GENITAL PROLAPSE AND FEMALE URINARY INCONTINENCE

URINARY INCONTINENCE

Types

· Stress incontinence

· Urge

· Overflow

Acute urinary incontinence - aetiology

1. Infection – cystitis

2. Retention with overflow

· Obstruction

· Hemartoma

· Stricture

· Fistula

· Pharmacological 

· Epidural anaesthesia – usually wears out after 24 hrs

· Opioids

· Anticholinergics

3. Neurological – eg CVA

4. Acute confusional state (transient) – eg hypoxia

5. Trauma – eg gynaecological, oncological surgery

Chronic urinary incontinence - aetiology

· Detrusor instability

· Alzheimer’s Disease

· Genuine stress incontinence

· Due to bladder neck descent

· Usually, neck is intra-abdominal so when there’s an ( in the intra-abdominal pressure, there is also pressure exerted on the neck to close it

· If the neck is descended into the pelvis, there is pressure on the bladder wall but none on the neck

· Loss of the urethrovesical angle due to:

· UVP -> shift organs -> change UV angle

· UVP repair -> shift organs -> change UV angle

Stress incontinence is usually due to the loss of which is supported by the urethrovesical ligament)

· In cystourethrocele (anterior vaginal wall prolapse), may get stress incontinence because urethra may straighten out (increase UV angle)

· Neurological

History

· Urgency – leak on the way to the toilet?

· Leakage on coughing, sneezing, laughing ( stress incontinence

· Neurological problems – DM, stroke

· Drug history – diuretics

· Risk factors

· Menopause

· Previous pelvic surgery

· Big baby requiring forceps delivery

· Smoker, chronic cougher

· Constipation

· Obesity

· Assess severity

· Pad usage?

· Social life affected?

· Important because it affects management

Physical examination

· General – obesity, vital signs (hypertension?)

· Chest – COPD?

· Abdomen – scars, abdominal mass, ascites

· Pelvis
· Hypoestrogenic changes (vulva, vaginal atrophy) ( menopause

· UVP, cystocoele, rectocoele

· Cervix healthy?

· Do pap smear

· VE

· Size of uterus

· Adnexal mass

Investigations

· UFEME and culture

· Symptoms may be due to UTI so must exclude

· Do before urodynamic study so that can treat any infection before the test, otherwise the catherisation for the urodynamic test may worsen the UTI

· Urinary diary

· When incontinent

· Frequency, nocturia

· Fluid intake and type (eg tea, a diuretic)

· Note any precipitating causes

· Uroflowmetry
· Urodynamic study - for detrusor instability (noted as detrusor activity without coughing, etc)

· Cystourethrography, IVU

Management of detrusor instability

1. Behavioral modification / bladder drill

· Get patient to control urge to urinate for 5 mins and for progressively longer intervals

· Best done with physiotherapist as instructor

· High relapse rate

2. Catherterization - Indicated for elderly, debilitated patients with Alzheimer’s Disease

3. Medical

· Anticholinergics 
· Eg oxybutynin, tolterodine (detrusitol; < side effects because less anti-Ach activity on the other systems)

· Adverse effects – dry mouth, constipation, blurred vision

· Imipramine

· Desmopressin

4. Surgery

· Cystodistension

· Bladder filled to maximum to over stretch bladder

· Ruptures have occurred

· Partial denervation

Management of genuine stress incontinence

1. Lifestyle modification 

· Weight reduction if obese
· Stop smoking
· Drink less water

2. Pelvic floor exercises (bladder training)
· Close back passage voluntarily

· Voluntarily stop flow during urination

3. Ovoid pessaries

· Insert 100g weight into vagina and hold for 5 mins, increase intervals

· Gradually increase weight and intervals

4. Pelvic floor electrical stimulation

· Weak electrical stimulation until patient can feel stimulus

5. Surgery

· Colposuspension – eg Burch’s (80 – 90% success rate)

· Tension-free tape

· Artificial urinary sphincter

· Periurethral collagen injection – if sphincter is weak
Burch’s procedure

· Gold standard

· An abdominal procedure

· Suspend the paravaginal fascia to Cooper’s ligaments (iliopectineal ligaments). 

