
Aim
To correct ur inary stress incontinence (ur inary leakage with coughing,
sneezing or with exercise) .  Colposuspension has been performed for
many years for  the management of  ur inary stress incontinence with a
long-term success rate of  85%. During the last  decade,  colposuspension
has been replaced by the mid-urethral  s l ing as the standard surgery for
the treatment of  ur inary stress incontinence.  The procedure is  st i l l
performed in those who wish to avoid permanent mesh and in some
undergoing abdominal  surgery for prolapse.  The surgery can be
performed via a laparotomy ( low open cut in the abdomen) or
laparoscopical ly  (keyhole) .  The long-term success of  both the
laparoscopic and open colposuspension procedures is  equal  to that of
the mid-urethral  s l ing;  however,  colposuspension has a longer operat ing
t ime,  in-pat ient stay and recovery than the
mid-urethral  s l ing.

Surgical  technique
Both the open and laparoscopic surgeries are performed under general
anaesthesia ( ful ly  as leep)  and are identical  except for the incis ions in
the abdomen.  In the open surgery,  a  low horizontal  incis ion
(Pfannenst ie l )  is  made in the abdomen approximately 10–15cm in s ize,
compared to three incis ions total ing 3cm in the laparoscopic technique.
At surgery,  the bladder outlet  is  re-supported by 4–6 permanent sutures
(st itches) ,  suspending the vagina from the l igaments on the pubic bone.
A cystoscopy ( look inside the bladder with a telescope)  is  performed at
the end of the surgery to ensure no damage has occurred to the lower
urinary tract .  The skin incis ions are c losed with an absorbable suture
that does not require removal .
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Fai lure rate of  10–15%
Developing urgency,  or  urge,  ur inary incontinence after  the
operat ion in 5%
Urinary tract  infect ion and wound infect ion in 5%
Diff iculty emptying the bladder that necessitates prolonged self-
catheter isat ion in 1–2%
Damage to the bowel ,  b ladder or lower ur inary tract  requir ing
further surgery in 1%
Blood loss requir ing transfusion or re-operat ion in less than 1%
Clott ing in the legs or lungs in 1%
The development of  new vaginal  prolapse after  the operat ion in 10%
Long-term pubic pain in <1%.

Surgery wi l l  be covered with antibiot ics to decrease the r isk of  infect ion
and blood-thinning agents wi l l  be used to decrease the r isk of  c lots
forming in the postoperat ive phase.  A catheter wi l l  drain your bladder
for the f i rst  day fol lowing surgery.

Serious compl icat ions are rare with this  type of surgery.  However,  no
surgery is  without r isk and the main potentia l  compl icat ions are l isted
below:

In Hospital
You can expect a 2–3 day hospital isat ion that maybe shorter with the
laparoscopic approach.  After the operat ion,  you wi l l  have an
intravenous dr ip in your arm and a smal l  catheter wi l l  drain your bladder
init ia l ly .  Once the catheter is  removed,  the nurses wi l l  check that you
are emptying your bladder appropriately.  Skin sutures are absorbable
and do not need to be removed.

Recovery
In the ear ly postoperat ive period,  you should avoid s ituat ions where
excessive pressure is  placed on the repair  ( l i f t ing,  straining,  coughing,
const ipat ion) ,  this  is  especial ly  so in the f i rst  2 weeks.  During this  t ime,
you should not dr ive but i t  is  important to mobi l ise s lowly around the
home. Regular  Panadol  (up to eight a day)  is  the mainstay of  your pain
rel ief  at  home and further pain rel ief  options wi l l  be avai lable from your
doctor i f  required.  
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This statement has been developed by the Urogynaecological  Society of
Australasia (UGSA).  

Discla imer:  This  information is  intended to provide general  advice to pract it ioners.  This
information should not be rel ied on as a subst itute for proper assessment with respect to
the part icular  c ircumstances of  each case and the needs of  any pat ient .  This  document
ref lects emerging c l in ical  and scientif ic  advances as of  the date issued and is  subject to
change.  The document has been prepared having regard to general  c ircumstances.

After 2-3 weeks,  you can general ly  return to dr iv ing and start  mobi l is ing
further including gentle walking.  You can return to
work between 3-6 weeks depending upon the amount of  strain placed
upon your repair  at  work and this  should be discussed with your doctor.
I f  you develop ur inary burning,  frequency or urgency or redness or
inf lammation of the wound you should see your local  doctor .

Maximal  f ibrosis  (scarr ing)  around the repair  occurs at  3 months and
care needs to be taken during this  t ime period to ensure straining and
l i ft ing do not negatively affect the repair  sutures and your continence
status.  You wi l l  see your doctor at  6 weeks for a review and sexual
act iv ity can usual ly  be safely resumed at  this  t ime.  You wi l l  be able
return to most dai ly  act iv it ies and sport  at  6 weeks.   Al l  aerobic
act iv it ies such as walking,  running,  gardening,  Pi lates,  swimming,  tennis
and cycl ing can be resumed at  this  t ime;  however,  weight-bearing
exercises at  the gym, crunches and s it-ups create high intra-abdominal
pressure on the repair  and are best avoided.

Avoiding heavy l i ft ing (more than 15kg) ,  weight gain,  const ipat ion and
weight-bearing exercises can minimise fai lure of  the procedure in the
long term. I f  you have any quest ions about this
information,  you should speak to your doctor at  the s ix-week vis it .


