
1 
 

 
 
 

Views of the Scottish Mesh Survivors 
Group on the Service provided to the 

Mesh-injured Women in Scotland 
 
 
 
 
 
 

Presented to The Scottish Government  
Accountable Officers Short-Life Working Group 

on Friday 14th June 2019 
 
 
 
 
 
 
 
 
 
 

Acknowledgment:  
 
We are grateful to Dr Wael Agur, Consultant Urogynaecologist, for assisting the mesh-injured 
women in Scotland in expressing their views to government officials.  
 
Dr Agur advised on our Service Evaluation project, articulated our views in this SBAR document 
and represented them in person to the Scottish Government Group tasked with providing a 
service we strongly believe we deserve – Elaine Holmes & Olive McIlroy, on behalf of The 
Scottish Mesh Survivors Group. 
 
  



2 
 

 
 

Contents 
 

Page 
 
Situation           3 
 
Background          3 

 
Mesh Complications Pathway 
 
Total Pelvic Mesh Removal Procedures 

 
Assessment          5 
 

Patient-led Service Evaluation  
 
Example of Best Practice in Mesh Removal Surgery 
 
Pelvic Floor Imaging – Translabial Scan 
 
Social Support 

 
Recommendations to improve the service   9 
 
 
 
Attachments: 
 

• Mesh Complication Service Evaluation - Data Form and Full Results 
 

• Dr Dionysis Veronikis’ Summary CV and Published Work 
 

• Pelvic Floor Ultrasound Scan – Review Paper, May 2019 
 

• Scientific Evidence on Social Needs – Three Recent Publications 
 



3 
 

SITUATION  
 
The Cabinet Secretary for Heath and Sports requested the views of the Safety 
Campaigners (the Scottish Mesh Survivors Group) to be represented to the Government 
Group tasked with improving the services provided to the mesh-injured women in 
Scotland. 
 
The request followed a Parliamentary Debate on the regional* mesh complications 
service on 5th March 2019. The Debate followed an offer by Dr Dionysis Veronikis, 
Division Director, Female Pelvic Medicine and Reconstructive Surgery, Mercy Hospital, 
Saint Louis,, USA, to visit Scotland and assist surgeons and patients with total mesh 
device removal surgery. 
 
BACKGROUND 
 
Prior to the recognition of a regional* mesh complications service in NHS Lothian and 
NHS Greater Glasgow and Clyde in May 2016, the management of pelvic mesh 
complications in women took place in almost all Health Boards. The regional service 
currently receives referrals from all Health Boards in Scotland.   
 
Mesh Complications Pathway:  
 
Currently, there are no established care pathways to describe the components of the 
service or the referral criteria to the regional centre from the different health boards. The 
Scottish Government Mesh Expert Group had started developing a mesh complications 
pathway in 2014 but the work had stopped in Summer 2016. Last year (2018), the West 
of Scotland Group proposed to continue the development of the SG mesh complications 
pathway. This work is currently ongoing. 
 
The current practice appears to be that all health boards perform minor procedures, e.g. 
‘snipping’ and excision of small mesh exposure. More complex and recurrent 
presentations are referred to the regional service. This practice, however does not take 
into consideration the presenting symptoms of chronic pain and pain during sexual 
intercourse. These two conditions require total, rather than partial, mesh removal surgery, 
regardless of the size or location of the device exposure.  
 
Total Pelvic Mesh Removal Procedures:  
 
Surgery to remove pelvic mesh devices is evolving. The manufacturers of pelvic mesh 
devices had provided detailed instructions to surgeons on how to implant the devices. No 
manufacturer, however, had provided any details on how to surgically remove these 
devices if required. It was left to individual surgeons to figure out how to remove them 
and to develop their own removal techniques. There is no recognised training programme 
for mesh removal surgeons. Cumulative experience, mentoring and collective surgical 
learning are essential.  
* The SG Group suggested referring to the service as ‘Regional’, rather than ‘National’, until central funding is allocated. 
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Generally, total removal of a pelvic mesh device requires complex surgery. Removal of a 
transobturator mesh tape, the most commonly performed continence procedure in 
Scotland prior to suspension in 2014, requires highly complex surgery. Such surgery 
includes groin dissection which is not part of the training programmes for urologist or 
gynaecologists. The groin is not a surgical field that gynaecologists or urologists are 
familiar enough with to operate in. Such surgery requires highly advanced technical skills, 
particularly if the woman had undergone previous partial removal. As skills in operating 
in this field is lacking, input from other disciplines may be required e.g. plastic surgery or 
orthopedics. 
 
