
82 Pelviperineology 2012; 31: 82-86   http://www.pelviperineology.org

INTRODUCTION

Stress Urinary Incontinence (SUI) is defined as the in-
voluntary leakage of urine on effort, exertion or coughing
without a rise in detrusor pressure.1 It is estimated to affect
up to one-third of women older than 18 years, with a me-
dian age of 45 years.2 The Tension-free vaginal tape (TVT)
is a standard, minimally invasive procedure used to treat
SUI, introduced by Ulmsten in 1995.3 In spite of its proven
efficacy of subjective and objective SUI cure of 90% at the
11-year follow up4 TVT, has been found to be associated
with intra and post operative complications such as ure-
thral, bladder, bowel perforations, major blood vessel in-
juries as well as post operative voiding difficulties, de no-
vo urgency and Urge Incontinence (UI).5-9 In 2001,
Delorme described the Transobturator tape (TOT)10 as a
mid urethral sling for the surgical treatment of SUI. This
minimally invasive procedure, termed “outside-in”- in
which the tape is inserted in an almost horizontal plane un-
derneath the middle of the urethra, between the two obtu-
rator foramina- has almost replaced the TVT. The TOT
technique has been safer, due to avoidance of entry into
the retro-pubic space.10 A modified technique (“inside-
out”) of TVT-O was introduced by de Laval in 2003.11
The Transobturator passage of the tape ensures that the

retro-pubic space is not entered.  Therefore this approach
has a low risk of bladder injuries, vascular injuries and
post-operative voiding difficulties.5,12,13 The risks of com-
plications seen with the retro-pubic approach (TVT) are
avoided. Although cystoscopy is mandatory with a TVT,
with the TOT technique it is not always recommended.14,15
The Transobturator (TOT) approach was found to have

high success rates with an objective and subjective cure
rate of 90% and 97% respectively and low morbidity.15,16
The objectives of this case series were to assess the safety
and efficacy of the TOT in the treatment of stress urinary
incontinence in our hospital and to assess intra and postop-
erative complications associated with the TOT procedure
and their management.

MATERIAL AND METHODS

Between April 2005 and April 2010, 114 female patients
were diagnosed with SUI and were included in the study;
two were included with mixed urinary incontinence (MUI)
and four patients with overflow incontinence who agreed

to Intermittent Self-Catheterization (ISC). All underwent
TOT (outside-in) operations. The diagnosis of SUI was
based on subjective complaints of involuntary leakage on
effort, sneezing or coughing, without overactive bladder
symptoms (as recommended by ICS).1 Objective bedside
investigations included a cough test, residual volume and
urine dipstick to exclude infection.
Uro-dynamic studies were not systematically performed

due to lack of availability but without exception was
mandatory for those patients who were presented with
overactive bladder (OAB) symptoms. The surgical tech-
nique was as described by Delorme in 2001.10

The Key Procedure Steps Are As Follows:

1. Place the patient in dorsal lithotomy position with the
buttocks over the edge of the table and the hips flexed
at 120º.

2. Insert a bladder catheter (Foley size 12-14) to empty the
bladder and identify the urethra during the procedure.

3. Mark the tunneler insertion point through the obturator
foramen on the lateral margin of the inferior ischiopu-
bic ramus.  The insertion point is not fixed as it depends
on the depth of the lateral vaginal fornix, and must be at
least 1cm above the horizontal line at the level of the
urethra meatus and below the horizontal line at the lev-
el of clitoris.

4. Make a vaginal incision about 2cm long at the junction
of the middle and lower third of the urethra (wide
enough to insert a finger). Grasp each side of the inci-
sion with Allis’ forceps and pull laterally to open a win-
dow. Separate the vaginal epithelium from the underly-
ing periurethral fascia, using sharp and digital dissec-
tion in the direction of the inferior pubic ramus. If the
index finger is in the incision, and the thumb is at the
nearest point of the genito-crural fold, one may deter-
mine the entry point.

