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Abstract
Background: Stress urinary incontinence is a very common issue encountered in clinical practice. Given

the abundance of treatment options, it can be difficult sometimes to choose the best technique for a certain patient.
Materials and methods: The aim of our study was to compare the outcome of laparoscopic Burch

colposuspension performed in our clinic in 35 patients in terms of postoperative continence and complications.
Results: In terms of continence we obtained the following results: 80% (28 patients) were continent after

the procedure, and 20% (7 patients) were not continent. The average complication rate was 5.24%, lower than the
average 10-20% reported in literature.

 Conclusion: In this context we consider that especially for young and sexually active patients the patient’s
preferences might shift towards the laparoscopic colposuspension technique.

Rezumat: Colposuspensia Burch laparoscopică – experienţa noastră

Incontinenţa urinară de stress reprezintă o afecţiune curent întalnită în practică. Datorită numeroaselor
opţiuni de tratament disponibile, alegerea celei mai bune technici pentru o pacientă anume poate fi dificilă uneori.

Material şi metodă: Scopul studiului nostru a fost de a evalua rezultatele obţinute privind rata de continenţă
postoperatorie şi complicaţii la 35 de paciente tratate în clinica noastră prin colposuspensie tip Burch.

Rezultate : în termeni de continenţă am obţinut următoarele rezultate : 80% (28 paciente) au fost continente
postoperator, iar 20% (7 paciente) nu au fost. Rata medie a complicaţiilor a fost de 5,24%, mai scăzută decât cea
raportată în literatură, de 10-20%.

Concluzie : În acest context, considerăm că preferinţele pacientelor s-ar putea orienta spre tehnica de
colposuspensie laparoscopică, în special în cazul pacientelor tinere şi active sexual.

Cuvinte cheie: colposuspensie, laparoscopie, incontinenţă urinară.

Introduction

Stress urinary incontinence (SUI), defined
as the involuntary urinary leakage on effort or
exertion, or on sneezing or coughing [1], is a

frequently encountered problem in women, affecting
up to 1/3 of women older than 18 years old in Europe
and 23%-38% women in the United States [2]. SUI
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represents almost half of all forms of female urinary
incontinence [3].

Various treatment options have been
proposed throughout time for the treatment of stress
urinary incontinence, ranging from duloxetine, muscle
training (Kegel maneuvers), weight loss, I-plasty,
Burch colposuspension, suburethral slings (retropubic
or transobturator), mini-slings, bone-anchored slings,
radiofrequency collagen microremodeling (Renessa),
transurethral bulking agents, artificial urinary sphincter
to periurethral balloon placement.

Given the abundance of therapeutic options,
it can sometimes be difficult to choose the appropriate
treatment. The gold standard nowadays is the
suburethral slings, for its proven efficiency and
minimal invasive approach. But it still remains a
procedure that can generate complications,
particularly due to the presence of the mesh. In the
last period, laparoscopic Burch colposuspension has
been making a come-back and competing with the
current golden standard. The current literature is
lacking in studies that report the outcome of
laparoscopic Burch in terms of continence and
complications, most of the studies comparing the
efficiency of laparoscopic Burch with open Burch or
with TVT/TOT slings. Given these circumstances,
we considered it was necessary to report our findings
in terms of continence rate and complications. We
also believe that laparoscopic Burch colposuspension
can be an excellent alternative to the subrethral sling
in certain cases, such as young women or children,
where the possibility of mesh related complications
cannot be accepted.

The open Burch colposuspension was first
described in 1961 and has been considered as the
gold standard for the treatment stress incontinence
for almost 50 years [4] with continence rates reported
in literature of 56% - 88% [4-6].

The Burch colposuspension can be
performed nowadays by minimal invasive surgery,
with less morbidity and a similar cure rates compared
to the open procedure - 70-80% [7-10]. It can be
performed both by trans-peritoneal or intra-peritoneal
approach.

