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INTRODUCTION

	 Pelvic Organ Prolapse (POP) is a common 
disorder worldwide and is defined as “Descent 
of one or more of the anterior, posterior vaginal 
wall, the uterus (cervix) or the apex of the vagina 
(vaginal vault or cuff scar after hysterectomy)”.1 
The reported worldwide prevalence of POP is 9%,2 
and about 20% in low-income countries.3 According 
to the International Continence Society (ICS), OAB 
is defined as “urgency with or without urgency 
urinary incontinence, usually with frequency and 
nocturia in the absence of urinary tract infection 
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ABSTRACT
Objectives: This study asseses the association of overactive bladder symptoms and pelvic organ prolapse 
severity and evaluates the effect of pelvic reconstructive surgery on overactive bladder (OAB) symptoms in 
women with pelvic organ prolapse (POP). It also looks into any pre and post-operative factors responsible 
for persistent postoperative OAB symptoms.
Methods: This was a retrospective cross-sectional study conducted at the Aga Khan University Hospital, 
Karachi between 1st January 2014 and 31st December 2018. In this study women presenting with POP 
and concommitent OAB who underwent surgery for site specific defects, measured using Pelvic Organ 
Prolapse Quantification (POP-Q) staging system. OAB was defined as presence of urinary frequency, 
urinary urgency incontinence (UUI)  and an affirmative response to item #15  and/or item #16 of the 
Pelvic Floor Distress Inventory (PFDI), which was used both pre and postoperatively. Primary outcome of 
the study was to find complete resolution or improvement of urinary  frequency and UUI on the PFDI, 24 
months after surgery. The secondary outcome was to see persistent OAB postoperatively and the factors 
associated with it.
Results: Overactive bladder  (OAB) symptoms improved significantly regardless of the  severity of prolapse 
at 24 months postoperative period. Body mass index (BMI) and postoperative constipation were the only 
statistically significant variables associated with persistent OAB symptoms postoperatively.
Conclusions: Surgical correction of POP results in significant improvement in symptoms of OAB, in all 
stages of POP and co-existing OAB. However women with high BMI and post-operative constipation may be 
prone to persistent frequency and/or UUI.
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(UTI) or other obvious pathology”.1 Whether POP 
should be considered as ‘obvious pathology’ is still 
a debatable issue. Both of these conditions usually 
co-exist, thus affecting the diagnosis of these 
diseases and their possible treatment options. 
The Integral Theory states that OAB and detrusor 
overactivity is caused by a normal but prematurely 
activated micturition reflex due to poor support 
of stretch receptors of the bladder base caused 
by a lax vagina.4 Communities as well as hospital 
studies have shown high prevalence of OAB 
symptoms in patients with POP with a significant 
effect on the psychological, economic profile and 
overall quality of life of a woman.5 Literature 
demonstrates heterogeneous results regarding 
improvement in symptoms of OAB after surgery 
for POP.6 Regional data on this topic is lacking, 
however a study in Japan showed improvement 
in lower urinary tract symptoms (LUTS) in most 
of the women with POP after pelvic reconstructive 
surgery using the transvaginal mesh and mid-
urethral sling (MUS) procedure.7 There are no 
studies specifically addressing the association 
of OAB of OAB and POP severity in Pakistan, 
although a regional study from Turkey showed 
that grand-multiparity and vaginal delivery 
increases the risk of surgery for POP and/or SUI.8

	 There is a gap in literature regarding relationship 
of symptoms of OAB and preoperative grades of 
POP and also about the factors associated with 
persistent OAB symptoms after surgery for POP.9 
The aim of this study was to find the improvement 
in symptoms of OAB after pelvic reconstructive 
surgery using PFDI-20. We also evaluated any pre 
and postoperative factors leading to persistence 
of urinary frequency and UUI after pelvic 
reconstructive surgery.

