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Goals of this presentation

1. Review normal anatomy and physiology of 
continence mechanism

2. Consider specific causes of incontinence in 
women following obstetrical fistula repair

3. Review simple techniques for evaluating the 
incontinent patient

4. Discuss treatment guidelines and research 
questions for future studies
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Urogenital diaphragm and striated sphincter

Urogenital sphincter encloses proximal urethra
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Closure region of high pressure is proximal urethra

Pudendal 
nerve
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Pudendal 
nerve 
branches

Labor stretches vagina & tears attachments

stretch

tear



5

Labor compresses urethra and vaginal directly

paravaginal

midline &urethral

Vaginal defects according to Richardson
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Rotational descent of urethra in SUI

Bladder

Pubis

Pubourethral 
ligaments

Funnel/Beaking 
of Urethra

QuickTime™ and a DV - NTSC decompressor are needed to see this picture.

 “The most common defect found in the overwhelming majority of patients 
with urinary stress incontinence was loss of the posterior vesico-urethral 
angle with the urethra and bladder base coming into line.” Jeffcoate & 
Roberts, 1952

Causes of incontinence after fistula repair

 “The most common defect found in the overwhelming 
majority of patients with urinary stress incontinence [is] loss 
of the posterior vesico-urethral angle with the urethra and 
bladder base coming into line.” Jeffcoate & Roberts, 1952

 After closure of urethro-vesical fistula, the most likely defect 
is likely to be damage or destruction of the urethro-vesical 
sphincter complex.
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Vaginal mobility

Intrinsic sphincter deficiency 
(ISD)

Urethral Leak Point Pressure: pressure from within

Intra-abdominal force transmitted to bladder and vaginal 
support Valsalva Leak Point Pressure:
√ Gravity
√ Cough
√ Strain
√ Movement walking or exercise

Intrinsic Rise in bladder pressure
Bladder Vesical Leak Point Pressure due to:
√ Decreased sensation
√ Reaching capacity
√ Decreasing compliance
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Valsalva Leak Point Pressure: value at which intra-
abdominal pressure overcomes urethral resistance

Measures urethral resistance to stress: cough, straining, 
gravity

Vesical Leak Point Pressure: value at which intra-vesical 
pressure overcomes urethral resistance

Measures urethral resistance to increasing intrinsic bladder 
pressure
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Combined Cystoscopy/CMG

Spontaneous flow rate on arrival (optional)
Urethral lidocaine with Q-tip
Inspection  with Q-tip test.
Examine as needed
Cystoscopy, drain bladder
Insert urodynamic catheters
Filling CMG. Examiner interacts with patient
Asses leak point pressure at 200 cc intervals, observe vaginal 

movement
At capacity, transfer to commode, obtain flow rate and PVR
Meet with patient afterwards to discuss results and treatment

√ 30-40 minutes clinical time, 1 hour room turnover

Phasic & Tonic Sources of Bladder Pressure

Normal

Phasic

Hypertonic

Combined
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Treatment guidelines

Urethral support and coaptation to provide social 
continence

Adequate bladder function to permit storage and 
emptying

Consider future complications of reconstruction and 
limited ability to follow and treat complications
√ Obstruction - limits of intermittent catheterization
√ Bladder overactivity - limits of drug availability

Urethral support

Primary reconstruction - neourethra
Martius flap
Pubovaginal sling

√ fascia lata
√ rectus fascia

Periurethral injection for bulking
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Tubularized neourethra

Tubularized neourethra
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Martius flap

Martius flap
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Advancement flap for tubularized neourethra

Pubovaginal  
sling
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Preparation 
of fascia lata 

using 
Masson 
fascial 

harvester

Obtaining fascia from rectus abdominis
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Autologous fascia lata

Retrieving sling
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Martius flap to 
reinforce 

pubovaginal 
sling

Exteriorized autologous sling 

healing by secondary intention



17

Periurethral injection of bulking agent

Periurethral bulking injection
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Future considerations 

How well do initial closures preserve continence?
√ Should continence repair be pro-active or re-active?

What are the long term results of repairs/continence 
operations?
√ What is an acceptable outcome?
√ Bladder function/retention/obstruction/overactivity

Algorithm to identify candidates for diversion
Availability, acceptability and cost of products

√ Pads, catheters, appliances
√ Medications
√ Catheters

Quality of life after intervention
√ How to define it? How to measure it?


