Pelvic Floor Disorders:

What To Do When The Bottom Starts To Fall Away  

Lorraine was 58 years old in relatively good health but with symptoms she was too embarrassed to discuss with her health care provider.  Assuming there was no treatment available for her, she became increasingly more isolated and depressed about her condition. Lorraine suffered from anal incontinence, one of the many pelvic floor disorders (PFD) more common among women. What she didn’t know about were the various new treatment options for PFD, both conservative and surgical. Read on…..

What are Pelvic Floor Disorders (PFD)?

Pelvic Floor Disorders (PFD) is a term incorporating a wide variety of clinical conditions which include the following:

· Pelvic Organ Prolapse:  Bulging or protrusion (“prolapse”) of the tissues of the vagina, uterus, bladder or rectum through the vaginal opening.  

· Urinary Incontinence:  Involuntary leakage of urine. 

There are several different types of urinary incontinence including: stress incontinence - leakage resulting from any type of straining that puts pressure on the bladder; urge incontinence - leakage from an overactive bladder, which cannot be suppressed and controlled; mixed incontinence - a combination of stress and urge incontinence; and overflow incontinence which is leakage occurring with over distention of the bladder causing a constant dripping of urine

· Anal Incontinence:  Involuntary leakage of stool or gas. 

· Abnormal Bladder Emptying:  Difficulty with emptying the bladder.

· Defecatory Dysfunction:  Difficulty with evacuating stool.  

Symptoms may also include difficulty with sexual intercourse, pelvic pressure, and back pain with prolonged standing.

What are the causes of PFD?

There are many theories about why some women develop PFD.  While we cannot be certain of the causes of PFD for all women, there are several factors associated with PFD.  Pelvic floor disorders are more common as women age, at least in part due to weakening of the pelvic muscles and ligament supports.  We also know that loss of nerve function to the pelvic muscles affects how the organs and muscles of the pelvis work.  Women who have children are more likely to be affected by these disorders irrespective of the route of delivery.  Additionally, infant size and number of vaginal deliveries are risk factors for development of a PFD.  Increase in weight and obesity also are associated with more problems with PFD.  

How is the diagnosis of PFD determined?

The evaluation of pelvic floor disorders includes taking a history regarding the symptoms affecting the bladder, bowel and genital organs, as well as a review of other medical conditions, medications and prior surgical therapies.  A general examination is performed including a detailed pelvic examination.  After the initial examination, a determination is made regarding which tests might help in determining the specific problem.  Sometimes no other testing is necessary and treatment can be established based on the initial evaluation.  

Often, the diagnosis of PFD is made with the assistance of more than one group of physicians or practitioners, including urogynecologists, urologists, gastroenterologists, radiologists, neurologists, physical therapists and general surgeons.  For example, among women who have urinary symptoms, sometimes the diagnosis and treatment are coordinated with a Urology specialist or a Physical Therapist.  For symptoms of fecal incontinence, diagnosis and treatment may be coordinated with a Gastroenterologist, Physical Therapist, or General Surgeon.  

Tests that may be needed to determine the precise problem causing the symptoms include:

· Urodynamic testing:  special tests of the bladder function, how it empties, how it behaves at rest and with activities such as coughing and increased abdominal pressure.  This test involves placing a special catheter into the bladder and measuring pressures inside the bladder with the different activities.  This test is performed by a Urologist or Urogynecologist.

· Anal manometry:  tests of the muscles that keep control of the bowels when they are not functioning normally.  A special balloon type catheter is placed in the rectum to do these tests, which are performed with the assistance of the Gastroenterology department.  

· Ultrasound of the anal sphincter:  to determine if the muscle at the outlet of the bowels is broken.  This test is performed in the Radiology Department.

· Defecography:  a study of the bowels performed with magnetic resonance imaging (MRI) to determine if there are causes for someone having difficulty evacuating their stool.  This test is performed in the Radiology Department.

What Is the Treatment for PFD?

There are many treatments for PFD, including a range of conservative and surgical options. 

Conservative treatment options include:

· Medications are used to improve bladder and bowel control.

· Behavioral therapy is taught to manage dietary, stress and toileting schedules to effect symptom relief.

· Pessaries are devices that can be placed in the vagina to provide pelvic organ support.  Once the correct type is fitted, it can often be managed long-term with removal and cleaning by the patient; alternatively a health care practitioner can remove and clean it on an intermittent basis.

