had any adverse reactions in the eatly or late
stages. The rate of success was 95.45% for patients who
underwent laparoscopic surgery, while it was 98.10% for
the group of TVM surgery.

Conclusion: Transvaginal mesh surgery was found to be
a relatively successful technique in pelvic organ prolapse
surgery owing to the high rate of success and minimal rates
of complications.
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Amag: Bu calismanin amaci, pelvik prolapsusu (POP)
olan (evre=2) iireme ¢agindaki kadimlarda laparoskopik ve
transvajinal  mes  ameliyatlarinin - etkinligini  ile
karstlagtirmaktir.

Gereg ve Yontem: Bu calismada, semptomatik POP-Q
evre 2 ve Uzeri pelvik prolapsus tansi alan laparoskopik
cerrahi geciren 22 hasta ile (Grup-1), transvajinal mes
(TVM) uygulanan 83 olguyu (grup 2) retrospektif olarak
degerlendirdik.  Prolapsus  Pelvik  Organ  POP-Q
kullanilarak derecelendirildi. Meveut TVM cerrahi kitleri
olarak dért kollu mesh kullanild:.

Bulgular: Her iki gruptaki hastalarin ortalama yasi sirastyla
422 £ 11,4 ve 38,3 * 12,8 yildi. Laparoskopi yapilan
hastalarin ortalama hastanede kalis siiresi 2,3 giin (1-4 giin),
bu sire Grup-2'de 3 gin (2-4 giin) olarak gozlendi.
Hastalarimizin  higbirinde erken veya ge¢ donemde
herhangi bir yan etki gériilmedi. Basar1 orani laparoskopik
cerrahi uygulanan hastalarda% 95.45 iken TVM cerrahisi
grubunda% 98.10 idi.

Sonug: Transvajinal mes cerrahisinin, yiiksek basart orant
ve minimal komplikasyon oranlart nedeniyle pelvik organ

prolaps  cerrahisinde  basarili  bir  teknik  oldugu
gOsterilmistir.
Anahtar kelimeler: Pelvik prolapsus, laparoskopik

cerrahi, transvajinal mesh cerrahisi
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INTRODUCTION

Pelvic organ prolapse (POP) is a type of pelvic floor
disorder seen in about one third of the women. The
term “prolapse” refers to the slipping forward or
down of organs. Pelvic organ prolapse refers to
outflow or sagging of bladder, uterus, vagina, small
intestine, or rectum of pelvic floor organs, down
vaginal canal or anus as a result of prolapse. More
than 50% of women over the age of 50 have visible
POPs, with a lifetime risk amounts to 30-50% 12. Up
to the age of 80, 11% of women underwent surgery
for life-long POP and about one-third of women ate
required to undergo a surgical procedure®*.

POP is generally seen in post-menopausal period and
it is more common in later years; however, it can still
be seen in reproductive-age women suffering fertility
problems. The cause of the prolapse could be
multifactorial. Such as conditions associated with
sections and those associated with increased
intraabdominal pressure including pelvic organ
prolapse, pregnancy, multiple births, hysterectomy,
pelvic surgery and obesity besides chronic cough,
constipation and repetitive heavy lift also contribute
to prolapse. Most patients with pelvic organ prolapse
are observed to be asymptomatic. The treatment of
POP diversifies according to the severity and degree
of POP, patient's symptoms, expectations from
treatment, age of patient, request of pregnancy,
medical diseases, previous surgery and the experience
of the surgeon are the other factors playing role 3.
Hysterectomy is performed on some patients on
those the conservative approaches or surgical
methods such as pesser were not proved to be
completely successful. In case where there is
concurrent urinary stress incontinence with POP,
correction with surgical treatment should be
considered °.

