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Introduction
According to the International Continence Society (ICS), urinary 
incontinence is the inability to control urination [1]. The term uro
cleusia is used to describe urinary incontinence related to stress, 
which occurs because of physical exertion, such as sneezing, 
coughing, laughing, and exercising, which causes an increase 
in abdominal pressure [1]. Because urinary incontinence often 
occurs in social situations, it negatively affects the quality of life 
[2]. It is demonstrated that its frequency in female patients ranged 
widely between 4.5% and 53% [2]. Recent studies showed that 
several physiopathological or iatrogenic factors were related to the 
increased frequency of urinary incontinence, including chronic lung 
diseases, such as Chronic Obstructive Pulmonary Disease (COPD), 
in addition to constipation, heavy exercise, obesity, gynecological 
operations, other invasive approaches (e.g., cancer surgery, bladder 
length surgeries), and normal delivery [3,4]. 

Various methods are used in the treatment of stress incontinence. In 
1949, Marshall-Marchetti-Krantz first defined the surgical operation 
as the hanging of the periurethral tissues to the symphysis pubis 
[5]. Subsequently, in 1961, Burch modified the definition to the 
hanging of the periurethral tissues to the iliopectineal ligament 
[6]. In 1978, Tanagho suggested the stabilization of instead of 
the hanging the paraurethral tissues because of complications 
during postoperative urination after burch colposuspension [7]. In 
1991, Vancaillie [8] developed the laparoscopic colposuspension 
technique, which can also be performed by robotic methods 
[9,10]. Currently, although Burch colposuspension (BC) is the 
classical treatment, sling operations are being used to replace this 
modality [11]. 

Urgency, frequency, stranguria, and nocturia, are a long-term problem 
of colposuspension [12]. In this study, we aimed to compare the 
ratios of the long-term satisfaction of patients in whom BC and total 
abdominal hysterectomy operations were performed with those of 
patients in whom burch colposuspension was performed because 
of stress incontinence.
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Long Term Patient Satisfaction 
of Burch Colposuspension with 

or Without Concomitant Total 
Abdominal Hysterectomy

ABSTRACT
Introduction: Urinary incontinence negatively affects the quality 
of life. Various methods are used in the treatment of stress 
incontinence. Burch colposuspension (BC) is the classical 
treatment of urinary incontinence.

Aim: To compare the long-term satisfaction in patients receiving 
BC with or without concomitant total abdominal hysterectomy.

Materials and Methods: One hundred and twenty patients with 
stress incontinence underwent burch colposuspension with or 
without concomitant total abdominal hysterectomy. Ninety-three 
(77.5%) patients were interviewed by telephone. Of these, 91(75, 8%) 
patients agreed to participate in the study. The patients were divided 

into two groups according to the type of the surgical procedure. 
Group 1(N=48, 52.7%) had received burch colposuspension with 
concomitant total abdominal hysterectomy. Group 2 (N=43, 47.3%) 
had received burch colposuspension without concomitant total 
abdominal hysterectomy. 

Results: In Group 1, 41 patients (85%) were satisfied with the 
surgery and did not complain of urinary incontinence (p<0.05). 
In Group 2, 37 (86%) patients were satisfied with the surgery 
(p<0.05).

Conclusion: There were no difference in patient satisfaction be
tween hysterectomy and BC and only BC to treat incontinence. 
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Materials and Methods
The local ethics committee approved this retrospective study, 
which included 120 patients with benign gynecological disorders 
and stress incontinence who underwent BC with or without a 
concomitant Total Abdominal Hysterectomy (TAH) procedure 
between January 2004 and January 2012. Ninety-three (77.5%) 
patients were interviewed by telephone [Table/Fig-1]. After the 
telephone interviews, 91 (75.8%) patients were divided into two 
groups, as shown in [Table/Fig-2]. The patients in Group 1 (N = 
48, 52.7%) received burch colposuspension with concomitant 
total abdominal hysterectomy. The patients in Group 2 (N = 43, 
47.3%) received burch colposuspension without concomitant total 
abdominal hysterectomy. 

