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Pelvik Organ Prolapsusu

» Pelvik organlarin vajinal duvarlar disina
herniasyonudur.

» Gunluk yasam kalitesini dislren
Onemli bir saglik sorunudur.

» 80-85 yaslara dogru kadinlarin 11-19%unun
prolapsus cerrahisi gecirecegi ve
bunlardan30% una tekrar POP cerrahisi
gerekecegi 6ngorulmektedir.

Eur ] Obstet Gynecol Reprod Biol 2017;
214:71.

Obstet Gynecol 1997; 89:501.
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» Vajinanin devamlilik icinde bir organdir

Bir bélgedeki prolapsusun baska bir bolgedeki
zayliflikla iliskili olabilecegi tedavi asamasinda g6z
onunde tutulmalidir.




Tedavi endikasyonlari

Prolapsus ve prolapsusla iliskili durumlar

» Uriner sistem ,barsak veya seksuel
disfonsiyon

» Iseme ve defekasyon bozukluklari
» Pelvik agri
» Hidronefroz

Asemptomatik hastada tedavi endikasyonu

yoktur




Tedavi

» Semptomlari ortadan kaldiracak ve yasam
kalitesi arttiracak sekilde olmali.

» Hasta ile ortak karar alinarak planlanmali

» Sadece anatomik noktalara odaklaniimamali
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» Konservatif ve Cerrahi tedavileri karsilastiran
vuksek kalitede veri yoktur.

Hem Konservatif hemde Cerrahi tedavi
secenekleri hastaya sunulmahidir.




Tedavi secimini etkileyen faktorler

Bagimsiz risk Konservatif Cerrabhi
faktorleri

lleri Yas + —
pelvik agri + —
Prolapsus seviyesi _ +
Gecirilmis POP —

cerrahisi T

HeiltM. Obstet Gynecol
- 2003;101:2379



Konservatif tedavi

» Pesser
» Pelvik kas egzersizleri

» Topikal 6strojen uygulamalari

Cerrahi tedavilerin komplikasyonlari ve reklrrens

riski goz onlune alindiginda; Konservatif tedavi ilk
secenek olarak degerlendirilmelidir.

POP kronik bir stirec oldugundan hastalarin cogu
cerrahi tedavileri tercih etmektedir.




Pesser

» Kullanim orani vyeterili bilgilendirme ve given
arttirici yaklasimlar ile artar. (%42-100)

» Nulliparite ve genc yasta kullanim az.

Endikasyonlar Kontraendikasyonlar

Hasta cerrahi istemiyor veya Cerrahiyi Lokal enfeksiyon
ileri bir tarihe erteleme istegi

Ciddi medikal komorbiditeler Mesh erozyonu

Mevcut gebelik veya gebelik Latex alerjisi

beklentisi

Rekiirrent POP Uyumsuz hasta (fistul gelisimine

sebep olabilir)

POP’a bagh ciddi vajinal Glserasyonlar Seksiiel aktivitesi olup kendi basina
pesseri cikarip yerlestiremeyecek

- hastalar




Destek
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Evrell-1ll
Vajinal
introitus 2
parmak
genislikte

Yer kaplayici
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(A) Srptth; (B) Hodge:; (C) Hodge with support; (D) Gehrung: (E) Risser; (F)
Ring with diaphragm; (G) Ring; (H) Cube; (I) Shaatz; (J) Rigid Gellhomn; (K)
lexible Gellhorn; (L) Incontinence ring; (M) Inflatoball; (N) Donut.



Pesser
2-4 aylik g6zlemsel sonuclar

» Prolapsus semtomu %70-90 |

» Uriner semptomlarda %40-501

» Barsak semptomlarinda %30-50 |
» Cinsel birliktelikte %40-601

Sadece pelvik taban egzersizleri ile karsilastirilidiginda pesserin birlikte
kullanimi semptomlarin gerilemesinde daha faydali (-27.9 vs-4.7)
Obstet Gynecol 2016;128:73




Int Urogynecol J. 2015

Cerrahi ? Pesser? sep260:1305-12.

