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[image: image3.jpg]Stress Urinary Incontinence
TKTC khi bi dp lyc




[image: image4.jpg]Stress Urinary Incontinence
TKTC khi bi dp lyc

Stra 4m dao trude

Nang c¢6 BQ bing phau thu4t kim

Nang c¢6 BQ bing phau thuit Burch hay MMK
Nang c¢6 BQ bing phau thuit Burch néi soi
Phau thuat sling truyén thong

Sling TVT

Sling TOT

Chich collagen vio c6 BQ
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[image: image6.jpg]Terminology
DPinh nghia

Stress Urinary incontinence
(SUI): COMPLAINT of
involuntaryleakage oneffortor
exertion, oron sneezing or
coughing (SYMPTOM)

Urodynamicstress
incontinence: involuntary
leakage of urine during
increased abdominal pressure
in the absence of a detrusor
contraction (DISORDER)

ACOG practice Bulletin No. 63,

June 2005

TKTC khi bi 4p Iyc : BN
than phién bi ri nudc tiéu ty
dong khi gdng sic, rdn, hay
hat hdi hay ho (triéu ching)
TKTC khi bi dp luc ching
minh trén ni¢u dong hoc :
nuéce tiéu ty dong ri khi 4p
suat trong bung 1én cao va
khoéng c6 co bép co bang
quang (r6i loan chiic ning)



[image: image7.jpg]SUI with Urethral Hypermobility
TKTC khi bi dp lyc — sa niéu dao

POSSIBLE SURGERIES

Anteriorrepair
Needle suspension
Openl/laparoscopic Burch
Traditional pubo-vaginal sling
Midurethral sling
+ Retropubic
« Transobturator

Stta 4m dao trude
Ning ¢6 BQ bing phiu
thuét kim

Nang ¢ BQ bing phiu
thudt Burch hay MMK
Nang ¢ BQ bing phiu
thuét Burch néi soi
PhAu thuit sling truyén
théng

Sling TVT

Sling TOT



[image: image8.jpg]Anterior Colporrhaphy
stta Am dao trude

Anterior repair with Kelly plication
Plication of pubocervical fascia

Anterior repair with kelly plication
is not an effective long-term
treatment for urodynamic stress
incontinence

Anterior repair is recommended
for anterior vaginal wall prolapse

Stta 4m dao trude bing phiu
thudtKelly

Khiu géplopcinmucd o cung
Khéng phdila trf liéu hitu hiéu
laudaicho TKTC khibi dp lc
Chinén ding d€ tri liéu sa dm
dao trude




[image: image9.jpg]So sanh phau thuat Burch va Pereyra

» Bergman &Elia, RCT

1995
Procedure 1year Syear
Burchurethropexy ~ 89% 82%
Pereyraneedle 65% 43%
Suspension
AR 63% 37%




[image: image10.jpg]Needle Suspension

phau thuit nang c¢6 BQ ding kim - Pereyra

+ Combined abdominal and vaginal
approach

+ The space of Retzius is traversedby a
long needle that carries a suture

« Permanent sutures attach the endopelvic
fasciato the rectus fascia or pubic bone

Quacd hai dudng bung vi 4m dao
Motkim dai16i chitt 4m dao qua
khodng tréng Retzius én trén bung
Diing chikhéng tiéu dé khiuldpcan
sing chiu violdpcan cd thing hay
xudng vé




[image: image11.jpg]C6 nhiéu ki€u khdc nhau

« Several different types
« Success depends on
-1 suture per side
-1 anchoring point




[image: image12.jpg]Retropubic Procedures
phau thudt sau xudng vé

+ Marshall-Marchetti-Krantz (MMK)
» Burch Colposuspension



[image: image13.jpg]Marshall-Marchetti-Krantz
(MMK)

1949: first retropubic procedure

Sutures from endopelvic fascia to the
periosteum of the symphysis

- no suture bridges

More acute and central angle vs. Burch
Unique complications: osteitis pubis or
osteomyelitis

