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INTRODUCTION

	 Pelvic organ disorders are major health issues 
for women, affecting their quality of life and 
often requiring costly surgery.1,2 However, the 

prevalence varies widely across studies because of 
underreporting and the lack of consistent definitions. 
Approximately one in every four  women will be 
affected by some form of pelvic floor disorder,3 and 
the estimated lifetime cumulative risk of surgery is 
7-11%.4

	 Various surgical techniques for prolapse surgery 
using laparotomy, laparoscopy, and vaginal 
surgery, including colporrhaphy (with or without 
mesh placement), sacrospinous ligament fixation, 
abdominal sacrocolpopexy (ASC), high sacrouterine 
ligament fixation, and colpocleisis have been used.5 
	 Sacrocolpopexy is considered the gold standard 
for the repair of vaginal vault prolapse. ASC was 

	 Correspondence:

	 Emrah Toz,
	 Department of Gynecology and Obstetrics,
	 Izmir Tepecik Education and Research Hospital,
	 Gaziler cad. No: 468,
	 Postal Code: 35330 Izmir, 
	 Turkey.
	 E-mail: emrahtoz79@gmail.com

  *	 Received for Publication:	 February 8, 2016

  *	 Revision Received:	 February 18, 2016

  *	 Accepted for Publication:	 May 12, 2016

Original Article

Does menopausal status impact urinary continence outcomes 
following abdominal sacrocolpopexy without 

anti-incontinence procedures in continent women?
Abdurrahman Hamdi Inan1, Emrah Toz2, Emrah Beyan3,

Tutku Gurbuz4, Aykut Ozcan5, Oznur Oner6

ABSTRACT
Objective: We investigated the impact of menopausal status on urinary continence following abdominal 
sacrocolpopexy (ASC) without an anti-incontinence procedure in continent women.
Methods: We conducted a clinical follow-up study of 137 patients diagnosed with stage 3 or higher pelvic 
organ prolapse (POP) without urinary incontinence between January 2012 and December 2014. Patients 
were provided with detailed a priori information pertaining to the abdominal sacrocolpopexy procedure 
and were invited to attend follow-up visits at 1, 3, 12, and 24 months. Follow-up visits included a 
gynecological examination, cough test, and validated Urinary Distress Inventory6 (UDI-6) and Incontinence 
Impact Questionnaire7 (IIQ-7) questionnaires.
Results: The mean follow-up time for the cohort was 16.5±3.45 months. The study group was divided 
according to menopausal status: premenopausal (Group-1) and postmenopausal women (Group-II). 
Anatomical recurrence was not detected during the follow-up period in either group, but de novo stress 
urinary incontinence was seen in 15 of 53 (28.3%) Group-I patients and in 6 of 84 (7.1%; p < 0.01) Group-II 
patients.
Conclusions: The risk of de novo stress urinary incontinence in postmenopausal women after ASC is low. 
However, premenopausal patients have a higher incidence of de novo stress incontinence which affect 
quality of life.
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first described in 1957 by Lane to treat vaginal vault 
prolapse after a hysterectomy. Sacrocolpopexy can 
also be performed laparoscopically or using robotic 
surgical systems, achieving similar cure rates to 
those obtained using an open approach.6-8 However, 
laparoscopic sacrocolpopexy involves extensive 
suturing and retroperitoneal dissection, requiring 
advanced skills, and robotic sacrocolpopexy is 
expensive, requires special training, and is only 
available at a few treatment centers. Because of 
these reasons, in our institute, we can only perform 
ASC.
	 In the randomized controlled Colpopexy and 
Urinary Reduction Efforts (CARE) trial that 
compared sacrocolpopexy with versus without 
Burch colposuspension to prevent stress urinary 
incontinence (SUI), Brubaker et al.9 reported cure 
rates as high as 95% at the vaginal apex in women 
two  years after ASC. They also reported that in 
women without stress incontinence who were 
undergoing abdominal sacrocolpopexy for prolapse, 
Burch colposuspension significantly reduced 
postoperative symptoms of stress incontinence 
without increasing other lower urinary tract 
symptoms. However, Costantini et al.10 reported 
that Burch colposuspension did not provide any 
additional benefit in pelvic organ prolapse repair in 
patients with urinary incontinence. 
	 Oestrogen is of great importance in the supportive 
mechanism of the pelvis by controlling the synthesis 
and breakdown of collagen.11 Also, the tissues of the 
female urinary continence mechanism are sensitive 
to oestrogen. Oestrogens may affect continence 
by enhancing urethral resistance by increasing 
the number of periurethral vessels.12 Moreover, 
oestrogens can reduce the frequency and amplitude 
of detrusor contractions and so raise the sensory 
threshold of the bladder and promote relaxation of 
the detrusor muscle.13,14 For these reasons the decline 
in available oestrogen is a possible etiological factor 
for pelvic floor disorders include stress urinary 
incontinence.
	 In light of these facts, it is expected that 
premenopausal women are more sensitive to 
hormonal fluctuations which will affect the structure 
and function of the lower urinary tract tissue and 
cause urinary incontinence. Despite these facts, 
many studies have been performed to compare 
the outcomes of ASC with versus without an anti-
incontinence procedure; however, these studies did 
not take into consideration the menopausal status 
of the women.7-10

