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Abstract
Introduction and hypothesis Pelvic organ prolapse (POP) sur-
gery is a common gynecological procedure. Our aim was to
assess the influence of obesity and other risk factors on the
outcome of anterior and posterior colporrhaphywith and with-
out mesh.
Methods Data were retrieved from the Swedish National
Register for Gynecological Surgery on 18,554 women under-
going primary and repeat POP surgery without concomitant
urinary incontinence (UI) surgery between 2006 and 2015.
Multivariate logistic regression analyses were used to identify
independent risk factors for a sensation of a vaginal bulge, de
novo UI, and residual UI 1 year after surgery.
Results The overall subjective cure rate 1 year after surgery
was 80% (with mesh 86.4% vs 77.3% without mesh,
p < 0.001). The complication rate was low, but was more
frequent in repeat surgery that were mainly mesh related.
The use of mesh was also associated with more frequent de
novo UI, but patient satisfaction and cure rates were higher
compared with surgery without mesh. Preoperative sensation
of a vaginal bulge, severe postoperative complications, ante-
rior colporrhaphy, prior hysterectomy, postoperative infec-
tions, local anesthesia, and body mass index (BMI) ≥30 were

risk factors for sensation of a vaginal bulge 1 year postsurgery.
Obesity had no effect on complication rates but was associated
increased urinary incontinence (UI) after primary surgery.
Obesity had no influence on cure or voiding status in women
undergoing repeat surgery.
Conclusions Obesity had an impact on the sensation of a vag-
inal bulge and the presence of UI after primary surgery but not
on complications.

Keywords Bodymass index .Mesh . Obesity . Pelvic organ
prolapse . Postoperative complications . Urinary incontinence

Introduction

The prevalence of pelvic organ prolapse (POP) is reported to be
≈ 10% [1–4]. Globally, up to half of all parous women have
some degree of clinical prolapse, and 10–20% are symptomatic
[1–4]. Vaginal childbirth and increasing parity are considered the
strongest risk factors for the development of POP [4]. Other
lifestyle factors, such as smoking and—in particular, obesity—
are reported to be associatedwith the development of POP [4–7].

The lifetime risk of undergoing POP surgery alone varies
between 5 and 19% [8]. The need for repeat POP surgery varies
widely in the literature, but ~13% is an often-quoted figure and is
even higher after an anterior colporrhaphy is performed [9, 10].
The use of mesh has shown improvement of anatomical and
functional results comparedwith native tissue, but in recent years,
alarming reports have arisen about increased complications due
to mesh. New international guidelines recommend vaginal mesh
repair to be performed by specialists and reserved for high-risk
patients, such as women with recurrent prolapse [11]. Thus, in
this respect, there is a need for continued evaluation of the out-
come of POP surgery. There is also a need to further evaluate the
impact of modifiable lifestyle factors, such as obesity, on the
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outcome of POP surgery, as there are few such evaluations at
present, and the reported influence of obesity varies between
studies [12–17]. Therefore, the aim of this study was to assess
the influence of obesity and other risk factors on the outcome of
anterior and posterior colporrhaphy with and without mesh.

Materials and methods

This study is based on data from the Swedish National
Register for Gynecological Surgery (GynOp, www.gynop.
org) concerning women who underwent genital prolapse
surgery between January 2006 and December 2015. To
permit comparisons with earlier reports on comparable
groups of patients undergoing POP surgery, we included
women with simple anterior and/or posterior colporrhaphy
only. Study participants were separated into primary and re-
peat surgery with or without mesh. The use ofmesh in primary
surgery is rare in Sweden, as is concomitant urinary inconti-
nence (UI) surgery; therefore, those patients were excluded
from the analyses. Repeat surgery was defined as being due
to recurrence in the same compartment in accordance with
earlier recommendations [10, 16]. Patients with repeat surgery
in a different compartment was excluded.