1949: ph&u thuat TKTC dAu tién trong
khodng rong Rezius sau xuong vé.
Chikhaulép cén sing chiuviolép
mang xuong cia xuong vé —khong cé
cauchi Telinde's

Taonén géc cé niéudao nhon va vio
trung émhon I ph&u thuat Burch

Bi€n chifng: vié m mang xudng hay viém
tuy xuong chiu



[image: image14.jpg]Burch Colposuspension
Phau thuit treo 4m dao Burch

« 1stdescribed in 1961 B
« Modification of MMK
nguinal

« Endopelvic fascia to ligament -
Cooper’s ligament

Pudc trinh biy tir 1961
Bién dang cia MMK
Khau I6p cédn sang
chduvio ddy ching
Cooper

Pubicsymphyss Cooper's

Brubaker et al. NEJM 354:1557, 2006
Burch. AJOG 81:281, 1961



[image: image15.jpg]Burch Colposuspension

Phau thuit treo 4m dao Burch

1. Dissect openthe space of Retzius
2. Use permanent sutures

- 1%t sttch: 1cm lateral to proximal third of urethra

- 2% stitch: 1cm lateral & Tem cephalad to 15 stitch

- cystoscopy
3. Place sutures through Cooper's ligament
4. Tie with suture bridge to stabilize a hypermobile urethra

1) M3 khoing uong Rewius,
2)

- chithit phat: 1cmbén ngodi,vao
phinwénniéudao
- chith ahi: 1 cmbénngodiva lem

- s0ibang quang
1) Khauchiquadayching Cooper
2)  Cotchidé il nieudao cd dinh, khicotchi>
chita mét khodng (cau) cach giffa gay ching
cooperya 1dp¢an; 3y

8] .




[image: image16.jpg]Burch Colposuspension
Phau thuit treo 4m dao Burch

« 1 year cure rate: 85-90%

Bergman & Elia, AJOG
173:66, 1995

« 5 year cure rate: 70%

Lapitan et al. Cochrane
Review, 2005

« Cochran review: open
retropubic
colposuspension (Burch
and MMK) is an effective
long-term treatment

Kétqua 1 nim : 85-90 %
Kétqud 5nim: 70%
Bainghién citu Cochran:
ph&u thujt treo 4m dao
sau xuong vé qua dudng
bung 12 mot diéu tri c6
két qua 14u dai



[image: image17.jpg]Complications
Bién ching

+ Bladder perforation: 2%'
+ Detrusor overactivity: 5-27%!
« Unique complications:?

- osteitis pubis: painful
inflammatorty, noninfectious
disease, which is self-limited;
treated with rest, NSAIDs and
physical therapry

- Osteomyelitis: infectious disease
requiring extended course of
antibiotics

1. ACOG Practice Bulletin, June 2005

2. Frederick et al. Urology 64:669,
2004

Liing bang quang : 2%

Co bang quang ning déng
qud mdc: 5-27%
Nimihang soug e s dan
dén, khong do nhiém triing
thudng ty tan di. Diéu tri
bling nghi ngdi, thuse trdn
thdng, va tap di ding lai
Vigui'tily xioig: benh akiém
triing, can thudc khang sinh
moét thdi gian 14u.



[image: image18.jpg]Traditional Sling Procedures

Phau thuat sling truyén thong

+ Tissuesorsynthetic graft
placed underthe bladderneck
with fixation to a particular site

+ Slings create ahammockto
supportthe bladderneckand
urethra
Mo tmi€ng mé sinh vAt hay nhan
tao ddtdudi cé niéudao va o6’
dinh vio mot di€m tru
Sling tao m6t cdi véng nang cd
bang quang v niéudao