	 The primary aim of this study was to investigate the 
impact of menopausal status on urinary continence 
following ASC without an anti-incontinence 
procedure in continent women. Secondary aims 
are; changes in subjective symptoms and quality 
of life, as measured by the IIQ-7 and UDI-6, and 
differences in anatomical outcome.

METHODS

	 This prospective, observational study was 
conducted between January 2012 and December 
2014. Patients who were referred for stage 3 or 
higher POP repair were evaluated preoperatively 
including  a detailed history (age, parity, body mass 
index, and existing co-morbidities), gynecological 
examination (in the gynecological and standing 
positions, at rest and under maximum straining 
with a full bladder) for the presence of pelvic organ 
prolapse (staged according to the Pelvic Organ 
Prolapse Quantification system,15 transvaginal 
sonography, and a stress test with prolapse 
reduction with large cotton swab (with patients 
placed in both supine and standing position and 
asked to cough after their bladders were filled 
with 300 mL saline). The test was considered 
positive if leakage occurred during coughing. We 
also performed urinalysis and fasting biochemical 
analysis (including glucose and calcium levels 
and liver and renal function) and administered 
the validated Urinary Distress Inventory6 (UDI-6) 
and Incontinence Impact Questionnaire7 (IIQ-7) 
questionnaires.16,17

Inclusion and Exclusion criteria: Patients with 
stage 3 or higher pelvic organ prolapse (POP) 
and without urinary incontinence were included 
in the study. Exclusion criteria were malignant 
uterine lesions, previous prolapse or incontinence 
surgery, diseases known to affect bladder function, 
known hypersensitivity to synthetic materials 
(polypropylene), use of exogenous estrogen before or 
after surgery, urinary incontinence and pregnancy. 
All patients were informed in detail about the 
operation and the study. All patients gave informed 
consent, and the study was approved by the local 
ethics committee. Primary outcome measure was 
changes in continence status. Secondary outcomes 
were changes in subjective symptoms and quality 
of life, as measured by the IIQ-7 and UDI-6 and the 
anatomical outcome of prolapse repair.
	 One hour before surgery, all patients were given 
1g cefazolin (Cezol; Deva, Istanbul, Turkey). All 
surgeries were performed via a Pfannenstiel 
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incision. After performing the hysterectomy, the 
peritoneum overlying the sacral promontory was 
incised to expose the pre-sacral ligament. Then, 
the peritoneum on the right side was incised until 
the cul-de-sac of Douglas to prepare the space 
for positioning of the prosthesis. The vaginal 
vault was dissected to expose the pubo-cervical 
fascia, the uterosacral/cardinal complex, and 
the rectovaginal fascia. The mesh was attached 
with four polyglycolic 1-0 sutures on the anterior 
vaginal wall. The posterior vaginal wall was 
freed, and the mesh was attached with four more 
polyglycolic 1-0 sutures. The two polypropylene 
prostheses were tailored and placed in the 
sacral periosteum, approximately 2  cm below 
the promontory using two non-resorbable 2-0 
sutures. The peritoneum was closed over the 
meshes.
	 Antibiotic and antithrombotic prophylaxes 
were administered. Bladder catheterization was 
achieved using a 16-French Foley catheter, which 
was routinely removed after 24 hour. All patients 
were invited to attend follow-up visits at 1, 3, 12, 
and 24 months post-surgery. Follow-up visits 
included gynecological examinations involving 
POP quantification, the cough test, and the 
validated UDI-6 and IIQ-7 questionnaires. Between 
January and February 2015, as an updated follow-
up, all patients were reevaluated by an independent 
examiner who was blinded to the patient baseline 
data to eliminate any bias.
	 All analyses were performed using the SPSS 
software (ver. 18 for Windows; SPSS Inc., Chicago, 
IL, USA). Clinical data are presented as means 
± standard deviations and percentages, when 
appropriate. Comparisons between preoperative 

