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What is Urogynecology
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The field of Urogynecology is a subspecialty within the field of Obstetrics and Gynecology which is dedicated to the treatment of women with pelvic floor disorders such as urinary or fecal incontinence and prolapse (bulging or falling) of the vagina, bladder and/or the uterus.  

Urinary incontinence (leakage of urine) is a very common condition affecting at least 10-20% of women under age 65 and up to 56% of women over the age of 65. While incontinence also affects men, it occurs much more commonly in women.  It is an involuntary loss of urine from the bladder and affects over 17 million people in the United States.  It may be a quality of life issue that may cause embarrassment and anxiety, thereby limiting a woman’s daily activities.  Treatment can be helpful in completely correcting or ameliorating the condition.

Prolapse simply means displacement from the normal position. When this word is used to describe the female organs, it usually means bulging, sagging or falling. It can occur quickly, but usually happens over the course of many years. On average, 11% of women will undergo surgery for this condition.

Prolapse and incontinence frequently occur together. Both conditions are believed to result from damage to the pelvic floor seen especially after delivering a baby. Other possible factors in the development of prolapse and incontinence are very heavy lifting on a daily basis (as some paramedics and factory workers might do), chronic coughing, severe constipation and obesity. 

Incontinence
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Causes of incontinence

There are many different factors that are additive in someone being incontinent.   Some are temporary conditions and once they are treated, the incontinence will goes away. These include: 

· Constipation 

· Certain medicines 

· Increased dietary intake of caffeine, alcohol, artificial sweeteners and carbonated beverages 

· Urinary tract infections (bladder infections)

Most conditions causing leakage involve permanent conditions, the most common are: 

· Weakness of the muscles that hold the bladder in place 

· Weakness of the bladder and/or the sphincter muscles (the muscles around the tube [urethra] going from the bladder to the outside) 

· An overactive bladder 

· An under active bladder

· A decrease in certain hormones, especially estrogen 

· Neurological disorders (ex: Multiple Sclerosis, Parkinson's Disease) 

Types of Incontinence

Stress Incontinence (activity leakage)

Stress incontinence is the loss of urine during physical activity such as coughing, sneezing, laughing or lifting something heavy. These activities cause an increase in a woman’s abdominal pressure, which forces the urine out of the bladder. Some patients will leak only a few drops while others may leak more than a cup. Stress incontinence occurs almost exclusively in women. The most common reason is thought to be due to muscle relaxation from childbirth or aging. Excessive weight can be a contributing factor. Symptoms include: 

· Leakage of urine when coughing, sneezing, or laughing 

· Leakage upon rising from a chair

· Frequent trips to the bathroom in order to avoid accidents 

· Sleeping through the night but leaking when getting out of bed in the morning 

· Reluctance to exercise to avoid accidents

Urge Incontinence (overactive bladder)
Urge incontinence is a leakage of urine that is experienced when someone cannot delay the bladder's message to empty.  The experiences "the urge" and she often cannot make it to the bathroom on time. This is the most common type of incontinence and is treated with medication. Patients may experience: PRIVATE "TYPE=PICT;ALT="

· Feeling of a weak bladder or a small bladder

· Difficulty maintaining their urine on the way to the bathroom 

· Getting up frequently during the night to urinate 

· The need to go to the bathroom frequently, sometimes every one to two hours 

Overflow Incontinence

Overflow incontinence is due to an inability to completely empty the bladder. There is a constant or frequent small amount of urine leakage. The bladder becomes overfilled and the urine leaks out because the bladder can no longer maintain any more urine. Patients may experience: 

· Frequent night time urination 

· Taking a long time to urinate 

· Dribbling stream with little force 

· Urinating small amounts and not feeling completely empty afterward 

Mixed Incontinence

Many patients have a combination of both stress and urge incontinence. These patients may experience symptoms of: 

· Leakage with physical activities 

· Leakage which is sudden and with little warning 

· Frequent daytime urination 

· Urgency 

Evaluation

All patients should have a comprehensive history and physical examination, which emphasizes the woman's gynecological and urinary systems. A focused physical examination assesses the vaginal area including the support of the pelvic organs.  Some of the possible tests done on the initial visit include:

· Neurological exam – an exam of the sensory and motor function of the legs and vulvar area is performed.

· Q-tip test - a moistened Q-tip (cotton swab) is inserted into the urethra. The

patient strains and the change in angle of the cotton swab is measured. The 

change in angle is proportional to the degree of bladder-neck descent on bearing 

down (Valsalva maneuver). 

