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PELIVIC FLOOR DYSFUNCTION IN FEMALE :
A REVIEW ON RECENT UPDATE
Shamima Siddiqua' Rowshan Akther! Md Mahbub Alam!

Summary

Pelvic floor dysfunction including lower urinary
tract disorders, pelvic organ prolupse and lower
bowel dysfunction are common problems that
adversely impact on the quality of life of many
women. The past ten years has seen a dramatic
improvement in our understanding and treatment
of these problems by establishing a sub
superspeciality named as urogynaecology.
Urogynaecology, more than any other
gynaecological Patho-physiology needs careful
assessment evaluation and an accurate diagnosis.
The importance of careful history and detailed
examination cannot be overemphasized. There are
many pitfalls in evaluating symptoms that could
implicate other discipline such as gastroenterology
and arthopaddedies It is also of permanent
importance to distinguish between stress and urge
incontinence. These pitfalls ,if overlooked could
lead to incorrect treatment and unnecessary
surgery with potentially disastrous outcome. In this
regard the indication for and interpretation of
special  investigations needs to be adequately
understood. An example of this is the role of
urodynamic studies which although not always
essential,may  provide valuable additional
information to aid diagnosis and treatment choice.
Besides  the traditional management of
urogynaecology, the newer technigues includes the
use of different 1ypes of mesh inserted in the
anterior and posterior compartmentas well as intra
abdominaly, use of TOT and TVT for GSI and
role of laparoscopy in urogynaecology.

We have to accept that these new techniques play a
positive role in our management protocols but the
scientific data at this stage does not fulfill the
evidence required. In this regard older tried and
tested techniques should also be considered. This
review will focus on four areas of urigynaecology
namely Urinary stress incontinence, prolapsed
surgery, overacrive bladder and urodynamic
studies.
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Introduction

Urogynaecology is one of the sub speciality which
mainly deals with the pelvic floor dysfunction
which includes- Genuine stress incontinence,
detrosor instability {or over active bladder),voiding
difficulties, vaginal and / or uterinc prolapsed as
well as VVF, RVF and anal incontinence',
Urogynaecology, a  multidisciplinary team of
urogynaecologysts, gynccologists, urogynaccology
trainees, obstetric and gynaecology trainee, a
colorectal surgcon, nurses, physiotherapists and a
dietician provide a dedicated service to optimise
outcomes for our patients with Pelvic floor
dysfunction,

The Urogynaecology offer a wide range of surgical
procedures for the management of Pelvie floor
disorders including primary and repeat surgery for
urinary incontinence, primary and repeat surgery for
pelvic organ prolapse, others procedures including -
Repair of VVF & RVF, Vaginoplasties for vaginal
stenosis. The new techniques includding use of
different types of mesh, TVT, TOT & laparoscopic
management .

The complications of these new techniques include
bleeding ,acute perforation of the bladder or
curcthra,vasculature punctures and mesh erosioms
and directly related to a steep learning curve*?,
Their use should therefore be supported by a
stringent training program and be adequently
controlled. Clinical urogynaecology research world
wide recently completed several surgical
randomised controlled trails in this regards,

Major challenge for urogynaecology is to ensure
that sufficient numbers of gynecologists become
skilled in both the assessment and treatment
including surgery of women with pelvic floor
dysfunction.

Stress urinary incontinence(SUI)
Risk factors for SUI includes

The prevalence of SUI increases steadily with
increasing age. Urinary incontinence is a pervasive
problem affecting 30-40% of the older women, With
SUI being the most prevalent type in women® .

There is a link between increasing parity and urinary
incontinence . Childbirth may result in pelvic floor
laxity due to weakening and stretching of the muscle
and connective tissue during delivery .
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The added weight of obesity (like pregnancy) may
bear down on the pelvic tissues causing strain and
weakening of muscles and nerves of the pelvic floor,
Symptoms have been shown to improve after weight
loss®.

Hysterectomy is associated with an increasc in
urinary incontinence. The cause for this is unclear. It
may be hormonal, or due to damage to nerves or
musculofascial attachments of the bladder during
the procedure.

