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Tension-free Vaginal Tape (TV'T)

ABSTRACT

Objective: The intra- and postoperative anatomical complications, frequency, and
influence of risk factors of the tension-free vaginal tape are described.

Study Design: This was a prospective cohort study of 809 patients.

Results: The total intraoperative complication rate was 6.2%. Previous prolapse sur-
gery was a risk factor for complications (odds ratio, 2.86; 95% CI, 1.15 - 7.11). We
found more intraoperative complications in patients with general anesthesia than
with local analgesia with sedation (odds ratio, 4.14; 95% CI, 2.01- 8.53). In teaching
hospitals the postoperative complication frequency was higher than in non-teaching
hospitals (odds ratio, 0.55, CI 0.35- 0.85).The learning curve is short and more post-
operative complications were found in the second ten patients operated by 1 surgeon
(odds ratio, 1.94; 95% CI, 1.14 — 3.29). Spinal analgesia gives fewer postoperative
complications than local analgesia with sedation (odds ratio, 0.35; CI, 0.13 — 0.92).

Conclusion: Tension-free vaginal tape is a relative safe procedure; concomitant
pelvic surgery can be performed safely. Several risk factors for complications were
identified: menopausal state, previous prolapse surgery, mode of anesthesia, teaching
hospital, and the second ten procedures of each surgeon.
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INTRODUCTION

Stress urinary incontinence (SUI) is a common health problem among women'.
Besides physiotherapy, incontinence surgery is the cornerstone in the treatment of
these women. Many different surgical techniques have been introduced for the treat-
ment of SUIL. The techniques not only differ with regard to success, but they also have
different complication rates. These complications can be anatomic (eg, bladder per-
foration) or functional (eg, voiding dysfunction).

Currently, tension-free vaginal tape (TVT) is a well-established therapy for SUI in
women. The procedure was introduced by Ulmsten et al*’ in 1995, and has replaced
most other forms of anti-incontinence surgery, with > 500,000 devices sold world-
wide. TVT is a minimally invasive procedure and is based on the concept of mid ure-
thral support. The TVT has proved to be as successful as any other incontinence pro-
cedure®. Reasons for its popularity are the minimally invasive nature of the proce-
dure and its high success rate. Nevertheless, minor and major complications have
been reported®. Operative bladder or urethral perforation has been reported to be up
to 15% of cases’. Several other severe intra- and postoperative complications like ure-
thral erosion, injury to large vessels, hematoma, wound infection, and complete uri-
nary retention have been described™”.

Several possible risk factors for complications have been described™”. The operative
history of the patient, the learning curve of the surgeon, concomitant surgery, and
the different sorts of anesthesia, may all play a role in the occurrence of complica-
tions. To be able to prevent complications, knowledge of these possible risk factors is
needed. No prospective study has ever been performed to establish insight into these
risk factors. The study of Ward et al* was a trial that compared the TVT and the Burch
procedures. The study reports the incidence of complications but does not report on
the possible risk factors for complications. The results of the Austrian registry, as
reported by Tamussino et al®, described the complications of TVT in a large group
(N=2795). Participating centers in that study were asked to complete a single-page
questionnaire for every patient who underwent a TVT procedure. It is not clear from
the article whether this was done prospectively for every patient. All other studies
also have described the complications and its rate retrospectively, which gives a sub-
jective insight in the real amount and severity of the complications.

The aim of this study was to describe the anatomic complications, their frequency,
and the influence of several risk factors (such as the operative history, concomitant
surgery, learning curve and type of anesthesia) on the complication rate of the TVT
procedure. Furthermore, a survey of complications of the TVT procedure, as pub-
lished in the English scientific literature, is presented.
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MATERIALS AND METHODS

This study was approved by the Medical Ethical Committee of the St. Elisabeth
Hospital Tilburg, as primary research center, and all other co-working hospitals, as
required by Dutch law. Written informed consent for this study was obtained from
all the women. Between March 2000 and September 2001, all patients with an indi-
cation for the TVT procedure were asked to participate in this study. The procedures
took place in 41 different hospitals, in which 54 gynecologists and urologists per-
formed the TVT procedure. Among the 41 hospitals, there were 3 university hospi-
tals, 25 teaching hospitals, and 13 local hospitals. All participating gynecologists and
urologists were qualified to perform vaginal surgery and had a short training in per-
forming TVT procedure by an experienced surgeon.