· Post void residual - the patient is asked to empty her bladder and either an ultrasound exam is performed to measure the amount of urine still left in the bladder or a small catheter is inserted to drain what is left, the amount is measured and the specimen is sent for a urinalysis and a culture.

· Urinalysis - The urine obtained at the time of catheterization is tested for blood and bacterial infection. 

· Culture – A urine specimen is sent to the laboratory to see if bacteria grow from the urine specimen in order to see if there is a bacterial infection.

After the initial exam, your physician my recommend other testing including sophisticated urodynamic testing, cystoscopy or initiation of medical treatment if it is appropriate.

Urodynamic Testing

Urodynamic Testing is a series of tests that give a detailed look at the function of the bladder, urethra and muscles controlling these organs.  This helps to diagnose any problems with the storing of urine or voiding. Urodynamic testing involves having a small catheter placed in the bladder place through the urethra (the tube from the bladder that allows urine to pass out), the vagina or the rectum. Most patients consider urodynamic testing painless. 

Complex Cystometrogram 
The bladder is filled with approximately 10-15 ounces of sterile water. Bladder pressures are recorded to determine whether the patient has spontaneous contractions (bladder spasms). After the filling phase the patient is asked to cough and any urine leakage is recorded. Simultaneous coughing and urine leakage is consistent with stress urinary incontinence.

Voiding Pressure Study
The final portion of the study involves having the person urinate on a special commode with the catheters still in place. The time it requires to void and the pressure in the urethra are recorded.

The entire test takes approximately 20-30 minutes. Other tests such as leak point pressure and urethral closure pressures are also performed or calculated during the test. 

Incontinence Treatment

After initial testing and, if necessary, advanced Treatment may consist of:

· Conservative treatment

· Medical treatment

· Surgical treatment

· Combination treatment

· Other therapies

Conservative Therapy

Pelvic Floor Exercises (Kegel exercises)

Fortunately, pelvic floor muscles are just like other muscles - exercises can make them stronger. Women with bladder control problems can regain control through pelvic muscle exercises, also called Kegel exercises.  When done faithfully and correctly, performing these exercises religiously can help decrease the urgency a patient may have and help with both urge incontinence and stress incontinence. Two pelvic muscles do most of the work. The biggest one stretches like a hammock. The other is shaped like a triangle.  This set of muscles supports the organs of the pelvic region, which include the bladder, large intestines and uterus. Since these muscles are not often exercised, they are generally not helpful in support, which contributes to urinary symptoms.  Childbirth weakens and occasionally damages these muscles. Exercising can help reverse this trend. 

External Devices - These devices create suction to place the walls of the urethra together during or some devices are actually inserted within the urethra in order to prevent leakage.  They are then removed when a woman needs to void. 

Tampons - can be utilized for stress incontinence during periods of physical activity such as exercising at the spa or playing golf.   They act as supports and push up against the urethra during physical activity, thereby reducing the leakage.  They do not work for everyone, but if there is no problem using tampons, it may be worth while to try it as a temporary measure. 

Collagen Injections - Collagen is a protein that is naturally occurring in humans and animals.  It adds bulk within the urethra and it helps to keep it closed in order to prevent urine leakage.   Often, however, it may last only several months and may require re-injection to maintain its benefits.  It is used primarily for specific types of urethral muscles problems.

Medical Treatment 

Women with urge incontinence can often be treated effectively utilizing medication and bladder re-training. There are a number of medications available to treat urge incontinence. Some of the more common anti-cholinergic medicines (medicines that block the abnormal contractions of the bladder) are: 

· Ditropan (oxybutynin)

· Ditropan XL (slow releasing - one tablet per day) 

· Detrol (tolterodine)

· Tofranil (Imipramine) 

· Levsin 

· Propantheline 

These medicines are not used in individuals with glaucoma or those that cannot tolerate the side effects including GI symptoms (upset, gastric retention, constipation or allergies to these medicines).  

Estrogen is also considered a helpful medication in the treatment of urinary incontinence. It works by increasing the blood supply to the vagina and urethra making the urethra more substantial and watertight.

Surgical Treatment

There are many surgical procedures that have been discussed in the medical literature over the past fifty years.  There are various success rates with these procedures.  For many years, gynecologists have used anterior repairs (Kelly Plication) with a10-year success of 40 – 50 %. The success in certain cases can be as high as 90% over 10 years.   Urologists have in the past utilized needle procedures such as a Pereyra, a Stamey, a Gettes and a Raz procedure.  The success with these procedures has approached the level of that of the anterior repair over a ten-year follow-up.

