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RESUMO
Introducgao: O prolapso genital apical (uterino ou de cupula vaginal) € uma condig&o
que afeta a qualidade de vida das mulheres. Existem diversos tipos de tratamentos
cirurgicos para esses prolapsos, entre eles a colpopromontofixagao e a colpofixagao
ao ligamento sacroespinhal. Esta ultima técnica tem menor morbidade, mas cursa
com aumento nas taxas de prolapso em parede anterior apds a cirurgia. O uso de
telas sintéticas na parede vaginal poderia diminuir a ocorréncia destes prolapsos de
parede anterior, diminuindo o numero de reintervengbes necessarias. Objetivo:
comparar a eficacia e a seguranga da colpopromontofixagdo com a técnica de
colpofixagédo ao ligamento sacroespinhal com uso de tela anterior para corregéo do
prolapso genital apical. Sujeitos e métodos: Este foi um estudo corte transversal,
com avaliacdo de 89 prontuarios de mulheres submetidas a corre¢cao do prolapso
apical pelas duas técnicas cirurgicas, no Departamento de Tocoginecologia
CAISM/UNICAMP, no periodo de 2005 a 2012. Os prolapsos uterinos foram
avaliados no pré e pos-operatorios através da técnica de POP-Q. Foram
comparadas as taxas de cura objetiva, complica¢des imediatas e tardias, indices de
recidiva do prolapso. As taxas de cura, complicagdes e recidiva foram avaliadas
pela prevaléncia simples e comparadas através do teste de qui-quadrado ou teste
exato de Fisher. Para as variaveis ndo paramétricas foi utilizado teste de Mann-
Whitney. Para as variaveis avaliadas nos momentos de seguimento, foi realizado
teste de Wilcoxon pareado para medidas do POP-Q. O nivel de significancia foi de
5% e o software utilizado para analise foi o SAS. Resultados: Das 89 mulheres, 41

submeteram-se a colpofixagdo ao ligamento sacroespinhal e 48 a
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colpopromontofixagdo. Nao houve diferengca entre a média de idade, raga, IMC,
tabagismo e presenca de comorbidades entre os grupos. Das mulheres incluidas
no estudo, 40,4% tinham prolapso de cupula, também sem diferenga entre os dois
grupos estudados (p=0,9361). Ao analisar as complica¢des imediatas, observou-se
que a grande maioria dos casos operados ndo apresentou complicagdes (93,2 %),
sem diferenga entre os dois grupos (p=0,9418). Nao ocorreu nenhuma leséo
vascular, intestinal ou de vias urinarias. Aproximadamente 30% das mulheres
tiveram complicagdes tardias, sendo que a complicagao mais frequente foi a dor
local, presente apenas nas mulheres submetidas a técnica abdominal (25,6%)
(p=0,001). Apenas as mulheres submetidas ao procedimento vaginal tiveram
exposicdo de tela (18,4%). Um terco das mulheres submetidas a cirurgia para
corregao de prolapso apresentou sintomas miccionais apos a cirurgia, sem
diferenca entre os grupos (p=0,5732), sendo que destas 22,1% apresentavam
incontinéncia urinaria de esfor¢o e 9,1% apresentavam a urgéncia (tabela 3). A taxa
de cura objetiva foi de 95,8%, sem diferenga entre os grupos (p= 0,0955). Com
relacédo ao prolapso de parede anterior apds a cirurgia foi observado que nao houve
diferenca entre as mulheres submetidas as duas técnicas cirurgicas (p=0,2970),
Conclusées: Ambas as cirurgias foram seguras e obtiveram resultados
semelhantes na cura objetiva. O uso de tela em parede anterior na técnica vaginal

mostrou-se eficaz na prevengao de prolapso genital anterior no pés-operatdrio.

Palavras-chave: tela, prolapso érgaos pélvicos, prolapso apical, eficacia do

tratamento
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ABSTRACT
Introduction and hypothesis: compare safety and efficacy of abdominal sacral
colpopexy and sacrospinous ligament suspension with the use of vaginal mesh in
apical prolapse. Methods: This retrospective study was conducted from 2005 to
2012, and included 89 women with apical prolapse who underwent surgery.
Assessments included pre- and postoperative Pelvic Organ Prolapse Quantification
(POP-Q) stage. Rates of objective cure and imediate/late complications were
compared. Results: 41 of 89 women underwent sacrospinous ligament suspension
and 48 women abdominal sacral colpopexy. 40, 4 % had apical prolapse (p=0,
9361).Most of them had no complications (93, 2 %) (p=0, 9418). Aproximately 30 %
of women had late complications; local pain was the main symptom, only in women
who underwent abdominal procedure (25, 6%) (p=0,001).Only women who were
submitted to the vaginal procedure had mesh erosion (18,4%).0Objective sucess rate
and anterior vaginal prolapse (p= 0,2970) was similar in both techniques.
Conclusion: Sacrospinous ligament suspension was as effective and had similar
objective sucess rate as abdominal sacral colpopexy. Sacrospinous ligament
suspension performed with vaginal mesh in the anterior compartment was effective

to prevent anterior vaginal prolapse after surgery.

Keywords: surgical mesh, pelvic organ prolapse, vaginal vault prolapse,

treatment.effectiveness.
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INTRODUGAO

Prolapso genital € o descenso da parede vaginal anterior e /ou posterior, ou
do apice da vagina (utero ou cupula vaginal em mulheres apoés histerectomia total),
segundo a International Continence Society (ICS) (1). Pode afetar intensamente a
qualidade de vida das pacientes, causando impacto psicoldgico, social e financeiro
(2).

A prevaléncia desta doenga € subestimada, pois muitas mulheres a aceitam
como consequéncia natural do envelhecimento, ou dos partos vaginais, ou até
mesmo escondem o problema (3).0s dados sugerem que a prevaléncia de
desordens pélvicas (incluindo prolapso genital, incontinéncia urinaria ou fecal) seja
em torno de 25% das mulheres norte-americanas(4) e que 15% a 30% das mulheres
com mais de 50 anos apresentem prolapso genital. Dentre estas, 11% precisaréo
de corregao cirurgica até os 80 anos (5).

Com base nos dados do estudo National Health and Nutrition Examination
Survey (NHANES), a prevaléncia geral estimada de patologias do assoalho pélvico
foi de 23,7% e 2,9% apresentam sintomas de prolapso dos 6rgaos pélvicos. Na faixa
etaria entre 60 e 79 anos, a prevaléncia atinge 36,8% das mulheres, com 3%
apresentando prolapso sintomatico e, apos os 80 anos, este numero aumenta para
49,7% e 4,1% respectivamente. (4).Calcula-se que o numero de casos nos Estados

Unidos ira dobrar em 30 anos, em consequéncia do envelhecimento da populagao

(6).



No Brasil ndo ha dados sobre a prevaléncia, mas sendo uma patologia que
aumenta com a idade e frente ao aumento da expectativa de vida da populagao,
presume-se que havera também um crescente numero de casos de prolapso genital
(7). Também nao se sabe ao certo quantas cirurgias sao realizadas por nao haver
registro da maioria delas, pois grande parte o Sistema Unico de Saude (SUS) nZo
custeia. Nos Estados Unidos estima-se que 400 mil cirurgias sejam realizadas para
o tratamento desta patologia e até 30% dos casos evoluam com recorréncia do
prolapso (5), causando sofrimento a mulher e aumento de gastos na saude publica.