[image: image19.jpg]Traditional Sling procedure

Phau thuit sling truyén thong

+  Autologous: rectus fascia, fascia
lata
Natural: cadaveric fascia,
Pelvilace- porcine collagen matrix
Synthetic: Marlex, Gor-Tex,
Mersilene mesh

Albo et al

NEJM 356:2143, 2007
M6 tt ghép: can cothing, cin
codii

Mo sinhvat: Iy o o thi, hogc
ché bién ot lodi vitnhwrheo
M6 nhén tao : Marlex, Gor-tex,
1u6i Mersilene




[image: image20.jpg]Traditional Sling Procedures
Phau thuit sling truyén thong

Limited data regarding different
materials ortechniques

Leachetal. J Urol 1997:

- retropubic suspensions and
slings are the mostefficacious
procedures forlong-term
success comparedto needle
suspension procedures or
anterior colporrhaphy
Cochrane Review: noreliable
evidence available to judge
slings vs. othersurgical
options (Bezerra etal.
Cochrane Review, 2009.)

Khéng di dit kién dé so sdnh
nhitng phudng php va nguyén
liéu khdc nhau

Leach et al. J Urol 1997 : phiu
thuét treo 4m dao sau xudng vé
v sling c6 k€t qud 14u dai cao
hon so véi phdu thudt nang 8 BQ
bing kim va sita 4m dao trudc.
Cochrane Review : khong ¢6 di
dit kién d€ so sanh ph&u thuat
sling va nhitng phiu thuat khic



[image: image21.jpg]Traditional Sling Procedures

Phau thuat sling truyén thong

RCT Burch vs. Rectus Fascia
Sling, NEJM 2007

- at 24 months, sling more
sucessfulthan Burch

- Sling had higherrate of UTI,
difficulty voiding and
postoperative urge
incontinence

Based on this study (largest
RCT), traditional fascial sling is
an effective treatment for SUI

Alboetal. NEJM 356:2143,
2007

So sdnh Burch yv3 sling

ding ¢n cd thing (bung)

- sau 24 thdng. sling ¢6 k&t
qud cao hon Burch

- sling ¢6 nhiéu bi€n chiing
hon nhyt : nhi€m triing
duSng G di
khd khan, va TKTC khi




[image: image22.jpg]Complications
bién ching

Detrusor overactivity 0-30%
Cobang quang ndng dong qud mic
Erosion of surgical material <=5%
Sling soi mon vao 4m dao hay niéu dao

Sling revision or removal 5-25%
Sling can dudc stta hay 18y ra
Voiding disorders 2-37%

R&i loan chitc ning ti€u tién

ACOG Practice Bulletin, June 2005



[image: image23.jpg]Retropubic

Newer Procedures- Mid-urerthral slings
phau thudt méi : sling giwa niéu dao

Transobturator




[image: image24.jpg]Tension-free Vaginal Tape (TVT)

« Firstdescribedin 1996

+ Integraltheory of urinary
incontinence proposesthat
urinary incontinence results
from a failure of the
pubourethral ligamentsin the
mid-urethra

+ FDAapprovalin November
1998

Pedros and Umsted, Acta Obstet
Gynecol Scand Suppl 153:7,
1990

Pugc trinh bay tir 1996
Dya trén gid thuyét: TKTC
13 hau qué cia sy suy yéu
day ching pubourethrald
khodng giita niéu dao
Pugc FDA chip thudn nim
1998



[image: image25.jpg]- Polypropylene mesh- 40 cm Iong x 1 cmwide
« Covered by a plastic sheath and attached to
two bowed needles

- Stainless steel introducer for the needies
“Rigid catheter guide

«Ludi polypropylene 40cmX 1 cm

+C6 bao nylon bén ngodi vi gin vio 2 kim
cong & hai ddu

+Cdncdmkim (trocar) bing inoxidable
«Cdnday thép citng ludn vio 6ng foley



[image: image26.jpg]Technique
phau thuat

“bottom-up’” (original) or “top-down” (similar
to traditional slings)

Local anesthetic or saline for hydrodissection

Suprapubic incisions, 1cm: 1-2 cm above
symphysis, 2-3 cm lateral to midline

Locate mid urethra

2cm anterior vaginal wall incision

Dissect periurethral tissue until tips reach
pubic ramus.

