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Abstract
Purpose  In this review, we explore the evidence behind mid-urethral sling (MUS) surgery, review the rising reports of 
complications and the subsequent US Food and Drug Administration (FDA) and society statements, and evaluate risk 
perception and communication with patients, doctors, governing bodies, manufacturers and insurance companies. Our aim 
was to explore the pitfalls in communication that may be contributing to the decline in MUS use, and develop strategies to 
make MUS surgery safer.
Methods  We searched the English language literature using PubMed for articles related to the management of stress urinary 
incontinence (SUI), MUS, safety and monitoring of transvaginal mesh (TVM), and reviewed all online FDA publications 
and international position statements regarding MUS for SUI.
Results  Polypropylene mesh has been used in MUS since the 1990s, with robust evidence to support its use. There has been a 
decline in the use of MUS ever since the FDA notifications. In response to the controversy surrounding TVM, position state-
ments have been released portending the safety of, and advocating for the continued use of, MUS for the management of SUI.
Conclusions  MUS is a viable, effective and safe treatment for SUI management. Physicians should obtain and document 
informed consent, be adequately trained, and monitor and report their outcomes using registries. With publication of registry 
results and ongoing health advocacy, the perception of the safety of MUS can improve and MUS can still be offered as a 
treatment option for SUI.
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Introduction

The use of transvaginal mesh (TVM) for the management 
of pelvic organ prolapse (POP) and stress urinary incon-
tinence (SUI) increased exponentially from 2005, and the 
mid-urethral sling (MUS) has become the most popular 
surgical treatment for SUI. Extensive warnings and restric-
tions of TVM have occurred since the FDA addressed the 
increased reporting of TVM complications with a public 
health notification in 2008, and again in 2011. Although 
the FDA safety communication in 2011 emphasised that 
the serious complications do not apply to the use of mesh 
for SUI or abdominal surgery, there is ongoing confusion 
amongst the public and stakeholders, evident in the fact that 
many countries have seen a decline in the use of MUS since 
the FDA notifications.

The aim of this review is to summarise the current litera-
ture and address the potential problems in communication 
between patients, doctors, governing bodies, manufacturers 
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and insurance companies, and suggest ways to improve the 
status of the MUS and in doing so ensure safer surgery for 
women with SUI.

Methods

We searched the English language literature using PubMed 
for articles related to safety, efficacy and monitoring of MUS 
using the terms “mid urethral sling”, “transvaginal mesh”, 
“stress urinary incontinence” and “prolapse”. We reviewed 
the FDA publications and notices of urology, gynaecology 
and urogynaecology society statements on its use, including 
articles most relevant to making MUS surgery safer.

Results

Mid‑urethral slings for female SUI

SUI is a common, burdensome and costly condition for 
women with a negative impact on quality of life [1]. In 1990, 
Petros and Ulmsten described the integral theory of female 
incontinence and the “mid-urethral sling”—whereby the 
critical factor in continence mechanisms is the physiological 
‘backboard’ created through fixation of the middle region of 
the urethra to the pubic bone via the pubourethral ligaments. 
Loss of this backboard stops urethral closure with increased 
intra-abdominal pressure resulting in SUI [2].

The MUS, developed in the early 1990s, involves the 
passage of a length of polypropylene mesh through either 
the retropubic or obturator space, with entry or exit points 
at the lower abdomen or groin, respectively [3]. In 1998, 
Nilsson published initial results for the tension free vaginal 
tape, finding it to be highly effective and associated with 
very few intra- and post-operative adverse events (AEs) 
[3, 4]. Since this initial study, the MUS has been the most 
extensively researched treatment for SUI, with an excellent 
safety profile. Irrespective of the routes traversed, they are 
highly effective in the short and medium term, and accruing 
evidence in over 15,000 women studied demonstrates their 
effectiveness in the long term, with over 80% of women 
cured, or having significant symptomatic improvement [3].

Complications that are unique to MUS include vaginal 
mesh exposure, erosion into bladder and/or urethra, and 
pain, which may require surgery or removal. Less commonly 
reported AEs include haemorrhage, bowel injury, urinary 
tract infection, recurrent SUI, de novo bladder overactivity, 
voiding dysfunction and dyspareunia [5]. A large UK study 
of 92,246 women estimated that the complication rate within 
5 years was 9.8%. 5.9% were readmitted at least once within 
5 years for further mesh intervention or symptoms of com-
plications [6]. Voiding dysfunction and bladder perforations 

occur more commonly with retropubic MUS (3% and 5%), 
whereas neurologic symptoms (primarily groin pain) are 
more common following transobturator MUS (5.4% vs 9.7%) 
[7]. Overall, the reported rate of vaginal tape erosion/expo-
sure/extrusion is low, 2.1–2.4% [3]. Although rare, compli-
cations of MUS may be under-reported and more common 
than they appear in the literature [8]. It was highlighted in 
the Cochrane review of MUS for SUI that evidence about 
how safe these procedures are in the longer term is lacking 
and the authors stressed the need for reporting of longer term 
outcome data from the numerous existing trials [3].

Transvaginal mesh for POP

The prevalence of POP reaches up to 50% of women across 
all age groups [9]. 6–19% of women undergo surgery for 
POP, and up to 29% undergo reoperation within 3–5 years 
[10]. Native tissue repair (NTR) anterior colporrhaphy is the 
most common surgery [11]; however, the results are notori-
ously poor, with anatomic recurrence rates in excess of 40% 
[12]. TVM, placed between the vaginal epithelium and the 
underlying endopelvic connective tissue for augmentation of 
the anterior, posterior or apical vaginal supports, was mar-
keted as a way to improve high recurrence rates [13].