5. The incision that is made at this point should be big
enough to fit the tunneler that will be used (3-5 mm).

6. Introduce the tip of the tunneler into the obturator skin
incision.  Pass the tunneler through the obturator mem-
brane and muscle, keeping it close to ischiopubic ramus
directed towards the meatus urethra. The tip of the tun-
neler should make contact with the finger inside the
vagina incision. The tip of the tunneler must be brought
out into the vaginal incision. With the tunneler in the in-
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Age (years) mean 54.7 (±12.96)
range (29-87 years) 

Parity mean 2.6 (P1-P6)

Previous operations:
Anterior repair 14
Posterior repair 9
Total abdominal hysterectomy 18
Vaginal Hysterectomy 10
PIVS 1

Concurrent operations during TOT procedures (n=22)
Posterior IVS 3
Vaginal hysterectomy 3
LAVH 3
Anterior repair 2
Posterior repair 4
Laparoscopic sterilization 2
Removal of IUCD 1
Removal of Labial cyst 1
Laparoscopy cystectomy 2
Fento’s procedure 1

TABLE 1. – Patient Characteristics: Patients may have more than
one previous operation.

Figure 1. – Histogram of the Ages and the parity distribution
across the ages.

cision, the lateral vaginal fornix must be checked for
perforation.

7. The tape must be inserted through the eye of the tunnel-
er, pulled through the dissection and out of the obtura-
tor incision by reversing the tunneler.

8. This must be repeated on the other side of the patient,
ensuring that the tape is not twisted and lies flat under
the urethra. Once the positioning of the tape is con-
firmed, the vagina is close with bio-absorbable suture.

9. The lateral ends of the tape should be cut off and the in-
ner thigh skin incisions are closed with an absorbable
suture bilaterally.

10.A local modification included hospital stay for the
patient, clamping the catheter the following day and
removal on the second postoperative day. If residual
volume was <100 ml, the patient was discharged.

Postoperative pain was assessed by Visual Analog Scale
(VAS), which was simply and easily comprehended by the
patient and the length of the postoperative hospital stay was
recorded.
Postoperative evaluations were scheduled for 1 week, 6

weeks, 6 months, 1 year and yearly thereafter. Evaluations
included: a cough stress test, a vaginal examination and
residual volume. If a patient presented with Overactive
Bladder (OAB) symptoms, Uro-Dynamic Studies (UDS)
were performed. A 24 hour pad test was not performed.
Patients were considered objectively cured if they had no
stress urinary incontinence during the stress provocation
test (Cough test) and did not have urinary retention if a
residual volume of less than 100 ml was recorded.
Subjective success rates were measured as the patients’ sat-
isfaction with the procedure during the follow-up. Cure rate
of SUI was defined as a disappearance of subjective and
objective leakage. 
Descriptive statistics were performed showing the

frequencies and percentage for categorical variables and
the means, standard deviations and ranges for continuous
variables. Inferential statistics were performed on some
variables. The student’s t-test was performed for differ-
ences in means on Gaussian distributed data, to determine
the differences between operation times for those who had
TOT alone and those who had additional operation.
Spearman’s correlation was also used to determine the rela-
tionship between duration of operation and days stayed in

hospital. The maintenance of continence was shown using
the Kaplan Meier curve. Statistical significance was ascer-
tained at the 5% level hence a p-value of less than 0.05 ren-
dered statistical significance. The analysis was performed
using STATA 10.1.17

RESULTS

Procedures were performed under spinal anesthesia in 98
cases and general anesthesia in 22.  All the TOT’s were per-
formed at the Charlotte Maxeche Johannesburg Academic
Hospital, and all cases were done by the same surgeon, the
author. One hundred and twenty women underwent a TOT
procedure during the study period, of which twenty two
were associated with another surgical procedure. Patient’s
characteristics, previous operations and concurrent opera-
tions during TOT procedures have been summarized in
table 1. The mean patient age was 54.7(±12.6) years. Pure
stress urinary incontinence was found in 114 patients out of
120 patients. Two patients with mixed urinary incontinence
and 4 patients with overflow incontinence who agreed to
Intermittent Self Cathet erization (ISC) were included in
this study. Five different types of slings were used during
the study period and are shown in table 2. All the cases
were successfully completed. Intra-operative complications
are presented in table 3.
The average operating time was 30 minutes (25-40).

