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Urinary incontinence is a malady of very considerabiz distress not because it
generates discomforts but because of social stigma, and the constant companionship
of uriniforous smcli. We have encountersd some cases of urinary tncotitinences in T. U,
Teaching Hospital during the {ast two yoars period.  Many woman due to ilfiteracy, igno-
rance o shyness de not seek advice trom a doctor in our counny. Although no aguthentic
study has baen done about the presant situatioe of upnay moontinence in Nepal, we are
prety suie that this serious condition is not S0 Uncommen in our couniry where there is
st no good obstetric @ ANC coverage. Pennie will only seek advice it the distress is
of considerabte ragnitude and amount 10 social embanassments.

Stress incontinense, the loss of udne with physical strain e, g. coughing, sneezing,
hallet dancing, carrying loads is a common complaint of older women. It usualls occurs
as an aftarmath of child birth. But it has been observad in girls und nulliparous women

tay. Aviazny of the mechanism of stress incontinence is nresented below.
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Normally, urethral resistance is about 500 cm of water, this is the sum of resistance
of smooth musciz of urethral sphincter (30 ¢m of water) and the striated midurethiat
sphincter (20 ¢cm of water). Normally with strain or cough, intraperitonial pressurs
rises sharply but the resistance in the mid-urethra rizes also, thus maintaining the effec-
tively high uretiira to detrusar pressure ratio. In patient with stress incontinence, the
basic lesion is tho toss of normal mid-urethral resistance caused by sericus sadging of
vesical base and urethra due to poor supbort of these structures. The sphincteric muscles
are usuzally normal, but with the descent ol the wurethra sod bladder, they can not work
efficiently. Normally, the length of uiethra is 4 em in female. Urethral pressure studisg
show little closure pressure in the proxiimal half of urethra. Thus the funclional tengin
of urethra is about 2 cm (Tanaho 1979). 1n addition the area of the prosierior urethra and
bladder neck has faflon out of the true pelvis, se  that the sirain which suddenly increw-
ses introvesical pressure, is associsted with decreased resistance in the oRimal and
mid urethra, thereby leading to incentinence.

Susset etat (1976) Gerhson and Dickono (1978), Fayeal et al (1981) and tockhert
et al (Urology, 1982) have also published the urodynamics and video—cystemetragraphic
studies v urinary stress incontinence. Below, is given the summary of ths resuit of
limited number of causes of Urinary incontinence as encountered in T. U, Teaching
Hospiial.

CASE |

Mis. PO Baiju 3% years old female was admitted on 4/1/044 with history of
frequency of micturition and for lust two years with incontinence of urine during straining.
She was manied having 4 childrern. Had no  hio projonged and precipitale lchour. Al
home deliverics without complications and o perines! tears.

Piv Examination was unremasrkable except incontivence of urine while coughing and
even cn apntication of mechanical pressure in suprapubic region. Laborstory Exami
revealod {1 - 13GmY, To 7000/cm, DC - N6, L3O, EU MO, B0, routine

mination MAD. urine ¢fs - no growth afier 24 houwrs incubation,

nation

urine  exiy-

KUB « Mermal, CXR : Normal, Urodynamic Stadies not cnderialhon due 10 Jack of

egquipment. A clinical diagnosis of stioss incontinence was madao.

Stamey’s operalion (Endoscopic Colposusponsion) was pesiomied with 30 dogroe
teloscope aod improvised aneurysm necdle.

She made good and uneventful post oporative rocovery. indwelling cetheter was
removed afizr 8 days. She had good control of micturition. She cams for foliow up
after one month, She was perfectly well accepted socially by her husbaad.

CASE -1

Mrs. B. Ghimire, 25 years old femala was admitted on 1.8.043 with lristary conti-
nous incontinence of urine for last 4 years following prolonged labour. Incontinence was
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worst during crect posture.

Gn examination, weight 45 kg. General condition fair, pulse 30/minute. B. p.
150780 mmHg. Temperature 37 degree centigrads. Other clinical examination was un-
remarkable.

PV examinetion revealed diibbling of urine on coughing. Investigation showed
Hh 144 am>,, Te 7050'chm, DC - N4G6, L4l A8, E6, B1.

Using R & M Exam. - NAD

Lirine cultire and sensitivity - E. coli. sensitive to Natidixic acid

CXR: NAD

VB - NAD

Diagnosis : Stress incontinence

Berch's cuinrsuspension was performed.