Pathogenesis of SUI

SUI occurs when the bladder neck falls below the
level of the pelvic floor due to tissue injury to pelvic
fascia and muscles . As such with an increase in
intra-abdominal pressure , downward forces on the
bladder overcome urethral sphincter closure and
urine leaks in the absence of bladder contraction® .
SUI is therefore linked to pelvic floor weakness .
The most important component of the pelvie floor
are the levator ani muscles . The normal function of
the pelvic floor is to squeeze around the vaginal ,
urethral and anal opening and lift them in and up. In
order for continence to be maintained , there must
also be a competent urethral sphincter’.

Treatment

Physiotherapy

Physiotherapy is the first line treatment for
incontinence caused by pelvic floor dysfunction, as
it is the only treatment which dose not cause harm.
Treatment involves muscle training using pelvic
floor cxercises, which are regular voluntary
contractions and relaxations of the pelvie floor
muscles. It aims to both improve urcthral resistance
and pelvic visceral support by increasing the
strength of the voluntary pelvic floor muscle
contraction, and to teach voluntary contraction of
the muscles before increases in abdominal pressure®.
It may take six months to train muscles effectively,
and women should be advised of this.

In severe cases, electrical stimulation of the pelvic
floor muscles can be used to provide induced
contractions, improving strength and function®.

Cure or improvement rates of up to 60% have been
noted afier physiotherapy” . Kondo el al (2007)"
followed up women with stress or missed
incontinence, and found that 39% of women were
continent after eight yecars. Konstantions et al'?
found that women were 23 times more likely to have
improvement/cure with physiotherapy compared to
no treatment,

Physiotherapy is therefore not curative in all women
programmes cannot be successful in patients who
cannot locate and properly contract their pelvic floor
muscles. It appears that the greatest benefit occurs in
women with mild or moderate incontinence,
although improvement is seen in those with severe
symptoms'?,
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Pharmacological management

If a women has had no improvement with
physiotherapy and is either not suitable or on the
waiting list for surgery, she may benefit from
treatment with Duloxetine, a combined serotonin
and noradrenaline reuptake inhibitor used to treat
moderate to severe SUL The recommended dose is
40mg twice daily®.

In a phase II study of Duloxetine versus placebo a
significant decrease was seen in inconfinence
episode frequency on Duloxetine (64%) compared
to placebo (40%)"3 There were also significant
improvement is quality of life. A phase 11 study
produced similar results', Further studies have
shown a synergistic effect of Duloxetine and pelvic
floor physiotherapy'®, and many units now have a
protocol suggesting that Duloxetine should only be
administered along with physiotherapy.

Adverse effects are related to increases in
noradrenaline  and  serotonin.  Including
gastrointestinal disturbances, dry mouth, headache,
decreased libido and anorgasmia'*'®. Nausea
appears to be the most troublesome side cffect’® !,
In most cases it is mild to moderate and usually
resolves within one week to one month.''In one
study, adverse cffects resulted in discontinuation in
more than 10% of women'®.

Other drugs which have been used for stress urinary
incontinence include « adrenoceptor agonists and
selective f adrenoceptor agonists®,

Surgical management
Historically, there are several different methods of
treating stress urinary incontinence.

Anterior colporraphy is used to correct both
incontinence and anterior veginal wall prolapsed.
Continence after five years following this procedure
has been variously reported between 45 and 87%°
However, it has low risk of complications.

Samey procedure has a cumulative Failure with
time'®. probably due to poor fixation of sutures,

Marshall-Marchetti-Kranz is the procedure which
is limited by the complication of osteitis pubis,
which occurs in 2.5% of patients'®.

Open (Burch) & laparoscopice procedure is highly
effective and appears to remain so with time'®,
There are few randomized trials comparing
laparoscopic  with  open  colposuspension.
Traditionally, this has been the surgery of choice,
with a success rate of 85% after five years't.
Complications following surgery arc voiding
disorder, detrusor overactivity and genitourinary
prolapsed. Cure rates were cquivalent to the open
procedure, but the technique has by and large been
superceded by vaginal tape surgery.
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TVT (Tension free Transvaginal tape) was first
introduced in the mid 1990s, when the gold standard
surgical treatment of stress urinary incontinence was
Burch colposuspension'”. The tape is inserted
vaginally, being left under no tension. Cure rates of
94% are reported in those having TVT as a primary
procedure'* "”. Complications of the surgery include
vascular and bladder injuries and bowel perforations
although these are rare. These are related to
penetration of the retropubic space. Infection rates
post-operatively are thought to be around 5& as is
the rate of voiding difficulty and overactive blader.
Obturator nerve mjury is rare, but can occur'?,

In the short term, TVT has been shown to be as
effective as colposuspension for the treatment of
primary stress incontinence® Newer suburcthral
tape procedures include the transobturator tape
{TOT), Costa et al*' found that 80.5% of women
were completely cured after undergoing TOT.