METHODS

	 We conducted a retrospective cross sectional 
study at the Aga Khan University Hospital, Karachi 
between 1st January 2014 and 31st December 2018. 
One hundred and thirty-five women with POP and 
coexisting OAB for at least six months duration 
were included, who had undergone vaginal 
hysterectomy, anterior colporrhaphy and posterior 
colpoperineorrhaphy using native tissue and one 
additional procedure for vault suspension i.e Mcalls 
culdoplasty. 
	 Variables like demographic data, clinical 
characteristics and record of physical examination 
were collected on structured proformas. All women 
were evaluated by simplified POP-Q staging 

performed as described in the POPQ system by 
the ICS,10 cough test, urine analysis to rule-out 
urinary tract infection, ultrasound for post-void 
residual and uroflowmetry. Preoperatively POP  
was grouped as stage 1 to 2 and stage 3 to 4 using 
the POP-Q system, where POP stage 1–2 is less 
severe and stage 3–4 is more severe anatomical 
groups.11 For evaluation of symptoms of OAB 
and POP, we used PFDI-20 both before and on 
each follow up visits after surgery. The follow up 
schedule at our hospital includes first visit one 
week postoperatively, then after 3, 6, 12, 24 months 
of surgery and thereafter in case of any symptoms 
only. We excluded twenty patients  from the 
study. These patients either had concommitant 
surgery for stress urinary incontinence (SUI), 
did not complete the PFDI-20 questionnaires or a 
complete physical examination was not available. 
All the patients were operated by same surgeon 
and had postoperative follow up for at least two 
years.
	 OAB symptoms were defined as the presence of 
symptoms of urinary frequency and UUI and an 
affirmative response to item no15 and/or item no16 
on PFDI-20.12 The PFDI-20 uses a five-point Likert 
scale, with the higher numbers representing more 
severe symptoms, where 1 represent- Not at all, 2: 
Somewhat, 3: Moderately and 4: Quite a bit, while 0 
representing no symptoms of OAB.
	 We evaluated the effect of baseline severity 
of POP on improvement in symptoms of OAB, 
24 months after pelvic reconstructive surgery. 
Any pre and postoperative factors leading to 
persistence of symptoms of urinary frequency 
and/or UUI were also determined by analyzing 
demographic characteristics and preoperative 
POP severity. Postoperative improvement was 
defined as either complete resolution of symptoms 
of urinary frequency and UUI (symptoms present 
preoperatively, absent postoperatively), or 
improvement as shown by a decrease by at least 
one number in the severity of symptom.
	 For descriptive data analysis, qualitative data like 
co-morbid, urinary frequency, UUI was presented 
as frequencies and proportions while quantitative 
variables such as age, parity, BMI were presented 
as means and standard deviations. For inferential 
statistics, continuous scale data was analyzed using 
Students t-tests, Man Whitney U-test, Wilcoxan-
sign rank test while Chi-squared test or Fisher’s 
exact test was used to compare categorical data. 
The analysis was carried out using SPSS package 
version 21 (IBM Corp.; Armonk, NY, USA) and 
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p-value ≤ 0.05 was taken as statistically significant.
Ethical approval: The study was conducted after 
approval from hospital ethical review committee 
(ERC-2019-1573-4180, dated July 7, 2019).

RESULTS

	 We included one hundred and thirty-five 
patients in the study, out of which seventy-two 
had anatomically less severe and sixty-three had 
anatomically more severe degree of pelvic organ 
prolapse. The baseline characteristics of the patients 
are listed in Table-I. Women with stage 3-4 POP 
had a significantly higher mean age (62.108±10.54) 
as compared to the less severe POP group (59.08± 
9.82) (p=0.001). However there was no significant 
difference in the BMI, duration of overactive 
bladder symptoms, use of anticholinergics, 

parity and co-morbids. Aa, Ba, Ap, Bp, C and 
D points (by POP-Q) were significantly higher 
in the more severe anatomical prolapse group 
than the less severe anatomical prolapse group 
(P<0.001) (Table-I). We also observed significant 
improvement in frequency and UUI after pelvic 
reconstructive surgery in both groups (P<0.001) 
(Table-II).
	 Table-III shows that proportion of improved 
patients is similar in both high and low POP 
groups. Table-IV indicates pre and postoperative 
factors associated with persistence and worsening 
of urinary frequency and UUI after surgical repair 
of POP. We observed that  the frequency symptoms 
persisted in females with higher 30.7(24-35) versus 
those who had lower BMI 25 (24-28) (p=0.003), 
similarly UUI persisted in females with higher 

Table-I: Baseline Characteristics of patients with Pelvic organ prolapse.

