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WO M E N ’ S  H E A LT H

Stress incontinence is a type of 
urinary incontinence caused 
by increases in abdominal 

pressure. Women with stress in-
continence typically have leakage of 
urine with activities such as swing-
ing a golf club, playing tennis, jump-
ing, bending, coughing, laughing, 
yelling, or brisk walking. 
     Th e real trick in diagnosing and 
treating stress incontinence is not 
confusing it with urge incontinence, 
a type of incontinence caused by 
bladder spasms. Some of the same ac-
tivities that cause stress incontinence 
can cause a bladder spasm (urge in-
continence). Th erefore, if a patient 
is complaining of loss of urine with 
some of these activities, it is critically 
important to make sure that she is 
not having bladder spasms. If she is 
having bladder spasms, treatments 
for stress incontinence will not stop 
the leakage of urine, but could make 
it worse. An urogynecologist utilizes 
urodynamic testing to sort this out.

Th e Scientifi c Mumbo Jumbo
Stress Urinary Incontinence is de-
fi ned by complaints of involuntary 
leakage of urine on eff ort or exertion, 
or on sneezing or coughing. Urody-
namic stress incontinence is defi ned 
as involuntary leakage of urine caused 

by increases in 
intrabdominal 
pressure in the 
absence of blad-
der contractions. 
Ur o d y n a m i c 
testing is used 
to evaluate uri-

nary incontinence. Th is test utilizes 
a computer, which can measure both 
muscle activity (EMG) and pressure 
changes of the bladder and urethra as 
it is fi lled with water. Many patients 
with stress incontinence symptoms 
will not have urodynamic stress in-
continence.

Treatment Techniques

Surgical Options
■ Mid-Urethral Slings: Around 2002, 
mid-urethral slings became the gold 
standard in the surgical treatment 
of stress incontinence. As the name 
suggests, in this surgery, the surgeon 
places a sling under the urethra. 
Th e most common material used is 
a synthetic non-absorbable mate-
rial called polypropylene mesh. Some 
surgeons use natural materials such 
as pig dermis. However, these natural 
slings seem to have a higher failure 
rate. Slings are named for the route 
the surgeon uses to insert them. Ex-
amples include Transobturator (TO) 
and Retropubic (RP). In the hands of 
an experienced and skilled surgeon, 
success rates are similar. Sling surger-
ies are completed in 15 to 30 minutes, 
and patients are discharged home the 
same day. It is a good idea to choose 
a surgeon who performs at least 50 
successful sling surgeries each year. 

■ Burch and MMK Procedures: Pri-
or to the introduction of mid-urethral 
slings, Burch and MMK procedures 
were considered the best method in 
the treatment of stress incontinence. 
However, lower success rates and 
higher complication rates associated 
with these procedures caused these 
procedures to fall out of favor. Un-
like sling procedures, which require 
no abdominal incisions, Burch and 
MMK procedures are typically per-
formed through a small incision just 
over the pubic bone. Most patients 

are admitted to the hospital and do 
not go home the same day. Th ese 
procedures are also associated with a 
higher rate of urinary retention and 
overactive bladder symptoms.  Based 
on the lower success rates, higher 
complication rates and more inva-
sive nature of these procedures, these 
procedures are considered inferior to 
mid-urethra slings. 

Non-Surgical Options
 ■ Urethral Injections: Urethral in-
jections are material injected into the 
wall of the urethra in order to “tight-
en” or partially close it. Th e increase 
in bladder pressure associated with 
a voluntary urination is suffi  cient 
to push open the urethra. However, 
when injected appropriately, activi-
ties such as exercise, coughing, sneez-
ing, or laughing do not push open the 
urethra and cause incontinence.  
     Th e trick to appropriate injection 
is not just in the technique: It involves 
choosing the correct patient. Most 
patients with stress incontinence 
have both a weak urethra (one that 
does not stay closed) and a poorly 
supported urethra (one that falls into 
the vagina). Urethral injections work 
poorly in patients who have a poorly 
supported vagina. However, subsets 
of patients with incontinence, 10-20 
percent, have a urethra that is weak, 
but well supported. It is this group of 
patients that have the highest chance 
at cure via urethral injection. Ure-
thral injections are extremely well 
tolerated in the offi  ce setting, typi-
cally last six months to two years and 
can be repeated as needed.   Th e aver-
age time to complete this procedure 
is just three minutes.

■ Pessaries: Pessaries are rubber 
or silicon rings, squares, or unique 
shapes which may be worn inside 
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SPECIAL EXERCISES such as Kegel 
exercises have a low success rate in 
treating stress incontinence
when performed without the involve-
ment of a physical therapist with 
unique training in pelvic fl oor biofeed-
back therapy.

Stress Urinary Incontinence
‘Detrusor Overactivity’ affects many women

WOMEN WITH 
stress inconti-
nence typically 
have leakage of 
urine with activi-
ties such cough-
ing, laughing or 
yelling.
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