· Pelvic floor exercises may be prescribed to strengthen the pelvic muscles. Consultation and treatment with physical therapists may include use of biofeedback or electrical stimulation training.

There are also a range of surgical options for the treatment of different types of PFD, including minimally invasive surgery and more complex reconstructive procedures.

1.  Urinary incontinence (involuntary leakage of urine):
Several new procedures treat urinary incontinence that require only very small incisions at the vagina and possibly at the suprapubic area or vulva. 

Procedures commonly used to treat urinary incontinence include:

· Tension Free Vaginal Tape (TVT):  A permanent mesh tape is placed at the bladder outlet through a small vaginal incision and two small incisions above the pubic bone.  

· Transobturator tape (TOT):  A permanent mesh tape is placed at the bladder outlet through a small vaginal incision and two small incisions outside the vagina at the vulva.  

· Burch procedure:  A traditional abdominal repair for urinary incontinence to correct the slack at the outlet of the bladder using an open abdominal incision or an incision through a laparoscope.  

· Bulking agents:  Injection of material (collagen or another type of material) at the bladder neck to help close the bladder outlet.

· Pubovaginal sling:  A combined vaginal and abdominal procedure that uses a strip of tissue from the abdominal wall and passes it under the bladder neck.

2.  Pelvic organ prolapse (Bulging or protrusion of the tissues of the vagina, uterus, bladder or rectum through the vaginal opening.)   
· Paravaginal defect repair:  Repair of a cystocele with correction of support problems at the sides of the vagina.  The procedure can be done using either an open or laparoscopic approach.

· Uterosacral vaginal vault suspension:  Repair of support at the top of the vagina using the original uterine support tissues.  This procedure can be done using either an open, vaginal or laparoscopic approach.

· Abdominal mesh sacral colpopexy:  A synthetic mesh is attached from the top of the vagina to the tailbone (sacrum) to treat prolapse of the top of the vagina when the pelvic floor muscles are extremely weakened.

3. Anal incontinence (Involuntary leakage of stool or gas)

· Overlapping anal sphincteroplasty:  The muscle of at the outlet of the rectum is repaired if there is a break in the muscle.
What are the success rates for surgery?

It is important to note that surgical treatments for prolapse and incontinence conditions may not result in a cure for all patients and that surgery carries some risks.  Patients are encouraged to try conservative approaches to manage their problems first and if these do not succeed, then to consider surgical repair.  

For urinary incontinence and prolapse conditions, the results suggest that about 1 to 3 out of 10 patients who have surgery may, over time, have recurrent problems.  With fecal incontinence, the results are not as good, and as many as half of patients may have recurrent symptoms over time.  The surgical approaches can repair or compensate for the structures that have broken, but may not provide full recovery of nerve or muscle damage that has occurred in the past.  Therefore, sometimes symptoms may persist.  In addition, with ongoing “wear and tear” to the supports in the pelvic floor, these conditions may recur.  

Many times, physical therapy can be utilized with recurrences, improving symptoms in up to 60-70% of patients.  

How do I make an appointment if I want to be evaluated for PFD?

You may want to discuss your symptoms with your primary doctor or practitioner.  If you need further evaluation or you want to make an appointment for further evaluation and treatment the following options are available at DHMC:

If you only have urinary incontinence or other troubling bladder symptoms, but not symptoms of pelvic pressure or bulging, contact Ann Gormley, MD at the Department of Urology - (603) 650-6053.

If you have any other symptoms alone or along with urinary incontinence, contact the following clinicians at the Department of Ob/Gyn, Division of Urogynecology / Reconstructive Surgery - (603) 650-8163: Kris Strohbehn, MD, Director, Paul Hanissian, MD, James Whiteside, MD, and Corinne Kelliher, ARNP.

If your primary care physician / practitioner has suggested physical therapy  to work on pelvic floor muscle exercises, contact JoEllen Gardner, PT or Ellen Kfoury, PT at the Division of Rehabilitation Medicine - (603) 650-5978.

When needed, a multidisciplinary approach to evaluation is coordinated with other departments, including Urology, General Surgery, Medicine, Rehabilitation Medicine and Radiology.  

Other resources which may be helpful include:

· The National Association for Continence 1-800-252-3337 www.nafc.org
· Bladder Health Council 1- 800-242-2383 www.afud.org
· The Simon Foundation for Continence 1-800-237-46666 www.simondoundation.org
· The International Foundation for Functional Gastrointestinal Disorders (IFFGD) www.iffgd.org