Marshall, Marchetti and Krantz  (MMK procedure) developed a suspension procedure of the bladder – urethral junction that became a mainstay for the treatment of stress incontinence.  A modification of this procedure called a Burch procedure has now become one of the “gold standards” by which other procedures are measured.  The ten-year success rates for these suspensions are between 85% and 90%.

Pubovaginal Sling Procedures (sling procedures) is a procedure where the urethra is raised at the level of the bladder neck (bladder – urethral junction) by use of a material that forms a hammock for the support.  The efficacy of this surgery over ten years is 85% and it is considered one of the two “gold standards” of curative surgery for stress incontinence.

Tension-Free Vaginal Tape (TVT) Sling

The TVT procedures are minimally invasive procedures performed vaginally which place a synthetic mesh material as a sling or hammock under the mid portion of the urethra for support.  It is a newer procedure, but five (5) year successes have approached 85% for total cure and an additional 10% of improving the leakage.

Combination Treatment

Often times it is necessary to treat several different problems with both medical and surgical treatment.   Occasionally, several medicines are necessary to treat urge incontinence. 

Other Treatments

Dietary Modification

Certain foods and beverages have been shown to contribute to bladder problems.   Foods, beverages and products that should be avoided are: 

· Coffee

· Tea 

· Chocolate

· Alcohol 

· Nicotine

Women with mild or intermittent symptoms may require only reassurance and simple measures such as decreased fluid intake and avoidance of the above irritants. The majority of patients will require further treatment. 

Timed Voiding

This requires urinating on a set schedule during the day regardless of the need or urge to void, such as voiding every two hours whether the urge to void was there. 

Bladder Retraining

Bladder re-training involves urinating on a set schedule during the day. The patient goes to the bathroom by the clock only, not the urge to void.  The time interval between voiding is increased every one or two weeks.  This is slowly done until a voiding interval is at an acceptable level.. The patient may void at anytime during sleeping hours. 

Urge suppression

Patients get the urge to urinate as the bladder signals the brain by sending a message through the spinal cord. This is just a message about the filling status of the bladder; it is not a direct order to urinate. Believe it or not, a patient can and in fact, should wait, to void. The worst possible time to try to get to the bathroom "in time" is when one really has to go. A lot of people will leak especially the closer that they get to the bathroom. In an attempt to suppress the urge, patients should contract their pelvic floor muscles (i.e. Kegel exercise). Tightening and relaxing the pelvic floor muscle in rapid succession will help until the urge subsides. This will help to kick in a natural reflex that quiets down the bladder. 

Pelvic Floor Stimulation (Electrical Stimulation)

Stimulation of the pelvic floor muscles (to exercise them) by utilizing vaginal or rectal plug electrodes. Stimulation of nerve fibers leads to inhibition of bladder contractions. 

Sacral Nerve Stimulation

Sacral Nerve Stimulation is a surgical procedure performed for the purpose of treating urge incontinence that is not responsive to other treatments and therapies. It is a two-phase treatment therapy. Stimulation of the sacral nerve produce signals that regulate the bladder and allow the bladder to be in better in control and allow a decreased urgency thereby allowing more urine to be held in the bladder. This procedure involves having a testing procedure done first to determine the effectiveness of the treatment.  A small wire is placed into the lower back in the area of the sacral nerve. Once in place, the wire is connected to a small portable stimulator unit that is about the size of a pager. The person then keeps a log of their urinary symptoms and voiding episodes to determine if the treatment is effective. If there is sufficient improvement, a more permanent unit is implanted.  If a problem would develop, the unit could be removed.
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Vaginal Prolapse (Relaxation)
Anatomy

The support system of the pelvic structures, including the uterus, urethra, bladder and to some degree the rectum, is the vagina and the support tissue of the entire vault called the "fascia".  The vagina is a fibromuscular tube (fascia) covered on the surface by vaginal epithelium.  The fascia is the support system of the vagina and is elevated, suspended and attached to muscles and ligaments of the pelvis.   The vaginal epithelium (skin-like tissue covering the surface of the vagina)  offers  little support and  is primarily a covering. 

Cystocele  (Anterior vaginal wall prolapse)

The anterior vaginal wall supports the bladder (where the urine is collected) and the urethra (the tube from the bladder out of the body) . This supportive layer is called the pubocervical fascia.  It is attached to the pubic bone area and to the cervix if the uterus has not been removed. The pubocervical fascia is also attached laterally (on both sides) to the pelvic floor muscles.  The bladder and urethra will stay in its normal anatomical position if there is no deviation of the support system.  A defect in the support system creates a "bulge", prolapse or "bladder drop" known as a cystocele.