Phuong phdp nguyén thily * ot dudidi lén”
hay “titrén di xudng” (nhu sling truyén
théng).

Diing thuéc € hay nudc mu6idé phiu tich
khodng tréng Retzius

Vétms 2 cm ngay phn gitta niéudao
Béc tdch m6 quanhniéu dao tdi khi miii
kéo chambs dudi xudng vé




[image: image27.jpg]TVT technique
(vaginal approach “bottom-un™

Rigid catheter guide into
Foley to displace bladder to contra-
Lateral side

Luén ddy thép cing vio 6ng foley
Vi ddy bang quang qua phia d6i dién

Insert needle (angle to ipsilateral
Shoulder)

Pass needle through retropubic
Space

Hudng mili kim vé phia vai cing
Bén.

Ludn kim qua khodng tréng Retzius
Phia sau xuong vé



[image: image28.jpg]TVT technique (cont'd.)

Pass 15 needle through suprapubic
incisions

Remove introducer from needle

Introduce 2" needle and place in a
smilar fashion

Cystoscopy to check for bladder
perforation (~ 10-11 o'clock, 1-2 oclock)

P4y d4u kim xuyén qua vét mé
trén mu xudng vé

Théo cdn cdmra

Ludn d4u kim th hai qua phia
d6i dién véi thi thuat tuong ty
Soi bang quang dé coi c¢6 bi ling
khong nhat1a & vi trf 10-11 gid
va 1-2 gig




[image: image29.jpg]TVT technique (cont'd.)
> . re

Adjust tension
Use 11F hegar dilator
Remove plastic sheath

Pull mesh through Excise excess mesh
Cut needles off mesh Diéuchinh dé cing
Kéo sling qua v€t mé Ruitlépbao nylonra

C4tphin Iudi du C4tbd phin ludi du



[image: image30.jpg]Advantages
10i diém

+ Minimal dissection

No suture fixation
Tensionfree placement
Plastic Sheath

Local anesthesia with sedation
Shortoperative time ~ 30 min

V&tmd nhé

Khéng cin khau sling vio mot
diémtry

> Datsling hon toan of nhién
khong bicang

Bao nylon bén ngoaisling
Gay té taichd va thude mé
truyéndich

Thdi gian mé ngdn chitng 30 *




[image: image31.jpg]Burchvs. TVT

so sanh Burch va TVT

Best available evidence: RCT
Burchvs. TVT, BJOG 2007

- similar cure rates at 5 years

- Burch 90% vs. TVT 81% (from
patients with 5 year follow up

(Ward & Hilton, BJOG
115:226, 2007)

11 year follow-up data:

- Prospective, multicenter study of
90 women; 77% flu

- objective cure rate: 90%
- subjective cure rate: 77%
- improved rate: 20%

(Nilsson, Int. UrogynJ
19:1043, 2008)

Kétqua tuong ty sau 5 nim

Burch90% VS TVT 81% (BN
theo d6i sau 5 nim)
(Ward & Hilton, BJOG 115:226, 2007)

Theo d6i 90 BN sau 11 nim
Két qua khich quan 90%
Kétqua chd quan 77%

Gidm bt triéu chitng 20%
(Nilsson, Int. Urogyn J 19:1043, 2008)



[image: image32.jpg]Complications- bién chitng

« Bladder perforation: Ling bang quang 3-

most common, 3-9% 9%

(ACOG PB) Cobang quang ndng
+ Detrusor overactivity: doéng qué mic 6%

5 0

3‘_’ ention 1 Biticu <3%
« Urinary retention < s

WK 3% Nhitng bién ching

hiém:
+ Less common:

- mesh erosion

- bowel perforation

dao/ni¢u dao
- ling rudt
- Nerve and vascular

injury - pham day }han kinh

- luéi &n moén vao 4m



[image: image33.jpg]TVT Modifications- bién dang

“Bottom-up” « tir dusi di
lén”

- BSC: advantage fit
“top-down” or
abdominal approach,
more similar to
traditional sling “tir trén
di xuéng” (nhu sling truyén
théng.

