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Series 1: Anatomy and Physiology of the
Urogenital System

e Part 1.1: Anatomy of the Lower Urinary Tract
o Sub Part 1.1.1: Anatomy of the bladder and urethra
o Sub Part 1.1.2: Anatomy of the ureters

o Sub Part 1.1.3: Blood supply, innervation, and lymphatic drainage of the lower urinary
tract

e Part 1.2: Anatomy of the Pelvic Floor and Support System

o Sub Part 1.2.1: The pelvic floor musculature

o Sub Part 1.2.2: The pelvic support system

o Sub Part 1.2.3: Relationship between the urogenital and genital tracts
o Part 1.3: Physiology of Micturition

o Sub Part 1.3.1: Bladder filling and storage

o Sub-Part.l.3.2: Neural control of micturition

o Sub Part 1.3.3: Normal voiding and common terminology

Introduction

Picture a woman describing a symptom she has been too embarrassed to mention for months,
urine leaking when she coughs or laughs. Understanding why this happens, and how to help her,
begins with a genuinely solid grasp of the anatomy and physiology of the urogenital system, the
bladder, urethra, ureters, and the pelvic floor and support structures that hold everything in its
correct place. This Series lays that essential foundation for the whole of this course on
urogynaecology, before we turn in later Series to the specific disorders, fistulae, and prolapse
conditions that arise when this normally elegant system is disrupted.

The aim of this Series is to equip you with a thorough understanding of the anatomy of the
urogenital system, the pelvic floor and support system, and the physiology of micturition.
o
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We shall commence this Series by examining the anatomy of the lower urinary tract, including
the bladder, urethra, and ureters. Next, we will consider the anatomy of the pelvic floor and
support system, and its relationship to the genital tract. Finally, we will conclude by examining
the physiology of micturition and common urogynaecological terminology.

Series Learning Outcomes

Upon completing this Series, you should be able to:

e SLO 1.1: describe the anatomy of the bladder and urethra,
¢ SLO 1.2: describe the anatomy of the ureters and their relationship to pelvic structures,

e SLO 1.3: describe the blood supply, innervation, and lymphatic drainage of the lower urinary
tract,

e SLO 1.4: describe the pelvic floor musculature and the pelvic support system,
¢ SLO 1.5: describe the relationship between the-urogenital and genital tracts,

e SLO 1.6: describe the physiology of bladder filling, storage, and neural control of micturition,
and

¢ SLO 1.7: describe normal voidingand common urogynaecological terminology.

1.1 Anatomy of the Lower Urinary Tract

1.1.1 Anatomy of the bladder and urethra

The urinary bladder is a hollow, muscular organ situated in the pelvis anterior to the uterus and
vagina in the female, composed of the detrusor muscle (a layer of smooth muscle responsible for
bladder contraction during voiding), lined internally by transitional epithelium, and possessing a
trigone, a triangular area at the base of the bladder defined by the two ureteric orifices and the
internal urethral orifice, anatomically and functionally distinct from the remainder of the bladder
wall.

The female urethra is considerably shorter than the male urethra, measuring approximately
three to four centimetres in length, extending from the bladder neck to the external urethral
meatus, surrounded by the urethral sphincter mechanism, itself comprising both an internal,
smooth muscle component under autonomic control and an external, striated muscle component
under voluntary control, together genuinely essential for maintaining urinary continence.
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Fill in the blank: The trigone is a triangular area at the base of the bladder defined by the two
ureteric orifices and the internal orifice. The female urethra measures approximately
three to centimetres in length.

1.1.2 Anatomy of the ureters

The ureters are paired, muscular tubes conveying urine from the renal pelvis to the bladder,
descending retroperitoneally through the abdomen and pelvis, with the pelvic portion of’
particular surgical relevance in gynaecological practice given its close anatomical preximity to
the uterine artery, where the ureter passes beneath the artery at a point sometimes described as
'water under the bridge', a relationship of genuine practical importance in avoiding inadvertent
ureteric injury during pelvic surgery.

The ureter enters the bladder obliquely through the bladder wall, a specific anatomical
arrangement creating a functional valve mechanism that prevents retrograde flow of urine from
the bladder back into the ureter during bladder filling and voiding; an elegant, purely anatomical
solution to preventing vesicoureteric reflux without requiring any specific, discrete anatomical
valve structure.

Fill in the blank: The ureter passes beneath the uterine artery at a point sometimes described as
'water under the ". The ureterenters the bladder obliquely, creating a functional valve
mechanism preventing flow of urine.

1.1.3 Blood supply, innervation, and lymphatic drainage of the lower urinary tract

The bladder receives its principal blood supply from the superior and inferior vesical arteries,
branches of the internal iliac artery, with venous drainage via a corresponding vesical venous
plexus, while innervation is genuinely complex, combining sympathetic fibres (promoting
bladder filling and storage by relaxing the detrusor and contracting the internal sphincter) and
parasympathetic fibres (promoting bladder emptying by contracting the detrusor and relaxing the
internal sphincter).

The external urethral sphincter is innervated by the pudendal nerve, providing voluntary
control over urinary continence, with lymphatic drainage of the bladder passing principally to the
external and internal iliac lymph nodes, an anatomical relationship of genuine relevance when
congsidering the staging and surgical management of bladder malignancy, though genuinely less
immediately relevant to the majority of benign urogynaecological conditions covered throughout
the remainder of this course.

Fill in the blank: Sympathetic innervation promotes bladder filling and storage by relaxing the
detrusor and contracting the internal . The external urethral sphincter is innervated by
the nerve, providing voluntary control over continence.
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ANATOMY OF THE FEMALE LOWER URINARY TRACT
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Figure 1.1: Anatomy of the female lower urinary tract and the ureter-uterine artery relationship.

Pilot questions 1.1

1. Describe the anatomy of the bladder, including the trigone. (Linked to SLO 1.1)

2. Describe the anatomy and sphincter mechanism of the female urethra. (Linked to SLO 1.1)

3. Describe the course of the ureter and its relationship to the uterine artery. (Linked to SLO 1.2)
4./ Explain the mechanism preventing vesicoureteric reflux. (Linked to SLO 1.2)

5. Describe the blood supply and innervation of the bladder. (Linked to SLO 1.3)
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1.2 Anatomy of the Pelvic Floor and Support System

1.2.1 The pelvic floor musculature

The pelvic floor is formed principally by the levator ani muscle group (comprising the
pubococcygeus, puborectalis, and iliococcygeus muscles), together forming a genuinely essential
muscular sling supporting the pelvic organs, the urethra, vagina, and rectum passing directly
through this specific muscular structure as it descends from the bony pelvis to the perineum.

Adequate pelvic floor muscle tone and function is genuinely essential for maintaining both
urinary and faecal continence and for supporting the pelvic organs against the downward
pressure exerted by intra-abdominal pressure, with damage or weakening of this muscular
support, whether from childbirth, chronic straining, or age-related change, directly contributing
to the development of both pelvic organ prolapse and urinary incontinence discussed throughout
the remainder of this course.

Fill in the blank: The pelvic floor is formed principally by the levator ani muscle group,
comprising the pubococcygeus, puborectalis, and muscles. Damage or weakening of
pelvic floor support directly contributes to pelvic organ prolapse and urinary

1.2.2 The pelvic support system

The pelvic support system combines the muscular pelvic floor with the endopelvic fascia (a
connective tissue network) and specific ligamentous structures, including the cardinal and
uterosacral ligaments (providing lateral and posterior support to the upper vagina and cervix),
together forming a genuinely integrated system of support that, when functioning normally,
maintains the pelvic organs in their correct anatomical position.

The concept of three anatomical levels of vaginal support (level I, apical support from the
cardinal-uterosacral ligament complex; level II, lateral support of the mid-vagina from the
paravaginal attachments; and level IlI, distal support of the lower vagina and perineal body)
provides a genuinely useful, structured anatomical framework for understanding the specific
pattern of support loss underlying different types of pelvic organ prolapse.

Fill in the blank: The cardinal and uterosacral ligaments provide lateral and posterior support to
the upper vagina and . Level I vaginal support refers to apical support from the
cardinal- ligament complex.

1.2.3 Relationship between the urogenital and genital tracts

The close anatomical proximity between the urogenital and genital tracts in the female pelvis,
with the bladder and urethra anteriorly, the uterus and vagina centrally, and the rectum
posteriorly, all genuinely intimately related and, in places, sharing common fascial and muscular
support structures, explains why obstetric and gynaecological events can so directly affect
urinary and bowel function, and why urogynaecological conditions so frequently coexist with, or
arise directly from, obstetric or gynaecological causes.
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This close anatomical relationship also explains the recognised association between genital
tract trauma, particularly obstetric trauma, and subsequent fistula formation, discussed in depth
in a later Series of this course, given the genuinely direct physical proximity of these structures

and the shared vulnerability of their supporting tissues to the same underlying obstetric or
surgical insult.

Fill in the blank: The bladder and urethra lie anteriorly, the uterus and vagina centrally, and the
posteriorly in the female pelvis. This close anatomical relationship explains the

association between genital tract trauma and subsequent formation.

Level “Anatomical Structures

Level I (Apical Uterosacral ligaments, cardinal ligaments — provide vertical
Support) suspension of the uterus and vaginal apex

Level II (Mid-vaginal |Pubocervical fascia, rectovaginal fascia-— lateral attachment of

Support) vagina to arcus tendineus and pelvic sidewall
Level III (Distal Perineal body, perineal membrane; levator ani muscles — support
Support) distal vagina, introitus, and perineum

Table 1.2: The three levels of vaginal support and corresponding anatomical structures.

Pilot questions 1.2

1. Describe the composition of the pelvic floor musculature. (Linked to SLO 1.4)

2. Explain the importance of pelvic floor tone for continence and organ support. (Linked to SLO
1.4)

3. Describe the components of the pelvic support system. (Linked to SLO 1.4)
4.  Describe the three anatomical levels of vaginal support. (Linked to SLO 1.4)

5. 'Describe the relationship between the urogenital and genital tracts and its clinical relevance.
(Linked to SLO 1.5)
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1.3 Physiology of Micturition

1.3.1 Bladder filling and storage

During bladder filling the detrusor muscle relaxes progressively to accommodate an increasing
volume of urine with minimal rise in intravesical pressure, a property termed bladder
compliance, allowing the bladder to store several hundred millilitres of urine before the first
sensation of fullness is perceived, with continence maintained throughout this filling phase by
adequate urethral sphincter tone exceeding the relatively low intravesical pressure.

The first sensation of bladder fullness is typically perceived at a volume of around 150 to 200
millilitres, with a strong, definite desire to void generally developing at around 400 to 500
millilitres in a normally functioning bladder, though these specific volumes vary meaningfully
between individuals and can be genuinely altered by various pathological conditions affecting
bladder sensation or capacity.

Fill in the blank: Bladder compliance allows the bladder to'accommodate increasing urine
volume with minimal rise in pressure. The first sensation of bladder fullness is
typically perceived at a volume of around t0 200 millilitres:

1.3.2 Neural control of micturition

Neural control of micturition involves a genuinely complex interplay between the autonomic
and somatic nervous systems, coordinated by the pontine micturition centre in the brainstem,
which integrates ascending sensory information about bladder fullness with higher cortical input,
allowing voiding to be genuinely, consciously deferred until a socially appropriate time and
place, a distinctly human capacity for voluntary control that develops progressively during early
childhood.

Voiding itself requires coordinated relaxation of the external urethral sphincter (under voluntary,
somatic control viaithe pudendal nerve) together with detrusor contraction (under
parasympathetic.control), a process termed detrusor-sphincter synergy, with any disruption to
this normally/coordinated relationship, whether from neurological disease or other causes,
resulting in dysfunctional voiding and a range of specific lower urinary tract symptoms.

FilLin the blank: The pontine micturition centre in the brainstem integrates ascending sensory
information about bladder fullness with higher input. Coordinated relaxation of the
external sphincter with detrusor contraction is termed detrusor-sphincter

1:3.3 Normal voiding and common terminology

Normal voiding is characterised by a voluntarily initiated, sustained detrusor contraction,
coordinated relaxation of the urethral sphincter, and complete bladder emptying without
excessive straining, typically occurring between four and eight times during waking hours, with
normal urinary frequency, volume, and any associated symptoms all genuinely important,
standard components of a thorough urogynaecological history.
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Precise, standardised terminology is genuinely essential in urogynaecological practice, with
terms including frequency (voiding more often than normal), urgency (a sudden, compelling
desire to void that is difficult to defer), nocturia (waking at night specifically to void), and stress
incontinence (involuntary urine leakage on effort or exertion) each carrying a precise, specific
clinical meaning that should never be used loosely or interchangeably in either clinical
documentation or communication with patients.

Fill in the blank: Normal voiding typically occurs between four and

times during

waking hours. Urgency is defined as a sudden, compelling desire to void that is difficult to

|Term

‘ |Definition

Stress Urinary
Incontinence (SUI)

Involuntary leakage of urine during effort, exertion, sneezing, or
coughing

Urge Urinary
Incontinence (UUI)

Involuntary leakage of urine accompanied by or immediately
preceded by urgency

Mixed Urinary
Incontinence

Combination of stress and urge urinary incontinence symptoms

Overactive Bladder
(OAB)

Urgency with or without urge incontinence, usually with
frequency and nocturia

Pelvic Organ Prolapse
(POP)

Descent of one or more pelvic organs (uterus, bladder, rectum)
mto or beyond the vaginal canal

Cystocele Herniation of the bladder into the anterior vaginal wall
Rectocele Herniation of the rectum into the posterior vaginal wall
Herniation of small bowel into the vaginal canal, usually posterior
Enterocele
compartment
Vault Prolapse Descent of the vaginal apex after hysterectomy

Box 1.3: Key urogynaecological terminology and precise definitions.

Pilot questions 1.3
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1. Describe the process of bladder filling and the concept of bladder compliance. (Linked to SLO
1.6)

2. Describe the typical bladder volumes associated with first sensation and desire to void. (Linked to
SLO 1.6)

3. Describe the neural control of micturition, including the role of the pontine micturition centre.
(Linked to SLO 1.6)

4. Describe detrusor-sphincter synergy during normal voiding. (Linked to SLO 1.6)

5. Define frequency, urgency, nocturia, and stress incontinence using precise urogynaecological
terminology. (Linked to SLO 1.7)

Series Summary

This Series has covered the anatomy of the lower urinary tract, including the bladder, urethra,
and ureters, followed by the anatomy of the pelvic floor and support system, and its relationship
to the genital tract. It concluded with the physiology of micturition and common
urogynaecological terminology.