Some of the women had to undergo additional operations
and this on average doubled the operating time e.g. the op-
erating time for TOT had a mean of 21.2 minutes (SD±0.7).
An additional operation increased the mean time of surgery
to 40.3 (SD±2.8). Student’s t-test showed a p-val-
ue<0.0001. This increase in time of operation lead to the
statistically significant increase in the stay in hospital
(Spearman’s rho= 0.4323, p-value<0.0001).
The postoperative complications during the follow up pe-

riod are presented in table 4. The postoperative hospital
stay and pain (assessed by Visual Analogue Scale) are pre-
sented in table 5. The follow up period after TOT range
from 3 to 63 months, and the condition appears in the
parous women with average age of 42 years, with the ma-
jority of the women having either two or three children
(Figure 1).
There were a total of five failures through out the 63

months of follow-up with a success rate of 94.5%. The x-
axis shows the number at risk per each time point and the
cases in brackets per each interval (Figure 2).
Follow-up data was censored at the end of July 2010

when the last patient who underwent TOT completed 3
months follow-up. At the last follow-up (range 3 to 63
months), 5 cases were considered treatment failure (accord-
ing to the definition of stress specific cure).
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IVS-O Tyco 98 (81, 6%)
Aris Mentor-Porges 16 (13, 3%)
Monarc AMS 2 (1, 6%)
Obtryx Boston Scientific 2 (1, 6%)
Intramesh Cousin 2 (1, 6%)

TABLE 2. – Different TOTs used in the study.

Bladder perforation 2 (1,6%)
Vaginal perforation 2 (1, 6%)
Bleeding > 100 ml 0
Urethral perforation 0
Others 0

TABLE 3. – Intra-Operative Complications.

Tape erosion 1 (0.8%)

Sling failure 3 (2.4%)

De novo UI 1 (0.8%)

TABLE 4. – Complications during follow-up.

Postoperative pain as assessed by VAS Day 1: 2.9 (0-5)
Day 2: 1.06 (0-3)

Postoperative Hospital stay (days) 2.1 (2-3 days)

TABLE 5. – Hospital Stay and Pain as Assessed by V.A.S.
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DISCUSSION

The results from this study show that the TOT is a simple,
effective and safe procedure for treating SUI. The cure rate
of SUI, defined as the disappearance of subjective and ob-
jective SUI, was 94,5% during the follow up period. Success
rates are similar to other reported series of retro-pubic or
Transobturator mid urethral slings.4,15,16,18 Routine uro-dy-
namic studies (UDS) were  not  performed to confirm the di-
agnosis of  SUI in 114 patients with strongly suggestive SUI
prior to surgery. Although this may be considered by some,
as a weakness of this study, there is available evidence to
demonstrate that cough test is useful and reliable tool in the
diagnosis of SUI,19 especially in countries with limited re-
sources and in absence of symptoms indicating an
Overactive Bladder (OAB). It is recommended that women
with clearly defined clinical diagnosis of SUI do not need
routinely UDS prior to surgical intervention.20 We limit
UDS to the patients with the history of OAB symptoms,
those with RV > 100ml in absence of cystocele. This is sup-
ported by the literature that show that there is a little reason
to delay surgery prior to treatment. Important issues also in-
clude cost, discomfort, constraint to the patient and lack of
reproducibility.21 A recent systematic review has shown
there is no evidence that performing uro-dynamics does im-
prove the outcome of anti-incontinence surgery.22
In our setting with limited resources, clinical assessment

alone has place, as we have to treat the patient not the uro-
dynamic findings. All cases were successfully completed.
There has been a reported decreased risk of intra-operative
complications with TOT as compared to TVT and particu-
larly bladder perforation.5,12,13 In our study, bladder perfora-
tion occurred in two patients, (1.6%) and this is in agree-
ment with other reported rates of 0 –1.5%. 5,7,13,15,23
In the two patients in this study with bladder perforations,
both had had a previous anterior repair, and both perfora-
tions were created at the time of vaginal dissections, not
during tunneler insertion. In both patients, bladder perfora-
tion was diagnosed immediately, repaired in two layers and
the procedure completed. Post-operative urethral catheteri-
zation was left in-situ for 10 days. Abdel-Fatah et al24 re-
ported 4 cases of urethral and bladder perforation in their
series of 389 cases comparing TOT to TVT-O. He stated
that all occurred in TOT “outside in” group, and no cases of
bladder perforation ensued in the TVT-O “inside out”
group. However, three of the perforations occurred during
the dissections following vaginal incision, and only one
bladder perforation during the insertion of the tape. If the
correct technique is applied the risk of bladder perforation

