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Why have I been given an appointment to Uro-gynaecology Clinic?

The Urogynaecology Clinic is a specialised clinic to help women with the following problems:

· Urinary symptoms including: incontinence (leakage of urine), 

Increased frequency of passing urine, 

Urgency (sudden, strong urge to pass urine), and 

Recurrent cystitis (repeated infections of the bladder)

· Prolapse of the vagina and/or the womb

Your general practitioner has referred you because of your complaint of one or more of the above symptoms. 

Who will see me in the Clinic and how long does it take?

The Urogynaecology Team at EDGH includes:

Mr Hosam Elhalwagy, Consultant Urogynaecologist, 
What can I expect to happen during my first visit?

During this visit you will be asked a number of questions relating to your symptoms and your general health. An examination of your abdomen and an internal examination may also be carried out. 

Following the completion of the above, one or more of the following decisions may be taken after discussion with you:

1. Conservative management implies the use of relatively simple and non-surgical treatment, and includes physiotherapy (for example pelvic floor muscle exercises), medications, and/or vaginal pessaries. Conservative management will be recommended as the initial treatment for most cases to avoid invasive operations. It is, however, not suitable for all cases and if similar treatment has been tried before without success.  The outcome of the treatment will be assessed after a specific period of time and if it is not helpful you may require further investigations.

2. Investigations may be arranged (e.g. blood tests, pelvic scan, kidney scan, cystoscopy, and/or bladder function tests) for a later date. You may also be requested that you attend with a comfortable full bladder. On your arrival please inform a nurse who will ask you to empty your bladder to provide a urine specimen to be tested. After you have emptied your bladder, an ultrasound scan will be carried out to determine the volume of the urine left in the bladder. When the results of the investigations are available you will be given an appointment to discuss the most appropriate treatment according to the results of the tests. For the results of the bladder function tests you will normally be given an appointment to see a doctor in the Urogynaecology Clinic.

3. Surgery will usually be decided upon after appropriate investigations have been performed, and a proper assessment of your condition has been completed. It is usually reserved for women with severe symptoms or in whom simpler treatments have not been effective. When the results of investigations are available you will be reviewed in Urogynaecology Clinic.
What is the purpose of attending the Uro-gynaecology Management Clinic?
Following various investigations including bladder function tests, or if simple treatment has not been helpful to resolve your problem, you will be seen in this clinic.  Please allow an hour for this appointment. 

In this clinic you may have an internal examination by a doctor especially if there is any change in your condition. This is particularly important in women whose symptoms have worsened since the initial assessment.  Further choices of treatment including surgery will be discussed with you in detail, in accordance with the clinical findings and the results of the investigations. 

If a surgical operation is recommended, you will be given a full explanation of the procedure, including the reasons for it, what is involved, the success rates and the potential risks. If you have any queries or concerns regarding any aspect of the management, please do not hesitate to voice them. You can ask for further appointment to have your queries answered. You can also approach your GP.
Useful Information on Urinary Incontinence & 

Vaginal and Womb Prolapse 
Urinary incontinence and prolapse of vagina and womb are very common conditions from which women suffer. Incontinence and prolapse are commonly present together and the treatment of one may have an effect on the management of the other. The basic information that you require to understand these conditions and to make an informed decision regarding treatment is outlined below. 
What is the anatomy of the Female Urinary System and Pelvic Organs?

The bladder is a muscular organ, which sits on the lower part of the front of the uterus (womb) and vagina (see diagram 1). The outlet of the bladder is called the ‘urethra’ which is a fine tube surrounded and supported by muscles and ligaments. The womb is normally situated at the top of the vagina. The fallopian tubes and ovaries extend from the sides of the womb. The rectum and back passage are closely related to the back of the vagina.

The pelvic organs are held in place by three types of pelvic support:
1. Layers of connecting tissue called fascia 

2. Thickened parts of the fascia like ropes called ligaments 

3. A paired group of muscles that lie on either side and around the openings of the urethra, vagina and rectum (Pelvic Floor Muscles)
Therefore with weakness of the pelvic support, pelvic organs may be prolapsed (displaced or herniated) from their normal place. Lack of the support of the urethra may lead to urinary incontinence (leakage)

Weakness of pelvic support may have been the result of childbirth, heavy lifting, chronic cough, constipation, ageing, and reduction in pelvic muscle tone (perhaps due to a lack of pelvic floor exercises). Pelvic support problems may occur in women who have never had children.