You should now be able to describe the anatomy of the bladder, urethra, and ureters, describe the
blood supply and innervation of the lower urinary tract, describe the pelvic floor and support
system, and describe the physiology of micturition and key urogynaecological terminology
(Linked to SLOs 1.1 to 1.7).

Glossary of Terms

o | Bladder compliance: the ability of the bladder to accommodate increasing urine volume with
minimal rise in intravesical pressure.

e Detrusor muscle: the smooth muscle layer of the bladder wall responsible for bladder
contraction during voiding.

o Detrusor-sphincter synergy: the coordinated relaxation of the urethral sphincter with detrusor
contraction during normal voiding.

e Endopelvic fascia: the connective tissue network forming part of the pelvic support system.

e Levator ani: the principal muscle group of the pelvic floor, comprising the pubococcygeus,
puborectalis, and iliococcygeus.
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¢ Nocturia: waking at night specifically to void.
o Pontine micturition centre: a brainstem structure coordinating neural control of micturition.
e Stress incontinence: involuntary urine leakage on effort or exertion.

o Trigone: a triangular area at the base of the bladder defined by the two ureteric orifices and the
internal urethral orifice.

e Urgency: a sudden, compelling desire to void that is difficult to defer.

e Uterosacral ligament: a ligamentous structure providing posterior support to the upper vagina
and cervix.

e Vesicoureteric reflux: retrograde flow of urine from the bladder into the ureter, normally
prevented by the oblique ureteric entry into the bladder.
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Concept Check Questions [Series 1]

Objective questions

1. The trigone is defined by the two ureteric orifices and the internal orifice.

2. The ureter passes beneath the uterine artery at a point sometimes described as 'water under the

3. The pelvic floor is formed principally by the levator ani muscle group, comprising the
pubococcygeus, puborectalis, and muscles.
4. Level I vaginal support refers to apical support from the cardinal- ligament complex.

5. Urgency is defined as a sudden, compelling desire to void that is difficult to

Short-answer questions

6. Explain the mechanism preventing vesicoureteric reflux. (Linked to SLO 1.2)
7. Describe the blood supply and innervation of the bladder. (Linked to SLO 1.3)
8. Describe the three anatomical levels of vaginal support. (Linked to SLO 1.4)

9. Describe the relationship between the urogenital and genital tracts and its clinical relevance.
(Linked to SLO 1.5)

10. Describe detrusor-sphincter synergy during normal voiding. (Linked to SLO 1.6)

Long-answer questions

11. Describe the anatomy of the bladder, urethra, and ureters. (Linked to SLO 1.1, SLO 1.2)

12. Describe the blood supply, innervation, and lymphatic drainage of the lower urinary tract.
(Linked to SLO 1.3)

13. Describe the pelvic floor musculature, the pelvic support system, and its relationship to the
genital tract. (Linked to SLO 1.4, SLO 1.5)

14. Describe the physiology of bladder filling, storage, and neural control of micturition. (Linked to
SLO 1.6)

15. Describe normal voiding and define common urogynaecological terminology. (Linked to SLO
1.7)
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Answers to Concept Check Questions [Series 1]

Objective questions

1. Urethral.

2. Bridge.

3. lliococcygeus.
4. Uterosacral.

5. Defer.

Short-answer questions

6. The oblique entry of the ureter into the bladder wall creates afunctional valve mechanism
preventing retrograde urine flow.

7. Superior and inferior vesical arteries from the internal iliac artery, with sympathetic and
parasympathetic innervation.

8. Level I (apical, cardinal-uterosacral complex), level II (lateral, paravaginal attachments), and
level III (distal, perineal body).

9. Close proximity and shared fascial support. mean obstetric and gynaecological events directly
affect urinary and bowel function.

10. Coordinated relaxation of the external urethral sphincter with detrusor contraction, allowing
effective, complete voiding.

Long-answer questions

11. Basic response: The bladder and urethra form the lower urinary tract, with the ureters descending
retroperitoneally and passing beneath the uterine artery.

Value-added response: The oblique ureteric entry into the bladder creates a functional anti-
reflux valve without a discrete anatomical structure.

12. Basic response: The bladder receives blood supply from the vesical arteries, with combined
sympathetic and parasympathetic innervation controlling filling and voiding.

Value-added response: The pudendal nerve provides voluntary control of the external sphincter,
essential for continence.
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13. Basic response: The pelvic floor and support system, including the levator ani and cardinal-
uterosacral ligaments, maintain the pelvic organs in position.

Value-added response: The three-level support framework provides a structured way of
understanding different patterns of prolapse.

14. Basic response: Bladder filling relies on compliance to accommodate volume with minimal
pressure rise, coordinated by the pontine micturition centre.

Value-added response: Voluntary control of micturition develops progressively in early
childhood, a distinctly human physiological capacity.

15. Basic response: Normal voiding involves coordinated detrusor contraction and sphincter
relaxation, with precise terminology essential for accurate clinical communication.

Value-added response: Terms such as frequency, urgency, and stress incontinence should never
be used loosely or interchangeably in clinical practice.

Answers to Pilot Questions [Series 1]
Part 1.1

1. A hollow muscular organ with a detrusor layer and a trigone defined by the ureteric and urethral
orifices.

2. A short urethra with internal smooth muscle and external striated muscle sphincter components
maintaining continence:

3. Descends retroperitoneally, passing beneath the uterine artery, a relationship important in
avoiding surgical injury.

4. Oblique entry into the bladder wall creates a functional valve preventing retrograde flow.

5./ Superior and inferior vesical arteries, with sympathetic and parasympathetic innervation
controlling filling and emptying.

Part 1.2

1. The levator ani group: pubococcygeus, puborectalis, and iliococcygeus muscles.
2. It maintains continence and supports the pelvic organs against intra-abdominal pressure.

3. The muscular pelvic floor combined with endopelvic fascia and the cardinal and uterosacral
ligaments.
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4. Level I (apical), level 1I (lateral), and level III (distal) support.

5. Close proximity with shared fascial support explains why obstetric events affect urinary and
bowel function.

Part 1.3

1. Bladder compliance allows the detrusor to relax and accommodate volume with minimal pressure
rise.

2. First sensation around 150 to 200 mL, with a strong desire to void around 400 to 500.mL.

3. The pontine micturition centre integrates sensory bladder information with higher cortical input
for voluntary control.

4. Coordinated relaxation of the external sphincter with detrusor contraction, allowing effective
voiding.

5. Frequency is voiding more often than normal, urgency is.a compelling desire difficult to defer,
nocturia is waking at night to void, and stress incontinence is leakage on exertion.
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Figures, Plates, Tables, and Boxes

e Figure 1.1: Anatomy of the female lower urinary tract and the ureter-uterine artery relationship.
Al-generated using the prompt: "Create a professional medical diagram titled Anatomy of the
Female Lower Urinary Tract, showing bladder, trigone, urethra, ureters, and the ureter-uterine
artery relationship. Clean clinical educational diagram style."

e Table 1.2: The three levels of vaginal support and corresponding anatomical structures. Al-
generated using the prompt: "Create a clean reference table titled Levels of Vaginal Support,
listing level I, I, and III with corresponding anatomical structures. Simple clinical reference table
style with outside border."

¢ Box 1.3: Key urogynaecological terminology and precise definitions. Al-generated using the
prompt: "Create a simple single-column reference box with an outside border titled
Urogynaecological Terminology, listing key terms with precise definitions. Clinical reference box
style."
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Series 2: Urinary Disorders and Incontinence

o Part 2.1: Genuine Stress Incontinence
o Sub Part 2.1.1: Definition and pathophysiology of genuine stress incontinence
o Sub Part 2.1.2: Clinical assessment of stress incontinence
o Sub Part 2.1.3: Management of genuine stress incontinence
e Part 2.2: Detrusor Instability (Overactive Bladder)
o Sub Part 2.2.1: Definition and pathophysiology of detruser instability
o Sub Part 2.2.2: Clinical assessment of detrusor instability
o Sub Part 2.2.3: Management of detrusor instability
e Part 2.3: Overflow and Functional Incontinence
o Sub Part 2.3.1: Overflow incontinence
o Sub Part 2.3.2: Functional incontinence

o Sub Part 2.3.3: Differentiating the types of urinary incontinence

Introduction

In the last Series, we explored the anatomy and physiology of the urogenital system. We now
turn to the urinary disorders and incontinence conditions that arise when this normally elegant
system is disrupted, from genuine stress incontinence, the leakage triggered by coughing or
exertion, through detrusor instability and the overactive bladder, to overflow and functional
incontinence. Learning to distinguish between these genuinely different conditions, each with its
own distinct mechanism/and management, lies at the very heart of confident urogynaecological
practice.

The aim of this Series is to equip you with a thorough understanding of genuine stress
incontinence, detrusor instability, overflow incontinence, and functional incontinence, and how
todifferentiate between them.

We shall commence this Series by examining genuine stress incontinence, its definition,
assessment, and management. Next, we will consider detrusor instability, or overactive bladder,
its assessment and management. Finally, we will conclude by examining overflow and functional
incontinence, and the approach to differentiating between the various types of urinary
incontinence.
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Series Learning Outcomes

Upon completing this Series, you should be able to:

e SLO 2.1: define and describe the pathophysiology of genuine stress incontinence,
o SLO 2.2: describe the clinical assessment of stress incontinence,

e SLO 2.3: describe the management of genuine stress incontinence,

e SLO 2.4: define and describe the pathophysiology of detrusor instability,

e SLO 2.5: describe the clinical assessment and management of detrusor instability,
e SLO 2.6: describe overflow incontinence and functional incontinence, and

e SLO 2.7: describe how to differentiate between the types of urinary incontinence.

2.1 Genuine Stress Incontinence

2.1.1 Definition and pathophysiology of genuine stress incontinence

Genuine stress incontinence (urodynamic stress incontinence) is the involuntary leakage of
urine on effort, exertion, coughing, or sneezing, occurring when intravesical pressure exceeds
urethral closure pressure in‘the absence of a detrusor contraction, distinguished from the broader
symptom of 'stress incontinence' by its confirmed urodynamic basis rather than symptom
description alone.

The underlying pathophysiolegy reflects weakness of the urethral sphincter mechanism and,
frequently, loss of adequate anatomical support to the bladder neck and proximal urethra, most
commonly resulting from childbirth-related pelvic floor trauma, though also associated with
ageing; menopause (given the recognised oestrogen-dependence of urethral mucosal and
submucosal tissue), chronic straining, and previous pelvic surgery.

Fill in the blank: Genuine stress incontinence occurs when intravesical pressure exceeds
urethral closure pressure in the absence of a contraction. The underlying
pathophysiology reflects weakness of the urethral sphincter mechanism and loss of adequate
anatomical to the bladder neck.

2.1.2 Clinical assessment of stress incontinence

Clinical assessment of suspected stress incontinence begins with a detailed history,
characterising the specific triggers, severity, and functional impact of leakage, together with a
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bladder diary recording fluid intake, voiding frequency, and episodes of leakage over several
days, providing genuinely objective information that complements and, at times, meaningfully
clarifies the woman's own subjective symptom description.

Examination includes observation of leakage on coughing with a comfortably full bladder,
assessment for any associated pelvic organ prolapse (frequently coexisting with stress
incontinence given their shared underlying pathophysiology), and, where the diagnosis remains
genuinely uncertain or surgical treatment is being considered, formal urodynamic studies to
confirm the diagnosis and exclude a coexisting detrusor abnormality before proceeding.

Fill in the blank: A bladder diary records fluid intake, voiding frequency, and episodes of
leakage over several . Pelvic organ prolapse frequently coexists with stress
incontinence given their shared underlying

2.1.3 Management of genuine stress incontinence

Conservative management is generally offered as first-line treatment for genuine stress
incontinence, including structured, supervised pelvic floor muscle training (genuinely effective,
particularly for mild to moderate symptoms), weight/loss where relevant, and avoidance of
identified specific triggers, given the genuinely favourable risk profile of these measures
compared with surgical intervention.

Surgical management is considered where conservative measures have proved genuinely
inadequate, with mid-urethral sling procedures now the most commonly performed surgical
option in many settings, offering good long-term success rates, though a range of other surgical
techniques, including colposuspension and, less commonly now, urethral bulking agents, remain
relevant options depending onindividual patient circumstances, prior surgical history, and
specific local expertise and resource availability.

Fill in the blank: Structured, supervised pelvic floor muscle training is genuinely effective,
particularly for mild to symptoms of stress incontinence. Mid-urethral sling
procedures are now the most commonly performed option for stress incontinence in
many settings.

|Risk Factors HAssessment HManagement Options
- Pregnancy & childbirth - History (urinary leakage |- Lifestyle modification (weight
(especially vaginal delivery, ||with cough, sneeze, loss, fluid management, smoking
multiparity) exertion) cessation)
< Age (pelvic floor - Physical exam (pelvic - Pelvic floor exercises (Kegel
weakening) floor tone, prolapse) training, physiotherapy)
: . - Pharmacological therapy
- Obesity . Mﬁ (exclude (duloxetine, topical estrogen in
infection)
postmenopausal women)
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|Risk Factors HAssessment HManagement Options

- Pelvic surgery - Urodynamic studies - Surgical options (mid-urethral
(hysterectomy, pelvic floor |/(confirm diagnosis, exclude |sling, colposuspension, bulking
repair) detrusor overactivity) agents)

- Mer.lopause (estrogen - Pad test (quantify leakage) | Devices (pessaries, urethral
deficiency) - plugs)

Table 2.1: Genuine stress incontinence: risk factors, assessment, and management.