and postoperative symptoms, including IIQ-7 and 
UDI-6 scores, were performed using the Wilcoxon 
matched pairs test. The Mann-Whitney U-test was 
used to compare variables for independent data. 
Categorical data were analyzed by McNemar’s test, 
Fisher’s exact test, or the χ2 test. A p-value < 0.05 
was taken to indicate statistical significance.

RESULTS

	 Of the 145 patients enrolled, 8 were lost to follow-
up. Thus, 137 preoperatively continent patients were 
included in the study. The study group was divided 
according to menopausal status: premenopausal 
women (Group-I) and postmenopausal women 
(Group-II). No patient had a previous prolapse 
repair or hysterectomy, and thus all were primary 
POP cases. The mean age of the participants was 
51.00±9.79 (range 33-83) years.
	 Baseline demographic and clinical characteristics 
of the two groups are summarized in Table-I. 
Parity and BMI did not differ significantly 
between the groups. As anticipated, patients in the 
premenopausal group were significantly younger 
than those in the postmenopausal group (p < 0.01).
	 No significant major perioperative or early 
postoperative complication was recorded. 
The average hospital stay was 3 (26) days. Estimated 
blood loss ranged from 150 to 300 mL. No  blood 
transfusion was required.
	 The mean follow-up time for the cohort was 16.5 
± 3.45 (range, 10-23) months. Table-II summarizes 
the preoperative and postoperative findings of the 
patients. During the follow-up period, in group 1, 
three patients (%5.6) had a stage-1 cystocele and one 
(1.8%) a stage 1 rectocele; in group 2, four patients 
(7.5%) had a stage-1 cystocele and four (7.5%) a 
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Table-I: Baseline demographic and clinical characteristics of the two groups.
	 Premenopausal (n = 53)	 Postmenopausal (n= 84)	 P value

Mean age (year) ± SD (range)	 44.29±4.05 (33-51)	 57.37±9.39 (43-83)	 < 0.01a

Mean parity	 4.34±1.87 (0-10)	 4.95±2.63 (0-12)	 0.11a

Mean body mass index (kg/m2)	 27.2±5.7 (22-32.7)	 29.1 ±3.1 (23.3-31.9)	 0.24a

Mean UDI score (range)	 13±4 (4-29)	 12±5 (3-39)	 0.22b

Mean IIQ score (range)	 11±3 (6-37)	 10±4 (5-42)	 0.14b

Concomitant surgeries                            			 
TAH	 22 (41.5%)  		
TAH+BSO	 31 (58.5%)	 84 (100%)	 < 0.01c

