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Laparoscopic Sacrocolpopexy or Sacrohysteropexy with or Without
Burch Colposuspension: The Results of 36 Patients in Our Clinic
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ABSTRACT

OBJECTIVE: Our aim was to investigate the results and the effectivity of  laparoscopic sacrocolpopexy
or sacrohisteropexy with or without Burch colposuspension in pelvic organ prolapse with or wihout uri-
nary incontinence patients in our clinic.

MATERIAL AND METHOD: From January 2011 to January 2015 we performed laparoscopic sacro-
colpopexy or sacrohysteropexy with or without Burch colposuspension for pelvic organ prolapse in 36
selected patients. Demographic and clinical data, intraoperative findings and postoperative course were
recorded. POP-Q examination was used for pelvic prolapsed patients. Burch colposuspension was
added to patients if they had stress urinary incontinence proven with physically examination and urodi-
namic tests. Twenty two patients underwent laparoscopic sacrocolpopexy or sacrohysteropexy and 14
patients underwent  laparoscopic sacrocolpopexy or sacrohysteropexy with Burch colposuspension.  

RESULTS: Laparoscopic sacrocolpopexy without Burch colposuspension (Group 1) (n=22) group’s
mean operation time and the mean blood loss were 51.1±11.8 minutes (range: 40-85 min.) and
39.3±13.9 cc (range: 30-70 cc) respectively. Laparoscopic sacrocolpopexy with Burch colposuspension
(Group 2) (n=14) group’s mean operation time and the mean blood loss were 88.5±13.5 minutes (range:
85-100 min.) and  65.0±11.0 (range: 60-80 cc) respectively (for mean operation time p=<0.001, for mean
blood loss p=<0.001). Nine of the patients had operations with uterus preservation. All patients were dis-
charged the following day. In Group 2  two patients developed denovo detrusor instability and improved
with the administration of oxybutynin. In group 1 postoperatively, 8 patients developed denovo urinary
incontinence. In the treatment of this condition we have added two patients  Burch colposuspension op-
erations, 6 patients underwent transobturatuar tape TOT. Two patients did not want to have reopera-
tions, they received medical treatment.  

CONCLUSION: Laparoscopic sacrohysteropexy or sacrocolpopexy with Burch colposuspension offer
minimally invasive approaches and excellent definitive treatment option for patients with  pelvic organ
prolapse and urinary incontinence with long-term success rates ranging from 93-99%. In our study, our
data shows that laparoscopic approaches for treatment of pelvic organ prolapse and urinary inconti-
nence effective in hysterectomized or non-hysterectomized patients. Long-term prospective studies may
provide additional useful data for these procedures.
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Introduction

Sacrocolpopexy is suggested the gold standard for pelvic

organ prolapse repair, in this procedure the vagina is sus-

pended from the sacral promontory.1 There is growing interest

in the use of laparoscopic procedures to correct pelvic organ
prolapse (POP). In multiple prospective and retrospective case
series, laparoscopic sacrocolpopexy demonstrates good suc-
cess rates with a mean objective success rate of 90.5% (range
60-100%) and a mean reoperation rate of 5.9%.2,3

After sacrocolpopexy, de novo bowel, urinary and sexual
dysfunctions are described.4,5 These dysfunctions could be
caused by injury of the autonomic nerves of the presacral space
which supply the pelvic organ or prolapse bring obsturuction
may prevent urinary incontinance when the obstruction sec-
ondary to prolapse is resolved by sacrocolpopexy postopera-
tive stress incontinence may ocur. SUI also represents a risk
after sacrocolpopexy.6 Until recently, Burch colposuspension
was deliberated the “gold standard” for treating  SUI.7 In recent
years, Burch colposuspension combined with abdominal sacro-
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colpopexy (ASC) was proposed as the standard.3,5 However,
this method's subjective cure rate decreases with time, and it is
often associated with lower urinary tract symptoms.8

The aim of this study was to compare the effects of pro-
phylactic burch colposuspension by laparoscopic sacro-
colpopexy and sacrohysteropexy for correction of uterine and
vault prolapse.

Material and Method

From January 2011 to January 2015 we performed laparo-
scopic sacrocolpopexy or sacrohysteropexy with or without
Burch colposuspension for pelvic organ prolapse in 36 se-
lected patients. Demographic and clinical data, intraoperative
findings and postoperative course were recorded.