GynOp

The register was established in 1997, and prolapse surgery has
been included since 2006, with 90% of clinics in Sweden
providing information. Validated questionnaires concerning
symptoms of prolapse and UI were used [18, 19]. Data was
collected prospectively from patient questionnaires and doc-
tors’ records. The patient received written information about
the register and had the opportunity to decline participation.
Preoperatively, the patient completed a questionnaire includ-
ing a health declaration, subjective symptoms, and possible
previous surgery. The surgeon registered data pertaining to
preoperative findings and surgical history; information regard-
ing a gynecological examination to assess prolapse stage; sur-
gical procedure and postoperative events prior to discharge.
Eight weeks and 1 year postoperatively, the patient received a
questionnaire concerning complications, remaining prolapse-
related symptoms such as the sensation of a vaginal bulge,
questions on UI status, and satisfaction with surgery. The
forms were evaluated by the surgeon if there were any com-
plications and if so, whether they were minor or severe. A
severe complication included those requiring a major inter-
vention, such as organ lesions, excessive bleeding, deep ve-
nous thrombosis, or severe infection. To guide the surgeon
when defining a severe complication, a guide is included in
GynOp. A postoperative infection was recorded if the patient
had received treatment with antibiotics due to surgical-site or
urinary tract infection.

The absence of vaginal bulge symptoms is the strongest
relationship with the patients’ assessment of overall improve-
ment and treatment success after prolapse surgery [10].
Patients were considered Bcured^ if they never, hardly ever,
1–3 times per month had a bulging sensation 1 year after
surgery. Question 16 in the Urogenital Distress Inventory
(UDI) [20] was used for this purpose. In addition, information
on patient satisfaction with surgery was obtained. Participants
were asked preoperatively, 8 weeks, and 1 year after surgery
how often they experienced urinary leakage and Btroublesome
UI^ was indicated when experienced UI daily or more than
one to three times a week.

Statistical analyses

Continuous variables were analyzed using Student’s t test or
analysis of variance (ANOVA), and categorical data were an-
alyzed by Pearson’s chi-square test. Mann–Whithey U test
was used to compare median values. A pvalue <0.05 was
considered statistically significant. Multivariate logistic re-
gression analysis models were constructed to assess risk fac-
tors for outcome variables while controlling for potential con-
founding factors. A stepwise approach was conducted to—
one by one—exclude nonsignificant variables determined by
multiple testing. Adjusted odds ratio (aOR) and the 95% con-
fidence interval (CI) were calculated.

Factors that may contribute to complications, cure rate, and
UI status were identified and included as confounders in sta-
tistical analysis; age, smoking, body mass index, previous
hysterectomy, chronic constipation, ASA class, comorbidities
(lung disease, diabetes and hypertension), preoperative pro-
lapse stage > II, feeling of a bulging sensation daily or ≥1–3
times per week before surgery, prophylactic antibiotics, anes-
thetic type, type of surgery performed (anterior or posterior
colporrhaphy) and the use of mesh. In the logistic regression
analysis of subjective treatment success and UI the following
additional variables were included: preoperative daily urgen-
cy, postoperative infection and severe complication.

Prior to conducting the logistic regression analysis, some of
the independent variables were categorized. Body mass index
(BMI) was divided into three groups according to the World
Health Organization (WHO) classification: <25, 25–29.9, and
≥30. Based on information in the health declaration regarding
smoking status, participants were classified as smoker or non-
smoker (includes former smokers). All statistical analyses
were performed using SPSS version 21 or 23.

Results

During the study period 15,833 women underwent primary
surgery and 2721 repeat surgery due to POP relapse in the
anterior and/or posterior compartment. Mesh-augmented
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surgery was performed in 1214/2721 (44.6%) of women un-
dergoing repeat surgery.

Table 1 describes patient and surgery characteristics be-
tween primary and repeat surgery. Previous vaginal delivery
was reported by >98% in both groups, and thus rates of nul-
liparous women or women delivered by cesarean section were
extremely low in both groups. There were several differences
between surgical groups: In repeat surgery, women were
generaly older, had less hypertension and lung disease, and
were more often classified as being American Society of
Anesthesiology (ASA) class III–IV. The prevalence of being
overweight but not of being obese was higher and smoking
rate lower in the repeat-surgery group. Prior hysterectomywas
more common among women undergoing repeat (27.5%)
than those undergoing primary surgery (19.5%). Operating
time and hospital stay were longer and peroperative bleeding
higher in the repeat group. When subdividing the repeat-
surgery group into mesh/no mesh, the reported adverse differ-
ences were driven by mesh.

The response rate to the 8-week questionnaire was 86%
and 74% for the 1-year questionnaire. In general, the degree
of severe complications was low, but it was almost doubled in
repeat surgery (Table 2). Postoperative infections and both

severe and minor complications occurred more frequently in
mesh surgery. In contrast, women who received mesh surgery
reported the highest rates of satisfaction, improved condition,
and lowest rates of sensation of vaginal bulge 1 year after
surgery (Table 2). A description of registered peroperative
complications, reported at discharge and from the 8-week
questionnaire is presented in the BAppendix^.