One-vear prospective comparison of vaginal
pessaries and surgery for pelvic organ prolapse using
the validated 1CIQ-VS and 1CIQ-UI (SF) questionnaires

Farah Lone" - Ranee Thakar' «+ Abdul H. Sultan
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287 semptomatik prolapsus hastasi

1 yillik sonuclar

Her iki grupta Yasam kalitesi skorlarinda anlamli diizelme var
Defekasyon ve cinsel yasam acisindan cerrahi daha basaril
Uriner semptomlar acisindan iki grup arasinda fark yok



Pelvik Taban Kas Egzersizleri

Int Urogynecol J (2016) 27:981-992
DOT 101007 /s [}[1-19 -015-2846-y

REVIEW ARTICLE

The efficacy of pelvic floor muscle training for pelvic organ
prolapse: a systematic review and meta-analysis

Chunbo Li' « Yuping Gong~ - Bei Wang ~

Results In total, 13 studies with 2,340 patients were included.
Our results indicated women receiving PFMT gained a greater

improvement than controls 1n prolapse symptom score [mean

difference (MD) —3.07, 95 % confidence interval (CI) —3.91
to —2.23] and POP stages [risk ratio (RR) 1.70, 95 % CI 1.19—

2.44]. The number of women who said their prolapse was
getting better was higher (RR 5.48, 95 % CI 2.19-13.72)
and other discomfort syndromes, such as vaginal, bladder,
and rectum, were lower in the PFMT groups than in controls.

: 1T
@zararl yok !"l'Tum hastalara



Ostrojen tedavisi

» Primer tedavi acisindan yeri yok.
» Preoperatif onerilmekle birlikte veri yetersiz
» Reklirrense etkisi yok

» Raloksifenin (SERM) POP gelisimini
vavaslattigina dair bir yayin mevcut. Rutin
kullanimi tavsiye etmek icin veri yetersiz

Cochrane Database Syst Rev 2010;
:CD007063



Cerrahi tedavi
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Vajen 6n duvar prolapsusus
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Anterior kolporafi orta hat defektlerin tedavisi
icin uygulanan klasik cerrahi ydontemdir.

» Basarisi 37-83% arasinda degismektedir.

» Mesh kullanildigina Subjektif rekiirrens daha az

» 28% ant kolp. 18% mesh, RR 1.57, 95% Cl 1.18
to 2.07)

» Reoperasyon oranlari farkli degil 14/459 (3%)
ant. Colp. vs 6/470 (1.3%) polipropilen mesh (RR
2.18,95% Cl 0.93 to 5.10)

» Mesh erozyonul1.4%

FDA 2016 ‘da vaijinal yolla Surgical management of pelvic
mesh uygulamalarini organ prolapse in women.
yuksek risk grubuna dahil Maher C,

CochraneDatabase Syst Rev. 2013;




» Transvers oOn duvar defektleri ise apikal
prolapsus cerrahisi gibi tedavi edilmelidir.

» Gozlemsel verilere dayanarak apikal prolapsus
cerrahisine paravajinal onarim eklemek basariyi

arttirmiyor.

» Genis 6n duvar defektlerinde ve Reklrrent
olgularda komplikasyon riski hasta ile
tartisilarak mesh uygulanabilir.

Shippey SH, Anatomic outcomes of
abdominal sacrocolpopexy with or without

paravaginal repair. Int Urogynecol ] 2010;
21:279.



https://www.uptodate.com/contents/pelvic-organ-prolapse-in-women-surgical-repair-of-anterior-vaginal-wall-prolapse/abstract/72

Vajen Arka duvar prolapsusu

» Posterior kolporafi
» Basari orani %76-100

» Defekasyon bozukluklari varsa external ve
internal rektal prolapsus ile birliktelik olabilir.

» Levator plikasyonu postoperatif disparoni
nedeniyle onerilmemektedir.




Apikal prolapsus tedavisi Obliteratif
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Abdominal ? Vajinal ?
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ORIGINAL ARTICLE

Surgical management of pelvic organ prolapse in woOrmen:
the updated summ:ary wversion Cochrane rewview

Christopher WL Maher - Benny Feiner -
Kaven Bacssher - Cathryn WL A Glase ner

Mathod A Method B Risk Ratio Risk Ratio
Study or Subgroup Events Tolal Ewvents Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% Ci
1.6.1 abdominal sacral colpopexy va vaginal sacrospinous colpopexy
Bensan 1286 1 as 5 42 38.5% 0.22[0.03, 1.81] ——
Maher 2004 T B 43  B3.5% 0.23 [0.05, 1.04] —l—
Subtotal [(25% C1) 84 85 100.0% 0.23 [D.07, 0.T7] ~i—
Tatal evenis 3 13
Heterogensity: Chi* = 000, df = 1 (P = 0.97); F=0%
Teast for owerall effect Z = 2,37 (P = 0.02}

Recurrent vaginal 3.5% 15% 0.23 0.07-0.77

apex prolapsusu

Reekiirrent 5.7% 20% 0.29 0.09-0.97

prolapsus

Disparoni 16% 36% 0.39 0.18-0.86




Mesh Sacrocolpopexy Compared With Native Tissue Vaginal
Repair: A Systematic Review and Meta-analysis