Multiplos fatores estao associados ao prolapso genital. Eles atuam sobre as
estruturas de suporte do assoalho pélvico, da fascia endopélvica e do diafragma
pélvico (musculos elevadores do anus e coccigeos). Podem ser classificados em
fatores predisponentes (raciais, genéticos), iniciantes (gestacdes, miopatias,
neuropatias), promotores (obesidade, tabagismo, doencas pulmonares crénicas e
outros fatores que possam aumentar a pressao abdominal) e agravantes (idade,
menopausa, medicacoes) (8).

A obesidade é responsavel pelo aparecimento e agravamento de doengas
com alta incidéncia como hipertensdo arterial, diabetes mellitus, dislipidemia,
doencas cardiovasculares, doencgas ortopédicas e depressado. O desenvolvimento
de disfungdes do assoalho pélvico mantém uma estreita relacdo com o aumento de
peso (9).

A menopausa e o envelhecimento que se seguem a ela, decorrentes do
hipoestrogenismo, também parecem ter grande influéncia no desencadeamento de
prolapso genital(10). Um estudo prospectivo envolvendo mulheres pés-menopausa

encontrou uma associacao positiva entre o aumento de peso e prolapsos. Mulheres
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com sobrepeso apresentaram um aumento significativo na ocorréncia de prolapso
uterino de 31%, de retocele 38% e de cistocele 39%. Nas mulheres obesas, este
acréscimo significativo foi ainda maior com valores de 40%, 75% e 57%
respectivamente(5). Mulheres com indice de massa corporea maior que 25
apresentam maior probabilidade de necessitarem de tratamento cirurgico do
prolapso(11). A incontinéncia urinaria - disfungdo do assoalho pélvico frequente -
apresenta, assim como os prolapsos, grande relagdo com a obesidade (12-14).

Em relagdo a gestacao, os estudos apresentam resultados contraditérios. A
idade da primeira gestacéo, o tempo prolongado do trabalho de parto, o peso do
feto ao nascer e o parto operatério vaginal (forcipe) séo apresentados como fatores
de risco na maioria dos estudos, porém ainda ha necessidade de maior investigagao
para confirmacado desses dados. A cesariana como fator protetor permanece
controversa (15).

Com o intuito de uniformizar a linguagem, diminuir as diferencas entre
observadores e facilitar a comparagao dos resultados do tratamento empregado, a
International Continence Society (ICS), juntamente com a American Urogynecology
Society e a Society of Gynecologic Surgeons, publicaram o Pelvic Organ Prolapse
Quantification System (POP-Q) em 1996. Ele visa a quantificar os prolapsos e
substituir termos como cistocele ou retocele, porque podem nao indicar
corretamente a verdadeira estrutura prolapsada na parede vaginal (16).

Nesta quantificacdo, o himen é adotado como ponto fixo de referéncia; outros
seis pontos variam suas posicdées em centimetros, de acordo com a distancia do
himen (se acima, tera valor negativo; se abaixo, positivo). O ponto Aa esta na linha

média da parede vaginal anterior, a 3 cm do himen (3). O ponto Ba € o de maior
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prolapso da parede vaginal anterior. O ponto C representa o colo ou, na auséncia
deste, a cupula vaginal; o ponto D representa o fundo de saco vaginal — na auséncia
de utero, este ponto € invalido. Por fim, os pontos Ap e Bp sdo analogos aos da
parede anterior, mas na parede posterior da vagina. O corpo perineal, o hiato genital
e o comprimento total da vagina sdao medidos em centimetros (9).

Com a determinagao dos pontos, o prolapso é classificado em estadio 0
(auséncia de prolapso, os pontos Aa, Ap, Ba e Bp estdo em -3 cm, e os pontos C e
D estdo entre o CVT e o CVT -2 cm), estadio 1( ponto de maior prolapso esta
localizado até 1 cm para dentro do himen ,estadio 2 (o ponto de maior prolapso esta
localizado entre -1 cm e +1 cm), estadio 3 (o ponto de maior prolapso esta a mais
de 1 cm para fora do himen, porém sem ocorrer eversao total) e estadio 4 (eversao
total do 6rgéo prolapsado, o ponto de maior prolapso fica, no minimo, no
comprimento vaginal menos 2 cm (16).

Os prolapsos genitais podem ser divididos em prolapsos de parede
anterior, posterior ou apical. O prolapso de cupula vaginal e o prolapso uterino séo
defeitos apicais e facilmente reconhecidos pelo exame pélvico. A incidéncia deste
defeito na populacédo nao esta bem descrita — presume-se que a taxa de prolapso
de cupula vaginal apés histerectomia seja de cerca de 0,2% a 1% (16).

Sintomas sao pouco comuns em mulheres com prolapsos iniciais (estadios 1
e 2) e frequentemente ndo se correlacionam com o nivel anatémico dos prolapsos.
O quadro clinico envolve queixas urinarias, intestinais, sexuais, sensagao de
pressao pélvica e abaulamento vaginal.

Queixas do trato urinario inferior, como a incontinéncia urinaria de esforco,

comumente se associam a prolapso de parede vaginal anterior (bexiga, uretra),
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enquanto prolapsos muito acentuados podem levar a sintomas urinarios obstrutivos,
como a hesitacao, intermiténcia, sensagao de esvaziamento vesical incompleto e,
raramente, retengao urinaria (17) .

Queixas intestinais como sensacéo de esvaziamento incompleto, obstipacao
intestinal, urgéncia, ou a necessidade de pressao digital para auxiliar na defecagao
sao sintomas associados ao prolapso da parede vaginal posterior. Ainda,
aproximadamente um tergo das mulheres sexualmente ativas refere que a presenca
do prolapso genital interfere na fungao sexual (17). Elas se justificam pela protrusao
de tecido vaginal, ou do proprio Utero, podendo dificultar a penetracao, diminuir a
sensacgao vaginal e causar dor ou desconforto ao coito.

Pode ocorrer também ulceragao por atrito da regiao prolapsada, facilitando
ocorréncia de sangramento e infecgao local (18).

O grave comprometimento da qualidade de vida das mulheres que
apresentam prolapso genital, o aumento de sua prevaléncia em decorréncia do
aumento da expectativa de vida da populacéao e a frequéncia com a qual se observa
recidiva do prolapso ap6és tentativas cirurgicas prévias, tém determinado profundo
interesse na revisao dos métodos terapéuticos disponiveis para o tratamento desta
afeccdo, em particular a abordagem cirurgica. O tratamento cirdrgico tem por
objetivo corrigir a anatomia promovendo alivio dos sintomas e preservando as
funcdes vesical, intestinal e sexual.

O prolapso genital anterior € o mais prevalente, mas o apical normalmente
cursa com prolapsos além do himen, sendo, portanto, mais sintomaticos. Além

disso, o suporte apical tem um papel importante na sustentacéo da parede anterior,



pois caso ela ndo esteja adequada, o tratamento para corregéo das paredes anterior
e posterior pode ser ineficaz (19,20).

O suporte apical desempenha um papel importante no suporte da parede
anterior, pois caso ele nao esteja adequado, o tratamento para corregao das
paredes anterior e posterior podem ser ineficazes (19, 20). Seu suporte também
tem se mostrado essencial na corregao de prolapso avangado, contribuindo para a
durabilidade da cirurgia (21, 22).

Existem diversas técnicas para corre¢ao do prolapso de cupula, que podem
ser realizadas por via abdominal ou vaginal. As mais utilizadas sao a fixacéo ao
ligamento sacroespinhal por via vaginal e as fixagdes ao promontério sacral, por via
abdominal (8-10).