Current evidence does not support the use of TVM repair 
compared with NTR for the anterior compartment. The 2016 
Cochrane review of surgery for women with anterior com-
partment prolapse found that although TVM repairs have 
resulted in lower recurrence of anatomical prolapse and 
marginally reduced subjective symptoms of tissue protru-
sion compared with NTR, TVM repair was associated with 
higher risk of de novo SUI, increased bladder injury, and 
higher rates of repeat surgery for prolapse, SUI and mesh 
exposure [14]. Novel, and potentially serious complications 
from TVM for POP management include mesh extrusion, 
urinary tract erosion, pain and dyspareunia. The Austrian 
Urogynecology working group established a TVM registry, 
reporting 12% mesh erosion at 12 months, and 10% dys-
pareunia at 12 months [15]. TVM exposure rates are as high 
as 30% in smokers [16].

Safety concerns

The use of TVM for SUI and POP increased exponentially 
following minimal testing based on the US FDA 501 clear-
ance method, where a product predicated on an existing and 
approved device, can forgo the usually rigorous process of 
approval. The first TVM kits for POP were introduced in the 
USA in 2001, relying on claimed equivalence to the 1985 
Mersilene Mesh (Ethicon) and the 1996 ProteGen Sling 
(Boston Scientific) [17]. Approval of these new devices 
occurred in the context of extensive industry influence 
and research funding, creating a potential for bias in study 
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designs and results [18]. New mesh kits were brought to 
the market quickly, often before short-term safety data were 
obtained [13]. The relative simplicity of TVM and MUS 
placement led to a massive uptake in its use, often performed 
by inexperienced users and in women with minimal symp-
toms. Registering of patients receiving TVM implants was 
not enforced, and warnings from the UK National Institute 
for Health and Care Excellence (NICE) regarding the safety 
of TVM date back to 2003 [18].

In 2008, the FDA issued a public health notice prompted 
by reports of complications with TVM used to repair POP 
and SUI [19]. More than 1000 complications were reported 
between 2005 and 2008, including mesh erosion, infection, 
pain, urinary problems, and recurrent POP or incontinence. 
The FDA notification noted rare events of more serious com-
plications such a bowel, bladder, and vessel perforation dur-
ing mesh placement, as well as vaginal scarring leading to 
vaginal pain and dyspareunia [13]. A 2009 review reported 
erosion rates of 2–25% for TVM used in anterior compart-
ment prolapse surgery, 3–16% for apical prolapse surgery, 
and 7–12% for posterior-compartment prolapse surgery [20].

By 2011, more TVM complaints had been reported to 
the FDA (1503 for POP, 1371 for SUI), and the FDA issued 
a safety communication, identifying concerns about the use 
of TVM for repair of POP [21]. In 2016, the FDA reclassi-
fied TVM systems from class II (moderate risk) to class III 
(high risk), and required that device manufacturers conduct 
pre- and post-market studies of the safety and effectiveness 
of TVM devices [22], issuing 131 orders to 34 manufactur-
ers of TVM for POP repair [23]. The expense of conducting 
post-market studies and the impact of litigation made TVM 
for POP not commercially viable. Consequently, most manu-
factures elected to stop marketing TVM for POP, with only 
four ongoing post-market studies in progress for 5 devices.

In 2017, Australia’s FDA equivalent, the Therapeutic 
Goods Administration (TGA), had received 226 reports 
regarding TVM complications, and, at the end of 2017, 
took the internationally unprecedented step to remove all 
TVM mesh devices used to treat POP from the Australian 
Register of Therapeutic Goods (ARTG) [24]. The Austral-
ian Senate referred the matter of TVM surgery to the Senate 
Community Affairs References Committee for inquiry and 
report. Recommendations from the Senate Inquiry included 
mandatory reporting of AEs to the TGA, establishment of 
a registry, and that TVM for SUI treatment should be only 
undertaken as a “last resort” when other options have been 
properly considered and determined unsuitable [25].

In the UK in 2018, after pressure from mesh victim 
groups and the all-party parliamentary group on surgi-
cal mesh implants, the Independent Medicines and Medi-
cal Devices Safety Review announced that an immediate 
“High Vigilance Pause” (HVP) was to be placed on the use 
of TVM for POP and SUI pending the outcome of its review 

and the updated NICE 2019 guidance. The updated NICE 
guidance was published on 2 April 2019 and recommended 
strict mandatory requirements prior to any surgery for SUI 
or POP. Currently, the HVP remains in place due to out-
standing issues for fulfilment of the HVP conditions includ-
ing completion of procurement of the specialist services and 
a registry of procedures, and identification and accreditation 
of the specialist centres for SUI mesh procedures [26].

On April 16th, 2019, the FDA had not received suffi-
cient evidence from the manufacturers, Boston Scientific 
and Coloplast, to assure that the probable benefits of their 
TVM devices outweigh their probable risks. As such, the 
FDA ordered an immediate cessation of the distribution or 
use of mesh for transvaginal repair of pelvic organ prolapse 
[27]. This statement did not apply to mesh utilised for SUI, 
specifically MUS.

Litigation

Since the FDA Notifications, there has been increasing liti-
gation against mesh manufacturers. In the US, more than 
77,000 cases are being overseen in the federal court [5], and 
multi-million dollar awards have been granted in punitive 
damages, with manufacturer settlements recording over USD 
3 Billion as of January 2018 [28]. In 2016, the US states of 
California and Washington filed a suit against Johnson and 
Johnson, alleging that the company hid its knowledge about 
potential AEs associated with its TVM devices.