All complication variables were tested in relation to BMI
and smoking, but no correlation was found. The feeling of a
vaginal bulge showed a nonsignificant tendency to increase
with increasing BMI, and less surgical satisfaction was report-
ed by the higher BMI and smoker groups (data not shown).
Several factors were identified on multivariate regression
analysis for feeling a vaginal bulge 1 year after surgery and
are presented in order of importance: preoperative sensation of
vaginal bulge daily or ≥1–3 times/week, occurrence of severe
postoperative complication, anterior colporrhaphy performed,
prior hysterectomy, occurrence of postoperative infection, lo-
cal anesthesia compared with general or regional anesthesia,
and BMI ≥30 vs <25 (Table 3).

Preoperative UI was more common in women undergoing
repeat than primary surgery (Table 1). Residual and de novo UI
occurred more often after repeat surgery and was most pro-
nounced in the mesh group. Up to 49% had UI remission after
surgery (Table 4). Remission and residual UI rates at 8 weeks
did not differ after 1 year, but de novo UI was less prominent
after 1 year following repeat surgery with mesh (Table 4).
Increasing BMI was correlated with an increase in de novo
and residual UI and a decrease in UI remission following pri-
mary surgery. Trends for BMI following repeat surgery were
seen but were not statistically significant (Table 5).

Multivariate regression analysis identified increasing age
[aOR 1.01; 95% CI1.01–1.02), overweight (aOR 1.18; 95% CI
1.02–1.36), and obesity (aOR 1.49; 95% CI1.25–1.77) to be
predictors of residual UI. The risk of residual UI was lower
(aOR 0.56; 95%CI 0.48–0.65) in women who underwent anteri-
or colporrhaphy compared with those who did not (data not
shown).

Discussion

The outcome of POP surgery was reviewed by Maher et al.
[21], who reported cure rates following anterior colporrhaphy
between 37 and 97% and for posterior colporrhaphy between
56 and 100%. In this national cohort of women, cure—as
defined by the absence of a sensation of a vaginal bulge 1 year
after surgery—was 80% for primary and 81% for repeat sur-
gery. Women undergoing repeat surgery with mesh reported a
higher success rate compared with women without mesh.
There were, however, more postoperative infections and se-
vere and minor complications recorded in women undergoing
repeat surgery with mesh.

Table 1 Characteristics of women undergoing primary and repeat
prolapse surgery

Primary surgery
for rectocele
and/or cystocele
n = 15,833

Repeat surgery
for rectocele
and/or cystocele
n = 2721

Age, mean (range) 63 (21–102) 66 (29-96)
Hypertension, n (%) 5163 (32.6) 802 (29.4)
Diabetes, n (%) 956 (6.0) 174 (6.4)
Lung disease, n (%) 2702 (19.1) 354 (13.0)
ASA class III–IV, n (%) 520 (3.3) 165 (6.1)
BMI, mean 26.2 26.5
<25, n (%) 4927 (35.7) 664 (31.1)
25–29, n (%) 6369 (46.1) 1044 (48.9)
≥30, n (%) 2508 (18.2) 427 (20)
Smoking, n (%) 1347 (9.5) 155 (8.1)
Previous hysterectomy, n (%) 2364 (19.5) 491 (27.1)
Parity, mean (range) 2.57 (0-12) 2.53 (0-11)
Prolapse stage >II, n (%) 3464 (29.5) 737 (34.7)
Bulging sensation preop, n (%) 12058 (86.9) 1884 (87.3)
Urinary incontinence preop, n (%) 5017 (35.7) 832 (38.1)
Prophylactic antibiotics , n (%) 2666 (16.8) 1315 (48.4)
With mesh, n (%) - 920 (75.8)
Without mesh, n (%) - 395 (26.2)
Local anesthesia, n (%) 6801 (44.5) 675 (25.6)
General/regional anesthesia, n (%) 8470 (55.5) 1963 (74.4)
Colporrhaphy performed
Anterior, n (%) 11,115 (70.2) 2235 (82.1)
Posterior, n (%) 6986 (44.1) 874 (32.1)
Mesh, n (%) - 1214 (44.6)

Operating time (min), mean 43.1 48.2
Bleeding, ml, median 20 25
Hospital stay, days, mean 0.6 1.03

ASA American Society of Anesthesiologists, BMI body mass index
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This study also identified several independent risk factors
for the sensation of a vaginal bulge 1 year after surgery: daily
or ≥1–3 times/week sensation preoperatively predicted
noncure. It is highly likely that frequent sensation preopera-
tively is associated with the degree of prolapse, and Salvatore
et al. previously reported that a preoperative prolapse stage
≥III is a significant risk factor for recurrence [22]. Sensation
frequency experienced prior to surgerymay thus be a potential
indicator for subsequent surgical success.