Cystocele repair	 8 (15.0%)	 17 (20.2%)	 0.17c

Rectocele repair	 17 (32.0%)	 31 (36.9%)	 0.13c

Perineorrhaphy	 18 (33.9%)	 34 (40.4%)	 0.07c

Follow up time	 16.3±3.87 (11-23)	 16.7±3.04 (10-22)	 0.23a

Data are presented as mean ± SD
a: Mann-Whitney U-test,     b: Wilcoxon matched pairs test,     c: Fisher’s exact test.
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stage 1 rectocele. Five months after the surgery, one 
patient in postmenopausal group developed mesh 
erosion and underwent excision of the mesh.
	 Postoperatively, there was no significant 
difference between groups regarding the surgical 
effectiveness for POP, but de novo SUI was seen in 15 
of 53 group 1 patients (28.3%) and in 6 of 84 Group-
II patients (7.1%). The stress test was positive in all 
incontinent patients. Four of the patients (26.6%) 
in Group-I had resolution of their symptoms with 
pelvic floor exercise by 6 months, and eleven (73.4%) 
had a sling performed as an interval procedure after 
the prolapse surgery. In group 2, all six patients 
underwent sling operations.
	 Anatomical recurrence (POPQ ≥ stage 2) was 
not detected during the follow-up period in either 
group. Functional outcomes were assessed by 
comparing the pre- and postoperative IIQ-7 and 
UDI-6 scores. A statistically significant improvement 
was noted in various pelvic symptoms and quality 
of life indexes. Both the intragroup and intergroup 
differences were significant (Table-II).

DISCUSSION

	 In this study, we found that 15.3% (21/137) of 
the all participants who underwent ASC without 
incontinence surgery developed de novo SUI. These 
results are consistent with some studies, while 
others reported higher de novo SUI rates. (18-20). 
According to the group analysis, SUI was seen in 15 
of 53 (28.3%) Group-1 patients and in 6 of 84 (7.1%) 
Group-II patients.
	 Costantini et al. conducted an 8-year follow-up 
of 66 continent patients who underwent abdominal 

pelvic organ prolapse repair with or without an 
anti-incontinence procedure. They reported that 
29% of the patients were incontinent after surgery 
without an anti-incontinence procedure compared 
with 16% among patients who had a prophylactic 
anti-incontinence procedure.18 Elser et al. described 
a denovo rate of either stress or urge incontinence 
of 13.3% in patients who underwent ASC alone.19 
In a prospective trial by Brubaker et al., a de novo 
SUI rate of 44.1% was reported in continent patients 
who underwent ASC alone.20 We consider these 
different de novo SUI rates to be related to the 
different follow-up times. In this study, the follow-
up time for the cohort was 16.5±3.45 months. This 
relatively short follow-up time may be a cause of 
the lower de novo SUI rates seen in our study.
	 The authors of the CARE trial recommended to 
perform a Burch colposuspension in all women 
without stress incontinence who are undergoing 
abdominal sacrocolpopexy for prolapse to reduce 
postoperative symptoms of stress incontinence. 
CARE trial founded a higher-than-expected rate of 
de novo SUI in patients undergoing ASC and showed 
that the addition of the Burch procedure in this 
group of patients significantly reduced the rate of 
SUI postoperatively.20 However, , the addition of an 
incontinence procedure at the time of POP surgery 
also increases the risk of developing new-onset 
urgency or detrusor over activity, as reported in 18-
27% of women undergoing Burch urethropexy.21,22 
According to Mallett et al., women undergoing 
stress incontinence surgery who did not experience 
resolution of their urgency or frequency were 
dissatisfied with the surgical outcome, regardless 
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Table-II: Preoperative and postoperative findings in the patients.
	 Group 1 Premenopausal (n=53)	 Group 2 Postmenopausal (n=84)
	 Preop	 Postop	 p*	 Preop	 Postop	 p*	 P**

Mean IIQ-7 score	 11±3	 5.6± 1.2	 <0.01c	 10±4	 2.8±1.8	 <0.01c	 0.03d

Mean UDI-6 score	 13±4	 7.0±1.8	 <0.01c	 12±5	 4.2±1.7	 <0.01c	 0.02d

SUI	 none	 15		  none	 6		  < 0.01b

Anatomical findings							     
  Cystocele stage 1		  3			   4  		
  Cystocele stage 2	 8			   17			 
  Rectocele stage 1		  1			   4		
  Rectocele stage 2	 17			   31			 
  Apical prolapse stage 3	 48	 none		  78	 none		
  Apical prolapse stage 4	 5	 none		  6	 none
SUI: Stress urinary incontinence, UDI-6: Urinary Distress Inventory 6,
IIQ-7: Incontinence Impact Questionnaire 7 
* Intragroup analysis,      **Intergroup analysis.       
a: McNemar’s test.        b: Fisher’s exact test.         c: Wilcoxon matched pairs test.        d: Mann-Whitney U-test.