Nazema Y. SIDDIQUI, MD, Ohstat Gymacol. 2013 Jamary  123(1): 4403,

13 studies reviewed for anatomic,

symptom outcomes & reoperation
« S5 RCT

8 Comparative cohort studies
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Anatomik basari acisindan mesh kolpopeksi tercih edilmeli

Komplikasyon ve reoperasyon acisindan bakildiginda iki ydntem
acisindan fark yok.
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thhe updated swurmmmary version Cooch rame rew ieww
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Sakrospinoz fiksasyon ile kiyaslandiginda
Abdominal sakral kolpopekside:

» Uzun operasyon suresi MD:21 dk.  (95% ClI, 12-30)
» Normal yasantiya donus gecikiyor. MD:8.3 giin (95% Cl, 3.9-12.7)
» Yiksek maliyet MD: USD $1334 (95% Cl, $1027- $1641

*Genc yas

=evre llI-IV POP

=Basarisiz POP cerrabhisi

=Abdominal es zamanli operasyon gereksinimi,

= kisa vajina

= Prolapsus acisindan yuksek risk grubunda
olan hastalar icin abdominal yol tercih
edilmeli




Laparoskopi —-Robotik Cerrahi ?

» Endoskopik POP cerrahilerine ait literatur
agirhikh olarak deneyimli cerrahlar tarafindan
yvapilmis retrospektif kohort calismalardan
olusmaktadir.

» Laparoskopik-Robotik pelvik organ prolapsus
cerrahi sonuclarinin degerlendirildiqgi;
Karsilastirmali az sayida calisma mevcuttur.




EUROPEANUROLOGY 65 (2014) 1128-1117

Platinum Priority — Review — Reconstructive Urology
Editorial by Giacomo Novara and Alessandro Volpe on pp. 1138-1139 of this issue
A Review of the Current Status of Laparoscopic and Robot-assisted EUROPEAN

Sacrocolpopexy for Pelvic Organ Prolapse

Richard K. Lee ™", Alexandre Mottrie "<, Christopher K. Payne 9, David Waltrezny ©

LaparoskopikSC Robotik SC

Hasta Serisi 11 6
Hasta sayisi 1221 363
Ortalama takip stiresi 26 28
(ay)

Ortalama operasyon 124 202
suresi(dk)

Conversiyon orani 3 1
Objektif kir orani 91 94
Memnuniyet orani 92 95

Condusions: L5C and RSC provide excellent short- to medium-term reconstructive
outcomes for patients with POP. B5C 15 more expensive than [SC Further studies are
required to better understand the clinical performance of RSC versus LSC and confirm
long-term efficacy.

—




Laparoskopik cerrahiler

Study No. of Duration of Operative Estimated blood Conversion Concomitant Objective success  Subjective
patients follow-up, mo time, min loss, ml rate (%) stress rate with success
incontinence definition (%) rate (%)

procedures (%)

Rozet et al. [13] 363 145 97 10-100 { =100 in 8 (22) 163 (45) 312 (86) 312 (86)
three patients) Baden-Walker stage <1

Morth et al. [5] 22 265 MA NA NA 1(5) 22 (100) 21 (95)
POP-0) stage O at vault

Sarlos et al. [28] 101 12 141 95 2 (2) 30(30) 99 (98) 93 (92)
POP-0) stage O

Sergent et al, [9] 116 342 185 1.3 g/dl loss 5 (4) 29 (25) 103 (89) MA
POP-() stage =1

Claerhout et al. [7] 132 125 181 185 5 (0.7) 5(4) 103 (78) 121 (92)
POP-0) stage =1

Perez et al. [§] a4 12 MA NA NA 37 (39) 88 (94) 93 (99)
POP-() stage <1

Price et al. [45] 84 43 64 75 0o} B{10) 74 (BB) 72 (BB)
Definition MA

Cranese et al. [44] 165 B0 55 100-250 MA 63 (38) 157 (95) 137 (83)
Definition M/A

Ross et al. [12] 43 245 a6 100 MA MA 40(93) MA
Baden-Walker stage <2

Leruth et al. [11] 55 25 123 MA 00} MA 55(100) 55 (100)
Baden-Walker stage =1

Cadonneix et al. [33] 46 24 171 MA 5(11) 28(61) 3B (B3) 36 (95)
Baden-Walker stage <1

Total or mean 1221 262 124 - 25 (3) | 364 (30) | 1091 (91) 940 (92)