· Cooper’s ligaments are thick fibrous bands running along the superior surface of the superior ramus of the pubic bones. 

· The anterior wall of the vagina is elevated up to the level of the origin of the paravaginal fascia.

· Creates a more acute angle

· Complications – anesthesia, injury to urethra and bladder, detrusor instability due to denervation of the bladder, posterior prolapse

Tension-free vaginal tape (TVT)

· To support/pull up urethra under the pubic symphysis

· Very high success rate

· Use spinal anesthesia because the surgeon can ask the patient to couth to test if enough tension is exerted by the tape, allowing for intra-operative adjustment to get just the right tension

· Procedure:

· Incise the anterior vaginal wall

· Pass the tape around the mid-urethra

· Mesh causes fibrosis which elevates the bladder neck

Management of concomitant detrusor instability and stress incontinence

· Treat the detrusor instability first because:

· Detrusor instability may be a cause of stress incontinence (60%)
· If medical treatment of DI successful, no need for colposuspension

· Colposuspension may worsen detrusor instability

UTEROVAGINAL PROLAPSE
Types

· Anterior – cystourethrosoele

· Middle – uterine

· Posterior – rectocoele, enterocoele

Differential diagnoses

· Uterine polyp

· Urethral diverticulum

· Prolapse 2o to intra-abdominal mass and pressure

Pathophysiology

1. Increased intra-abdominal pressure

· Eg when the patient urinates, she strains, causing the UVP

2. NVD

· Prolonged labour -> stretching -> denervation

· Rapid precipitous labour -> occult tearing, mechanical disruption

· Huge infant, 4th degree tears

· Instrument delivery

3. Complication of hysterectomy

· Therefore, after hysterectomy, should:

1. Do colposuspension, otherwise there is an increased risk of UVP

· Eg hooking to uterosacral ligament, cardinal ligament or even round ligament (but not as good because it is attached to the labia majora and is a poor support)

2. Shorten and close up the already weak ligaments

If there is a vault prolapse post-hysterectomy,

· Repair defect in the pelvic floor

· Hook it back to some ligament (colposuspension)

· Eg sacral ligament (ie sacrocolpoplexy)

· However, when tying to the sacrospinous ligament, there is a slight deviation to one side, exposing the vaginal wall to prolapse of other pelvic organs through the UG diaphragm (eg rectocoele / enterocoele)

History

· Lump at introitus – may get infected and ulcerate (leading to pain and discharge)

· Urinary symptoms

· Bowel symptoms

· Risk factors – increased intra-abdominal pressure (ie same as for stress incontinence)

· Past medical history important to gauge the risk of surgery as management would probably be surgical

Physical examination

· General

· Abdomen

· Pelvis

· Inspect – any decubitus ulcers?

· Strain – cough, bear down, squat (most effective)

· Inspect mass for any posterior decubitus ulcer

· Try to reduce it – push vaginal wall back in 1st, rather than the cervix, otherwise it’ll just pop out again
· VE – need to know size of uterus for surgery (vaginal hysterectomy and anterior/posterior repair)

· Sim’s speculum
· Per rectal
· To differentiate enterocoele from a rectocoele (for the latter, push finger anteriorly to see if the wall is lax)

Surgery
· If UVP

· Vaginal hysterectomy and anterior + posterior repair (doesn’t cure stress incontinence though)
· THBSO

· If > 45 yo

· To prevent ovarian CA

· Need HRT if pre-menopausal

· Manchester repair

· Indication – if patient still wants to conceive
· Amputation of the cervix

· Anterior + posterior repair

· Shorten the cardinal ligaments (ie transcervical ligaments)

· Prophylactic Burch procedure because a shift in organs due to UVP repair may change the urethrovesical angle and cause GSI

· If both UVP and GSI

· Burch procedure

· [VH + anterior repair (for UVP)] + TFT (for GSI)

· Burch (for GSI) + [abdominal hysterectomy + sacrocolpoplexy (stitch vault to sacrum) or sacrospinal fixation (for UVP)]
· If both cystocoele and GSI
· Burch (for GSI) + anterior repair (for cystocoele)