of whether they were counseled preoperatively that 
the surgery was intended to affect only the stress 
leakage.23

	 Because of these inconsistent findings, to date, 
there is no consensus to prevent de novo SUI after 
apical prolapse surgery. Some surgeons perform 
anti-incontinence surgery in all women undergoing 
apical repair. Alternatively, some surgeons only 
perform a prophylactic anti-incontinence procedure 
if a patient demonstrates SUI. Still other surgeons 
offer treatment only if SUI develops postoperatively.
	 In this study, we did not perform anti-incontinence 
surgery, because all patients were continent 
preoperatively. The incidence of de novo SUI after 
ASC was 15.3%. Thus, if we had performed a Burch 
urethropexy in all patients undergoing ASC, an 
unindicated Burch procedure would have been 
performed in more than 80% of patients undergoing 
ASC, subjecting them to unnecessary additional 
complication risks, including de novo lower urinary 
tract symptoms.
	 We found that premenopausal women had a 
higher risk of SUI than that of the postmenopausal 
women after ASC for prolapse (p < 0.01). The risk 
was 28.3% in premenopausal women and 7.1% in 
postmenopausal women. Based on the presence 
of estrogen and progesterone receptors in the 
urinary tract,24-26 female urinary incontinence is 
assumed to be associated with hormonal status 
and its fluctuations. In premenopausal women, 
such hormonal fluctuations affect the structure and 
function of the lower urinary tract tissue, which 
could cause de novo SUI. One of the most prominent 
hypotheses regarding this is that the surgery 
performed to remove the uterus compromises 
blood flow to the ovaries, which could result in 
reduced production of hormones, leading to earlier 
ovarian failure and hormonal fluctuations.27

Limitations of the Study: The major limitations 
of this study are the small sample size and short 
follow-up period, but its prospective nature, which 
enabled direct collection of data, enhanced the 
validity of the study. In addition, the assessor who 
was responsible for the follow-up assessment was 
blinded to the patient baseline data to eliminate any 
possible bias in the study.
	 To our knowledge, this is the first study to 
compare premenopausal and postmenopausal 
women for de novo SUI after ASC without anti-
incontinence surgery. Our results indicate that the 
risk of de novo SUI in postmenopausal women after 
ASC is low. However, premenopausal patients 

have a higher incidence of stress incontinence 
which affect quality of life. Nevertheless, further 
studies with longer follow-up periods are essential 
to confirm these findings.

Declaration of interest: We declare that we have no 
financial disclaimer/conflict of interest.

Source of funding: None.

REFERENCES

1.	 Digesu GA, Chaliha C, Salvatore S, Hutchings A, Khullar V. 
The relationship of vaginal prolapse severity to symptoms 
and quality of life. BJOG. 2005;112:971–976.

2.	 Subramanian D, Szwarcensztein K, Mauskopf JA, 
Slack MC. Rate, type, and cost of pelvic organ prolapse 
surgery in Germany, France, and England. Eur J Obstet 
Gynecol Reprod Biol. 2009;144:177–181. doi: 10.1016/j.
ejogrb.2009.03.004.

3.	 Nygaard I, Barber MD, Burgio KL, Kenton K, Meikle S, 
Schaffer J, et al. Prevalence of symptomatic pelvic floor 
disorders in US women. JAMA. 2008;300:1311-1316. 
doi: 10.1001/jama.300.11.1311.

4.	 Luber KM, Boero S, Choe JY. The demographics of pelvic 
floor disorders: current observation and future projections. 
Am J Obstet Gynecol. 2001;184:1496–1501.

5.	 Olsen AL, Smith VJ, Bergstorm JO, Colling JC, Clark 
AL. Epidemiology of surgically managed pelvic organ 
prolapse and urinary incontinence. Obstet Gynecol. 
1997;127:380– 387.