Hysterectomy is associated with an increased risk of
POP [4]. In this study, prior hysterectomy was an indepen-
dent risk factor for noncure following prolapse surgery.
Previous studies indicate that hysterectomy due to pro-
lapse—rather than hysterectomy per se—increases the risk
of subsequent prolapse surgery [23, 24]. Hysterectomy is
also a proposed risk factor for the development of UI
[25–27], but in our analysis of factors contributing to UI
after prolapse surgery, prior hysterectomy was not a pre-
dictor. These results illustrate the complexity of pelvic
floor disorders.

Obesity was an independent risk factor for POP sur-
gery failure. Women with a BMI ≥ 30 undergoing primary
surgery more frequently felt a vaginal bulge, reported de
novo UI, and experienced residual UI and less remission 1
year postsurgery. Obesity has previously been identified
as an important risk factor for UI after POP surgery [28].
In contrast, obesity did not influence the risk of compli-
cations, and there was no difference in minor or severe
complication rates recorded in obese women. Our findings
are in agreement with a retrospective study that found no
effect of being overweight on perioperative complications,
including hospital stay, after vaginal surgery [15].

Even though obese women had an increased risk of subjec-
tive symptoms of POP recurrence, the proportion of obese

Table 2 Peroperative complications, complication rates 8 weeks and 1 year after surgery, and subjective surgical outcome 1 year after surgery

Primary surgery vs Repeat surgery p-value Repeat surgery p-value

n = 15 833 n = 2 721 No mesh vs Mesh
n = 1 507 n = 1 214

At discharge

Severe, n (%) 35 (0.3) 21 (0.8) <0.001 7 (0.5) 14 (1.2) 0.05

Minor, n (%) 452 (2.9) 125 (4.6) <0.001 46 (3.1) 79 (6.7) <0.001

Complications 8 weeks postop

Severe, n (%) 175 (1.2) 46 (1.9) <0.001 19 (1.4) 27 (2.2) 0.14

Minor, n (%) 2083 (14.3) 402 (16.5) <0.001 138 (10.3) 264 (23.5) <0.001

Infection, n (%) 1151 (7.9) 213 (10.9) 0.11 91 (8.8) 122 (13.2) 0.001

Outcome 1-year postop

No vaginal bulge, n (%) 8643 (80.2) 1461 (81.4) <0.001 762 (77.3) 699 (86.4) <0.001

Satisfaction with surgery, n (%) 8307 (75.9) 1344 (74.0) <0.001 675 (68.2) 669 (81.0) <0.001

Improved n (%) 8283 (84.2) 1170 (84.5) 0.49 576 (78.2) 594 (91.7) <0.001

Neither improved nor worsened 1110 (11.3) 141 (10.2) 0.82 108 (14.7) 33 (5.1) <0.001

Worsened 442 (4.5) 74 (5.3) 0.03 53 (7.2) 21 (3.2) 0.03

Table 3 Results of multivariate regression analysis of possible risk
factors for feeling a vaginal bulge 1 year after primary surgery (n = 7209)

Variable Crude OR
(95% CI)

Adjusted OR
(95% CI)

Age 1.00 (0.99–1.00) 1.00 (0.99–1.00)
Body mass index
<25 1 1
25–29 1.08 (0.96–1.20) 1.13 (0.99–1.29)
≥30 1.13 (0.98–1.31) 1.20 (1.02–1.43)

Prior hysterectomy
No 1 1
Yes 1.28 (1.12–1.45) 1.30 (1.15–1.53)

Preop sensation of vaginal bulge daily or 1–3 times/week
No 1 1
Yes 2.76 (2.27–3.36) 2.66 (2.12–3.34)

Anesthesia
General or regional 1 1
Local 1.26 (1.14–1.38) 1.26 (1.12–1.42)