Pilot questions 2.1

e Define genuine stress incontinence. (Linked to SLO 2.1)
o Describe the pathophysiology of genuine stress incontinence. (Linked to SLO 2.1)

e Describe the history and bladder diary used in.assessing stress incontinence. (Linked to
SLO 2.2)

e Describe the examination findings relevant to stress incontinence assessment. (Linked to
SLO 2.2)

o Describe the conservative andsurgical management options for genuine stress
incontinence. (Linked to SLO 2.3)

2.2 Detrusor Instability (Overactive Bladder)

2.2.1 Definition and pathophysiology of detrusor instability

Detrusor instability (also termed detrusor overactivity, the urodynamic finding underlying the
clinical syndrome of overactive bladder) is characterised by involuntary detrusor contractions
during bladder filling, occurring independently of voluntary control, causing urgency, frequency,
and, frequently, urge incontinence (involuntary leakage accompanying or immediately preceded
by urgency).

The underlying cause of detrusor instability is frequently idiopathic, though it can also arise
secondary to a specific identifiable neurological condition (termed neurogenic detrusor
overactivity), bladder outlet obstruction, or, less commonly, chronic bladder inflammation or
irritation, with idiopathic detrusor overactivity representing the great majority of cases
encountered in routine urogynaecological practice.

-
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Fill in the blank: Detrusor instability is characterised by involuntary detrusor contractions
during bladder , occurring independently of voluntary control. Detrusor overactivity
secondary to a specific neurological condition is termed detrusor overactivity.

2.2.2 Clinical assessment of detrusor instability

Clinical assessment of suspected detrusor instability follows similar general principles. to the
assessment of stress incontinence, beginning with a detailed history characterising the specific
pattern of urgency, frequency, and any associated incontinence, together with a bladder diary,
which, in overactive bladder specifically, frequently reveals a pattern of frequent, small-volume
voids, distinct from the pattern more typically associated with stress incontinence alone.

Urodynamic studies (specifically cystometry, measuring detrusor pressure during bladder
filling) provide the definitive diagnostic confirmation of detrusor overactivity, identifying
involuntary detrusor contractions during the filling phase, though empirical treatment based on a
genuinely characteristic clinical history alone is frequently reasonable in straightforward,
uncomplicated presentations, reserving formal urodynamic investigation for cases with
diagnostic uncertainty or treatment failure.

Fill in the blank: A bladder diary in overactive bladder frequently reveals a pattern of frequent,
small- voids. Cystometry provides definitive diagnostic confirmation by measuring
detrusor during bladder filling.

2.2.3 Management of detrusor instability

Conservative management of detrusor instability includes bladder training (a structured
programme of progressively.increasing the interval between voids to improve bladder capacity
and reduce urgency), fluid management (avoiding excessive intake and specific bladder irritants
such as caffeine), and pelvic floor muscle training, which can help suppress urgency through a
reflex inhibitory effect on detrusor contraction.

Pharmacological management with antimuscarinic medication (blocking the parasympathetic
receptors responsible for detrusor contraction) or, alternatively, a beta-3 adrenergic agonist
(promoting detrusor relaxation through a different mechanism) is considered where conservative
measures alone prove genuinely inadequate, with more invasive options, including intravesical
botulinum toxin injection or, rarely, neuromodulation, reserved for refractory cases resistant to
these initial treatment approaches.

Fill in the blank: Bladder training is a structured programme of progressively increasing the
interval between to improve bladder capacity. Antimuscarinic medication works by
blocking the parasympathetic receptors responsible for detrusor
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DETRUSOR INSTABILITY: ASSESSMENT AND MANAGEMENT

PATIENT PRESENTS WITH URINARY SYMPTOMS

(Urgency, Frequency, +/- Urge Incontinence)

History & Physical Exam

Urinalysis / Urine Culture

Assessment TG IESIINEE Bladder Diary Post-Void Residual i i Cms(ige'sltj"’dyfamic Studies DIAGNOSIS:
& Diagnosis (e.g., 0AB-q) (24-48h) (24-48h) Measurement a{oﬁ’;‘j [{g;)'“ DETRUSOR INSTABILITY

N P T

STEPWISE MANAGEMENT PATHWAYS

STEP 1: CONSERVATIVE THERAPIES STEP 2: PHARMACOTHERAPY STEP 3: ADVANCED THERAPIES
Lifestyle Modification etolinas Anti - Intradetrusor o
(Weight loss, Fluid reduction) (Fe"gSt %’;Rg}ﬁ?:g‘;jﬁgg:éﬁ‘s) OnabotulinumtoxinA Injection *
Bladder Retraining @ Lo i -, Neuromodulation
(Timed voiding, Urge suppression) Second-Line: L,-;) (e.g., Sacral Neuromodulation - SNM)
- Beta-3 Adrenoceptor Agonist
Pelvic Floor Muscle Training =5~ (e.g., Mirabegron) Last Resort: Augmentation Cysoplasty
(Kegels, +/- Biofeedback) A or Urinary Diversion

This diagram is a general guide. Management should be individualized by a healthcare professional.

Figure 2.2: Assessment and stepwise management pathway for detrusor instability.

Pilot questions 2.2

1. Define detrusor instability and describe its clinical presentation. (Linked to SLO 2.4)
2. Distinguish idiopathic from neurogenic detrusor overactivity. (Linked to SLO 2.4)

Describe the clinical assessment of suspected detrusor instability. (Linked to SLO 2.5)

el

Describe the role of cystometry in diagnosing detrusor overactivity. (Linked to SLO 2.5)

5./ Describe the conservative and pharmacological management of detrusor instability.
(Linked to SLO 2.5)

2.3 Overflow and Functional Incontinence

2.3.1 Overflow incontinence

Overflow incontinence occurs when the bladder becomes chronically overdistended, with
intravesical pressure eventually exceeding urethral resistance, causing involuntary leakage,
typically presenting with a continuous or frequent dribbling loss of urine, often alongside a
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sensation of incomplete bladder emptying, poor urinary stream, and, in more severe cases,
genuine urinary retention.

Causes of overflow incontinence include bladder outlet obstruction (from pelvic organ
prolapse, previous incontinence surgery, or, rarely, a pelvic mass), an underactive or acontractile
detrusor (from neurological disease, including diabetic autonomic neuropathy, or certain
medications with anticholinergic effects), with post-void residual volume measurement, either by
ultrasound or catheterisation, a genuinely essential diagnostic investigation whenever this
specific type of incontinence is suspected.

Fill in the blank: Overflow incontinence typically presents with a continuous or frequent
loss of urine, often alongside incomplete bladder emptying. Post-void residual
measurement is a genuinely essential investigation whenever overflow incontinence is
suspected.

2.3.2 Functional incontinence

Functional incontinence describes urinary leakage occurring not from any genuine abnormality
of the lower urinary tract itself, but from an inability/to reach the toilet in time because of
physical, cognitive, or environmental barriers, including limited mobility, cognitive impairment,
or genuinely inadequate access to appropriate toilet facilities, meaning the bladder and urinary
tract themselves may be functioning entirely normally.

Recognising functional incontinence as.a genuinely distinct category is important, as
management focuses on addressing the specific underlying functional barrier, whether through
mobility aids, environmental modification (such as ensuring accessible, nearby toilet facilities),
or scheduled, prompted toileting; rather than the pharmacological or surgical interventions
genuinely appropriate for the other types of incontinence discussed throughout this Series.

Fill in the blank: Functional incontinence occurs from an inability to reach the toilet in time
because of physical, cognitive, or barriers. Management of functional incontinence
focuses on addressing the specific underlying barrier rather than pharmacological or
surgical intervention.

2.3.3 Differentiating the types of urinary incontinence

Accurately differentiating between the various types of urinary incontinence, genuine stress
incontinence, detrusor instability, overflow incontinence, and functional incontinence, is
genuinely essential, as each carries a distinct underlying mechanism and, correspondingly, a
specific, tailored management approach, with a careful, structured history, bladder diary, and,
where genuinely indicated, urodynamic investigation together forming the core of this
differentiation process.

It is worth explicitly recognising that mixed incontinence, combining features of both stress
and urge incontinence, is genuinely common in clinical practice, meaning a woman's
presentation does not always fall neatly into a single, isolated diagnostic category, and
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management in this specific circumstance requires a genuinely thoughtful, individualised
approach addressing both underlying components of her presentation together.

Fill in the blank: Differentiating the types of urinary incontinence is essential as each carries a

distinct underlying mechanism and specific, management approach. Mixed
incontinence combines features of both stress and incontinence.

Type HMechanism HPresentation

Stress Urethral sphincter weakness — leakage |Leakage on coughing, sneezing,
Incontinence when intra-abdominal pressure rises exercise

Urge Detrusor overactivity — involuntary Sudden urge, inability to reach
Incontinence bladder contractions toilet in time

Overflow Bladder outlet obstruction or detrusor Continuous dribbling, weak
Incontinence underactivity — incomplete emptying stream, high post-void residual
Functional Normal urinary tract, but Leakage due to immobility,
. physical/cognitive impairment prevents || dementia, or environmental
Incontinence . Y .

- timely toileting barriers

_Mlxed_ Combination of stress + urge mechanisms Features of both stress and urge
Incontinence leakage

Box 2.3: Differentiating the types of urinary incontinence.

Pilot questions 2.3

1. Describe the pathophysiology and presentation of overflow incontinence. (Linked to SLO
2.6)

2. List the causes of overflow incontinence. (Linked to SLO 2.6)
3. Describe functional incontinence and its underlying causes. (Linked to SLO 2.6)

4. Describe the approach to differentiating the types of urinary incontinence. (Linked to
SLO2.7)

5./ Describe mixed incontinence and its management implications. (Linked to SLO 2.7)
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Series Summary

This Series has covered genuine stress incontinence, its definition, assessment, and management,
followed by detrusor instability, its assessment and management. It concluded with overflow and
functional incontinence, and the approach to differentiating between the various types of urinary
incontinence.

You should now be able to define and describe genuine stress incontinence and its assessment
and management, define and describe detrusor instability and its assessment and management,
describe overflow and functional incontinence, and differentiate between the types of urinary
incontinence (Linked to SLOs 2.1 to 2.7).

Glossary of Terms

1. Antimuscarinic medication: a drug class blocking parasympathetic receptors
responsible for detrusor contraction, used in overactive bladder

2. Bladder diary: a structured recordof fluid intake, voiding frequency, and leakage
episodes over several days.

3. Cystometry: a urodynamic investigation measuring detrusor pressure during bladder
filling.

4. Detrusor instability (detrusor overactivity): involuntary detrusor contractions during
bladder filling, underlying the clinical syndrome of overactive bladder.

5. Functional incontinence: urinary leakage from an inability to reach the toilet in time
because of physical, cognitive, or environmental barriers.

6. Genuine stress incontinence: involuntary urine leakage on effort or exertion, confirmed
urodynamically.

7. Mid-urethral sling: a commonly performed surgical procedure for genuine stress
incontinence.

8. Mixed incontinence: urinary incontinence combining features of both stress and urge
incontinence.

9. Overflow incontinence: involuntary urine leakage from chronic bladder overdistension
exceeding urethral resistance.

10. Post-void residual volume: the volume of urine remaining in the bladder after voiding,
assessed in suspected overflow incontinence.
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11. Pelvic floor muscle training: structured exercise of the pelvic floor muscles, an effective
conservative treatment for stress incontinence.

12. Urge incontinence: involuntary urine leakage accompanying or immediately preceded
by urgency.

Concept Check Questions [Series 2]

Objective questions

1. Genuine stress incontinence occurs when intravesical pressure exceeds urethral closure
pressure in the absence of a contraction.

2. Structured, supervised pelvic floor muscle training is'genuinely effective, particularly for
mild to symptoms.

3. Detrusor overactivity secondary to a specific neurological condition is termed
detrusor overactivity.

4. Post-void residual measurement is a genuinely essential investigation
whenever overflow incontinence is suspected.

5. Mixed incontinence combines features of both stress and incontinence.

Short-answer questions

o Describe the examination findings relevant to stress incontinence assessment. (Linked to
SLO 2:2)

o Describe the role‘of cystometry in diagnosing detrusor overactivity. (Linked to SLO 2.5)
o ' List the causes of overflow incontinence. (Linked to SLO 2.6)
o Describe functional incontinence and its underlying causes. (Linked to SLO 2.6)

o Describe mixed incontinence and its management implications. (Linked to SLO 2.7)

Long-answer questions

1. Define genuine stress incontinence and describe its pathophysiology and clinical
assessment. (Linked to SLO 2.1, SLO 2.2)
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2. Describe the management of genuine stress incontinence. (Linked to SLO 2.3)

3. Define detrusor instability and describe its clinical assessment and management. (Linked
to SLO 2.4, SLO 2.5)

4. Describe overflow incontinence and functional incontinence. (Linked to SLO 2.6)

5. Describe the approach to differentiating between the types of urinary incontinence.
(Linked to SLO 2.7)

-
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Answers to Concept Check Questions [Series 2]

Objective questions

6. Detrusor.
7. Moderate.
8. Neurogenic.
9. Volume.

10. Urge.

Short-answer questions

11. Observation of leakage on coughing with a full bladder, and assessment for coexisting
pelvic organ prolapse.

12. 1t measures detrusor pressure during bladder filling, identifying involuntary contractions
confirming the diagnosis.

13. Bladder outlet obstruction, underactive or acontractile detrusor, and certain medications
with anticholinergic effects:

14. Leakage from an inability to reach the toilet in time due to mobility, cognitive, or
environmental barriers, with a normal urinary tract.

15. Mixed incontinence combines stress and urge features, requiring an individualised
approach addressing both components.

Long-answer questions

16. Basic response: Genuine stress incontinence involves sphincter weakness and loss of
support, assessed by history, bladder diary, and examination.

Value-added response: Pelvic organ prolapse frequently coexists given shared pathophysiology,
relevant to comprehensive assessment.

17. Basic response: Management progresses from conservative measures such as pelvic
floor training to surgical options including mid-urethral slings.
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Value-added response: Conservative management is favoured first-line given its more
favourable risk profile compared with surgery.

18. Basic response: Detrusor instability involves involuntary detrusor contractions, assessed
by history, bladder diary, and cystometry, managed conservatively then
pharmacologically.

Value-added response: More invasive options such as botulinum toxin are reserved for
refractory cases resistant to initial treatment.

19. Basic response: Overflow incontinence reflects bladder overdistension exceeding
urethral resistance, while functional incontinence reflects barriers to reaching the toilet
despite a normal urinary tract.

Value-added response: Post-void residual measurement is essential in suspected overflow
incontinence, while functional incontinence management addresses the underlying barrier.