TOT has the advantage over TVT of avoiding blind
entry into the retropubic space, therefore reducing
the risk of damage to the internal organs®*. Bladder
perforation, the most common complication
occurring during the TVT procedure, is significantly
reduced with ToT'®, Complications following TOT
include voiding difficulty, Moderate pain or
discomfort in the things folds and uncommonly
adductor brevis myositis™ and perineal cellluitis™,

A modification of the TOT procedure is to pass the
tape from the obturator foramen from inside to out,
known as TVT-O. This is thought to further reduce
damage to the urethra and bladder™.

The newest surgical treatments for siress urinary
incontinence are maodifications of the TVT system.
They have a shorter sling and do not require and exit
points. The sling is fixed in the obturator intermnus
muscle®® Initial results suggest symptom
improvement of up to 87%, but further iong-term
follow up is required™2%. A new MiniArc single
incision sling system is also currently undergoing
clinical trials.

Pelvic Organ Prolapse (POP)

Risk factors for pelvic organ prolapsed include
vaginal delivery, chronic lung disease (due to
persistent cough and increases in abdominal
pressure)’ menopause,”® hypoestrogenism, obesity,
connective tissue disorders, constipation and heave
lifting™ In addition, vaginal vault prolapsed ocecurs
in between 0.2 and 45% of patients after
hysterectomy?'.
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Pathophysiology

Pelvic organ prolapse (POP) includes uterine
profapse with or without vaginal prolapse-
urethrocele, cystocele, rectocele and enterocele. For
POP ( Pelvic organ prolapse )Various classification
scheme are used to quantify and describe pelvic
organ prolapse (POP) . The use of POP - Q system
has gained popularity lately due to its
reproducibility between clinicians and the fact that it
is more descriptive in identifying specific vaginal
sites of prolapse. Descrete points and their
displacement are measured , rather than the actual
prolapsing structure .

Pelvic organ prolapsed may be asymptomatic, but
symptoms can include vaginal bleeding. Back or
lower abdominal pain, obstructive constipation,
"heave" genitalia and urinary symptoms?®®.

Treatment

Medical

Minor degrees of prolapsed are common after
childbirth, and should be treated with pelvic floor
exercises or a pessary. Pessaries are also in women
who are unsuitable for surgery, for treatment of
vaginal wall and uterine prolapsed. Types of pessary
include ring and shelf. Pessaries should be replaced
every 4-12months’!.

Surgical

The lifetime risk of surgery for pelvic organ
prolapsed is 11%* . Anterior colporraphy is used to
treat cysocele If there is coexisting stress
incontinence, the urethrovesical angle is
reconstructed by placing buttressing sutures, known
as kely's sutures, under the bladder neck®'. Posterior
colporraphy for rectocele.

Treatment for uterine prolapsed is vaginal
hysterectomy, with or without repair of the vaginal
walls. IT reproductive function is to be preserved, the
treatment of chose is Manchester or Fothergill
FEpaIr,

Vault prolapsed occurring after hysterectomy can be
treated by  sarcocolpoplexy.  Alternativly,
sacrospinous ligament fixation can be undertaken.
The main complication is injury to the pudendal
nerve bundle??, Newer techniques include posterior
intravaginal slintgplasty, which involves creating a
“new" uterosacral ligament using polypropylene
tape™?,