- BSC: lynx

- AMS: SPARC SPARC sling by AMS
- Gynecare: TVT




[image: image34.jpg]TVT modifications

TVT-secure: Ethicone TVT-miniarc: AMS




[image: image35.jpg]Transobturator slings

MONARC (AMS) TVT-O (Gynecare)



[image: image36.jpg]Transobturator slings

+ Helicalneedles to place mesh
using a perineal approach
through the obturatorforamen

* Restore the normalsupportof
the pubourethral ligaments.

Ding kim xo#n &c dé
ditsling tir ddy chau
qua 16 bit

Phuc héi sy nang d3
binh thudng cia day
chiing pubouretrhal




[image: image37.jpg]TVTvs. TOT
sosdnh TVT va TOT

+ ACOG PB: * the use of these other materials and
modified methods (retropubic “top-down” and
transobturator) compared with tension-free vaginal tape
has yet to be fully evaluated”

Chua di dit kién d€ lugng dinh va so sdnh nhitng
phuong phdp khdc (“tif trén xudng” va TOT) véi
TVT

(Richter oa., Retropubic versus Transoblurator Midurethral Slings for Stress Incontinence, NEJM, June, 2010)



[image: image38.jpg]TVTvs. TOT
sosinh TVT va TOT

VT
Kétqud ngdn han <12 thdng  80.8%

Bibi ti€u, cdn md lai 2%
Pham vao ddy thin kinh 4%
g4y dau nhic

Ling bang quang 5%

TOT
77.7%
0%
9%

0%



[image: image39.jpg]REVIEW: What are the appropiate surgeries for
urodynamic SUI with urethral hypermobility?
Phau thut nao thich hdp cho TKTC vi bi 4p lyc va
ni¢u dao sa/ xoay?

: :
Needle-suspension
Burch

Traditional sling
TVT
TVT modifications, TOT



[image: image40.jpg]Case presentation

« AB5 year-old G2p2
woman c/o leaking of
urine with coughing and
sneezing.

« Exam: positive cough
test, g-tip test: 40 degree
« Treatment options

Urodynamic testing: -
stress incontinence -
VLLP: 60cmH20

- MUCP: 41cmH20

Phu ntt 65 tudi, G2P2
than phién bi sén tiéu
khi ho, nhdy mii
Khdm 14m sang: ho >
c6 ra nude ti€u, g-tip
test 40 do

Phuong phap diéu tri
Niéu dong hoc :c6 bi
IKTC

VLLP: 60cmH20

- MUCP: 41cmH20



[image: image41.jpg]Which surgery is NOT indicated for this patient ?
Phau thudt nao khéng thich hgp cho BN nay ?

Burch

Fascia sling
Needle-suspension
Tension-free Vaginal Tape
Transobturator vaginal Tape



[image: image42.jpg]How do you choose one surgery over the other?
Lam sao chon lya gitta nhitng phau thuit khdc nhau ?

« Need for laparotomy Cé6 can md bung cho
for concurrent nhitng phau thu4t khac
procedures khéng

« Age and health status Tudi va tinh trang stc
of the patient khoé ctia BN

« Prior surgeries BN di c6 tién st gidi

« Preferences of the phdu
patient and surgeon Sy lya chon ctia BS va

« Instrinsic sphincter BN
deficiency? Suy yé&u co cau niéu

dao?



[image: image43.jpg]Case presentation

A 65 year-old G3P3
woman c/o urine
leakage with coughing
and sneezing.