Inclusion criteria were SUI that was proved at urodynamics or at history/physical
examination with an indication for surgery. The urodynamic investigations were per-
formed according to the standards recommended by the International Incontinence
Society". Exclusion criteria were recurrent and difficult-to-treat urinary tract infec-
tions, significant symptoms of urge urinary incontinence, a history of detrusor over-
activity at cystometry, post voiding bladder retention (>150 ml), bladder capacity
< 200ml or physical/mental impairment.

The TVT was performed as described by Ulmsten®. The operation was carried out
with local anesthesia with 0.25% prilocaine with adrenalin and sedation, spinal anal-
gesia, or general anesthesia.

A standardized history, physical examination, and urine culture was accomplished
before the operation and at 2, 6, 12, and 24 months. The registration of intraopera-
tive and direct postoperative complications was done by the surgeon.

The following complications were recorded: blood loss > 300 ml, bladder perfora-
tion, urethral lesion, major vessel lesion, and other intra operative complications. Post
operative complications considered were the need for catheterization > 24 hours, the
need for self-catheterization, postoperative bleeding, hematoma, wound infection,
urinary tract infection, tape rejection, tape erosion, temperature rise > 38 °C. The
number of TVT procedures that every surgeon performed and the complications per
surgeon were counted. Groups were formed of the first 10 TVT procedures, 11-20
TVT procedures and over 20 TVT procedures that the surgeon performed.

Statistical analysis

All data were anonymous processed by a research physician (TMB) and the secretary
of the research team. Statistical analysis was performed with SPSS 10.0 for Windows
(SPSS Inc, Chigago, I11. The X~ test was used to compare proportions that related
to subjects in different groups. Categorical variables were compared with a 2-sided
Fisher exact test. The Student t-test was used as a statistic to compare interval vari-
ables. Univariate odds ratios (ORs) and 95% confidence intervals (CI) and the prob-
ability values were calculated for risk factors.

Subsequently, multivariate logistic regression analysis was used to construct a predic-
tion model to determine preoperative and postoperative factors that independently
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influenced the complication rate. Logistic regression is a technique that can be used
to evaluate the performance of multiple variables in a diagnostic model. The selec-
tion of variables usually is performed with a significance level of 5%. However, the
incorrect exclusion of a factor would be more deleterious than including too many
factors. Multivariate analysis included therefore all variables with a probability value
< .30 in the univariate analysis.
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RESuLTS

In total 809 women participated in the study. Their mean age was 51.3 £10.4 (range,
20-82) years and mean parity was 2.4 *1.1. Of all patients, 46.6% were post-
menopausal, and 34% of the postmenopausal women used hormone replacement
therapy. The mean operating time for only the TVT procedure was 32.4 £ 11.2 min-
utes (range, 14 - 120 minutes). The incidence of intraoperative complications was
6.2% (n = 50 women; Table 1). Bladder perforation was the most common compli-
cation (n = 28 women; 3.5%). In all cases it was diagnosed during the procedure. In
all but 1 case, the tape was reinserted, and an indwelling catheter was placed; at fol-
low-up examination, none of these patients had any problems. There were no ure-
thral lesions. Severe blood loss (>300ml) occurred in 10 cases. In 1 case, the internal
iliac vein was lacerated, and a laparotomy performed. There was 2500-ml blood loss;
the tape was left in place, and the patient recovered completely.

The total incidence for postoperative complications was 20.9% (n = 169 cases; Table
1). In this group there were 30 patients (3.7%) with a combination of > 1 compli-
cation. These complications were counted separately in the total incidence.
Abdominal, vaginal, or retropubic hematoma was seen in 28 patients (3.4%). A tem-
perature rise (> 38°C) was diagnosed in 1 case (0.1%). Tape erosion was found in 2
cases (0.2%) within the two-year follow-up examination. In 121 cases (14.9%), an
indwelling bladder catheter was needed for > 24 hours. In 13 of these patients
(1.6%), because of voiding difficulty, the TVT tape had to be cut. After reopening the
midline incision, the tape was identified and cut laterally of the urethra. In one case,
the tape was cut in the midline, a lesion arose in the urethra during surgery, which
was closed. Afterwards a urethral-vaginal fistula developed which was closed vaginal-
ly. The patient recovered completely. Of the 13 patients in whom the TVT had to be
cut, 5 patients were reported to be continent. All these 13 patients were able to void
without residual volumes of > 150 ml at 12 months after the tape was cut. Three
women required either self-catheterization or a suprapubic catheter.