A colpofixagdo ao ligamento sacroespinhal por via vaginal € um dos mais
populares e mais descritos procedimentos para corre¢cao de prolapso apical. Foi
descrito em 1958 (23). Esse procedimento suspende o apice da vagina pelo
ligamento sacroespinhal, uni ou bilateralmente, usando uma aproximacéao
extraperitoneal.

A colpopromontofixagao foi introduzida por Lane em 1962 (24), e tem se
mostrado uma técnica eficaz e duravel na correcao de prolapso apical. Em 2010,
aproximadamente 34.000 colpopromontofixagdes foram realizadas nos EUA,
representando 11% de todas as cirurgias para prolapso realizadas nesse periodo.
Usualmente tem sido realizada por laparotomia, mas a utilizacdo de laparoscopia e
robotica tem aumentado (25).

Com relagdo a eficacia destes procedimentos, uma revisdo sistematica

incluiu trés artigos que comparavam a técnica vaginal (com fixagdo ao ligamento
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sacroespinhal) e a técnica abdominal (fixagdo no promontério sacral) e concluiu-se
gue nao ha diferenca estatistica entre as duas técnicas no numero de mulheres com
recorréncia do prolapso, embora haja maior falha subjetiva relatada com a técnica
vaginal. Nao houve também diferenca no nivel de satisfagcdo das mulheres apds o
procedimento.

A via abdominal mostrou menores taxas de incontinéncia urinaria e
dispareunia, enquanto a técnica vaginal € mais rapida e tem menores custos, além
de permitir que a mulher retorne ao trabalho mais rapidamente (26).

A colpopromontofixagao tem sido aceita como padréao-ouro para tratamento
do prolapso apical. Em uma revisao sistematica, a taxa de sucesso objetiva da
colpopromontofixagdo, com prolapso estagio <2 no POP-Q, foi superior a taxa da
fixagdo ao ligamento sacroespinhal (27).

Ambas as técnicas possuem complicagdes, sendo que a vaginal pode
apresentar sangramento de vasos pudendos, dor glutea por lesdo dos nervos
pudendo e retais inferiores e laceragao de reto (28).

Além disso, esta intimamente ligada ao prolapso da parede anterior no pés-
operatorio e pode causar um encurtamento da vagina (29). A técnica vaginal
constantemente € associada a um comprimento vaginal menor no pos-operatoério, o
que poderia acarretar em dispareunia e disfuncdo sexual. Um estudo comparou
mulheres submetidas a colpofixagdo ao ligamento sacroespinhal e
colpopromontofixagdo com mulheres controles, e concluiu que se é desejavel um
maior comprimento vaginal, a colpopromontofixagédo é mais adequada (30).

Tem-se utilizado a tela como reforgo para a parede anterior a fim de reduzir

o risco de possiveis eventos adversos. Porém, o uso de telas, por sua vez, pode
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ocasionar outras complicagbes como dor, exposicdo vaginal da tela, infecgao,
sangramento, corrimento vaginal, fistulas, dispareunia e constipacao (31).

Com relagao a presenga de corrimento vaginal, um estudo com mulheres
com diagndstico de exposicao vaginal de tela observou que 30,9% das mulheres se
queixavam de corrimento vaginal. Isso corrobora a ideia de que o uso de tela pode
aumentar a incidéncia de corrimento vaginal.

Um artigo publicado pelo Setor de Disfungées do Assoalho Pélvico dos
Departamentos de Tocoginecologia e Urologia da UNICAMP, no qual foi usado o
sistema de quantificacdo do prolapso dos érgaos pélvicos (POP-Q) (29), constatou
que as taxas de cistocele estagios 2 e 3 em pacientes submetidas a colpofixagao
sacroespinhal para o tratamento de prolapsos de cupula vaginal e uterino foi de
39,7% (29). Na tentativa de minimizar este prolapso de parede anterior apos a
fixagcdo ao ligamento sacroespinhal tem se utilizado telas de material sintético nao
absorvivel no momento da cirurgia de fixacdo. Segundo revisdo sistematica do
Grupo de Incontinéncia da Cochrane, o reparo da cistocele com tela nao absorvivel
de polipropileno é superior a colporrafia tradicional na avaliagao objetiva, levando a
uma menor taxa de recidiva do prolapso de parede vaginal anterior (26).

A superioridade do uso das telas sintéticas € bem descrito na literatura. Um
estudo prospectivo randomizado e controlado que avaliou, em dois anos de
seguimento, o resultado da colporrafia anterior com a utilizagdo de tela sintética
mostrou que o indice da falha foi de 58% no grupo da colporrafia e 18% com tela
sintética (17). Outro estudo constatou 60,8% de cura objetiva e subjetiva em
mulheres submetidas a colocacdo de tela de polipropileno e 34,5% naquelas

tratadas pela colporrafia convencional, em um ano de seguimento (18). Outro
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estudo também mostrou a superioridade da tela sintética para corregéo do prolapso
de parede anterior (18). Desta forma, a tela sintética € claramente superior a
colporrafia para tratamento de prolapsos anteriores.

Um estudo com uso de tela sintética com dupla passagem em forame
transobturatério e colpofixagdo ao ligamento sacroespinhal incluiu 200 mulheres
divididas em peso normal, sobrepeso e obesas, e com prolapso genital avangado.
Esse estudo apresentou indices de cura objetiva de 90% a 93%, sem aumento nos
indices de prolapsos de parede anterior e taxa de exposicao de tela de 4,1% (32).

Apesar das complicagcbdes, a International Urogynecological Association
(IUGA) aprova a utilizagao de telas em mulheres que serdo submetidas a fixagao
sacroespinhal, ja que sdo mulheres com prolapsos estadios avangados e com
prolapso apical (33).

O tratamento concomitante dos prolapsos de diversos compartimentos € um
objetivo desejavel na cirurgia para corre¢do de prolapso. Varios kits tém sido
desenvolvidos com esse objetivo. Alguns desses kits tentam evitar a passagem
transobturatdria (34-36), pois esta passagem pode ocasionar algumas lesées, como
vasculares e nervosas, mas fornece uma fixagao melhor da tela na parede anterior
e possivelmente melhores resultados anatdémicos. Nesse sentido, a associagao da
colpofixagdo ao ligamento sacroespinhal com colocagcédo de tela com dupla
passagem no forame transobturatério € uma alternativa interessante para o
tratamento dos prolapsos genitais apicais e precisa ser comparada a técnica
considerada padrao-ouro.

Apesar de nao ser uma afeccéo fatal, a distopia genital pode determinar

sequelas importantes na qualidade de vida da mulher. O presente estudo tem por
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objetivo comparar a técnica de colpofixagdo por via abdominal a fixagao
sacroespinhal, com colocacéao de tela anterior quanto a efetividade e seguranca das
mesmas. A partir disso, tentar elucidar o melhor caminho a ser tomado ao se optar
por determinada técnica, reduzindo possiveis complicagdes com consequente

melhora na qualidade de vida das pacientes e menor custo.

10



OBJETIVOS

Objetivo Geral

Comparar a eficacia e a seguranca da colpofixagdo ao ligamento

sacroespinhal por via vaginal e com uso de tela em parede anterior com a

colpopromontofixagédo para corregao do prolapso apical.

Objetivos Especificos

Comparar a taxa de cura objetiva do prolapso vaginal apical entre as duas
técnicas cirurgicas.