6.	 Sarlos D, Brandner S, Kots L, Gygax N, Schaer G. 
Laparoscopic sacrocolpopexy for uterine and post-
hysterectomy prolapse: anatomical results, quality of life 
and perioperative outcome; a prospective study with 101 
cases. Int Urogynecol J Pelvic Floor Dysfunct. 2008;19:1415–
1422. doi: 10.1007/s00192-008-0657-0.

7.	 Antosh DD, Grotzke SA, McDonald MA, Shveiky D, Park 
AJ, Gutman RE, et al. Short-term outcomes of robotic 
versus conventional laparoscopic sacral colpopexy. Female 
Pelvic Med Reconstr Surg. 2012;18:158–161. doi: 10.1097/
SPV.0b013e31824b218d.

8.	 Shveiky D, Iglesia CB, Sokol AI, Kudish BI, Gutman RE. 
Robotic sacrocolpopexy versus vaginal colpopexy with 
mesh: choosing the right surgery for anterior and apical 
prolapse. Female Pelvic Med Reconstr Surg. 2010;16:121–
127. doi: 10.1097/SPV.0b013e3181d690f3.

9.	 Brubaker L, Nygaard I, Richter HE, Visco A, Weber AM, 
Cundiff GW, et al. Two-year outcomes after sacrocolpopexy 
with and without Burch to prevent stress urinary 
incontinence. Obstet Gynecol. 2008;112:49–55. doi: 10.1097/
AOG.0b013e3181778d2a.

10.	 Costantini E, Lazzeri M, Bini V, Del Zingaro M, Zucchi 
A, Porena M. Burch colposuspension does not provide 
any additional benefit to pelvic organ prolapse repair 
in patients with urinary incontinence: A randomized 
surgical trial. J Urol. 2008;180(3):1007-1012. doi: 10.1016/j.
juro.2008.05.023.

11.	 Chung dJ, Bai SW. Roles of sex steroid receptors and cell 
cycle regulation in pathogenesis of pelvic organ prolapse. 
Curr Opin Obstet Gynecol. 2006;18:551–554.

12.	 Rud T, Andersson KE, Asmussen M, Hunting A, Ulmsten 
U. Factors maintaining the intraurethral pressure in women. 
Invest Urol. 1980;17:343–347.

   Pak J Med Sci   2016   Vol. 32   No. 4      www.pjms.com.pk   855

Does menopausal status impact urinary continence outcomes of sacrocolpopexy

http://www.ncbi.nlm.nih.gov/pubmed/?term=Colling%20JC%5BAuthor%5D&cauthor=true&cauthor_uid=9083302
http://www.ncbi.nlm.nih.gov/pubmed/?term=Clark%20AL%5BAuthor%5D&cauthor=true&cauthor_uid=9083302
http://www.ncbi.nlm.nih.gov/pubmed/?term=Clark%20AL%5BAuthor%5D&cauthor=true&cauthor_uid=9083302
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gygax%20N%5BAuthor%5D&cauthor=true&cauthor_uid=18536861
http://www.ncbi.nlm.nih.gov/pubmed/?term=Schaer%20G%5BAuthor%5D&cauthor=true&cauthor_uid=18536861
http://www.ncbi.nlm.nih.gov/pubmed/?term=Shveiky%20D%5BAuthor%5D&cauthor=true&cauthor_uid=22543767
http://www.ncbi.nlm.nih.gov/pubmed/?term=Park%20AJ%5BAuthor%5D&cauthor=true&cauthor_uid=22543767
http://www.ncbi.nlm.nih.gov/pubmed/?term=Park%20AJ%5BAuthor%5D&cauthor=true&cauthor_uid=22543767
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gutman%20RE%5BAuthor%5D&cauthor=true&cauthor_uid=22543767
http://www.ncbi.nlm.nih.gov/pubmed/?term=Costantini%20E%5BAuthor%5D&cauthor=true&cauthor_uid=18639302
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lazzeri%20M%5BAuthor%5D&cauthor=true&cauthor_uid=18639302
http://www.ncbi.nlm.nih.gov/pubmed/?term=Bini%20V%5BAuthor%5D&cauthor=true&cauthor_uid=18639302
http://www.ncbi.nlm.nih.gov/pubmed/18639302


856   Pak J Med Sci   2016   Vol. 32   No. 4      www.pjms.com.pk

Emrah Toz et al.