Due to the very large number of litigants in the US, Multi 
District Litigation (MDL) was implemented, grouping simi-
lar claims against common defendants with a “strategy” to 
guide plaintiff groups into settlements or dismissals. In West 
Virginia, a MDL trial is ongoing, representing more than 
70,000 plaintiffs. Of concern, is a growing industry of medi-
cal lending in the US, where financiers invest in operations 
for patients to remove mesh to be used as evidence, reaping 
in an inflated share of the payout when cases settle [29].

Souders et al. [30] analysed TVM claims filed in the US 
and found, in a 1% random sample, 63.3% involved MUS, 
13.3% TVM for POP, and 23.2% both, concluding that the 
rise in lawsuits does not reflect the low complication rates 
for MUS reported in the literature. These numbers likely 
reflect the fact that many more MUS are performed annu-
ally than TVM. In 2007, 33,880 MUS were performed [31], 
whereas only 5680 TVM procedures were performed in POP 
surgery in female Medicare beneficiaries in the United States 
[32]. It is also recognised that patients who undergo surgery 
typically receive larger settlements than plaintiffs who do not 
have devices removed. In May 2019, in New York, a doctor 
and a surgical funding consultant were arrested on charges 
that they defrauded women into having unnecessary surger-
ies to remove TVM to profit from settlements [33]. This 
begs the question as to whether the number of true TVM and 
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MUS complications is artificially inflated, and how many 
patients are undergoing unnecessary mesh removal surgery 
at the advice of their lawyer or medical financial lender.

Risk perception

The 2008 FDA safety communication did not address MUS 
surgery and specifically reported complications of TVM in 
POP surgery, causing confusion. Although the updated 2011 
FDA communication emphasised that the serious compli-
cations associated with TVM for POP do not apply to the 
use of mesh for SUI or abdominal surgery, there is ongoing 
uncertainty within the general population. There is a com-
mon misconception that the risk of complications with MUS 
mesh used for SUI and TVM for POP are equivalent [34]; 
however, the risk of TVM increases with its surface area and 
density [35]. As a greater amount of mesh is implanted in 
patients with POP than in those with SUI, it is important to 
explain to the patient these crucial differences between TVM 
for POP and MUS for SUI.

The media plays a pivotal role in information distribu-
tion to the public [36, 37], through television commercials 
regarding litigation, legal advertisements, news, the internet 
and consumer reports. Unbalanced, inaccurate and sensa-
tionalised information is propagated. Media attention on 
TVM, without differentiating between TVM for POP and 
SUI, has the potential to cause confusion and fear in women 
considering treatment of SUI. This confusion may pre-
vent women from seeking or receiving treatment for SUI. 
Research has shown that this uncertainty has led to patients 
developing an aversion to future surgery. Brown et al. looked 
at the perceptions of TVM in the US and found that 43.1% 
women would refuse surgery if it were to involve mesh for 
both POP or SUI, and that women tended to consider all 
TVM surgery the same surgery, regardless of the indica-
tion or type of surgery. They also identified misinforma-
tion, including women reporting that TVM can cause cancer, 
might be “rejected” from the body, needed to be removed 
immediately due to a recall, or can cause an allergic reac-
tion [34].

Educating patients and the public that polypropylene 
mesh is safe as a surgical implant is crucial. Correcting mis-
information regarding the possibility of cancer or allergic 
reactions, or that its industrial uses somehow negate its use 
in a clinical setting need to be refuted. Polypropylene mesh 
is the consensus graft material for augmenting hernia repairs 
in a number of areas in the human body and has significantly 
and favourably impacted the field of hernia surgery [38, 39]. 
As a surgical implant to treat SUI, the microporous, mono-
filament, light weight polypropylene has demonstrated long-
term durability, safety, and efficacy up to 17 years, although 
this was in a small cohort of only 90 women. Of the 90 
women treated with a MUS, 78% were evaluated at 17 years 

and only one case of a minimal, symptom-free tape extru-
sion was seen, and over 90% were objectively continent [40].

FDA fallout

There appears to be a lasting effect of the FDA notifications 
on practice patterns for treatment of SUI, even though the 
Safety Communications did not specifically implicate MUS 
[41]. This is multifactorial; patients have become increasing 
averse to surgery with TVM, a number of insurance compa-
nies now deny coverage for TVM procedures, and hospitals 
and surgeons have reduced the use of TVM due to fears of 
litigation.

Clinical practice patterns in the USA have undergone 
dramatic change over the past decade, with increased TVM 
use prior to the FDA Notifications and decreased use after-
wards. In a 2017 survey sent to American Urogynecological 
Society (AUGS) members, prior to the 2011 FDA warning, 
90% used TVM, 34% used biologic grafts and 99% used 
MUS. After the FDA warning, only 61% continued using 
TVM, with 40% reporting a decreased use and 12% ceasing 
completely [42].

SUI surgery trends in tertiary care academic medical 
centres between 2007 and 2013 reveal a decrease in the 
use of MUS and a concurrent increase in the utilisation of 
pubovaginal fascial slings (PVS) [41]. While there was an 
increasing number of patients presenting with SUI between 
2010 and 2014, there was a progressive decrease in the pro-
portion having anti-incontinence procedures after the 2011 
FDA notification, specifically a decrease in the use of MUS 
but an increase in urethral bulking agents (UB) and PVS [5]. 
There are clear trends showing similar changes in Australia. 
Mathieson et al. evaluated Australian Government Depart-
ment of Human Services data from 2008 to 2018. There was 
a decline for most SUI procedures (MUS, burch colposus-
pension (BC), PVS) except UB (Fig. 1), the annual rate for 
MUS halved (78–36 per 100,000 population) (Fig. 2), and 
the total number of procedures decreased from 93 to 49 per 
100,000 population [43].

