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Surgical intervention after transvaginal Prolift mesh
repair: retrospective single-center study including
524 patients with 3 years’ median follow-up
Laurent de Landsheere, MD; Sharif Ismail, MD; Jean-Philippe Lucot, MD; Valérie Deken, ScD;
Jean-Michel Foidart, MD, PhD; Michel Cosson, MD, PhD
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OBJECTIVE: The aim of this study was to explore the nature and rate of
urgical intervention after transvaginal Prolift mesh repair for pelvic or-
an prolapse.

STUDY DESIGN: This was a retrospective study of all patients who un-
derwent Prolift mesh repair between January 2005 and January 2009.
Patient data were obtained from medical records, and patients were
telephoned to check if they had surgery in other hospitals.

RESULTS: A total of 600 consecutive patients were identified. Of these,
524 patients (87.3%) were included in the study, with a median fol-

low-up duration of 38 months (range, 15–63). Global reoperation rate
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was 11.6%. Indications of intervention were surgery for urinary inconti-
nence (6.9%), mesh-related complications (3.6%), or prolapse recur-
rence (3%).

CONCLUSION: The global reoperation rate after transvaginal Prolift
esh repair was 11.6%, with urinary incontinence surgery being the
ost common indication. Rates of mesh complications and prolapse

ecurrence are relatively low in an experienced team.
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Mesh kits are increasingly being
used in surgery for pelvic organ

prolapse (POP) because traditional pro-
cedures using weak native tissue have
important rates of failure, with reinter-
vention in almost 30% of patients.1 Vag-
nal approach, using mesh reinforce-

ent to improve anatomical results, is
n attractive option for management of
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fectiveness are important to judge its
value. Many studies reported low opera-
tive morbidity for this technique but
their follow-up duration was rather
short4-8 and with only 1 prospective
tudy reporting rather encouraging me-
ium-term results.9 Several randomized

controlled trials have compared tradi-
tional repairs with the use of vaginal
mesh kits.10-14 These studies suggest bet-
er anatomic success rates, particularly in
nterior vaginal wall repairs, but with a
igher rate of mesh-related complica-
ions, requiring management such as

esh erosion.15,16 Little work has been
arried out on surgical intervention after
ransvaginal mesh repair.16,17 The aim of
his study was to analyze the nature and
ate of reoperation after Prolift mesh re-
air for POP in a large cohort of patients.

MATERIALS AND METHODS
This was a retrospective cohort study of
all patients who underwent transvaginal
Prolift mesh repair for POP between Jan-
uary 2005 and January 2009. Indications
for surgery were symptomatic and sig-
nificant prolapse, POP-Q stage II or
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Department of Gynecological Surgery,
Hôpital Jeanne de Flandre (Lille Univer-
sity Hospital), which is a major tertiary
unit in northwestern France.

Preoperative consultation included his-
tory and physical examination, including
cough stress test to detect stress urinary in-
continence (SUI) or occult urinary incon-
tinence if the urine leakage was only re-
vealed after prolapse reduction. All
patients underwent staging of POP ac-
cording to a simplified version of the Inter-
national Continence Society (ICS) POP-Q
staging system, as described by Swift et al.18

Urodynamic evaluation was performed
only when symptoms suggested concomi-
tant SUI.

The surgical technique was the stan-
dardized transvaginal mesh procedure,
previously described by the TVM group.3

The anterior mesh is inserted between the
bladder and the vagina and secured bilat-
erally by 2 arms passing through the obtu-
rator foramen, at the level of the arcus
tendineus fasciae pelvis. The posterior
mesh is inserted between the rectum and
vagina and is secured bilaterally by 1 arm
passing through the ischiorectal fossa and
sacrospinous ligament. The synthetic pros-
thesis is a precut nonabsorbable monofila-
ment polypropylene mesh (Prolift Pelvic
Floor Repair System; Ethicon Women’s
Health and Urology, Somerville, NJ). The
typeofProliftprocedure(isolatedanterior,
posterior, or total Prolift) was based on the
type and stage of prolapse (POP-Q stage II
or more), taking note of the patient’s com-
plaint(s). Pre- or postoperative local estro-
gens were not routinely prescribed. A con-
comitant procedure was performed if
necessary, including vaginal hysterectomy
or traditional repairs such as sacrospinous
fixation or colporrhaphy. Cystoscopy was
not routinely used intraoperatively. In all
patients with preexisting or occult SUI,
concomitant tension-free vaginal tape-ob-
turator (TVT-O) sling insertion was car-
ried out alongside Prolift mesh repair, ac-
cording to the technique described by de
Leval.19