NA = not applicable; POP-() = Pelvic Organ Prolapse-Quantification. —J

30% urineri inkontinans cerrahisi eklenmis




Robotik Cerrahiler

Study No.of Duration of Operative Estimated Conversion Concomitant Objective success  Subjective
patients follow-up, time, min blood loss, rate (%)  stress incontinence rate with SUCCEsS
mo ml procedures (%) definition (%) rate (%)
Moreno Sierra et al. [14] 3l 25 186 MNA 1(3) 30(97) 31 (100} 31(100)
Definition NA
Elliott et al. [34] 0 M 186 NA 1(3) 11 (37) 29 (95) NA
Baden-Walker
stage not defined
Germain et al. [30] 52 42 190 MNA 2(4) MNA 47 (90) 47 (90)
Definition NA
Ploumidis et al. [16] 95 34 (median) 105 25 0(0) NA a1 (96) NA
Baden-Walker stage 0
Belsante et al. [15] 35 28 288 71 E{); MNA MNA MNA
Salamon et al. [ 10] 120 12 161 44 0(0) 85 (71) 107 (89) 113 (94)
POP-() stage <1
Total or mean %3 B 202 4(1) 305 (94) 191 (95)
NA = not applicable; POP-) = Pelvic Organ Prolapse-Quantification. /

Olgularin % 70’ine inkontinans
cerrahisi eklenmis



Robotik vs Acik

Acik
abdominal
SC’de

Robotik vs
Laparoskopik

Robotik -laparoskopik ve Abdominal sakrokopopeksi kanama

serilerinin klinik sonuclarinin karsilastiriimasi L GELT
e Daha fazla
Study No.of patients  Mean duration ~ Mean Eitimated Comversdon Rate of concurrent ’,zﬂhj'mmmnmm Subjective
(BCwlSCwASC)  of bllow-up  operative  blood loss, ml rate () dress incontingnes” aucoss rates (3)
time, mif procedifes (1)
Celler &t al. [39] ulhwild Gk 1i1f|\ﬁ.‘||ﬂ;\5ﬂ'iﬂ'3’ TS0 ve WA v 2 (40)  TROI00) v NA v 106 (100) M
e o Pree vs pastaperative POP() scores
Collins etal. [ 3 WwlNAwZ 104 i) G{A)vNAw A3 NA HA
rametal Q1) 40w MwNA 0 1imo (Bve 2 (S)vaNA 25083 wa 23061 va A 5008w 35 (51 v KA M
7 Pres s passtaperative POP-() scares

Sredl [ MwdlwMh ofmow  25wZ0wMA (15 wi(2)whA 3057 (15)mhA  20(9) w47 (99) w8 NA

R = 18 ma 150w NA Baden-Walker stage <1
Uyllwdh  Im v 6w A | n 1230w 14 (5)w A NA
Erldagutalﬂ ABwMAwE!  W3newMAw NA A/ i 2(42) v VA v 197 (45) 66(94) 6 NAws 23 (80
13m0 WP patt Cls
th -t totd
el vaghal length or Aa
o b dparBp < 0) Basri
RODOtIK ¥R PR Iy Ay P Wy 1B Bwlw B 1wl (Ave0(l) DAQ)veM(Dw  194(%)w (95w 8180 el
olgularda A8 () benzer ve
RSSO AL . i v oliopery L5Ce bpammaopc sarcsipapeny: Nhmnct appcabe, PO Pk Ongan rcapiesQantication RC s oot skocoepeny. yiiksek

suresi
uzun




Study No. of Mesh  Bladder Bowel De novo LUTS  Dyspareunia Other (%)
patients erosion injury injury  stress urinary (%) (%)
(%) (%) (%) incontinence (%)
Rozet et al. [13] 363 (1) oo o(n) 0(0) 21 (86) o{m 1(0.2) small bowel obstruction,
1{0.2) port site hernia,
1({0.2) spondylitis
North et al. [5] 22 1(5) 1(5) 0(0) 0{0) 0 {0y 0(0) 1 (5) vault infection
Sarlos et al. [28] 101 1(1) 4 (4) 3(3) 24 (24) 27 (27) o{m 1 (1) vaginal laceration, 1 (1) port site
bleed, 1 (1) wound infection,
1{1) ileus, 19 (19) constipation
Sergent et al, [9] 116 5(4) 3(26) 2(1.7) 0 (0) 11 (95) 0 (0) 15 (13) sciatica, 1 (1) back pain,
1(1) pelvic pain
Claerhout et al. [7] 132 B (4) oo o(n) 0(0) oo o{m 1 (1) bleeding, 3 (2) nerve lesions,
2 (2) unspecified local problems
Perez et al. [ 8] 94 3(3) oo o(n) B (6) 1(1) oo 1(1) chronic pelvic pain,
1 (1) rectal discomfort
Price et al. [45] 84 5(6) 2(2) 0(0) 0(0) 0 (0) 4(5)
Granese et al. [44] 165 12(07) 5(3) 3(2) 15 (9) 15 (9) 2 (3) 10 (6) fever, 5 (3) back pain,
2(1) vaginal hematoma
Ross et al. [12] 43 4(9) oo o(n) 1(2) 4(9) 4(9) 2(5) obstructive defecation, 1 (2 rectal
splinting, 1 (2 fecal incontinence
Leruth et al. [11] 55 0(0) 1(2) o(n) 30 (55) oo oo -
Gadonneix et al. [33] 46 3(7) o) 2(4) oi{m o 1(2)fever, 1 (2) obstructive defecation
Total or mean 1221 19(2)  8(1) 78 (9) 79 (6) 10 (1) B




