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to call in a urologist. But the declara-
tion that every case requires cystosco-
py provides yet another opportunity 
for lawyers to sue us. Why not require 
intravenous pyelography before every 
surgery, too?

I believe medical judgment is 
the critical ingredient for every case.

Robert Frischer, MD 
Wichita Falls, Tex

›› Dr. Iglesia responds:
In expert hands, cystoscopy may not 
always be necessary
I concur. Medical judgment is the criti-
cal factor when deciding when and 
how to perform hysterectomy. Dr. 
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Cystoscopy is a skill,  
not a requirement
Yes, cystoscopy is valuable—not just 
at hysterectomy but also at oophorec-
tomy and cases involving stress uri-
nary incontinence and pelvic relax-
ation. However, the data quoted by Dr. 
Iglesia seem suspect. I would estimate 
that 90% of hysterectomies performed 
today are laparoscopic or vaginal and 
10% are abdominal—at least in my 
hands and those of my colleagues. In 
contrast, in the study discussed by Dr. 
Iglesia, approximately 65% of hyster-
ectomies were performed abdomi-
nally, 27% vaginally, and 7% vaginally 
with laparoscopic assistance. 

Moreover, when I added up the 
numbers, I got a total of 832 hysterec-
tomies—not 839 as listed. The reason 
the numbers do not add up is that, in 
the original article, seven cases were 
missing the primary surgery label.  

These do not seem like real-world 
numbers to me! 

It is unrealistic to conclude, on 
the basis of this report, that every case 
should include cystoscopy. I do be-
lieve that every gynecologist should 
have cystoscopy privileges and know 
how to find the ureteral orifices and 
identify problems—and know when 
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59%	�I did not 	
use a Bakri 
balloon

15%	�I used one 
once

15%	�I used one 	
between two 
and five times

11%	�I used one 
more than 	
five times

Frischer’s perception about the most 
common route of hysterectomy per-
formed in the United States is incor-
rect, however. In 2006, according to the 
National Center for Health Statistics 
(www.cdc.gov/nchs), 569,000 hysterec-
tomies were performed—65% of them 
abdominally, and approximately 35% 
laparoscopically or vaginally. 

Dr. Frischer’s surgical experience 
in minimally invasive gynecologic sur-
gery is clearly above the national aver-
age. Therefore, the recommendation for 
cystoscopy at the time of hysterectomy 
may not be applicable for him and his 
colleagues, especially if their rate of in-
jury to the lower urinary tract is known 
to be less than 1.5%.

Are the benefits of mesh 
really worth the risk?
Since I began working at Loma Linda 
University Medical Center 7 months 
ago, I have spent about one quarter 
of my time managing complications 
of vaginal mesh—mainly erosion into 
the vagina or bladder, dyspareunia, 
and debilitating de novo pelvic pain. 
It is difficult for me to believe that Dr. 
Lucente and Dr. Raz do not experience 
these complications if they spend the 
majority of their time placing mesh 
vaginally—either custom-fitted or us-
ing a prolapse kit. 

I recently saw an advertisement 
in a southern California newspaper 
that was placed by an attorney from 
the Midwest. The ad was soliciting 
patients who had experienced mesh-

�“�Using mesh to repair  
prolapse calls for more  
than a kit—it takes skill”
(january 2009) 

“�Using mesh to repair  
prolapse: averting,  
managing complications”  
(February 2009)  
by Mickey M. Karram, MD, Vincent 
Lucente, MD, MBA, Shlomo Raz, MD, 
and Mark D. Walters, MD 

February 2009

How often did you 
use a Bakri balloon 
to treat postpartum 
hemorrhage during 
the past year?

�“�Should cystoscopy be routine 
at the time of hysterectomy?”
by Cheryl Iglesia, MD  
(Examining the Evidence; March 2009)
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Some mesh-related complications can be intractable

After publication of the series on the use of mesh augmentation in prolapse 
repair in the January and February 2009 issues of OBG Management, a num-
ber of readers contacted us to relate their experience with mesh-related 
complications. The following case may be extreme, but is an accurate repre-
sentation of one patient’s experience.  