The study protocol was approved by
the institutional review board of the
French College of Obstetricians and Gy-
necologists (#CEROG-2011-GYN-02-
01). In this single center retrospective

cohort study, patient data were obtained

1.e2 American Journal of Obstetrics & Gynecology
from electronic hospital medical re-
cords. Data collection was made by 1 au-
thor (S.I.) and checked for accuracy by
the first author (L.dL.). All patients were
available for a follow-up gynecologic ex-
amination at 2 months after surgery and
they were telephoned by a single physi-
cian (L.dL.) to check if they had surgery
in other hospitals to avoid underestima-
tion of reoperation rates. The following
information was collected: age, medical,
surgical, gynecologic and obstetric his-
tory, stage of POP and compartment in-
volved, type of Prolift, concomitant sur-
gery, intraoperative complications, and
indication as well as nature of reopera-
tion. Complications requiring surgical
intervention were graded according to
Dindo classification. This surgical-com-
plication grading system is based on the
invasiveness of a procedure, which repre-
sents an objective outcome for the evalua-
tion of this study. Severe adverse events,
Dindo grade III are reported for this
study.20

Statistical analysis was performed in
collaboration with the Biostatistic de-
partment (CHRU, Lille, France). Data
were analysed using SAS software (SAS
Institute, Cary, NC). Results were ex-
pressed as means, standard deviations
for continuous variables, fitting normal
distribution, resorting to the median,
and range for continuous data that did
not fit a normal distribution and as fre-
quencies and percentages for categorical
variables. Comparative analyses were
obtained using the �2 test for categorical
data resorting to Fisher exact test when
expected frequencies dictated. For nu-
merical variables, we used the unpaired
Student t test when the size of the groups
was greater than 30, resorting to the
Mann-Whitney test for smaller groups.
A P value � .05 was considered statisti-
cally significant. Kaplan-Meier analysis
curves were used to illustrate the rate of
reoperation after transvaginal Prolift
mesh repair over time.

RESULTS
Six hundred consecutive patients were
eligible for this study and all electronic
medical records were available. Attempts

were made to contact all the patients by
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phone; 524 patients (87.3%) were avail-
able for phone interview and agreed to be
included in the study. The 76 patients
(12.7%) excluded from the study included
68 patients who were lost to follow-up
(11.33%) and 8 patients who died (1.33%)
during the follow-up period.

A total of 524 patients have been in-
cluded in the study and the global rate of
reoperation was 11.6% (n � 61). The
median follow-up of this retrospective
study was 38 months (range, 15–63
months). Of the 61 patients requiring sur-
gical intervention, 58 patients (95.1%)
were managed in our institution and 3 pa-
tients (4.9%) had surgery in other hospi-
tals. In the group of patients not included,
7 of 76 patients (9.2%) had intervention in
our institution. All medical records were
available for these patients. There was no
significant difference in subsequent inter-
vention rate in our hospital between the 2
groups (P � .5322).

Patient characteristics are summarized
in Table 1. Among the 524 patients in-
cluded in the study, 111 patients (21.2%)
had a history of hysterectomy, 98 patients
(18.7%) underwent prior prolapse repair,
and 69 patients (13.2%) had a previous
surgery for SUI. Most of the mesh repairs
(78.6%) were performed by senior sur-
geons (J-P.L., M.C.) with extensive experi-
ence in pelvic reconstructive surgery. Res-
idents performed the rest of the
procedures, under supervision (21.4%).
Concomitant hysterectomy was per-
formed for 44 patients (8.4%). Surgery for
SUI, in the form of transobturator tape
(TVT-O) sling insertion, was carried out in
178 patients (34%). Preoperative stages of
prolapse are reported in Table 1. An iso-
lated anterior Prolift mesh was inserted in
48 patients (9.15%), an isolated posterior
Prolift mesh in 103 patients (19.65%) and
an anterior and posterior Prolift in 373 pa-
tients (71.2%).