with the tunneler is minimal. Bladder injury during the in-
sertion of the tunneler as seen in TVT should be distin-
guished from the bladder injuries during the creation of the
par urethral tunnel as seen in transobturator techniques
(TOT, TVT – O). It is evident from the literature that both
Transobturator tape techniques are associated with lower
risk of bladder perforation as compared to the retro-pubic
techniques.5,13,25 To be engaged in comparisons between
TOT vs TVT-O undermine the transobturator technique of
treating SUI and should be avoided. Because bladder perfo-
ration is one of the most common intraoperative complica-
tions of retro-pubic midurethral slings, cystoscopy is con-
sidered mandatory, whereas the use of cystoscopy with the
Transobturator approach is not always recommended.14,15
Cystoscopy can be considered in women who have con-

comitant vaginal surgery or where the TOT procedure is
considered difficult. Two bladder perforations repaired and
two concomitant anterior repairs were performed in this
study without cystoscopy. Instead a catheterization of a
methylene blue test was performed demonstrating no leak-
age. Two vaginal perforations were diagnosed during the
insertion of the tunneler. These were corrected by reposi-
tioning and re-passing of the tunneler and the tape, without
complications.  This complication can be avoided if the dis-
section is carried out away from the anterior vaginal wall as
far as the iscio-public rami on each side. There was no
bleeding in our series as opposed to others13,25 who report
bleeding in excess of 200 ml in 3. 3% and 5. 2% respective-
ly in their series.
No major intraoperative complications such as bowel and

vessel injuries were reported in this study, confirming the
results of other studies that indicates the safety of this pro-
cedure. A recent report of the Austrian registry with data on
2,543 operations including 11 different tape systems, re-
ported no bowel or major vessel injuries and low rates of
intraoperative complications.13
Post-operative voiding problems found to be low (0.8%)

in our study, in agreement with other studies.5,23 De novo de-

Figure 2. – Kaplan Meier survival curve for the development of
any urinary incontinence after surgery.
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trusor instability was noted in one patient and was treated
successfully with antimuscarinics. This is definitely much
lower than the rate reported with TVT.5,7 It is suggested that
the TOT is more horizontal as compared to the
U-shape of retro-pubic slings, thereby making less contact
with the urethra and so diminishing the likelyhood of this
complication. Some expressed concern that the more hori-
zontal axis of the TOT may translate into lower cure rates
of SUI. The results of this study do not support such con-
cerns. 
Three failures with positive cough test were diagnosed at

six months, one year and two years of follow up. All were
managed by reinserting a new sling. 
One patient in this series had sling erosion at the six-

month follow up. Excision of the exposed portion of the
sling was performed, followed by local application of estro-
gen vaginal cream for six weeks. Complete healing was
achieved in 6 weeks follow up. Sling erosions may be sec-
ondary to surgical technique used and may relate to the sling
material used. The low rates of erosion in this study is due
to the fact that all 5 slings used were polypropylene  Type 1
meshes (macro porous, monofilament), and the technique
was correct.  The strength of this study lies on the fact that
the same surgeon performed all the TOT’s  (AC).
Urinary retention following TOT have been reported in

the literature as between 1,5 to 15% respectively.16,18 No
cases of urinary retention occurred in this series. This may
be attributed to the fact that in all cases the catheter was
clamped on the first postoperative day, and removed on the
second day before discharge. This not only allows bladder
retraining but may also decrease tension of the sling in the
immediate postoperative period.
Postoperative groin or thigh complications with TOT that

were found in other studies5,25 did not occur in this study.
This study supports the evidence that such a complication
is uncommon with TOT outside-in. Groin or thigh pain has
been found to be more common with TVT-O inside out pro-
cedures with a reported incidence of 16%-17%.11,26 A sub-
analysis performed by Cheng Yu Long12 found that TVT-O
appear to be more painful and the possible cause was that
the exit point of the TVT-O needle is closer to the adductor
muscle and the obturator neurovascular bundle compared
with outside-in TOT.  Cadaver studies show that tapes in-
serted via the transobturator route using an ‘outside in’
technique have a lower risk of pudendal neurovascular bun-
dle injury as the tape may be placed further from the obtu-
rator canal and closer ischiopubic ramus27 Tapes placed
with the “inside out” technique were found further from the
ischiopubic ramus and closer to the obturator canal.28