Due to a high incidence of recurrence with
conventional floor repair, mesh augmented pelvic
floor repair is now being used increasingly
Recurrence of prolapsed after surgical corrention is
common™* with 29% of women requiring a second
operation within five years®. This may be due to the
use of weak native lissues in classic pelvic floor
repair’®,
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Meshes have been associated with an increased risk
of complications, due to both method of insertion
and becausc they are foreign bodies. In a
retrospective, multicentre study of 329 women who
underwent surgical management of pelvic organ
prolapsed using mesh repair kits’® operative
complications included bladder and rectal injuries
and vascular damage. Cystoscopy is recommended
to ensure no damage has occurred intra-operatively
after completion of ensure no damage has occurred
intra-operatively after completion of the surgery.
Post-operative complications included voiding
dysfunction, perineal hacmatoma, vaginal
adhesions, buttock pain dyspaerunia and vaginal
crosion. There was one senere case of necrotizing
fasciitis.

Other reported complications are adhesions, chronic
severe pain dyspareunia erosion or rejection of the
mesh. And mesh related infections®®. Infection after
use of a vaginal polypropylene mesh has been
reported 1n up to 8% of cases **Erosions have been
reported to occur in up to 24% of cases™ 3.

Therefore. although mesh repair kits are associated
with low recurrence and low morbidity rates, some
of the uncommon complications are serious and
potentially life threatening and these repairs should
therefore only be carried out by specialists.

As of yet there is little evidence comparing the
outcome of repair by mesh to standard pelvic floor
repair. Early studies have shown that women with
vaginal vault prolapsed treated with mesh had cure
rates of 82.5% compared to 66% in patients treated
with anterior and posterior colporraphy™®, However,
more research is required in this area before meshes
can become standard practice.

Overactive bladder (OAB)

This term replaces all previous terminology
including detrusor instability/ overactivity/
hyperreflexia’or” hypocompliant bladder’”.
Treatment should start with conservative treatment
and this usually includes two distinct approaches:
lifestyle interventions and bladder retraining.
Lifestyle changes should include: Lose weight if
BMI = 30; Stop smoking:Drinking enough..Cut
down alcohol and restrict caffeine., Avoid fizzy
drinks;

Bladder Retraining is another common non-
pharmacological intervention in the management.
The objectives are to tetrain the bladder to "hold on"
The best results are achieved when done under the
supervision of a continence nurse of specialist
physiotherapist.
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Medical therapy

Six anticholinergic or antimuscarinic agents are
currently licensed for treatment or OAB:
Oxybutynin {Lyrinal XL. Ditropan,
Kentera).Darifenacin {Enablex).Solifenacin
(Vesicare)

Tolterodine(Detrusitol and Detrusitol XL), Trospium
(Regurin),Propiverine( Detrunorm)

Controversially NICE guidelines have advocated
immediate release Oxybutynin as the first fine
treatment, purely on a cost basis. The majority of
patients however will not be able to tolerate the side
effects of this, and all of the drugs in the above list
have their place, there being little to choose between
them in the available literature.

If medical treatment fails then all of the treatments
below have a place, Sacral nerve root stimulation

(Neuro-nodulation), Electrical  stimulation,
Botulinum Toxin A injections, Detrusor
myectomy,Augmentation cystoplasty.

Urodynamic Investigations

Of the more advanced tools employed in secondary
care the gold standard investigation is conventional
urodynamic studics (UDS). Involving filling and
voiding cystometry with or. more commonly
without the use of radiological screening, It should
be pointed out however, that it is not mandatory and
indeed NICE does not recommend performing these
investigations prior (o commencing anti muscarinic
therapy, or prior to a first surgical treatment for
stress incontinence, UDS are only performed when
a patient fails to respond to conservative treatments
or a sustained trial (usually three months) of
different drug treatments, when there are symptoms
suggesting bladder outlet obstruction. Or where
surgery is being considered.

The aims of UDS in these circumstances are to
diagnose stress incontinence, to confirm a diagnosis
of OAB and assess ils’ severity,to exclude a reduced
functional  bladder capacity,to  exclude a
hypersensitive bladder,to assess the presence of
bladder outflow obstruction,

Uroflowmetry and filling and voiding cystometry
arc the standard lests used for diagnosis, with video
urodynamics or ambulatory urodynamics being
reserved for those patients with complicated
problems or in whom there i1s a mismatch between
patients symptoms and the result of conventional
UDSs.

