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Objectives: Stress Urinary Incontinence (SUI) is highly prevalent, noticeably deteriorating

quality of life. The current surgical treatment is performed through minimally invasive techniques that are quite rapidly evolving. The objective of this study is to analyze the comparative
efficiency, from the perspective of the health system, of surgical treatments for patients with
SUI through the use of the single-incision mini-sling (SIMS), MiniArc™ (American Medical
Systems, Inc), in relation to the transobturator sling, TVT-O.
Methods: Cost-effectiveness analysis based on the results of interventions performed with
TVT-O (2005-2008) and MiniArc™ (2008-2011) in women with a diagnosis of SUI. The
clinical result was an objective cure at 12 months (pad-test <1 g/h). The costs were the direct
healthcare costs (diagnostic and surgical procedures, medical devices, medications, hospital
stay times and staff). Later, different sensitivity analyses were conducted.
Results: The two groups were homogenous regarding the principal base characteristics. No
statistically significant difference in effectiveness between MiniArc™ (93.2%) and TVT-O
(86.5%) was observed. The total annual cost per patient was less with MiniArc™ (2,059€, 95%
CI: 1,914; 2,285; 2,543$, 95% CI: 2,364; 2,822) than with TVT-O (2,821€, 95% CI: 2,661;
2,997; 3,484$, 95% CI: 3,287; 3,701), causing an estimated savings of 762€, 95% CI: 516; 987
(-941$, 95% CI: -1,219; -637). The sensitivity analysis showed that the probability of association MiniArc™ with the lowest cost was close to 100% in almost all the cases.
Conclusions: The use of MiniArc™ is associated with a 762€, 941$ per patient reduction in the
average annual cost, compared to TVT-O, while maintaining a similar effectiveness.
KEYWORDS: Cost-effectiveness; Single-incision mini-sling; Transobturator.
ABBREVIATIONS: SIMS: Single-incision mini-sling; TVT-O: Tension-free Vaginal Tape Obturator; SUI: Stress Urinary Incontinence; ICIQ-SF: International Consultation on Incontinence
Questionnaire-Short Form; ICER: Incremental Cost Effectiveness Ratio; 95% CI: 95% Confidence Interval; SD: Standard Deviation.
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INTRODUCTION

Stress Urinary Incontinence (SUI) is the involuntary loss of urine triggered by physical activity such as coughing, laughing, etc., which coincides with an increase in abdominal
pressure. It is most commonly caused when the urethra is hyper mobile because of problems
with the muscles of the pelvis and hyperactivity of the detrusor. This pathology affects a significant proportion of women, especially beginning at 30 years of age, notably deteriorating
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quality of life.1 The objective of its treatment is improving the
patients’ quality of life. Once pharmacological treatment or muscular rehabilitation of the pelvic floor is not enough, surgery is
used.2 In 1996, Ulmstein et al3 used a tension-free suburethral
vaginal sling (Tension-free Vaginal Tape, TVT), performing an
intraoperative review cystoscopy to test bladder integrity. Later,
to reduce complications associated with retropubic placement of
the TVT, Delorme et al4 approached the technique more simply
as it did not require the review cytoscopy, by implanting a transobturator sling (Tension-free Vaginal Tape, TVT-O). Finally, a
third generation of slings appears, with a single incision as well
as reduced size, called mini-slings,5,6 among which are TVTSecur™ and MiniArc™, which are affixed using an obturator
needle.

prior approval from the hospital’s corresponding Research Ethics Committee was obtained. The basal severity was measured
with Sandvick’s test7 (consists of two questions, regarding frequency and amount of leakage), and the International Consultation on Incontinence Questionnaire-Short Form, ICIQ-SF8 (that
provides a measure to assess the impact of symptoms of incontinence on quality of life and outcome treatment by using 4 items,
being severe incontinence if there is an score bigger than 12).
An economic evaluation of the surgical options, MiniArc™ and
TVT-O, was performed to estimate the incremental costs and
benefits of surgical treatments for the patients who presented
with stress urinary incontinence. The analysis was carried out
in a 1 year time horizon and from the perspective of the Spanish
National Health System. The type of analysis was cost effectiveness; a cost minimization analysis would be carried out if there
was not a significant statistical difference of clinical result. The
result of the analysis is expressed as the Incremental Cost Effectiveness Ratio (ICER), calculated using:

The Spanish National Health System presents a universal coverage, and it is funded from taxes and predominantly operates within the public sector. Provision is free of charge-with
the exception of the drugs prescribed. Nowadays, knowledge
of the efficiency of new technology has become indispensable,
for the sake of a rational allocation of health resources. For this
= CostMiniArc − CostTVT −O
reason, the objective of the present study is to estimate the increICER
= EffectivenessMiniArc − EffectivenessTVT −O
mental cost effectiveness ratio of surgical treatment of patients
with SUI using the MiniArc™ compared to TVT-O, from the
perspective of the health system.
In the case of performing a cost minimization analysis,
MATERIAL AND METHODS
the final result corresponds to the difference between the costs of
each option.
Data obtained from medical records of patients who
had undergone interventions consecutively in one hospital for
A mathematical model was designed to estimate the
SUI between 2005 and 2011 were analyzed retrospectively. The overall cost per patient during 12 months of follow-up. The
follow-up period for data collection was 12 months. All patients model was based on the flow of follow-up processes in care of
signed the corresponding informed consent form; additionally, patients in the hospital (Figure 1)
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Figure 1: Process flow diagram carried out in surgical treatment of patients with stress urinary incontinence
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Given the health system’s perspective, only direct healthcare
costs were included.9 The cost analysis was carried out using the
bottom-up method. Briefly, this method identifies, quantifies and
evaluates the individual costs of each phase of the process:
a) Preoperative, which includes everything from the visit when
the decision to surgical intervention is made (consultations for
clinical history and overall evaluation, diagnostic and laboratory
tests and urodynamic evaluation);
b) Interventional, including everything from the moment of the
intervention until patient’s discharge from the hospital (time of
the surgical intervention and the health professionals and hospital stay);
c) Post-operative, where the events that have occurred since hospital discharge after surgery up to 12 months follow-up (consultations, diagnostic and laboratory tests, and management of
complications) are analyzed.
The unit prices of consultations, diagnostic testing
and laboratory tests are taken from the hospital’s analytical accounting; the prices of medications used were extracted from
the BOT Plus database from the General Council of Spanish
Pharmacists;10 operating room times and the times of the health
professionals were taken from the hospital registries of each patient who underwent surgery. All costs are expressed in 2013
euros (and US dollars), updating them to that year if necessary,
according to the general CPI of the National Statistics Institute
of Spain.
The total cost (Tc) is calculated using the corresponding
cost of each phase (i):
n

Tc = ∑q( i ) * c( i )
1

q being the frequency of use of each resource and c the unit
price.
Once the total cost was estimated, the bootstrap
method11,12 was used to analyze the uncertainty associated with
the obtained result of each surgical option. Briefly, bootstrap is
a nonparametric method, which, through a resampling process
with replacement, generates a large quantity of samples with the
same size as the original, allowing one to estimate a probabilistic
distribution to calculate the statistic of interest, in our case, the
dispersion of the average cost using its confidence interval at
95% (95% CI).
Finally, the average cost of the difference between the
use of TVT-O and MiniArc™ was calculated, then proceeding
to estimate the probability that MiniArc™ was less costly than
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TVT-O, analyzing for each iteration obtained in the bootstrap:

[ Prob{( CostMiniArc − CostTVT −O ) < 0}
Clinical effectiveness was expressed using the objective cure rate at 12 months follow-up, defined as the absence of
urine loss, manifested with a negative pad test result (urine loss
of <1g in 1 hour).13 Additionally, the secondary complications
of each surgical option were analyzed: intraoperative complications such as bladder perforation, early complications (in the first
month after surgery) such as hematoma, groin pain or urethral
obstruction, and late complications (after the first month) such
as vaginal erosion, difficulty urinating, new urgency or urinary
tract infection (UTI) (repeated).
When comparing the two groups, continuous variables
were analyzed using the Student’s t test, and categorical ones
using Chi-square test; difference between proportions was estimated using Wald method. The statistical package used was
SPSS 17.
Different sensitivity analyses were performed, evaluating the robustness of the result through variation of the value of
the most relevant variables. As such, the hospital stay of patients
who received the TVT-O was reduced to bring it in line with
the stay of MiniArc™ patients (0 days), the cost of the hospital
stay was varied within a wide margin (±25%), attending to the
variability existing between different centers; additionally, taking the variability of the price of the devices into account, the
corresponding price of MiniArc™ varied some ±25%.
RESULTS
Patient Characteristics