The increasing demand/need for total, rather than partial, removal surgery in the UK 
appears to have exceeded the surgical capacity and skills. As the mesh crisis started in 
the US several years before Europe and Australia/New Zealand, many surgeons in the 
US appear to have developed their removal skills well before their counterparts in Europe. 
As a result, some US surgeons are at the top of the worldwide learning curve in this 
matter. 
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ASSESSMENT 
 
The Patient-led Service Evaluation 
 
To assist with an objective representation of the views of the mesh-injured women to 
government officials, a service evaluation form was circulated by the lead campaigners 
on 17 April 2019, during the meeting with Baroness Cumberlege and the 5 team-members 
conducting the Independent Medicines and Medical Devices Safety Review (IMMDSR). 
The form was also circulated by email to members of the patient support group for 
completion. 
 
The aim of this evaluation is to describe the experience of the mesh complication 
service as reported by a sample of the mesh-injured women in Scotland. The project 
included surgical and non-surgical treatments to identify potential areas for service 
improvement. 
 
The target population of this evaluation exercise was not all the mesh-injured women 
who used the mesh complications service. The target population was the mesh-injured 
women who attended the IMMDSR meeting as well as those on the online mailing list 
kept by the lead safety campaigners. 
 
Summary Findings 
 

• Almost half of respondents did not undergo any mesh removal surgery, 
despite suffering from chronic pain and pain during sexual intercourse. It is 
believed that many women are not confident enough that their surgeons can 
remove the mesh device in its entirety – to provide the best chance of symptom 
cure / improvement. 
 
Current counselling includes the high risks associated with mesh removal surgery 
e.g organ damage, further nerve damage, the possibility that the mesh device 
cannot be removed completely and the likelihood of persistence of the mesh-
related adverse events, even if the device is completely removed. It is believed 
that the low confidence levels, in both surgeons and patients, in the technical ability 
to completely remove the device may have made it difficult for a shared decision 
to undergo removal surgery to be made.  

 
• Respondents found conservative management not a very useful alternative 

to surgery. Physiotherapy and pain clinic interventions did not help the 
respondents avoid mesh removal surgery. 
 

• Of the respondents who had surgery, a high majority had partial (rather than 
total) mesh device removal. 
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• All respondents who had a partial removal describe their current condition 
as worse/much worse, even those who felt initial improvement. Only half of those 
who had total removal felt better. 
 
Partial removal does not appear to be successful in treating chronic pain and pain 
during sexual intercourse. In addition to lack of efficacy, there appears to be 
surgeon consensus that an initial partial removal procedure significantly 
compromises the potential of the mesh-injured woman to undergo a complete 
removal in the future. The loss of continuity of the mesh device, following a partial 
removal surgery, makes it technically difficult to identify the residual parts and allow 
the surgeon to remove them completely. We believe several attempts at partial 
removal are futile. There appears to be surgeon consensus that the best chance 
for cure / improvement of chronic pain is a total removal of the mesh device in the 
first procedure.  

 
 
Example of Best Practice in Mesh Removal Surgery 
 
Dr Dionysis Veronikis, Division Director, Female Pelvic Medicine and Reconstructive 
Surgery, Mercy Hospital, Saint Louis, Missouri, is one of the renowned mesh removal 
surgeons in the USA. He had accumulated significant surgical experience in total removal 
surgery of a wide range of pelvic mesh devices. He pioneered, developed, described and 
trained others on complete mesh device removal. The ‘tissue-sparing’ technique 
minimises tissue damage while removing the mesh device in its entirety. Last year, Dr 
Veronikis was awarded ‘Distinguished Surgeon Award’ by the US Society of Gynecologic 
Surgeons (SGS) for his services to gynaecological surgery and training. 
 
Despite being a full time clinician and surgeon, rather than an academic, Dr Veronikis has 
several abstracts on the subject of mesh removal surgery presented at clinical societies’ 
conferences and published in scientific journals. The videoclips of the removal technique 
had been presented at international conferences and the photos of the explanted material 
(posted online by his patients) demonstrate the completely removed mesh devices, with 
little tissues attached. An example of a videoclip of the surgical technique was published 
in 2017 by the International Continence Society:  
 
Web link: https://www.ics.org/tv?play=3300 
 
Joint operating between our surgeons and US surgeon(s) who are more confident in total 
removal of a variety of mesh devices is important to facilitate skill transfer and shorten the 
learning curve. As total removal surgery is emerging, skill sharing and technique transfer 
can only be in the best interest of the mesh-injured women in Scotland.  
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Pelvic Floor Imaging e.g. Translabial Scan: 
 
Prior to mesh removal surgery, imaging may be required to a) rule out any other cause 
of chronic pelvic pain e.g. orthopedic causes and b) identify the location of the mesh 
device to guide the mesh removal surgery. MRI is the preferred imaging for the former 
indication while ultrasound scan (transperineal / translabial) is the preferred imaging for 
the latter, particularly if the original device records are missing, if more than one device 
ha been implanted or if a woman had previous partial removal.  
 