Comparar as taxas de complicagao imediata e tardia das duas cirurgias.
Comparar a taxa de recidiva de prolapso apical vaginal nas duas cirurgias.
Comparar a taxa de prolapso de parede anterior apos as duas técnicas
cirargicas.

Comparar a taxa de incontinéncia urinaria apds os dois procedimentos.
Comparar a diferenca entre o tamanho vaginal antes e apés os dois

procedimentos.
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Abstract

Introduction and hypothesis: compare safety and efficacy of abdominal sacral
colpopexy and sacrospinous ligament suspension with the use of vaginal mesh in
apical prolapse. Methods: This retrospective study was conducted from 2005 to
2012, and included 89 women with apical prolapse who underwent surgery.
Assessments included pre- and postoperative Pelvic Organ Prolapse Quantification
(POP-Q) stage. Rates of objective cure and imediate/late complications were
compared. Results: 41 of 89 women underwent sacrospinous ligament suspension
and 48 women abdominal sacral colpopexy. 40, 4 % had apical prolapse (p=0,
9361).Most of them had no complications (93, 2 %) (p=0, 9418). Aproximately 30 %
of women had late complications; local pain was the main symptom, only in women
who underwent abdominal procedure (25, 6%) (p=0,001).Only women who were
submitted to the vaginal procedure had mesh erosion (18,4%).0Objective sucess rate

and anterior vaginal prolapse (p= 0,2970) was similar in both techniques.
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Conclusion: Sacrospinous ligament suspension was as effective and had similar
objective sucess rate as abdominal sacral colpopexy. Sacrospinous ligament
suspension performed with vaginal mesh in the anterior compartment was effective
to prevent anterior vaginal prolapse after surgery.

Keywords: surgical mesh, pelvic organ prolapse, vaginal vault prolapse,
treatment.effectiveness.

Brief Summary: Sacrospinous ligament suspension with vaginal mesh in anterior
compartment was effective to prevent anterior vaginal prolapse and had similar

sucess rate than abdominal sacral colpopexy.

INTRODUCTION

Several surgical techniques can be used to treat apical prolapse, among them
there is sacrospinous ligament suspension via the vagina and colpofixation to the
sacral promontory (sacral colpopexy) via the abdomen [1.2].

Sacrospinous ligament suspension requires less surgical time and provides faster
recovery, however, it is more associated to the onset of postoperative cystocele,
which can be understood by the female patient as being a failure of the tecnique
[3,4]. One attempt to minimize prolapse of the anterior wall (cystocele) after fixation
to the sacrospinous ligament is to use synthetic non-absorbable material (meshes)
during surgery. According to a systematic review of the Cochrane Incontinence
Group and based on objective assessment, repairing the cystocele with non-
absorbable polypropylene material is better than the traditional colporrhaphy, and

leads to a lower recurrence rate of anterior vaginal wall prolapse. [3]
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However, the use of meshes is not risk and complication free, the main risks being
extrusion and dyspareunia [5]. The International Urogynecological Association
(IUGA) accepts the use of meshes in women who will undergo sacrospinous
fixation, despite the complications mentioned, as they are women with advanced
stage prolapse or apical prolapse, therefore the benefits outweigh the risks under
these conditions [6]. The use of the mesh in the anterior wall can therefore be used
in women who will undergo sacrospinous ligament suspension in order to decrease
anterior wall prolapse rate after the procedure. However, there are few studies with
this association.

The objective of this study was to compare the efficacy and safety of vaginal
fixation technique to the sacrospinous ligament using mesh in the anterior wall and
sacral colpopexy to correct apical prolapse, analyzing objective cure, complication,

failure and urinary incontinence rates after each procedure.

MATERIALS AND METHODS

A retrospective study was carried out to evaluate the medical records of 89 women
who underwent surgery for genital apical prolapse repair, 48 of which underwent
sacral colpopexy via the abdomen and 41 who underwent sacrospinous ligament
suspension with mesh placement on the anterior wall of the vagina, all performed
at the Department of Obstetrics and Gynecology, School of Medical Sciences, the
State University of Campinas (Unicamp), from 2005 to 2012. This study was
approved by the Research Committee of the Department of Obstetrics and

Gynecology and the Ethics Committee of the Faculty of Medical Sciences, the
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State University of Campinas (Unicamp) under number 152451113.8.00005404,
on 08/08, 2013.

The choice of surgical technique, which each woman underwent, was carried out
according to the preference and skill of the surgeon. The techniques are described
below:

Sacrospinous ligament suspension associated with mesh placement on the
anterior wall with double transobturator pass

After longitudinal opening of the posterior vaginal mucosa, blunt digital dissection
of the isquioretal right fossa, two stitches with Vicryl thread were passed bilaterally
through the sacrospinous ligament using direct visualization, followed by the fixing
of the stitches in the vaginal cupula. The vaginal mucosa was closed with chrome
0 catgut.. Then, hydrodissection of the anterior vaginal mucosa was performed with
a longitudinal opening of the anterior vaginal mucosa. The upper part of this
inscision started just below the bladder neck (below the urinary Foley balloon
catheter), and the lower part of the inscision was 1 cm above the vaginal cupula.
The dissection of the vesico-vaginal fascia was carried-out bilaterally up to both
tendon arches.

The needles from the mesh kit were placed bilaterally along the superomedial rim
of the transobturator foramen (with an entrance hole in the genitofemoral folds at
the height of the external urethral meatus and the exit was through a hole in the
anterior vaginal mucosa), the upper extension arms of the mesh were fixed to the
needle on each side with externalization up to the entry point of the genitofemoral
fold. The other two needles were placed bilaterally through the inferomedial rim of

the transobturator foramen (with a 2 cm lateral entrance hole and also 2 cm under
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the genitofemural fold at the height of the external urethral meatus and the exit was
through the hole in the anterior vaginal mucosa). The lower extension arms of the
mesh were placed on the needle on each side with an exit up to the entrance point
of the genitofemoral fold. The upper rim of the mesh was placed on the vesico-
vaginal fascia just below the bladder neck, using 0 or 1 Polyglactin 910 thread. The
lower rim was placed on the vaginal cupula parametria using two Prolene 2.0
stitches. After this procedure, the anterior vaginal mucosa was closed with 910
Polyglactin 0 thread. The vault was fixed using knots on the sacrospinous ligament.
The mesh was adjusted without tension. The mesh extension arms were cut close
to the skin, which was closed with catgut 2.0. The mesh used was a polypropylene,

macroporous and monofilament mesh.

Abdominal sacral colpopexy

The skin was incised up to the Pfannenstiel or infraumbilical median if the woman
presented this kind of prior incision. An opening was made in planes up to the
abdominal cavity. All women who had a uterus underwent abdominal
hysterectomy. When the vaginal cupula could be seen, the sacral retroperitonium
was opened showing the promontory periosteum. Mesh was placed between the
sacral promontory and the vaginal cupula, correcting the anterior and posterior
defects when present. The fixation of the mesh on the promontory periosteum and
vault was carried out using Prolene thread number zero. After fixation, the mesh
was covered with the parietal peritoneum, so that the mesh would not be exposed

in the abdominal cavity. Closing of the pelvic wall by planes was then carried out.
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The evaluation of the prolapse was carried out using the Quantification System of
Pelvic Organ Prolapse (POP-Q). Data was collected using an elaborate form for
the study, which included dependent variables such as the objective cure and
failure rates, immediate complications such as intraoperative bleeding and
infection, occurring within 6 weeks after surgery, late complications such as pain,
mesh extrusion, infection, vaginal bleeding, vaginal discharge, fistulas and
dyspareunia. The control variables include the degree of uterine prolapse, age,
parity, race, body mass index (BMI), comorbidities, previous surgeries, smoking
and hormone replacement therapy. Objective cure was defined as the absence of
POP-Q stage prolapse less or equal to 2. Urinary incontinence was defined
according to the criteria of the International Society of Continence (ICS) [7]

The Aa, Ba, C, D, Ap, Bp, TVL, GH and PB points from the Genital Prolapse
Quantification System (POP-Q) were assessed on the first visit and at the post-
operative review. POP-Q was applied before surgery and at a later revaluation.
Genital prolapse was assessed qualitatively, in stages and quantitatively, in
centimeters. Cure, complication and recurrence rates were evaluated through
simple prevalence and were compared using the chi-square test or Fisher's exact
test. For non-parametric variables, Mann-Whitney test was used. For the variables
evaluated during follow up, Wilcoxon paired test for POP-Q measurements was
carried out. The significance level was 5% and the software used for analysis was

SAS.

