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Urinary Incontinence

 Stress Urinary Incontinence (SUI)
 Overactive Bladder (OAB)
Mixed Incontinence
 Sinister causes



The History

 Is a poor tool for accurate diagnosis 

 1/3 women who initially report SUI have 
OAB not SUI

 2/3 women with mixed symptoms only 
have SUI and no OAB



Micturition
 Urgency UI?
 SUI? doing what? Does it limit her?
 How many episodes a day or week?
 How bad out of 10?
 Frequency D/N
 Dysuria, Haematuria?
 Faecal / Flatal Incontinence
 Previous treatment? Current management? 
 Does she want anything done? 
 Fluid intake?



Associations
 Childbirth
 Recurrent UTIs
 Menopause
 Prolapse
 PMH, DH (eg Prazosin, diuretics, oestrogen?)
 Cigarettes
 Asthma
 Fluid intake
 Constipation
 Caffeine, Alcohol





Frequency Volume Diary

 Improves history
 Information about learned behaviour
 Fluid intake information
 Lifestyle questionairre 
 Frequent small painful voids point to 

interstitial cystitis 





Physical Examination
 General e.g. leg oedema and nocturia
 Pelvic (prolapse, tone, mass, fistula)
 Local neurological
 UVJ hypermobility
 Post void residual? (in-out catheter or 

scan <100mls is normal, >200 
abnormal)

 Cough test of some use 
 Dipstick / MSU / ?cytology of EMUs



Urodynamic Assessment
 A test to exclude OAB and outflow obstruction
 Homework and Pad test
 Voiding flowmetry and then catheter for 

PVResidual
 Attach lines and pressure transducers incl 

rectal and fill up to around 500ml
 Stress test lying and standing
 Normal capacity is 350-400ml. Suspect 

Interstitial Cystitis if <300, rule out if >350
 Supine positive empty stress test ?ISD   



The Overactive Bladder
 Urgency +/- urge incontinence usually 

accompanied by Frequency and Nocturia 
 Freq (>10 in 24 hours)
 Nocturia (>1) 
 DD severe SUI, stone, fistula, infection, 

tumour
 Neurological causes (MS, CVA, PD)
 Prolapse, Drugs, Idiopathic



Treating the Overactive Bladder

 Bladder (re)Training cures 10% with urge 
incontinence

 It makes 60% much better
 eg void every hour whether you want to 

or not and increase the interval fortnightly 
by 15-30 minutes until 2.5-3 hours gap 
achieved

 Pelvic floor exercises





Drugs; Oxybutynin (Ditropan)

 Muscarinic Acetylcholine antagonist
 2.5mg up to 5mg tds
 20-50% reduction in incontinence episodes
 Side effects include dry mouth, constipation, 

blurred vision, drowsiness, dizziness, urinary 
retention, delirium  

 Contraindications; narrow angle glaucoma, bowel 
obstruction, toxic megacolon, paralytic ileus

 Imipramine 10-25 mg up to tds (anticholinergic 
and alpha-adrenergic to increase urethral tone)



Solifenacin (Vesicare)

 Antimuscarinic agent with relative 
selectivity for the bladder (M3)

Well tolerated
 Subsidised
 ‘Any relevant practitioner’
Must have documented intolerance to 

Oxybutynin



Royal Hallamshire Study 2003
placebo vs Detrusitol vs Vesicare
 Urgency stat significantly lower only with Vesicare 5 

and 10mg
 U incontinence stat significantly lower only with VC
 Number of voids in 24 hours stat lower with both 

(similar but Vesicare better)
 Dry mouth; placebo 5%, VC5mg 14%, Det 19%, 

VC10mg 21% 
 Constipation with VC around 7% Blurred vision 3%
 Discontinuation for Side-effects was highest in the 

placebo group 3.7%!



Drugs continued

 Basra (2008) continuation rates at one 
year 63% (Oxy), 62%(Det), 81%(VC)

 Discontinued because of SE 24,15,4.7



Summary for OAB in General Practice

 Assess including examination
MSU 
 Refer if microscopic or more haematuria
 If symptoms suggest OAB lifestyle (fluid 

etc), medications review, retraining / 
PFEs? and Oxybutynin….Vesicare 

 Any doubt or no success, refer 



Case 1 RD 51 P1 SVD (Busy)

 Urgency freq UI nocturia spasms 
 h/o LAVH / colposuspension (USI) / Lap 

adhesiolysis / DM
 Repeat UDs with urologist showed slow 

flow risk of retention so no Botox 
 Oxybutynin SEs, Vesicare trial pack 

worked so bought it for 6 months now 
subsidised- with good effect



Case 2 MW 64 P2 SVD's

 H/O breast and colon cancer
 Aug 09 nurse referral as smear showed adenocarcinoma cells
 Colposcopy LLETZ HDC Cystoscopy and biopsies all normal

MDM MRI abdo/pelvis then TAHBSO Omentectomy, washings 
 Atypical hyperplasia
 FU offered PET scan - declined
 Routine review January 2010; well but feeling of 'spasm' in 

bladder, nil else
 MSU microscopic haematuria EMU X 3 for cytology-

adenocarcinoma, Vault smear adenocarcinoma cells 
 Cystoscopy by urologist normal
 Subsequent tumour right kidney collecting system



Treating Stress Urinary Incontinence

 Pelvic floor exercises to hypertrophy the 
denervated pelvic floor muscles

 It will take 3 months of 3 sets of 20 for 4s 
each (and ‘quick flicks’ for fast fibres). 50% 
can achieve significant improvement

 Electrical stimulation (reflex relaxation of the 
bladder)

 ERT?
 Devices eg pessaries and plugs    



Surgery for SUI

 Tension-free Obturator Tape (mid-
urethral)

 Classic Tension-free Vaginal Tape
 Elevation of the Bladder Neck e.g. 