Table 6 - Complications of robot-assisted sacrocolpopexy patient series

Study No. of Mesh  Bladder Bowel De novo LUTS  Dyspareunia Other (%)
patients  erosion  injury  injury stress urinary (%) (%)
(%) (%) (%) incontinence (%)

Maoreno Sierra et al. [14] 31 oo 2{7) o oo oo oo 1 (3.2} vaginal tear,
1 (3.2) port infection,
1(3.2) ileus,
1 (3.2) myocardial infarction,
1 (3.2) syncope

Elliott et al. [34] 30 2(7) o(m 0 (o) 2(7 0o 00 1(3.3) vaginal bleed,
2 (6.7 port infections

CGermain et al. [30] 52 o(m 1(2) 1(2) oo o(m o(m 1 (1.9) vaginal tear,
1(1.9) UTL,

1 (1.9) wound infection

Ploumidis et al. [16] 95 1(1) 2(2) 0 (0) 0(0) 11(12) 0 (o) 1 (1) vaginal injury, 1 (1)
bowel obstruction, 1 (1) UTL
5 (5) constipation

Belsante et al. [15] 35 1(3) oo o 2 (6) oo oo 5 (14) vaginal injury,
1 (3) port site hernia

Salamon et al. [10] 120 00 oo 0 (o) 5(4) 2(2) 2(2)

Total or mean 163 @ 5(1)  1(0.3) a(3) 13(4) 2 (1)




Arch Gynecol Obstet (2013) 287:275-280
DOT 1010070040401 2-2536-T7

GENERAL GYNECOLOGY

Laparoscopic pectopexy: a randomised comparative clinical trial
of standard laparoscopic sacral colpo-cervicopexy to the new
laparoscopic pectopexy. Short-term postoperative results

K. G. No¢ - C. Spiintrup - M. Anapolski

Pectopexy Sacral p-Vahes
group colpopexy
group
Total mamber of patients 43 40)
Average age (years) 62.1 (range  61.2 (range 036416577
35-80) 41-83)
Average BMI 25.8 (range 25.6 (range (.5
Average operating ime 43.1 (range 52.1 (range /1 Klinik
(min] 27-63) 40-95) anlam ifade
Average blood loss (ml) 4.6 (range 15.3 (range etmiyor
040} 0-30))
Average hospital stay 5.1 (range 4.9 (range 0. 22671038
(days) 3=11) 4-T)




glzjirjfégf;;;}s.loj:)lg}o1?7332?72 2017 Nov;28(11):1685-1693

ORIGIINAIL ARTICLE

Patient satisftfaction after laparoscopic Iateral suspension
with mesh for pelvic organ prolapse: outcome report
of a continuous series of 417 patients
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MNikolaus Veit-IRRubin = .0 can-Bernard INDubuisson Angéle Gavet-Aseron ' -
Siren Lange ' -« Isabelle Eperon ! Jean Dubuls';on =

Postoperatif 1.yilda n
Subjektif basar1 78.4%

Anatomik basari 6n duvar 91.6%
Anatomik basari apex 93.6% \
Anatomik basari arka duvar 85. 3%

|

Major komplikasyon 2.2%
Mesh komplikasyonu 4.3%
eoperasyon 7.3%




Apikal prolapsus Vajinal Yol

» Sakrospin6dz fiksasyon SSLF
» Uterosakral ligament supansiyonu ULS
» lleokoksigeus Fiksasyonu

Bu operasyonlara genellikle vajinal histerektomi
ekleniyor

Vajinal uzunlugun fiksasyon noktasina yetecek

mesafeda olmasina dikkat edilmeli.