Diagram 1:

Pelvic Organs (side view)
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Urinary Incontinence
How does the bladder function and how do we keep dry (i.e. continent)?
In normal circumstances the bladder fills up with urine with its muscular wall remains relaxed and its outlet (the urethra) remains closed to keep the urine contained inside it (i.e. to remain continent). The filling of the bladder with urine occurs unnoticed until a good volume of urine is reached. The bladder will then send signals to the brain, which will perceive the sensation of wanting to pass urine. Under appropriate conditions, the brain will then consciously control the emptying of the bladder by causing contraction of the muscular wall of the bladder and relaxation of muscles of the bladder outlet (urethra). 

What are the causes of urinary incontinence and how is it managed?
 Urinary incontinence may be due to one or more of the following causes:

1. Failure to keep the urethra closed due to weakness of surrounding muscles and ligaments (i.e. weakness of pelvic support).    

2. If the bladder muscle becomes overactive and contracts at times when bladder emptying is not required.  

3. If the bladder becomes oversensitive and sends signals to the brain with the sensation of wanting to pass urine before the bladder is actually full.

4. Inability to empty the bladder i.e. voiding difficulty.
Voiding difficulty can be excluded with a scan assessment of the residual urine volume (see page 8). Conservative treatment (pelvic floor muscle exercises and bladder retraining; page 9) can be helpful for all other causes of incontinence.

Depending on the extent of the problem conservative treatment may be very helpful for less severe cases of incontinence (60% successful). In severe cases, pelvic floor muscles exercises are less successful but these exercises should be tried, while further investigations or treatment are considered, to ensure that they are done correctly. This is essential because these exercises are the most important factor in preventing a recurrence or worsening of the incontinence. You will therefore be asked to do these exercises daily for life whether you need further treatment or not 

In cases where the predominant symptom is urinary urgency or urge incontinence (intense desire to pass urine with leakage on the way to the toilet) some medication may be tried to relax the bladder if pelvic floor exercises were not helpful. If medication is unsuccessful further investigations including cystoscopy and/or bladder function tests (see page 8) may be required. If the predominant symptom is urinary stress incontinence on physical activity e.g. coughing, and the pelvic floor muscle exercises are unhelpful, it will then be necessary to carry out bladder function tests (see page 8) 

These tests help to establish the cause of the incontinence to be able to decide on the most suitable treatment, including surgery, thus reducing the chance of complications.

Prolapse of the vagina and womb
What are the types of prolapse of the vagina and the womb?

Prolapse of the vagina indicates a protrusion (or herniation) of surrounding organs through its weakened or lax walls, causing a bulge or a lump in the vagina. This may involve the bladder pressing downwards through the front vaginal wall (known as ‘cystocele’); the rectum pushing forward through the lower part of back wall of vagina (‘rectocele’); the small bowel through the top of the back wall of the vagina (‘enterocele’); or the womb through the top of vagina (‘womb prolapse’). In women who have had a hysterectomy (removal of the womb), the top of the vagina (where the womb used to be) may slide down leading to ‘vault prolapse’. A combination of various forms of prolapse may also occur.

Should prolapse of the vagina or the womb be treated if it is not causing problems?

A prolapse does not need to be treated unless it is causing symptoms. These symptoms may include feeling of heaviness in the vagina, a sensation of “something coming down”, backache, and difficulty in emptying the bladder or the bowel. These symptoms are usually worse at the end of the day. It is important to realise that these symptoms may be caused by conditions other than the prolapse.

How is prolapse of the vagina or the womb treated?
Conservative treatment of prolapse (pelvic floor muscle exercises and placing support pessaries within the vagina; see page 8, 9) is the most appropriate initial management for the prolapse and should be tried before performing surgery (except in major degree of prolapse). This treatment is helpful in all types of prolapse and therefore the exact type of prolapse does not affect the choice of the initial treatment. These simple measures may be the only treatment needed, particularly in those women with minor or moderate degree of prolapse, those who may not be medically fit for surgery and those who do not like to have surgery. 

If no improvement is achieved after a trial of conservative treatment and for major degree of prolapse, surgery is considered more appropriate. Vaginal pessaries may be used temporarily to keep the prolapse in place to assess whether the symptoms are indeed related to the prolapse and whether there is associated masked urinary incontinence (see page 7). The pessary can be left in the vagina to relieve the symptoms, while awaiting surgical treatment. Before surgery, it is important to determine the type of prolapse so that the correct operation is carried out. You will therefore be examined in the Urogynaecology Management Clinic. The proposed operation will be discussed with you in detail. It should be noted that, while waiting for surgery, the prolapse may become worse with time, or a new form of prolapse may appear. It should therefore be understood that the exact type of surgical procedure might only be determined at the time of the operation.

Please read the following section on the association of Incontinence and Prolapse
The association of Urinary Incontinence and Prolapse of the vagina and womb
Why are urinary incontinence and prolapse commonly present together?