Burch Colposuspension
 Laparoscopic Burch Colposuspension



TOT
Similar efficacy to TVT
Avoids retropubic space, vessels 

(bleeding 2% vs. 10%) 
Less bladder injuries (0% vs. 10% 

in 99 patients) and also bowel
Overcorrection highly unlikely with 

decreased post-op voiding difficulty 



TOT needles and Tape









Prolapse 
(prolapsus ‘to slip forth’)

 20% general Gynae’s wait list
 1/3 parous women need seek help
 ‘something coming down’
 Urinary symptoms
 Bowel symptoms
 ‘Ache’
 Sexual dysfunction



Types and Examination

 Compartments; Ant, middle, posterior
 Degrees vs POPQ
 Sims position
 Exclude a Mass
 Assess Tone
 Tests eg MSU, UDs?
 Colorectal opinion?



Prolapse; Anatomy



Procidentia



Causes of  Prolapse
 Congenital (tissues) 
 Childbirth; trauma and denervation
 Raised IAP eg constipation, obesity, CORD

heavy lifting, smoking
 Menopause
 Iatrogenic; 

Total Hysterectomy (7% at 10-15 years) 
SSFixation increases cystocoele

Colposuspension also



Prevention (poorly researched)

 Pelvic floor exercises
 Elective LSCS?
 A ‘normal’ length 2nd stage 
 HRT
 Stop smoking
 Lose weight
 ?Close POD at hysterectomy







Surgery

 11% chance of surgery for prolapse or 
urinary incontinence by the age of 80 
years (grossly understates the problem) 

 VH APR is inadequate for many 
 25-50% chance of recurrent prolapse
 Vaginal vs abdominal / laparoscopic 
 Polypropylene Mesh ?
 Biological Mesh out of favour



Sacrospinous Fixation



Mesh Procedures

 Restore anatomy?
 Controversial
 Polypropylene  
 Erosion, Infection, Dyspareunia
 Efficacy and support
Mesh for all?







New Approaches

 ‘Elevate’- same mesh from AMS but no 
blind needles, single vaginal incision 
with apical support

 ‘Prosima’- same mesh from J&J, but no 
blind needles, patient wears a vaginal 
‘support device’ for 3 weeks



The  FDA 510(k) Process

 Applicant demonstrates that a proposed 
device has ‘substantial equivalence’ to 
an already legally marketed device

Which may itself also have achieved 
approval via the 510(k) process! 



Post-op Care



www.meshcomplications.com
 Our law firm is aggressively investigating and litigating cases involving women who have suffered severe complications as a 

result of the Gynecare Prolift Total Pelvic Floor Repair System,  Bard Avaulta and related mesh products. These are medical 
devices, commonly referred to as bladder slings, which are used in the treatment of female stress urinary incontinence (SUI) and
pelvic organ prolapse (POP). They are made up of polypropylene mesh, which is designed to support organs that have “dropped 
from their position.” Unlike many other law firms advertising on the Internet, we are actually filing lawsuits and 
aggressively litigating cases for our clients.

 Our investigation has confirmed that the Gynecare Prolift and Bard Avaulta products have not met reasonable safety standards. 
This was confirmed in October 2008 and February 2009, when the FDA issued Public Health Notifications concerning the 
use of mesh products or bladder slings in treatment of stress urinary incontinence and pelvic organ prolapse. After receiving 
over 1,000 reports and complaints, the FDA warned of serious complications resulting from the placement of surgical mesh 
products, including the Gynecare Prolift and Bard Avaulta products.

 The most frequent complications from these transvaginal mesh products or bladder slings includes mesh erosion into the vagina, 
mesh shrinkage or migration, granuloma formation, infections, pelvic pain, urinary problems by the return of incontinence or
development of urinary retention, dyspareunia (pain with sexual relations), neuropathic pain, fistulas and recurrence of 
prolapsed organs. These complications have led to vaginal scarring and medical conditions that have significantly decreased 
the quality of life many patients once enjoyed. The failure of the Gynecare Prolift and Bard Avaulta mesh products can also 
lead to the need for multiple operations to remove bits and pieces of the mesh, which and can result in additional injuries. In many 
cases the mesh cannot be completely removed permanently compromising a woman’s health.

 With a lawsuit against the manufacturers of the Gynecare Prolift and Bard Avaulta, we may be able to compensate you for pain 
and suffering and other damages. To learn more about a potential surgical mesh lawsuit, you should contact us immediately as 
the statutes of limitations restrict the time frame in which you may be able to pursue your claims. If you believe that you or a 
loved one has been seriously injured due to these products, and you are interested in learning more about how we can help, 
please click below and provide us with the information asked for on our CONTACT FORM.

www.meshcomplications.com


Mesh Summary

 Native tissue repair has low efficacy
 Mesh improves outcomes significantly
 Mesh has problems, low risk but possibly 

serious
 Mesh is relatively new in Gynae
 Offer options to all but avoid mesh unless 

prolapse major, high risk recurrence and if 
under 55 years







I have opinions of my own, strong opinions, but I don’t always agree with them.

George W Bush



Thank you. 
anil.sharma@dranilsharma.co.nz
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