20. Basic response: Differentiating incontinence types relies on structured history, bladder
diary, and, where indicated, urodynamic investigation.

Value-added response: Mixed incontinence is common and requires a thoughtful,
individualised approach addressing both underlying components together.

Answers to Pilot Questions [Series 2]

Part 2.1

11. Involuntary leakage of urine on effort, exertion, coughing, or sneezing, confirmed
urodynamically.

12. Sphincter weakness and loss of anatomical support to the bladder neck and proximal
urethra.

13. A detailed history of triggers and severity, together with a bladder diary recording intake
and leakage.

14. Observed leakage on coughing with a full bladder, and assessment for coexisting pelvic
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Series 3: Genital Fistulae and Related
Conditions

o Part 3.1: Vesico-Vaginal Fistula: Epidemiology, Classification, and Pathogenesis
o Sub Part 3.1.1: Definition and epidemiology of vesico-vaginal fistula
o Sub Part 3.1.2: Classification of vesico-vaginal fistula
o Sub Part 3.1.3: Pathogenesis, actiology, and determinants of genital fistula

o Part 3.2: Vesico-Vaginal Fistula: Clinical Features, Investigation, and Treatment
o Sub Part 3.2.1: Clinical features and diagnosis
o Sub Part 3.2.2: Laboratory investigations and treatment options
o Sub Part 3.2.3: Postoperative care and prevention of fistula

o Part 3.3: Recto-Vaginal Fistula
o Sub Part 3.3.1: Definition, aetiology, and pathogenesis of recto-vaginal fistula
o Sub Part 3.3.2: Types of recto-vaginal fistula

o Sub Part 3.3.3: Clinical features, diagnosis, and treatment

Introduction

In the last Series,; we explored urinary disorders and incontinence. We now turn to genital
fistulae, some of the most devastating conditions in the whole of obstetric and gynaecological
practice, causing constant, uncontrollable leakage of urine or faeces that can leave a woman
isolated from her family and community. Understanding vesico-vaginal and recto-vaginal fistula,
their causes, presentation, and treatment, is genuinely essential knowledge, particularly in
Nigeria, where obstetric fistula remains a significant, largely preventable public health problem.

The aim of this Series is to equip you with a thorough understanding of vesico-vaginal fistula
and recto-vaginal fistula, their epidemiology, classification, pathogenesis, clinical features,
investigation, treatment, and prevention.

We shall commence this Series by examining vesico-vaginal fistula, its epidemiology,
classification, and pathogenesis. Next, we will consider its clinical features, investigation,
treatment, and postoperative care. Finally, we will conclude by examining recto-vaginal fistula,
its aetiology, types, clinical features, and treatment.

r;j
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Series Learning Outcomes

Upon completing this Series, you should be able to:

e SLO 3.1: define vesico-vaginal fistula and describe its epidemiology,
e SLO 3.2: list the classifications of vesico-vaginal fistula,
e SLO 3.3: describe the pathogenesis, aetiology, and determinants of genital fistula,

e SLO 3.4: list the clinical features, laboratory investigations, and treatment options for
fistula,

e SLO 3.5: describe postoperative care and prevention of fistula,

e SLO 3.6: define recto-vaginal fistula and describe its actiology, risk factors, and
pathogenesis,

e SLO 3.7: list the different types of recto-vaginal fistula, and

e SLO 3.8: list the clinical features, and describe the diagnosis, preoperative care, and
treatment of recto-vaginal fistula.

3.1 Vesico-Vaginal Fistula: Epidemiology, Classification, and Pathogenesis

3.1.1 Definition and epidemiology of vesico-vaginal fistula

Vesico-vaginal fistula (VVF) is an abnormal communication between the bladder and vagina,
resulting in continuous, involuntary urinary leakage through the vagina, representing one of the
most genuinely devastating complications a woman can experience following childbirth, both
physically and socially, given the constant, uncontrollable leakage this condition causes.

VVE remains a genuinely significant public health problem in Nigeria and similar settings,
predominantly resulting from prolonged, obstructed labour without access to timely emergency
obstetric care, in stark contrast to high-income settings, where VVF, when it occurs, more
commonly results from gynaecological surgery, reflecting the profound, ongoing disparity in
access to safe, timely childbirth care between these two settings.

Fill in the blank: Vesico-vaginal fistula is an abnormal communication between the bladder and
, resulting in continuous, involuntary urinary leakage. In Nigeria, VVF predominantly
results from prolonged, labour without access to timely emergency obstetric care.

3.1.2 Classification of vesico-vaginal fistula

-
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Vesico-vaginal fistulae are classified according to their anatomical location within the bladder
and vagina (juxtacervical, mid-vaginal, or, less commonly, involving the bladder neck or
urethra), their size (small, medium, or large), and whether they are simple (a single,
straightforward fistula tract) or complex (involving extensive tissue loss, multiple fistula tracts,
or associated ureteric involvement).

This classification system carries genuine practical importance, as it directly influences both
surgical approach and the likelihood of successful surgical closure, with juxtacervical fistulae
and those involving the bladder neck or urethra generally considered technically more
challenging to repair successfully than a straightforward mid-vaginal fistula, reflecting the
genuinely varied surgical complexity this condition can present.

Fill in the blank: Vesico-vaginal fistulae are classified as simple (a single, straightforward tract)
or (involving extensive tissue loss or multiple tracts). Fistulae involving the bladder
neck or urethra are generally considered technically more to repair successfully.

3.1.3 Pathogenesis, aetiology, and determinants of genital fistula

Obstetric fistula (the great majority of VVF cases in Nigeria) arises from prolonged, unrelieved
pressure necrosis of the tissues trapped between the foetal head and the maternal pelvis during
obstructed labour, with the affected tissue becoming ischaemic and, over subsequent days,
sloughing away entirely, leaving a genuinely persistent, established fistula tract in its place.

Broader determinants of obstetric fistula reflect the same three delays framework encountered
elsewhere in this broader curriculum, delay in deciding to seek care, delay in reaching a health
facility, and delay in receiving adequate care once at the facility, alongside underlying social
determinants including young maternal age, short stature and a genuinely small pelvis, poverty,
and limited access to skilled birth attendance and timely emergency obstetric care.

Fill in the blank: Obstetric fistula arises from prolonged, unrelieved pressure necrosis of tissues
trapped between the foetal head and the maternal . Broader determinants of obstetric
fistula reflect the three framework of preventable maternal morbidity.
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PATHOGENESIS AND CLASSIFICATION OF VESICO-VAGINAL FISTULA (VVF)

PATHOGENESIS OF VVF CLASSIFICATION OF VVF
CAUSE [ Fetal Head —L Fetal Head ] 1. ANATOMICAL LOCATION (Simple vs. Complex Fistula)
Obstetric Trauma: = cta ke .
+ Obstructed Labor % — (compressed) Simple VVF Complex VV
* Pressure Necrosis - \ a I |
Gynecologic Surgery: — . T @ complex Fistul
+ Hysterectomy Simple ur‘:e't':z’:ig):)ri'ffcgs?’
/ Fistula /. urethra, or result

from radiation/

/
@ ~< Pubic previous repair
Fistula Tract ’ Bone |
Prolongd Compession

2. GOHL-HARRISON CLASSIFICATION (Based on Complexity and Size)

-

Type |
Small, <2 cm, well away from ureters

Type ll
Moderate/Large, 2-4 cm, involving trigone but no sphincter damage
urslute but no sphincter damage

3. WAHL CLASSIFICATION (Based on Etiology)

S Typelll * Obstetric
(’;’ Complex, >4 cm, involving ureters, * Surgical
n urethra, or circumferential

* Radiation

Vesico-Vaginal Fistula
(Abnormal Communication)

Figure 3.1: Pathogenesis of obstetric VVF and its classification.

Pilot questions 3.1

o Define vesico-vaginal fistula. (Linked to SLO 3.1)

o Describe the epidemiology of VVF in Nigeria compared with high-income settings.
(Linked to SLO 3.1)

o Describe the classification of vesico-vaginal fistula. (Linked to SLO 3.2)
o Describe the pathogenesis of obstetric fistula. (Linked to SLO 3.3)

e Describe the broader determinants of obstetric fistula, including the three delays
framework. (Linked to SLO 3.3)

3.2 Vesico-Vaginal Fistula: Clinical Features, Investigation, and Treatment

3.2.1 Clinical features and diagnosis

L S
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Continuous, involuntary urinary leakage through the vagina is the cardinal presenting
symptom of VVF, typically developing days after an obstructed labour, once the initially
ischaemic, then necrotic, tissue has sloughed away, with the leakage genuinely constant and
unrelated to activity or position, distinguishing it clearly from the specific, situational leakage
patterns characteristic of stress or urge incontinence.

Diagnosis is principally clinical, based on careful vaginal examination, sometimes assisted by
instillation of dye (such as methylene blue) into the bladder to help identify the specific site of
leakage, with examination under anaesthesia sometimes required for a genuinely thorough
assessment, particularly where the fistula is small or difficult to visualise on awake examination
alone.

Fill in the blank: Continuous, involuntary urinary leakage through the vagina is unrelated to
or position, distinguishing it from stress or urge incontinence. Instillation of
into the bladder can help identify the specific site of leakage during diagnosis.

3.2.2 Laboratory investigations and treatment options

Relevant investigations include urinalysis and culture to identify and treat any coexisting
urinary tract infection before surgical repait, renal function tests, and imaging, including
intravenous urography or CT urography whereureteric involvement is suspected, given the
genuine importance of identifying any coexisting ureteric injury before proceeding to definitive
surgical repair.

Surgical repair remains the definitive treatment for VVF, performed via a vaginal or, less
commonly, abdominal approach depending on the specific fistula characteristics, with
meticulous surgical technique; tension-free closure, and adequate tissue interposition where
indicated all genuinely essential to achieving successful closure, with success rates generally
favourable for straightforward, uncomplicated fistulae repaired by an appropriately trained,
experienced surgeon.

Fill in the blank: Investigations for VVF include urinalysis and culture to identify and treat any
coexisting urinary tract before repair. Surgical repair is performed via a vaginal or,
less commonly, approach depending on fistula characteristics.

3.2.3 Postoperative care and prevention of fistula

Postoperative care following VVF repair includes continuous bladder drainage with an
indwelling catheter for a defined period, typically two to three weeks, to allow the repair to heal
without the additional strain of bladder distension, alongside appropriate analgesia, prevention of
infection, and, genuinely importantly, psychological and social support given the considerable
emotional and social burden many women with fistula have already carried before reaching
surgical repair.

Prevention of obstetric fistula fundamentally requires addressing the same underlying
determinants of obstructed labour discussed throughout this broader curriculum, expanding
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access to skilled birth attendance and timely emergency obstetric care, appropriate use of the
partogram to enable early recognition of poor labour progress, and broader investment in female
education and delaying the age of first pregnancy, together representing the genuinely most
effective, evidence-based strategy for eliminating this largely preventable condition.

Fill in the blank: Postoperative care includes continuous bladder drainage with an indwelling
catheter for typically two to weeks. Prevention of obstetric fistula fundamentally
requires expanding access to skilled birth attendance and timely emergency care.

Component HKey Points

- History: continuous leakage of urine post pelvic surgery or obstructed labor -
Diagnosis Physical exam: speculum exam, dye test (methylene blue) - Imaging:
cystoscopy, IV urography if needed

- Timing: repair usually after 3—6 months to allow tissue healing - Surgical
Treatment approaches: transvaginal or transabdominal repair - Techniques: layered
closure, interposition flaps (Martius; omental) - Catheter drainage post-repair

- Continuous bladder drainage (10—14 days) - Antibiotics and analgesia -
Avoid sexual activity and heavy lifting for 6-8 weeks - Counseling and
psychosocial support - Follow-up for recurrence or complications

Postoperative
Care

Box 3.2: Clinical features, investigation, treatment, and postoperative care of VVF.

Pilot questions 3.2

1. Describe the cardinal clinical feature of VVF and its distinguishing characteristics.
(Linked to SLO 3.4)

2./ Describe the diagnostic approach to suspected VVF, including dye instillation. (Linked to
SLO 3.4)

3. Describe the investigations and surgical treatment principles for VVF. (Linked to SLO
3.4)

4. Describe the postoperative care following VVF repair. (Linked to SLO 3.5)

5. Describe the strategies used to prevent obstetric fistula. (Linked to SLO 3.5)

-
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3.3 Recto-Vaginal Fistula

3.3.1 Definition, aetiology, and pathogenesis of recto-vaginal fistula

Recto-vaginal fistula (RVF) is an abnormal communication between the rectum and vagina,
resulting in involuntary passage of flatus or faeces through the vagina, a genuinely distressing,
socially isolating condition sharing many of the same underlying causes and broader
determinants as vesico-vaginal fistula, and frequently coexisting with VVF when both arise from
the same episode of severe, prolonged obstructed labour.

Risk factors and pathogenesis of RVF closely mirror those of VVF, with obstetric trauma from
prolonged obstructed labour causing the same pattern of ischaemic pressure necrosis of the tissue
between the rectum and vagina, alongside other recognised causes including severe perineal
trauma extending through into the rectal mucosa, radiotherapy, inflammatory bowel disease, and,
less commonly, malignancy or its treatment.

Fill in the blank: Recto-vaginal fistula results in involuntary passage of flatus or faeces through
the . RVF pathogenesis closely mirrors VVF, with obstetric trauma causing ischaemic
pressure of tissue between the rectum and vagina.

3.3.2 Types of recto-vaginal fistula

Recto-vaginal fistulae are classified by location as low (near the vaginal introitus, generally
more amenable to a vaginal surgical approach), mid-vaginal, or high (near the cervix, technically
more challenging to access and repair), and by size and aetiology, with obstetric fistulae,
traumatic fistulae (from other causes of severe perineal or rectal injury), and fistulae related to
inflammatory bowel disease or malignancy each representing genuinely distinct clinical
categories.

This classification directly influences the specific surgical approach selected, with low fistulae
generally amenable to a straightforward vaginal or perineal approach, while high fistulac may
require a more.complex abdominal or combined approach, reflecting the same fundamental
principle established for VVF that anatomical location genuinely matters for surgical planning
and the likelihood of successful repair.