Pelvic organ prolapse 
(Stage 1 and 2) (n=72)

Pelvic organ prolapse 
(Stage 3 and 4) (n=63) p-value

Age (years) (Mean±SD) 55.67 (9.82) 62.108	 (10.54) <0.001*

Parity (median (IQR)) 4 (3-5) 4(3-5) 0.813

BMI (kg/m2) (median(IQR)) 26.5 (23.6-32) 25. 4(23.6-31.6) 0.637

Duration of symptoms (months) (median (IQR) 10 (8-12) 12 (8-12) 0.338
Use of anticholinergics
No 
Yes

49 (80.3%)
12 (19.7%)

53 (71.6%)
18 (28.4%)

0.241

OAB symptoms more than 12 months n(%)
No
Yes

31 (50.8%)
30 (49.2%)

41 (55.4%)
33 (44.6%) 0.595

HTN
No
Yes

27 (44.3%)
34 (55.7%)

29 (39.2%)
45  (60.8%) 0.552

DM
No
Yes

41 (67.2%)
20(32.8%)

43 (58.1%)
31 (41.9%) 0.278

Hypothyroid
No
Yes

58 (95.1%)
3 (4.9%)

67 (90.5%)
7 (9.5%) 0.511

Aa point (cm) (median (IQR)) 1 6 (3-7) <0.001*

Ba- point(cm) (median (IQR)) 1 6 (4-7) <0.001*

Ap point (cm) (median (IQR)) 0 (0-1) 4 (2-7) <0.01*

Bp point (cm) (median (IQR)) 0 (0-1) 4 (2-7) <0.001*

C point (cm) (median (IQR)) 1 (0-1) 5 (2-7) <0.001*

D point (cm) (median (IQR)) 8 6 (4-8) <0.001*

Data are mean±standard deviation, median ( interquartile range (IQR)) or number (%), BMI: Body Mass Index,  
HTN: Hypertension, DM: Diabetes mellitus, 
*significant at p-value <0.05 by using Independent t-test / Mann whitney U test.

Pelvic reconstructive surgery



Pak J Med Sci     May - June  2021    Vol. 37   No. 3      www.pjms.org.pk     900

31.2 (25-37) versus those with lower BMI 25.4 (24-
29) (p- value=0.001). We also observed that UUI 
persisted in significantly higher proportion of 
patients (70.3%) with postoperative constipation 
versus those who had no postoperative 
constipation (29.7%) (p=0.004). However there was 
no significant association between age, parity and 
other variables with persistent OAB symptoms.

DISCUSSION

	 This study shows a significant improvement 
in symptoms of urinary frequency and UUI after 
pelvic reconstructive surgery for symptomatic 
POP in women with co-existing OAB. However 
this improvement was not statistically different 
between the anatomically less severe and more 

severe stages of POP. Preoperative BMI and 
postoperative constipation was associated 
with persistant OAB symptoms. Many studies 
have demonstrated a clear association between 
symptoms of OAB and POP.13

	 Treatment of POP, whether conservative or 
surgical is associated with an improvement in OAB 
symptoms. The exact mechanism is not established 
but one of the proposed mechanisms is bladder 
outlet obstruction.14,15

Table-II: Comparison of changes in the overactive 
bladder symptoms in both groups of POP 

before and after surgery.

Preoperative Postoperative P-value

Frequency 2(2-3) 1±1-2 1(1-2) 1±0.00 0.001*
Urge incon-
tinence 2(2-3) 1±1-2 1(1-2) 0.001*

Data are median ( interquartile range (IQR)); Data was 
defined by Pelvic Floor Distress Inventory item no. 15 
(frequency) and item no. 16 (urge incontinence *significant 
at p value < 0.05 by using wilcoxin sign rank test.

Table-III: Overactive bladder symptoms
before and after surgery.