The first reported retropubic surgery
performed via the laparoscopic approach was

described by Vancaillie and Schuessler in 1991 [5].
Two years later, in 1993, Liu and Paek reported the
laparoscopic colposuspension performed in 107 cases
with an overall success rate of 97.2%, and an overall
complication rate of 10.2%, concluding that the
laparoscopic approach is a feasible and safe
alternative to the abdominal procedure. [11]

Materials and methods

We performed a prospective study on 35
patients treated for urinary stress incontinence by
laparoscopic Burch colposuspension in the
Department of Obstetrics and Gynecology of
Timisoara County Hospital between January 2011 and
December 2012.

We have a follow up study, with a single
group of patients composed of women aged between
35 and 59 years.

For data analysis we used Microsoft Excel
and Epi Info7.

Patient selection: we included in our study
35 consecutive patients diagnosed with stress urinary
incontinence (positive cough test) who accepted to
be included in the study and to complete the post-
operatory follow-up.

Preoperative evaluation consisted in: local
examination, urodynamic study, assessment of
urethral hypermobility (Q-tip test).

We excluded from our study: patients with
previous anti-incontinence procedures, with genital
prolapse (that would require concomitant procedures),
patients with detrusor instability (documented by
urodynamic testing and the urinary diary).

All of the procedures were performed by the
same surgical team, with expertise in laparoscopic
surgery. Patients were followed-up for a period of
36 months, with a follow-up visit once every 12
months. On each visit patients were examined by
the same team. The follow-up visits consisted in:
speculum examination, cough test with full bladder,
and ultrasound exam in order to assess any
postmictional residual volume. Prior to each follow-
up visit each patient was asked to fill in a urinary
diary. During each visit the patient filled out a
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satisfaction questionnaire in order to assess the quality
of life.

The following parameters were targeted at
each follow-up visit: continence rate, de novo urgency,
dyspareunia, vaginal discharge.

Description of the procedure

With the patient in dorsal lithotomy position
the umbilical trocar is inserted and insufflation of the
peritoneal cavity is performed. Under direct
visualization two 5 mm trocars are inserted in the left
and right iliac fosae. After filling the bladder with
300cc of saline solution we proceeded to the incision
of the supravesial peritoneum. The assistant surgeon
exerts a downward traction of the supravesical
peritoneum using a grasping forceps. For the
peritoneal incision we recommend the use of
monopolar scissors. The incision is extended laterally
between the two obliterated umbilical arteries (the
lateral limit of incision), above the bladder. After the
incision of the peritoneum, the correct dissection
plane, which should be avascular, needs to be
identified. This is crucial in order to avoid hemorrhagic
complications. A mistake that can be often made is
performing the dissection too close to the bladder,
which can lead to bladder injuries. After the opening
of the space of Retzius a third 10mm trocar is inserted
suprapubically on the midline (at the level of the
opened space of Retzius). The dissection should be
continued until the identification of the iliopectineal
ligaments on the posterior surface of the pubic bones.
The iliopectineal ligament has a characteristic white-
silvery color. The dissection of the iliopectineal
ligaments is progressively carried on laterally starting
from the pubic symphysis. The external iliac vein
should be visualized laterally. Caudally, the pelvic wall
with the lateral insertion of the vagina to the arcus
tendineus of the levator ani muscles should be
visualized. The dissection is continued laterally. The
lateral margins of the bladder should be displaced
medially in order to achieve a good visualization of
the vaginal wall. In order to perform this, an assistant
lifts up the vaginal wall lateral to the Foley catheter
balloon. For the colposuspension stitch non-
absorbable suture material is required. The needle

with the suture is introduced through the suprapubic
trocar. The surgeon places two stitches on each side
that pass through the iliopectineal ligament and the
lateral vaginal wall. The needle passage should
include as much of the thickness of the vaginal wall
as possible, but without passing through. The assistant
uses a finger inserted in the vagina at this level in
order to allow correct passage and to medially
displace the bladder in order to avoid bladder injuries.
The knots are tied to achieve simple suspension. The
sutures should not be too tight, in order to maintain
the mobility of the uretrovesical junction. After the
colposuspension we performed the closing of the
peritoneum using absorbable running sutures. The
Foley bladder catheter was removed the first day
after surgery.