Intraoperative complications included 3
bladder perforations (0.7%), which oc-
curred during the dissection of the para-
vesical fossa. All were confirmed by meth-
ylene blue test and directly repaired with
vicryl suture, followed by mesh insertion.
One rectal injury (0.2%) occurred in a pri-
mary insertion during the initial dissection
of the rectum from the posterior vaginal

wall. This injury occurred during an iso-
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lated posterior mesh repair, was directly
repaired and the surgeon decided to aban-
don the procedure.

Postoperative reoperation indications
and rates are reported in Table 2. In this
retrospective study, the global rate of
surgical intervention after Prolift mesh
repair was 11.6% (n � 61). The most fre-
quent indication was related to urinary
incontinence (6.9%). Nineteen patients
(3.6%) presented with mesh-related
complications, with a global rate of reop-
eration for Prolift mesh exposure of
2.5%. Sixteen patients (3%) underwent
repeat surgery for prolapse recurrence.

Three patients (0.6%) had postopera-
tive severe blood loss, over 400 mL,
which required laparotomy in 2 cases for
uterine bleeding or paravesical hema-
toma and laparoscopy for paravesical he-
matoma in the third. All 3 required ad-
mission to the intensive care unit for
observation afterward (Table 2).

A total of 19 patients (3.6%) required
surgical intervention for mesh-related
complication (Table 2) and the most fre-

uent complication was mesh exposure,
hich happened in 14 cases (2.7%).
hirteen patients (2.5%) required par-

ial mesh excision from the anterior vag-
nal wall in 5 cases (1.2%) and the poste-
ior vaginal wall in 8 cases (1.7%). The
edian time to intervention for mesh

xposition was 13 months (Figure). One
patient (0.2%) presented with mesh in-
fection after a total Prolift mesh repair
with concomitant hysterectomy. This
infection occurred in the early postoper-
ative period and needed wide surgical ex-
cision of the mesh 14 days after insertion.
This patient required laparoscopic sa-
crocolpopexy for vaginal vault prolapse
19 months later. Two patients (0.4%)
presented with severe symptomatic
mesh retraction, combined with expo-
sure in 1 case. Both were treated by a
wide mesh excision. Two patients (0.4%)
required wide mesh excision for rectal
compression causing significant consti-
pation and dyschesia. Finally, 2 patients
(0.4%) needed surgery for symptomatic
vaginal synechia.

Among the 524 patients who under-
went a Prolift mesh repair, 16 patients
(3%) underwent repeat surgery for pro-

lapse recurrence, with a median duration
since Prolift mesh insertion of 23
months (Table 2 and Figure). After an
isolated anterior Prolift repair, 4 of 48
patients (8.3%) had indirect recurrence
in the form of posterior vaginal wall pro-

TABLE 1
Patient and surgical characteristics

Characteristic

Age, y (mean � SD)
...................................................................................................................

Parity, n (mean � SD)
...................................................................................................................

Previous surgeries,a n (%)
..........................................................................................................

Previous hysterectomy
..........................................................................................................

Previous prolapse surgery
..........................................................................................................

Previous continence surgery
...................................................................................................................

Surgeon
..........................................................................................................

Senior
..........................................................................................................

Resident
...................................................................................................................

Concomitant surgery,a n (%)
..........................................................................................................

Traditional prolapse repair (sacrospinous fi
..........................................................................................................

Hysterectomy
..........................................................................................................

Surgery for SUI
...................................................................................................................

POP-Q stage n (%)
..........................................................................................................

Cystocele
.................................................................................................

Stage 0-I
.................................................................................................

Stage II
.................................................................................................

Stage III-IV
..........................................................................................................

Uterine/vaginal vault prolapse
.................................................................................................

Stage 0-I
.................................................................................................

Stage II
.................................................................................................

Stage III-IV
..........................................................................................................

Rectocele
.................................................................................................

Stage 0-I
.................................................................................................

Stage II
.................................................................................................

Stage III-IV
...................................................................................................................

Type of Prolift
..........................................................................................................

Anterior only
..........................................................................................................

Posterior only
..........................................................................................................

Anterior and posterior
.................................................................................................

Anterior and posterior with uterine pre
.................................................................................................

Anterior and posterior with concomitan
.................................................................................................

Total (previous hysterectomy)
...................................................................................................................

POP-Q, pelvic organ prolapse questionnaire; SD, standard dev
a Multiple answers possible.
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case. All were treated by a posterior Pro-
lift mesh repair. Among the 103 patients
who had isolated posterior Prolift repair,
4 patients (3.9%) needed further sur-
gery. Two patients underwent vaginal hys-

n � 524

64 (10.1)
..................................................................................................................