Two patients with UDS demonstrated mixed UI were
cured after TOT, thus keeping with the results of others that
show 91% improvement with MUI where the stress was the
most bothering symptom.29 This study is in agreement with
other epidemiological studies that show that SUI occurs
more often in perimenopausal/postmenopausal women.
The mean age of TOT in our study was 55,3 years (31-84
years).30

CONCLUSIONS 

In summary, the TOT outside-in is a simple, effective,
safe and minimally invasive procedure for treating SUI. It
is associated with a low rate of complications and high suc-
cess rate over a 5 year follow up period. The technique was
found to be easier to teach registrars, offering them a good
understanding of anatomical landmarks that are required to
perform the procedure.

CONFLICT OF INTEREST

There are no conflicts of interest.

ACKNOWLEDGEMENT

I would like to thank Eustasius Musenge, School of
Public Health, Faculty of Health Sciences, University of the
Witwatersrand, for the help in the statistical analysis, inter-
pretation and data entry, as well as Dr William Edridge for
assisting with the editorial process.

REFERENCES
1. Abrams P, Cardozo L, Fall M, Griffiths D, Rosier P, Ulmsten

U, van Kerrebroeck P, Victor A, Wein A. The standardisation
of terminology of lower urinary tract function: Report from
the standardisation sub-committee of the International
Continence Society. Neurourology and Urodynamics 2002;
21:167-178.

2. Hunskaar S, Lose G, Sykes D, Voss S. The prevalence of uri-
nary incontinence in women in four European countries. BJU
International 2004; 93:324-330.

3. Ulmsten U, Petros P. Intravaginal Slingplasty (IVS): An
Ambulatory Surgical Procedure for Treatment of Female
Urinary Incontinence. Scandinavian Journal of Urology and
Nephrology 1995; 29:75-82.

4. Nilsson C, Palva K, Rezapour M, Falconer C. Eleven years
prospective follow-up of the tension-free vaginal tape proce-
dure for treatment of stress urinary incontinence. International
Urogynecology Journal 2008; 19:1043-1047.

5. Latthe P, Foon R, Toozs Hobson P. Transobturator and retrop-
ubic tape procedures in stress urinary incontinence: a system-
atic review and meta analysis of effectiveness and complica-
tions. BJOG: An International Journal of Obstetrics &
Gynaecology 2007; 114:522-531.

6. Meschia M, Pifarotti P, Bernasconi F, Guercio E, Maffiolini
M, Magatti F, Spreafico L. Tension-free vaginal tape: analysis
of outcomes and complications in 404 stress incontinent
women. International Urogynecology Journal 2001; 12:24-27.

7. Novara G, Galfano A, Boscolo-Berto R, Secco S, Cavalleri S,
Ficarra V, Artibani W. Complication Rates of Tension-Free
Midurethral Slings in the Treatment of Female Stress Urinary
Incontinence: A Systematic Review and Meta-Analysis of
Randomized Controlled Trials Comparing Tension-Free
Midurethral Tapes to Other Surgical Procedures and Different
Devices. European Urology 2008; 53:288-309.

8. Zilbert A, Farrell S. External iliac artery laceration during ten-
sion-free vaginal tape procedure. International Urogynec ology
Journal 2001; 12:141-143.

9. Huffaker R, Yandell P, Shull B. Tension-free vaginal tape bow-
el perforation. International Urogynecology Journal 2010;
21:251-253.

10. Delorme E. Transobturator urethral suspension: mini-invasive
procedure in the treatment of stress urinary incontinence in
women. Progrès en urologie: journal de l’Association
française d’urologie et de la Société française d’urologie
2001; 11:1306.

11. De Leval J. Novel surgical technique for the treatment of fe-
male stress urinary incontinence: transobturator vaginal tape
inside-out. European Urology 2003; 44:724-730.

12. Long C, Hsu C, Wu M, Liu C, Wang T, Tsai E. Comparison of
tension-free vaginal tape and transobturator tape procedure for
the treatment of stress urinary incontinence. Current Opinion
in Obstetrics and Gynecology 2009; 21:342.

13. Tamussino K., Hanzal E, Kölle D, Ralph G, Riss P. Tension-
free vaginal tape operation: results of the Austrian registry.
Obstetrics & Gynecology 2001; 98(5 Part 1):732.