Anterior colporrhaphy
No 1 1
Yes 1.39 (1.25–1.56) 1.42 (1.23–1.63)

Complication 8 weeks
Severe complication
No 1 1
Yes 1.76 (1.15–2.69) 1.78 (1.06–2.98)
Infection
No 1 1
Yes 1.29 (1.09–1.53) 1.31 (1.07–1.61)

ASA class, hypertension, diabetes, lung disease, chronic constipation,
smoking, preoperative prolapse stage > II, parity, and posterior
colporrahpy initially included were nonsignificant

OR odds ratio, CI confidence interval, ASA American Society of
Anesthesiologists
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women undergoing repeat surgery was not influenced. Nor did
obesity influence main outcome variables, cure rate, or UI re-
mission, residual UI, and de novo UI rates in women undergo-
ing repeat surgery. One possible explanation is that obese wom-
en after primary prolapse surgery chose to undergo stress UI
(SUI) surgery, making it less likely they will choose a third
surgical intervention despite remaining prolapse symptoms. It
might also be that surgeons are more reluctant to perform repeat
surgery on obese women to avoid further failure.

In previous reports smokers have a higher risk of mesh ero-
sions, which are unfortunately not specified inGynOp.However,
there was no increased rate among smokers of dyspareunia or
reoperation at 1 year after surgery. Interesting to note, >98% of
the women had a vaginal delivery, and only 0.7% were nullipa-
rous. The low percentage of nulliparous women undergoing pro-
lapse surgery is in strong contrast to the total number of such
women who are resident in Sweden aged 65 years, with a mean
(range) of 13.2% (12.3–14.1).

The main strengths of this study are the use of a national
database consisting of a large, unselected patient population
with a wide variety of variables, and the high response rate at

the 1-year follow-up (74%). Patient acceptance of question-
naires for gathering information regarding gynecological pro-
cedures reported to the GynOp was evaluated previously, well
accepted by patients, and provided complete posttreatment
information [29]. One possible limitation of large register
studies is the lack of verification of objective surgical success,
whether the bulging sensation indicates a relapse or not, and—
in particular—whether relapse is in the same compartment.
However, previous studies show that a simple question re-
garding feeling of a vaginal bulge can accurately screen for
POP, without the need for a physical examination [18, 30].

The overall cure rate 1 year after POP surgery was
80% (with mesh 86% vs 77% without mesh). The rate
of severe complications was low for both primary and
repeat POP surgery. Preoperative sensation of a vaginal
bulge daily to ≥ 1–3 times/week, severe postoperative
complication, anterior vs posterior colporrhaphy, prior
hysterectomy, postoperative infection, local vs general
or regional anesthesia, and BMI ≥30 were independent
risk factors for the sensation of a vaginal bulge 1 year
after primary surgery. Obesity had an impact on subjec-
tive success and voiding function but not on complication
rate. There was, however, no influence of obesity on out-
come in women undergoing repeat surgery. Several of the
risk factors identified are modifiable and thus of impor-
tance when contemplating prolapse surgery and in con-
nection with the provision of information to the patient
prior to surgery.
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Table 4 Preoperative remission, residual, and de novo urinary incontinence (UI) in women following primary and repeat surgery with and without
mesh 8 weeks and 1 year after surgery

Primary surgery
[n (%)]

Repeat surgery
without mesh [n (%)]

P value, primary vs
repeat surgery
without mesh

Repeat surgery
with mesh [n (%)]

P value
Repeat surgery,
no mesh vs mesh

Preoperative 5017 (35.7) 464 (37.3) 0.27 368 (39.2) 0.37
Remission of
8 weeks 2136 (48.8) 172 (42.7) 0.02 136 (40.1) 0.50
1 year 1661 (47.9) 136 (40.8) 0.02 111 (44.0) 0.45

Residual
8 weeks 2241 (51.2) 231 (57.3) 0.02 203 (55.2) 0.56
1 year 1810 (52.1) 197 (59.2) 0.01 141 (56.0) 0.45

De novo
8 weeks 828 (10.3) 82 (12.3) 0.01 121 (23.9) <0.001
1 year 703 (10.5) 83 (14.9) 0.002 75 (13.1) 0.39

Table 5 Association between body mass index (BMI) and remission,
de novo, and residual urinary incontinence (UI) in primary and repeat
pelvic organ prolapse POP surgery