The information corresponding to 81 patients was collected, 37 of whom had undergone surgery through the available
technique at the time of the TVT-O (2005-2008) and the remaining 44 of whom with MiniArc™, beginning when this device
was available (2008-2011). The patients’ clinical parameters that
were most relevant to the economic study are included in Table
1.
MiniArc™ (SD)

TVT-O (SD)

Number of patients

44

37

p

Age (yr)

58.9 (11.0)

58.3 (11.3)

0.816

Body Mass Index (kg/m2)

27.9 (4.7)

31.1 (5.7)

0.009

Parity (n)

2.5 (1.2)

2.3 (1.3)

0.547

Sandvik’s test

4.32 (1.22)

4.38 (1.32)

0.833

ICIQ-SF Questionnaire

14.50 (1.77)

14.95 (1.39)

0.208

Table 1: Baseline characteristics of patients who underwent the surgical interventions
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Clinical Results

The principal clinical result, objective cure of the patient at 12 months, was slightly greater with MiniArc™ (41/44;
93.2%; SD: 3.8) than with TVT-O (32/37; 86.5%; SD: 5.6), although a significant statistical difference was not present (6.7%,
95% CI: -6.6; 20.0; χ2: 0.40; p: 0.527). For that reason, the adopted economic analysis was cost minimization, exclusively
evaluating the costs associated with each surgical option, since
there was a statistical equivalence of clinical results.

The main difference is found in the intervention phase, showing
a significant reduction in resources used during that phase with
MiniArc™.
To estimate the overall cost of patient care, the unit
prices described in Table 3 were used, which multiplying the
frequency of use of each to estimate the cost of each phase.

No intraoperative complications were observed in either of the analyzed surgical options. Only 3 cases of early complications were observed (1 with MiniArc™ and 2 with TVT-O)
without showing a statistically significant difference between
the two techniques p: 0.553). With regard to late complications, statistically different differences in vaginal erosion (1 case
with TVT-O) difficulty urinating (2 with MiniArc™ and 3 with
TVT-O; p: 0.506), new urgency (6 with MiniArc™ and 10 with
TVT-O; p: 0.131) were not observed either. The only difference
was with repeated UTIs (1 with MiniArc™ and 13 with TVT-O;
p<0.05)
Costs

The relevant resources used in patients with one or the
other therapeutic option, as well as the average number of units
used are expressed in Table 2.
MMiniArc TMSD)

TVT-O)

p

Gynecological visit

1.00

1.14

0.129

Ultrasound scan

1.09

1.00

0.061

Urodynamic test

1.05

0.97

0.095

Urine sediment

0.98

0.58

0.013(*)

Rehabilitation

4.91

2.54

0.097

Theater (min)

39.66

54.24

<0.001(*)

Gynecologist (min)

24.68

42.65

0.001(*)

Anaesthetist (min)

57.57

50.68

<0.001(*)

Nurse (min)

46.61

54.38

<0.001(*)

0

3.14

<0.001(*)

Health Resource

Unit Price (€; ($))

Gynecologist visit

35.00€ ; (43.23$)

Ultrasound scan

43.00€ ; (53.11$)

Urodynamic test

201.72€ ; (249.14$)

Urine sediment

7.00€ ; (8.65$)

Rehabilitation Session

14.07€ ; (17.38$)

Theater (min)

2.50€ ; (3.09$)

Gynecologist (min)

0.81€ ; (1.00$)

Anaesthetist (min)

0.90€ ; (1.11$)

Nurse (min)

0.46€ ; (0.57$)

Nurse’s Assistant (min)

0.29€ ; (0.36$)

MiniArc™

680.40€ ; (840.34$)

TVT-O

646.76€ ; (798.79$)

AMS Room

76.17€ ; (94.07$)

Hospital stay (days)

288.90€ ; (356.81$)

TVT-O: Tension free Vaginal Tape Obturator; MAS: Major ambulatory
surgery
Table 3: Unit prices of the principal resources used (€; ($), 2013).