In the TAHBC procedure, all patients underwent general anesthesia 
and endotracheal intubation. A foley’s catheter was inserted into the 
bladder as a standard procedure. A Pfannenstiel incision was made 
to access the abdomen. After the hysterectomy procedure was 
completed, the parietal peritoneum was sutured with 3/0 Vicryl™ 
(Polyglactin 910 Suture, Ethicon Co. USA). The rectus muscles were 
then separated in the midline. Soft downward pressure behind and 
lateral to the pubic symphysis provided access to the retropubic 
space of Retzius. In the dissection of the retropubic space, the 
bladder neck and Cooper’s ligament were exposed. The bladder 
neck was identified by the assistant operator’s vaginal palpation of 
the Foley catheter bulb. In each procedure, two sutures were placed 
on each side of the urethra (midurethral level) and 2 centimeters 
above the vagina (not through the vaginal mucosa). Sutures were 
then placed in both sites in the Cooper’s ligament. The sutures 
were then tied tension-free, which was helped by placing a gloved 
hand in the vagina. We used 2/0 Prolene™ (Polypropylene Suture, 
Ethicon Co. USA) non-absorbable surgical sutures. At the end of 
each surgery, a control cystoscopy was performed to rule out injury 
to the urinary tract.

In the BC procedure, all patients underwent general anesthesia 
with endotracheal intubation. As in the TAHBC procedure, a Foley’s 
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catheter was inserted into the bladder. A Pfannenstiel incision was 
made to access the retropubic space. The rectus muscles were 
then separated in the midline. Soft downward pressure behind and 
lateral to the pubic symphysis provided access to the retropubic 
space of Retzius, care was taken to avoid entry into the peritoneal 
cavity. In the dissection of the retropubic space, the bladder 
neck and Cooper’s ligament were exposed. The bladder neck 
was identified by the assistant surgeon’s vaginal palpation of the 
Foley catheter bulb. In each procedure, two sutures were placed 
on each side of the urethra (midurethral level) and 2 centimeters 
lateral to the urethra (not through the vaginal mucosa). Sutures 
were then placed in both sites in the Cooper’s ligament. The 
sutures were tied tension-free, which was helped by placing a 
gloved hand in the vagina. We used 2/0 Prolene™ (Polypropylene 
Suture, EthiconCo. USA) non-absorbable surgical sutures. At the 
end of each surgery, a control cystoscopy was performed to rule 
out injury to the urinary tract. 

All patients underwent intraoperative antibiotic prophylaxis with 
Cefamezin 1000 mg IV flaconsTM (cefazolin) and did not receive 
additional antibiotics postoperatively. The Foley,s catheter was 
extracted at 24 hours postoperatively. The patients who agreed to 
participate in the study were asked to complete a questionnaire 
by telephone. The questionnaire requested information about 
demographics, urinary incontinence status, patient satisfaction, and 
postoperative complications. Patient satisfaction was determined 
when the patient did not indicate postoperative incontinence.

statistical analysis
SPSS software (version 15.0 for Windows evaluation) was used 
for the data analysis. A Chi-square test was used to compare 
continuous data between the two groups. A p-value less than 0.05 
was considered statistically significant.

Results
The median patient age was 48 (range, 34–70 years), and the 
mean follow-up time was 88.4 ± 5 (range, 36–108 months). The 
demographic data of the patients are shown in [Table/Fig-3], and 
the patients’ satisfaction is shown in [Table/Fig-4].

In group 1, the mean patient age was 49.7 (range, 44–70) years, 
and the mean follow-up time was 90.3 (range, 36–108) months. In 
group 2, the mean patient age was 46 (range, 34–60) years, and the 
mean follow-up time was 88.4 (range, 36–108) months.

The evaluation of the patients in Group 1 showed that 41 patients 
(85%) were satisfied with the surgery and did not complain of urinary 
incontinence (p <0.05). The remaining seven patients were not 
satisfied with the surgery. Four patients complained of continued 
incontinence, and three patients complained of continued partial 
incontinence [Table/Fig-1].

The evaluation of the patients in Group 2 showed that 37 patients 
(86%) were satisfied with the surgery (p <0.05). Six patients indicated 
that they were not satisfied with the operation, and they complained 
of continuing incontinence [Table/Fig-1].

[Table/Fig-1]: Sample flow chart

TAHBC
(Group 1 n=68)

BC
(Group 2 n=52)

Total patients 68 (56.6%) 52 (43.4%)

Reached 50 (73.5%) 43 (82.6%)

Not reached 16 (23.5%) 9 (17.3%)

Died 2 (2.9%) 0 

Study accepted 48 (96%) 43 (100%)

Study not accepted 2 (4%) 0 

[Table/Fig-2]: Patient status

TAHBC
(Group 1 n:48)

BC
(Group 2 n:43) Total

Age (year) 49.7 (44-70) 46 (34-60) 48 (34-70)

Marital status

Married 44 (92%) 39 (91%) 83 (91%)

Single 0 (0%) 0 (0%) 0 (0%)

Divorced 4 (8%) 4 (9%) 8 (9%)

Delivery status

Caesaerean 11 (23%) 20 (46%) 31 (34%)

Vaginal delivery 37 (77%) 23 (54%) 60 (66%)