3 (1.5)
..................................................................................................................

..................................................................................................................

111 (21.2)
..................................................................................................................

98 (18.7)
..................................................................................................................

69 (13.2)
..................................................................................................................

..................................................................................................................

412 (78.6)
..................................................................................................................

112 (21.4)
..................................................................................................................

..................................................................................................................

ion, anterior colporrhaphy) 3 (0.6)
..................................................................................................................

44 (8.4)
..................................................................................................................

178 (34)
..................................................................................................................

..................................................................................................................

..................................................................................................................

92 (17.55)
..................................................................................................................

70 (13.35)
..................................................................................................................

362 (69.1)
..................................................................................................................

..................................................................................................................

119 (22.7)
..................................................................................................................

166 (31.7)
..................................................................................................................

239 (45.6)
..................................................................................................................

..................................................................................................................

147 (28.05)
..................................................................................................................

206 (39.3)
..................................................................................................................

171 (32.65)
..................................................................................................................

..................................................................................................................

48 (9.15)
..................................................................................................................

103 (19.65)
..................................................................................................................

373 (71.2)
..................................................................................................................

ation 286 (54.6)
..................................................................................................................

sterectomy 22 (4.2)
..................................................................................................................

65 (12.4)
..................................................................................................................

n; SUI, stress urinary incontinence.
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tients had anterior Prolift mesh repair for
anterior vaginal wall prolapse. After com-
bined anterior and posterior prolapse
mesh repair, 7 of 373 patients (1.9%) had
uterine prolapse develop (3 had laparo-
scopic sacrocolpopexy, 3 had vaginal hys-
terectomy and sacrospinous fixation, and
1 had vaginal hysterectomy). Another pa-
tient, already mentioned in the mesh-re-
lated complication paragraph, presented

TABLE 2
Postoperative reoperation indicatio

Complication

Surgery for hemorrhage
..........................................................................................................

Paravesical hematoma
..........................................................................................................

Uterine artery bleeding
...................................................................................................................

Mesh-related complication
..........................................................................................................

Mesh exposure
.................................................................................................

Anterior
.................................................................................................

Posterior
..........................................................................................................

Mesh infection
..........................................................................................................

Severe symptomatic mesh
retraction

..........................................................................................................

Rectal compression
..........................................................................................................

Symptomatic synechia
...................................................................................................................

Prolapse recurrence
..........................................................................................................

After anterior Prolift
.................................................................................................

Rectocele
.................................................................................................

Uterine prolapse
..........................................................................................................

After posterior Prolift
.................................................................................................

Cystocele
.................................................................................................

Uterine prolapse
..........................................................................................................

After anterior and posterior Prolift
.................................................................................................

Uterine prolapse

.................................................................................................

Enteroceleb
...................................................................................................................

Urinary continence
..........................................................................................................

TVT-O mesh exposure
..........................................................................................................

Occult SUI
..........................................................................................................

Persistent SUI

..........................................................................................................

Recurrent SUI
..........................................................................................................

Voiding dysfunction
...................................................................................................................

Other
..........................................................................................................

Postmenopausal bleeding
...................................................................................................................

Total
...................................................................................................................

Persistent SUI: failure after concomitant TVT-O for SUI during
SUI, stress urinary incontinence; TVT, tension-free vaginal tap
a Multiple answers possible; b Recurrence after the removal o

de Landsheere. Surgical intervention after transvaginal Pr
with apical prolapse after the removal of a
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total Prolift mesh for infection. This pa-
tient was managed with laparoscopic sa-
crocolpopexy. For all patients, follow-up
examination revealed excellent anatomic
results.

The most frequent indication for sur-
gical intervention after Prolift mesh re-
pair was related to urinary incontinence
(Table 2). Thirty-six patients (6.9%)
complained of urinary problems, with a

, rates, presentation time and manag

)
Presentation time,
mo, median (range) Man

0.6) 0
.........................................................................................................................

21 (0.5) 0 Hem
.........................................................................................................................

4 (2.3) 0 Lapa
.........................................................................................................................

3.6) 15 (0.5–49)
.........................................................................................................................

24 (2.5) 13 (1–49) Part
.........................................................................................................................

21 (1.2) 17 (1–49) Part
.........................................................................................................................