	 Authors:

1.	 Abdurrahman Hamdi Inan,
2.	 Emrah Toz,
3.	 Emrah Beyan,
4.	 Tutku Gurbuz,
5.	 Aykut Ozcan,
6.	 Oznur Oner,
1,4:	 Department of Gynecology and Obstetrics,
	 Ardahan State Hospital, 
	 Ardahan, Turkey.
2-5:	 Department of Gynecology and Obstetrics,
	 Izmir Tepecik Education and Research Hospital, 
	 Izmir, Turkey.
6:	 Department of Gynecology and Obstetrics,
	 Ardahan Military Hospital, 
	 Ardahan, Turkey.

13.	 Matsubara S, Okada H, Shirakawa T, Gotoh A, Kuno T, 
Kamidono S. Estrogen levels influence beta-3-adrenoceptor-
mediated relaxation of the female rat detrusor muscle. 
Urology. 2002;59:621–625. 

14.	 Shenfeld OZ, McCammon KA, Blackmore PF, Ratz PH. 
Rapid effects of estrogen and progesterone on tone and 
spontaneous rhythmic contractions of the rabbit bladder. 
Urol Res. 1999;27:386–392.

15.	 Bump RC, Mattiasson A, Bø K, Brubaker LP, DeLancey JO, 
Klarskov P, et al. The standardisation of terminology of 
female pelvic organ prolapse and pelvic floor dysfunction. 
Am J Obstet Gynecol. 1996;175:10-17.

16.	 Uebersax JS, Wyman JF, Shumaker SA, McClish DK, Fantl 
JA. Short forms to assess life quality and symptom distress 
for urinary incontinence in women: the Incontinence Impact 
Questionnaire and the Urogenital Distress Inventory. 
Continence Program for Women Research Group. 
Neurourol Urodyn. 1995;14:131-139.

17.	 Lemack GE, Zimmern PE. Predictability of urodynamic 
findings based on the Urogenital Distress Inventory-6 
questionnaire. Urology. 1999;54:461-466.

18.	 Costantini E, Lazzeri M, Bini V, Del Zingaro M, Zucchi A, 
Porena M. Pelvic organ prolapse repair with and without 
prophylactic concomitant Burch colposuspension in 
continent women: a randomized, controlled trial with 8-year 
followup. J Urol. 2011;185(6):2236-2240. doi:  10.1016/j.
juro.2011.01.078.

19.	 Elser DM, Moen MD, Stanford EJ, Keil K, Matthews CA, 
Kohli N, et al. Abdominal sacrocolpopexy and urinary 
incontinence: surgical planning based on urodynamics. 
Am J Obstet Gynecol. 2010;202(4):375.e1-5. doi: 10.1016/j.
ajog.2009.06.022.

20.	 Brubaker L, Cundiff GW, Fine P, Nygaard I, Richter HE, 
Visco AG, et al. Abdominal sacrocolpopexy with Burch 
colposuspension to reduce urinary stress incontinence. N 
Engl J Med. 2006;354:1557-1566.

21.	 Cardozo LD, Stanton SL, Williams JE. Detrusor instability 
following surgery for genuine stress incontinence. Br J Urol. 
1979;51:204-207.

22.	 Langer R, Ron-El R, Newman M, Herman A, Caspi E. 
Detrusor Instability following colposuspension for urinary 
stress incontinence. BJOG. 1988;5:607-610.

23.	 Mallett VT, Brubaker L, Stoddard AM, Borello-France 
D, Tennstedt S, Hall L, et al. The expectations of patients 
who undergo surgery for stress incontinence. Am J Obstet 
Gynecol. 2008;198:308.e1-6. doi: 10.1016/j.ajog.2007.09.003.

24.	 Batra SC, Iosif CS. Progesterone receptors in the female 
lower urinary tract. J Urol. 1987;138:1301–1304.

25.	 BlakemanPJ, HiltonP, Bulmer JN. Oestrogenan d 
progesterone receptor expression in the female lower 
urinary tract,with reference to oestrogen status.Br J Urol Int. 
2000;86:32-38.