Although reconstructive surgery is an option for
POP, it should also be noted that there is a 30%
recurrence rate for women choosing this option.
Prolapse repait can be performed through
transvaginal, abdominal, laparoscopic and/or robotic
ways. Abdominal repairs in POP treatment are
believed to have the highest success rates, while
increased morbidity makes this a risky option.
Vaginal grafts (made of synthetic and biological
materials) are considered to be long-term solutions
for POP treatment. In POP, transvaginal surgeries
have a very high success rates nearly 100% and they
are generally preferred for elderly patients with other
multiple medical problems 7.
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Transvaginal mesh (TVM) surgery is one of the most
popular methods of our time. Today, TVM proved to
be an attractive option supporting minimally invasive
surgery to reduce morbidity and hospitalization costs.
In the USA, surgeries are preferred in one third of
pelvic organ prolapses. In 75% of these surgeries
vaginally applied mesh method was adopted. One of
the advantages of transvaginal mesh surgery is its
ability to protect uterus 8°. Similarly, Laparoscopic
surgery is another method which is highly popular
and frequently preferred in POP treatment in these
days 1°.

In this study, we aimed to conduct an in-depth
research on some utero conservative surgery cases
preferred to protect uterus in reproductive-age
women (no menopause) with pelvic prolapse with
POP-Q grade 2 and above. So, we compared the
laparoscopic operations with the transvaginal mesh
operations and evaluated the efficiency of these
approaches in terms of their clinical outcomes. The
gold standard method in POP is considered to be
abdominal mesh surgery. Newly in this study, the
following was determined: TVM has less operation
time and a similar success rate.

MATERIALS AND METHODS

Sample

Between 2011-2019, 127 reproductive-age women
were admitted to a private clinic named Sukgen
Gynecology and Obstetrics Clinic (Adana, Turkey)
and Derince Research and Training Hospital
(Kocaeli, Turkey) diagnosed with pelvic organ
prolapse at POP-Q stage 2 and above. The approval
of the local ethics committee (n0:2019-6, 25.04.2019,
Derince Research and Training Hospital, Ethic
Committee) Informed consent forms were obtained
from all participants. These patients were divided into
two groups according to the uterus protective surgery
operations performed. According to that 22 women
who underwent laparoscopic surgery (Group 1) while
105 of them underwent transvaginal mesh surgery
(Group 2).

Procedure

All patients were evaluated with anamnesis and
vaginal examination in post-operative period. The
examination was carried out with Sims speculum, as
the Valsalva maneuver in the left-hand position. The
anamnesis were taken from the patients on POP
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symptoms: the following symptoms were detected,
pelvic or vaginal pressure sensation, low back pain or
pelvic pain, urinary or fecal incontinence, chronic
discharge or bleeding due to ulceration in the
prolapsed tissue, and hand mass.

Patients< 45 years of age, with no polypropylene
susceptibility and those who were informed about the
outcomes of the mesh surgery and consent of whom
were taken were included in the study. In the present
study, patients with a chronic disease (e.g.,
hypertension, diabetes mellitus, and rheumatologic,
nephrological, and hematological diseases), the
presence of active infection, corticosteroid use,
acetylsalicylic acid, and anticoagulant use were not
included in the present study. Eighteen patients were
not operated due to drug use and uncontrolled
chronic diseases. Therefore, it was not included in the
study.

Grading

Urogenital prolapse Pelvic Organ was graded using
Pelvic Organ Prolapse Quantification System (POP-
Q) 'L In this examination system, prolapsed points
are compared with reference points. It is aimed to
standardize the degree of pelvic organ prolapse. In
POP-Q1, the most distal part of the prolapsed area is
1 cm above the hymen (<-1 cm). In POP-Q2, the
most distal part of the prolapsed area is in the interval
1 cm above and below the hymen (+1 cm and -1 cm).
In POP-Q3, the most distal part of the prolapsed area
is 1 cm below the hymen, but TVL is less than -2 cm
prolapsed area. In POP-Q4, the most distal part of
the prolapsed area prolapsed at least TVL -2 cm or
more from the hymen (= TVL -2 cm)!l. All
operations, ~ postoperative  evaluations  were
performed by the authors. Betamix four-arm mesh
(Betatech TR) was used as the current TVM surgical
kits.