Position statements and recommendations

In response to the controversy surrounding TVM, specifi-
cally the use of mesh MUS for the management of SUI, 
position statements have been released supporting the safety 
of and advocating for the continued use of MUS. There is 
a strong sense that women wanting surgical treatment for 
SUI should have the choice to have a MUS or not. In 2016, 
the American Urological Association (AUA), the Ameri-
can Congress of Obstetricians and Gynaecologists (ACOG), 
the AUGS, the International Continence Society (ICS), the 
International Urogynecological Association (IUGA), the 
Society of Gynecologic Surgeons (SGS) and the Society 
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of Urodynamics, Female Pelvic Medicine and Urogenital 
Reconstruction (SUFU) together representing more than 
84,000 healthcare professionals that provide care to women 
with SUI, reaffirmed their collective support for the use of 
MUS for the surgical treatment of SUI [44].

The 2017 consensus statement of the European Associa-
tion of Urology (EAU) and the European Urogynaecological 
Association (EUGA) concluded that MUS can be safely used 
to treat SUI [35]. Reflecting this statement, EAU guidelines 
recommend MUS in women with uncomplicated SUI as the 
preferred surgical intervention, and BC or PVS if MUS can-
not be considered [45]. The Urological Society of Australia 

and New Zealand (USANZ) acknowledges that the use of 
monofilament polypropylene MUS is a reasonable treatment 
option for female SUI [46]. The Australian Commission on 
Safety and Quality in Health Care states that the “MUS is 
the recommended surgical treatment for SUI, and is highly 
effective…large, long-term studies show women are satis-
fied with this operation and the improvement in their SUI 
symptoms…more data about MUS exists than any native 
tissue repair” [47].

As emphasised in the FDA notification of 2011, patients 
with MUS who do not have complications should be reas-
sured and not be advised to undergo MUS explantation [48].

Fig. 1   Annual rate of SUI pro-
cedures performed in Australia, 
2008–2018 [43]
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Fig. 2   Annual rate of MUS pro-
cedures performed in Australia, 
2008–2018 [43]
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Improved safety for the patients

Established recommendations to improve the safety for 
patients being treated with MUS include:

•	 Registries to monitor patient outcome and reporting.
•	 Creating checklists as part of the informed consent pro-

cess.
•	 Surgeon accreditation.

Since the 2008 notification, the FDA has been warning 
providers to report all AEs and cautioning them to consider 
mesh in specific cases only and only with patient counselling 
[49]. To better compare complications between procedures, 
the Standardization and Terminology Committees of IUGA 
and ICS published in 2010 a new classification system of 
complications directly related to prosthesis placement in 
female pelvic floor surgery. This new classification system 
should standardise AE reporting, which will hopefully facili-
tate an understanding as to how these complications occur 
[50]. The next crucial step is the development of surgical 
registries for all SUI surgeries (mesh and non-mesh), that 
can harness the power of uniform data collection from var-
ied sources to assess real-world clinical outcomes, treatment 
efficacy, and patient safety [51]. In 2019, the Australian Gov-
ernment allocated 2.3 million AUD for the establishment of 
a Pelvic Floor Surgery Clinical Quality Registry to make this 
surgery safer for women [52].

The 2011 FDA update recommended questions for 
patients to ask their surgeon regarding mesh, including 
alternative options, handling of complications, and follow-
up [13]. Informed consent is paramount to the delivery of 
safer surgery, and all surgeons should obtain and document 
adequate informed consent. Prior to selecting MUS pro-
cedures for SUI, surgeons must discuss the specific risks 
and benefits of mesh, as well as alternatives to mesh which 
include nonsurgical options, PVS, BC and UB [7]. Serious 
morbidity with MUS is uncommon, approximately 4% [35], 
and should be discussed in detail. It is important to docu-
ment the discussion of the known risks of using TVM (mesh 
exposure/erosion/pain). Surgeons should provide the patient 
with a written copy of the manufacturer’s patient labelling 
information [22]. Clinicians can confirm the patient’s under-
standing using a checklist.

Safer surgery requires appropriate patient selection and 
counselling [35], particularly for MUS for SUI. Surgeon 
credentialing for SUI and TVM removal surgery, through 
formalised training and supervision, is recommended by sur-
gical societies. Surgeons who wish to perform MUS require 
rigorous training in pelvic anatomy/surgery, specific MUS 
device techniques, and be able to recognise and manage 
complications associated with MUS placement [53]. An in-
depth understanding of the relevant product information for 

each MUS device is required and should be communicated 
to the patient undergoing the MUS surgery.

Conclusion

With the removal of multiple mesh products from the mar-
ket, well-publicised class actions relating to TVM and 
increased regulation for surgeons using mesh, there are clear 
trends showing a reduction in the number of patients seeking 
treatment for SUI. The current legal environment involving 
TVM should not deter surgeons from offering mesh or MUS 
for SUI to those patients who, using their clinical judge-
ment, may best benefit from the procedure. To not offer all 
the possible options for surgical management of SUI is a 
disservice to patients and perpetuates the very issue we are 
seeking to redress.