There were 131 women with an operative history for incontinence or prolapse. In
the group with previous incontinence surgery (n = 50 women), there was no signif-
icant difference in sort of complications. In this group, there were 9 patients who had
undergone 2 previous incontinence procedures, and 1 patient who had undergone 3
previous incontinence procedures (Burch, re-Burch and hysterectomy with con-
comitant Raz sling procedure). In this group of 9, there were no intra- and postop-
erative complications; 1 patient had worsening of pre-existing urge incontinence.

A statistical difference was found in the intraoperative complication rate of the group
who had a history of prolapse surgery (OR,2.86,95% CI, 1.15 - 7.11;Table 2). There
were only 16 cases (2%) with a history of both prolapse and incontinence surgery.
No significant difference in complication rate was found in this group. Women with
a rectocele before surgery had statistically a lower chance at postoperative complica-
tions. General anesthesia was found to give more complications intra- operatively
than local analgesia with sedation (OR, 4.14, 95% CI, 2.01- 8.53).

In 59 cases (7.3%) concomitant surgery was performed: vaginal hysterectomy for
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uterine descent, 7 cases; anterior repair, 15 cases; posterior repair, 28 cases; and ante-
rior and posterior repair, 9 cases. The intra- and postoperative complication rates in
this group did not difter significantly (Table 2 and 3). The complication rate in the
group with concomitant non-pelvic surgery was 9.5% (not significant).

The postoperative complication rate in the in the 25 teaching hospitals was 24% and
16% in the 13 local hospital. This indicates a significant difference in postoperative
complication rate among the different types of hospitals (OR, 0.55, 95% CI, 0.35-
0.85). In the group of premenopausal women, we found fewer postoperative com-
plications (OR 0.67, 95% CI, 0.46 — 0.99). The multivariate regression analysis
showed a significant difference for spinal anesthesia (OR 0.35,95% CI, 0.13 — 0.92).
The results of the learning curve are shown in tables 2 and 3. In the second ten pro-
cedures performed by the same surgeon, statistically most of the postoperative com-

plications occur (OR 1.94, 95% CI, 1.14 — 3.29).
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COMMENT

This study comprises 30% of all TVT procedures that were performed in the
Netherlands during the inclusion period of our study. It analyzes the intra- and post-
operative complications that are associated with the TVT procedure. We tried to get
a clear view in the origin of these complications. Is there a learning curve? Does
concomitant surgery complicates the procedure? Is a history of previous surgery the
main factor in causing complications? Several studies report about the complication
rates with different kinds of incontinence surgery (Table 1). However, to our knowl-
edge, apart from the comparative study of Ward et al’, a large prospective study of
complications with the TVT procedure has never been published.

Different kinds of incontinence procedures result in different complications and dif-
ferent complication rates. The complications presented in this study do not differ
much from, and in general occur less frequent than, the complications described with
other incontinence procedures' . Table 1 shows the observations from several other
studies on complications with the TVT procedure*’.

It appears that the rate of intra- and postoperative complications does not difter sig-
nificantly among these studies. However, in a number of these studies, the data were
collected retrospectively. Hence, under or over reporting and other sources of bias
may have been introduced unwittingly.

The introduction of the TVT needles is relatively “blind”, and no visual control is
possible for the retropubic part of the introduction. Despite this, the number of com-
plications (eg, hemorrhage, urinary, or visceral tract injuries) is low. Most common is
a bladder perforation (2.7%-15%). In our study, all complications were reported by
the surgeon. We found no obturator nerve and no urethral injury. Nevertheless, we
did report 1 case of iliac vessel injury. Analysis of this case did not reveal any special
circumstance for this complication to have happened.This is in concordance with lit-
erature, because case reports about these complications are limited"” . One may con-
clude that serious complications are uncommon after TVT procedure.