Results

The mean age of the patients included in our
study was 52 years (ranging from 35 to 59 years).

The mean body mass index was 25,67 ± 4.06
kg/m2 (range: 22.23-35.38 kg/m(2)). The mean
operation time and mean blood loss were 45 minutes
(range: 30-50 minutes) and 35 cc (range: 10-50 cc),
respectively.

The duration of hospital stay was on average
between 30-54 hours, approximately 54 hours for the
patients admitted the day before the procedure in
order to perform the preoperative exams, and
approximately 30 hours for the patients who had
already performed them previously.

In terms of continence we obtained the
following results: 80% (28 patients) were continent
after the procedure and 20% (7 patients) were not.
The continence rate we have obtained was similar to
the one reported in literature.

Regarding complications, dyspareunia was
encountered in only 1 patient (2.86%). Acute urinary
retention was also encountered in only 1 patient. De
novo urgency symptoms were encountered in 5
patients (14.29%). Hematuria was encountered in 2
patients (5.71%), and hematoma in 1 patient (2.86%).
Immediate reintervention was necessary in 1 patient
and long term complications requiring surgery also in
1 patient (2.86%). The average complication rate was
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5.24%, lower than the average 10-20% reported in
literature [12].

From the results we have obtained we can
conclude that the Burch procedure is a relatively safe
and technique, with a high success rate in terms of
continence (80%) and a low complication rate. All
the results are presented in Table 1.

Discussion

Complications of SUI surgery
There are certain complications that can

occur after surgery for urinary incontinence
regardless of the procedure used. Voiding
dysfunctions are among the most frequently
encountered complications after surgery for SUI.
After TOT procedures, the postoperative voiding
difficulties with significant post-voiding volume can
be encountered in about 15% of patients [22].

Persistent de novo urgency symptoms at
long term follow-up have a very wide range of
incidence reported in literature, from 3.1 to up to 27%
[14-18].  Regarding sling procedures, the location of
the tape seems to be related to the development of
de novo urgency [18-21]. Patients have described
de novo urgency as having a great impact on their
quality of life [22].

Dyspareunia represents an important issue,
especially in young and sexually active women. It is
more frequently encountered after sling procedures,
due to the risk of mesh related complications (erosion,
shrinkage or infection) or extensive fibrosis. Though
the pathogenesis is not well known for cases without
erosion or infection, certain theories have emerged
in order to explain the phenomenon of de novo
dyspareunia, such as the posterior migration of the
tape or the “para-urethal banding” (palpable bands
in the urethral folds) [22, 24]. The reported incidence
of dyspareunia after tape placement is approximately
6.2% [25, 26]. In our study he found a much lower
incidence after laparoscopic Burch (2.86%).

Bleeding is a complication that can be
encountered in all forms of surgery. For SUI
procedures, the average incidence of perioperative
hemorrhage is estimated at 2.7%, and can be
encountered as acute (arterial) or delayed (venous)

hematomas. Serious bleeding is rare and usually
occurs during surgery [27].

Hematuria can be a complication of both TOT
and laparoscopic Burch procedures. Persistent
hematuria is usually caused by injury to the bladder
or urethra. Transitory hematuria is more frequent
after Burch colposuspension due to bladder
manipulation. If the dissection is performed correctly,
bleeding during Burch colposuspension, acute or
delayed hematomas are very rare, because the
dissection planes of the Retzius space that are
avascular.

Mesh related complications
Ulmsten introduced in 1996 the tension free

vaginal procedure using polypropylene implants for
the treatment of SUI. Delorme described the
transobturator route a few years later (2001). Since
then, the sling procedures have gained popularity given
their high cure rates, short learning curves and minimal
invasive character.