How do we make vaginal sling surgery safer? By commu-
nicating with the key stakeholders, clinicians must engage 
and educate patients regarding the safety of the MUS, and 
the availability of other SUI treatment modalities. Regula-
tors and industry should support the collection and publi-
cation of registry results. Key groups such as ICS, SUFU, 
AUGS, IUGA, EAU and EUGA need to engage in ongoing 
health advocacy and publicly support the MUS. By involv-
ing all the key stakeholders, the perception of the safety 
of MUS will improve and women will still have access to 
choose this life-changing minimally invasive procedure. 
Good communication is paramount to ensuring a future with 
the MUS and avoiding undertreating SUI.

Author contributions  SE: literature review and manuscript writing/
editing. JB: data contribution/analysis. RM: data collection. BN: litera-
ture review. MC: manuscript editing. CD: manuscript writing/editing.

Compliance with ethical standards 

Conflict of interest  None to declare.

Research involving human participants and/or animals  Not applicable.

Informed consent  Not required.

References

	 1.	 Abrams P et al (2018) 6th International consultation on incon-
tinence. Recommendations of the International Scientific Com-
mittee: EVALUATION AND TREATMENT OF URINARY 
INCONTINENCE, PELVIC ORGAN PROLAPSE AND FAE-
CAL INCONTINENCE. Neurourol. Urodyn. 37(7):2271–2272

	 2.	 Petros PE, Ulmsten UI (1993) An integral theory and its method 
for the diagnosis and management of female urinary incontinence. 
Scand. J. Urol. Nephrol. Suppl. 153:1–93



www.manaraa.com

1357World Journal of Urology (2020) 38:1351–1358	

1 3

	 3.	 Ford AA et al (2017) Mid-urethral sling operations for stress 
urinary incontinence in women. Cochrane Database Syst. Rev. 
7:Cd006375

	 4.	 Nilsson CG (1998) The tensionfree vaginal tape procedure (TVT) 
for treatment of female urinary incontinence. A minimal inva-
sive surgical procedure. Acta Obstet. Gynecol. Scand. Suppl. 
168:34–37

	 5.	 Khan AA, Brucker RN, Nitti V (2017) Changes in management 
of stress urinary incontinence following the 2011 FDA Health 
Notification. J Clin Urol 10(5):440–448

	 6.	 Keltie K et al (2017) Complications following vaginal mesh pro-
cedures for stress urinary incontinence: an 8 year study of 92,246 
women. Sci Rep 7(1):12015

	 7.	 Lavelle ES, Zyczynski HM (2016) Stress urinary inconti-
nence: comparative efficacy trials. Obstet Gynecol Clin N Am 
43(1):45–57

	 8.	 Deng DY et al (2007) Presentation and management of major 
complications of midurethral slings: are complications under-
reported? Neurourol. Urodyn. 26(1):46–52

	 9.	 Barber MD, Maher C (2013) Epidemiology and outcome 
assessment of pelvic organ prolapse. Int. Urogynecol. J. 
24(11):1783–1790

	10.	 Larouche M, Geoffrion R, Walter JE (2017) No. 351-transvaginal 
mesh procedures for pelvic organ prolapse. J Obstet Gynaecol Can 
39(11):1085–1097

	11.	 Shah AD et al (2008) The age distribution, rates, and types of 
surgery for pelvic organ prolapse in the USA. Int Urogynecol J 
Pelvic Floor Dysfunct 19(3):421–428

	12.	 Altman D et  al (2011) Anterior colporrhaphy versus trans-
vaginal mesh for pelvic-organ prolapse. N. Engl. J. Med. 
364(19):1826–1836

	13.	 Iyer S, Botros SM (2017) Transvaginal mesh: a historical review 
and update of the current state of affairs in the United States. Int. 
Urogynecol. J. 28(4):527–535

	14.	 Maher C et al (2016) Surgery for women with anterior compart-
ment prolapse. Cochrane Database Syst. Rev. 11:Cd004014

	15.	 Bjelic-Radisic V et al (2014) Vaginal prolapse surgery with trans-
vaginal mesh: results of the Austrian registry. Int. Urogynecol. J. 
25(8):1047–1052

	16.	 Withagen MI et al (2011) Risk factors for exposure, pain, and 
dyspareunia after tension-free vaginal mesh procedure. Obstet. 
Gynecol. 118(3):629–636

	17.	 Heneghan CJ et al (2017) Trials of transvaginal mesh devices for 
pelvic organ prolapse: a systematic database review of the US 
FDA approval process. BMJ Open 7(12):e017125

	18.	 BMJ (2018) Investigation exposes ‘scandal’ that has left thou-
sands of women irreversibly harmed. Medical Devices and Surgi-
cal Technology Week. https​://www.bmj.com/compa​ny/newsr​oom/
inves​tigat​ion-expos​es-vagin​al-mesh-scand​al-that-has-left-thous​
ands-of-women​-irrev​ersib​ly-harme​d/. Accessed 2 Feb 2019

	19.	 Notification FPH (2008) Serious complications associated with 
transvaginal placement of surgical mesh in repair of pelvic organ 
prolapse. Issued: 20 October 2008. http://www.fda.gov/medic​
aldev​ices/safet​y/alert​sandn​otice​s/publi​cheal​thnot​ifica​tions​/ucm06​
1976.htm. Accessed 2 Feb 2019

	20.	 Bako A, Dhar R (2009) Review of synthetic mesh-related com-
plications in pelvic floor reconstructive surgery. Int Urogynecol J 
Pelvic Floor Dysfunct 20(1):103–111