In addition, complications that are seen often with the use of foreign body material
(such as fever, erosion, or infection) are low with the TVT procedure. In our study,
2 tapes had to be removed because of infection or erosion within the 2-years follow-
up examinations. Whether these cases could be attributed to real infection or to ero-
sion or to a defective wound healing is unknown. Tape removal has been reported

more often in the international literature'®

and is especially seen in few cases in
which the vaginal wall did not close completely over the tape. This might be due to
extreme atrophy of the vaginal mucosa. In our study, this is reflected in the occur-
rence of more postoperative complications in postmenopausal women.

The learning curve is associated with complication rates in many medical proce-
dures. Two studies in the English literature report about the learning curve of the
TVT procedure >*'. Kuuva et al’ found a decline in the number of complications per
surgeon after 15 procedures. Groutz et al*' found 5 bladder injuries in the first 20
patients underwent operation by an experienced urogynecologist. These authors

state: “We believe these injuries represent the learning curve because no further
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injuries occurred subsequently”. In our cohort, the complication rate was increased
in the second 10 patients who underwent operation by 1 surgeon. We cannot explain
the reason that the number of complications is higher in the second 10 procedures
as compared to the first 10 procedures for each surgeon. We should emphasize that
all gynecologists and urologists who participated in this study were trained in the
procedure by experienced peers. Furthermore, they were able to carry out cys-
toscopy procedures to detect bladder injury, which is of paramount importance for a
safe TVT procedure. Nevertheless, we conclude that, as compared to other inconti-
nence procedures, the TVT procedure has a short learning curve. Related to the sub-
ject of experience, we observed significantly more postoperative complications in
teaching hospitals. In these hospitals, procedures were carried out by residents and
registrars who were supervised by experienced consultants. The increased number of
complications in these hospitals may be the result of the fact that the retropubic part
of the procedure is difficult to supervise. However, when this is true, one might
expect more intra- than postoperative complications. Nevertheless, this observation
strengthens the fact that, although short, there is a learning curve.

Simultaneous surgery may affect the complication rate. We found no differences in
intra- or postoperative complication rates between isolated TVT procedures or TVT
procedures in combination with prolapse surgery. To our surprise a pre-existing rec-
tocele was associated with fewer postoperative complications. We do not have a clear
explanation for this observation, and it may merely be a coincidence. Previous pro-
lapse surgery was attributed to more intra-operative complications, predominantly
bladder perforations. Others before have described this. Moss et al” found 3 bladder
perforations in 154 primary TVT procedures. Ten bladder perforations occurred in a
group of 163 patients with previous pelvic surgery. However, this was not significant-
ly different. Moss et al did not make a difference between previous prolapse surgery
and previous incontinence surgery because the last group was too small to analyze
separately. In contrast, Darai et al”, who studied the outcome of 40 TVT procedure
with and 41 procedures without simultaneous hysterectomy, found significant differ-
ences among women with previous incontinence surgery. They found no intra- and
postoperative differences in complication rates between the 2 groups who were stud-
ied, except for de novo urge symptoms. Nevertheless, they did find a significant dif-
ference in complication rate among patients with previous incontinence surgery.
Darai et al claim that this occurred because of the scarification of Retzius space. Our
data, however, did not associate incontinence surgery before the TVT procedure with
an increase in intra- or postoperative complications.

Finally, the mode of anesthesia may influence the complication rate of the TVT pro-
cedure. Multivariate regression analysis for intraoperative complications and the type
of anesthesia showed a significant difference for general anesthesia. This analysis cor-
rects for confounding factors such as concomitant surgery and history of pelvic sur-
gery. Spinal anesthesia was found to give fewer postoperative complications, especial-
ly no postoperative urinary obstruction. One might think that when the cough test
that was described by Ulmsten et al’ is not performed, more obstruction could have
been encountered. Possibly the surgeons who performed the TVT with spinal anes-
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thesia are aware of the possibility of this complication and left the tape lose under
the urethra. In contrast, Bodelsson et al® found a higher incidence of bladder perfo-
rations in the spinal group.

In conclusion, this study shows that the TVT is a relatively safe procedure with a low
complication rate. Several risk factors for complications were identified: menopausal
state, previous prolapse surgery, general anesthesia, teaching hospital, and the second
ten procedures performed by each surgeon. The TVT procedure has a short learning
curve; however, good cystoscopic skills are essential for everyone performing the
TVT procedure.