Preoperative phase

Intervention phase

Hospital stay (days)
Post-operative phase
Gynecologist (visit)

4.09

3.84

0.046(*)

Ultrasound scan

2.18

2.41

0.345

Urodinamic test

1.02

1.08

0.535

Urine sediment

1.98

0.00

<0.001(*)

0

0.65

<0.001(*)

Rehabilitation

Table 2: Healthcare resources used for patient management with each therapeutic option. (*):
statistically significant difference
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The result of the analysis after performing the bootstrap
indicated that the average cost associated with MiniArc™ was
lower (2,059€; 2,543$), showing a statistically significant difference with respect to TVT-O (2,821€; 3,485$), with an average
savings of 762 euros (941$) (t: -5.6636; p: 1.99) per patient in
the first year of follow-up (Table 4). Additionally, a 100% probability of producing this cost savings was estimated.

Therapeutic Alternative

Cost (€;$) (95% CI)

Difference (95% CI)

MiniArc™

2,059€ (1,914; 2,285);

-762€ (-987; -516);

2,543$ (2,364; 2,822

-941$ (-1,219; -637)

TVT-O

2,821€ (2,661; 2,997);
3,484$ (3,287; 3,701)

Table 4: Results of costs obtained with MiniArc™ and TVT-O in the base case

The results of the costs, disaggregated according to the
previously defined phases, show that the intervention phase constitutes the cost determinant in the group of patients who had
MiniArc™ placement (Table 5).
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Preoperative

Intervention

Post-Operative

Open Journal

Alternative

Cost (95% CI)

Difference (95% CI)

MiniArc™

369 (339; 399)

51 (11; 90)

TVT-O

317 (293; 344)

MiniArc™

950 (941; 961)

TVT-O

1,832 (1,770; 1,934)

MiniArc™

740 (591; 915)

TVT-O

676 (583; 820)

-984 (-988; -817)

64 (-135; 286)

Table 5: Average cost disaggregated by time components of the process

That is essentially due to the fact that the surgery is
performed as an outpatient procedure, which is less normal in
the case of TVT-O (mean stay: 3.14 days, range: 2-9) because of
pain.
Sensitivity Analysis

In the univariate sensitivity analysis, a reduction of costs
associated with the use of MiniArc™ was maintained when the
hospital stay was reduced by 25% (555€, 95% CI: 252; 779;
685$, 95% CI: 311; 962) or was increased by the same proportion (966€, 95% CI: 692; 1,242; 1,193$, 95% CI: 855; 1,534).
Additionally, given that the length of the hospital stay forms a
relevant variable in the cost, a sensitivity analysis was carried
out, modifying the time in an interval of 2 to 0 days, estimating
that the probability of cost savings with MiniArc™ was 100%,

http://dx.doi.org/10.17140/SROJ-1-103

90% and 9% for an average stay of patients treated with TVT-O
of 2, 1, and 0 days, respectively (Figure 2). On the other hand, if
the cost of MiniArc™ were reduced by 25% the reduction of the
overall cost would increase to 919€ (95% CI: 651; 1,163),1,134$
(95% CI: 804; 1,436) ; in the case of a 25% increase in the price
of the device, there would still be a cost savings, estimated at
575€ (95% CI:313; 832), 710$ (95% CI%: 387; 1,028). (Figure
2)
DISCUSSION

Based on the results found, surgical treatment withMiniArc™ for patients diagnosed with stress urinary incontinence is associated with a comparable clinical effectiveness to
that obtained with Tension-free Vaginal Tape Obturator (TVTO),without any significant difference in the occurrence of complications observed, except for repeated UTIs, which were fewer
in patients who had undergone surgery with MiniArc™. However, the use of MiniArc™ produces a significant reduction of 762€
(95% CI: 516; 987), 941$ (95% CI: 637; 1,219), in the total cost.
The equivalent effectiveness between the two surgical
options has already been shown previously. An exploratory, randomized phase 2 study14 analyzed the objective response, measured using the pad test at 12 months, and shows a slight difference in favor of MiniArc™. Later, a randomized controlled
trial,15 which has evaluated the objective cure rate of MiniArc™
compared to the transobturator standard midurethral sling,

Figure 2: Graphic representation of the bootstrap (after 1000 iterations) to estimate the probability that the treatment with MiniArc™ would be less costly with
respect to the different stays with TVT-O. The points above the threshold indicate a lower MiniArc™ cost; those below indicate a greater cost.