RESULTS
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The mean follow-up was 11.1 months (x 8.5) for women who had undergone
sacrospinous ligament suspension and 7.5 (£ 7.8) for women who had undergone
sacral colpopexy. Average age was 63.1 (+ 8.7) years for women who had
undergone sacrospinous ligament suspension and 63 (+ 8.4) years for those who
underwent sacral colpopexy, with no difference between the two groups (p =
0.8373). Most women in both groups were white (73.2% of those underwent via

vaginal technique and 83.1% of those underwent via abdominal technique).

Regarding the number of pregnancies, women who underwent sacrospinous
ligament suspension presented a greater number of pregnancies (5.6 £ 2.9) than
those undergoing sacral colpopexy (3.7 £ 2.4) (p = 0.0007 ). In terms of the
Women who underwent sacrospinous ligament suspension, 90.2% had three or
more children, while 62.5% of those who underwent sacral colpopexy had the
same number of children. Most of the women had normal deliveries (82.9% of the
vaginal group and 77.1% of the abdominal group), with an average of 5.1 £ 2.7
births in the group who underwent abdominal technique and 3.2 + 2 in the group
who underwent the vaginal technique (p = 0.001). (Table 1).

Most women (67.9%) were obese or overweight, presenting no difference between
groups (Table 1). The average BMI was 27.6 (£ 5.4) in women undergoing
sacrospinous ligament suspension and 27.8 (+ 4.1) in women undergoing sacral
colpopexy, also with no difference between the groups (p = 0. 4862). Only 11.8%
of the women were smokers, with no difference between groups (p = 0.7467). Most
women had comorbidities, out of which 61.4% had hypertension, 19.3% had

diabetes mellitus type 2, and there was also no difference between the groups. In
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relation to the women included in the study, 40.4% had cupula prolapse, and 19%
had previously undergone abdominal hysterectomy (AHT) and 21.4% vaginal
hysterectomy (VHT), presenting no difference between the two groups (Table 1).
Regarding the POP-Q classification for prolapse prior to surgery, most women
(58.4%) had stage 3 apical prolapse. However, women who underwent the vaginal
technique with sacrospinous ligament suspension had a higher number of lower
stages (36.5% stage 2) and those who underwent sacral colpopexy presented
higher stages (27.1% stage 4) (p = 0.0034) (Table 2)

In assessing the presence of anterior wall prolapse prior to surgery, it was noted
that there were differences between the two study groups evaluated (p <0.0001),
where the majority of women who underwent surgery for prolapse repair with
sacrospinous ligament suspension had stage 3 anterior wall prolapse (92.5%) and
2 women had stage 4 (5%). In terms of the women undergoing sacral colpopexy,
15.9% had stage 2 prolapse, 59.1% had stage 3 and 25% stage 4.

Women who underwent surgery (54.4%) mostly presented stage 3 posterior wall
prolapse, with a difference between the two groups. The women (72.2%) who
underwent sacrospinous ligament suspension had posterior stage 3 and 39.5%
who underwent sacral colpopexy had this same stage (Table 2)

Regarding prolapse stage after surgery, there was no difference between the
groups regarding the presence of prolapse in the anterior wall. When evaluating
apical prolapse, the authors found that there were 3 cases of failure in women who
had undergone sacrospinous ligament suspension. Considering the objective cure
rate as less than or equal to stage 2 apical prolapse, the cure rate was 95.8%, with

no difference between the groups (90.9% in the group undergoing sacrospinous
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ligament suspension and 100% in the group who underwent sacral colpopexy).
There were only three cases of failure, in the group that underwent sacrospinous
ligament suspension, with an average follow-up of 11.1 months (Table 2).

When analyzing the immediate complications, it was found that the vast majority of
cases that were operated presented no complications (93.2%), with no difference
between the groups (p = 0.9418). The most frequent complications were increased
bleeding (2.4% in sacrospinous ligament suspension and 4.3% in sacral
colpopexy, with no difference between the groups p = 0.9418) and a need for
transfusion (2.4% in sacrospinous ligament suspension and 2.1% in sacral
colpopexy, with no difference between groups p = 0.9418) (Table 3). There were
no vascular, intestinal or urinary tract injury.

Approximately 30% of women had late complications. The most common
complication was local pain, present only in women who had undergone the
abdominal technique (25.6%) (p=0.001). There was a 9.1% mesh extrusion, of
which 18.4% of women who underwent vaginal procedure had mesh extrusion and
none of the women who underwent abdominal procedure did, with differences
between the groups (p = 0.0052). Only two women in the group who underwent
sacral colpopexy reported vaginal bleeding after surgery and 2 women (4.9%) in
the group who underwent sacrospinous ligament suspension reported vaginal
discharge.

A third of the women who underwent surgery for prolapse correction presented
urinary symptoms after surgery, with no difference between groups (p = 0.5732),
and of which 22.1% had urinary stress incontinence and 9.1% had urinary urgency

(Table 3).
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Most women did not have postoperative apical prolapse (91% women who
underwent sacrospinous suspension and 78.9% who underwent sacral colpopexy).
Out of the women who underwent sacral colpopexy, 5.3% had stage 1 apical
prolapse and 15.8% presented stage 2. Only 3 women who underwent vaginal
surgery had stage 3 prolapse.

Regarding anterior wall prolapse, it could be seen that 9% of women who
underwent vaginal surgery had stage 3 prolapse (Table 3).

When analyzing the POP-Q points, the authors observed that there was a
significant improvement in the Aa and Ba points in the anterior wall in both
surgeries, with no difference between them (Table 4). The average point C (point
of apical prolapse) showed no difference between groups preoperatively and also
had significant improvement in the two groups operated, despite women who
underwent sacral colpopexy having improved point C measurement, higher than
those who underwent the sacrospinous ligament suspension, respectively with a
difference of -12.69 (£ 5.01) and -11 cm (£ 3.82) (p = 0.0459) (Table 4 and Figure
1).

Vaginal size after surgery was higher in the group who underwent the abdominal
technique. The average vaginal size was 9.31 cm in women who underwent sacral
colpopexy and 8.15 cm in the vaginal surgery group (p = 0.0174). However, there
was no difference between groups when considering the preoperative and
postoperative difference, which leads to the conclusion that there was no

difference between surgeries regarding vaginal size (Table 4)

DISCUSSION
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The definition of genital prolapse, according to the International Continence Society
(ICS) is the descent of the anterior vaginal and/or posterior wall, or vaginal apex
(uterus or vaginal cupula in women after total hysterectomy) [8]. This condition can
strongly affect women'’s life quality, causing psychological, social and financial
impact [9]. Apart from this, with the aging of the population, it is estimated that the
number of cases in the United States will double in 30 years [10].