48



Complications of TVT

REFERENCES

10.

11.

12.

13.

14.
15.

16.

17.

18.

HANNESTAD Y'S, RORTVEIT G, SANDVIK H, HUNSKAAR S.A community-based epidemiolog-
ical survey of female urinary incontinence: the Norwegian EPINCONT study.
Epidemiology of Incontinence in the County of Nord-Trondelag. J Clin Epidemiol
2000;53:1150-7.

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;7:81-5; discussion 85-6.

ULMSTEN U, PETROS P. Intravaginal slingplasty (IVS): an ambulatory surgical procedure for
treatment of female urinary incontinence. Scand J Urol Nephrol 1995;29:75-82.

WAaRD K, HILTON P. Prospective multicentre randomised trial of tension-free vaginal tape
and colposuspension as primary treatment for stress incontinence. BMJ 2002;325:67.
Kuuva N, NiLssON CG. A nationwide analysis of complications associated with the tension-
free vaginal tape (TVT) procedure. Acta Obstet Gynecol Scand 2002;81:72-7.

BODELSSON G, HENRIKSSON L, OSSER S, STJERNQUIST M. Short term complications of the
tension free vaginal tape operation for stress urinary incontinence in women. Bjog
2002;109:566-9.

ULMSTEN U, JOHNSON P, REZAPOUR M. A three-year follow up of tension free vaginal tape
for surgical treatment of female stress urinary incontinence. Br J Obstet Gynaecol
1999;106:345-50.

TamussINO K, HANzAL E, KOLLE D, RALPH G, Riss P. The Austrian tension-free vaginal
tape registry. Int Urogynecol J Pelvic Floor Dysfunct 2001;12 Suppl 2:528-9.

MESCHIA M, PIFAROTTI P, BERNASCONI F, et al. Tension-Free vaginal tape: analysis of out-
comes and complications in 404 stress incontinent women. Int Urogynecol J Pelvic Floor
Dysfunct 2001;12 Suppl 2:524-27.

ABRAMS P, CARDOZO L, FALL M, et al. The standardisation of terminology of lower urinary
tract function: report from the Standardisation Sub-committee of the International
Continence Society. Neurourol Urodyn 2002;21:167-78.

ALCALAY M, MONGA A, STANTON SL. Burch colposuspension: a 10-20 year follow up. Br J
Obstet Gynaecol 1995;102:740-5.

NYGAARD I, KREDER K. Complications of Incontinence Surgery. Int Urogynecol ]
1994;5:353-360.

CHALIHA C, STANTON SL. Complications of surgery for genuine stress incontinence. Br ]
Obstet Gynaecol 1999;106:1238-45.

Jarvis GJ. Surgery for genuine stress incontinence. Br J Obstet Gynaecol 1994;101:371-4.
VIERHOUT ME. Severe hemorrhage complicating tension-free vaginal tape (TVT): a case
report. Int Urogynecol J Pelvic Floor Dysfunct 2001;12:139-40.

HAFERKAMP A, STEINER G, MULLER SC, SCHUMACHER S. Urethral erosion of tension-free
vaginal tape. ] Urol 2002;167:250.

KoOEBL H, STERER S, SELIGER G, WOLTERS M. Transurethral penetration of a tension-free
vaginal tape. Bjog 2001;108:763-5.

Pir MJ. Rare complications of tension-free vaginal tape procedure: late intraurethral dis-
placement and early misplacement of tape. ] Urol 2002;167:647.

49



Tension-free Vaginal Tape (TV'T)

20.

21.

22.

23.

LoHse C, WEIL A. A rare complication with TVT: vaginal protrusion of the tape. Int
Urogynecol J Pelvic Floor Dysfunct 2002;13:330-1.

ALLAHDIN S, MCKINLEY CA, MAHMOOD TA, LyTH D.Vaginal wall erosion of the tension-
free vaginal tape procedure: an unusual complication. ] Obstet Gynaecol 2003;23:443.
GrouTZ A, GORDON D, WOLMAN I, JAFFA AJ, DAVID MP, LESSING ]JB. Tension-free vaginal
tape for stress urinary incontinence: Is there a learning curve? Neurourol Urodyn
2002;21:470-2.