Flexible cystoscopy should be performed where
there is suspicion of bladder pathology ie. where
there are symptoms of haematuria or recurrent
infections or in the assessment of patients with a
hypersensitive bladder or bladder pain where a
hydrodistension may prove therapeutic.
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Conclusion

In conclusion the basic principles of careful
assesment, accurate diagnosis and appropriate
management in good experienced hands will result
in the management of urogynaecological problems
attaining the level of evidence - based medicine
required in this most difficult subject in our
discipline of gynaecology.

To meet this major challenge urogynaecology
subspecialty should be established in all the medical
colleges of our country as well as formation of
urogynaecology and reconstructive pelvic surgery
socicty of Bangladesh ( URPSSB ).

This obviously improves the status of the women,
gives her a better quality of life, avoid patients
consulting different specialties for the some problem
and definetly avoid the need of repeated surgeries.
The objectives of URPSSB ( Urogynaecology and
reconstructive pelvic surgery of Bangladesh ) should
be creation of urogynaecology subspecialty,
updating the subspecialists about the recent
advances by organizing periodical conferences and
workshop, training, the specialists in basis of female
urology, urogynaccology and urodynamics
standardizing education, training and 10 encourage
research activities in this specified field.

Disclosure

All the authors declared no competing interestes,
References

I. Dr. Bernard T Haylen, How to treat

urogynaecology. Australian Doctor, 2004;30:31-38

2. Eric A. Hurtado, Rodney A. Appell. Management
of complications arising from transvaginal mesh kit
procedures- a tertiary referral center’s experience.
International urogynaecol J 2009; 20:11-17

3. Abdalmalik Baka — Ruchika Dhar. Review of
synthetic mesh-related complications in pelvic floor
reconstructive surgery.International urogynaccol, J
2009 ;20:103-111

4. P. Higgs" ARB Smith. Laparoscopy in
urogynaecology Review in gynocological Practice.
2003;3:132-136

5. Konstantinos H. Eleni k. Dimitrios H. Dilemmas
in the management of female stress incontinence:
the role of pelvic floor muscle training. Int Urol
Nephrol 2006;28:513-525

6. Hacker NF, Moore JG, editors. Essentials of
Obsterics and Gynaecology.3™ cd.Philadelphia:
W=>B> Saunders Company; 1998; 462

7. DeLancey JOL. The pathophysiology of stress
urinary incontinence in women and its implications
for surgical treatment . World j Urol 1997

39

JCMCTA 2010; 21 (2) : 35-40

8. Laycock j. Hosmes DM. The place of
physiotherapy in the management of pelvic floor
dysfunction. The Obstetrician and Gynaecologist
2003;5:194-199

9. Ramsay I orme s Duloxetine The long awaited
drug treatment for stress urinary incontinence The
Obstetricaian and Gynaecoogist, 2005; 7:117-119

10. Higbsib G stacj N Evidebee based nabagenebt if
stress yrubart urinary incontinence The obstetrician
and Gyaecologist 2005;7:159-165

11. Kondo A Emoto A katoh k et al Long term
results of the pelvic floor muscle trainging for
female urinary incontinence: an § year transition
tree and predictive parameters. Neurol Urodynam
2007;26:495-501

12. Neumann PB Grimmer KA. [) Eenadayalan Y,
Pelvic floor muscle training and adjunctive therapies
for the treatment of stress urinary incontinence in
women a systematic review BMC Women's health
2006;6:11

13. Norton PA Zinner NR YaLein I et al Duloxetine
versus placebo in the treatment of stress urinary
invontinece AM j Obstet Gynecol 2002; 187: 40-48

14. Van Kerrebroeck P Abrams P Lange R et al
Duloxetine versus placebo in the treatment of stress
urinary incontinence Am j obster Gynecol 2002; 187

15. Dmochowski RR miklos JR Norton pA Et
Duoxetine versus placebo for the treatment of
Norton American women with stress urinary
incontinence j urol 2003;170: 1259 -1268

16. Abrams P . Khoury S, Wein A (eds).
Incontinence : Procedure of the first international
Consultation on Incontinence. Geneva : WHO. 1998

