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INTRODUCTION 

  Urinary disorders in women are common. Among the most distressing 

of these are the various forms of incontinence. 1&2 

  Urinary incontinence is a significant health problem worldwide with 

considerable social and economic impact on individuals and society.  

 Furthermore urinary incontinence has wide spread human and social 

implications, causing discomfort, shame and loss of self -confidence, and 

may negatively affect the quality of life. It can result in a loss of self-

steam and decreased ability to maintain an independent life style. In 

elderly women, urinary incontinence may lead to possible rejection on the 

part of a relative and may be an important factor in the decision on 

whether to institutionalize an elderly person.3&4 

 Stress urinary incontinence(SUI) is the involuntary loss of urine during 

maneuvers that increase intra-abdominal pressure (for example 

coughing), and reflects urethral hypermobility or intrinsic sphincter 

weakness.5 It is considered one of the most common types of urinary 

incontinence accounting for about 50% of all cases.6 

 There are two main types of sphincter abnormality: urethral 

hypermobility & intrinsic sphincter deficiency (ISD).7 However, both 

conditions may co-exist, especially when subjective loss of urine is high.8 

Urethral hypermobility occurs when there is a defect in the pelvic support 

of the bladder neck, while intrinsic sphincter deficiency is defined as loss 

of bladder outlet closure potential.9 

 As more women seek for treatment of SUI, the demand for safe, 

effective, minimally invasive and durable form of therapy has increased.10 

 Understanding the physiopathological concepts of female (SUI) has 

consistently improved over the past decades and their application has lead 

to the development of numerous surgical techniques aimed at curing this 

disorder.11  



Introduction  

 

2 

 

 Surgical procedures for treatment of stress urinary incontinence in 

females are designed to compensate for a defective urinary continence 

mechanism. Many types of operations have been developed based on 

different theories of urinary continence. This surgical treatment was 

drastically changed in 1995 by the description of a new concept, the mid-

urethral support without tension, by Ulmsten and Petros.12 Among the 

numerous surgical techniques aimed at curing female (SUI), retro-pubic 

tension-free vaginal tape (TVT) has probably been the most 

revolutionary.13 

 The wide use of retro-pubic TVT has been associated with various peri- 

and post-operative complications, including bladder perforation, 

temporary or persistent retention, pain, urinary infection, and de novo 

instability.14 Other rare but severe-and possibly under-estimated- 

complications have been reported with this approach. 

Indeed, the blind passage of the needle into the retro-pubic space can 

result in injuries to organs other than the bladder, in particular the urethra, 

vessels, nerves and bowel.15 

 A new surgical approach has been introduced maintaining the position 

under the mid-urethra of the tension-free vaginal tape but reducing or 

even eliminating complications related to the penetration of the retro -

pubic space by placing the tape between the two obturator foramena.16 

Anatomic studies ruled out the risk of lesion to the obturator pedicle in 

theory. The alternate approaches with a trans–obturator passage of the 

tape have continence rates roughly similar to those after the ‘classic’ 

retro-pubic TVT.18 

 The original design of this new technique described by Delorme in 2001, 

called trans-obturator tape (T.O.T.), was to place the tape between the 

two obturator foramena, from outside to inside.17 The reported results are 
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very close to those reported in most of the observational series of tension-

free vaginal tape.18 No vascular, nerve or bowel injuries have been 

reported, justifying the interest in the trans-obturator route.16  At the end 

of 2003, a novel surgical technique was described by de Leval, with the 

passage of the tape through the obturator foramena from inside to outside, 

which was called tension-free vaginal tape-outside (TVT-O).19  

 Clinicians, who have been convinced that the trans-obturator approach is 

safer than the retro-pubic approach, now have the possibility to choose 

between outside in TOT and inside out TVT-O. This technique avoids 

damage to the urethra and bladder and, for this reason, makes cystoscopy 

not necessary.19 

All operations obstruct the urethra to some degree. A major consideration 

in incontinence surgery therefore is the risk of postoperative voiding 

dysfunction and the development of urinary retention.  The true incidence 

of obstruction after incontinence surgery is not known. Older studies 

estimated it to occur in between 2.5% and 24% of patients. 

The study of voiding dysfunction and urinary retention after continence 

surgery is limited by the lack of standardized definitions. 

The question is whether these postoperative voiding dysfunctions are 

predictable preoperatively. The International Consultation on 

Incontinence suggests that urodynamics be used when the information is 

expected to alter clinical management and subsequently improve clinical 

outcomes20. Identifying patients at risk for postoperative voiding 

dysfunction would allow for improved counseling and possibly altered 

treatment. 
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   The aim of this thesis: is to identify and evaluale risk factors 

related to postoperative voiding dysfunctions after T.O.T procedure for 

treatment of SUI and to determine if those symptoms are predictable 

preoperatively. 
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