Fillin the blank: Recto-vaginal fistulae are classified by location as low, mid-vaginal, or high,
with high fistulae located near the . Low fistulae are generally amenable to a
straightforward vaginal or surgical approach.

3.3.3 Clinical features, diagnosis, and treatment

The cardinal clinical feature of RVF is involuntary passage of flatus or faeces (or, with a
smaller fistula, simply a persistent, foul-smelling vaginal discharge) through the vagina, with the
severity of symptoms genuinely dependent on the size of the fistula and, to some extent, the
consistency of the woman's usual stool, with diagnosis principally clinical, based on careful

-
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vaginal and rectal examination, sometimes assisted by dye or contrast studies where the
diagnosis remains genuinely uncertain.

Preoperative preparation for RVF repair includes bowel preparation to reduce faecal
contamination of the surgical field, treatment of any coexisting infection or inflammation, and,
for larger or more complex fistulae, consideration of a temporary defunctioning colostomy:-to
allow the repair to heal without the ongoing passage of faecal matter through the repair site, with
surgical treatment, as for VVF, requiring meticulous technique and, where indicated, tissue
interposition to maximise the likelihood of successful closure.

Fill in the blank: The severity of RVF symptoms is genuinely dependent on the size of the

fistula and the consistency of the woman's usual . Preoperative preparation for larger
RVF may include a temporary defunctioning to allow the repair to heal.

Location HAetiology HSurgical Approach

—FOW .ﬁstul.a (nea.r vaginal - Obstetric trauma - || Trdnsvaginal repair - Transanal
introitus, involving anal Perincal tear aBproach

sphincter) — e

Mid fistula (mid-vagina, above |- Obstructed labor- |- Transvaginal layered closure -
sphincter complex) latrogenic mjury Martius flap interposition

High fistula (upper vagina, near |- Pelvic surgery - - Transabdominal repair - Omental
cervix) Radiation injury flap interposition

Table 3.3: Classification of recto-vaginal fistula by location and aetiology, with surgical
approach.

Pilot questions 3.3

1. Define recto-vaginal fistula. (Linked to SLO 3.6)

2. Describe the aetiology, risk factors, and pathogenesis of recto-vaginal fistula. (Linked to
SLO3.6)

3./ List the types of recto-vaginal fistula by location and aetiology. (Linked to SLO 3.7)
4. Describe the clinical features and diagnosis of recto-vaginal fistula. (Linked to SLO 3.8)

5. Describe the preoperative care and treatment of recto-vaginal fistula. (Linked to SLO 3.8)

-
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Series Summary

This Series has covered vesico-vaginal fistula, its epidemiology, classification, and pathogenesis,
followed by its clinical features, investigation, treatment, and postoperative care. It concluded
with recto-vaginal fistula, its aetiology, types, clinical features, and treatment.

You should now be able to define vesico-vaginal fistula and describe its epidemiology.and
classification, describe its pathogenesis, list its clinical features and treatment, describe
postoperative care and prevention, and define recto-vaginal fistula and describe its types,
features, and treatment (Linked to SLOs 3.1 to 3.8).

Glossary of Terms

1.

10.

11.

Defunctioning colostomy: a temporary colostomy diverting faccal matter away from a
repair site to allow healing.

Juxtacervical fistula: a vesico-vaginal fistula located near the cervix, generally more
technically challenging to repair.

Obstetric fistula: a genital fistula resulting from prolonged, obstructed labour, the great
majority of cases in Nigeria.

Pressure necrosis: tissue death resulting from prolonged, unrelieved compression, the
underlying mechanism of obstetric fistula.

Recto-vaginal fistula (RVF): an abnormal communication between the rectum and
vagina, causing involuntary passage of flatus or faeces.

Tension-free closure: a surgical repair principle avoiding excessive tension on the
repaired tissue, essential for successful fistula closure.

The three delays: a framework describing delay in deciding to seek care, reaching a
facility, and receiving adequate care, contributing to preventable morbidity.

Tissue interposition: surgical placement of healthy tissue between repair layers to
support healing and reduce recurrence.

Vesico-vaginal fistula (VVF): an abnormal communication between the bladder and
vagina, causing continuous, involuntary urinary leakage.

Methylene blue dye test: instillation of dye into the bladder to help identify the site of a
suspected vesico-vaginal fistula.

Examination under anaesthesia: systematic clinical assessment performed under
anaesthesia, sometimes required for thorough fistula assessment.
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12. Complex fistula: a fistula involving extensive tissue loss, multiple tracts, or associated
ureteric involvement.

Concept Check Questions [Series 3]

Objective questions

1. Vesico-vaginal fistula is an abnormal communication between the bladder and

2. Fistulae involving the bladder neck or urethra are generally considered technically more
to repair successfully.

3. Obstetric fistula arises from prolonged, unrelieved pressure necrosis of tissues trapped
between the foetal head and the maternal

4. Postoperative care includes continuous bladder drainage with an indwelling catheter for
typically two to weeks.

5. Preoperative preparation for larger RVE.may include a temporary defunctioning

Short-answer questions

o Describe the classification of vesico-vaginal fistula. (Linked to SLO 3.2)

e Describe the diagnostic approach to suspected VVF, including dye instillation. (Linked to
SLO 3.4)

o Describe the strategies used to prevent obstetric fistula. (Linked to SLO 3.5)
o _List the types of recto-vaginal fistula by location and aetiology. (Linked to SLO 3.7)

o Describe the preoperative care and treatment of recto-vaginal fistula. (Linked to SLO 3.8)

Long-answer questions

1. Define vesico-vaginal fistula and describe its epidemiology and classification. (Linked to
SLO 3.1, SLO 3.2)

2. Describe the pathogenesis, aetiology, and determinants of genital fistula. (Linked to SLO

3.3)
[;:1
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3. List the clinical features, investigations, and treatment options for VVF, and describe
postoperative care and prevention. (Linked to SLO 3.4, SLO 3.5)

4. Define recto-vaginal fistula and describe its aetiology, risk factors, pathogenesis, and
types. (Linked to SLO 3.6, SLO 3.7)

5. List the clinical features and describe the diagnosis, preoperative care, and treatment of
recto-vaginal fistula. (Linked to SLO 3.8)

Answers to Concept Check Questions [Series 3]

Objective questions

6. Vagina.
7. Challenging.
8. Pelvis.
9. Three.

10. Colostomy.

Short-answer questions

11. Classified by anatemical location, size, and whether simple or complex.

12. Diagnosis is clinical, based on vaginal examination, sometimes assisted by dye
instillation to identify the leakage site.

13. Expanding skilled birth attendance and emergency obstetric care, partogram use, and
investment in female education.

14. Low (near introitus), mid-vaginal, or high (near cervix), and by aetiology including
obstetric, traumatic, IBD, or malignancy.

15. Bowel preparation, treatment of infection, consideration of defunctioning colostomy for
larger fistulae, and meticulous surgical technique.

-
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Long-answer questions

16. Basic response: VVF is an abnormal bladder-vagina communication, predominantly
from obstructed labour in Nigeria, classified by location, size, and complexity.

Value-added response: VVF epidemiology differs starkly between settings, reflecting
disparities in access to timely emergency obstetric care.

17. Basic response: Obstetric fistula arises from pressure necrosis during obstructed labour,
with determinants reflecting the three delays and broader social factors.

Value-added response: Young maternal age, small stature, and limited ‘access to skilled care all
contribute to the broader determinants of fistula.

18. Basic response: VVF presents with continuous urinary-leakage, diagnosed clinically and
by dye testing, treated surgically with postoperative catheter drainage.

Value-added response: Prevention through expanded emergency obstetric care access
represents the most effective strategy for eliminating this largely preventable condition.

19. Basic response: RVF is an abnormal rectum-vagina communication sharing similar
obstetric aetiology to VVF, classified by location and cause.

Value-added response: RVF and VVF frequently coexist when both arise from the same severe
episode of prolonged obstructed labour.

20. Basic response: RVF presents with passage of flatus or faeces through the vagina,
diagnosed ¢linically, with preoperative bowel preparation before surgical repair.

Value-added response: Larger or complex RVF may require a temporary defunctioning
colostomy to allow the repair to heal successfully.

Answers to Pilot Questions [Series 3]

Part 3.1
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11. An abnormal communication between the bladder and vagina causing continuous,
involuntary urinary leakage.

12. In Nigeria, predominantly from obstructed labour; in high-income settings, more
commonly from gynaecological surgery.

13. By location (juxtacervical, mid-vaginal, bladder neck), size, and complexity (simple or
complex).

14. Prolonged, unrelieved pressure necrosis of tissue trapped between the foetal head and
maternal pelvis during obstructed labour.

15. Delay in deciding to seek care, reaching a facility, and receiving adequate care;alongside
social determinants such as young age and poverty.

Part 3.2

1. Continuous, involuntary leakage unrelated to activity or position, distinguishing it from
stress or urge incontinence.

2. Careful vaginal examination, sometimes assisted by methylene blue dye instillation into
the bladder.

3. Urinalysis and culture, renal function tests, and imaging for suspected ureteric
involvement, followed by surgical repair.

4. Continuous bladder drainage with an indwelling catheter for two to three weeks,
alongside analgesia and psychosocial support.

5. Expanding access to skilled birth attendance and emergency obstetric care, and partogram
use for early recognition of poor progress.

Part 3.3

6.. An abnormal communication between the rectum and vagina causing involuntary passage
of flatus or faeces.

7. Shares similar obstetric pathogenesis to VVF from pressure necrosis, plus perineal
trauma, radiotherapy, and inflammatory bowel disease.

8. Low (near introitus), mid-vaginal, or high (near cervix), and by aetiology including
obstetric, traumatic, IBD, or malignancy.
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9. Passage of flatus, faeces, or foul discharge through the vagina, diagnosed clinically by
vaginal and rectal examination.

10. Bowel preparation, treatment of infection, and consideration of defunctioning colostomy
for larger fistulae before surgical repair.
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Figures, Plates, Tables, and Boxes

1. Figure 3.1: Pathogenesis of obstetric VVF and its classification. Al-generated using the
prompt: "Create a professional medical diagram titled Pathogenesis and Classification of
Vesico-Vaginal Fistula, showing the mechanism of formation and classification
categories. Clean clinical educational diagram style."

2. Box 3.2: Clinical features, investigation, treatment, and postoperative care of VVF. Al-
generated using the prompt: "Create a simple single-column reference box with an
outside border titled VVF: Diagnosis, Treatment, and Postoperative Care, listing key
components. Clinical reference box style."

3. Table 3.3: Classification of recto-vaginal fistula by location and aetiology, with surgical
approach. Al-generated using the prompt: "Create a clean reference table titled Recto-
Vaginal Fistula Classification, listing location and aetiology categories with
corresponding surgical approach. Simple clinical reference table style with outside
border."
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Series 4: Pelvic Organ Prolapse and Support
Systems

o Part 4.1: Pelvic Organ Prolapse: Definition, Pathophysiology, and Classification
o Sub Part 4.1.1: Definition and pathophysiology of pelvic organ prolapse
o Sub Part 4.1.2: Clinical classification by anatomic location
o Sub Part 4.1.3: Staging methods: simple and Baden-Walker classification
o Part 4.2: Aetiology, Support System, and Clinical Assessment
o Sub Part 4.2.1: Aetiology and risk factors for pelvic organ prolapse
o Sub Part 4.2.2: The pelvic support system
o Sub Part 4.2.3: History, examination, and clinical findings
e Part 4.3: Prevention, Differential Diagnosis, and Treatment
o Sub Part 4.3.1: Prevention of pelvic floor prolapse
o Sub Part 4.3.2: Differential diagnosis of pelvic organ prolapse

o Sub Part 4.3.3: Treatment of pelvic organ prolapse

Introduction

In the last Series, we explored genital fistulae. We now turn to pelvic organ prolapse, another
genuinely common consequence of pelvic floor damage, often, though not always, related to
childbirth, presenting as a bulge or heaviness a woman may feel in her vagina, sometimes for
years before she feels able to seek help. This Series builds on the anatomy of the pelvic support
system covered in Series 1, applying it directly to understanding, classifying, assessing, and
treating pelvic organ prolapse.

The aim of this Series is to equip you with a thorough understanding of pelvic organ prolapse, its
definition, pathophysiology, classification, aetiology, assessment, prevention, differential
diagnosis, and treatment.

We shall commence this Series by examining the definition, pathophysiology, and classification
of pelvic organ prolapse. Next, we will consider its aetiology, the pelvic support system, and
clinical assessment. Finally, we will conclude by examining prevention, differential diagnosis,
and treatment of pelvic organ prolapse.

-
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Series Learning Outcomes

Upon completing this Series, you should be able to:

e SLO 4.1: define pelvic organ prolapse and describe the pathophysiology,

e SLO 4.2: enumerate the clinical classification of pelvic organ prolapse based on
anatomic location,

e SLO 4.3: list the various staging methods and describe the simple 'and Baden and Walker
classification,

e SLO 4.4: explain the aetiology and risk factors of pelvic organ prolapse,
e SLO 4.5: define the pelvic support system,

e SLO 4.6: enumerate the history, examination, and clinical findings in patients with pelvic
organ prolapse,

e SLO 4.7: describe the prevention of pelvic floor prolapse,
e SLO 4.8: explain the differential diagnosis of pelvie organ prolapse, and

e SLO 4.9: describe the treatment of pelvie organ prolapse.

4.1 Pelvic Organ Prolapse: Definition, Pathophysiology, and Classification

4.1.1 Definition and pathophysiology of pelvic organ prolapse

Pelvic organ prolapse is defined as the descent of one or more of the pelvic organs, the uterus,
vaginal vault, bladder, or rectum, from their normal anatomical position, protruding towards or
through the vaginal introitus, resulting from weakening or failure of the pelvic support system,
the combined muscular, fascial, and ligamentous structures normally holding these organs in
their correct anatomical position.

The underlying pathophysiology reflects damage or attenuation of the levator ani muscle
complex and the endopelvic fascia and ligamentous support structures discussed in Series 1 of
this course, most commonly resulting from childbirth-related trauma, though ageing, menopause,
chronic raised intra-abdominal pressure, and connective tissue disorders all contribute to the
progressive weakening of these support structures over time.