The use of ultrasound, CT and MRI as part of preoperative workup for women with mesh 
complications is a relatively new imaging indication. Therefore, there are currently no 
studies that proves any of the 3 imaging modalities improves the outcome of mesh 
removal surgery. However, compared to MRI and CT, pelvic floor ultrasound scan is 
dynamic (real-life), safer and less expensive. It is the imaging of choice for at least some 
patients prior to mesh removal surgery.  
 
The recent NICE Guideline (April 2019) suggested that a radiologist joins the MDT to 
discuss imaging prior to mesh removal surgery. In addition, NICE suggested ultrasound 
scan of the pelvic floor as one of the useful investigations for assessing suspected mesh-
related complications. NICE Guideline described the usefulness of ultrasound scan as 
follows: 
 

Investigation type: Ultrasound scan (transperineal, transvaginal, translabial, or 
3D), performed and reported by a clinician with experience in interpreting mesh 
complications. 
 
Type of mesh where it can be useful: Vaginally placed mesh to treat 
incontinence. 
 
Indications of ultrasound scan: Pain, voiding dysfunction, suspected infection, 
suspected urethral mesh perforation, and anatomical mapping to guide excision 
surgery. 
 
Benefits: Shows implanted material and local complications, identifies midurethral 
slings and shows location of mesh in relation to the vaginal wall and urethra. 
 
Risks: Discomfort. 

 
In addition to the statements from NICE, there are several publications that described the 
use of ultrasound (e.g. translabial) in women presenting with mesh complications. The 
following Review Article led by Dr Ranee Thakar, Subspecialist Urogynaecologist in 
London and current President of the International Urogynaecology Association (IUGA), 
was published last month (May 2019). It describes the usefulness of the Pelvic Floor 
Ultrasonography for the mesh-injured women and their surgeons. 
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Taithongchai A, Sultan A, Wieczorek P, Thakar R. Clinical application of 2D and 3D pelvic 
floor ultrasound of mid-urethral slings and vaginal wall mesh. Int Urogynecol J. 11 May 
2019. https://www.ncbi.nlm.nih.gov/pubmed/31079196 
 
An Online Training Programme on Pelvic Floor Ultrasonography has been recently 
proposed by the International Urogynaecology Association (IUGA). Module one describes 
in details the translabial ultrasound: https://www.iuga.org/education/pfic/pfic-overview 
 
Social Support: 
 
The social support system does not recognise pelvic mesh complications as a source of 
serious physical disability. In addition to psychological and emotional distress, many 
mesh-injured women in Scotland, and elsewhere, have suffered serious physical 
disabilities. The following 3 studies are examples of the scientific evidence that describes 
the physical and psychological suffering of the mesh-injured women.  
 

• Changed Women, Journal of Female Pelvic Medicine & Surgery, 2014 
 
The study describes how mesh complications caused both physical and emotional 
pain, in addition to the discomfort of the original pelvic floor dysfunction. The 
women experienced a spiral of health problems, anxiety, and 
desperation. The study describes how the women who once considered 
themselves healthy now believed that they are unhealthy. It describes how the 
mesh-injured women settle for the ‘new normal’ and work to adjust to their 
degraded health status. It describes how women who were discharged from 
tertiary units, despite still being symptomatic, had expressed hopelessness and 
abandonment. 
 

• Disability Impact, Journal of Female Pelvic Medicine & Surgery, 2017  
 
The study confirms that some mesh-injured women can be ‘extremely disabled’. 
The overall disability score was 8/10. The majority of patients missed a median of 
12 months of their school or work because of their mesh complications. The study 
describes how family income dropped because of productivity loss related to mesh 
complications. The study concluded that prolapse mesh complications had a 
sustained disability impact that continued despite mesh removal. The economic 
burden on the families of the effected individuals included a drop in the family 
income in more than one third of the families. 
 

• New-Onset Depression, Journal American Medical Association 2019  
 
The study confirmed that women can be profoundly affected in a psychological 
way by mesh complications. Symptoms of these complications may not be 
completely corrected. The study found that mesh-injured women who required 
removal surgery (believed to be mostly partial) had a ‘statistically significantly 
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higher risk of depression and self-harm compared with those who did not require 
a correction’.  
 