Weakness of the pelvic support is the most common cause of urinary leakage as well as prolapse of vagina and womb. Because the cause of urinary leakage and prolapse is similar, women may suffer from both conditions at the same time. The common association of the two conditions gives the wrong impression to many women that prolapse is always the cause of urinary leakage and treating the prolapse will cure all urinary problems; this is not always the case. 

The role of weakness of the pelvic support in causing the prolapse and urinary incontinence emphasises the importance of pelvic floor muscle exercises to prevent and treat these conditions by strengthening the pelvic support (see page 4). 

If the prolapse requires surgery, how is associated incontinence managed?
In those women in whom problems of both prolapse and incontinence are present, bladder function tests should be carried out before prolapse surgery is performed. This has the benefit, if surgery is required for incontinence, of combining two different operations, for incontinence and for prolapse, at the same time.

Is it true that incontinence may develop after correcting a prolapse with surgery or a vaginal pessary?

In some patients, moderate or severe degree of prolapse may hide an already existing urinary incontinence – the so-called “masked incontinence”. The bulge or lump in the vagina, due to the prolapse, may press on the urethra or kink it preventing the urinary leakage. This is like trying to stop water running in a hose by applying pressure on the hose or kinking it. Once the prolapse is corrected with a pessary or surgery then the pressure on the urethra or its kink is corrected and incontinence occurs (like releasing the pressure on the hose or correcting its kink). 

In women with a prolapse, and possible masked urinary problems, there are two ways of treating the prolapse. The first is to carry out the surgery for the prolapse. If urinary incontinence is unmasked after the operation, further investigations and treatment of the incontinence can be arranged at a later date. The second and preferable choice is to fit a support pessary temporarily in the vagina (perhaps for 3 - 4 weeks) to correct the prolapse, and to assess whether any masked incontinence may reveal itself. If urinary incontinence becomes evident after the placement of the pessary, a bladder function test (see page 8) can be organised to find out the type of incontinence. This will enable the correction of any incontinence that requires surgery at the same time as the operation to correct the prolapse. In spite of all efforts to detect any masked urinary incontinence prior to surgery for prolapse, it is sometimes impossible to predict the presence of incontinence, which is only revealed following the prolapse surgery. On these rare occasions, the incontinence will be managed following recovery from the prolapse surgery

Tests & Investigations
What are the various tests that might be needed to investigate my problem? 

1. Bladder Function Test (Bladder Pressure Studies or Urodynamic Tests)
This is a simple test to identify the underlying causes of urinary problems (failure of the closing mechanism of the urethra, over-active bladder or over-sensitive bladder). It is carried out as an outpatient procedure. It takes up to an hour to perform. Two fine tubes are placed inside the bladder through the urethra, and one in the vagina. These tubes are connected to a computer. The function and muscular activity of the bladder can therefore be recorded, while it is being filled with saline water. During the recording, you will be asked to report how you feel and to cough every few minutes. Filling of the bladder with a comfortable volume (normally 400 ml or slightly more than a pint) of saline water takes about 10-15 minutes. There may be slight discomfort but there should be no pain.  A local anaesthetic gel is applied to the opening of the urethra at the beginning of the procedure to reduce any discomfort.

2. Cystoscopy
This is the examination of the inside of the bladder using a fine telescope, which is connected to a camera. Looking at the inside of the bladder helps to visualise any abnormality of the wall of the bladder, like inflammation, tumours and bladder stones. It gives different information compared to the bladder function test, and is complementary to it. Cystoscopy is only indicated in certain circumstances. It is an outpatient procedure and requires only local anaesthesia. Please allow an hour for your visit.

3. Flowmetry and Scan

This is an outpatient test to investigate the voiding pattern of the bladder. You will be asked to fill your bladder by drinking until you feel that you want to pass urine. You will be asked to use a special toilet, which records the volume of urine being passed and the time it takes. After passing urine, an ultrasound scan on the abdomen will be done to see if you have emptied your bladder.

Conservative (non-surgical) Treatment 
What are the Pelvic Floor Muscle Exercises?

At the bottom of the pelvis, there are pelvic floor muscles that attach to the front, back, and sides of the pelvic bones. The muscles surround the lower part of the bladder, rectum and vagina preventing leakage of urine and stool, and keeping the pelvic organs in place. Pelvic floor muscles are just like other muscles of the body; exercises can make them stronger, thus reducing incontinence and improving symptoms related to prolapse. Although in some cases the problems may not improve enough, regular pelvic floor muscle exercises stop them from getting worse. For the beneficial effects of pelvic muscle exercises to last, they should be performed regularly on a daily basis for life. 