-
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Fill in the blank: Pelvic organ prolapse is the descent of pelvic organs protruding towards or
through the vaginal . The underlying pathophysiology reflects damage to the levator
ani muscle complex and the fascia and ligamentous support structures.

4.1.2 Clinical classification by anatomic location

Pelvic organ prolapse is clinically classified by the specific compartment and structure
involved: anterior compartment prolapse (cystocele, descent of the bladder through the anterior
vaginal wall), posterior compartment prolapse (rectocele, descent of the rectum through the
posterior vaginal wall), and apical or vault prolapse (descent of the uterus or, following
hysterectomy, the vaginal vault itself).

Multiple compartments are frequently affected simultaneously in an individual woman, given
the shared underlying pathophysiology and support system involved, meaning a comprehensive
assessment should always systematically evaluate all three compartments rather than focusing
exclusively on the most clinically obvious or symptomatic prolapse alone, avoiding the genuine
risk of an unrecognised, coexisting prolapse in another compartment.

Fill in the blank: Anterior compartment prolapse, or cystocele, describes descent of the bladder
through the anterior vaginal . Multiple compartments are frequently affected
simultaneously given the shared underlying pathophysiology and support

4.1.3 Staging methods: simple and Baden-Walker classification

The simple, traditional classification system describes prolapse by degree: first degree
(descent within the vagina, not reaching the introitus), second degree (descent to the level of the
introitus), and third degree (procidentia, complete prolapse extending beyond the introitus), a
genuinely straightforward, widely understood system, though somewhat limited by its lack of
precise, objective anatomical measurement.

The Baden and Walker halfway system provides a more structured, semi-quantitative grading,
describing theposition of the leading edge of prolapse relative to the hymen on a scale from
grade 0 (no prolapse) to grade 4 (complete eversion), while the more recently developed Pelvic
Organ Prolapse Quantification (POP-Q) system offers genuinely precise, objective anatomical
measurement at defined points, now increasingly the preferred system for research and detailed
clinical documentation.

Fillin the blank: The simple classification describes third degree prolapse, or , as
complete prolapse extending beyond the introitus. The Baden and Walker system describes the
position of the leading edge of prolapse relative to the on a scale from grade 0 to grade
4,

-
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System

HDescription

|[Clinical Use

Simple grading

- Basic 3-tier system: mild, moderate,
severe - Based on descent relative to
hymen

Quick bedside assessment,
easy to communicate

Baden-Walker

- Grades 0—4 for each vaginal wall and
apex - Grade 0 = normal, Grade 4 =
maximal descent - Uses hymen as
reference point

More detailed than simple
grading, widely used in
clinical practice

POP-Q (Pelvic Organ
Prolapse
Quantification)

- Standardized system with 9 site-
specific measurements - Uses cm
distances relative to hymen - Provides
stages 0—IV

Gold standard for research
and surgical planning;
reproducible and precise

Table 4.1: Comparison of pelvic organ prolapse staging systems.

Pilot questions 4.1

e Define pelvic organ prolapse. (Linked to SLO 4.1)

e Describe the pathophysiology of pelvic organ prolapse. (Linked to SLO 4.1)

o Describe the clinical classification of pelvic organ prolapse by anatomic location. (Linked

to SLO 4.2)

o Describe the simple, traditional classification of prolapse by degree. (Linked to SLO 4.3)

e Describe the Baden and Walker classification system. (Linked to SLO 4.3)

4.2 Aetiology, Support System, and Clinical Assessment

4.2.1 Aetiology and risk factors for pelvic organ prolapse

Vaginal childbirth is the single most significant risk factor for pelvic organ prolapse, with risk
increasing with the number of vaginal deliveries, a large baby, prolonged second stage of labour,
and instrumental delivery, each contributing to direct mechanical trauma or, over time,
cumulative denervation injury to the pelvic floor musculature and its supporting nerve supply.

-
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Additional recognised risk factors include advancing age and menopause (reflecting the
oestrogen-dependence of pelvic connective tissue), obesity, chronic conditions causing raised
intra-abdominal pressure (chronic cough, constipation with chronic straining, or heavy
occupational lifting), previous pelvic surgery, and genetic or connective tissue factors, with a
family history of prolapse itself a recognised, independent risk factor.

Fill in the blank: Vaginal childbirth is the single most significant risk factor for pelvic organ
prolapse, with risk increasing with the number of vaginal . Chronic conditions causing
raised intra-abdominal pressure include chronic cough and chronic

4.2.2 The pelvic support system

The pelvic support system is defined as the combined structural framework maintaining the
pelvic organs in their normal anatomical position, comprising the levator ani muscle complex,
the endopelvic fascia, and specific ligamentous structures, principally the cardinal and
uterosacral ligaments, working together as a genuinely integrated, mutually reinforcing system
rather than any single structure providing support independently.

This integrated system was discussed in detail in Series 1 of this course, using the concept of
three levels of vaginal support, level I (apical), level II (lateral), and level III (distal), a
framework that remains genuinely essential background knowledge for understanding the
specific pattern of support loss underlying each individual woman's pattern of pelvic organ
prolapse.

Fill in the blank: The pelvic support system comprises the levator ani muscle complex, the
endopelvic fascia, and the cardinal and ligaments. The three levels of vaginal support
framework remains genuinely essential for understanding each woman's pattern of

loss.

4.2.3 History, examination, and clinical findings

A structured history in suspected pelvic organ prolapse elicits the specific presenting
symptoms, most commonly a sensation of vaginal bulging or pressure, often worse with standing
or towards the end of the day and relieved by lying down, alongside any associated urinary,
bowel; or sexual symptoms, and a detailed obstetric history given the genuinely central role of
childbirth in the underlying pathophysiology.

Examination is performed both at rest and with the woman actively straining (Valsalva
manoeuvre), using a Sims' speculum to systematically assess each vaginal compartment
individually, with the woman examined in both the dorsal and, where the diagnosis remains
uncertain despite supine examination, standing position, given that prolapse severity can
genuinely vary meaningfully between these different positions.

Fill in the blank: Symptoms of pelvic organ prolapse are often worse with standing or towards
the end of the day and relieved by . Examination uses a Sims' speculum with the
woman actively straining, termed the manoeuvre.
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ASSESSMENT OF PELVIC ORGAN PROLAPSE (POP)

1. RISK FACTORS

» Childbirth (Vaginal Delivery, Parity)

» Chronic Constipation/Straining

* Obesity

» Chronic Cough (e.g., COPD)

» Menopause (Estrogen Deficiency)

* Genetic Predisposition (Connective
Tissue Disorders)

* Previous Pelvic Surgery

2. HISTORY FOCUS

SYMPTOMS

» Vaginal bulge/pressure

* Pelvic heaviness

* Urinary incontinence/retention

» Defecatory dysfunction (incomplete
evacuation)

* Dyspareunia

IMPACT ON QUALITY OF LIFE
* Activity limitation
« Sexual function

RELEVANT MEDICAL HISTORY

* Parity (number and mode of deliveries)
* Surgical history

* Chronic conditions (cough, constipation)
* Menopausal status

PHYSICAL EXAMINATION
* Focus on identifying prolapse symptoms
and potential contributing factors.

— S

" 3. EXAMINATION TECHNIQUE
PELVIC ORGAN PROLAPSE QUANTIFICATION

(POP-Q) SYSTEM
EXAMINATION STEPS
‘ . * Patient Positioning
\\ & | (Lithotomy, empty bladder)
* & | +Speculum Examination

: Sims speculum to isolate
<l ¥ anterior/posterior walls,

o |
SM Gh- observe with straining)
(o

* Bimanual Exam
Assess pelvic floor muscle
tone, rule out masses

* POP-Q Staging (Measurement of specific
points relative to the hymen)

STAGING SYSTEM: (0to 4)

» Stage 0: No prolapse

* Stage 1: Leading edge > 1 cm above hymen

» Stage 2: Leading edge + 1 cm from hymen

» Stage 3: Leading edge > 1 cm beyond hymen,
but<TVL-2cm

» Stage 4: Complete eversion
Leading edge > TVL-2 cm

=

Figure 4.2: Assessment of pelvic organ prolapse, including risk factors, history, and examination

technique.

Pilot questions 4.2

—

. List the risk factors for pelvic organ prolapse. (Linked to SLO 4.4)

2. Explain why vaginal childbirth is the single most significant risk factor for prolapse.

(Linked to. SLO 4.4)

3.. Define the pelvic support system. (Linked to SLO 4.5)

4.  Describe the components of a structured history in suspected pelvic organ prolapse.

(Linked to SLO 4.6)

5. Describe the examination technique used to assess pelvic organ prolapse. (Linked to SLO

4.6)
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4.3 Prevention, Differential Diagnosis, and Treatment

4.3.1 Prevention of pelvic floor prolapse

Prevention of pelvic organ prolapse focuses principally on reducing the impact of the
recognised, modifiable risk factors discussed earlier in this Series, including skilled, appropriate
management of labour and delivery to minimise avoidable pelvic floor trauma, weight
management, and, where relevant, appropriate treatment of chronic cough or constipation to
reduce sustained, repetitive raised intra-abdominal pressure.

Antenatal and postnatal pelvic floor muscle training has been shown to meaningfully reduce
the risk of subsequent pelvic organ prolapse, making structured education and support for pelvic
floor exercise a genuinely valuable, evidence-based, low-cost preventive intervention that should
be offered proactively as a routine, standard component of antenatal and postnatal care, rather
than reserved only for women who have already developed established symptoms.

Fill in the blank: Prevention of pelvic organ prolapse includes skilled management of labour to
minimise avoidable pelvic floor . Antenatal and postnatal pelvic floor muscle
has been shown to meaningfully reduce subsequent prolapse risk.

4.3.2 Differential diagnosis of pelvic organ prolapse

The differential diagnosis of a vaginal bulge or mass includes, beyond pelvic organ prolapse
itself, a vaginal wall cyst (such as a Gartner's duct cyst), a urethral diverticulum, a vaginal or
cervical polyp, and, less commonly, a vaginal or cervical malignancy, each requiring careful,
systematic differentiation through history, examination, and, where genuinely indicated, further
imaging or biopsy.

Careful clinical assessment distinguishing genuine pelvic organ prolapse from these alternative
diagnoses is genuinely essential, as management differs substantially between these different
conditions, and a mass mistakenly assumed to represent straightforward prolapse without
adequate, careful examination risks a potentially serious alternative diagnosis, such as
malignancy, being genuinely missed or significantly delayed.

Fill in the blank: Thedifferential diagnosis of a vaginal bulge includes a vaginal wall cyst,
urethral , and vaginal or cervical polyp or malignancy. A mass mistakenly assumed to
represent straightforward prolapse risks a potentially serious alternative diagnosis being

4.3.3 Treatment of pelvic organ prolapse

Conservative management is generally offered as first-line treatment for mild to moderate,
symptomatic pelvic organ prolapse, including supervised pelvic floor muscle training and
vaginal pessary use (a removable device inserted into the vagina to mechanically support the
prolapsed organ), a genuinely valuable option for women wishing to avoid or delay surgery, or in
whom surgery is not genuinely appropriate given significant comorbidity.
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Surgical management is considered for more severe or persistent, symptomatic prolapse, with
the specific procedure selected according to the compartment involved and the woman's own
individual circumstances, ranging from anterior or posterior vaginal wall repair for cystocele or
rectocele, to vaginal hysterectomy or vault suspension procedures for apical prolapse, with the
woman's own preferences, including any wish to preserve future fertility or sexual function,
genuinely central to this specific, individualised treatment decision.

Fill in the blank: A vaginal pessary is a removable device inserted into the vagina to

mechanically the prolapsed organ. Surgical management ranges from anterior or
posterior vaginal wall repair to vaginal hysterectomy or vault procedures.
Component HKey Points
Differential :

Lerentia - Uterine prolapse - Cystocele - Rectocele - Enterocele ~Vault prolapse
Diagnosis
Treatment - Conservative: pelvic floor exercises, pessaries - Medical: topical estrogen in
Obtions postmenopausal women - Surgical;vaginal hysterectomy with repair,
—RLUONS sacrocolpopexy, colporrhaphy

Box 4.3: Differential diagnosis of vaginal bulge and treatment options for pelvic organ
prolapse.

Pilot questions 4.3

1. Describe the strategies used to prevent pelvic organ prolapse. (Linked to SLO 4.7)

2. Explain the value of pelvic floor muscle training as a preventive intervention. (Linked to
SLO 4.7)

3. List the differential diagnosis of a vaginal bulge or mass. (Linked to SLO 4.8)

4. Describe the conservative treatment options for pelvic organ prolapse. (Linked to SLO
4.9)

5. Describe the surgical treatment options for pelvic organ prolapse by compartment.
(Linked to SLO 4.9)
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Series Summary

This Series has covered the definition, pathophysiology, and classification of pelvic organ
prolapse, followed by its aetiology, the pelvic support system, and clinical assessment. It
concluded with the prevention, differential diagnosis, and treatment of pelvic organ prolapse.

You should now be able to define pelvic organ prolapse and its pathophysiology, describe its
classification and staging, explain its aetiology and the pelvic support system, enumerate history
and examination findings, and describe its prevention, differential diagnosis, and treatment
(Linked to SLOs 4.1 to 4.9).

Glossary of Terms

1.

10.

11.

Baden and Walker classification: a semi-quantitative grading system describing
prolapse relative to the hymen, from grade 0 to grade 4.

Cystocele: descent of the bladder through the anterior vaginal wall, anterior compartment
prolapse.

Pelvic organ prolapse: descent of one or more pelvic organs from their normal
anatomical position towards or through the vaginal introitus.

Pelvic support system: the combined muscular, fascial, and ligamentous structures
maintaining the pelvic organs in normal position.

POP-Q system: the Pelvic Organ Prolapse Quantification system, providing precise,
objective anatomical measurement of prolapse.

Procidentia: third degree; or complete, uterine prolapse extending beyond the vaginal
introitus.

Rectocele: descent of the rectum through the posterior vaginal wall, posterior
compartment prolapse.

Vaginal pessary: a removable device inserted into the vagina to mechanically support a
prolapsed organ.

Valsalva manoeuvre: active straining performed during examination to assess the full
extent of pelvic organ prolapse.

Vault prolapse: descent of the vaginal vault, occurring after hysterectomy, representing
apical compartment prolapse.