A detailed medical history was obtained from all patients
and a complete physical examination was performed. A inter-
view information patient characteristics (age, weight, height,
body mass index (BMI), calculated as weight in kilograms di-
vided by the square of height in meters), parity, history of pre-
vious laparotomy or laparoscopic procedures, prior pelvic re-
constructive surgery or hysterectomy operative data (operative
time, procedures performed in addition to TLH, intraoperative
blood loss estimated via the amount of fluid in the fluid ex-
traction device), intraoperative and postoperative complica-
tions, difference between preoperative and postoperative he-
moglobin levels, and length of hospital stay. 

The preoperative evaluation of all patients included a com-
plete history with  urogynecologic examination, cotton tipped
swap test (Q-tip test) for assessment of bladder neck excursion,
urinalysis, urine culture, and multichannel urodynamic study.
Pelvic organ prolapse was assessed using the POP-Q system.9

All operations were performed by the same surgeon. Informed
consent was obtained from all patients before the procedure.

Operative tecniques

All operations were performed with the patient under gen-
eral anesthesia in a head-down lithotomy position. For sacro-
colpopexy, the bladder was retracted away from the vagina
and the vesicovaginal space was dissected. The fine dissection
required here was performed with a 5-mm Ligasure energy
system (Covadien). A piece of polypropylene mesh (ProLite,
Atrium, Hudson, NH, USA) was cut to an appropriate size and
shape. This was then placed in the vesicovaginal space and
was fixed to the anterior vaginal fascia and cervix with 2/0
polyfilament sutures knotted extracorporeally (Figure 1). The
sacral promontory was then exposed via a longitudinal inci-
sion in the peritoneum. The free end of the mesh was pulled
toward the sacral promontory and the effect of this maneuver
on the cystocele was inspected externally. To avoid placing
excess tension on the mesh and attached tissues, the mesh was
pulled toward the promontory just enough to provide correc-
tion of the cystocele. The mesh was then fixed to the first

sacral vertebra with a 5-mm endoscopic tacker (ProTack,
Covidien, Mansfield, MA, USA) (Figure 2), and the excess
mesh was trimmed away.

In laparoscopic sacrohysteropexy two windows were
opened in the bilateral parametrium. Short arms of polypropy-
lene T-shaped mesh was sutured posterior to anterior with sur-
rounding the cervix. The sacral promontorium was then ex-
posed. The free ends of the mesh were pulled toward the sacral
promontory. The mesh was fixed to the promontorium with
endoscopic tacker. And final, peritonealization was performed.

In patients for whom Burch colposuspension was indicated,
this procedure was performed through the same ports that had
been used for sacrocolpopexy or sacrohysteropexy. The blad-
der dome was filled with 200 mL of saline. The preperitoneal
space was dissected from the anterior abdominal wall until
Cooper’s ligaments were visible. The retropubic space was ex-
posed with sharp dissection and careful bipolar cautery of the
small vessels staying close tothe backof the pubic bone.
Beginning laterally the bladder was dissected to identify the
paravaginal fascia. Two strips of polypropylene surgical mesh
shaped 3x2 cm were prepared and inserted consecutively
(Figure 3). Each strip was placed just over the assistant’s finger
in the vagina and fixed using a special device tacker while the
paravaginal fascia was held (Figure 4). This 5 mm endoscopic
device contains 20 titanium helical tacks (Origin Med Systems,
Menlo Park, CA, USA). The tacker was fired three times
against the assistant’s finger to ensure accurate placement of
three titanium tacks embedded in the fascia (Figure 5). The
same procedure was repeated on the other side. The mesh strip
was then stretched to the ipsilateral Cooper’s ligament and
fixed securely by firing at least three titanium tacks again while
the paravaginal fascia was held by the assistant’s finger (Figure
6). The intraabdominal pressure was then lowered to 8 mmHg
and the preperitoneal area was reperitonized with the tacker.
The Foley catheter was removed after 8 h.

Figure 1: Mesh fixed to the
anterior vaginal fascia

Figure 2: Fixation meshes with
tacks

Figure 3: Mesh placement to
paravaginal position   

Figure 4: Strip was fixed using
a special device tacker
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Statistical Analysis 

Continuous variables were first inspected for normality of

statistical distribution graphically and by Shapiro-Wilk test.