» SSLF icin rektrrent apikal prolapsus 2-19%
» Recurrent anterior prolapsus 6-29%

» Hemoraji 19%

» Sinir hasari 1.8%

» ULS icin reklrrens %9

» Ureter obstruksiyonu %1.8-3

Genis anterior vajen duvari defektlerinde SSLF
tercih edilmemeli

ULS sonrasi Ureteral orafislerden jet akimi
gormek icin sistoskopi ile sistoskopi
onerilir




Effect of Uterosacral Ligament Suspension vs Sacrospinous Ligament
Fixation With or Without Perioperative Behavioral Therapy for Pelvic
Organ Vaginal Prolapse on Surgical Outcomes and Prolapse Symptoms
at 5 Years in the OPTIMAL Randomized Clinical Trial.

Jeovsek JE, JAMA. 2018;319(15):1554.

» 244 POP cerahisi (ort.yas 57.2)

2.YIl 59.2 60.5
basarisi
5.YIl 44 33

basarisi




POP cerrhisine anti inkontinas
cerrahisi eklemelimiyiz?

POP ve SUI birlikteligi 80 %

lleri evre POP’da gizli uriner inkontinans 80%

Prolapsus rediikte edildikten sonra stres test
veya urodinami ile gizli inkontinans 50% (+)




POP cerrahisi sonrasi SUI gelisme riski

Occult s

Klinik SUl semptomu yok

POP cerrahisi

tres teti

negatif

inkontinas
cerrahisi yok

inkontinans
cerrahisi var

Occult stres testi
pozitif

inkontinas
cerrahisi yok

Inkontinans
cerrahisi var

Klinik SUI semptomu var

inkontinas
cerrahisi yok

Inkontinans

cerrahisi var

Bergman 1988 0/43 (0%)
Colombo 1996 4/52 (8%)
Chaikin 2000 0/10 (0%)
Klutke 2000 0/20 (0%)

Liang 2004 0/30 (0%)

Reena 2007 0/25 (0%)

Visco 2008 41/109 (38%)1
Almandeel 2011 42/100 (42%)
Kasturi 2011 15/60 (25%)

Wei 2012 43/113 (38%)

Bump 1996 NS 0/4 (0%)

Bump 1996 SUP 0/5 (0%)
Colombo 1996 SUP 4/50 (8%)
Wille 2006 RPU 0/14 (0%)1
Visco 2008 RPU 22/106 (21%) ¥
Wei 2012 TVT 22/107 (21%)

De Tayrac 2004 1/8 (13%)
Liang 2004 11/17 (65%)
Reena 2007 34/53 (64%)
Visco 2008 23/40 (58%) 1
Jundt 2010 3/19 (16%)
Ennemoser 2012 16/57 (28%)
Wei 2012 41/57 (72%)
Schierlitz 2014 22/33 (66%)
Lo 2015 53/96 (55%)

Bergman 1988 NS 0/24 (0%)
Bump 1996 NS 2/10 (20%)
Bump 1996 SUP 1/10 (10%)
Colombo 1997 NS 8/33 (24%)
Colombo 1997 SUP 20/40 (50%)
Chaikin 2000 PS 2/14 (14%)
Groutz 2000 NS 7/30 (23%)
Klutke 2000 RPU 1/23 (4%)
Gordon 2001 TVT 3/30 (10%)
Bames 2002 PS 2/38 (5%)

De Tayrac 2004 TVT 0/11 (0%)
Groutz 2004 TVT 2/100 (2%)
Liang 2004 TVT 3/32 (9%)
Meschia 2004 SUP 11/25 (44%)
Meschia 2004 TVT 2/25 (8%)
Wille 2006 RPU 0/19 (0%) 1
Visco 2008 RPU 12/38 (32%) 1
Groutz 2010 TVT-0 13/92 (14%)
Wei 2012 TVT 16/54 (30%)
Schierfitz 2014 TVT 4/27 (15%)
Lo 2015 MUS 9/133 (7%)
Zacharakis 2015 MUS 25/205 (12%)

Colombo 2000 17/33 (52%)1
De Tayrac 2004 5/14 (36%)
Costantini 2008 9/23 (39%)
Borstad 2010 67/94 (71%)

Lo 2015 37/44 (84%)

Van der Ploeg 2015 43/71 (61%)

Colombo 1997 NS 6/21 (29%)
Colombo 1997 SUP 6/15 (40%)
Colombo 2000 RPU 5/35 (14%)1

De Tayrac 2004 TVT 1/15 (7%)

Partoll 2006 TVT 2/37 (5%)1

Wille 2006 RPU 0/14 (0%)
Costantini 2008 13/24 (54%)

Borstad 2010 TVT 4/87 (5%)

Lo 2015 MUS 13/76 (17%)

Van der Ploeg 2015 MUS 14/63 (22%)

145/562

26%

48/286
17%

204/380
54%

y
143/1013
14%

178/269
64%

64/387
17%




» POP ile birlikte Semptomatik Uriner inkontinans
tariflemeyen olgular icin degisik yakisimlar:

A.Universal yaklasim: Tum POP cerrahilerine
inkontinans cerrahisi eklenmesi

B.Secici yaklasim: Gizli inkontinans eger pozitifse
inkontinans cerrahisi eklenir.