76 (1.7) 8 (4–23) Part
.........................................................................................................................

24 (0.2) 0.5 Tota
.........................................................................................................................

24 (0.4) 14 (11–16) Larg

.........................................................................................................................

76 (0.4) 18 (12–24) Larg
.........................................................................................................................

24 (0.4) 25 (11–38) Divis
.........................................................................................................................

3) 23 (3.2–61)
.........................................................................................................................

8 (8.3) 21 (12–43)
.........................................................................................................................

8 (6.2) 23 (12–43) Post
.........................................................................................................................

8 (2.1) 14 Post
.........................................................................................................................

03 (3.9) 23 (3–41)
.........................................................................................................................

03 (1.95) 31 (21–41) Ante
.........................................................................................................................

03 (1.95) 15 (3–26) VH
.........................................................................................................................

73 (2.1) 25 (5–61)
.........................................................................................................................

73 (1.9) 28 (5–61) Lapa
sacr

.........................................................................................................................

73 (0.2) 7 Lapa
.........................................................................................................................

6.9) 13 (0.25–60)
.........................................................................................................................

78 (1.7) 8 (3–14) Part
.........................................................................................................................

77 (8.3) 16 (1–60) Subu
.........................................................................................................................

78 (3.9) 5 (2–9) Seco
(1/7)

.........................................................................................................................

9 (2.9) 23 (3–43) Subu
.........................................................................................................................

78 (0.6) 0.25 TVT-
.........................................................................................................................

0.4) 27 (16–38)
.........................................................................................................................

69 (0.5) 27 (16–38)
.........................................................................................................................

24 (11.6)
.........................................................................................................................

rolift mesh repair. Recurrent SUI: recurrence of SUI after the Pro
T-O, tension-free vaginal tape-obturator; VH, vaginal hysterectom

tal Prolift mesh infection.

mesh repair. Am J Obstet Gynecol 2011.
median presentation time of 13 months
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after Prolift mesh repair (Figure). SUI
was the most frequent urinary symptom.
Of the 277 patients who did not have uri-
nary incontinence before Prolift mesh
repair, 23 patients (8.3%) underwent a
suburethral sling insertion. Two of the
69 patients (2.9%) who had inconti-
nence surgery before Prolift mesh repair
required a secondary retropubic or
TVT-O sling insertion for recurrent SUI.

enta

ment

..................................................................................................................

asis by laparotomy (1/2) or laparoscopy (1/2)
..................................................................................................................

my for hemostasis
..................................................................................................................

..................................................................................................................

esh excision
..................................................................................................................

esh excision
..................................................................................................................

esh excision
..................................................................................................................

sh excision
..................................................................................................................

esh excision

..................................................................................................................

esh excision
..................................................................................................................

of vaginal adhesions
..................................................................................................................

..................................................................................................................

..................................................................................................................

r Prolift
..................................................................................................................

r Prolift
..................................................................................................................

..................................................................................................................

Prolift
..................................................................................................................

..................................................................................................................

..................................................................................................................

copic sacrocolpopexy (3/7); VH and
inous fixation (3/7); VH (1/7)
..................................................................................................................

copic sacrocolpopexy
..................................................................................................................

..................................................................................................................

VT-O mesh excision
..................................................................................................................

hral tape
..................................................................................................................

TVT-O (2/7); TVT-O tightening (3/7); TVT
tificial urinary sphincter (1/7)
..................................................................................................................

hral tape
..................................................................................................................

eadjustment
..................................................................................................................

..................................................................................................................

..................................................................................................................

..................................................................................................................

esh repair in patients with prior incontinence surgery.
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concomitant surgery for incontinence by
TVT-O sling insertion, 7 patients (3.9%)
experienced persistent SUI. These fail-
ures were managed by tightening the
preimplanted tape sling in 3 cases,21 sec-
ondary TVT-O sling insertion in 2 cases,
tension-free vaginal tape (TVT) sling in-
sertion in 1 case, and an artificial urinary
sphincter in 1 case. One patient (0.6%)
presented with early postoperative void-
ing dysfonction after TVT-O sling inser-
tion requiring a readjustment of the sling
at day 5. Finally, 3 patients (1.7%) pre-
sented with suburethral mesh exposure
managed by partial excision of the tape.
One of these 3 patients required new
suburethral sling insertion surgery for
recurrence of SUI.