17. Deval B Ramsay I Transobturato taps a new
method in freatment of female stress urinary
incontinence? The Obstetricaan and Gynaecologist
2005:7:192-194

18. Chaliha C, Stanton S Riska and Benefits of sling
procedure, The Obstetricaan and Gynaecologist
2004:6:26-32

19. Clemons JL LaSala ¢ The tension free Vaginal
tape in women with a non hypermobile urethra and
low maximal ruethral closing pressure. Internal
Urogynecol J Pelvic Floor Dysfunct 2007;18:727-
732

20.Ward K Hilton P Prospective multicentre
randomized trial of tension-free vagingal tape and
colposuspension as primary urodynamic stress
incontinence:BMJ 2002;325:67-73



Mini Reviews

21. Costa P Grisp P Droupy S, Et al Surgical
treatment of female stress urinary incontinence with
a trand obturator tape (TOT) Uratape Short term
results of a prospective multy centric study Eur Urol
2004; 46:102-106

22. Abdel Fattah M Siovanesan K Ramsay I et al
How commeon are tape erosions Acomparison of two
versions of the transobturator tension free vaginal
tape procedure Br j urogynaceon 2006; 98: 594-598

23, Desouza R Shapiro A westney OL Addductor
Brevis mysitis following transobturato tape
procedure a casc report and review of the literature
Int  Urogynecol |} Pelvic Floor Dysfunct
2007;18:817-820

24. Marques AL Aparicio C. Negrao L. Perineal
cellutitis as a late complication of transobturator
sub-urethral tape Obtape™ Int Urogynecol T Pelvic
Floor Dystunct 2007; 17: 821822

25. Kanam M. Lucente V, Khandwata S et al. And
evaluation of the Gymaccare TVT Secur system
(tension free support for incontinence) for the
treatment of stress urinary incontinence int
urogynecol J Pelvie Floor Dysfunct 2007;18:3

26. Albnch S Naumann G Skata C et at TVT Secur a
novel approach for the treatment of female genuine
stress urinary incontinence tnt urogynecol J pelvic
Floor Dysfunct 2007;18:25

27. Ghett C Gregory WT Clark AL Risk factors for
surgically managed pelvic organ prolapse and
urinary incontinence Int J gynaecol Obstet 2007;
98:63-64

28. Kim CM Jeon Mj Chung DI et al Risk factors
for pelvic organ prolapse tnt J Gynaecol Obster
2007:.98: 248-251

JCMCTA 20105 21 (2) : 35-40

29. Fatagas ME Velakoulis S lavazzo C et at Mesh
Related infections after pelvic ongan prolapse repair
surgery Eur J Obst Gynaecol Reptoduct Biol 2007;
134; 147-156

30. Atiti R Sayed AT Post-hysterectomy vaginal
vault prolaose. The Obstetrician and Gynaecologist.
2005;7:89-97

31. Symonds EM and symonds Im Essential
Obstetnes  and  Gynaecology. 4™ ¢d Edinburgh:
Churchill Livingston.2004

32, Thakur Y Varma R Management of post-
hysterectomy vaginal vault prolapse using posterior
intravaginal slingplasty. The Obstetrician and
Gynaecologist 2005;7:195-198

33. Fatton B Amblad J Debodinance P et al
Transvaginal repair of genital prolapse: preliminary
results of a new tension-free vaginal mesh
(ProhfiTM technique) — a case serics multicentric
study Int urogynecol I pelvic floor Dysfunct
2007:18:743-752

34. Olsen AL Smith VJ Bergstorn JO et al
Epidemioloy of surgically managed pelvic organ
prolapse and urinary incontinence Obstet Gynaccol
1997; 89: 501-506

35. Abdel Fattah M Ramsay | Retrospective multi-
centre study of the new minimally invasive mesh
repair kits for pelvic organ prolapse. BJOG
2008;115:22-30

36. Lim JL. Carey MP Higgs PJ et al Vaginal
colporraphy versus vaginal repair with mesh for
pelvic organ prolapse: a randomized controlled trial
Int Urogynecol j Pelvi Floor Dysfunct 2007;18:38
37. Abrams P. khoury S. Wein A (eds). Incontinence:
Proceedings of the first international Consultation
on Incontinence. Geneve: WHO.1998



