erals, which are then expanded.
Sometimes the recurrence oc-
curs at the expense of the out-
flow of the so-called cremaste-
ric vein. Such a situation can use
advantage of endoscopic sur-
gery, during which you can simul-
taneously block both testicular
vein and the cremasteric vein.

Conclusion

Among all the operations for
varicocele directed at the inter-
section of the internal spermatic
vein, endoscopic surgery is the
most progressive. It is less trau-
matic to the patient, but due to
the fact that the testicular vein is
easy to look all over, the relapse
rate cut to a minimum. In addi-
tion, endoscopic surgery is the

only operation in which one-
stage treatment of bilateral vari-
cocele is possible. For all other
methods it requires a separate
transaction for each part. In ad-
dition, endoscopic surgery is the
most optimal method of opera-
tion for the treatment of recurrent
varicocele. This is associated
with an ability to observe sper-
matic vein almost in its entirety
during the operation. The use of
laparoscopic excision of the in-
ternal spermatic vein for varic-
ocele has allowed us to signifi-
cantly reduce the time of hospi-
talisation and duration of sur-
gery, minimizing risk of postop-
erative complications, decrease
the number of dressings used at
the postoperative period.
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NMPUMEHEHUE CETYATbLIX ANNNOTPAHCIJIAHTATOB B TMHEKOJTIOIMMA: 3A U NMPOTUB

Odecckuli HayuoHasbHbIU MeduyuHcKul yHugsepcumem, Odecca, YkpauHa

ABTOpPbI NonbITanucb 0606LMTE COGCTBEHHLIN OMbIT Y UMEKLMECS AaHHble UCCreoBaHWiA No Uc-
Nosnb30BaHWI0 CETYaTbIX anfoTPaHCMNaHTaToOB B XMPYPr1MYeCKON MTMHEKONOrn.

HOHyHeHHbIe pesynbTaTtbl MeTa-aHann3a AaHHbIX VICCJ'Ie,ELOBaHVII7I He OoTBe4YalT Ha BOMNpocC, Kakow
BapuaHT onepaTyBHbIX BMELLATENbCTB Ny4lle — C UCMONb30BaHMEM anfoTpaHCMIaHTaToB Unn 6e3 HuX.
MpyMeHeHne NONMMEPHBIX CETOK YMEHbLUAET YacToTy peLuanBoB, OOHAKO CBSI3aHO C nosiBrieHnem 6o-
1lee Cepbe3HbIX OCIOXHEHWUN, OANA YCTPaAHEHUsT KOTOPbIX 3a4acTyo TpebyeTcs BbINornHeHne 6ornee vH-
Ba3WBHbIX XMPYPrM4eCcKMX BMELLATENbCTB, YEM OrnepaLmn No UX yCTaHOBKE.

B HacTosiLLee BpeMsa HeAOCTAaTOYHO OTAANEHHbIX pe3ynbTaTtoB HabnoaeHus 3a 6onbHbIMKU, nepe-
HeClWnMKn onepaTtnBHOE Nie4eHne C Ncnosib3oBaHMeM ceT4aTblX anfioTpaHCn1aHTaToB.

KnioueBble cnoBa: ceTyatble annoTpaHcnnaHTaTbl, TMHEKONOIMS, OCMOXHEHNS, peLnanBel.
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In this article we try to summarize our experience and available research data on mesh surgery in

gynecology.

Materials and methods. We had performed search for available sources of information such as
Pubmed and Cohrane Internet databases to reveal currently available evidence based data on ad-
vantages and disadvantages of using mesh in gynecological surgery.

Results. Existing meta-analyses of research data do not answer the question what technique type is
better: with or without mesh. Most of them agree on the following points: adoption of mesh decreases recur-
rence rate; mesh is associated with more serious complications; surgery should be performed by experi-
enced surgeon that specializes in pelvic surgery; there are not enough long-term research data on meshes.

Conclusion. Currently there is no final decision concerning place of mesh in gynecological sur-
gery. Like any surgical technique it has specific advantages and drawbacks. More realistic indications
for adoption of this kind of techniques are only being formed. Only future will reveal the real value of
meshes application in urogynecological surgery.

Key words: mesh, gynecology, complication, recurrence.
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Background

Meshes emerged in the field
of surgical gynecology over a
decade ago as a new promising
method for pelvic organ prolapse
(POP) reconstructive surgery
and treatment for stress urinary
incontinence (SUI). This tech-
nique became very popular and
is currently widely used. After the
first acquaintance and introduc-
tion of meshes all around the
world, now we face massive
withdrawal from them because
of serious and frequently unpre-
dicted complications.

The use of synthetic mesh to
augment vaginal repair proce-
dures for pelvic organ prolapse
has increased in large part be-
cause of dissatisfaction with the
success rates of traditional col-
porrhaphy. Its use, however, still
remains controversial.

In this article we will try to
summarize our experience and
available research data on mesh
surgery in gynecology.

Materials and Methods

We had performed search for
available sources of information
such as Pubmed and Cohrane
Internet databases to reveal cur-
rently available evidence based
data on advantages and disad-
vantages of using mesh in gyne-
cological surgery.