C.Basamakli yaklasim: sadece POP cerrahisi
uygulanir. Postoperatif stres Uriner inkontinans
gelismesi durumunda inkontinans cerrahisi yapilir.

‘\ \ Ny
\
B
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Outcomes Tfollowing vaginal Prolapse repair and mid Urethral
Sling (OPUS) trial

John T. Wei, MD, s, Ingrid Nygaard, MD2 Helly E. Richter, PhD, MDE’ Morton B Brown,

OPUS calismasinda Universal yaklasimla,
transvajinal POP cerrahisi ile birlikte miduretral
sling uygulanmasi durumunda 12 ayhk takipte
number need to treat 6.3 tur.

Bu calismada ayrica mesane perforasyonu,
uriner enfeksiyon ve iseme guicligu gibi
komplikasyonlarin artigi hastalarin 2.4%'de
uretrolysis gereksinimi oldugu bildirilmistir.




» Mevcut kanita dayali veriler dogrultusunda

» POP>Evre Il Abdominal sakrokolpopeksi olacak
hastalara universal yaklasim ile Burch eklenmesi
onerilmektedir. Grade IB

» POP=Evre Il vajinal yolla cerrahi planlanan
gizlenmis SUI + hastalara anti inkontinans
cerrahisi eklenmesi 6nerilmektedir. Grade IB

» POP=Evre Il vajinal yolla cerrahi planlanan
gizlenmis Uriner inkontinansi olmayan hastalara
anti inkontinans cerrahisi eklenmesi

srerilmemektedir. Grade lIB.




UROGYNECOLOGY www.AJOG.org

Patient preferences for uterine preservation
and hysterectomy in women with pelvic organ prolapse

Micole B. Korbly, MDDy Nadine €. Kassis, MDDy Meadow M. Good, DNOs Monica L. Richardson, MDD, MPH;
Micole M. Book, My Sallis Yip, MDYy Docile Saguan, MD; Carey Gross, MD; JTanelle Bvans, MI; Veishali V. Lopes, MS;
Heidi 5. Harvie, MDD, MSCE, MBA; Vivian W. Sung, MD, MPH

Am J.Obstet Gynecol

2013;209:470.e1-6.

s
Impact of treatment efficacy on patient preferences
Uterine Hysterectomy, No preference,

Variable preservation, % % % Pvalue
Treatment ouicomes equal 36 . | B = 00
Utering preservation supenior 46 N 43 = 00
Hysterecimy Supenior 36 43 = 00
Wales aerow Dmdon.

Karbly. Panay preferences far uirnine presenation. Am [ Obser (el 20135,




CLINICAL OPINION ajog.org

GYNECOLOGY
Does prolapse equal hysterectomy? The role of uterine

conservation in women with uterovaginal prolapse
Beri M. Ridgeway, MD J U|"‘|,|’21 . 2015,

« Uterin myomlarin ve anormal uterin kanamalarin
konservatif tedavilerindeki ilerlemeler

« Serviks kanserine yonelik tarama ve asilama
stratejilerindeki olumlu gelismeler

« Tedavi seceneklerinin Yasam kalitesi Gizerinde
yogunlasmasi

Histerektominin pelvik organ prolapsusu
tedavisindeki roliinii tartismali hale getirmistir.




Avantajlar Dezavantajlar

Ameliyat stresi kisalir Uzun dénem cerrahi sonuclar?

Kan kaybi azalir Devam etmekte olan serviks ve
endometrium kanseri olasiligi

Fertilite korunur lleri dénemde histerektomi zor
olabilir?