8 weeks postop Primary, [n (%)] P value Repeat, [n (%)] P value

Remission
BMI <25 677 (53.5) <0.001 82 (45.1) 0.13
25–29 978 (49.2) 152 (43.2)
≥30 398 (42.8) 59 (35.1)

Residual
BMI <25 588 (46.5) <0.001 100 (54.9) 0.13
25–29 1010 (50.8) 200 (56.8)
≥30 532 (57.2) 109 (64.9)

De novo
BMI <25 251 (8.3) <0.001 68 (17.6) 0.82
25–29 383 (10.7) 88 (16.4)
≥30 161 (13.5) 35 (18.2)
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Appendix

Table 6 Specified complications
in primary pelvic organ prolapse
surgery

Complications Severity Peroperative

(n = 15,824)

At discharge

(n = 15,296)

8-week questionnaire

(n = 14,540)

Overall Minor 91 (0.6) 452 (2.9) 2083 (14.3)

Severe 19 (0.1) 35 (0.3) 175 (1.2)

Bleeding Minor 51 (0.3) 135 (0.9) 376 (2.6)

Severe 12 (0.1) 18 (0.1) 53 (0.4)

Organ lesions

Intestinal Minor 12 (0.1) 7 (0.05) 159 (1.0)

Severe 7 (0.04) 1 (0.01) 31 (0.2)

Uterus Minor 1 (0.01) - 28 (0.2)

Severe 1 (0.01) - 11 (0.07)

Vagina Minor - - 446 (2.9)

Severe - - 39 (0.3)

Bladder Minor 23 (0.1) 25 (1.6) 277 (1.8)

Severe 10 (0.1) 3 (0.02) 25 (0.2)

Ureter Minor 1 (0.01) 12 (0.08)

Severe 3 (0.02) 1 (0.01) 3 (0.02)

Urethra Minor 1 (0.01) - 144 (0.9)

Severe 4 (0.03) - 13 (0.1)

Other Minor 7 (0.04) 8 (0.05) 233 (1.5)

Severe 2 (0.01) 1 (0.01) 32 (0.3)

Urinary retention - 154 (1.1) 186 (1.2)

Infections

Urinary tract infection Minor - 451 (3.0)

Severe - 60 (0.4) 22 (0.1)

Wound Minor - 21 (0.1) 360 (2.5)

Severe - 13 (0.1) 36 (0.2)

Sepsis - 1 (0.01) 10 (0.1)

Other infection Minor - - 75 (0.5)

Severe - - 13 (0.1)

Deep venous thrombosis - - 9 (0.06)

Fistula Minor - - 11 (0.1)

Severe - - 5 (0.03)
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Table 7 Specified complications
in repeat pelvic organ prolapse
surgery with mesh

Complications Severity Peroperative

(n = 1214)

At discharge

(n = 1183)

8-week questionnaire

(n = 1153)

Overall Minor 23 (1.9) 79 (6.7) 264 (23.5)

Severe 5 (0.4) 14 (1.2) 27 (2.2)

Bleeding Minor 10 (0.8) 9 (0.8) 23 (2.0)

Severe 2 (0.2) 4 (0.3) 5 (0.4)

Organ lesions

Intestinal Minor - - 12 (1.0)

Severe - - 3 (0.3)

Uterus Minor - - -

Severe - - 1 (0.1)

Vaginal Minor - - 33 (2.9)

Severe - - 2 (0.2)

Bladder Minor 11 (0.9) 10 (0.8) 39 (3.2)

Severe 4 (0.3) 6 (0.5) 10 (0.8)

Ureter Minor - - 2 (0.2)

Severe - - 1 (0.1)

Urethra Minor - - 17 (1.5)

Severe - 1 (0.1) 3 (0.3)

Other Minor 3 (0.2) - 29 (2.5)

Severe - - 4 (0.3)

Urinary retention - 31 (2.6) 25 (2.2)

Infections

Urinary tract infection

Minor - 12 (1.0) 73 (6.3)

Severe - - 6 (0.5)

Wound Minor - 4 (0.3) 29 (2.5)

Severe - 1 (0.1) 12 (1.0)

Sepsis - - 2 (0.2)

Other infection Minor - 3 (0.3) 8 (0.7)

Severe - - 2 (0.2)

Deep venous thrombosis - - 1 (0.1)

Fistula Minor - - -

Severe - - 1 (0.1)
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