Results

Four randomized controlled
studies comparing traditional col-
porrhaphy with vaginal repair
using mesh augmentation had
conflicting results. An unblinded,
prospective, randomized control-
led trial by M. Carey et al. inves-
tigated whether mesh augmen-
tation during vaginal repair would
reduce the rate of recurrent pro-
lapse at 12 months compared
with traditional colporrhaphy
shown that surgery does not re-
sult in significantly less recurrent
prolapse than traditional colpor-
rhaphy [1].

There is no widely clinically
adopted classification of POP.
The most recent and widely used
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in research is pelvic organ pro-
lapse quantification system
(POP-Q) [2]. Although this sys-
tem exists for a pretty long time
it is not popular outside research
institutions even with the fre-
quent popularization efforts [3;
4]. This fact also complicates
any data meta-analysis a lot.

Most of popular surgical POP
repair techniques could be per-
formed via abdominal, laparo-
scopic and transvaginal ap-
proach. Only partial data on ap-
proach comparison is currently
available.

Laparoscopic sacrocolpopexy
(LSCP) is currently considered
to be safest one in terms of com-
plication rate, but it is still asso-
ciated with complications. This
operation is being performed
only for slightly more the ten
years and follow-up period in all
papers on it is rather small to
consider it the best choice. Even
LSCP have many variations de-
pending on surgeon preferenc-
es and patient related factors
and some of them could affect
the result of operation greatly [8].

Food and drug administration
(FDA) of United States of Amer-
ica in 2008 and then in 2010 re-
leased two notices regarding
mesh-related complications in
gynecological practice [5]. In this
notice it reports about 2874 cas-
es of complications after place-
ment of meshes for treatment of
POP and SUI. Among them 1503
were related to POP and 1371
to SUI. After analyzing available
data FDA experts summarize
that “serious adverse events are
NOT rare, contrary to what was
stated in the 2008 PHN, and
transvaginally placed mesh in
POP repair does NOT conclu-
sively improve clinical outcomes
over traditional non-mesh repair”
[5]. Currently it is the most known
recommendation regarding mesh
surgery in urogynecology.

The American Urological As-
sociation (AUA) strongly agrees
with the FDA that a thorough in-
formed consent should be con-
ducted prior to the use of mesh
products for pelvic organ pro-
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lapse. The AUA also agrees with
the FDA statement that sur-
geons who wish to utilize mesh
techniques for pelvic organ pro-
lapse should:

— undergo rigorous training
in the principles of pelvic anato-
my and pelvic surgery;

— be properly trained in spe-
cific mesh implantation tech-
niques;

— be able to recognize and
manage complications associat-
ed with vaginal mesh [9].

Existing meta-analyses of re-
search data do not answer the
question what technique type is
better: with or without mesh.
Most of them agree on the fol-
lowing points:

— mesh decreases recur-
rence rate;

— mesh is associated with
more serious complications;

— there is not enough long-
term research data on meshes.

Discussion

Mesh surgery is currently still
one of recently emerged tech-
niques and time should pass to
confidently determine its place in
gynecological surgery. If the
worst complication after POP re-
pair without meshes after patient
was discharged from the hospi-
tal was POP recurrence, with
meshes we have wide spectrum
of complications. Mesh-associat-
ed complications are often unique
and require very skilled surgeon
to handle them. Sometimes treat-
ment of such complications is
even more complex than initial
surgery that made them possible.

Pelvic organ prolapse and
stress urinary incontinence coex-
ist in 15 to 80 per cent of women
with pelvic floor dysfunction [5;
6]. While these conditions are
often concurrent, one may be
mild or asymptomatic. Also, pel-
vic floor surgery may expose
previously asymptomatic condi-
tions; specifically, in previously
continent women with pelvic or-
gan prolapse, stress urinary in-
continence may develop or wor-
sen after prolapse repair [6; 7].
Deciding whether to perform a
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combined surgical procedure to
treat both prolapse and stress
urinary incontinence versus a
single procedure that address
only one condition requires bal-
ancing the risk of incomplete treat-
ment versus exposing the patient
to unnecessary surgery [6].

To make things look even
more complicated surgeons that
specialize in different fields of
medicine started to treat POP
and stress urinary incontinence:
gynecologists, urologists, colo-
rectal surgeons and sometimes
even general surgeons. New
techniques continue to emerge
every year. Every clinic invents
something new. No standards or
widely accepted technique clas-
sification currently exists. There
are only list of typical techniques
that are combined in different
manners.

Every surgery is unique, eve-
ry patient with POP require indi-
vidually chosen combination of
treatment methods. It is very
hard to compare POP cases:
dozens of techniques in hun-
dreds of combinations result in
thousands of patient groups. If
you add surgeon, clinic and pa-
tient factors, this will give possi-
bly unrepeatable combination of
factors for each patient. This is
why results of different research
groups differ so much.

Mesh complications are strong-
ly associated with decreased
patient quality of life, thus have
many legal issues. In United
States of America a special serv-
ice assisting patients with mesh
complications was organized to
regain their money they spent for
this expensive surgery [10].

Conclusion

Currently there is no final de-
cision concerning place of mesh
in gynecological surgery. Like
any surgical technique it has
specific advantages and draw-
backs. More realistic indications
for adoption of this kind of tech-
niques are only being formed.
Only future will reveal the real
value of application of meshes in
urogynecological surgery.
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