Data are presented as mean ± standard deviation (SD). For de-

scriptive statistics, numbers and percentages were used for

categorical variables. Baseline characteristics and outcome

measures of the two groups were analyzed with Student’s t-

test for continuous data and chi-square test for the comparison

of categorical variable. P values ≤0.05 were considered statis-

tically significant.  Statistical  analysis  was  performed  with

SPSS  version 17.0 software (SPSS Inc., Chicago, IL).

Results

Patient characteristics and perioperative data are summa-

rized in Tables 1-3. Only laparoscopic sacrocolpopexy (LSC)

applied group (Group 1) was 23 patient, the mean age was

53.9±10.5 years (range: 35-66 years). The mean body mass

index was 24,4±1,9  kg/m2 (range: 22-28 kg/m2). The gravida

3.0±0.9 (range 2-5) and the parity 2.5±0.7 (range 1-4). The

mean operation time and the mean blood loss were 51.1±11.8

minutes (range: 40-85 minutes) and  39.3±13.9 cc (range: 30-

70 cc) respectively. 14 patient was occur LSC with Burch col-

posuspension applied group (Group 2), the mean age was

63.6±8.8 years (range: 53-75 years). The mean body mass
index was 25.5±1.3  kg/m2 (range: 23-27 kg/m2). The gravida
3.6±1.15 (range :2-6) and the parity 3.2±0.9 (range 2-4). 14
patient was occur LSC with Burch colposuspension applied
group (Group 2), the mean age was 63.6±8.8 years (range: 53-
75 years). In Group 2  two patient developed denovo detrusor
instability and improved with the administration of oxybu-
tynin and bladder retraining. Only LSC applied group postop-
eratively, eight patients developed denovo stress incontinans.
In the treatment of this condition we have added two patients
Burch operation, six patients underwent TOT. 2 patients did
not want reoperated they received medical treatment. Our rec-
ommendation is not added routinely incontinence surgery pro-
cedure after the LSC. The patients should be informed on
postoperative develop incontinence, in case of necessity.
Since the operation is not costeffective, additional risks arised
from operation are inappropriate. Sacrocolpopexy has a bene-
ficial role in reducing irritative and obstructive urinary symp-
toms after surgery, regardless of concomitant Burch.10 This
finding suggests that prolapse repair itself has a beneficial ef-
fect on certain urinary symptoms.10

Discussion

Laparoscopic sacrocolpopexy (LSC) minimizes bowel
manipulation, decrases in blood loss, leading to less postoper-
ative pain, duration of catheterisation and quicker postopera-
tive recovery time. However, learning curve associated with
the laparoscopic approach have increased operative times and
limited its widespread use among surgeons.1 Most complica-
tions following sacrocolpopexy can intraoperative injury to
pelvic organs may occur during the trocar placement, suture
placement and tissue dissection. Besides infections, throm-
botic events, mesh erosion, bleeding and urinary tract compli-
cations  to accompany this.13 11 patient series encompassing
1221 patients with the LSC treatment mean operative time

Figure 5: The tacker was
fired three titanium tacks
embedded in the fascia                                                  

Figure 6: The mesh strip was
stretched to the ipsilateral
Cooper’s ligament             

Table 1: Characteristics of patients and parameters related to surgery

Parameters Group 1 Group 1 Group 2 Group 2 P

Laparoscopic Range Laparoscopic Range 

sacrocolpopexy or (min-max) sacrohysteropexy or (min-max)

sacrocolpopexy sacrohysteropexy 

(n=22) + Burch

(n=14)