POP stage 1 
& 2 (n=72)

POP stage 3 
& 4 (n=63) P-value

Frequency 
Improvement 
Resolution
Persistence 
Worsen

28 (45.9%)
7 (11.5%)
14 (23.0%)
12 (19.7%)

35 (47.3%)
8 (10.8%)
21 (28.4%)
10 (13.5%)

0.757

Urge incontinence
Improvement 
Resolution
Persistence 
Worsen

26 (42.6%)
14 (23.0%)
18 (29.5%)
3 (4.9%)

37 (50.0%)
16 (21.6%)
16 (21.6%)
5 (6.8%)

0.707

Data are number (%).POP-pelvic organ prolapse. Urinary 
frequency defined by Pelvic Floor Distress Inventory item 
no. 15; urge incontinence defined by Pelvic Floor Distress 
Inventory item no. 16.

Table-IV: Pre and postoperative factors related to persistence and 
worsening of overactive bladder symptoms after POP repair.

                Frequency (n=78)           Urge incontinence (n=57)

Improvementa

n= 78  (57.8%)
Persistenceb

n=57 (42.2%) p-value Improvement
n=98 (72.6%)

Persistence
n=37 (27.4 %) p-value

Age (yr)  Mean ±SD 60 ± 10 57.9 ± 10 0.233 58.87 ± 11 60.05 ± 9.8 0.570
Parity Median (IQR) 4 (3-6) 4 (3-5) 0.28 4 (3-5) 5 (3-6) 0.139
Ba point (cm) Median (IQR) 2 (1-6) 2 (1-6) 0.758 2 (1-6) 1 (1-5) 0.151
Bp point (cm) Median (IQR) 1 (0.0-4) 1 (0.0-4) 0.886 1 (0.0-4) 1 (0.0-3.5) 0.122
C point Median (IQR) 1 (0.0-4) 1 (0.0.4.5) 0.829 1.50 (1-6) 1 (0.0-4) 0.181
BMI (kg/m2) Median (IQR) 25 (24-28) 30.7(24-35) 0.003* 25.4 (24-29) 31.2 (25-37) 0.001*
POP stage n(%)
Stage 1 and 2
Stage 3 and 4

35 (44.9%)
43 (55.1%)

26 (45.6%)
31 (54.4%) 0.932 40 (40.8%)

58 (59.2%)
21 (56.8%)
16 (43.2%) 0.097

Post-operative constipation n(%)
Yes 
No

41 (52.6%)
37 (47.4%)

26 (45.6%)
31 (54.4%) 0.425 42 (42.9%)

56 (57.1%)
26 (70.3%)
11 (29.7%) 0.004**

Data are mean±standard deviation, median (IQR) or number (%). aWomen with resolution of symptoms were included in the im-
provement group; bWomen with worsening of symptoms were included in the persistence group. POP- pelvic organ prolapse; BMI-
body mass index, *significant at p value < 0.05 by using Mann whitney U test, **significant at p value < 0.05 by using chi-square test.
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	  In a study by Fletcher et al, it was found that 
symptoms of OAB assessed by using UDI-6, were 
improved after surgery equally in both groups of 
stage 1-2 & stage 3-4 POP.16 However only patients 
with anterior wall defects corrected by anterior 
colporrhaphy were included in this study. Similarly 
a study by Digesu et al. demonstrated significant 
improvement in OAB symptoms and quality of life, 
one year after anterior vaginal wall repair assesed 
by King’s Health Questionaire and Prolapse Quality 
of Life questionnaire.17 In another study by Mi Sun 
Kim et al, similar improvement in OAB symptoms 
was observed in all stages after POP surgery 
but they did not find any statistically significant 
preoperative factors leading to persistence of 
symptoms of OAB postoperatively.10

	 In contrast to our study, Miranne et al. observed 
greater improvement in OAB symptoms after 
reconstructive surgery for lesser degree of POP. 
His study revealed that improvement in frequency 
and UUI was more in patients with stage 1-2 POP 
as compared to stage 3-4 POP (Frequency 89%  
versus 85% and UUI 90%  versus 85%).18 They 
included patients with uterine prolapse or those 
having anterior vaginal wall prolapse and only 
preoperative POP stage was used for predicting the 
variables associated with persistent postoperative 
symptoms of OAB, without considering any pre or 
postoperative demographic factors.
	 OAB comprises of spectrum of multiple 
symptoms  and in our study we considered only 
symptoms of frequency and UUI but in another 
prospective study by de Boer et al, full spectrum 
of OAB was taken including Urinary frequency, 
urgency, nocturia and UUI. The study showed 
more improvement in preoperative frequency and 
urgency than UUI or nocturia after POP repair.19 In 
contrast to our study the improvement in urinary 
frequency and urgency was greater with advanced 
stage of POP. The author attributed this to 
denervation of the the detrusor muscles leading to 
permanent changes in the bladder due to chronic 
POP. However this study did not consider factors 
that may lead to persistence of these symptoms.
	 The evaluation of POP does not include 
urodynamic studies (UDS) however it is 
recommended that UDS should be performed in 
the presence of  LUTS and asymptomatic POP. 
We considered clinical diagnosis of OAB and a 
diagnosis of neurogenic bladder was excluded after 
UDS. Romanzi et al.20 revealed that  as compared to 
grade 1-2, grade 3 to 4 cystocele was associated with 
a much higher rate of bladder outflow obstruction 

