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Vaginal mesh for SUI and POP

• First approval of mesh implants
– SUI 1996 (Boston’s ProteGen Sling)

– POP 2002 - 501(k) procedure
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Halt in use of transvaginal mesh 
September 2018



Stress Urinary Incontinence Surgery

• Significant overall reduction
– Reduced demand

– Reduced capacity (theatre time / trained surgeons)

SUI Procedures1 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

Jan -

July 

20223

Introduction of tension-free vaginal tape2 678 655 774 713 301 194 91 93 49

Introduction of transobturator tape2 969 817 771 572 252 46 28 6 *

Colposuspension of neck of bladder 20 23 17 22 44 66 76 87 103 150 53 31 8

Autologous sling procedures 24 27 12 14 28 69 61 35 41 38 22 16 7

Endoscopic injection of inert substance 85 105 109 80 63 59 74 216 267 243 112 108 54

into outlet of female bladder

Other SUI Procedures1 * 13 17 34 28 9 * * * 0 * 0 0

TOTAL 1776 1640 1700 1435 716 443 330 437 460 431 187 155 69

Stress incontinence (SUI) procedures (2010 – Present) / Source: Public Health Scotland (SMR01)





Impact of Mesh Halt
Clinical Practice in Urogynaecology

• Management of SUI

– Focus on conservative management

• Pelvic floor muscle training

• Vaginal devices

– Limited surgical options

• More invasive

• Bladder neck injections

• Impact on Surgical Training

– Learning curves / Opportunities









Impact of Mesh Halt
Clinical Practice in Urogynaecology

• HIGH VIGILANCE                                        
SCRUTINY

– Case selection / workup

– Consent procedure

– MDT discussion

– Trained operator

– Follow-up / Audit

– Database

– Accountable Officer

– Report complications 



Impact of Mesh Halt on Patients

• Focus on conservative management

– Better engagement

• Threshold                                                   
for presentation

• Mesh concerns

• Loss of trust

• Limited choice



Root Cause Analysis

• Where lies the problem?

– Mesh Material

– Suitability

(Balance stability / mobility)

– Application

• Surgical training

– Surgical expertise

– Clinical assessment / Patient selection

– Awareness of post-operative complications

• Patient information

• Appropriate decision making / MDT Involvement



Where are we now?

• Reduced mesh complications

• More patients with unresolved                 
stress incontinence

• Limited choices 

– Increased invasiveness

or 

– Reduced success rates



What should we aim for?

• Patient choice for effective treatment of 
stress incontinence

– Option of retropubic TVT 

• Longest experience / Complete removal possible

• Optimal governance

– Continuing “High Vigilance Scrutiny”

– Awareness of mesh complications

– Case selection for mesh removals

• Introduction of new procedures / devices 
only as part of well-designed clinical trials





PRIMUM NON NOCERE

“A good surgeon knows 
when not to operate”

Victor Bonney 1937

Thank You