Nulligravida / nullipara 0 (0%) 0 (0%) 0 (0%)

Education

Illiterate 9 (19%) 2 (4.5%) 11 (12%)

Primary education /  
high school

21 (44%) 24 (56%) 45 (50%)

University 18 (37%) 17 (39.5%) 35 (38%)

Chronic disease

Cardiac disease 16 (33%) 10 (23%) 26 (29%)

Pulmonary disease 8 (17%) 4 (9%) 12 (13%)

Other 24 (50%) 10 (23%) 34 (37%)

Non 0 (0%) 19 (45%) 19 (21%)

Weight (kg) 71 (50-130) 64 (50-120) 69 (50-130)

Height (cm) 157 (150-175) 158 (150-175) 157 (150-175)

[Table/Fig-3]: Demographic data of the patients

TAHBC
(Group 1 n:48)

BC
(Group 2 n:43) p

Follow-up time (month) 90.3 (36-108) 88.4 (36-108) NS

Incontinence/urgency/ 
frequency/ stranguria/ 
nocturia (-)

41 (85%) 37 (86%) NS

Incontinence/ urgency, 
frequency/ stranguria/ 
nocturia (+)

7 (15%) 6 (14%) NS

[Table/Fig-4]: Patient satisfaction

Discussion
Urinary incontinence is a common occurrence that negatively 
affects the quality of life [2]. Stress incontinence is a type of urinary 
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incontinence that is commonly seen in elderly and middle-aged 
female patients. Its development is caused by weakness in the 
pelvic base weakness and urethral hypermobility [1]. Because of the 
increase in the elderly population and the extension of the average 
life span, the number of cases of urinary incontinence is gradually 
increasing. Moreover, the extended life span of patients after surgery 
has increased the importance of the long-term success of the burch 
colposuspension procedure. 

In the treatment of stress incontinence, in addition to medical 
treatment, various surgical methods that are performed vaginally 
or suprapubically have been suggested [13]. The main purpose 
underlying the use of these methods is to correct the distorted urethral 
angle by locating the urethra in a high retropubic position [14].

In the extant literature, one study compared the satisfaction of 
patients who had received BC with TAHBC. However, few studies 
have considered the long-term satisfaction of patients. Most studies 
used short pursuit periods (<5 years) [15]. However, other studies 
showed that the rates of failure and relapse after BC increased over 
time [15]. In a study by Alcalay et al., the pursuit period was 10 to 
20 years. In this study, the rates of BC success were evaluated at 
69% [16]. In another study performed by Meltomaa et al., the long-
term success rates were similar in patients who received abdominal 
hysterectomy with burch colposuspension and patients who 
received only burch colposuspension, at 81% and 77%, respectively 
[17]. Short-term cure rates of 73% to 92% were reported [18]. The 
effectiveness of this surgical technique persisted over a long term. 5 
to 10 years after their surgery, approximately 70% of patients were 
still continent [12]. In the present study, the results showed that the 
levels of patient satisfaction with TAHBC and BC were 84% and 
86%, respectively.

Eight risk factors that can cause failure after BC were demonstrated 
[19] : 1) diagnosis not according to ICS standards; 2) incorrect 
surgical procedure or surgical mistake; 3) previous surgical 
approaches that caused shortening of the vagina walls and urethra; 
4) low preoperative urethral closure pressure (<20 cm H2O); 5) 
presence of detrusor hyperactivity; 6) preoperative negative ped 
test; 7) hypoestrogenism related to age; 8) denervation developed 
during delivery. In our study, postoperative satisfaction was not 
indicated in seven patients in Group 1 and six patients in Group 
2. The patients were called regarding a control examination. The 
evaluation found incorrect surgical procedures in five patients and 
hypoestrogenism related to age in two patients who had received 
TAHBC, which were considered the factors causing failure. In the 
patients who received BC, detrusor hyperactivity in three patients 
and incorrect surgical procedure in three patients were the causes 
of patient dissatisfaction. Nevertheless, the satisfaction rates of 
78 patients were evaluated at 85.7%, which indicated that these 
patients were satisfied with the operations they received.

limitations
Shortcomings of study; Small sample size limits ability to comment 
on lack of differences identified in efficacy.

Balancing the limitations with your study’s strengths, we described 
the long-term outcomes and we provided a helpful report of efficacy 
and safety for a surgical approach (the Burch) that’s not dead and 
perhaps making a resurgence given current mesh controversy.

Conclusion
Our study showed high satisfaction rates in both groups in which BC 
was performed because of stress incontinence. We detected that 
there is not difference in patient satisfaction between hysterectomy 
and BC and only BC to treat incontinence. 
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