Age 53.9±10.5 35-66 63.6±8.8 53-75 0.006

Gravida 3.0±0.9 2-5 3.6±1.15 2-6 0.100

Parity 2.5±0.7 1-4 3.2±0.9 2-4 0.030

Mean BMI 24.4±1.9 22-28 25.5±1.3 23-27 0.050

Mean Blood Loss

(mL) 39.3±13.9 30-70 65.0±11.0 60-80 <0.001

Mean Operation Time (min) 51.1±11.8 40-85 88.5±13.5 85-100 <0.001

Postoperative complications None None 

Denovo urinary incontinence 8 (%30.4) 0 <0.001

Denovo detrusor instability 2
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was 124 min (range:55-185) with a 3% (range: 0-11%) con-
version rate.6 The largest series of LSC patients with 363
women undergoing LSC from 1996 to 2002 with a14 mean op-
erative time was 97 min. Overall, 96% of patients were satis-
fied with the results of their operation. The largest prospective
series of LSC patients was15 on a group of 132 consecutive pa-
tients  mean operative time was 180.5 min. De novo SUI was
identified in 7.4% of patients postoperatively. No periopera-
tive complications were noted, although three patients (2.7%)
experienced mesh-related pain.16 Blood loss due to surgery is
estimated blood loss with LSC appears to range from 22 to
255 mL.6,15,16 However, the addition of a concomitant hys-
terectomy or incontinence surgery, such as placement of a
pubovaginal sling, can increase blood loss. In our study only
applied LSC group also the mean operation time was
51.1±11.8 min, the blood loss 39.3±13.9 (range 30-50 mL)
whilst in LSC added Burch  the mean operation time was
88.5±13.5min and the blood loss in the operation 65.0±11.0
(range 60-80 mL). We have no complications after the surgery. 

The rates of de novo stress urinary incontinence after LSC
vary widely and  range from 0% to 55%.17 Stress urinary in-
continence (SUI), often occurs as a result of vaginal support
defects and frequently accompany with pelvic organ pro-
lapse.18 SUI also represents a risk after sacrocolpopexy. Where
as some women with prolapse have concomitant stress incon-
tinence in part because of the obstructive effect of the pro-
lapsed pelvic organs, creating urethral kinking. When prolapse

is treated with the use of a LSC, stress incontinence may de-
velop. Anterior vaginal tensioning engaged to reduce bladder
prolapse during SCP, it can result in flattening of the ure-
throvesical angle and entail to denova SUI19 To prevent De
novo SUİ, preoperative urinary stress testing with prolapse di-
minished is used to patients who may benefit from inconti-
nence surgery at the time of LSC. But, SUI occurs after POP
surgery even with negative preoperative testing. One option
for patients who require surgery to correct prolapse but who
do not have symptoms of SUİ is to perform a prophylactic
continence operation at the time of prolapse repair. To the
treatment some studies burch colposuspension at the time of
sacrocolpopexy for prolapse significantly reduced the risk of
postoperative symptoms of stress incontinence20,21 and it
avoids the potential complications of mesh.22 Kummeling et
al.23 high incidences of postoperative stress incontinence were
found in previously asymptomatic women, both in the Burch
group (23.8%) and in the control group (44.1%). Besides
Brubaker L et all.24 fused the advantages of concomitant pro-
phylactic Burch colposuspension endured at two years and did
not affect the anatomic success rate of sacrocolpopexy. But,
until now, no consensus has been reached yet about  an anti-
incontinence procedure should be carried out at the same time
with POP repair, independently of the presence or absence of
urinary incontinence.

In our present study our own experience is to compare
LSC againts to LSC with Burch colposuspension group,

Parameters Hysterectomized women

(n=16)

Range

(min-max)

Nonhysterectomized women

(n=6)

Range

(min-max)

P

Age

Gravida

Parite

Mean BMI

Mean Blood Loss (mL)

Mean Operation Time (min)

Postoperative complications

Denovo urinary incontinence

57±3.23

2.5±0.5

1.9±0.7

23.7±1.8

33±2.6

44±2.1

None 

6

52-60

2-3

1-3

22-26

30-35

40-45

52±13.3

3.5±0.9

2.9±0.5

25.1±1.9

43.9±16.9

56.2±13.3

None 

2 

36-66

2-5

2-4

22-28

30-70

45-85

0.210

0.010

0.001

0.08

0.040

0.010

Table 2: Characteristics of patients in laparoscopic sacrocolpopexy or sacrohysteropexy without burch colposuspension group (n=22) 

Parameters Hysterectomized women

(n=11)

Range

(min-max)

Nonhysterectomized women

(n=3)

Range

(min-max)

P

Age

Gravida

Parite

Mean BMI

Mean Blood Loss (mL)

Mean Operation Time (min)

Postoperative complications -

Denovo detrusor instability 

64.6±11

3.9±1.3

3.4±0.9

26.2±0.8

69.4±7.7

93.9±4.9

None

2

53-75

2-6

2-4

25-27

60-80

85-100

62.5±2.9

3.5±0.6

3.5±0.6

24±1.16

62.5±2.9

87.5±2.9

None

0

60-65

3-4

3-4

23-25

60-65

85-90

00.600

0.500

0.700

0.002

0.100

0.040

Table 3: Characteristics of patients in laparoscopic sacrocolpopexy and Burch group (n=14)
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Burch applied group while blood loss and operation time is in-
creased, but urinary incontinance not observed. Further stud-
ies are required to better understand the clinical performance
of LSC and Burch colposuspension.