Surg Res Open J
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Monarc™, concludes that MiniArc™ presents an objective cure
rate that is not inferior to the other option (89% v. 91%, respectively; p: 0.65) nor subjective cure (83% v. 86%, respectively; p:
0.46) while post-operative pain is greater (p<0.01). Additionally,
systematic reviews have been performed that confirm this fact:
Mostafa et al16 have compared the effectiveness of the single-incision minislings vs. TVT-O and similar slings, concluding that
there is no significant difference in the objective cure rate (RR:
0.98; 95% CI: 0.94; 1.01 at 18.6 months) although MiniArc™
shows a shorter recovery time to return to daily activities (5.08
v. 7.20 days). The demonstration of equivalence in the effectiveness results is essential for the choice of the type of economic
analysis.17 This fact led to the decision to perform a cost minimization analysis, for which the variable in the result is the difference between the total average cost of each evaluated option,
having estimated a reduction of costs associated with the use of
MiniArc™.
The cost determinants, which explain the result, consist
of the shorter intervention time and the performance of the surgery with MiniArc™ as an outpatient procedure. The hospital
stay is a relevant factor in the cost difference, which is why that
variable was analyzed in depth. On one hand, the duration obtained in our study is in accordance with other practices in our
country, as is shown in the recent study from Castroviejo-Royo
et al,18 who indicated a stay of 3.83±2.46 days in patients treated using TVT-TOT. Girvent et al19 analyzed interventions with
TVT-O, obtaining an average stay of 2.7 days, equal to what was
reported by others, such as Úbeda et al20 or Álvarez Cañadas et
al.21 A slightly shorter stay was described by Navazo et al22 (1.5
days, range: 1-5) or Zullo et al23 (1, 1±0.3 days). However, the
performance of the technique under anesthesia-sedation as an
outpatient procedure has been described,24 for which there was
no stay. Thus a great variability can be observed in our country
regarding hospitalization time after surgical intervention. For
these reasons, the sensitivity of the obtained result to the length
of the hospital stay was analyzed, estimating the average cost
associated with TVT-O according to different lengths of hospital
stays (between 3 and 0 days), showing a higher probability of a
lower cost with MiniArc™ in almost all analyzed cases.
We have not found an economic study that compares
the cost of MiniArc™ with that of TVT-O. Nevertheless, Montesino et al25 have recently evaluated the efficiency of surgical
treatment – with mini-slings or TVT-O, compared to no surgery
in a sample of women with stress urinary incontinence, mixed
urinary incontinence, and incontinence associated with prolapse.
However, as comparison of the evaluated procedures is not the
objective of their study, they did not disaggregate the result by
type of procedure or incontinence. They concluded, however,
that surgery with minis lings is an efficient option for the National Health System. In another recent study, Boyers et al26 had
estimated the relative efficiency of TVT-O and another singleincision minis ling, Ajust™, showing a higher cost of TVT-O in
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comparison; the said increase in cost is still greater when the investigators carried out the study from a social perspective, based
on a faster recovery with the single-incision minisling, a fact
that has also been indicated for MiniArc™ in a recent systemic
review.16
The study carried out presents some limitations. The
sample size is not enough to give the study a large statistical
power. For that reason, although the average value of effectiveness was higher with MiniArc™, it could not be demonstrated
that there was a significant difference. Nevertheless, a nonparametric bootstrap has been applied to the costs, allowing us to
more precisely estimate the measure of interindividual dispersion. A second limitation is the retrospective nature of the study,
since the TVT-O group corresponds to a historical control,
which could reduce homogeneity between the patients according to some variation in clinical practice. However, this fact was
minimized, since the same group of professionals treated all the
patients in both groups, which minimizes variability in clinical
practice; residents were not involved. Finally, randomized assignment of the surgical options was not done; it was made sequentially in two time periods, before and after the appearance
of MiniArc™, which could have an influence in that the samples
were not perfectly homologous; however, the samples faithfully
reflect common practice, which increases its external validity.
For future investigations, it is suggested that prospective studies are designed with a large enough sample size and
that the studied options are randomly assigned to patients. Also,
the follow-up times should be longer to analyze the relative efficiency of the two surgical options in the medium and long term.
In conclusion, the results obtained indicate that the use
of MiniArc™ in surgical intervention for patients with stress urinary incontinence shows a comparable effectiveness as well as a
762€, 941$ reduction of the annual cost per patient, in comparison with TVT-O. The results suggest that MiniArc™ isa dominant alternative in comparison with TVT-O due to its lower cost
and comparable effectiveness.
FINANCIAL DISCLAIMER / CONFLICT OF INTEREST