26.	 Iosif CS, Batra S, Ek A, Astedt B. Estrogen receptors in the 
human female lower urinary tract. Am J Obstet Gynecol. 
1981;141:817–820.

27.	 Chalmers C. Does hysterectomy in a premenopausal 
woman affect ovarian function? Med Hypotheses. 
1996;46(6):573–575.

Authors’ Contributions:

AH Inan and O Oner: Project development, Data 
collection.
E Toz: Project development, Data analysis, 
Manuscript writing.
E Beyan: Project development, Data analysis.
T Gurbuz: Manuscript editing, Data collection.
A Ozcan: Data collection, Manuscript editing.

http://www.ncbi.nlm.nih.gov/pubmed/?term=Brubaker%20LP%5BAuthor%5D&cauthor=true&cauthor_uid=8694033
http://www.ncbi.nlm.nih.gov/pubmed/?term=DeLancey%20JO%5BAuthor%5D&cauthor=true&cauthor_uid=8694033
http://www.ncbi.nlm.nih.gov/pubmed/?term=Klarskov%20P%5BAuthor%5D&cauthor=true&cauthor_uid=8694033
http://www.ncbi.nlm.nih.gov/pubmed/10475355
http://www.ncbi.nlm.nih.gov/pubmed/10475355
http://www.ncbi.nlm.nih.gov/pubmed/10475355
http://www.ncbi.nlm.nih.gov/pubmed/?term=Costantini%20E%5BAuthor%5D&cauthor=true&cauthor_uid=21497843
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lazzeri%20M%5BAuthor%5D&cauthor=true&cauthor_uid=21497843
http://www.ncbi.nlm.nih.gov/pubmed/?term=Bini%20V%5BAuthor%5D&cauthor=true&cauthor_uid=21497843
http://www.ncbi.nlm.nih.gov/pubmed/21497843
http://www.ncbi.nlm.nih.gov/pubmed/?term=Elser%20DM%5BAuthor%5D&cauthor=true&cauthor_uid=19683689
http://www.ncbi.nlm.nih.gov/pubmed/?term=Moen%20MD%5BAuthor%5D&cauthor=true&cauthor_uid=19683689
http://www.ncbi.nlm.nih.gov/pubmed/?term=Stanford%20EJ%5BAuthor%5D&cauthor=true&cauthor_uid=19683689
http://www.ncbi.nlm.nih.gov/pubmed/?term=Keil%20K%5BAuthor%5D&cauthor=true&cauthor_uid=19683689
http://www.ncbi.nlm.nih.gov/pubmed/?term=Matthews%20CA%5BAuthor%5D&cauthor=true&cauthor_uid=19683689
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kohli%20N%5BAuthor%5D&cauthor=true&cauthor_uid=19683689
http://www.ncbi.nlm.nih.gov/pubmed/?term=Denise+M.+Elser%2C+MD%3B+Michael+D.+Moen%2C+MD%3B+Edward+J.+Stanford%2C+MD%3B+Kristinell+Keil
http://www.ncbi.nlm.nih.gov/pubmed/?term=Herman%20A%5BAuthor%5D&cauthor=true&cauthor_uid=3390403
http://www.ncbi.nlm.nih.gov/pubmed/?term=Caspi%20E%5BAuthor%5D&cauthor=true&cauthor_uid=3390403
http://www.ncbi.nlm.nih.gov/pubmed/?term=Borello-France%20D%5BAuthor%5D&cauthor=true&cauthor_uid=18313452
http://www.ncbi.nlm.nih.gov/pubmed/?term=Borello-France%20D%5BAuthor%5D&cauthor=true&cauthor_uid=18313452
http://www.ncbi.nlm.nih.gov/pubmed/?term=Tennstedt%20S%5BAuthor%5D&cauthor=true&cauthor_uid=18313452
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hall%20L%5BAuthor%5D&cauthor=true&cauthor_uid=18313452
http://www.ncbi.nlm.nih.gov/pubmed/?term=Astedt%20B%5BAuthor%5D&cauthor=true&cauthor_uid=7198384