 Case  Eroded mesh proves difficult to remove
An otherwise healthy, 43-year-old mother of three underwent a transurethral sling 
operation, using a polypropylene sling and the transobturator approach, which 
restored urinary continence. One year later, she developed an intermittent yellow 
discharge that gradually became chronic. Three years after the original procedure, 
she underwent a Burch procedure and four additional surgeries to remove mesh 
that had eroded bilaterally through the vaginal wall. The surgeries were increas-
ingly aggressive vaginal attempts to remove eroded mesh, which had fractured. 
After each procedure, the surgeons monitored stubborn granulation tissue. 
	A lthough the surgeons have tracked through the right sinus tract where the 
remaining mesh should be located, they have been unable to find it. For the fifth 
surgery, after magnetic resonance imaging (MRI), a guidewire is placed under 
computed tomography (CT) guidance, and the surgeons use a vaginal approach 
to reach the wire and remove more mesh. After the fifth surgery, the patient con-
tinues to suffer the same symptoms that were present before the first attempt 
to remove the mesh—chronic yellow discharge, pelvic pain, and irregular bleed-
ing—although slight improvement has been noted: The left side of her injury has 
healed, but the right side remains a problem. 
	 The patient is considering a sixth surgery. The surgeons tell her that a lapa-
roscopic approach is not feasible because she has a Burch colposuspension in 
place that is working “beautifully.” One surgeon would like to approach the injury 
from above, via laparotomy. Another suggests cutting into the inner right thigh 
with orthopedic assistance.
	H ow would you pinpoint the remaining mesh? And what surgical approach is 
most likely to be successful?

Dr. Karram responds: If there continues to be granulation tissue and bleeding into 
the vagina, then the mesh that is causing the problem is most likely to lie on the 
vaginal side of the obturator membrane, so I do not think that a thigh or abdomi-
nal approach will allow access to the problematic mesh. I think a more aggressive 
vaginal exploration in skilled hands would be the best option.
	 This response could be significantly altered if the exam is inconsistent with the 
history.

Dr. Raz responds: I don’t think that an open abdominal approach will help this 
patient. She needs aggressive exposure of the obturator area on the right (vaginal 
area and also lateral to the pubic bone).
 	 The obturator tape must be an ObTape to create this type of infection. I just 
operated on two patients who had complications from the ObTape—one with nec-
rotizing fasciitis and another with abscess in the inner thigh.
 	 It is not easy to image mesh. MRI is ineffective. In this case, translabial ultra-
sonography may be able to locate the mesh laterally. CT imaging may be of assis-
tance if it is focused on the area. 

related complications. The US Food 
and Drug Administration also has 
issued a warning about use of syn-
thetic mesh. 

Based on the evidence avail-
able so far, I would conclude that 
lightweight polypropylene mesh 
that is placed vaginally to augment 
prolapse repair may have a role in 
the correction of anterior wall pro-
lapse—but it comes at a cost. The 
surgeon must communicate the 
risks (erosion, pelvic pain) to the 
patient and make sure she under-
stands them, as well as the alterna-
tives (suture-based repair such as 
high uterosacral ligament suspen-
sion) and benefits (slightly lower 
rate of recurrence). 

I agree with Dr. Karram that the 
small reduction in the rate of recur-
rence may not be worth the potential 
for complications, especially pelvic 
pain, which can be hard to manage.

Sam Siddighi, MD, MS 
Chief, Section of Female Pelvic  

Medicine and Reconstructive Surgery
Director, FPMRS Cost Center

Department of Gynecology and Obstetrics
Loma Linda University Medical Center

Loma Linda, Calif

›› Dr. Lucente responds:
High complication rate usually signals 
lack of skill
I never stated that we experience no 
complications. Of course, we do, but 
the rate is very low. Our erosion rate is 
2.2%, operative injury (mostly cystoto-
my) is 3%, and new-onset dyspareunia 
ranges from 3% to 4%. These rates com-
pare very favorably with the complica-
tion rate associated with abdominally 
delivered mesh.

Most centers that report high com-
plication rates are actually seeing the 
effects of ineffective “credentialing” for 
operative privileges to use transvaginal 
mesh. That is to say, the problem lies in 
the surgeon’s lack of training or experi-
ence—not the technology.