Patients with cystocele may experience: 

· Pelvic/vaginal pressure 

· Urinary incontinence (leakage)

· Painful intercourse (dyspareunia)

· Unusual vaginal sensations 

· The need to reposition the body to void

· Difficulty emptying bladder 

Rectocele (Posterior vaginal wall prolapse)

The supportive layer of the posterior vaginal wall is attached distally to muscles and ligaments behind and around the rectum and cervix.  It is called the rectovaginal septum.   When a break in the rectovaginal septum is present the rectal wall will come into contact with the vaginal epithelium and create a "bulge" on the posterior bottom side of the vagina. This protrusion will often increase in position when having a bowel movement or bearing down.   This bulging is called a rectocele.  

Patients with rectoceles may experience: 

· Pelvic or vaginal pressure or discomfort 

· Difficulty having a bowel movement

· Painful intercourse  (dyspareunia)

· Bulging of the posterior vaginal wall 

· The need to reposition the body during bowel movements 

Uterine Prolapse

The ligaments which support the uterus also support part of the upper part of the vagina..  When they weaken, stretch or tear, the uterus begins to move downward into the vagina. Further uterine dissension pulls the upper vagina downwards and results in stretching and tearing of support tissues from their places of attachment   If it were to continue to descend downwards, the uterus and upper areas of the vagina could  prolapse or "fall out" of the vagina. 

Vaginal Vault Prolapse
Vaginal vault prolapse refers to a descent of the top of the vagina in an individual who no longer has a uterus (the have had a hysterectomy). As the top of the vagina continues to move downwards it pulls the rest of the vagina down resulting in stretching andl tearing of the ligaments and fascia.  If this process were to continue, a complete eversion ("falling out") would occur.   

Enterocele

When the vaginal wall support structures stretch, tear and separate in areas near the top of the vagina (not over the bladder or rectum), bowel can push directly against the vaginal "skin"; this bulging is called an enterocele.  Enteroceles occur primarily in women who have had a hysterectomy (uterus removed).

Patients with a an enterocele  may experience: 

· Pelvic or vaginal pressure or discomfort

· Lower back discomfort or pain

· Increasing discomfort or pain with prolonged standing

· Increasing pain throughout the day

· Diminished discomfort or pain when lying down

· Difficulty having a bowel movement

· Difficulty emptying bladder 

· Painful intercourse (dyspareunia) 

Treatment of prolapse

Treatment of  prolapse is usually done surgically.   It may be possible to treat some mild cases with exercising and  for those patients who cannot and do not want surgical treatment, other methods may help, but the results may not be as good as on wishes.

Pelvic Floor Exercises (Kegel Exercise)

Kegel exercises can be used for several indications including for those individuals with incontinence as well as prolapse.  Of course, if the muscles are damaged beyond a certain point, they probably will not respond to this treatment.

Pessary Therapy

A pessary is a small device made from rubber or synthetic material that can be inserted into the vagina to hold  the prolapsed vagina and its neighboring organs up in their normal place. Symptoms may be reduced, as well as the prolapse, thus avoiding surgery. Many different types of pessaries are available for prolapse and urinary incontinence.

Surgery

The goal of surgery is to repair and reconstruct the support of the vagina and the adjacent tissue. Our primary goal is to restore the tissue to its normal position, allowing normal sexual function and bodily function such as urinating and having a bowel movement.   Surgery should be performed only if the you the patient feel that your condition is severe enough that it warrants correction.  Very mild prolapse need not be surgically corrected for it is rarely symptomatic and this problem may be amenable to pelvic exercising.  If one has a hysterectomy, then all support problems and vaginal relaxation should be treated at the same time.  One can, also, have vaginal prolapse surgery without the need for hysterectomy or uterine suspension if there is no prolapse of the uterus.   Surgery to correct prolapse requires great experience and expertise.  Meticulous attention to preoperative evaluation as well as intra operative technique is essential in repairing all defects present. Failure to do so may result in a second or third surgery for the patient. 

Procedures for patients with uterine and/or vaginal prolapse vary and are dependent upon: 

· How much prolapse there is

· The age of the patient
· The general health of the patient

· Which areas are involved in the prolapse 

· Desire to maintain fertility (maintain uterus) 

· Sexual function needs 

· Patient's wishes