Women will be referred to the Clinical Specialist in Physiotherapy, who will carry out an initial assessment, and advise on the most suitable exercises.. All women will be asked to complete a full course of pelvic floor muscle exercises (with or without bladder retraining) under the regular supervision of the physiotherapy department.

What is Bladder Retraining?
The aim of the bladder-retraining pro​gramme is to teach the blad​der to accommodate more vol​ume so it gradually reaches its true capacity. Subsequently, the number of times you need to empty your bladder will be less.

You will need to increase the interval between passing water by 10 minutes initially and then continue with the new in​terval for 2 days. Carry on by increas​ing the interval by 10 minutes until you reach the aim of 3 hours (six or seven times a day). If you wake up at night with a full bladder, it is best to go and empty it straight away, as holding on will only keep you awake

If you find it difficult to distract your attention from your bladder, try sitting on a hard seat, reading a magazine, going for a walk or telephoning a friend.

Your body will determine how much fluid you should drink (approximately 6-8 cups of fluid every day). You should not restrict your fluid intake; it will not re​duce your symptoms. Avoid drinking fluids containing caf​feine (coffee, tea & cola) & alcohol as it is a strong stimulant to the bladder causing frequency.  Water is the best drink. Avoid constipation. It is important to completely empty the bladder each time you go to the toi​let without straining. It may help to lean forward as you pass urine.

What are the vaginal pessaries?
A support pessary is a plastic device that is placed in the vagina to reduce a prolapse, and thus the symptoms of the prolapse. Pessaries come in a variety of shapes and sizes; however the most commonly used is the ring pessary. A doctor or a nurse will examine you to determine the type and size of the pessary suitable for your case. There are no hard and fast rules concerning the fitting of a pessary. It is sometimes necessary to try different sizes of pessary before the most suitable and comfortable one is identified. For those who have chosen the pessary as a long-term treatment, it must be changed regularly (every 4-12 months) to avoid the development of infection or ulcers in the vagina. 
Why may I be advised to use oestrogen vaginally?

These may be recommended for women who have gone through the ‘change of life’, to treat the skin of the vagina from the signs of lack of oestrogen before fitting a pessary or before surgery.

Surgery for Prolapse and 

Urinary Stress Incontinence
Prolapse Surgery explained
Vaginal repair: An incision is made in the vaginal wall to access the fascia that support the surrounding organs ( bladder, urethra, rectum, small bowel). The fascia is repaired. The vaginal incision is then closed with stitches. No abdominal incision is required. Types of vaginal repair operations include:
1. Anterior and posterior repair: Repair of the fascia that supports the bladder and rectum respectively to correct their prolapse into the vagina. 2. Enterocele repair: Repair of a small bowel prolapse into the vagina.   

 

Vault suspension: After womb removal during hysterectomy operation the vaginal vault (the closed top of vagina) may prolapse. The prolapse is corrected by           suspension of the vault.

 

Vaginal hysterectomy: In cases of severe womb prolapse a vaginal hysterectomy may be indicated and the vaginal vault is supported.

 

Womb suspension: In cases of moderate womb prolapse a womb suspension may be indicated or in cases of severe womb prolapse but the womb needs to reserved 

 

Perineal repair is done in association with a vaginal repair to approximate the fascia covering the pelvic floor muscles through an incision of vagina 
 
TVT-Abbrevo (Tension free Vaginal Tape) Surgery explained

This is the insertion of an artificial tape under the urethra (the pipe that carries urine from the bladder to the outside). The tape is not fixed with any stitches. The body will form a new ligament around the tape, restoring the urethral closure needed to maintain continence to control the stress incontinence (leakage of urine during physical efforts e.g. coughing, sneezing, and exercising). The operation is not a treatment for vaginal or womb prolapse. It is not designed to help urinary frequency, urgency, or urge incontinence however they may improve

 
 Urethral injection of  Bulkamid® (bulking agent)
Urethral injection therapy is performed using a cystoscope (a small telescope). Three deposits of the Bulkamid® bulking gel are injected in the urethra (the pipe that carries urine from the bladder to the outside) to create artificial cushions to help the closing the urethra that is needed to maintain continence to control the stress incontinence (leakage of urine during physical efforts e.g. coughing, sneezing, exercising). It is not designed to help urinary frequency, urgency, or urge incontinence however they may improve. 
 
Conclusion

This leaflet aims to explain the common conditions of urinary incontinence and vaginal prolapse in a simple approach. If there are any queries or concerns regarding your condition or treatment, please do not hesitate to ask the doctors at the clinic.
With Compliments of  Mr Hosam Elhalwagy



Your Urogynaecology Clinic





Visit Explained











9
9