There is not any conflict of interest. This study has been financed
through an unrestricted grant provided by American Medical
Systems. ASG and AH are employees of Weber Economía y Salud, consulting firm that received the grant.
OBSERVATIONS

Preliminary results of this study are presented at the ISPOR 17th
Annual Congress. 8-12 November, 2014. Amsterdam, The Netherlands.

Page 22

SURGICAL RESEARCH
ISSN 2377-8407

Open Journal

REFERENCES

1. Modroño M, Sánchez M, Gayoso P, Valero M, Blanco M,
Cuña F. [Study on the prevalence of stress urinary incontinence
in women from 18-65 years of age and its influence on quality of
life]. Aten Primaria. 2004; 34(3): 134-139.

http://dx.doi.org/10.17140/SROJ-1-103

Spanish Pharmacists]. BOT Plus 2.0. Website: http://www.portalfarma.com; Accessed June, 14, 2013.
11. Efron B. Bootstrap methods: Another look at the jackknife.
Ann Statist. 1979; (1): 1-26.

2 Lucas M, Bosch R, Burkhard F, et al. EAU Guidelines on surgical treatment on urinary incontinence. Eur Urol. 2012; 62:
1118-1129. doi: 10.1016/j.eururo.2012.09.023

12. O’Brien B, Briggs A. Analysis of uncertainty in health care
cost-effectiveness studies: an introduction to statistical issues
and methods. Stat Methods Med Res. 2002; 11(6): 455-468. doi:
10.1191/0962280202sm304ra

3. Ulmsten U, Henriksson L, Johnson P, Varhos G. An ambulatory surgical procedure under local anesthesia for treatment of
female urinary incontinence. Int Urogynecol J Pelvic Floor Dysfunct. 1996; 7: 81-86. doi: 10.1007/BF01902378

13. European Association of Urology. Lucas M, Bedretdinova
D, Bosch J, et al. Guidelines on Urinary Incontinence. Update
March 2013. Website: http://www.uroweb.org/gls/pdf/19_Urinary_Incontinence_LR.pdf; Accessed May 7, 2013.

4. Delorme E. Transobturator urethral suspension: mini-invasive procedure in the treatment of stress urinary incontinence in
women. Prog Urol. 2001; 11(6):1306-1313.

14. Oliveira R, Botelho F, Silva P, et al. Exploratory study assessing efficacy and complications of TVT-O, TVT-Secur, and
Mini-Arc: Results at 12-month follow-up. Eur Urol. 2011; 59(6):
940-944. doi: 10.1016/j.eururo.2011.01.018

5. Solà Dalenz V, Ricci Arriola P, Pardo Schanz J. [Stress urinary
incontinence surgical correction with third generation sub-midurethra sling: TVT-Secur]. Actas Urol Esp. 2008; 32(5): 522526. doi: 10.1016/S0210-4806(08)73877-4
6. Debodinance P, Delporte P. MiniArc: preliminary prospective
study on 72 cases. J Gynecol Obstet Biol Reprod (Paris). 2009;
38(2): 144-148. doi: 10.1016/j.jgyn.2008.11.006
7. Sandvik H, Seim A, Vanvik A, Hunskaar S. A severity index for epidemiological surveys of female urinary incontinence: comparison with 48-hour pad-weighing tests. Neurourol
Urodyn . 2000; 19:137-145. doi: 10.1002/(SICI)1520-6777(2000)19:2<137::AID-NAU4>3.0.CO;2-G
8. Avery K, Donovan J, Peters T, Shaw C, Gotoh M, Abrams P.
ICIQ: a brief and robust measure for evaluating the symptoms
and impact of urinary incontinence. Neurourol Urodyn. 2004;
23(4): 322-330. doi: 10.1002/nau.20041
9. The University of York. Centre for Health Economics. Mogyorosy Z, Smith P. The main methodological issues in costing
health care services. A literature review. CHE Research Paper
Website: http://www.york.ac.uk/che/pdf/rp7.pdf; Accessed April
16, 2005.
10. Organización Farmacéutica Colegial [General Council of