Moss E, Toozs-HoBsoN P, CARDOzO L, EMENS M, POGMORE JR, CONSTANTINE G. A
multicentre review of the tension-free vaginal tape procedure in clinical practice. ] Obstet
Gynaecol 2002;22:519-22.

DARrALI E, JEFFRY L, DEVAL B, BIRSAN A, KADOCH O, SORIANO D. Results of tension-free
vaginal tape in patients with or without vaginal hysterectomy. Eur ] Obstet Gynecol Reprod
Biol 2002;103:163-7.

50



uoneradoar popaau :ff

Pparess jou Junowe Surpadfq paseasout :

UOTSAT AU 103810 [ 3y

Ppapeau Mu_w& ﬁﬂﬁﬁwﬁ\/ wCBCEMCS SSOT pOO[q JO junoure ﬂ%«%
erIojetoyg ﬁwﬂiww\/ XT “onmoﬁ QAIIU I103eINIA0 XT lyx

T 00C< *x

(sarun ) worsngsuen poyq pue Awojoredey Surrnbar parnfur £1011e 1032IMqQ #

BUIOIBWAY uﬁsmoboa L

shep £ <L)
saneradoisod syoam g ur:l

S[qe[reAt 10U 1Y N

QoIng PI TAT,

pajou

Burredwoo Apms a1om suonedorduod ode
aanoadsord e st Sy, nypo u:au@_:wi ON Jo ﬁfﬁoivmzﬁa %91 SYTEWAL
%6°T

uonerojad reurdep Y30

VN VN VN %9°0 %80 VN %1°0 (snispo0) $99189p g¢<) 194§
%L1 VN %L Jocce %1t %0 %L°0 uonoajur Areutin
VN %S0 %L1 %9°0 %0 %0 %¢C 0 uondafor adey
VN %t %0T Hoe 1t VN %01 % 6t1 $INOY HT<INIYIEI JO PIIU
VN VN %8°'C %6°C %¢'T %0 VN uonuxar Nordwod Sunsisiod
VN %S %9°0 HHoest %r'T VN %€ BUIOIEWSY
suonedrdurod

aanperado-ysod

e boezo *x%T0 %t oo
VN VN VN %9°0 %170 %0 %1°0 S[9SS9A JPI[L 913 JO UOISI[
VN VN %C'1 VN %1°0 %0 %0 UOISI[ [ed3oIn
Fucc %S0 HH % #%9°0 *%6'1 %0 %C'1 [TOOE <SSOT pOOIq
%L'T %9 %8¢l %88 %8°¢ VN %S¢ uoneiopad 1oppeiq
suopedrdurod
aaperado-enur

S6LT=N Y0v=N YLI=N 0LT=N SSYI=N 0S=N 608=N
ou sak ou ou ou sok ou LAL A0
aanoadsonox aapdadsoxax aanoadsonox aanoadsoxd aapoadsoxax aapoadsoxax aapoadsoxd Apnys 1109
(8) ourssnuuey, (6) eryasoy (9) uosspppog (¥) prem () eannyy (L) waysuayn Apmys sy,

saIpnys 1910 PIm uosrreduwrod ur (608 = N) pawioyrdd s I A 1 Jo suonedrduwro) 1 9[qey,

51



. o (% 9) 0T (% t6) (143
PoL0 191-60160 (g q) 0¢ (% ¥6) 65t
0
. I % L) <€ (% €6) 8Ly
v69°0 l0c-¢0l80 © 9) 9 ¥ +6) 36
61
) i ) ) ) o (% 9) €l (% ¢6) 8F1
pro logTrool  vel 6T0 | 6T0  [8T-L0IVL (g € (% +6) zes
6
0 [960-510] B B (% ) L (% 96) 651
¥0°0  [96°0-S1°0 80 96°0- | L1'0  lg1-20190 % 1) 6 % <6) 106
€01
o loz-90l % L) T (% €6) €0¢
L0 10T=901 1L (o) e (% <6) g€
11
0o [veLt-L20 T 1€t |Leco [grr-colsT (wen) 4 (% 88) i
60 [1sv-9t0l  ¥1T 9¢0 |esk0 [Fr-colst (% 8) 14 (% z6) 9t
200 [1rz-st1]l 98T <01 (€800 lov-60lTT  (%1D) L (% 68) 8¢
+ (% <) LE (% <6) 19
0
. . (% 9) 44 (% t6) €ce
6L60 [81-5010T (g q) < (% ¥6) 0LE
69
) o (% 9) 9F (% +6) 1L9
860 leT-10ls0 gz z (%.89) )
<L
069°0 91l F L0S ol F 1718 9
(0s=1) (6SL =1) sonjeA
d [1D v%S6l dO d d D *%s6lIO suonedrduiod suonedduwiod ou Surssruu