Dogal menapoz “Serviks kanseri taramasina devam

Gereksiz cerrahi girisimden Mensesler devam ediyor

kaciniimis olur

Daha az mesh komplikasyonu

Uterusun pelvik stabilite ve cinsel
disfonksiyon acisindan rolu

korunur
Kisa déonem sonuclar benzer CLiNicAL OPINION ajogorg
Erken Iyi|e§me GYNECOLOGY

Does prolapse equal hysterectomy? The role of uterine
Hasta tercihi conservation in women with uterovaginal prolapse

Beri M. Ridgeway, MD




Postmenopausal kanama

Gecirilmis veya var olan servikal displazi

Familial cancer syndrome—BRCA 1 ve 2

Hereditary nonpolyposis colonic cancer syndrome

Tamoxifen tedavisi

Uterin anomaliler

Fibroids, adenomyosis, anormal endometrial ornekleme sonucu

Anormal uterin kanama

Jinekolojik takiplerin yapilamayacagi durumlar

Elangasyo kolli (relatif kontrenm

Histerektomi onerilir




SYStemﬂtiC Revi cwW ajog.org

Uterine preservation vs hysterectomy in pelvic "o
organ prolapse surgery: a systematic review
with meta-analysis and clinical practice guidelines

Kate V. Menwether, MDDy Danielle D, Antosh, MDDy Cedric K. Olivera, MDD, MS;

37 Case Series >50 Patients 45 Non-Randomized 12 Randomized Controlled

7 abid sacto-hysteropexy (SH) Comparative Studies (nRCS) Trials (RCTs)

+ 4 other abd hysteropexy (AHP) + 41 compare utarine preservationto v 2 Abd Sacro-hysteropexy [SHP) vs

* 10 vaginal mesh HP POP surgery with hysterectamy TVH/USLS

* 3vaginalHP without mesh + 4 compare uterine preservationto * 3 Mesh HP vs TVH/mesh
|uterosacral or HFT_WFHW“EJ another utering presarvation POP + 2 Mesh HP vs, TVH/USLS

* & Lefort colpocleisis surgery v 4 Sacrospinous HP vs.

¢ 3 Manchester TVH/sacrospinous

-

1 Manchestar vs, TVH/suspensian




Study population  Longest Overall
Results favoring uterine  Results favoring (number of women) length quality
Surgeries compared preservation hysteractomy and study types of follow-up of evidence

Acik veya LS histeropeksi || ﬁ: EEEEI Brosion . mmq‘ﬁﬁﬁzft-lﬁe g:ﬂ;‘f‘ ¥ mo Moderate
Vs . M
Histerektomi + : Shorter OR time Questionnaires
sakrokolpo/servikopeksi Lower surgical cost

b Higher POP-0 point C |
# Less EH
o Shorter hospital stay
I EE LGNNI « Lower 24 hour post- || fie colporhaphy),
VS operative pain scores but no difference
VAH+ULS e Fasier retum to nomal || overall repeat
activities surpery for profapse

onger @l vaging
L lex
o None significant improved quality- By
of-life questionnaires
Less bothersome

urinary symptoms
Improved maobility

0= 100 2mo  Moderte
1 RCT

Acik abd
sakrohisteropeksi
S
VAH+ULS

Less posioperative
pain




TABLE 1
Summary of overall results for comparisons of apical prolapses surgeries with uterine preservation vs a
comparator surgery that involved hysterectomy

Study population Longest Overall
Results favoring (mumiber of womean) length quality
Iy sterectomy and study types of follow-up of evidence

Transvajinal

SSHP veya ULS + None significant n = 1449 26 mo Moderate
Vs 4 RCTs, 9 nRC3
Vajinal histerektomi
SSLF veya USLP

« None significant n="112% 31 mo Moderate
1 RCT, 5 nRCs
Manchester Shorter OR time
'S Longer time 0 prolapse
TVH+ULS recurence (1 study)
Smaller GH, longer PB

(1 shudy]

o Shorter OR fime . Nongsignficat  n—63 2 mo
Vs 1 nRCs

TVH+ On arka onarim




Tum Hastalara konservatif yontemleri dner

lleri Yas
Uzun cerrahiyi tolere edemiyor
Cinsel yasam yok

Evet * +

Obliteratif cer. Rekonstruktif cer.

Hayir

Semptomatik SUI
Gizli inkontinas (+) SUI

Evet Hayr

Anti inkontinans
cerrahisi yapma

Antitnkontinans
cerrahisi ekle




Servikal veya endometrial
preinvazif invazif lezyon var.
lleride gebelik istemiyor.
Histerektomi istiyor.

Planlanan cerrahi histerektomi
gerektiriyor.

et M Hayi

Histerektomi yap Histerektomi yapma

Genc yas €rlryas

Yuksek rekiirrens riski Abdominal cerrahi tolere
NEER'ETNE edemiyor veya istemiyor
Abdominal ek patoloji disiik rekiirrens riski

Abdominal yol

Vajinal yol







