
Transobturatory sling tape and polypropylene mesh
sacrocolpopexy in pelvic organ prolaps 

and occult urinary incontinence

L. Stoica1, A. Bræila2, P. Tomescu1, M. Munteanu2

1. Department of Urology, Conty Emergency Clinical Hospital Craiova
2. Department of Obstetrics and Gynecology, Conty Emergency Clinical Hospital

Craiova

Corespondenflæ: Lucian-Eugen Stoica 
Emergency Clinical Hospital Craiova, Department of Urology
Craiova, str. Tabaci, no. 1,
Phone: 0251502372/; 0742033811
E-mail: stoicale@gmail.com

Abstract

Objective: To assess the efficiency to prevent occult urinary incontinence of the association between polypropylene
mesh sacrocolpopexy with transobturator suburethral sling in patients with urogenital prolapse and occult urinary
incontinence.
Material and methods. Between 2007 - 2011 we performed in 13 cases of high grade urogenital prolapse
associated with occult urinary incontinence (clinically detected- after manual or instrumental reducing of prolapse-
and urodynamic confirmed), aged between 42 and 73 years (mean 47.8 years), with an average parity of 3.1 (0-5),
transobturatory suburethral sling placement and transabdominal polypropylene mesh sacrocolpopexy.
Results. Over a period of approximately three years were followed 8 patients (these we refer to), the average follow-
up was 24.7 months (18-38 months) postoperative continence rate was 87.5 % for occult urinary incontinence (one
patient complain of urine loss after surgery).
Conclusions. Application of a midurethral transobturatory sling concomitantly to correction of severe genital
prolapse with transabdominally polypropylene mesh sacrocolpopexy is a safe and effective method to prevent the
appearance of urinary incontinence after surgery for pelvic organ prolapse with 87.5 % continence success rate
against occult urinary incontinence. The combination of both surgeries gives an integral solution to the pelvic organ
prolapse and occult urinary incontinence that are frequently associated.
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ee Introduction
Pelvic floor dysfunctions are a major health care

problem, affecting millions of women throughout the
world. One in every nine American women will under-
go surgery for a pelvic floor disorder in her lifetime,
with 30% of those women requiring additional surgical
procedures for recurrence of the same condition [1].
Estimations from the United States suggest that an-
nually 135,000 women have surgery for urinary incon-
tinence and 200,000 for prolapse [2–4]. It is thought
that in the next 30 years due, to the demographic dis-
tribution of the population and the increasing preva-
lence of pelvic floor dysfunction with age the demand
for surgery for pelvic floor disorders will increase by
45% [5]. The pathophysiologic bases of occult urinary
incontinence have not been completely understood
and several hypotheses have been suggested as well
as several surgical treatments. Since the first reports
from the Ulmsten group [6], tension-free vaginal tape
has become one the most commonly performed pro-
cedures worldwide due to the ease of performance
and high success rates and, to date, several hundred
thousand TVT procedures have been performed. More-
over, several devices have been introduced on the
market to make the midurethral sling procedures even
less invasive, including suprapubic arc (SPARC) sling,
intravaginal slingplasty (IVS), transobturator slings,
prepubic TVT, and so on [7]. In 1997, Olsen - showed
that 11.1% of women reaching 80 years of age had
been operated on for prolapse or urinary incontinence,
or both conditions, and also that 29.2% of them re-
quired reoperation for recurrence. Both prolapse and
urinary incontinence are pelvic floor disorders that
share the same risk factors. In clinical practice we will
observe that damage to the supporting tissues can
cause prolapse and urinary incontinence. This da-
mage can occur from overdistension, weakening or
rupture by compression. For all these reasons, it is not
infrequent to find prolapse in association with urinary
incontinence in our patients [6]. When correction of
severe genital prolapse is done without having pre-
viously evaluated the possibility of coexisting occult
urinary incontinence, we may find ourselves with a
partially corrected pelvic floor disorder after surgery.
This is because the patient has an increased risk of
occult urinary incontinence, which will only be evident
after prolapse surgery. The occurrence of urinary in-
continence after correction of a prolapse can be very
frustrating for both the patient and the physician and
require another surgical procedure for urinary inconti-

nence. Our patient with pelvic organ prolapse under-
went clinical examination with full bladder, reduction
of the prolapse manually or by simple valve and is ask-
ing to cough to discover urinary incontinence after
prolapse reduction. Urodynamic test with prolapse
reduction by simple vaginal valve before surgery is
always performed to discover occullt urinary inconti-
nence.