Among the 369 patients with uterine
conservation during the procedure, 2 pa-
tients (0.5%) presented with postmeno-
pausal bleeding, which was managed by
laparoscopic total hysterectomy. Histo-
logic analysis revealed benign lesions in
both cases.

In the population of patients deceased
during the follow-up, 7 died because of un-
related causes and 1 patient died of an en-
dometrial cancer 3 years after the prolapse
surgery. Preoperatively, this patient had a
negative Papanicolaou test-smear and no
endometrial thickening was noted on pel-
vic ultrasound examination.

Statistically, there is no significant cor-
relation between global reoperation rate
and the following variables: age, parity,
year of surgery, previous hysterectomy,
previous continence and/or prolapse
surgery, type of Prolift mesh repair, sur-
geon experience, concomitant hysterec-
tomy, or stage of POP. Regarding the
type of postoperative complications, an
early cystocele stage (stage II) was found
to be a significant predictor of mesh-re-
lated complications (P � .037). In addi-
tion, patients requiring surgical inter-
vention for prolapse recurrence were
significantly younger (mean age 53.5
years, SD � 9.63) as compared with pa-
tients who did not require additional
surgery (mean age 64 years, SD � 10.07)
(P � .017). These patients were also
more likely to have severe uterine pro-
lapse, 5.64% with stage III-IV prolapse,
compared with 46.1% with stage III-IV

among women who did not undergo
surgery for recurrence (P � .017). No
factors were associated with urinary con-
tinence complications.

COMMENT
The introduction of transvaginal mesh
repair expanded the surgical options
available for surgical management of
POP. This followed the success and wide
use of minimally invasive tapes for SUI
surgery. Nonetheless, when compared
with more established procedures such
as sacrocolpopexy, there is a need for ev-
idence on safety and long-term efficacy
of the transvaginal mesh procedure.22,23

In the current study, the global surgi-
cal intervention rate after transvaginal
Prolift mesh repair was 11.6%, with a
median follow-up of 38 months (range,
15– 63). The incidence of perioperative
complications was 1.4%, including 0.8%
of visceral injury and 0.6% of vascular
injury. These results are consistent with
most published reports on Prolift mesh
repair in which the rates of visceral or
vascular injuries are ranged from 0 to
6.6%.4,6-9,24-30

The mesh exposure rate was 2.7% and
13 of 14 patients (2.5%) required reop-
eration. Most of these exposures pre-
sented within the first year after surgery
(Table 2). This percentage is low when
compared with other large cohort stud-
ies in which the rate varied from 3.2% to
17%.2,4,7-10,24,28 Nonetheless, it is com-
parable to the 3.4% reported rate after
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Nygaard et al.23 There was no significant
correlation between mesh-related com-
plication and concomitant hysterectomy
(P � .667). This might reflect the lower
ate of concomitant hysterectomy (8.4%
ompared with 59.2%) and avoidance of
nverted T incisions, previously identi-
ed as significant risk factors of mesh ex-
osure.24 In addition, mesh placement
nderneath the full thickness of the vag-

nal wall may have reduced the damage
o tissue vascularization. Both of these
otential factors await further evalua-
ion. Mesh retractions were classified ac-
ording to the most severe presenting
ymptom. It can be a cause of pelvic pain
r functional digestive disorder, but the
reatment is wide mesh excision, as for

esh exposure. These mesh-related
omplications are serious and need to be
dentified and treated adequately in re-
erral centers by experienced surgeons.

The rate of surgical intervention for pro-
apse recurrence is 3%, which matches the
.3% to 4% reported in studies that pro-
ided a minimum 1-year follow-up (Table
).8,9,27,28,30 However, in a systematic re-
iew of apical vaginal prolapse repair, Di-
adkar et al16 reported a rate of reopera-

tion for prolapse recurrence of 1.3%
(range, 0 –16). This is lower than the 3%
reported in this study but the follow-up
duration was shorter (mean 17 � 13.8

onths). In our study, the median time
f surgical intervention for prolapse re-
urrence was 23 months, which may sug-