(BOO) (58% versus 4%) and detrusor overactivity 
(52% versus 20%) on urodynamics. Surgical repair 
of POP resulted in resolution of BOO in ninetyfour 
percent of women with grade 3-4 cystocele. POP 
surgery also included transvaginal mesh and 
concomitant sling procedures. 
	 The use of antimuscarinic drugs and constipation 
is well established, however majority of patients 
in our study, both in the low and high grades did 
not use antimuscarinic drugs. This study finds BMI 
and postoperative constipation as the only factors 
related to persistent OAB symptom after pelvic 
reconstructive surgery in contrast to a retrospective 
study of 203 patients, which found old age as a risk 
factor for persistent OAB symptoms.21,22

	 Points of  strength of our study is that all 
patients had similar surgical procedure of vaginal 
hysterectomy with anterior colporrhaphy and 
posterior colpoperineorrhaphy using native 
tissue, by the same surgeon. There were sufficient 
number of patients in both the less and advanced 
stages of POP making it possible to obtain more 
robust findings. Postoperative data was taken from 
patients medical records, thus both subjective and 
objective data of pelvic anatomy postoperatively 
was available. Since we followed patients for a 
mean period of thirty four months postoperatively, 
hence making us able to evaluate persistence, 
improvements or deterioration in symptoms of 
OAB over a long time.

Limitations of the study: This study has certain 
limitations such as its retrospective design. However 
Health Information Management​ Services (HIMS) 
of AKUH is structured computerized database 
that maintains patient data in a systematic way. 
This study was unable to  address changes in OAB 
symptoms after site specifics defects correction for 
POP. We were also unable to measure urgency 
as it is not included in PFDI-20, thus missing the 
possibility of including women with dry OAB.  

CONCLUSION

	 Pelvic reconstructive surgery for POP also 
results in significant improvement in the 
associated OAB symptoms in all stages of POP. 
Preoperative factors like BMI and post-operative 
constipation are risk factors for persistent 
OAB after surgery for POP in patients with 
coexisting OAB and POP. This information 
may be helpful in counseling of women with 
POP and OAB symptoms, who are planned for 
pelvic reconstructive surgery. To increase the 
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strength of evidence, future prospective studies 
are required to find association of OAB with any 
specific compartment and to confirm our findings 
of factors responsible for persistent OAB.

Grant Support & Financial Disclosures: None.

REFERENCES
1.	 Austin PF, Bauer SB, Bower W, Chase J, Franco I, Hoebeke 

P, et al. The standardization of terminology of lower urinary 
tract function in children and adolescents: Update report 
from the standardization committee of the International 
Children’s Continence Society. Neurourol Urodyn. 
2016;35(4):471-481. doi: 10.1002/nau.22751

2.	 Vos T, Flaxman AD, Naghavi M, Lozano R, Michaud 
C, Ezzati M, et al. Years lived with disability (YLDs) for 
1160 sequelae of 289 diseases and injuries 1990–2010: a 
systematic analysis for the Global Burden of Disease Study 
2010. Lancet. 2012;380(9859):2163-2196. doi: 10.1016/S0140-
6736(12)61729-2 

3.	 Walker GJ, Gunasekera P. Pelvic organ prolapse and 
incontinence in developing countries: review of prevalence 
and risk factors. Int Urogynecol J. 2011;22(2):127-135. 
doi: 10.1007/s00192-010-1215-0