Laparoskopik Sakrokolpopeksi veya

Sakrohisteropeksinin Burch Kolposüspansiyon

Operasyonu ile Birlikteliği: Kliniğimizdeki 36

Hastanın Sonuçları 

AMAÇ: Pelvik organ prolapsusu ve üriner inkontinans tedavi-
sinde laparoskopik sakrokolpopeksi veya sakrohisteropeksi
operasyonunun Burch kolposüspansiyon ile birlikteliğinin so-
nuç ve etkinliğini araştırmaktır.

GEREÇ VE YÖNTEM: Ocak 2011 - Ocak 2015 tarihleri ara-
sın da pelvik organ prolapsusu tedavisi  için 36 hastaya lapa-
roskopik sakrokolpopeksi /sakrohisteropeksi Burch kolposus-
pansiyon operasyonu ile birlikte veya beraber olmadan yapıldı.
Hastaların demografik verileri ve klinik özellikleri, intraoperatif
ve postoperatif bulgular kaydedildi. Pelvik organ prolapsusunu
değerlendirmek içn POP-Q muayenesi kullanıldı. Muayene sı-
rasında ve ürodinamik testlerde stres üriner inkontinans sapta-
nan hastalara Burch kolposüspansiyon operasyonu eklenildi.
22 hastaya sadece laparoskopik sakrokolpopeksi veya sakro-
histeropeksi işlemi uygulanırken 14 hastaya sadece laparos-
kopik sakrokolpopeksi veya sakrohisteropeksi operasyonuna
Burch kolposüspansiyonu eklenildi.

SONUÇ: Burch kolposuspansiyonu olmadan laparoskopik
sakrokolpopeksi uygulanan hastalarda (Grup 1) (n=22) sıra-
sıyla grubun ortalama ameliyat süresi 51,1±11,8 dakika ( 40-85
dakika) ve ortalama kan kaybı 39,3 ± 13,9 cc (30-70 cc) vardı.
Burch kolposüspansiyonu ile laparoskopik sakrokolpopeksi bir-
likte uygulanan hastaların (Grup 2) (n=14) sırasıyla  ortalama
ameliyat süresi 88,5±13,5 dakika (85-100 dk) ve ve ortalama
kan kaybı 65,0±11,0 (60-80 cc) vardı. Gruplar arasında ortala-
ma operasyon süresi (p=<0,001) ve ortalama kan kaybı
(p=<0,001) açısından farklılık vardı. 9 hastanın uterusu korun-
du. Bütün hastalar operasyon sonrası ertesi günde taburcu
edildi. Grup 2'de iki hastada Denovo detrusor instabilitesi ge-
lişti ve oksibutininin tedavisi uygulandı. Grup 1’de ise 8 hasta-
da denova üriner inkontinans gelişti. Bu hastaların tedavisinde
2 hastaya Burch kolposüspansiyon operasyonu 6 hastaya
transobturatuar bant (TOT) uygulandı. 2 hasta ise tekrar ope-
rasyonu kabul etmediği için medikal tedavi uygulandı.

TARTIŞMA: Laparoskopik sakrohisteropeksi veya sakrokolpo-
peksi ile Burch kolposüspansiyon operasyonun  pelvik organ
sarkması ve idrar kaçırma hastaları için uzun vadede %93-99
arasında değişen başarı oranları ile kesin tedavi seçeneğidir.
Bizim çalışmamızda histerektomize veya non- histerektomize
hastalarda pelvik organ prolapsusu ve idrar kaçırma tedavisin-
de laparoskopik yaklaşımlar etkilidir. Uzun süreli prospektif ça-
lışmalar, bu işlemler için ek yararlı bilgiler sağlayabilir.

Anahtar Kelimeler: Pelvik organ prolapsusu, Laparoskopik
sakrokolpopeksi veya sacrohisteropexy, Burch kolposüspansi-
yon, Üriner inkontinans
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