Transvaginal mesh (with sacrospinous fixation)
surgery technique

Patients were operated under general or spinal
anesthesia in lithotomy position following the
required field cleaning and sterile coverage. During
the procedure, a linear incision was made 2.5 cm
below the urethra on the vaginal anterior wall and the
bladder was dissected within uterus through vaginal
mucosa. The vesicovaginal ligaments were withdrawn
and the bladder was completely separated from the
vaginal fascia. The two proximal arms of the web
were passed from the outside by means of a guide,
using the six-arm net, the two distal parts were passed
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through the obturator foramen and were placed in a
way that totally covering the bladder wall. After the
rectovaginal space was opened to the vaginal apex,
the right side pararectal space was entered by blunt
dissection, the ischial spine was palpated, and the
reference point was fixed. Pararectomy was
punctured and the range was expanded by blunt
dissection. According to the Capioslim Boston
Scientific Suture Guide, the posterior extensions
were fixed to both the cardinals and the sacro-uterine
ligaments to the bilateral sacrospinous ligament. Six
arm anterior mesh implant and sacro-utero-
ligamentopexy were performed thereafter. Posterior
mesh arms were fixed applying traction to the skin.
The vaginal mucosa was planted by way of putting
stitches with 2/0 polyglactin to the base of the
bladder. In the same session, rectovaginal fascia
dissection was performed on the posterior vagina,
and a large grade IV posterior prolapse was dissected
to the apical region. The facial defect was repaired
with 2/0 polyglactin sutures and the purche suture
was inserted, then excised with a large lambda after
repair. A horizontal dissection was performed on the
perineum, levator ani muscle was obtained from the
bilateral pararectal region and perineoplasty was
performed by strengthening the fixation of center
piece of pubecal muscle’s (levator). After the cleaning
and hemostasis were checked, the operation was
completed by placing two bumpers on the vagina.

Laparoscopic operation technique

The operation was performed under general
anesthesia. The patients were first placed in supine
and 30° Trendelenburg position. The legs were
placed in semi lithotomy position with the help of the
assistant. Urethral catheter was placed in the bladder
before the operation. Six trocars were used, being
four were at the bottom of the belly (10mm), one at
the middle of the umbilical line (5mm) and one at the
medial (10mm-5mm) of the right and left anterior
superior iliac crest. The vagina was retracted with a
retractor placed inside. The peritoneum was opened
to the right of the sigmoid column, and the dissection
was completed by staying in the medial planar
posterior wall. The same procedure was repeated at
the vesico-vaginal distance by exclusion of the vagina
posteriotly. Then, the promontotium was prepared
and anterior longitudinal ligament was seen in the
iliac and sacral medial arteries. 2 x 10 cm prolene
patches were taken from the camera port into the
abdomen. First vesico was entered into the vaginal
distance and the patch was fixed to the vaginal
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anterior wall by two sutures on both sides of the
patch. The same procedure was then repeated on the
rear wall. The two patches were atraumatically fixed
by promormuria using 2/0 nonabsorbable synthetic
(prolene) sutures sewed with 26 mm needles.
Petitoneum was permanently closed with 3/0
absorbable synthetic (polyglactin) sutures sewed with
30mm needles.

Statistical analysis

SPSS 23.0 statistical program was used for statistical
analysis of data. Descriptive statistical methods such
as (means, standard deviation) were adopted and
quantitative data were compared as well, in addition
normal, distribution, indicating, parameters were
compared between the groups. Student's t test was
used for comparison. Mann Whitney U test was used
to compare the parameters that did not show normal
distribution. Chi-square test was used to compare
qualitative data. The results were evaluated at 95%
confidence interval and significance level (P) of 0.05.

Cukurova Medical Journal

patients who underwent transvaginal mesh operation
was 38.3 * 12.8 years. The patients who were
performed TVM surgery were 4 years younger and
this was statistically significant (p <0.001).For the
patients in Group 1, the mean gravida was 4.7£1.5,
the average parity was 3.1£1.3, and the average
operation time was 140 minutes (range: 100-180
minutes)and the average hospitalization time was 2
to3 days (1-4 days) (Tablel).