l Prolift mesh repair

6 48 60

Complications Prolift
Complications urinaires
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with longer follow-up (Figure). Eight pa-
tients developed indirect recurrence,
more often after isolated anterior (4/48,
8.3%) than isolated posterior Prolift
mesh repair (4/103, 3.9%) (P � .055).
These results are consistent with the
study of Withagen et al30 and the theory
of DeLancey31,32 and Lowder et al33 who
demonstrated that anterior repair re-
stores level II support, whereas posterior
repair provides level I support, which is
associated with lower risks of subsequent
recurrence of POP. However, in a recent
study comparing posterior mesh repair
vs sacrospinous ligament fixation, Lopes
et al34 observed the same anatomic re-
ults in both groups. Actually, there is
till limited evidence to recommend pos-
erior transvaginal mesh repair for the
reatment of posterior or apical pro-
apse.2,16,34 After combined anterior and
osterior prolapse mesh repair, 8 of 373
atients (2.1%) had recurrence develop
equiring reoperation; 7 for uterine pro-
apse and 1 for enterocele. These patients
ere significantly younger (P � .017)

ompared with patients who did not re-
uire additional surgery. The quality of
he pelvic floor connective tissues may
lay a role in the development of pro-

apse recurrence in this group of pa-
ients.35,36 These patients were also more
ikely to have worse degrees of uterine
rolapse (P � .017), which again reflects
oor tissue strength. Recurrence in the
pical compartment was more frequent
n patients with uterine prolapse than
aginal vault prolapse. This necessitates
ooking at the value of securing the mesh
nto the uterus with a nonabsorbable su-
ure, when performing Prolift mesh re-
air without concomitant hysterectomy

n patients who did not have prior
ysterectomy.
Urinary problems were the most fre-

uent indications for surgical interven-
ion after Prolift mesh repair (Table 2).

Even with a notable number of patients
having previous continence surgery, 23
of the 277 patients (8.3%) who were con-
tinent before Prolift mesh repair subse-
quently underwent a suburethral sling
insertion for SUI. These findings show
that occult SUI can be a major indication
for reoperation. The rate encountered in

this series is higher than in previous re-

1.e6 American Journal of Obstetrics & Gynecology
ports, where it ranged from 2% to
4.5%.4,7,8,29 Nonetheless, the follow-up
n these studies was much shorter, with
he median not exceeding 1 year. It is
ossible that longer follow-up in these
eports may reveal higher rates, match-
ng those encountered in this series. The

edian duration to suburethral tape in-
ertion in this series was 16 months,
hich suggests that occult SUI can man-

fest after 1 year.
The introduction of a new technique

rings about new complications that
eed to be highlighted and recognized

or best management. The purpose of
his study was to evaluate reoperation
ates as well as severe complications of
his type of surgery, Dindo grade III.20

This represents an objective outcome,
which can be easily assessed in a retro-
spective study.

The findings of this study should be
considered within its limitations and
strengths. Although this study was not a
randomized controlled trial and was
limited to a single center, it reports a
large cohort of patients with the longest
median follow-up duration. Reoperation
rates only represent complications treated
surgically and do not reflect the overall
morbidity of the technique. The retrospec-
tive nature of the study precluded compar-
ison of subjective aspects like symptoms
and degree of bother, quality of life, and
sexual function. The large number of pa-
tients (12,7%) lost to follow-up may rep-
resent another bias in this study. However,
there were no significant differences be-
tween the patients included and the pa-
tients excluded from the study, with only 3
patients who chose to be operated in an-
other hospital during the follow-up
period.

Moreover, complications can be un-
derestimated because some patients can
present with an adverse event and choose
not to undergo a surgery. This must be
kept in mind when interpreting results.
A further potential bias of this report is
that most of the procedures are con-
ducted by surgeons with considerable
experience in pelvic reconstructive sur-
gery using mesh kits. This element may
explain the lower rates of complications
when compared with other studies with

smaller numbers. Nonetheless, possess-

MONTH 2011
ing such experience is essential before
embarking on such techniques, and the
findings of this study should underline
this important message.

In conclusion, the global surgical in-
tervention rate after transvaginal Prolift
mesh repair in our study was 11.6%. The
most frequent indication was related to
urinary incontinence. Rates of complica-
tions because of the use of mesh kits or
prolapse recurrence were low, bearing in
mind the experience of the team in pelvic
floor reconstruction and mesh surgery.
The 3 years median follow-up results show
that this procedure is safe and effective in
the medium term. Further follow-up will
provide long-term outcome and random-
ized controlled trials are needed to evaluate
the place of this technique in pelvic recon-
structive surgery. f
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