14. Dargent D, Bretones S, George P, Mellier G. Insertion of a
sub-urethral sling through the obturating membrane for treat-
ment of female urinary incontinence. Gynécologie, ob-
stétrique & fertilité 2002; 30:576-582.

15. deTayrac R, Deffieux X, Droupy S, Chauveaud-Lambling A,
Calvanèse-Benamour L, Fernandez H. A prospective random-
ized trial comparing tension-free vaginal tape and transobtura-
tor suburethral tape for surgical treatment of stress urinary in-

The management:---  20/09/12  08:58  Pagina 85



86

Andreas Chrysostomou

continence. American journal of obstetrics and gynecology
2004; 190:602-608.

16. Domingo S, Alama P, Ruiz N, Lazaro G, Morell M, Pellicer A.
Transobturator tape procedure outcome: a clinical and quality
of life analysis of a 1-year follow-up. International
Urogynecology Journal 2007; 18:895-900.

17. StataCorp L: Stata statistical software: Release 10. College
Station, TX: Stata Corporation 2007.

18. Deval B, Ferchaux J, Berry R, Gambino S, Ciofu C, Rafii A,
Haab F. Objective and subjective cure rates after trans-obtura-
tor tape (OBTAPE®) treatment of female urinary inconti-
nence. European Urology 2006; 49:373-377.

19. Ghoniem G, Stanford E, Kenton K, Achtari C, Goldberg R,
Mascarenhas T, Parekh M, Tamussino K, Tosson S, Lose G.
Evaluation and outcome measures in the treatment of female
urinary stress incontinence: International Urogynecological
Association (IUGA) guidelines for research and clinical prac-
tice. International Urogynecology Journal 2008; 19:5-33.

20. NICE: Urinary Incontinence. The Management of Urinary
Incontinence in Women. In: NICE Clinical Guidline 2006;
40:13.

21. Gupta A, Defreitas G, Lemack G. The reproducibility of uro-
dynamic findings in healthy female volunteers: Results of re-
peated studies in the same setting and after short term follow
up. Neurourology and Urodynamics 2004; 23:311-316.

22. Glazener C, Lapitan M. Urodynamic investigations for man-
agement of urinary incontinence in adults. Cochrane database
of systematic reviews (Online) 2002.

23. Sung V, Schleinitz M, Rardin C, Ward R, Myers D.
Comparison of retropubic versus transobturator approach to
midurethral slings: a systematic review and meta-analysis.
American journal of obstetrics and gynecology 2007; 197:3.

24. Abdel Fattah M, Ramsay I, Pringle S. Lower urinary tract in-
juries after transobturator tape insertion by different routes: a
large retrospective study. BJOG: An International Journal of
Obstetrics & Gynaecology 2006; 113:1377-1381.

25. Isabelle K, Sandrine J, Michel B, Jean-Bernard D, Patrick D.
Complications associated with transobturator sling proce-
dures: analysis of 233 consecutive cases with a 27 months fol-
low-up. BMC Women's Health 2009; 9.

26. Feng C, Chin H, Wang K. Transobturator vaginal tape inside out
procedure for stress urinary incontinence: results of 102 patients.
International Urogynecology Journal 2008; 19:1423-1427.

27. Spinosa J, Dubuis P, Riederer B. Transobturator surgery for fe-
male stress incontinence: a comparative anatomical study of
outside-in vs inside-out techniques. BJU International 2007;
100:1097-1102.

28. Zahn C, Siddique S, Hernandez S, Lockrow E. Anatomic com-
parison of two transobturator tape procedures. Obstetrics &
Gynecology 2007; 109:701.

29. Hockey J: Mixed urinary incontinence: continuing to con-
found? Current Opinion in Obstetrics and Gynecology 2007;
19:521.

30. Shah A, Kohli N, Rajan S, Hoyte L: The age distribution, rates,
and types of surgery for stress urinary incontinence in the
USA. International Urogynecology Journal 2008; 19:89-96.

Correspondence to: 

ANDREAS CHRYSOSTOMOU
Department of Obstetrics and Gynaecology 
Charlotte Maxeke Johannesburg Academic Hospital
PO BOX 29699 Sandringham 2131 
Johannesburg 
Republic of South Africa

The management:---  20/09/12  08:58  Pagina 86