For the patients in Group 2, the mean gravida was
5.1£1.2; the mean parity was 2.9%1.4; the average
operation time was 97 minutes (range: 65-130
minutes); and the average hospitalization time was 3
days (range: 2-4 days) (Tablel). While there was a
statistically significant difference between the two
groups in terms of gravida, parity and BMI values (P
<0.05), there was no significant difference in POP-Q
staging (P par0.05).

For patients underwent laparoscopy and TVM
operation, the average duration of hospitalization
were 2 to3 days (range: 1-4 days) and 3 (2-4 days),
respectively; however, the average duration of

RESULTS operation was 140 and 97 minutes, respectively.
The average age of the patients who underwent However, these results were not statistically
laparoscopy was 42.2 + 11.4 years, while of the  significant (P >0.05).
Table 1. Preoperative data of patients
Preoperative data Laparoscopy Transvaginal Mesh P
(n:22) (n:105)
Age * 4224114 38.3+12.8 <0.001
Gravida * 4715 51+1.2 0.036
Parity * 3.1£1.3 29114 0.022
BMI (kg/m?2) * 22.7£2.6 23.1+3.1 <0.001
22 40.9% (n:9) 34.3% (n:36)
POP-Q staging 33 36.4% (n:8) 54.4% (n:57) 0.063
54 22.7% (n:5) 11.3% (n:12)

BMI: Body mass index; kg:kilogram; m: meter; n: number; POP-Q: Pelvic organ prolapse stage

*Results are presented as mean £ SD.

None of our patients had any adverse reactions
neither in early nor late period. None of the patients
developed ureter or bowel injury. No post-operative
bowel obstruction or wound problems were detected.
Only one patient underwent laparoscopy and had
intra-operative  bladder injury. That patient
underwent primary suture and catheterization. In all
5 patients who were diagnosed with pre-operative
chronic constipation, were controlled by medical
treatment. No vaginal mesh erosion or incisional

144

hernia development was observed in any of the
patients.

Some minimal complications were observed after
surgeries. These complications are classified as Grade
1 according to Classification of Surgical
Complications!?.  While hemorrhage was not
observed in the laparoscopic operations, it was
observed in 6 patients with TVM, but not amounted
to the level that blood transfusion was required. In
only one patient underwent laparoscopic operations,
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bladder injury was observed, not any such problem
was observed on patients underwent TVM (Table 2).

In our study, the complication in the transvaginal
mesh group was extrusion in the vaginal procedure.
Primary excised and treated with estrogen creams for
3 weeks. According to Table 2, the pain complaint in

Table 2. Complications in patients

Effectiveness of laparoscopic and transvaginal mesh operations

this operation was found 33.33% and 36.36%, and a
statistically significant difference was observed
between them (P = 0.022 <0.05). The most common
complication of transvaginal mesh was groin pain.
These were treated by physical exercise and anti-
inflaimmatory therapy. There was no significant
difference in urinary dysfunction (urge and dysuria).

Complications Laparoscopy Transvaginal Mesh P
(n:22) (n:105)
Bladder Injury 4.54% (n:1) - -
Hemorrhage - 5.71% (n:6) -
Mesh extrusion 4.54% (n:1) 4.76% (n:5) 0.247
Pain 36.36% (n:8) 33.33% (n:35) 0.022
Dyspareunia 22.73% (n:5) 21.90% (n:23) -
Adverse reactions - - -
Ureter injury - - -
Bowel injury - - -
Mesh erosion - - -
Incisional hernia - - -
Table 3. Postoperative data of patients
Postoperative data Laparoscopy Transvaginal Mesh P
(n:22) (n:105)
Operation time (min) 140 min (100-180) 97min (65-130) 0.547
Hospitalization time (days) 2.3 (1-4 day) 3 (2-4 day) 0.354
Success rate (%) 95.45% (n:21) 98.10% (n:103) -
Recurrence rate (%) 4.55% (n:1) 1.90% (n:2) -
SUI 9.09% (n:2) 1.90% (n:2) 0.042
UuI 13.64% (n:2) 7.62% (n:8) -
PVR 9.09% (n:2) 5.71% (n:6) 0.034