Urethral diverticulum: an outpouching of the urethra, a differential diagnosis for a
vaginal bulge or mass.
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12. Levator ani: the principal muscle group of the pelvic floor, central to the
pathophysiology of prolapse when damaged.

Concept Check Questions [Series 4]

Objective questions

1. Pelvic organ prolapse is the descent of pelvic organs protruding towards or through the
vaginal

2. Anterior compartment prolapse, or cystocele, describes descent of the bladder through the
anterior vaginal

3. The simple classification describes third degree prolapse, or , as complete
prolapse extending beyond the introitus.

4. Vaginal childbirth is the single most significant risk factor for pelvic organ prolapse, with
risk increasing with the number of vaginal

5. A vaginal pessary is a removable device inserted into the vagina to mechanically
the prolapsed organ.

Short-answer questions

e Describe the Baden and Walker classification system. (Linked to SLO 4.3)

o Explain why vaginal childbirth is the single most significant risk factor for prolapse.
(Linked to SLO 4.4)

o Describe the examination technique used to assess pelvic organ prolapse. (Linked to SLO
4.6)

o Explain the value of pelvic floor muscle training as a preventive intervention. (Linked to
SLO 4.7)

o  List the differential diagnosis of a vaginal bulge or mass. (Linked to SLO 4.8)

Long-answer questions

-
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. Define pelvic organ prolapse and describe its pathophysiology and clinical classification.

(Linked to SLO 4.1, SLO 4.2)

List the staging methods for pelvic organ prolapse and describe the simple and Baden and
Walker classifications. (Linked to SLO 4.3)

Explain the aetiology and risk factors of pelvic organ prolapse and define the pelyic
support system. (Linked to SLO 4.4, SLO 4.5)

Enumerate the history, examination, and clinical findings in patients with pelvic organ
prolapse. (Linked to SLO 4.6)

Describe the prevention, differential diagnosis, and treatment of pelvic organ prolapse.
(Linked to SLO 4.7, SLO 4.8, SLO 4.9)

Answers to Concept Check Questions [Series 4]

Objective questions

6. Introitus.
7. Wall.

8. Procidentia.
9. Deliveries:
10. Support.

Short-answer questions

11. 1t describes the position of the leading edge of prolapse relative to the hymen, on a scale

from grade 0 to grade 4.

12. It causes direct mechanical trauma and, over time, cumulative denervation injury to the

pelvic floor musculature.

13. Examination with a Sims' speculum at rest and during active straining (Valsalva

-
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14.1t has been shown to meaningfully reduce the risk of subsequent pelvic organ prolapse
when offered antenatally and postnatally.

15. Vaginal wall cyst, urethral diverticulum, vaginal or cervical polyp, and vaginal or cervical
malignancy.

Long-answer questions

16. Basic response: Pelvic organ prolapse is descent of pelvic organs from damage to the
support system, classified by compartment as anterior, posterior, or apical.

Value-added response: Multiple compartments are frequently affected simultaneously,
requiring systematic assessment of all three rather than the most.obvious alone.

17. Basic response: Staging methods include the simple degree-based system, the Baden and
Walker halfway system, and the more precise POP-Q system.

Value-added response: POP-Q offers.objective anatomical measurement, increasingly preferred
for research and detailed clinical documentation.

18. Basic response: Vaginal childbirth is the leading risk factor, with the pelvic support
system comprising the levator ani, endopelvic fascia, and key ligaments.

Value-added response: The three-level support framework from Series 1 remains essential for
understanding each woman's specific pattetn of support loss.

19. Basic response: History elicits bulging or pressure symptoms and obstetric history, with
examination performed at rest and during Valsalva using a Sims' speculum.

Value-added response: Standing examination may be needed where supine assessment does not
fully reveal the extent of prolapse.

20. Basic response: Prevention addresses modifiable risk factors and pelvic floor training;
differential diagnosis excludes cysts, diverticula, and malignancy; treatment ranges from
pessary to surgery.

Value-added response: Careful differentiation from alternative diagnoses is essential, as a
missed malignancy mistaken for straightforward prolapse carries serious consequences.
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Answers to Pilot Questions [Series 4]

Part 4.1

11. Descent of one or more pelvic organs from their normal position towards or through the
vaginal introitus.

12. Damage or attenuation of the levator ani and endopelvic fascia and ligamentous support
structures.

13. Anterior (cystocele), posterior (rectocele), and apical or vault prolapse, often affecting
multiple compartments together.

14. First degree (within vagina), second degree (to the introitus), and third degree or
procidentia (beyond the introitus).

15. A semi-quantitative system describing the leading edge of prolapse relative to the hymen,
grade 0 to grade 4.

Part 4.2

1. Vaginal childbirth, advancing.age; obesity, chronic raised intra-abdominal pressure,
previous surgery, and genetic factors.

2. It causes direct mechanical trauma and cumulative denervation injury to the pelvic floor
musculature and netrve supply.

3. The combined muscular, fascial, and ligamentous structures maintaining the pelvic
organs in normal anatomieal position.

4. Presenting symptoms of bulging or pressure, associated urinary, bowel, or sexual
symptoms, and detailed obstetric history.

5. Examination at rest and during active straining with a Sims' speculum, assessing each
vaginal compartment.

Part 4.3

6. Skilled labour management, weight management, and treatment of chronic cough or
constipation.
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7. It meaningfully reduces subsequent prolapse risk when offered as a routine antenatal and
postnatal intervention.

8. Vaginal wall cyst, urethral diverticulum, vaginal or cervical polyp, and vaginal or cervical
malignancy.

9. Pelvic floor muscle training and vaginal pessary use, for mild to moderate symptomatic
prolapse.

10. Anterior or posterior vaginal wall repair for cystocele or rectocele, and yaginal
hysterectomy or vault suspension for apical prolapse.
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Figures, Plates, Tables, and Boxes

1. Table 4.1: Comparison of pelvic organ prolapse staging systems. Al-generated using the
prompt: "Create a clean reference table titled Pelvic Organ Prolapse Staging Systems,
comparing the simple, Baden-Walker, and POP-Q classifications. Simple clinical
reference table style with outside border."

2. Figure 4.2: Assessment of pelvic organ prolapse, including risk factors, history, and
examination technique. Al-generated using the prompt: "Create a professional medical
diagram titled Assessment of Pelvic Organ Prolapse, showing risk factors, history focus,
and examination technique. Clean clinical educational diagram style."

3. Box 4.3: Differential diagnosis of vaginal bulge and treatment options for pelvic organ
prolapse. Al-generated using the prompt: "Create a simple single-column reference box
with an outside border titled Prolapse: Differential Diagnosis and Treatment, listing
differentials and treatment options. Clinical reference box style."
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Series 5: Psychological Dimensions of
Urogynaecology

o Part 5.1: Psychological Impact of Urogynaecological Conditions
o Sub Part 5.1.1: Psychological impact of urinary incontinence
o Sub Part 5.1.2: Psychological impact of genital fistula
o Sub Part 5.1.3: Psychological impact of pelvic organ prolapse
o Part 5.2: Social and Relational Dimensions
o Sub Part 5.2.1: Social isolation and stigma
o Sub Part 5.2.2: Impact on sexual function and intimate relationships
o Sub Part 5.2.3: Impact on marital and family dynamics
o Part 5.3: Supporting the Patient: Counselling, Rehabilitation, and Course Synthesis
o Sub Part 5.3.1: Principles of psychological support and counselling
o Sub Part 5.3.2: Social reintegration and rehabilitation after fistula repair

o Sub Part 5.3.3: Course synthesis: integrating anatomy, pathology, and psychology

Introduction

In the last Series,; we explored pelvic organ prolapse. We conclude this course, and this journey
through Urogynaecology, by turning to a dimension of care that runs beneath every condition
covered so far: the genuinely profound psychological and social impact urinary incontinence,
genital fistula, and pelvic organ prolapse can have on a woman's sense of self, her relationships,
and her place within her own family and community. No urogynaecological education is
genuinely complete without this final, essential Series.

The aim of this Series is to equip you with an understanding of the psychological and social
dimensions of urogynaecological conditions, and how to provide genuinely holistic,
compassionate care that integrates anatomy, pathology, and psychology.

We shall commence this Series by examining the psychological impact of urinary incontinence,
genital fistula, and pelvic organ prolapse. Next, we will consider the social and relational
dimensions of these conditions, including stigma and impact on intimate relationships. Finally,
we will conclude by examining psychological support, social reintegration, and a synthesis of
this course as a whole.
o
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Series Learning Outcomes

Upon completing this Series, you should be able to:

e SLO 5.1: describe the psychological impact of urinary incontinence,
e SLO 5.2: describe the psychological impact of genital fistula,
e SLO 5.3: describe the psychological impact of pelvic organ prolapse,

e SLO 5.4: describe the social isolation and stigma associated with urogynaecological
conditions,

e SLO 5.5: describe the impact of urogynaecological conditions on sexual function and
relationships,

e SLO 5.6: describe the principles of psychological support, counselling, and social
reintegration, and

e SLO 5.7: integrate the anatomical, pathological, and psychelogical dimensions of
urogynaecological care.

5.1 Psychological Impact of Urogynaecological Conditions

5.1.1 Psychological impact of urinary incontinence

Urinary incontinence carries a genuinely significant psychological burden, with many women
experiencing embarrassment, anxiety, and, over time, a meaningful reduction in overall quality
of life, given the constant, sometimes unpredictable nature of urinary leakage and the practical
restrictions it can impose on daily activities, social engagement, and even simple, everyday tasks
many women without this condition take entirely for granted.

Many women delay seeking help for incontinence for a genuinely considerable period, often
years, reflecting embarrassment, a mistaken belief that incontinence is an inevitable, untreatable
consequence of childbirth or ageing, or simply not knowing that effective treatment is genuinely
available, underscoring why proactive, routine, non-judgemental enquiry about urinary
symptoms during any relevant clinical consultation matters so genuinely much.

Fill in the blank: Urinary incontinence carries a genuinely significant psychological burden,
with many women experiencing embarrassment, anxiety, and reduced quality of

Many women delay seeking help for incontinence for years, reflecting embarrassment or a
mistaken belief that it is

5.1.2 Psychological impact of genital fistula

-
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Genital fistula carries a genuinely profound psychological impact, given the constant,
uncontrollable leakage of urine or faeces this condition causes, frequently resulting in
depression, anxiety, and, for many affected women, a genuinely devastating loss of self-worth
and dignity, compounded by the physical discomfort, offensive odour, and skin irritation the
constant leakage itself typically causes.

This psychological burden is further compounded by the social consequences of fistula,
discussed further in the next Part of this Series, meaning the psychological and social dimensions
of this condition are genuinely inseparable, and effective, holistic care for a womanwith fistula
must address both the physical repair of the fistula itself and the genuine psychological and
emotional recovery this condition demands, neither being sufficient in isolation.

Fill in the blank: Genital fistula frequently results in depression, anxiety, and a genuinely
devastating loss of self-worth and . Effective, holistic care for fistula must address both
physical repair and genuine psychological and emotional

5.1.3 Psychological impact of pelvic organ prolapse

Pelvic organ prolapse similarly carries a genuine psychological dimension, with many women
experiencing anxiety and embarrassment about the physical sensation of vaginal bulging,
concern about how the condition may be perceived by a sexual partner, and, for some, a genuine
sense of altered body image or loss of confidence in their own body, particularly where the
prolapse is severe or genuinely visible.

As with urinary incontinence many women delay seeking help for pelvic organ prolapse,
sometimes for a genuinely considerable period, reflecting similar underlying barriers of
embarrassment and a mistakenrassumption that prolapse is simply an inevitable, untreatable
consequence of childbirth to be quietly endured, rather than a genuinely treatable condition with
a range of effective management options.

Fill in the blank: Pelvie organ prolapse carries a genuine psychological dimension, with many
women experiencing anxiety and concern about how the condition may be perceived by a sexual

. Many women delay seeking help for prolapse, reflecting a mistaken assumption that
it is an inevitable, consequence of childbirth.

Condition HKey Psychological Impacts

- Embarrassment and shame - Social withdrawal - Anxiety about

Stinaryiucontinence leakage in public - Reduced self-esteem

Pelvic organ - Body image disturbance - Sexual dysfunction and avoidance -
prolapse Feelings of aging or loss of femininity - Depression

Vesico-vaginal fistula||- Severe social stigma - Marital breakdown - Isolation and rejection -
(VVE) Profound depression and hopelessness

-
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‘Condition HKey Psychological Impacts

Recto-vaginal fistula |- Shame due to fecal leakage - Social exclusion - Anxiety and
(RVEF) depression - Loss of confidence in relationships

Box 5.1: Psychological impact of urinary incontinence, fistula, and pelvic organ prolapse.

Pilot questions 5.1

e Describe the psychological impact of urinary incontinence. (Linked to SLO 5.1)

o Explain why many women delay seeking help for urinary incontinence. (Linked to SLO
5.1)

o Describe the psychological impact of genital fistula. (Linked to/SLO 5.2)

o Explain why holistic fistula care must address both physical and psychological recovery.
(Linked to SLO 5.2)

o Describe the psychological impact of pelvic organ prolapse. (Linked to SLO 5.3)

5.2 Social and Relational Dimensions

5.2.1 Social isolation and stigma

Social isolation and stigma represent a genuinely significant, well-documented consequence of
urogynaecological conditions, particularly genital fistula, with affected women sometimes
experiencing exclusion from social, religious, and community activities, reflecting misplaced
beliefs about the cause of the condition or simple, understandable discomfort among others
aroundthe odour and visible leakage the condition can cause.

In some communities this social isolation extends to genuine exclusion from the woman's own
household or family, with some women with fistula living in a genuinely separate part of the
family compound, or, in the most severe cases, being asked to leave the family home entirely,
representing a genuinely profound, additional layer of loss and hardship experienced alongside
the physical condition itself.

Fill in the blank: Social isolation and stigma represent a genuinely significant consequence of
urogynaecological conditions, particularly genital . In some communities, this isolation
extends to exclusion from the woman's own or family.

