8.18        Utero-vaginal prolapse

Urinary incontinence is a condition defined by inappropriate and involuntary loss of urine4

Urinary incontinence is a common cause of referral to gynaecology clinics. The prevalence of incontinence occurring twice or more each month is about 8.5% in women aged 15-64 and about 11.6% in those over 65 but this is probably a gross underestimate. It is suggested that there are about 3 million incontinent women in the UK of which, less than 20% receive any investigation other than an MSU, and a similarly small proportion receive help from health or social services4.

· Stress UI is involuntary urine leakage on effort or exertion or on sneezing or coughing 4
· Urge UI is involuntary urine leakage accompanied or immediately preceded by urgency (a sudden compelling desire to urinate that is difficult to defer) 4
· Mixed UI is involuntary urine leakage associated with both urgency and exertion, effort, sneezing or coughing 4
Complete agreement does not exist in the literature regarding the risk factors for incontinence. The following are some of the more commonly cited risk factors1

	Female sex (see column right)

· Age 

· White or Japanese extraction

· Smoking

· Obesity

· Connective tissue disorders, congenitally weak connective tissue

· Chronic cough or constipation

· Urinary tract infection

· Occupations or activities that stress the pelvic floor

· Strong osteomuscular body structure

· Lower genitourinary congenital anomalies

· Spinal cord injuries or congenital disorders

· CNS disorders - Stroke, multiple sclerosis (MS), Parkinson disease

· Diabetes 

· Radiation injury to the bladder

· Urinary tract stones, neoplasms, or foreign bodies


	Exclusively female

· Menopause, urogenital hypoestrogenism

· Prior hysterectomy

Pregnancy related

· Childbirth-related neuromuscular and connective tissue damage to the pelvic floor

· Episiotomy, third- and fourth-degree perineal lacerations

· Exposure to oxytocin in labor

· Prolonged labor

· Prolonged second stage of labor

· Giving birth to a large infant

· Instrumented delivery

· Obstructed labor with pressure-related necrosis of bladder base and proximal urethra (rare in developed countries)

· The pregnant state itself (ie, apart from delivery)


verify symptoms indicating disruption of the anatomical support to internal genitalia

elicit signs related to loss of ligamentous and muscular components of the pelvic floor

discuss the principles and rationale of conservative and surgical management with the patient

Treatment of urinary incontinence in women: NICE 20062

Assessment and investigation2

At the initial clinical assessment (based upon history and examination), the woman’s urinary incontinence should be categorized - bladder diaries should be used in the initial assessment and women should be encouraged to complete a minimum of 3 days of the diary covering variations in their usual activities, such as both working and leisure days.

Lifestyle interventions2

· Modify high or low fluid intake

· Lose weight if their body mass index is over 30.

Stress urinary incontinence2

· A trial of supervised pelvic floor muscle training of at least 3 months’ duration should be offered as first-line treatment to women with stress UI

· Retropubic mid-urethral tape procedures with macroporous polypropylene meshes are recommended as treatment options for stress incontinence where conservative management has failed. Open colposuspension and autologous rectus fascial sling are the recommended alternatives when clinically appropriate. Retropubic mid-urethral tape procedures consume fewer hospital resources and are associated with faster recovery than the other two procedures.
Urge urinary incontinence2

· Bladder training lasting for a minimum of 6 weeks should be offered as first-line treatment to women with urge UI. The use of multi-channel cystometry, ambulatory urodynamics or videourodynamics is not recommended before starting conservative treatment.
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Immediate release non-proprietary oxybutynin should be offered to women with mixed UI as first-line drug treatment if bladder training has been ineffective. If not well tolerated then see alternatives. 

· Sacral nerve stimulation is recommended for the treatment of UI due with a component of detrusor overactivity in women who have not responded to conservative treatments. Women should be offered sacralnerve stimulation on the basis of their response to preliminary percutaneous nerve evaluation. Life-long follow-up is recommended.

· Surgical interventions for those with detrusor overactivity who have not responded to conservative therapy are all costly and associated with significant morbidity. 

Sacral nerve stimulation (fig 4) is an electronic stimulation therapy which can be effective in reducing urge incontinence. A thin lead wire with a small electrode tip is surgically placed near the sacral nerve A nerve stimulator then sends small electrical impulses continuously to the sacral nerve. The impulses act as a bladder pacemaker, reducing or eliminating urge incontinence in a high percentage of patients3.
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Mixed urinary incontinence2

· Treatment should be directed towards the predominant symptom.

· A trial of supervised pelvic floor muscle training may be offered as for stress incontinence

· Bladder training may be offered as for urge incontinence

· Immediate release non-proprietary oxybutynin may be offered as for urge incontinence

· Sacral nerve stimulation may be offered as for urge incontinence.

· Surgery may be offered as appropriate (see above) for stress incontinence component.

Non-therapeutic interventions2

Consider catheterisation in women with persistent urinary retention that causes incontinence,

symptomatic infections or renal dysfunction that cannot otherwise be corrected.

· Intermittent self (or carer) catheterization

· Long term catheterization

· Suprapubic catheterisation

Prevention2

· Pelvic floor muscle training should be offered to women in their first pregnancy as a preventive strategy for urinary incontinence.

Pelvic floor muscle training2
· Digitally assess pelvic floor muscle contraction before training

· Training should consist of at least eight contractions, three times a day.

· If training is beneficial, continue an exercise programme.

During PFMT, do not routinely use either electrical stimulation (consider it and/or biofeedback in women who cannot actively contract their pelvic floor muscles) or biofeedback using perineometry or pelvic floor electromyography.
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Conservative therapy options:
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The option of a ring pessary (see figs 2 & 3) was discussed with Mrs Z but she rejected this in favour of surgery.


Fig 3b: A ring and a shelf pessary shown to scale with a pen.

Transobturator Tape Procedure

Ring Pessary











Fig 2





Fig 3a: Ring Pessary Variants





Alternatives to immediate release oxybutinin:2 


darifenacin, 


solifenacin, 


tolterodine, 


trospium, 


Or an extended release or transdermal formulation of oxybutynin