Min:minute; PVR: Postoperative Post Voiding Residual; UUI: Postoperative Urge Urinary Incontinence; SUIL: Postoperative stress

urinary incontinence

One year after the operations, patients were re-
examined and in patients receiving treatment, the
recurrence rate of the disease was determined POP-
Q Classification System (ICS POP-Q) = Stage 2). The
success rate of the patients underwent laparoscopic
surgery and transvaginal mesh surgery was 4.55%
(only one recurrence at 22 operation) and 4.76%
(only five recurrences at 105 operations). At the end
of the first year, a minimal degree of cysto-rectocele
was observed in 1 patient. Dyspareunia in patients
who  underwent Laparoscopic  surgery and
transvaginal mesh surgery was determined as 22.73%
(n:5) and 21.90% (n:23), respectively.

In our study, postoperative stress urinary
incontinence (SUI) formation was 9.09% in patients
who underwent Laparoscopic surgery. This rate was
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1.90% in patients undergoing transvaginal mesh
surgery (Table 3) and the P value determined 0.021
for the post-operative SUI formation between these
two operations. Pre-operatively, the incidence of SUI
was 50% (n:11) in group land 64.7% (n:68) in group
2. No additional operations were ever conducted to
the patients in both groups for SUI complaints. In
both groups, there was a statistically significant
improvement in resolving the complaints.
Particulatly in the transvaginal mesh group, there was
a statistically significant decrease in the SUI
complaint rate. It is thought that mid urethral support
for better anatomical support of SUI complaints in
the transvaginal mesh group is beneficial. Besides
post-operative Urge Urinary Incontinence (UUI)
values and post-operative Post Voiding Residual
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(PVR) values were higher after laparoscopy
operations in comparison with TVM operations.

In addition, post-operative PVR results was better in
TVM operations in proportion to laparoscopic
operations (P=0.034<0.05). PVR (residual urine
post-voiding) was considered significant at 50 mL
and above. The post-operative residual urine in POP
was also significantly lesser in the mesh surgeon than
in PVR (post voiding residual urine). This may be
owing to the better anatomic support.

DISCUSSION

Pelvic organ prolapse can be seen at any age;
however, it is a common problem among women at
reproductive-age. So, the most appropriate uterine
protective prolapse surgery method should be
adopted for the reproductive-age patients who want
to protect their fertility. Transvaginal mesh surgery
and laparoscopic surgery are among the most
frequently performed operations. The unique
advantage of this vaginal surgery that it includes no
incision in the abdominal wall.

The laparoscopic method offers quick recovery,
short hospitalization and cosmetic advantages in
proportion to open surgery. Laparoscopy also
provides important technical facilities for the
identification of the relationship of the vagina with
the pelvic organs and the association of the sacral
promontorium with the iliac veins and ureters
However, the operation time and the surgeon's
learning periods are longer than the other methods 1.
In our study, the average duration of hospitalization
for patients underwent laparoscopy was shorter, but
the average duration of operation was longer (Table
2); however, the results were not statistically
significant.