-
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5.2.2 Impact on sexual function and intimate relationships

Urogynaecological conditions frequently affect sexual function and intimacy, whether through
the physical symptoms of the condition itself (urinary leakage during intercourse, discomfort
from prolapse, or, with fistula, the physical impossibility of intercourse in many cases), or
through the genuine psychological impact of altered body image, reduced self-confidence; and
anxiety about a partner's reaction that so often accompanies these specific conditions.

Open, sensitive discussion of sexual function should be a routine, standard component of
urogynaecological assessment, given how frequently this specific dimension is/genuinely
affected, yet how rarely women feel able to raise it spontaneously themselves without direct,
sensitive enquiry from their healthcare provider, reflecting the same prin¢iple of proactive, non-
judgemental questioning established elsewhere throughout this course.

Fill in the blank: Urogynaecological conditions frequently affect sexual function through
physical symptoms and the genuine psychological impact of altered body . Open
discussion of sexual function should be a routine, standard component of urogynaecological

5.2.3 Impact on marital and family dynamics

Genital fistula carries a particularly significant, well-documented impact on marital and family
dynamics, with a genuinely substantial proportion of affected women experiencing marital
breakdown or abandonment by their partner, reflecting a combination of factors including the
impact on sexual intimacy, the practical and financial burden of the condition, and, in some
cases, misplaced beliefs or stigma around the cause of the fistula itself.

This genuinely significant social consequence of fistula reinforces why comprehensive fistula
care must extend beyond surgical repair alone to encompass genuine social support, community
education to address misplaced stigma and misconceptions, and, where appropriate and desired
by the woman herself, family counselling and reintegration support, reflecting the genuinely
holistic approach this condition demands from every level of the healthcare and broader support
system.

Fill in the blank: Genital fistula carries a particularly significant impact on marital dynamics,
with a genuinely substantial proportion of affected women experiencing marital breakdown or

. Comprehensive fistula care must extend beyond surgical repair to encompass
community addressing misplaced stigma.

‘Consequence HDescription ‘

Withdrawal from social activities due to embarrassment, leakage, or odor;

[solation reduced participation in community life
Stigma HNegative labeling and discrimination; feelings of shame and being “unclean”‘

Avoidance of intimacy, dyspareunia, reduced sexual confidence, and

li ‘ , )
Sexual impact relationship strain
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Consequence HDescription ‘

Marital Strained relationships, separation or divorce, loss of emotional support and
breakdown stability

Table 5.2: Social and relational consequences of urogynaecological conditions.

Pilot questions 5.2

1. Describe the social isolation and stigma associated with genital fistula. (Linked to SLO
5.4)

2. Describe the impact of urogynaecological conditions on sexual function and intimacy.
(Linked to SLO 5.5)

3. Explain why open discussion of sexual function should be routine in urogynaecological
assessment. (Linked to SLO 5.5)

4. Describe the impact of genital fistula on marital and family dynamics. (Linked to SLO
5.4)

5. Explain why comprehensive fistula care must extend beyond surgical repair alone.
(Linked to SLO 5.4)

5.3 Supporting the Patient: Counselling, Rehabilitation, and Course Synthesis

5.3.1 Principles of psychological support and counselling

Effective psychological support for a woman with a urogynaecological condition begins with
genuine, active listening and validation of her experience, avoiding minimisation of her
symptoms.or their impact, and clear, honest information about her condition and the treatment
options genuinely available to her, delivered in a manner that restores a genuine sense of hope
and agency rather than compounding any existing sense of helplessness or shame.

Formal psychological support or counselling, where genuinely needed and available, should be
offered alongside medical or surgical treatment rather than only after physical treatment has been
completed, recognising that psychological distress can itself meaningfully affect a woman's
engagement with treatment and, ultimately, her overall recovery and quality of life following
successful physical treatment of her underlying condition.

Fill in the blank: Effective psychological support begins with genuine, active listening and
validation, restoring a genuine sense of hope and rather than compounding shame.

-
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Formal psychological support should be offered alongside medical or surgical treatment rather
than only

5.3.2 Social reintegration and rehabilitation after fistula repair

Successful surgical repair of fistula does not automatically resolve the genuinely significant
social and psychological consequences the condition has typically already caused, meaning
structured social reintegration support, including vocational training, community education to
address stigma, and, where genuinely desired and appropriate, family and marital-.counselling,
represents a genuinely essential, integral component of comprehensive fistula care extending
well beyond the immediate surgical outcome alone.

Peer support programmes (connecting women who have experienced fistula with others who
have successfully undergone treatment and reintegration) have shown genuine value in
supporting recovery, offering a source of shared understanding, hope, and practical guidance that
formal medical or counselling services alone, however well-intentioned, often cannot fully
replicate, reflecting the genuine, powerful value of lived, shared experience in this specific
context.

Fill in the blank: Successful surgical repair of fistula does not automatically resolve the
significant social and consequences the condition has typically already caused. Peer
support programmes connect women with others who have successfully undergone treatment and

5.3.3 Course synthesis: integrating anatomy, pathology, and psychology

Across this entire course we have travelled from the anatomy and physiology of the urogenital
system, through urinary disorders and incontinence, genital fistulae, and pelvic organ prolapse, to
this final Series onthe genuinely essential psychological and social dimensions of
urogynaecological care, a deliberate progression reflecting the recognition that a purely
anatomical or surgical understanding of these conditions, however technically accomplished,
remains genuinely incomplete without equal attention to their profound human impact.

As you move forward into clinical practice, remember that behind every classification system,
every staging method; and every surgical technique covered throughout this course stands an
individual woman whose condition has likely affected far more than her physical body alone,
and that genuinely excellent urogynaecological care combines rigorous anatomical and clinical
knowledge with the same genuine compassion, dignity, and respect that every woman navigating
these conditions genuinely deserves.

Fillin the blank: This course has progressed from anatomy and physiology through urinary

disorders, fistulae, and prolapse to this final Series on the essential and social
dimensions of care. Genuinely excellent urogynaecological care combines rigorous clinical
knowledge with genuine compassion, , and respect.
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Figure 5.3: The holistic model of urogynaecological care, from surgical treatment to social
reintegration.

Pilot questions 5.3

1.

Describe the principles of effective psychological support for a woman with a
urogynaecological condition. (Linked to SLO 5.6)

Explain why formal psychological support should be offered alongside, not only after,
physical treatment. (Linked to SLO 5.6)

Describe the components of social reintegration and rehabilitation after fistula repair.
(Linked to SLO 5.6)

Describe the value of peer support programmes in fistula recovery. (Linked to SLO 5.6)

Reflect on how this course has integrated anatomical, pathological, and psychological
dimensions of urogynaecological care. (Linked to SLO 5.7)
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Series Summary

This Series has covered the psychological impact of urinary incontinence, genital fistula, and

pelvic

organ prolapse, followed by the social and relational dimensions of these conditions,

including stigma and impact on intimate relationships. It concluded with psychological support,
social reintegration, and a synthesis of this course on Urogynaecology as a whole.

You should now be able to describe the psychological impact of urinary incontinence, fistula,
and prolapse, describe the social isolation and stigma associated with these conditions; describe
their impact on sexual function and relationships, describe psychological support and social
reintegration, and integrate the anatomical, pathological, and psychological dimensions of
urogynaecological care (Linked to SLOs 5.1 to 5.7).

Glossary of Terms

1.

10.

Body image: a person's perception and feelings about their own physical appearance and
body, often affected by urogynaecological conditions.

Marital breakdown: the ending of a marital relationship, a well-documented social
consequence of genital fistula in some settings.

Peer support programme: a support model connecting individuals with shared
experience of a condition to aid recovery and reintegration.

Psychological support: care addressing the emotional and mental wellbeing of a patient,
an essential component of holistic treatment.

Social isolation: exclusion from social, family, or community activities, a recognised
consequence of stigmatised health conditions.

Social reintegration: the process of supporting a person's return to full participation in
family and community life.

Stigma: negative social attitudes that can lead to discrimination or exclusion of a person
with a particular condition.

Vocational training: skills training supporting economic independence, a component of
comprehensive fistula rehabilitation.

Holistic care: an approach to treatment addressing the physical, psychological, and social
dimensions of a patient's condition together.

Self-worth: a person's sense of their own value, frequently affected by the physical and
social consequences of fistula.
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11. Active listening: a communication technique demonstrating genuine attention and
validation of a patient's experience.

12. Community education: structured efforts to inform and shift attitudes within a
community, used to address stigma around health conditions.
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Concept Check Questions [Series 5]

Objective questions

1. Urinary incontinence carries a genuinely significant psychological burden, with many
women experiencing embarrassment, anxiety, and reduced quality of

2. Genital fistula frequently results in depression, anxiety, and a genuinely devastating loss
of self-worth and

3. Many women delay seeking help for pelvic organ prolapse, reflecting a mistaken
assumption that it is an inevitable, consequence of childbirth.

4. In some communities, social isolation from fistula extends to exclusion from the woman's
own household or

5. A genuinely substantial proportion of women affected by fistula experience marital
breakdown or

Short-answer questions

o Explain why many women delay seeking help for urinary incontinence. (Linked to SLO
5.1)

e Explain why holistic fistula care must address both physical and psychological recovery.
(Linked to SLO 5.2)

e Describe the impact of urogynaecological conditions on sexual function and intimacy.
(Linked to SLO 5.5)

o Explain why comprehensive fistula care must extend beyond surgical repair alone.
(Linked to SLO 5.4)

o ' Describe the value of peer support programmes in fistula recovery. (Linked to SLO 5.6)

Long-answer questions

1. Describe the psychological impact of urinary incontinence, genital fistula, and pelvic
organ prolapse. (Linked to SLO 5.1, SLO 5.2, SLO 5.3)

2. Describe the social isolation and stigma associated with urogynaecological conditions,
particularly genital fistula. (Linked to SLO 5.4)

-
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3. Describe the impact of urogynaecological conditions on sexual function and marital and
family dynamics. (Linked to SLO 5.5)

4. Describe the principles of psychological support, counselling, and social reintegration
after fistula repair. (Linked to SLO 5.6)

5. Reflect on how this course has integrated the anatomical, pathological, and psychological
dimensions of urogynaecological care. (Linked to SLO 5.7)

Answers to Concept Check Questions [Series 5]

Objective questions

6. Life.

7. Dignity.

8. Untreatable.
9. Family.

10. Abandonment.

Short-answer questions

11. Embarrassment, mistaken belief that incontinence is inevitable, and not knowing
effective treatment is available.

12. Psychological-and social dimensions are genuinely inseparable from the physical
condition, so both must be addressed together.

13. Physical symptoms and psychological factors such as altered body image and anxiety
about a partner's reaction both affect intimacy.

14. Successful surgery does not automatically resolve the significant social and psychological
consequences the condition has already caused.

15. They offer shared understanding, hope, and practical guidance that formal services alone
often cannot fully replicate.

-
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Long-answer questions

16. Basic response: Incontinence, fistula, and prolapse each carry significant psychological
burden, including embarrassment, anxiety, and altered self-worth or body image.

Value-added response: Many women delay seeking help across all three conditions, reflecting
embarrassment and mistaken beliefs about their inevitability.

17. Basic response: Fistula carries particular risk of social isolation and stigma, sometimes
extending to exclusion from the woman's own family or household.

Value-added response: This isolation reflects misplaced beliefs about the condition's cause and
understandable discomfort among others around symptoms.

18. Basic response: Urogynaecological conditions frequently affect sexual function and
intimacy, with fistula also carrying particular risk of marital breakdown.

Value-added response: Open, routinediscussion of sexual function should be a standard,
proactive component of urogynaecological assessment.

19. Basic response: Psychological support requires active listening, validation, and honest
information, offered alongside rather than only after physical treatment.

Value-added response: Social reintegration, including vocational training and community
education, is an essential component of comprehensive fistula care.

20. Basic response: This coursehas progressed from anatomy through pathology to
psychology, reflecting that technical knowledge alone is incomplete without attention to
human impact.

Value-added response: Genuinely excellent urogynaecological care combines rigorous clinical
knowledge with compassion, dignity, and respect.

Answers to Pilot Questions [Series 5]

Part 5.1
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11. Embarrassment, anxiety, and meaningfully reduced quality of life from unpredictable
leakage and practical restrictions.

12. Embarrassment, mistaken belief it is inevitable, or not knowing effective treatment is
available.

13. Depression, anxiety, and a devastating loss of self-worth and dignity, compounded by
odour and skin irritation.

14. Psychological and social dimensions are genuinely inseparable from the physical
condition and must be addressed together.

15. Anxiety and embarrassment about bulging, concern about a partner's perception; and
altered body image or confidence.

Part 5.2

1. Exclusion from social, religious, and community activities, reflecting misplaced beliefs
or discomfort around symptoms.

2. Physical symptoms and psychological factors such as altered body image both affect
sexual function and intimacy.

3. lItis frequently affected yet rarely raised spontaneously by women without direct,
sensitive enquiry.

4. A substantial proportion of affected women experience marital breakdown or
abandonment by their partner.

5. Comprehensive care must include social support, community education, and family
counselling, not surgery alone.

Part 5.3

6. Genuine, active listening, validation, honest information, and restoring a sense of hope
and agency.

7. Psychological distress can itself affect engagement with treatment and overall recovery
and quality of life.

8. Vocational training, community education to address stigma, and family and marital
counselling where desired.
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9. They offer shared understanding, hope, and practical guidance that formal services alone
often cannot fully replicate.

10. The course progressed from anatomy through pathology to psychology, reflecting that
technical knowledge alone is incomplete.
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Box 5.1: Psychological impact‘of urinaty incontinence, fistula, and pelvic organ prolapse.
Al-generated using the prompt: "Create a simple single-column reference box with an
outside border titled Psychological Impact of Urogynaecological Conditions, listing key
impacts for each condition. Clinical reference box style."

. Table 5.2: Social and relational consequences of urogynaecological conditions. Al-

generated using the prompt: "Create a clean reference table titled Social and Relational
Consequences, listing isolation, stigma, sexual impact, and marital breakdown with brief
descriptions. Simple clinical reference table style with outside border."

Figure 5.3: The holistic. model of urogynaecological care, from surgical treatment to
social reintegration. Al-generated using the prompt: "Create a professional diagram titled
Holistic Urogynaecological Care, showing concentric circles from surgical treatment to
psychological support to social reintegration. Clean clinical educational diagram style."

STUDENTS