Anterior genital prolapse is the most prevalent, but the apical prolapse normally
progresses with prolapses beyond the hymen and, is therefore, more symptomatic.
Furthermore, apical support has an important role in sustaining the anterior wall
because if it is not appropriate, the treatment to correct the anterior and the
posterior wall may be ineffective [11].

This study evaluated two techniques for the treatment of apical prolapse (uterine or
cupula) where the abdominal technique was used with fixation to the sacral
promontory and the vaginal technique with fixation of the cupula to the
sacrospinous ligament with the use of vaginal mesh.

The objective success rate, considering cure when the POP-Q classification was
equal to or less than 2, was 95.8% with no differences between the groups and no
difference in the anterior vaginal prolapse rates between the two types of surgery.
Point C average, which is the point of the vault or uterus, also did not differ
between groups.

Sacral colpopexy has been accepted as the gold standard for apical prolapse
treatment. In a systematic review, the objective success rate of sacral colpopexy
with stage <2 prolapse in the POP-Q was grester than the rate fixation to the

sacrospinous ligament. This study showed a similar rate of objective cure in the
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two techniques, which allows us to affirm that the two surgeries are effective for
apical prolapse treatment.

The groups which underwent surgery were not homogenous with regard to the
prolapse stage prior to surgery, the women who underwent sacral colpopexy
presented more advanced stages and thus were more serious than those who
underwent sacrospinous ligament suspension. Perhaps this is the reason why
there was no difference between the success rates of the two surgeries.

The biggest failure of sacrospinous ligament suspension is the anterior wall
prolapse, probably due to the posterior deviation of the vaginal axis [4,12,13]. In a
previous study conducted in this service, an anterior wall prolapse rate of 39.7%
[12] was obtained. Literature shows a anterior wall prolapse rate from 17.3 to
25.3% [4]. However, this study presented a prolapse rate of 9%, with no difference
between women who underwent sacral colpopexy and sacrospinous ligament
suspension. This rate is lower than that shown in literature and allows us to infer,
that it is due to mesh use in the anterior wall. The superiority of the use of synthetic
meshes is well described in literature. A controlled and randomized prospective
study that evaluated, in two years of follow-up, the result of anterior colporrhaphy
with the use of synthetic mesh showed that the failure rate was 58% in the
colporrhaphy group and 18% with synthetic mesh. [14] Other studies have also
shown the superiority of synthetic fabric for anterior wall prolapse correction
[15,16]. A study of the use of synthetic mesh with double pass on the
transobturator foramen also had satisfactory results with regard to the anterior wall
prolapse in the surgery with sacrospinous ligament suspension [17]. Thus, the

synthetic mesh is clearly superior to colporrhaphy for treating anterior prolapses. In
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this study, the use of mesh was effective in preventing anterior wall prolapse
"again" after sacrospinous ligament suspension.

The success rates of sacral colpopexy and sacrospinous ligament suspension
were probably similar due to the lower anterior wall prolapse rate, obtained by
using the anterior mesh in the vaginal technique.

One of the limitations described in sacral colpopexy is that as this technique is
abdominal, the treatment of other compartment prolapses can be affected. In this
study, the previous prolapse rates were similar between groups, which proved the
effectiveness of the use of mesh in the vaginal technique and also the success of
the abdominal technique in the treatment of this compartment.

The concomitant treatment of prolapse of several compartments is a desirable goal
in the surgery to correct prolapse. Several kits have been developed for this
purpose, some try to avoid the transobturatorial passage [18-20]. The placing of
needles on the transobturator foramen can cause some injuries such as vascular
and nerve damage, but provides better mounting of the mesh on the anterior wall
and possibly better anatomical results.

Both techniques were safe. There was no vascular lesions nor noble organ
damage. This fact is consistent with literature. Vascular lesions and bleeding are
rare events [21]. Some articles refer to the fact that lesions are more frequent in
sacral colpopexy surgery [22], but this finding was not observed in our study, since
we had only two cases for transfusion (one in each group).

Mesh use in prolapse surgery has received a lot of criticism due mainly to adverse
events related to its use. These criticisms are mainly regarding the vaginal used

meshes. The most frequently adverse event reported is extrusion, which may lead
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to important disorders if there is extrusion to an organ. Literature shows an
extrusion rate with the use of this type of mesh of up to 29% [23-25]

The extrusion rate was 9.1% (7/77) in women undergoing vaginal procedure. No
woman undergoing abdominal surgery presented extrusion nor any other
complication related to the use of the mesh. All the extrusion cases were in the
vaginal mucosa and were small, therefore not requiring surgical intervention.
Recently, the IUGA ranked mesh erosion and showed that in asymptomatic women
treatment is usually conservative. [26]

Another complication associated with the use of vaginal meshes is the presence of
vaginal discharge. A study of women with a diagnosis of mesh extrusion noted that
30.9% of women complained of vaginal discharge. This confirms the idea that the
use of mesh may increase the incidence of vaginal discharge. In our study,
2.6% presented vaginal discharge after surgery, all of them were in the group that
underwent sacrospinous ligament suspension [27].

Vaginal technique is constantly associated with diminished vaginal length after
surgery, which could result in dyspareunia and sexual dysfunction. One study
compared women who had undergone sacrospinous ligament suspension and
sacral colpopexy, with controls (women) and concluded that if increased vaginal
length is desirable, sacral colpopexy is more appropriate [28]. In this study,
however, there was no difference between surgeries regarding vaginal shortening.
With regard to urinary symptoms after apical prolapse treatment, it was observed
that 22% of women had SUI 'again’, 9% had urgency 'again' and 33% had urinary
symptoms in general. The 'again' SUl rates are consistent with literature, but the

urgency rates were higher [29]. A systematic review showed that sacral colpopexy
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has lower SUI rates after surgery [30], but no difference was observed between the
techniques in this study.

The authors therefore conclude that sacrospinous ligament suspension and sacral
colpopexy techniques are effective and safe in the treatment of apical genital
prolapse, with similar cure rates for the apical compartment. Sacrospinous
ligament suspension associated to the use of mesh in the anterior vaginal wall
showed cure and relapse rates in the anterior compartment that were similar to
those of women undergoing the abdominal technique. There were no serious

complications, including those related to the use of meshes in both operations.
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Tabela 1. Distribuicdo das mulheres segundo caracteristicas clinicas e tipo de cirurgia.