4.	 Liedl B, Inoue H, Sekiguchi Y, Gold D, Wagenlehner F, 
Haverfield M, et al. Update of the integral theory and 
system for management of pelvic floor dysfunction in 
females. Eur Urol Suppl. 2018;17(3):100-108. doi: 10.1016/j.
eursup.2017.01.001

5.	 Forde JC, Davila JL, Marks BK, Epstein M, Tsui JF, Weiss 
JP, et al. Urogynecological conditions associated with 
overactive bladder symptoms in women. Can Urol Assoc J. 
2017;11(3-4):E83. doi: 10.5489/cuaj.3962

6.	 Clemons JL, Aguilar VC, Tillinghast TA, Jackson 
ND, Myers DL. Patient satisfaction and changes in 
prolapse and urinary symptoms in women who were 
fitted successfully with a pessary for pelvic organ 
prolapse. Am J Obstet Gynecol. 2004;190:1025-1029. 
doi: 10.1016/jajog.2003.10.711 

7.	 Takahashi S, Obinata D, Sakuma T, Nagane Y, Sato K, 
Mochida J, et al. Tension-free vaginal mesh procedure for 
pelvic organ prolapse: A single center experience of 310 
cases with 1 year follow up. Int J Urol. 2010;17(4):353-358. 
doi: 10.1111/j.1442-2042.2010.02469.x

8.	 Kurt S, Canda MT, Bal M, Tasyurt A. Are there any 
preventable risk factors for women who had surgery for 
Pelvic Organ Prolapse and stress Urinary Incontinence? Pak 
J Med Sci. 2018;34(4):874-878. doi: 10.12669/pjms.344.14944

9.	 Dieter AA, Edenfield AL, Weidner AC, Siddiqui NY. How 
does site of pelvic organ prolapse repair affect overactive 
bladder symptoms? Fem Pel Med Reconst Surg. 2014;20:203-
207. doi: 10.1097/SPV.0000000000000087

10.	 Kim MS, Lee GH, Na ED, Jang JH, Kim HC. The association 
of pelvic organ prolapse severity and improvement in 
overactive bladder symptoms after surgery for pelvic organ 
prolapse. Obs Gynecol Sci. 2016;59(3):214-219. doi: 10.5468/
ogs.2016.59.3.214

11.	 Barber MD, Walters MD, Bump RC. Short forms of two con-
dition-specific quality-of-life questionnaires for women with 
pelvic floor disorders (PFDI-20 and PFIQ-7). Am J Obstet 
Gynecol. 2005;193:103-113. doi: 10.1016/j.ajog.2004.12.025 

12.	 Asfour V, Gargasole C, Fernando R, Digesu GG, Khullar V. 
Urodynamics are necessary for patients with asymptomatic 
pelvic organ prolapse. Neurourol Urodyn. 2018;37(8):2841-
2846. doi: 10.1002/nau.23796 

13.	 Guzman-Negron J, Vasavada S. Management of overactive 
bladder in the face of high grade prolapse. Curr Urol Rep. 
2017;18(2):12. doi: 10.1007/s11934-017-0662-2

14.	 de Boer TA, Salvatore S, Cardozo L, Chapple C, Kelleher 
C, van Kerrebroeck P, et al. Pelvic organ prolapse and 
overactive bladder. Neurourol Urodyn. 2010;29:30-39. doi: 
10.1002/nau.20858

15.	 Petros PE, Ulmsten U. Bladder instability in women: a 
prematureactivation of the micturition reflex. Neurourol 
Urodyn. 1993;12:235–239. doi:10.1002/nau.1930120305

16.	 Fletcher SG, Haverkorn RM, Yan J, Lee JJ, Zimmern 
PE, Lemack GE. Demographic and urodynamic factors 
associated with persistent OAB after anterior compartment 
prolapse repair. Neurourol Urodyn. 2010;29:1414–1418. doi: 
10.1002/nau.20881

17.	 Digesu GA, Salvatore S, Chaliha C, Athanasiou S, Milani R, 
Khullar V. Do overactive bladder symptoms improve after 
repair of anterior vaginal wall prolapse? Int Urogynecol 
J Pelvic Floor Dysfunc. 2007;18:1439-1443. doi:1 0.1007/
s00192-007-0375-z