Material and methods.
Between 2007-2011 we diagnosed 13 cases of high

grade urogenital prolapse associated with occult uri-
nary incontinence (clinically detected after manual or
instrumental reducing of prolapse and bladder filling
with 300 ml saline solution and ask the pateint to
cough- and urodynamic confirmed), age between 42
and 73 years (mean 47.8 years), with an average parity
of 3.1 (0-5). In all patients we used a detailed history, a
questionnaire to see the impact on quality of life (be-
fore and after treatment), gynecological examination,
urine culture, urinalysis, ultrasound, urodynamic exa-
mination. Women with occult urinary incontinence
were operated on for pelvic organ prolapse (transab-
dominally polypropylene mesh sacrocolpopexy) and a
prophylactic midurethral polypropylene tape (TOT)
was applied in the same surgical procedure. In other
published experiences to detect the presence of occult
urinary incontinence in patients with severe genital
prolapse, the pessary test has been used successfully
[11, 12]. In our country this devices is hard to find it and
expensive, so the prolapse is corrected by vaginal in-
sertion of a valve which can be left in place for the
urodynamic test and to demonstrate possible urine
losses. However, there are also experiences, in which
the position of the cystocele was corrected with a pes-
sary and then immediately followed by multichannel
urodynamic testing to certify the presence of inconti-
nence, i.e., similar to the procedure followed in our
series [7, 8]. The preoperative urodynamic study of
patients undergoing surgery for severe prolapse
allows occult urinary incontinence to be detected and
to classify those in whom incontinence is already evi-
dent together with cystocele. The urodynamic study
thus helps to plan optimal treatment strategies, which
include surgery for correction of the prolapse and a
midurethral transobturatory polypropylene sling. The
combination of both surgeries in patients who require
them allows both problems to be solved at the same
time [10]. The use of vaginal valve is a simple and rapid
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performed, which allows us to simulate the condition
of a corrected cystocele. Different studies have de-
monstrated the presence of occult urinary inconti-
nence in women with severe cystocele, with a preva-
lence ranging from 30 to 80%. In 2006, Brubaker et al.
showed in patients undergoing sacrocolpopexy for
genital prolapse that the risk of occult urinary inconti-
nence was reduced when Burch colposuspension was
performed concomitantly. In cases of occult inconti-
nence, there are studies showing effectiveness with
corrections using the Burch technique, endopelvic fas-
cia plication, and application of TVT [7, 8, 9]. Subure-
thale sling procedure is well known (not detail) and
was made before the placement of the transabdomi-
nally polypropylene mesh sacrocolpopexy (mesh im-
plant between vaginal stump remaining after previ-
ously hysterectomy or posterior vaginal wall and pro-
montory). The novelty is the combination of these
techniques for solving patients in one surgical time.
Urodynamic evaluation was made before surgery and
postoperatively every 6 months in first year in all
patients. 

Results
Over a period of approximately three years were

followed 8 patients (these we refer to), the average fol-
low-up was 24.7 months (18-38 months) postoperative
continence rate was 87.5 % for occult urinary inconti-
nence (one patient complain of urine loss after sur-
gery). Study also showed that one patient had empty-
ing dysfunction and another two patients showed de
novo bladder iritative symptoms (de novo urgency).
Three patients required long term bladder catheteri-
zation (more than 3 days) after surgical correction of
the prolapse. The average of hospitalization was 6.3
days (4-7 days). There were no bleeding or infectious
complications in our patients (table 1).

Table 1. The characteristics of our patients

Polypropylene mesh 
sacrocolpopexy/ sling TOT 13
Hospitalization 6.3 days (4-7 days)
Surgical time 110.6 min. (90-185 min.)
Bladder catheterization 2.4 days (1-7 days) 
Bleeding 127.5 ml (70-305 ml)
De novo urgency 2
Continence rate 87.5 %

Discussion
This kind of association is an effective technique for

patient with high grade urogenital prolapse and occult
urinary incontinence. In the recent past for this patho-
logy surgeons performed Burch procedure, anterior
colporrhaphy near to different type of hysteropexy
and the results for urinary incontinence were very poor
(continence rate between 30 and 50 %). In our series
the continence rate was 87.5 %. Anticholinergic medi-
cation was administered for one month postoperati-
vely for the improvement of urgency. All patients re-
ceived postoperative long term vaginal oestrogeno-
therapy. 

Conclusion
The preoperative urodynamic test with correction

of severe genital prolapse by a simple vaginal valve is
an efficient method to detect occult urinary inconti-
nence. This allows planning a prophylactic inconti-
nence surgery to prevent previously undiagnosed
asymptomatic incontinence from being detected
postoperatively. In our series, application of a
midurethral transobturatory sling concomitantly to
correction of severe genital prolapse with transab-
dominally polypropylene mesh sacrocolpopexy is a
safe and effective method to prevent the appearance
of urinary incontinence after surgery with 87.5 % con-
tinence success rate. The combination of both surge-
ries gives an integral solution to the pelvic organ pro-
lapse and occult urinary incontinence that are
frequently associated.
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