Surg Res Open J

15. Schellart R, Rengerink K, Van der A, et al. A randomized
comparison of a single-incision midurethral sling and a transobturator midurethral sling in women with stress urinary incontinence: Results of 12-mo follow-up. Eur. Urology. doi: 10.1016/j.
eururo.2014.07.027
16. Mostafa A, Lim C, Hopper L, Madhuvrata P, Abdel-Fattah
M. Single-incision mini-slings versus standard midurethral
slings in surgical management of female stress urinary incontinence: an update systemic review and meta-analysis of effectiveness and complications. Eur Urology. 2014; 65(2): 402-427. doi:
10.1016/j.eururo.2013.08.032
17. Sanz Granda A. [Is it worth the cost?] Majadahonda, Madrid.
Spain: Ed. Ergon, 2007.
18. Castroviejo-Royo F, Martínez-Sagarra J, Marina-García C,
Conde-Redondo C, Rodríguez-Toves L, González Tejero C.
[Treatment of female stress urinaryincontinenceusingsuburethralslings: a retrospective, comparative, observationalstudy of
2 surgicaltechniques]. Actas Urol Esp. 2013; 37: 149-153.
19. Girvent M, Monclús M, Lineros E, Pereda A, Ojeda F. [A
comparison of techniques for correcting stress urinary incontinence with tension-free tapes: transobturator and needle-free].
Gynecology and Obstetrics E-Archives. 2008; 13. E-magazine.
Website: http://e-archivos.org/e-AGO200802/comptotnedleless.

Page 23

SURGICAL RESEARCH
ISSN 2377-8407

Open Journal

http://dx.doi.org/10.17140/SROJ-1-103

pdf; Accessed June 21, 2013.
20. Úbeda D, Gómez N, Pages C, Macho Y, Cañete M. [Treatment of stress urinary incontinence with TVT-O suburethral tape:
Results and complications]. National Pelvic Floor Congress VII.
Bilbao, April 3-5, 2014. Website: http://www.sego.es/Content/
microsites/congresos2014/suelo_pelvico/pdf/posters/131.pdf;
Accessed September 7, 2014.
21. Álvarez Cañadas V, Cano S, Girvent M, Pereda A, Porta O,
Ojeda F. [Comparison between TVT and TOT techniques: effectiveness and cure percentage]. Gynecology and Obstetrics
e-Archives. 2006; 8. E-magazine. Website: http://e-archivos.
org/e-AGO200601/COMPTVT-TOT.pdf; Accessed September
18, 2014.
22. Navazo R, Moreno J, Hidalgo C, et al. [Contasure needleless:
single-incision TOT for treating stress urinary incontinence].
Arch Esp Urol. 2009; 62(9): 719-723.
23. Zullo M, Plotti F, Calcagno M, et al. One-year follow-up
of tensión-free vaginal tape (TVT) and trans-obturator suburethral tape from inside to outside (TVT-O) for surgical treatment
of female stress urinary incontinence: A prospective randomized trial. Eur Urology. 2007; 51: 1376-1384. doi: 10.1016/j.
eururo.2006.10.066
24. Navalón V, Navalón P, Pallás Y, Ordoño F, Monllor E.
[Outpatient Surgical treatment of female stress urinary incontinence under local anesthesia-sedation with contasure needleless
incision]. Actas Urol Esp. 2014; 38(1): 49-54. doi: 10.1016/j.
acuro.2013.01.011
25. Montesino M, Jimenez J, Cabases J, Sanchez E, Hualde
A, García D. Cost-effectiveness analysis on the surgical treatment of female urinary incontinence using slings and meshes.
Eur J Obstet Gynecolo Reprod Biol. 2013; 171(1):180-186. doi:
10.1016/j.ejogrb.2013.08.035
26. Boyers D, Kilonzo M, Mostafa A, Abdel-Fattah M. Comparison of an adjustable anchored single-incision mini-sling, Ajust,
with a standard mid-urethral sling, TVT.O: a health economic
evaluation. BJU Int. 2013; 112(8): 1169-1177. doi: 10.1111/
bju.12388

Surg Res Open J

Page 24