18.	 Miranne JM, Lopes V, Carberry CL, Sung VW. The effect 
of pelvic organ prolapse severity on improvement in 
overactive bladder symptoms after pelvic reconstructive 
surgery. Int Urogynecol J. 2013;24:1303–1308. doi: 10.1007/
s00192-012-2000-z

19.	 de Boer TA, Kluivers KB, Withagen MI, Milani AL, Vierhout 
ME. Pedictive factors for overactive bladder symptoms 
after pelvic organ prolapse surgery. Int Urogynecol J. 
2010;21:1143-1149. doi:10.1007/s00192-010-1152-y

20.	 Romanzi LJ, Chaikin DC, Blaivas JG. The effect of genital 
prolapse on voiding. J Urol. 1999;161:581-586. doi: 10.1016/
S0022-5347(01)61957-61958

21.	 Frigerio M, Manodoro S, Cola A, Palmieri S, Spelzini F, 
Milani R. Risk factors for persistent, de novo and overall 
overactive bladder syndrome after surgical prolapse repair. 
Eur J Obs Gynecol Rep Biol. 2019;233:141-145. doi:10.1016/j.
ejogrb.2018.12.024

22.	 Johnson JR, High RA, Dziadek O, Ocon A, Muir TW, Xu 
J, Antosh DD. Overactive Bladder Symptoms After Pelvic 
Organ Prolapse Repair. Fem Pelvic Med Reconstr Surg. 
2020;26(12):742-745. doi: 10.1097/SPV.0000000000000700

Authors` Contribution:

SA conceived, designed, data collection and 
manuscript writing and is responsible for integrity 
of the study.
RR did editing and final approval of manuscript, 
accuracy and integrity of the work.
NZ did statistical analysis.

Pak J Med Sci     May - June  2021    Vol. 37   No. 3      www.pjms.org.pk     902

	 Authors:

1.	 Dr. Saida Abrar,
	 Department of Gynecology/Obstetrics,
	 Clinical Fellow Urogynecology and Pelvic Reconstructive Surgery 
2.	 Dr. Raheela Mohsin Rizvi,
	 Section of Urogynecology,
	 Clinical Fellowship Urogynecology Sydney, 
	 Sydney, Australia.
3.	 Dr. Nida Zahid,
	 Department of Surgery, Senior Instructor Research,
	 Acting Head of Data Monitoring and Evaluation Division
	 Office of Academia and Research, 
1-3:	 Aga Khan University Hospital, 
	 Karachi, Pakistan.

Saida Abrar et al.

https://dx.doi.org/10.5489%2Fcuaj.3962
https://doi.org/10.1111/j.1442-2042.2010.02469.x
https://dx.doi.org/10.5468%2Fogs.2016.59.3.214
https://dx.doi.org/10.5468%2Fogs.2016.59.3.214

	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_Hlk37078474
	_Hlk37078917
	_Hlk37078433
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_GoBack
	_GoBack
	_Ref51232703
	_Ref52195783
	_Hlk45715904
	_Hlk46432486
	_Hlk46436901
	_Hlk60521780
	_Hlk60521943
	_Hlk60522149
	_gjdgxs
	_GoBack
	abstract
	_GoBack
	_GoBack
	_Hlk30579430
	_GoBack
	_ENREF_15
	_GoBack
	_GoBack
	_Hlk60835811
	_GoBack
	_Hlk58152900
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_GoBack
	_Hlk51161783
	_GoBack
	_GoBack
	_GoBack
	bau2
	bau1
	_GoBack
	_GoBack
	_GoBack
	_Ref244703647
	_Ref244704344
	_GoBack
	_ENREF_151
	_ENREF_159
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_Hlk43804998
	_Hlk44748465
	_GoBack
	_Hlk44748491
	_Hlk44748510
	_GoBack
	_ENREF_1
	_ENREF_2
	_ENREF_3
	_ENREF_4
	_ENREF_5
	_ENREF_6
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	_ENREF_16
	_ENREF_15
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	OLE_LINK129
	_Hlk48765418
	_Hlk48765475
	_GoBack
	OLE_LINK7
	OLE_LINK10
	OLE_LINK11
	OLE_LINK6
	_GoBack
	OLE_LINK3
	_GoBack

