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Objectives

• Review new developments in pelvic organ prolapse and urinary 
incontinence treatment

• Review indications, strategies and durations of urinary drainage for 
urogynaecologic surgery patients. 

• Talk about anything else you would like to discuss!



Prolapse evaluation: Examine with a Sims or a 
split speculum

J Tessier. Canadian Journal of CME



Pelvic Organ Prolapse



WWW.AUGS.ORG

https://www.augs.org/patient-services/pop-q-tool-interactive/


Mesh is a four letter word

• All prolapse mesh products and biologic absorbable graft materials 
for transvaginal use have been removed from the New Zealand 
market. 

• This limits surgical options for women with recurrent prolapse

• Surgical mesh remains approved for the treatment of stress urinary 
incontinence and for abdominal placement for prolapse



From the website of 
Waters, Paul and Kraus



Margulies et al. 
AJOG 2008



Types of Pessaries



Pessary fitting kit



Colpocleisis



Stress Urinary Incontinence (SUI)

• Mechanism

• Evaluation

• Current treatment options



https://www.augs.org/patient-services/pop-q-tool-interactive/


Pubovaginal sling

Image from Urology Associates



Mid 
urethral 
Sling

Image from Urology Associates



Stress Urinary Incontinence (SUI)

• Surgical therapy-periurethral injections
• Macroplastique-polymethylsiloxane

• Bulkamid-polyacrilimide

• Coaptite-Calcium hydroxylapatite



Stress Urinary Incontinence

• Bulkamide: 80% success at 7 years 

• Coaptite: 66.7% success at 2 years

• Macroplastique 64% success at 18 months



Stress Urinary Incontinence (SUI)
Start of procedure After injections at 4 and 8 o’clock positions 

Final result after three injections.



Urinary Urge Incontinence

• Treated with bladder retraining and/or pharmacotherapy

• Usual prescription medications not well tolerated

• Botox injections are very effective!



Botox technique



Urinary Drainage

• Often necessary in the early post-op period due to edema and trauma 
from the procedure

• Urinary retention is a risk from any prolapse or incontinence 
procedure 

• Risk of retention after sling 2-4% after Botox 5% after periurethral 
injections 10%





Urinary drainage strategies

• Transurethral catheter

• Suprapubic catheter

• Clean intermittent self-catheterisation 



Transurethral indwelling catheter

• Most commonly used

• Best for short-term drainage

• Must be removed for bladder trials



TROC protocols

• Can retrograde fill the bladder through the catheter with 300 mL 
sterile saline

• Remove IDUC and measure voided volume

• If passes more than 150 mL, GTG

• If high residual, can wait and measure PVR after next void or reinsert 
the IDUC



Transurethral catheter

• Disadvantages:

• Risk of infection or colonisation if left in place for long periods of time

• Not a great long-term option for this reason

• Bladder trials require removal of the catheter



Suprapubic catheters



Suprapubic Catheter

• Advantages: Inflated balloon often away from incision/repair/injury (if 
bladder integrity breached)

• Allows for voiding trial without removal of catheter

• Post-void residual volume is easily measured

• Less infection risk

• A better long-term drainage option than transurethral catheter



CISC

• Lower infection risk

• Woman is taught to insert catheter. Can insert post-void for voiding 
dysfunction, or 4-8 times per day for retention.

• Many unable or unwilling to utilise this method despite the 
advantages over transurethral catheter



Post-op urinary drainage

• Usual goal is early catheter removal. Post-op day one for most.

• Indication for longer use is usually urinary retention

• Extended drainage is required if urinary tract is breached (bladder or 
urethral injury)

• In the event of urinary tract injury, surgical team will determine the 
timing of catheter removal



Botox and voiding dysfunction

• Botox has delayed onset of action

• Urinary retention risk 5%

• If retention occurs related to Botox, onset usually 7-14 days aftet he 
procedure

• Suprapubic catheters can be helpful for patients who would be 
unable to perform clean intermittent self cathetrisation



Questions?