	21.	 Administration F (2011) Urogynecologic surgical mesh: update on 
the safety and effectiveness of transvaginal placement for pelvic 
organ prolapse. http://www.fda.gov/downl​oads/medic​aldev​ices/
safet​y/alert​sandn​otice​s/UCM26​2760.pdf. Accessed 2 Feb 2019

	22.	 Administration, U.S.F.a.D (2016) FDA Strengthens requirements 
for surgical mesh for the transvaginal repeair of pelvic organ pro-
lapse to address safety risks. Silver Springs, MD: US Food and 
Drug Administration; 2016. http://www.fda.gov/NewsE​vents​/

Newsr​oom/Press​Annou​nceme​nts/ucm47​9732.htm. Accessed 2 
Feb 2019

	23.	 Orders. https​://www.fda.gov/Medic​alDev​ices/Devic​eRegu​latio​
nandG​uidan​ce/Postm​arket​Requi​remen​ts/Postm​arket​Surve​illan​
ce/ucm13​4497.htm. Accessed 28 May 2019

	24.	 TGA. TGA actions after review into urogynaecological surgical 
mesh implants [Online]. https​://www.tga.gov.au/alert​/tga-actio​ns-
after​-revie​w-urogy​naeco​logic​al-surgi​cal-mesh-impla​nts. Accessed 
2 Feb 2019

	25.	 TGA. Australian Government response to the Senate Community 
Affairs References Committee report: The number of women in 
Australia who have had transvaginal mesh implants and related 
matters [Online]. https​://www.tga.gov.au/austr​alian​-gover​nment​
-respo​nse-senat​e-commu​nity-affai​rs-refer​ences​-commi​ttee-repor​
t. Accessed 2 Feb 2019

	26.	 Stephen Unterberg TG (2019) Mesh in urological surgery in the 
UK—background, reviews and current status. https​://www.urolo​
gynew​s.uk.com/featu​res/featu​res/post/mesh-in-urolo​gical​-surge​
ry-in-the-uk-backg​round​-revie​ws-and-curre​nt-statu​s. Accessed 28 
May 2019

	27.	 Administration, U.S.F.a.D (2019) FDA takes action to protect 
women’s health, orders manufacturers of surgical mesh intended 
for transvaginal repair of pelvic organ prolapse to stop selling all 
devices. https​://www.fda.gov/news-event​s/press​-annou​nceme​nts/
fda-takes​-actio​n-prote​ct-women​s-healt​h-order​s-manuf​actur​ers-
surgi​cal-mesh-inten​ded-trans​vagin​al?utm_sourc​e=AAGL&utm_
campa​ign=d741d​b6fc7​-EMAIL​_CAMPA​IGN_2018_04_30_
COPY_01&utm_mediu​m=email​&utm_term=0_52802​4759c​
-d741d​b6fc7​-95019​183. Accessed 26 May 2019

	28.	 Koski ME, Rovner ES (2014) Implications of the FDA statement 
on transvaginal placement of mesh: the aftermath. Curr Urol Rep 
15(2):380

	29.	 Reuters (2015) The Lien Machine. New breed of investor prof-
its by financing surgeries for desperate women patients [Online]. 
https​://www.reute​rs.com/inves​tigat​es/speci​al-repor​t/usa-litig​ation​
-mesh/. Accessed 2 Feb 2019

	30.	 Souders CP et al (2018) The truth behind transvaginal mesh liti-
gation: devices, timelines, and provider characteristics. Female 
Pelvic Med Reconstr Surg 24(1):21–25

	31.	 Rogo-Gupta L et al (2013) Trends in the surgical management of 
stress urinary incontinence among female Medicare beneficiaries, 
2002–2007. Urology 82(1):38–41

	32.	 Wang LC et al (2015) Trends in mesh use for pelvic organ pro-
lapse repair from the Medicare database. Urology 86(5):885–891

	33.	 Pierson B (2019) Doctor, medical funder charged in New York in 
transvaginal mesh fraud. https​://news.yahoo​.com/docto​r-medic​al-
funde​r-charg​ed-york-trans​vagin​al-mesh-fraud​-21214​5151–finan​
ce.html. Accessed 26 May 2019

	34.	 Brown LK et al (2013) Defining patients’ knowledge and percep-
tions of vaginal mesh surgery. Female Pelvic Med Reconstr Surg 
19(5):282–287

	35.	 Chapple CR et al (2017) Consensus statement of the European 
Urology Association and the European Urogynaecological 
Association on the use of implanted materials for treating pel-
vic organ prolapse and stress urinary incontinence. Eur. Urol. 
72(3):424–431

	36.	 Koski ME et al (2014) Patient perception of transvaginal mesh 
and the media. Urology 84(3):575–582

	37.	 Tenggardjaja CF et al (2015) Evaluation of patients’ perceptions 
of mesh usage in female pelvic medicine and reconstructive sur-
gery. Urology 85(2):326–331

	38.	 Cobb WS, Kercher KW, Heniford BT (2005) The argument for 
lightweight polypropylene mesh in hernia repair. Surg Innov 
12(1):63–69