Exam: positive cough
stress test, Q-tip test 10
degrees

Patient desires to have
definitive surgery

Possible surgeries?

Phu ni 65 tudi, G3P3
than phién bi sén tiéu
khi ho, nhdy mii
Khdm 14m sang: ho >
c6 ra nude tiéu, g-tip
test 10 do

BN muén dugc diéu tri
ph&u thujt

Pha&u thudt nio ?



[image: image44.jpg]SUl without urethral hypermobility

TKTCKkhi bi dp lue khong bi sa/koay niéu dao

+ Bureh-
« Traditional Sling
+ Bulking agent

< TVT [ ?




[image: image45.jpg]Case presentation

A 65 year-old G3P3
woman c/o leakage of
urine with coughing,
sneezing and walking.

- LPP is 40 cmH20

- urethral closure

pressure is 15 cmH20.

- Q-tip strain angle is 15
degrees.

Phu n# 65 tudi, G3P3
than phién bi sén tiéu
khi ho, nhdy miii

Leak point pressure (dp
suat khi bi ri nude tiéu)
40 cm H20

Ap suat khép niéu dao
15cm H20

Q-tip : ¢6 niéu dao
sa/xoay 15 do



[image: image46.jpg]Intrinsic Sphincter Deficiency
suy yéu cd ciu niéu dao
+ Bureh-
« |Traditional sling

- TVT [ 2
« |Bulking agents




[image: image47.jpg]Urethral bulking agent

chich thudc cho niéu dao day hon

- Bulking agents are Chich thudc chung quanh.
injected around the ¢6 bang quang va phan
proximal urethra and rén niéu dao
bladder neck Chich xuyén qua niéu

« Transurethral or daohay 1t bén ngoai
periurethral injection niéu dao chich vio

« Bulking agent Nhitng loai thude :

- collagen - collagen
- Carbon beads - Carbon beads
- Calcium - Calcium hydroxyapatite

hydroxyapatite particles particles



[image: image48.jpg]Urethral bulking agents




[image: image49.jpg]Algorithm for urinary incontinence managed

surgically

phdc dd diéu tri phau thuat TKTC

l9BQnang déng qus m

Ty KBONG TV CHll.

1610 BQ/niéudao

Tifithitaniéudao




[image: image50.jpg]Urethral diverticulum
Tui thtra niéu dao

+ Clinical presentation:
- classic 3 D’s: Dysuria, Postvoid
Dribbling, Dyspareunia
- RecurrentUTI's, Stress
incontinence (46-60%), urgency
- Some asymptomatic
+ Physical examination:
- tenderanteriorvaginal wallmass

- May express purulent material
fromurethra

+ Etiology: obstruction of the duct
froma paraurethral gland

Triéuching Amsing

Khibi dp lyc (40-60%),
- o6 trwdng hop hodn toan khong o
triéu ching

Neuyénnhin wyéncanh nién dao bi

nghén




[image: image51.jpg]Evaluations of Urethral diverticulum
Luong dinh Tui thwra niéu dao

Soi BQ/niéu dao: tim vi tri va

tim cd cda tdi thita

Chup hinh X-quang dudi dp luc

manh Positive-pressure

urethrography (PPUG): dung

6ng Tratner c6 bong béng hai

dau

Voiding cystourethraography

(VCUG) bom nude bitc xa vao
BQva chup X-quang trong khi

BN tiéu

MRI

Nén 1am niéu dong hoc néu

BN ciing bi TKTC khi bi 4p

Tuc.

Vo

VCUG




[image: image52.jpg]Positive-Pressure Urethrography
Chup hinh X-guang dudi dp luc manh

Catheterize the urethra; inflate both balloons

Constant traction on the balloon to occlude
bladder neck so contrast does not enter the
bladder

Inject contrast

Contrast should fill urethral lumen and
diverticular sacs

Piat6ng vio niéu dao, bom c3 2
béng 1én

Kéo béng chat sdtcd bang quang
dé nudc bite xa khéng ri vio BQ
Bom nudc bite xa

Nudc bitc xa s& 1am ddy long 8ng
niéu dao va tdi thita. S& nhin thay
trén hinh x-quang

Ostergard's. 6" Ed.