TOTAL Cirurgia
Sacroespinhal Colpopromonto valor p
n % n % N %

Racga 0,0288
Branca 74 83,1 30 73,2 44 91,7
Negra 1 1,1 1 2,4 0 0,0
Parda 14 15,7 10 24,4 4 8,3
Gestacoes 0,0063
0 2 2,2 0 0,0 2 4,2
1 1 1,1 0 0,0 1 2,1
2 19 21,3 4 9,8 15 31,3
3 ou mais 67 75,3 37 90,2 30 62,5
Partos 0,0155
0 2 2,2 0 0,0 2 4,2
1 3 3,4 0 0,0 3 6,3
2 21 23,6 6 14,6 15 31,3
3 ou mais 63 70,8 35 85,4 28 58,3
Cesareas 0,7875
0 71 79,8 34 82,9 37 77,1
1 11 12,4 5 12,2 6 12,5
2 5 5,6 1 2,4 4 8,3
3 ou mais 2 2,2 1 2,4 1 2.1
Classificagdo IMC 0.3365*
Ignorado 8 4 4
Normal 26 32,1 14 37,8 12 27,3
Obesidade 24 29,6 12 32,4 12 27,3
Sobrepeso 31 38,3 11 29,7 20 45,5
Tabagismo 0,7467
Ignorado 4 3 1
Nao 75 88,2 33 86,8 42 89,4
Sim 10 11,8 5 13,2 5 10,6
Comorbidades 0.5217*
Ignorado 1 0 1
Nao 25 28,4 13 31,7 12 25,5
Sim 63 71,6 28 68,3 35 74,5
HAS 0.1656*
Ignorado 1 0 1
Nao 34 38,6 19 46,3 15 31,9
Sim 54 61,4 22 53,7 32 68,1
DM 0.2986*
Ignorado 1 0 1
Nao 71 80,7 35 85,4 36 76,6
Sim 17 19,3 6 14,6 11 23,4
HTA 0.9361*
Ignorado 5 5 0
Nao 68 81 29 80,6 39 81,3
Sim 16 19 7 19,4 9 18,8
HTV 0.7011*
Ignorado 5 5 0
Nao 66 78,6 29 80,6 37 77,1
Sim 18 21,4 7 19,4 11 22,9

Teste de qui-quadrado/*teste exato de Fisher
HAS+Hipertensao Arterial Sistémica
DM=Diabetes Mellitus

HTA-Histerectomia Total Abdominal
HTV-Histerectomia Total Vaginal
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Tabela 2. Distribuicao das mulheres estagio do prolapso prévio e apds a cirurgia, taxa de
cura e tipo de cirurgia.

TOTAL Cirurgia
Sacroespinhal Colpopromonto p-valor
n % n % n %
Estagio anterior pré cirurgia <0.0001
ignorado 5 1 4
0 1 1,2 1 2,5 0 0
Il 7 8,3 0 0 7 15,9
11 63 75 37 92,5 26 59,1
1% 13 15,5 2 5 11 25
Estagio posterior pré cirurgia 0,002
ignorado 10 5 5
0 17 21,5 6 16,7 11 25,6
I 4 51 3 8,3 1 2,3
Il 4 51 0 0 9,3
11 43 54,4 26 72,2 17 39,5
vV 11 13,9 1 2,8 10 23,3
Estagio apical pré cirurgia 0,0034
Il 20 22,7 15 36,6 5 10,6
11 48 54,5 20 48,8 28 59,6
v 17 19,3 4 9,8 13 27,7
Estadio_anterior_pos 0.2970*
ignorado 18 8 10
0 53 74,6 23 69,7 30 78,9
I 3 4,2 1 3 2 5,3
Il 12 16,9 6 18,2 6 15,8
111 3 4,2 3 91 0 0
Estadio_posterior_pos 0.0454*
ignorado 17 8 9
0 59 81,9 26 78,8 33 84,6
I 4 5,6 0 0 4 10,3
I 7 9,7 5 15,2 2 51
111 2 2,8 2 6,1 0 0
Estadio_apical_pos 0.0477*
ignorado 18 8 10
0 66 93 30 90,9 36 94,7
I 2 2,8 0 0 2 53
11 3 4,2 3 91 0 0
Impressao objetiva 0,0955
Ignorado 18 8 10
Curado 68 95,8 30 90,9 38 100
N3do curado 3 4,2 3 9,1 0 0

teste de qui-quadrado/*teste exato de Fisher
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Tabela 3. Distribuicao das mulheres segundo as complica¢des imediatas, tardias e tipo de
cirurgia.

Total Cirurgia
Sacroespinhal  Colpopromonto valor p
n % n % n %

Complicagao imediata 0,9418
Infeccao 1 0 1
Nenhuma 82 93,2 38 92,7 44 93,6
Outra 1 1,1 1 2,4 0 0,0
sangramento aumentado 3 3,4 1 2,4 2 4,3
Transfusdo 2 2,3 1 2,4 1 2,1
Complicagodes tardias 0.8614*
Ignorado 12 3 9
Nao 54 70,1 27 71,1 27 69,2
Sim 23 29,9 11 28,9 12 30,8
Infecgao 1,0000
Ignorado 12 3 9
Nao 73 94,8 36 94,7 37 94,9
Sim 4 5,2 2 53 2 5,1
Dor local 0,0010
Ignorado 12 3 9
Nao 67 87,0 38 100,0 29 74,4
Sim 10 13,0 0 0,0 10 25,6
Exposicao da tela 0,0866
Ignorado 12 3 9
Nao 68 88,3 31 81,6 37 94,9
Sim 9 11,7 7 18,4 2 5,1
Sangramento 0.4935*
Ignorado 12 3 9
Nao 75 97,4 38 100,0 37 94,9
Sim 2 2,6 0 0,0 2 5,1
Leucorreia 0,4948
Ignorado 11 0 11
Nao 76 97,4 39 95,1 37 100,0
Sim 2 2,6 2 49 0 0,0
Sintoma urinario poés 0.5732*
Ignorado 12 3 9
Nao 51 66,2 24 63,2 27 69,2
Sim 26 33,8 14 36,8 12 30,8
IUE pés-operatoéria 0.3762*
Ignorado 12 3 9
Nao 60 77,9 28 73,7 32 82,1
Sim 17 22,1 10 26,3 7 17,9
Urgéncia pos-operatéria 1,0000
Ignorado 12 3 9
Nao 70 90,9 35 92,1 35 89,7
Sim 7 9,1 3 7,9 4 10,3

teste de qui-quadrado/*teste exato de Fisher.
IUE-incontinéncia Urinaria de Esforgo
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Tabela 4. Comparagao dos pontos segundo a classificagdo de POP-Q pré e pds-operatorio entre as cirurgias.

Medida Colpofixagdo Sacroespinhal Colpopromontofixagio
N média DP n média DP Valor p1 Valor p2  Valor p3
Aa pré 36 2,25 1,57 35 1,77 1,85 0,3037
Aa pos 27 -2,07 1,75 14 -1,86 1,41 0,3133
Dif. Pés e pré - Aa 25 -4,8 1,85 13 -3,46 2,15 0,0794 < 0.0001 0,0005
Ba pre 36 5,22 2,53 35 5,34 3,15 0,9264
Ba pos 26 -2,19 2,17 14 -1,86 1,41 0,3417
Dif. Pés e preé - Ba 24 7,79 2,43 13 -6,08 3,35 0,1369 < 0.0001 0,0002
C pré 36 3,75 4,35 35 5,2 43 0,0864
C pds 27 -6,81 3,67 14 9,21 1,42 0,0066
Dif. Pés e pre - C 25 -1 3,82 13 -12,69 5,01 0,0459 < 0.0001 0,0005
Tvl pré 36 8,89 3,2 35 10,11 1,64 0,0584
Tvl pos 27 8,15 1,61 16 9,31 1,3 0,0174
Dif. Pés e pre - tv 25 -1,28 1,93 15 -0,4 1,3 0,1587 0,0015 0,2554
Ap pre 36 -1,19 2,12 35 -0,77 2,3 0,6869
Ap pos 27 2,15 1,54 14 -2,57 1,09 0,3969
Dif. Pds e pre - Ap 25 -1,12 2,91 13 -1,46 2,11 0,8137 0,0767 0,0469
Bp pré 36 2,75 4,52 35 3,14 4,9 0,8488
Bp pos 27 -1,96 1,93 14 2,79 0,8 0,1540
Dif. Pds e pré - Bp 25 -4,52 4,52 13 -4,38 3,75 1,0000 < 0.0001 0,0039

Valor-p1 - teste de Mann-Whitney (comparagéo das cirurgias).