	39.	 Scott N, Go PM, Graham P, McCormack K, Ross SJ, Grant AM 
(2001) Open Mesh versus non-Mesh for groin hernia repair. 

https://www.bmj.com/company/newsroom/investigation-exposes-vaginal-mesh-scandal-that-has-left-thousands-of-women-irreversibly-harmed/
https://www.bmj.com/company/newsroom/investigation-exposes-vaginal-mesh-scandal-that-has-left-thousands-of-women-irreversibly-harmed/
https://www.bmj.com/company/newsroom/investigation-exposes-vaginal-mesh-scandal-that-has-left-thousands-of-women-irreversibly-harmed/
http://www.fda.gov/medicaldevices/safety/alertsandnotices/publichealthnotifications/ucm061976.htm
http://www.fda.gov/medicaldevices/safety/alertsandnotices/publichealthnotifications/ucm061976.htm
http://www.fda.gov/medicaldevices/safety/alertsandnotices/publichealthnotifications/ucm061976.htm
http://www.fda.gov/downloads/medicaldevices/safety/alertsandnotices/UCM262760.pdf
http://www.fda.gov/downloads/medicaldevices/safety/alertsandnotices/UCM262760.pdf
http://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/ucm479732.htm
http://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/ucm479732.htm
https://www.fda.gov/MedicalDevices/DeviceRegulationandGuidance/PostmarketRequirements/PostmarketSurveillance/ucm134497.htm
https://www.fda.gov/MedicalDevices/DeviceRegulationandGuidance/PostmarketRequirements/PostmarketSurveillance/ucm134497.htm
https://www.fda.gov/MedicalDevices/DeviceRegulationandGuidance/PostmarketRequirements/PostmarketSurveillance/ucm134497.htm
https://www.tga.gov.au/alert/tga-actions-after-review-urogynaecological-surgical-mesh-implants
https://www.tga.gov.au/alert/tga-actions-after-review-urogynaecological-surgical-mesh-implants
https://www.tga.gov.au/australian-government-response-senate-community-affairs-references-committee-report
https://www.tga.gov.au/australian-government-response-senate-community-affairs-references-committee-report
https://www.tga.gov.au/australian-government-response-senate-community-affairs-references-committee-report
https://www.urologynews.uk.com/features/features/post/mesh-in-urological-surgery-in-the-uk-background-reviews-and-current-status
https://www.urologynews.uk.com/features/features/post/mesh-in-urological-surgery-in-the-uk-background-reviews-and-current-status
https://www.urologynews.uk.com/features/features/post/mesh-in-urological-surgery-in-the-uk-background-reviews-and-current-status
https://www.fda.gov/news-events/press-announcements/fda-takes-action-protect-womens-health-orders-manufacturers-surgical-mesh-intended-transvaginal?utm_source=AAGL&utm_campaign=d741db6fc7-EMAIL_CAMPAIGN_2018_04_30_COPY_01&utm_medium=email&utm_term=0_528024759c-d741db6fc7-95019183
https://www.fda.gov/news-events/press-announcements/fda-takes-action-protect-womens-health-orders-manufacturers-surgical-mesh-intended-transvaginal?utm_source=AAGL&utm_campaign=d741db6fc7-EMAIL_CAMPAIGN_2018_04_30_COPY_01&utm_medium=email&utm_term=0_528024759c-d741db6fc7-95019183
https://www.fda.gov/news-events/press-announcements/fda-takes-action-protect-womens-health-orders-manufacturers-surgical-mesh-intended-transvaginal?utm_source=AAGL&utm_campaign=d741db6fc7-EMAIL_CAMPAIGN_2018_04_30_COPY_01&utm_medium=email&utm_term=0_528024759c-d741db6fc7-95019183
https://www.fda.gov/news-events/press-announcements/fda-takes-action-protect-womens-health-orders-manufacturers-surgical-mesh-intended-transvaginal?utm_source=AAGL&utm_campaign=d741db6fc7-EMAIL_CAMPAIGN_2018_04_30_COPY_01&utm_medium=email&utm_term=0_528024759c-d741db6fc7-95019183
https://www.fda.gov/news-events/press-announcements/fda-takes-action-protect-womens-health-orders-manufacturers-surgical-mesh-intended-transvaginal?utm_source=AAGL&utm_campaign=d741db6fc7-EMAIL_CAMPAIGN_2018_04_30_COPY_01&utm_medium=email&utm_term=0_528024759c-d741db6fc7-95019183
https://www.fda.gov/news-events/press-announcements/fda-takes-action-protect-womens-health-orders-manufacturers-surgical-mesh-intended-transvaginal?utm_source=AAGL&utm_campaign=d741db6fc7-EMAIL_CAMPAIGN_2018_04_30_COPY_01&utm_medium=email&utm_term=0_528024759c-d741db6fc7-95019183
https://www.reuters.com/investigates/special-report/usa-litigation-mesh/
https://www.reuters.com/investigates/special-report/usa-litigation-mesh/
https://news.yahoo.com/doctor-medical-funder-charged-york-transvaginal-mesh-fraud-212145151%e2%80%93finance.html
https://news.yahoo.com/doctor-medical-funder-charged-york-transvaginal-mesh-fraud-212145151%e2%80%93finance.html
https://news.yahoo.com/doctor-medical-funder-charged-york-transvaginal-mesh-fraud-212145151%e2%80%93finance.html


www.manaraa.com

1358	 World Journal of Urology (2020) 38:1351–1358

1 3

Cochrane Database Syst Rev. https​://doi.org/10.1002/14651​858.
CD002​197

	40.	 AUGS (2016) Position statement: mesh midurehtral slings for 
stress urinary incontinence [Online]. https​://www.augs.org/asset​
s/1/6/AUGS-SUFU_MUS_Posit​ion_State​ment.pdf. Accessed 2 
Feb 2019