Transvaginal mesh (with sacrospinous fixation) and
POP repair techniques require special surgical skills;
no standard technique for surgical approach was
described. The purpose of sacrospinous fixation is to
bring the uterus to anatomic position and provide
vaginal support. Technical; dissection, material type,
size of material, lateral and apical connection points
may vary. Wide surgical dissection is required for
mesh use. This increases the risk of morbidity, blood
loss, bladder and bowel perforation. In our study,
transvaginal mesh operation was performed on total
105 patients. In our study, the rate of success was
98.10% (the rate of recurrent prolapse at the end of
1 year was found 1.90%). The results were relatively
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high for laparoscopy surgery with rate of
success95.45% (Table 2). So, transvaginal mesh was
evaluated as relatively successful. Dietz et al. found a
higher rate of recurrences after one year in patients
with sacrospinous fixation (27% versus 3%
recurrence in patients with vaginal hysterectomy) and
they reported that the sacrospinous hysteropexy for
uterine descent has some advantages such as faster
recovery and more recurrent apical prolapses;
however, but it offers no differences in functional
outcomes, and quality of life 4. Gutman and Maher
observed that TVM was more successful; they note
that: the evidence on safety and efficiency is currently
lacking, although surgical operations is a viable
option at uterine prolapse 1>1¢. Gamble et al. reported
that recurrence rates were reported as 2.6% for
uterine prolapse, 4% for cystocele, and 4.3% for
rectocele after 1-year follow-up with bilateral
sacrospinous hysteropexy using polypropylene mesh
in treatment of stage II prolapse!”.

Besides Detollenaere et al. and Maher et al. although
there are small differences in the two methods, they
generally considered equivalent 1618, Detollenaere et
al. reported that sacrospinous hysteropexy was as
effective as vaginal hysterectomy and similar in
overall surgical failure rate (recurrent prolapse,
pessary use, or repeat surgery) (P=0.81); however, it
was observed shorter operating time, less blood loss,
faster recovery, and fewer complications 8. Maher et
al. compared vaginal hysterectomy with sacrospinous
fixation and found no significant difference in
objective and subjective results '°.

The mean age of the patients who underwent
transvaginal mesh operation was 38.3 = 12.8 years,
while the mean age of patients underwent
laparoscopy was 42.2 £ 11.4 years. Contrary to the
results of our study, wide age ranges are studied, and
the general average age is 60s. For example,
Detollenaere et al. was evaluated patients between 33
and 82 '8. Similarly, study of Dietz et al. were
presented the results of the patients at age of 62 in
average '4.

Although the morbidity of vaginal surgery seems
lower, serious hip pain may be observed due to
compression of sciatic nerve branches up to 15% of
patients . In our study, however, no such
complication was ever observed in any of the
patients.

One of the important findings in our study is the
significant relationship between BMI and POP.
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According to the studies, the risk of high BMI POP
increased 4.1 times; stage =2 the risk of POP
increases 7.6 times. Gyhagen et al. similar to our
study, BMI was found to be an independent risk
factor for POP and shown that POP risk for each
unit increases when BMI increased by 3% 20. Miedel
et al. reported similar rates of increase in POP risk
for BMI 21,

Sexual function after surgery is recognized as a
surgical success in POP 22, Especially after the both
surgical methods, hysterectomy is performed, there is
no negative uterine contractions. Also deteriorates
the psychology of women due to the losses 3. It has
been proved that preservation of the uterus positively
contributes to the patient's self-esteem, body shape,
confidence and sexiness in POP surgery 24 In our
study, complaint of dyspareunia in patients with
sexual life was similar it was approximately 22% for
both groups. Lopes et al. found that sexual
dysfunction was significantly more likely for the mesh
group 2% however, Agacayak et al.in compliance with
the results of our study, didn’t find significant
difference between the two groups in sexual
dysfunction 2.

The limitations of our study include its retrospective
design. The number of cases was too small to
compare morbidity. In addition, there was no data on
long-term outcomes.

In conclusion; despite many successful applications,
such surgical operations are not eliminated POP
recurrence or re-operation, complications, or
emergence of new pelvic floor symptoms. However;
in the study, owing to the high success rate and
minimal complication transvaginal mesh surgery was
found to be a relatively successful method in pelvic
organ prolapse surgery. The primary goal at POP
treatment is to determine the most appropriate
methods without disturbing fertility. Therefore, it is
of paramount importance the surgeon's experience
and success for treating prolapse and sutgeon's
guidance to patients on the possible outcomes and
risks.