Valor-p2: teste de Wilcoxon pareado (antes e depois) para SE + tela.

Valor-p2: teste de Wilcoxon pareado (antes e depois) para promonto.

OBS: a comparacéo das diferengas pds-pré entre as cirurgias mostra a evolugdo dos grupos no tempo
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Grafico 1.
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Comparagéao entre o prolapso apical pré e apos as duas técnicas cirurgicas
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pré cirurgia pOs cirurgia

C se+tela
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Grafico 1 - Comparagdo dos pontos parede apical pré e pds cirurgia

C=ponto C da cupula ou colo uterino segundo classificagdo de POP-Q (9).
Se+tela=Colpofixacdo ao ligamento sacroespinhal e colocagao de tela em parede anterior.
Promonto=Colpromontofixagao
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CONCLUSOES

As taxas de cura objetiva foi semelhante entre as mulheres submetidas a
colpofixagdo ao ligamento sacroespinhal com colocagéo de tela em parede anterior e as
mulheres submetidas a colpopromontofixacao.

Nao houve diferenca entre as taxas de complicagdes imediatas entre os dois tipos
de cirurgia. Com relagédo as complicagdes tardias, apenas mulheres submetidas a técnica
abdominal apresentaram dor local.

O grupo submetido a colpofixagdo ao ligamento sacroespinhal apresentou mais
recidiva do que o grupo de mulheres submetidas a colpopromontofixagao.

Nao houve diferenga entre as taxas de prolapso de parede anterior apds as duas
técnicas cirurgicas.

A diferenga entre os tamanhos vaginais pré e apos as duas técnicas cirurgicas foi

semelhante.
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para avaliagdo pos-operatoria no servigo.

Recomendagdes:

Os riscos e beneficios de realizagao de uma pesquisa devem ser considerados em relagao ao participante
da pesquisa, e ndo ao estudo em si. Adequar.

Enderece: Rua Tessalia Vieira de Camargo, 126

Bairro: Bardo Geraldo CEP: 13.083-887
UF: SP Municipio: CAMPINAS
Telefone: (10)3521-8936 Fax: (19)3521-7187 E-mail: cep@fem.unicamp.br
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FACULDADE DE CIENCIAS
MEDICAS - UNICAMP " me
(CAMPUS CAMPINAS)

Continuaglic do Parecer. 353.374

Conclusdes ou Pendéncias e Lista de Inadequagodes:

Em parecer de 26/07/2013 uma unica pendéncia foi apresentada e o pesquisador apresentou uma
Jjustificativa.

PENDENCIA:Folha de rosto apresenta 2 carimbos. Corrigir ou apresentar justificativa.

JUSTIFICATIVA: "Na folha de rosto existem dois carimbos pois o Diretor Executivo encontrava-se em férias,
e entdo a folha foi assinada pelo seu substituto.”

COMENTARIO: Pendéncia atendida.

Situagdo do Parecer:

Aprovado

Necessita Apreciacao da CONEP:
Nao

Consideragdes Finais a critério do CEP:

CAMPINAS, 08 de Agosto de 2013

Assinador por:
Fatima Aparecida Bottcher Luiz

(Coordenador)
Endereco: Rua Tessalia Vieira de Camargo, 126
Bairro: Bardo Geraldo CEP: 13.083-887
UF: 5P Municipio: CAMPINAS
Telefone: (19)3521-8936 Fax: (18)3521-7187 E-mail: cep@fcm,unicamp.br
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ANEXO 2 - Ficha de coleta de dados.

Nome :
HC:
Numero no estudo:

destacar

Ficha de coleta de dados N° ____

1. IDADE: DN:
2.RACA: () branca ()parda ()negra ()outra

3. ANTECEDENTES: A) PARIDADE G___ P C A FV
B) CIRURGIAS PREVIAS: () Histerectomia vaginal () Histerectomia subtotal
() Kelly Kennedy () Miorrafia dos elevadores

4- IMC:( )abaixo () normal ( )sobrepeso ( )obesidade ( )obesidade mérbida (IMC >40)
5-COMORBIDADES: ( )HAS ( )DM ( )DPOC
6- TABAGISMO: () SIM () NAO
7- TERAPIA HORMONAL: () SIM () NAO
AVALIAGAO PRE OPERATC')RIA
6. SINTOMAS URINARIOS:() SIM () NAO A

SE SIM, ESPECIFICAR: ()IUE () URGENCIA . )

( )INCONTINENCIA DE URGENCIA () NOCTURIA () ENURESE

7. ATIVIDADE SEXUAL: () SIM () NAO

SE SIM, ESPECIFICAR: ( ) DISPAREUNIA () SEM QUEIXAS

8. POP-Q (QUANTIFICACAO DO PROLAPSO)

Aa Ba C

Parede ant Parede ant Cérvix ou cupula
Gh Pb tvl

Hiato genital Corpo perineal Comprimento vaginal total
Ap Bp D

Parede post Parede post Fundo saco posterior

9. PROLAPSO (ESTAGIO):
PAREDE ANTERIOR PAREDE POSTERIOR APICAL
8. DATA DA CIRURGIA:

11. COMPLICACOES IMEDIATAS:

A) SANGRAMENTO INTRAOPERATORIO: () NORMAL () AUMENTADO () NAO REFERIDO

B) TRASFUSAO SANGUINEA: () PRESENTE () AUSENTE () NAO REFERIDA

C) INFEGAO ATE 48 HORAS APOS CIRURGIA: () PRESENTE () AUSENTE () NAO REFERIDA

AVALIAGAO POS-OPERATORIA -
DATADAREVISAO:_ /| /|  TEMPO DESDE A CIRURGIA: ___ meses

47



11.COMPLICACOES TARDIAS

A) DOR LOCAL: () PRESENTE () AUSENTE

B) EXPOSICAO DA TELA OBSERVADA PELO MEDICO: () PRESENTE () AUSENTE

C) INFECCAO DETECTADA DURANTE AS REVISOES: () PRESENTE () AUSENTE

D) SANGRAMENTO REFERIDO OU OBSERVADO PELO MEDICO: () PRESENTE () AUSENTE
E) DESCARGA VAGINAL REFERIDA PELA MULHER OU OBSERVADA PELO MEDICO:

( ) PRESENTE ()AUSENTE

F) FISTULA OBSERVADA PELO MEDICO OU POR EXAMES DE IMAGEM:

() PRESENTE () AUSENTE

12. SINTOMAS URINARIOS: () SIM () NAO ,
SE SIM, ESPECIFICAR: () INCONTINENCIA URINARIA AOS ESFORCOS () PRESENGA DE
SINTOMAS ATIPICOS () INCONTINENCIA MISTA.

13. ATIVIDADE SEXUAL: () SIM () NAO

SE SIM, ESPECIFICAR: () DISPAREUNIA () SEM QUEIXAS
14. POP-Q

Aa Ba C

Parede ant Parede ant Cérvix ou cupula
Gh Pb tvl

Hiato genital Corpo perineal Comprimento vaginal total
Ap Bp D

Parede post Parede post Fundo saco posterior

PROLAPSO (ESTAGIO):
PAREDE ANTERIOR
PAREDE POSTERIOR
APICAL

15. TAXA OBJETIVA DE CURA DO PROLAPSO GENITAL:
() PIORADO () INALTERADO () MELHORADO () CURADO
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