speardsoy Suryoea-uou ur J A 1,JO ‘ou

sreardsoy Suryoeay ur 1 A I.Jo "ou
Zumas [endsoy jyo odKy

AmqowradAy

AqowradAy ou

Amqowrod4Ay [eryoin
Jpnea Teurdea Jo XIa190 jo asdejord
Jmnea Teurdea Jo X1a190 jo asdejoid ou
Jnea Teurdea Jo X110 durrain Jo sdejord
919203021
919203021 U

RIERIIRER}
910001540
910001545 ou
912201540
LAI 01 1o1ad snyerg 100[J d1A[RJ
A1981ms asdejord pue sousunuoour snorasrd
K10810s 9duaUMTOdUT snoraaid
K1081ns asdeoid snoraard
A1981ms [eo180[009uLF0In snoraaid ou
L3031 [Ed1301020uf3o1N
[esnedousunsod
esnedoustaxd
snje)s [esnedouduur
Arrednnuw
Arredimu
Ayxed
(ps F s1eaK) o3e
e)e(] [eIOUID)

sisA[eue ajerIeAR[nIA

wﬂOmaﬁUm—QEOU 0>mHNHOQOINH—ﬁ~ Wﬁmwﬂwﬂ-qﬁm sJ0)oesry jo mmm%—&ﬁ< 9jeLIeA NNJA pue 3jelreAlun) g I[qey,

sis[euy 9)elIeAIU)

~N
i~



onpea-d =d

PIYSIYSTY 218 $9OUIIPIP JULIYIUSIS A[[EI1ISTILIS

dnoi3 souarepany (+)

SO[QELIEA [EAINUI 10 PouLIOjIad sem 3593 1-Juopmg
SO[qerIeA [EJ11081978D 10J PatIofiod sem $9T,10eX0 IOYSL]

[1D %S6] OnEXL SPPO Put (%) 2quunu *((S) ueaur a1e sanfep

9¢L°0 [L1-s0l6°0 (%¢) 0T (%56) 6F¢ UGIBINS Do 10§ SoInpaoold ()¢ ueys o1ou
o loe-Lolyr (%8) ¢l (%26) Srl uoagms yora 10§ sormpasod (] Ixou
(%9) L1 (%0°+6) <oC 1u0931ns yoes 10§ sarnpadoid ()] 1819
uu.w.@o AAIND wﬂﬂﬁumwﬁ
0 ddudrrddxy s,u0d3ing
10°0 [ess-t0el vy Tyl (1000 [rz-etlle (% LD St (% €8) L eIsOYSOUE [e1ouaS
6c0 lsgcro0ol  v€0 6071- 6580 [0¢-¢0l60 (% <) ¢ (% <6) 6 ersadene peurds
+ (% 9) 4 (% <6) 9 (UOTIEPaS M) BISIYISIUE [£20]
+9 ersay)sauy Jo ad4y,
90¢0 loz-T10l¢0 (% €) 4 (% L6) 19 sormpasoid [ea1Sns Y0 PIm TAT
160 lre-vol11 % 9) ¥ (% ¥6) GG A1281ms osdeford yam TAL
+ (% 9) r (% t6) €9 A[uo JAL