Yazar Katkilar: Calisma konsepti/Tasarimi: GS; Veri toplama: MO;
Veri analizi ve yorumlama: UT; Yazt taslagr: MO; Icerigin elestirel
incelenmesi: GS; Son onay ve sorumluluk: GS, UT, MO; Teknik ve
malzeme destegi: GS; Siipervizyon: UT; Fon saglama (mevcut ise): yok.
Etik Onay: Bu ¢alisma igin Saglik Bilimleri Universitesi Kocaeli Derince
Egitim ve Arastirma Hastanesi Klinik Arastirmalar Etik Kurulundan
25.04.2019 tarih ve 2019-6 protokl numurasi ile etik onay alinmustir.
Hakem Degerlendirmesi: Dis bagimsiz.

Cikar Catigmast: Yazatlar ¢ikar catismast beyan etmemislerdir.
Finansal Destek: Yazarlar finansal destek beyan etmemislerdir.

147

Effectiveness of laparoscopic and transvaginal mesh operations

Author Contributions: Concept/Design : GS; Data acquisition: MO;
Data analysis and interpretation: UT; Drafting manuscript: MO, Critical
revision of manuscript: GS; Final approval and accountability: GS, UT,
MO; Technical or material support: GS; Supervision: UT; Securing
funding (if available): n/a.

Ethical Approval: Ethical approval was obtained for this study from
the Clinical Research Ethics Committee of Health Sciences University
Kocaeli Derince Training and Research Hospital with the protocol
number 2019-6, dated 25.04.2019.

Peer-review: Externally peer-reviewed.

Conflict of Interest: Authors declared no conflict of interest.
Financial Disclosure: Authors declared no financial support

REFERENCES

Constantini E, Porena M, Lazzeri M, Mearini L, Bini
V, Zucchi A. Changes in female sexual function after
pelvic organ prolapse repair. Int Urogynecol. J.
2013;24:1481-7

El Haddad R, Svabik K, Masata ], Koleska T, Hubka
P, Martan A. Women's quality of life and sexual
function after transvaginal anterior repair with mesh
insertion. Eur ] Obstet Gynecol Reprod Biol.
2013;167:110-13.

Jarzabek-Bielecka G, Buks J, Witkowska |, Wilczak M,
Pisarska-Krawczyk M, Kedzia W et al. Aging: Women
sexual activity, pelvic organ prolapse and urinary
incontinence. Polski Przeglad Nauk o Zdrowiu.
2014;1:25-8.

Pattel MS, Mellen C, O’ Sullivan DM, Lassala CA.
Pessary use and impact on quality of life and body
image. Female Pelvic Med Reconstr Surg.
2011;17:298-301.

National Institute for Health and Care Excellence.
Managing pelvic organ prolapse. In: Urinary
incontinence and pelvic organ prolapse in women
NICE guideline Draft. October 2018;24.

Zucchi A, Lazzeri M Porena M, Del Zingaro M,
Costantini E. Uterus preservation in prolapse surgery.
Nat Med. 2010;7:626-33.

Tola EN, Erdemoglu E, Erdemoglu E. Uterine
sparing surgical methods in pelvic organ prolapse.
Turk ] Obstet Gynecol. 2015;12:168-72.

Walter JE. Transvaginal mesh procedures for pelvic
organ prolapse. ] Obstet Gynaecol Can. 2011;33:168—
74.

Rogo-Gupta L. Cutrent trends in surgical repair of
pelvic organ prolapse. Curr Opin Obstet Gynecol.
2013;25:395-8.

Acsinte OM, Rabischong B, Bourdel N, Canis M,
Botchorishvili R. Laparoscopic promontofixation in
10 steps. ] Minim Invasive Gynecol. 2018;25:767.
Bump RC, Mattiasson A, Brubaker LP, DeLancey JO,
Klarskov P, Shull BL et al. The standardization of
terminology of female pelvic organ prolapse and
pelvic floor dysfunction. Am J Obstet Gynecol.
1996;175:10-7.

Dindo D, Demartines N, Clavien PA. Classification of
surgical complications: a new proposal with evaluation

10.