In 2008 the FDA started to issue warnings
regarding the use of mesh implants in the treatment
of pelvic organ prolapse, and in 2014 reclassified the
polypropylene mesh as high risk [28]. Though the
tape use for the treatment of SUI has not been yet
an issue of the FDA’s warnings, both doctors and
patients have started to have doubts regarding the
safety of the procedure. This insecure climate has
opened the door to different procedures to regain
terrain, such as Burch laparoscopy. Also the
development of mini-slings, in order to use as less
synthetic material as possible, is a sign that the
polypropylene mesh seems to be an issue.

Mesh erosion and tape infection are specific
complications of the sling procedures. The incidence
of mesh erosion (exposure, extrusion or perforation)
described in the literature varies widely from 0–33%,
with a mean incidence of 10.3% [29, 30].

Tape infection, though rarely described, can
be severe. The incidence ranges from 0-8% and it
can occur with or without mesh exposure [29, 31, 32].

Advantages of Burch
Chrzan et al reported a series of 8 cases of

laparoscopic Burch colposuspension performed in

Laparoscopic Burch colposuspension – our experience
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children with refractory stress urinary incontinence
with bladder neck insufficiency in which noninvasive
methods had failed. Though they report the procedure
as being more difficult to perform than in adults
because of the narrow operating field, the results of
the procedure are encouraging, with cure/
improvement rates as high as 75% immediately after
the procedure and 62.5% at the six months follow-
up [33].

De Cuyper et al 2008 evaluated the outcome
of laparoscopic Burch colposuspension in 16 women
with recurrent SUI after failed primary suburethral
tape procedures and concluded that laparoscopic
Burch procedure is an effective and safe surgical
option for the treatment of this kind of patients. The
average satisfaction rate after the procedure was 9.3
(on a scale from 0 to 10) [34].

The laparoscopic Burch colposuspension can
be also performed during other laparoscopic
procedures such as laparoscopic hysterectomy. When
performed alone, it offers the advantage of exploring
the peritoneal cavity during and the possibility of
performing concomitant procedures if needed, such
as paravaginal repair, kystectomy, adnexectomy etc.

Conclusions

The Burch colposuspension is an important
minim invasive treatment for urinary stress
incontinence, with similar cure rates to open surgery
and mesh repair, offers the benefits of minimal
invasive surgery and avoids the complications caused
by mesh implant.

From the results we have obtained we can
conclude that the Burch procedure is a relatively safe
and technique, with a high success rate in terms of
continence (80%) and a low complication rate.

The technique has been used even in children
with refractory stress urinary incontinence with
bladder neck insufficiency in which noninvasive
methods had failed, and the results were encouraging.

The laparoscopic Burch colposuspension can
be also performed during other laparoscopic
procedures such as laparoscopic hysterectomy. When
performed alone, it offers the advantage of exploring

the peritoneal cavity during and the possibility of
performing concomitant procedures if needed, such
as paravaginal repair, kystectomy, adnexectomy etc.

Though the procedure is more difficult to
perform and the cost are estimated to be higher
compared to the transvaginal slings, the incidence of
significant complications of polypropylene meshes
reported in literature is starting to shift the balance,
because many surgeons are finding the complication
rate not to be acceptable, especially in young women
and children.

The laparoscopic Burch colposuspension
reduces to minimum the risk of dyspareunia,
hematoma and other specific mesh-related
complications, which is very important in young
patients.

In this context we consider that especially
for young and sexually active patients the patient’s
preferences might shift towards the laparoscopic
colposuspension technique.

Ethics approval and consent to
participate - Written informed consent was obtained
from all patients prior to their inclusion in the study.
All procedures have been performed in accordance
with the ethical standards laid down in the 1964
Declaration of Helsinki and its later amendments.
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