OPERATIVE TECHNIQUE .

With the patient in Trendelneberg tilt, the bladder emptied & catheter feft in site,
spigotied off with 5 m! of fluid in balion, retropubic space opened through a pfannen-
stiel incision. The fateral vaginal fornices identified and urinary bladder swept medially. 3
Nylon sutures placed through the lateral vaginal fornix & Gimbernet and lacunar ligaments
and tied while assiztant’s fingers approximated vaginal fornix to ligaments. The procedure
was tepeated on the other side. A percutaneus suprapubic catheter inserted. Redivac
drainage placed in each vaginal farnix and an indwelling folley catheter.

She had no peri & post-operative complications. She had gocd continence of
wiine on foliow-up after | month.

CASE - I

Mrs. C. M. Shrestha, aged 48 years female from Sindhuli was admitted on 043/5/2
with histary of concinuous dribbling of urine for last § years following prolanged labour
resulting in s*ilf hi;th at home.,

Her general examination was unaremarkable. P/v examinaiion showed a fistula

in the base in bladder involving posterior uistherovesical junction about the size of the
tip of the thumb.

LAB VMVESIZATION -

Hh - 122 6m.",
Te = 6.200/cnmm
NSL, L26 MI0, E13.
B. Sugar 5. mmo/L
Urea 72 meg 'L

Uring R/M exam. : NAD
Urine ¢’s - Preteus mirablis
Sensitive to nalidixigacid
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Se-Flectrolytes Na 138; K 4.1 meca/l

tvu : Mormally functicning bath kidneys.

a. Vesico-vaginal fistula (VVF) with complete anatormical distortion
ai bladder neck mechanism & proximal urethra.

b, Bladder neck, proximal urethra & trigone involved in fistulation
no sphincteric mechanism.

Laporotomy & Bilareral ureterosigmoidostomy through Politino Lead-botter

Cystoscopic findings .

Operation @
technique.

The abdomen opend by a right lower paramedian incision. The patient is placed
in Trendelenberg position and righr ureter was soughf as it crosses the bifurcalion of
comimon iliac artery, and was identified and dissected from It's bed towards it's entry
inta urinary bladder. The ureter was then divided close 10 vesicoureteric junction, distal
stema ligated. The proximal end was trimmed obliquely and split for one centimetre. An
inc'sion 3 em tong was made in the wall musculature of sigmoid colen thiough taenia,
mucosal coat dissecled, An incision was made into the extreme lower enda of the exnosed
mucus membrane and the full thickness of the uretric wall was joined by intcrrupted
4-+0 chromic catgut sutures 1o the mucosal opening. The muscular coats of the howel
Was approximated ovar the vreter without tension. Sutwing the psritonesl intizion around
the wureteric implant exiraperitonizes the site, and a drain was leit down (¢ the area. The
icft wreter was implanied on the colon in the similar manner. A {uli sized folloy catheter
was inserted thraugh the anus no farther than the tectal ampulla, the baltoon was then
inflated,

Ste had no iatra and post-operative complications. She had no urinary dribbfing
post-operatively. She was perfectly 0K, on follow-up after one month.

However she was advised to goto “hao” as frequently as possible and continue
talking locally available baking seda- “Life fong'” and periodic check up of serum sodium,
potasium and chioride.

CASE 1V

G. D. Belbase, 30 year, female from Lumjung was admitted with history of conti-
nuous dribbling of wurine for Jast 13 years following prolonged labour of 7 days duration
alzo complalned of incontinence of feces when she has had loose motions. She was
normally constipated on several occasions. She has to evacuate her bowel manuatly. She
uanderwent vesico vaginal fistulate repair 3 years back at Tensen without any success.

hysical examination showed moderate build, weight 44 kg, BP. 12H76 mmHg.

Pulse 80/minute reqular, tempeorature 37 degree centigrade. Rest of the physical exa-
mination was within pormal limit, P/v Examination revealed muitiple tears over the vesti-
nule, introitus and prox. urethra and trigone. Anterio vaginal wall was torn. Posteriar
rectal mucosa could be visualized through a hole in poster or vaginal wall,
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LABORATORY INVESTIGATION

CBC. Hb 130 gm',
Te 7000jcram DC - W70, L2D, M1, E2.
ESR 20 mm HE

Urine - NAD

Urine C/8 + Mixed infection

Blaod Sugar 7.6 mmaol/L
UJrea 3.8 mmol/L

CHR

Abd, X-ray } - NAD

Cystoscopic Examination  Anteriar- lateral wall of rectum and post-vaginal wall missing.
~ Praximz | weethva, Bladder neck and vaginal part of trigon were
invalved in fistulation.