11.

12.



Sukgen et al.

13.

14.

15.

16.

17.

18.

19.

in a cohort of 6336 patients and results of a survey.
Ann Surg. 2004;240:205-13.

Flotin M and Florin Z. Lapatroscopic Treatment of
Inguinal Hernias. In Mihaileanu Florin and Florin
Zaharie (Eds). Laparoscopic Treatment of Inguinal
Hernias, Romania. 2018;1-35.

Dietz V, van der Vaart CH, van der Graaf Y, Heintz
P, Schraffordt Koops SE. One-year follow-up after
sacrospinous hysteropexy and vaginal hysterectomy
for uterine descent: a randomized study. Int
Urogynecol ] Pelvic Floor Dysfunct. 2010;2:209-16.
Gutman R, Maher C. Uterine-preserving POP
surgery. Int Urogynecol J. 2013;24:1803-13.

Maher CF, Cary MP, Slack MC, Murray CJ, Milligan
M, Schluter P. Uterine preservation or hysterectomy
at sacrospinou s colpopexy for uterovaginal prolapse.
Int Urogynecol | Pelvic Floor Dysfunct. 2001;12:381-
84.

Gamble TL, Aschkenazi S, Nguyen A. Bilateral graft-
augmented  sacrospinous  hysteropexy:  1-year
anatomic and functional outcomes following surgery
for uterine preservation. | Pelvic Med Surg. 2008;14,
275-79.

Detollenaere R], Boon Jd, Stekelenburg J, IntHout J,
Viethout ME, Kluivers KB et al. Sacrospinous
hysteropexy versus vaginal hysterectomy with
suspension of the uterosacral ligaments in women
with uterine prolapse stage 2 or higher: multicentre
randomised non-inferiority trial. BMJ.
2015;351:h3717.

Achtari C, Dwyer PL. Sexual function and pelvic floor
disorders. Best Pract Res Clin Obstet Gynecol.
2005;19:993-1008.

148

21.

22.

23.

24.

25.

26.

Cukurova Medical Journal

Gyhagen M, Bullarbo M, Nielsen T, Milsom I
Prevalence and risk factors for pelvic organ prolapse
20 years after child birth: a national cohort study in
singleton primiparae after vaginal or caesarean
delivery. BJOG. 2013;120:152-60.

Miedel A, Tegerstedt G, Maehle-Schmidt M, Nyren
O, Hammarstrom M. Nonobstetric risk factors for
symptomatic pelvic organ prolapse. Obstet Gynecol.
2009;113:1089-97.

Silva WA, Pauls RN, Segal JL, Uterosacral vault
suspension: five-year outcomes. Obstet Gynecol.
20006;108:255-63.

Thakar R, Sultan AH Hysterectomy and pelvic organ
dysfunction. Best Pract Res Clin Obstet Gynaecol.
2005;19: 403-18.

Neuman M, Lavy Y. Conservation of the prolapsed
uterus is a valid option: medium term results of a
prospective comparative study with the posterior
intravaginal slingoplasty operation. Int Urogynecol ]
Pelvic Floor Dysfunct. 2007;18: 889-93.

Lopes ED, Lemos NL, Carramao SS, Lunardelli JL,
Ruano JM, Aoki T et al. Transvaginal polypropylene
mesh versus sacrospinous ligament fixation for the
treatment of uterine prolapse: 1-year follow-up of a
randomized controlled trial. Int Urogynecol J.
2010;21:389-94.

Agagayak E, Tung SY, Igen MS, Basaranoglu S, Findik
MF, Sak S et al. Should we add unilateral sacrospinous
ligament fixation to vaginal hysterectomy in
management of stage 3 and stage 4 pelvic organ
prolapse? Tutk ] Obstet Gynecol. 2015;12:144-50.



	ARAŞTIRMA / RESEARCH
	INTRODUCTION
	MATERIALS AND METHODS
	Sample 
	Procedure
	Statistical analysis

	RESULTS
	DISCUSSION
	REFERENCES