The younger the women, the stronger the association with depression, due to loss 
of intimacy. The study concluded that surgeons managing mesh complications in 
women should be aware of the potential serious psychological implications of 
mesh-related complications. While some still believe women present with mesh 
complications because they need psychometric assessment, this study proves an 
opposite direction of cause and effect. Women do need psychological support 
because of their mesh-related injuries. 
 

 
Recommendation 6 of the Scottish Government Mesh Report (Interim in 2015 and Final 
in 2017) had asked health care professionals to show more empathy towards the mesh-
injured women and to genuinely believe they are suffering. Government officials are 
requested to extend this recommendation to social care professionals.  
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RECOMMENDATIONS 
 

• Consider postponing all non-urgent highly-complex ‘total’ mesh removal 
surgery for women with chronic pain until our surgeons are trained by the US 
surgeons who are more experienced in this type of surgery, e.g. Dr Veronikis, 
and obtain high patient satisfaction. We urge government officials to invite this 
surgeon, or an equally skilled one, to train our surgeons, shorten the learning 
curve and provide leadership on mesh removal surgery in Scotland. 
 

• Stop partial mesh removal surgery in local units. Women presenting with 
chronic pain, including pain during sexual intercourse, require total removal of the 
mesh device. All women presenting with mesh complications must be discussed 
at national MDT. Total removal surgery must be the default procedure and must 
be performed only at an expert mesh centre by at least two expert mesh removal 
surgeons e.g. a gynaecologist and urologist. 
 

• Facilitate second opinion from another unit in the UK or overseas - a 
reciprocal agreement. Women should not feel compelled to go to a particular 
mesh centre or particular surgeons, especially if they were the implanting 
surgeons in the first place and there are trust issues. Empathy and compassion 
are essential. 

 
• Develop and implement national patient care / treatment pathways for mesh-

injured women to include the following: 
 

o Focus the resources of physiotherapy and pain clinic interventions to 
take place after, better than before, total mesh removal surgery. 
Rehabilitation of the pelvic floor by physiotherapists and addressing any 
residual pelvic pain by anaesthetists may be useful after the offending 
device is removed. It is not fair to judge the success of such interventions 
when the pain-inducing mesh device is still in place. 
 

o Translabial ultrasound should be made available at the national mesh 
expert centre and the MDT should include a radiologist to help the 
surgeons decide whether the scan will be useful for individual patients.  

 
o Invite a rheumatologist to be part of the wider MDT. There are many 

mesh-injured women reporting/experiencing symptoms highly suggestive 
of autoimmune diseases. Rheumatologists would decide what tests to 
identify inflammatory markers and whether to compare the results before 
and after removal surgery. 
 

o Develop and implement a Patient Decision Aid (PDA) that describes all 
treatment options for mesh-injured women and inform and help women to 
make the difficult decision of whether or not to undergo surgery, based on 
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what is important for them. The PDA should be agreed and signed by 
patient and regional MDT.  

 
o Total (rather than partial) mesh removal must be the routine procedure 

for women who choose surgery. The MDT should justify why a patient 
would receive a partial rather than a total removal. Partial mesh removal 
does not resolve pain and it makes future full removal more difficult and 
almost impossible in some cases. 

 
o Mandate a photograph of the mesh explant, to include the following: 

 
§ Patient details, including name and CHI number  
§ Explant details, including name of mesh device and manufacturer 
§ Ruler to indicate the size of the explant  
§ Date stamp 

 
Patients must be given a copy of this photograph.  

 
o Patient follow up review at six months (or earlier if necessary) after 

presenting with mesh complications in clinic and six monthly checks on 
their health thereafter, for as long as they still have mesh in their body. 
Telephone consultation may be appropriate if mutually agreeable.  

 
o Mandate the use of a national database to record the details of the 

mesh removal surgery, report adverse events to MHRA and audit the 
outcome in patients’ own terms of success and failures. In the interests of 
transparency, mandate the publication of the results and outcomes of 
mesh removal surgery on a regular basis.  

 
• Facilitate psychological support for the mesh-injured women, including 

Counselling and Cognitive Behavioural Therapy (CBT). The traumatic impact of 
chronic pain and loss of function has been described as similar to Post-Traumatic 
Stress Disorders (PTSD).  

 
• Raise awareness among social care professionals that pelvic mesh 

complications can be a direct cause of serious disability and provide adequate 
and timely social support, during initial assessment and subsequent decisions. 