0 $3INPadoId snoaueynuarg

53



g T e (%8L  00F ArrqouwnradAy

6L9°0 61=LOIVL (o 00y Tz (h08) €8 KpiqowrzadAy ou
61 AnqowradAy reryiain

ot e o 61 08 (%18) 1€l J[neA [eULdea JO XIAID JoO sdejod

L8T0 T1-<0l80 % ¢2) st (% LL J[nea [eurdea Jo x1a192 jo sdejoid ou

6Ch [neA [EULSEA JO XIAIID JO sdej

¥6 J[neA [eurdea JO X1190 duLIain Jo sdeford

. T, . g (hsT) st (e’ THl 9[20191

L00 07179701190 6107|9800 60+ 0190 o N T ho) 114 3[9901091 o
c01 99203031

o g (10 0L (%ol LSt 9[2203545

W7o TE-90160 gt g who)  pic 9[9203545 ou
121 9[9203s42

AL 01 1011d snmyejg I00[] IIA[d
IAL I S 100[] d1APPd
860 [£8°1-¢¢70184°0 ST'0- |S€0°0 [96°0-CT0l+0 (W11 L (% 68) 9¢ sainpadoid [ed131ns 1930 IIM AT
L0 lee1-12°0l€50 #9°0- |950°0 [0 T -T0l S0 (het) L (% 88) s £193ms sdejoxd yam TAL
+ (%¢a) ss1 (L) ces Aquo AL
0 w&hﬂﬂuuoo.ﬁm mn—oeﬁﬂ:samw
8060 lcc-¢ol60 (©we6l) ¢ (%18 ¢l A1931ms sdefoxd pue sdoudUnUOOUT SNOTAdId
L8%°0 lsc-90lcT ¥ <1 (%9 8¢ A1981ms dudUnUOdUL snotadId
LL0°0 l6T-601 L1 (%e62) 61 (%1 9% A1931ms sdejoid snorasad
+ (% 02) s¢1 (% 08 [ A1981ns [ed130[009uAFoIn snoraaid ou

cF [eo130] A

0 £103sTH [eor3o10d0ui3o1n
. ecnl o . . ey ST 98 (%S 6Se [esnedouaumsod
¥$0°0 66°0°SH01L90  F0m | TH0°0 36°0-S01 L0 o L (0 1)  1ee pesnedousurord
69 smye)s [esnedouswu

(% 12) ¢St (oL  S9S Aredpmu

oran S — o] £ Lredt

180 LT-EO0160 oot L o) el Kuedyu
cL Arred
€500 YOI T 9CS ¥O0LF 60 L (ps F steak) ode
eje(J [eIUdD)

(691 = u) Or9 = u) sonjea
d [Dwusldo d d 1D %S6] 4O ronesyduwod ronesrduiod ou Busspu
sIsA[euy 9jeLIRAR[NA sisA[euy 9jeLIRAIU)

mﬂOmHﬁom—ﬁmEOU 0>mam.~0ﬁm0um°n~ Mﬁmoﬁos—wﬁm SI030eRsry Jo mmm%—mﬁdw djeLICA NN pue IjelIeAIU) "¢ I[qe], M



anpea-d =d

PSS 218 S90ULIIPIP JuLdYIuSIs A[eonsnels

dnoig souaryony (+)

SO[QRIILA [EAIDIUT 10J potiojrad seam 1591 1-3udpmIg
S9qeLIEA [£0110819780 10J patIofad sem ST, 198X I9YSL]

[1D %S6] onex] sppO pue (%) Toquunu *(([S) UBIW 2Ie SIN[eA

€L°0 1££77-£9°0l60T 600 [9¢£0 [87T-80lcT (%02 +¥L  (%08) S6¢ TOJBINS [OTa 103 $9InPId0Id () Uy 10w
20°0 leTe-rvitlee't 9970 |S00°0 L1'¢-¢ 1l 0c (%62 9F (%l  CTII U033INs Yord 10§ sanpasold (] Ixau
+ (%L1)  6F  (%gR) [oord U093INs Yora 10§ saInpadoid ()| 151y

10939 2AIND SuTuIed]

0 dousrradxy s,uoa3ding

0’0 lerc-tcolict  Leo |19¢0 loc-Lolet (hsa) ¢ (%S0 g9 ISAYISAUL [EIUDT
€0°0 [co0-crolseo  1'1- |610°0 l60-C0lv0 (%o1) 9 (%06 9¢ e1sadeue Teutds
+ (%ea) ¥e1 (% L) ToF (uonEpas M) BISIIsIUL [220]

+9 eISAYIsauUy Jo odAT,

o ee . e o 91 €S (% ¥8) 8 s[eardsoy Suryoesy-uou ur L A1jo ‘ou
10°0 i8°0--S€01SS°0 09°0- [S00°0 80 - +°0] 9°0 @b b1l (690  coe sendsoy Suryoes ur A Hwo ‘ou

0 Sumes [eadsoy jo ad£y

55