[image: image53.jpg]MRI of Urethral diverticulum
MRI Tui thira niéu dao.

Diverticula
Tt thua



[image: image54.jpg]Treatment of Urethral diverticulum

« Treatment otpions:

- nonsurgical: if small or
asymptomatic; antibiotics
or anticholinergics

- Marsupialization
(Spence procedure): only
appropriate for distal
urethral diverticula

- Excision of urethral
diverticula

Khéng diing phau thujt
néu tdi thita nhd va
khoéng gay triéu ching;
khdng sinh hay khdng
phé giao cdm

Phau thudt Spence : m&
i thita, chi thich hgp véi
tii & gan miéng niéu dao
C4tbd tdi thita hoan toan



[image: image55.jpg]Marsupialization (Spence procedure)

« Incise full-thickness
through to vagina o

« Running locked s =
secures the edges to
prevent bleeding.
V&t md xuyén qua
thanh 4m dao
Khéau mii lién tuc
quanh miéng vét md
@€ cdm mau

Katz's Comprehensize gynecolgy.
5 ed



[image: image56.jpg]Excision of the urethral diverticulum
Cdtbd tdi thira hoan toan

Foley catheter
Anterior vaginal wall incision

Dissect offthe vaginal epithelium (1)

Superficial dissection, do not enter diverticulum
Expose the periurethral fascia and incise (2)
Dissect circumferentially around diverticulum (3)

Rach thanh dm dao.

Bdc tdch bieu m6 adm dao (1)

Ditng di sdu vao tii thira

16 16p can quanh niéu
rach(2)

Bdc tdch chung quang tii thira

dao va




[image: image57.jpg]Excision of the urethral diverticulum
Cdtbd tui thira hoan toan

+ Excisediverticulum

« Close urethral defectin 2
layers in transverse fashion

* Reapproximate periurethral
fascia and vaginal epithelium

C4tbd tdi thira

Kh4u 16 héng trén niéu
dao bing 2 16p theo
chiéu ngang

Khau 16p cdn quanh
niéu dao va 16p biéu
mé dm dao




[image: image58.jpg]Intraop and post-op care of urethral diverticulum
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« Intraop Trong khimd
- multi-layered closure, tension free;

v€tmd bing nhiéuldp

hemostasis
- consider anti-incontinence e
procedures (fasciasling) for SUI b dat sng oo TRIC R
+ Postop: e khibi
- bladder drainage with foley catheter e
for 1-2 weeks Hauphiu

- VCUG 10-14 days post-op to - datSng thong nude iéu 1-2 wan,

assess - chup x-quang BQ/niéudao 10-14
- continue IV antibiotics for 24 hours N x

ngéyhiu ph
and then PO antibiotics until catheter e .
S - khdng sinh truyén dich 24
- anticholinergic med to prevent udng khdng sinh cho d€n khirdt
bladder spasm

Sng thong tiéu

- patient is hospitalized for 24 hours

- thudc khdng phd giao cdm dé cho




[image: image59.jpg]Lower urinary tract fistulas
L& ro dudng tiét niéu

« Lower urinary tract fistulas
include:

- vesicovaginal fistula (VVF)
- urethrovaginal fistula
- ureterovaginal fistula

L6 rd dudng tiét niéu:
-16 rd bang quang/Am dao
-16 rd niéu dao/am dao

-16 rd niéu quan/dm dao



[image: image60.jpg]Vesicovaginal fistula
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In U.S., 80% of VVF from benign
gynecologic surgery

After hysterectomy, incidence ~
0.1%-0.2%

Presentwith continuous urinary
drainage approximately 1-3 weeks
post-op

Evaluations:

- exam: identify fistulatous tract,
often atcuff

- intravesicle dye instillation;
speculum examortampon test

-cystoscopy: identify locationand
appearance of tract

3 16 bing quang
9 phu thudtphu

moémamdao
- bomnude mau vao BQ: kham

md vit hod vioAD




[image: image61.jpg]Vesicovaginal fistula
18 1o bang quang/im dao

Prior to repair, verify that the ureters are
not involved

- cystoscopy with retrograde urography
- CT urogram

- IVP (but may miss distal ureteral ~vaginal
fistula)

Trude khi phu tri, cAn biét rd 13
16 o khéng pham dén niéu quin
- soi bang quang, bom nudc bic xa

vao BQ va chup x-quang
- CT dudng ti€t niéu
- chup x-quang dudng ti€t niéu




[image: image62.jpg]Conservative treatment of VVF
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+ Conservative therapy with Di

3ng cdch thong

continuous bladderdrainage

- more successful if tract is not BQuz lanh

mature A —_—

- more succesful with smaller -6 ket qud khd quan hon.
fistulas 16,10 nh

- No consensus on duration of
drainage (weeks)
« Controversial:

- khong ¢6 ¥ ki€n théng
nhat vé thei gian

- fibrin therapy Nhitng phudng phdp con.
- electrofulguration and laser dang nhicu tranh cdi
ablation of fistula tract - diing td huyét

Bazi, int. UrogynJ _ 46116 13 bng WY

18:329, 2007
laser



[image: image63.jpg]Surgery for VVF
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Thdi di€m

Timing for repair

- Immediate repairif diagnosis - phau tri ngay néu chuan dodn.
within 24-72 hours post-op 24-72 gi$ hau phau

- otherwise, wait until tract is

BE,Wal i - n€u chudn dodn tré: dgi cho
mature withoutinflammation or

infection (traditional

teaching:3-6 months wait) triing (tit 3-6 thang)

Approa_ch. vaginalversus Phudng phdp; qua ngd AP hay
abdominal b

- vaginal: preferred because am _l!fli

less morbid, fasterrecovery -qua AD: it dau, mau lanh hon
- abdominal: if poorly visualized -qua bung : @khéng nhin
tract, poor exposure, narrow or dude

immobile vagina
dong



[image: image64.jpg]Vaginal surgery for VVF
Phau thuat cho 18 ro bang quang/im dao

« Consider stent placement if fistula near
ureteral orifices

« Circumferential incision around fistula

- traditional: excise entire tract and peri-
fistulascarring

- Latzko; leave tract and close it

« Mobilize vaginal epithelium for tension-free
closure

Neéndaténg vio niéuquinnéuld 1o gin

miéng NQ
Rachdudng rdnquanh16 1o,

vi khiudonglai
B¢ tich bi€umé AP d€ khdng bicing




[image: image65.jpg]Vaginal surgery for VVF
Phdu thudt cho 18 rd bang quang/im dao

« Mobilize vaginal epithelium for
tension-free closure

« Multi-layered closure: bladder
mucosa, muscularis, pubocervical
fascia, vaginal epithelium

« Test integrity of repair with sterile
milk of indigo carmine after 15
layer

« Post-op bladder drainage for 2
weeks

« VCUG in 10-14 weeks after
surgery




[image: image66.jpg]Vaginal surgery for VVF
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Béc tich biéu mé 4m dao d€ khéng
bi cing khi khiu lai

Péng bing nhiéu 18p: niém mac
bang quang, cd BQ, cAn mu c§ tit
cung, bi€u mé 4m dao

Thit xem BQ ¢6 duge khéu kin hay
khéng biing cdch bom myc Indigo
Carmine sau khi khau 1dp thit nh4t
Théng nude ti€u lién tuc 2 tudn hau
phiu

Chup hinh x-quang VCUG 10-14
tudn hiu phiu
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