	41.	 Rac G et al (2017) Stress urinary incontinence surgery trends 
in academic female pelvic medicine and reconstructive surgery 
urology practice in the setting of the food and drug administration 
public health notifications. Neurourol. Urodyn. 36(4):1155–1160

	42.	 Clemons JL et al (2013) Impact of the 2011 FDA transvaginal 
mesh safety update on AUGS members’ use of synthetic mesh 
and biologic grafts in pelvic reconstructive surgery. Female Pelvic 
Med Reconstr Surg 19(4):191–198

	43.	 Mathieson R, Kippern R, Brennan J (2019) Stress Urinary Incon-
tinence in the mesh litigation era: a trend towards alternative treat-
ments in Australia. BJU Int 123:4–28

	44.	 SGS (2016) Groups reaffirm position on use of vaginal mesh for 
surgical treatment of stress urinary incontinence [Online]. https​://
www.sgson​line.org/asset​s/docs/Speci​al_Repor​ts/joint​meshs​tatem​
ent_final​%208%2016%2016.pdf. Accessed 2 Feb 2019

	45.	 Lucas MG, Berghmans LC et al. (2015) Guidelines on Urinary 
Incontinence, 2015 edition [Online]. http://urowe​b.org/wp-conte​
nt/uploa​ds/20-Urina​ry-Incon​tinen​ce_LR1.pdf. Accessed 2 Feb 
2019

	46.	 USANZ (2017) Position statement on the use of mid-urethral 
slings (MUS) in the surgical management of female stress uri-
nary incontinence (SUI) [Online]. https​://www.usanz​.org.au/uploa​

ds/65337​/ufile​s/Patie​nts__GPs/Attac​hment​_1_USANZ​_Posit​
ionPa​per_MUS_-_Copy.pdf. Accessed 2 Feb 2019

	47.	 Care, A.C.o.S.a.Q.i.H (2018) Treatment options for stress urinary 
incontinence. www.safet​yandq​ualit​y.gov.au. Accessed 2 Feb 2019

	48.	 Lee D, Zimmern PE (2015) Management of complications of 
mesh surgery. Curr. Opin. Urol. 25(4):284–291

	49.	 MRHA, M.a.H.P.R.A (2014) A summary of the evidence on the 
benefits and risks of vaginal mesh implants. 2014 [Online]. https​
://www.fda.gov/downl​oads/UCM27​0402.pdf

	50.	 Chermansky CJ, Winters JC (2012) Complications of vaginal 
mesh surgery. Curr. Opin. Urol. 22(4):287–291

	51.	 Weber LeBrun EE (2016) Registries as tools for clinical excel-
lence and the development of the pelvic floor disorders registry. 
Obstet Gynecol Clin N Am 43(1):121–130

	52.	 MP, T.H.G.H (2019) $2.3 million to improve safety of pelvic floor 
surgery. MEDIA RELEASE 2019. https​://beta.healt​h.gov.au/minis​
ters. Accessed 5 May 2019

	53.	 AUA. AUA Position Statement on the Use of Vaginal Mesh for 
the Surgical Treatment of Stress Urinary Incontinence (SUI). 
[Online]. https​://www.auane​t.org/guide​lines​/use-of-vagin​al-
mesh-for-the-surgi​cal-treat​ment-of-stres​s-urina​ry-incon​tinen​ce. 
Accessed 2 Feb 2019

Publisher’s Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1002/14651858.CD002197
https://doi.org/10.1002/14651858.CD002197
https://www.augs.org/assets/1/6/AUGS-SUFU_MUS_Position_Statement.pdf
https://www.augs.org/assets/1/6/AUGS-SUFU_MUS_Position_Statement.pdf
https://www.sgsonline.org/assets/docs/Special_Reports/jointmeshstatement_final%208%2016%2016.pdf
https://www.sgsonline.org/assets/docs/Special_Reports/jointmeshstatement_final%208%2016%2016.pdf
https://www.sgsonline.org/assets/docs/Special_Reports/jointmeshstatement_final%208%2016%2016.pdf
http://uroweb.org/wp-content/uploads/20-Urinary-Incontinence_LR1.pdf
http://uroweb.org/wp-content/uploads/20-Urinary-Incontinence_LR1.pdf
https://www.usanz.org.au/uploads/65337/ufiles/Patients__GPs/Attachment_1_USANZ_PositionPaper_MUS_-_Copy.pdf
https://www.usanz.org.au/uploads/65337/ufiles/Patients__GPs/Attachment_1_USANZ_PositionPaper_MUS_-_Copy.pdf
https://www.usanz.org.au/uploads/65337/ufiles/Patients__GPs/Attachment_1_USANZ_PositionPaper_MUS_-_Copy.pdf
http://www.safetyandquality.gov.au
https://www.fda.gov/downloads/UCM270402.pdf
https://www.fda.gov/downloads/UCM270402.pdf
https://beta.health.gov.au/ministers
https://beta.health.gov.au/ministers
https://www.auanet.org/guidelines/use-of-vaginal-mesh-for-the-surgical-treatment-of-stress-urinary-incontinence
https://www.auanet.org/guidelines/use-of-vaginal-mesh-for-the-surgical-treatment-of-stress-urinary-incontinence


www.manaraa.com

Reproduced with permission of copyright owner. Further reproduction
prohibited without permission.


	Making surgery safer through adequate communication with the stakeholders: vaginal slings
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Results
	Mid-urethral slings for female SUI
	Transvaginal mesh for POP
	Safety concerns
	Litigation
	Risk perception
	FDA fallout
	Position statements and recommendations
	Improved safety for the patients

	Conclusion
	References