Diagrosie- Urothrovesico vaginal fistula © rectovaginal fistuta.

Management- Urinary Diversion through ‘llzal canduit™ ( ureteroileostom ) damaged
15-20cmiong terminal ileum and one foet from ileo-caecal valve with its
biood supply intact was isolated. The feft ureter was brought through
elvic mesocolon and rt. one dissected: Anastomosis was perfarmed
betwesn ureter and the intestine by Wallace s technique. End to end anasto-
mosis, was done, the distal end of the ileal condull was brought out
through @ steb incision in the right lower abdomen and a nipple ilsostomy
was fashioned.

She made good post-opsrative recovery without any complication on follow - v
subseguent!y. She was happy with the cperation except that licostomy (Urostomy) bog
was not readily available and had to be imported from Bangkok.

CASE -V

Mrs. S. B., 43 yegar oid female from Birgunj was admitted with history of
cantinous dribbling of urine an the 12th day of abdominal hyaterectomy for fibroid vierus
on Nov. 8¢ in Duncan Hospital, India. Clinical Examination rovealed no physicat
abnormalily except continous dribbiing of urine through vagina.
Laboratory investigation showsd-
Hb- 13 gm”. Te §,600/cmm. N33, 127, M3, B4, EZ
Urine snalysis was within normial range
Urine culture and sensitivity showed £. Coli sensitive to nalidixic acid.

A-ray Abd. &
X-ray chest | NAD
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intravanous urography showed, hydronephirosis and hydroureter on right side with
‘vakage of dye in the pelvis area.

Methylene blue irrigation of bladder showed no evidence of vesico urinary fistula.

A diagnosis of uretera-vaginal fistula on (Rt)) side was mode. {R) Uterp-neocysto-

stomy was done.

Laparotomy performed.
{(R) Utster identified and dissected right up fo the side of obstruction and divided
at that level. Uretero-neocystostomy through Politino Lead better technigue was achieved

~ith o radivae drain.

Post-operatively she was “dry’ and in follow-up clinic she was ever so greatful

ton ToUL Teaching Hospital.

CARE -\

Miss H. B., 24 years old fema'e was admitred on 044/12/2 with

dribibling of wrine since childhood associated with fover and rngors and fallure 1o
theive. She had repeated attacks of urinary tract iafection in the past and was managed
with antibiotics & urinary antisentic. This time she was reffered by a doctor for her urinaty

¢ /o continous

sympioms and particuiarty Lt sided loin pain.
Her phliysical examination revealed stunted growth weighing 33 ka and < higih.
She was anaernic 8. P, 100/ 70, Puise 90 [ minute reguiac. Other ¢linical oxamination

was unrematkable.

PV vety narrow urethra

Labo - dnv, Hbo - 1229 gm/109 mi. ESR 55 mm/HR
Biood urea 5.8 mmol/L BT - 2 min.
Sugar 72 jamof/L CT 67

Sioreatining - 160 mmal/L
Ma 130 mEGIK3T meg fL.
S Non functicning (L) Kidney with Wydranephrosis and Hydroureter (1L1) Fidney.

iing CF5 Eocolt & was negative for AFB on 3 socasions.

wathesseopy examination @ Virtually no Bladder capacity,
feteric arifices were not identified.

Micturaiing ovs stourctherosg e Grade 3 reflux with iftile Bladder capasity-

oiost was coufvocal

After arcending studies and fystograt- she went into antrea for 13 howrs, Biced

L

e snse to Y05 mmoi’l, Se. creatinine 389 mmol/L impending acule renal Tailure, Emer-
atany naphiostomy (Lt was done on the following morning. Se-creatine & he. wea lovel

o

e o normal. However she could naot pass urine per urczhra,‘mgma. Eo neplirastomo-
svai was done 2fier 10 days, which ravealed 2 sialt stones 1 om sach in diamcter eg using
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Jeft ureteric obstruction. Uretero lithotomy operation was dorne. She could not however
pass urine per urethra, The poor girl underwent uretercsigmoidostomy months aftes
admission. She became completely OK after this creration. She was put on soda bicarb.
Follow - up urethrogram and . V. U. done.
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