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risk factors for SUI have been identifi ed. Aging, obesity and 
smoking appear to have consistent causal relationships with 
the condition; where as the role of  pregnancy and child birth 
remain controversial.2 Postmenopausal atrophy also cause 
stress incontinence and urethral syndrome.4 Treatment of  
SUI also consists of  conservative Pelvic fl oor muscle training 
(PFMT) and Pharmacological treatment (Imipramine, 
Duoloxitine, Estrogens). The Principal treatment of  SUI 
is proper suspension and support of  the vesico-urethral 
segment in a normal position. There were numerous 
approach including retropubic colposuspension, slings and 
urethral bulking injection.5 Then came tension free vaginal 
tape (TVT) in mid to late 1990’S. But TVT was associated 
with vascular injuries and bowel perforations. In order to 
avoid these complications delorme6 introduced the trans-
obturator tape (TOT).

INTRODUCTION

The international continence society (ICS) defines the 
symptoms of  urinary incontinence as complaints of  any 
involuntary loss of  urine.1 Stress Urinary Incontinence (SUI) 
has an observed prevalence between 4% and 35%.2 SUI is 
the involuntary leakage of  urine during exertion (exercise 
or sudden movements such as coughing, sneezing and 
laughing). SUI is often seen in women after middle age (with 
repeated pregnancies and vaginal deliveries).3 In genuine stress 
incontinence, the assumption is that the intrinsic structure of  
the sphincter is intact and normal. However, it loses effi ciency 
because of  excessive mobility and loss of  support. Thus 
the anatomic feature of  genuine SUI is consistently that of  
hyper mobility or lowering of  the position of  vesico - urethral 
segment or a combination of  these two factors. Numerous 
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Abstract

Introduction: Stress urinary incontinence (SUI) can signifi cantly impair the quality of life. A variety of treatments, both medical 
and surgical, have been used to manage it. The transobturator sling, which is a subfascial sling, is relatively a new surgical 
technique with minimal access.

Objective: To assess the role of transobturator tape procedure in surgical management of female Stress Urinary Incontinence 
(SUI) in terms of post-operative result, cost patient acceptance and complication.

Method: 32 patients of SUI were included in study those who were treated surgically by TOT - sling procedure in the department 
of gynaecology, IGIMS, Patna from July 2007 to September 2011.

Result: Success rate of transobturator tape was seen in 29 (90.62%) of patients of which 26 (81.26%) patients were completely 
satisfi ed and 3 (9.37%) patients were partially satisfi ed. 3 (9.37%) were not satisfi ed with the surgical out come. The procedure 
related complications were few and could be managed during the procedure itself.

Conclusion: The TOT approach is an effective treatment for stress urinary incontinence with low morbidity and it has all potential 
to be the new Gold standard in the treatment of female stress urinary incontinence.
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In TOT placement a small incision is placed in the groins, 
in the vagina and in the urethra and the mesh is placed 
under the urethra in correct position without having to 
pass the needle blindly through the retro-pubic space, as 
was done in trans vaginal tape (TVT). The operative time 
is signifi cantly shorter in the TOT sling and the risk of  
bladder injury and of  post-operative urinary retention is 
also considerably lower than other sling procedures.7 The 
TOT is a tension free sling as the resting urethral angle is 
not changed by the procedure, nor is it necessary to correct 
urethral hypermobility.8 One of  the most important and 
well recognised advantage of  TOT as compared to the 
other mid urethral sling procedure is the low rate of  urge 
incontinence.9 As far as the sexual activity is concerned, 
there is no signifi cant changes in the sexual life as regards 
the frequency of  intercourse and pain during penetration. 
There is signifi cant decrease in coital incontinence.10

MATERIALS & METHOD

This retrospective study was conducted on 32 patients of  
clinically and investigation proven SUI, who were managed 
in the department of  Gynaecology, IGIMS, Patna from 2007 
to 2011. The Patients underwent a thorough history taking, 
general physical examination, systemic and local examination. 
All baseline and special/specifi c investigations (Urodynamic 
study, Cystoscopy) were conducted on the patients depending 
upon each patient’s clinical scenario and the need for the 
specifi c investigation. TOT Procedure was performed in all 
patients. All the patient undergoing TOT sling procedure were 
informed about the ease, simplicity and safetyof  the procedure. 
All the patients in our study had TOT sling procedure 
performed under general anaesthesia but spinal anaesthesia 
and local anaesthesia can also be used. The patients were 
placed in lithotomy position. Parts were draped and Foleys 
catheterisation done to empty the bladder. Two vertical lines 
are drawn on each side of  the labial fold. At the base of  the 
clitoris a horizontal line is drawn. The points at which these lines 
intersect each other correspond to the obturator membranes 
and subsequent entry of  the TOT needle through the obturator 
foramen. After retracting the labial fold an incision of  1.5 cm 
is made 1cm proximal to the external urethral meatus in the 
anterior vaginal wall. Just behind the urethra a lateral incission 
is made on both sides elevating the vaginal wall and taking care 
not to injure urethra and bladder. Any bleeding can be managed 
by pressure only. Ischiopubic rami is felt with the index fi nger 
and TOT needle is introduced from outside in with fi nger 
acting as a guide. Tip of  the TOT needle is brought out from 
the incision in the vaginal wall and threads of  the TOT tape 
are fed through the eye of  the TOT needle. TOT needle is 
withdrawn through the same path taking along with it one end 
of  the TOT tape through the incision in groin. Same procedure 

is repeated on other side also. The urethral segment is correctly 
placed in relation to the second part of  the urethra maintaining 
the distance of  one instrument thickness between the tape and 
the urethra. Both ends of  TOT tape are cut just beneath the 
skin incisions in the groin. Vaginal cavity is packed with betadine 
soaked gauze, which is to be removed on 1st postoperative day. 
Patients were advised to start normal daily routine activities 
after discharge from the hospital, to maintain local hygiene, 
to avoid straining and lifting heavy weights for 3-4 weeks, to 
avoid sexual activity for 4-6 weeks. In our studied patient’s 
follow-up period varied from 3-36 months. Observation were 
made regarding the postoperative results assessed by clinical 
examination, cough stress test (full bladder), urofl owmetry and 
post void residual urine volume.

RESULT

The total number of  patients evaluated in our study was 
32. The age of  the patients operated for SUI under this 
study ranged from 25-64 yrs.

All the patients admitted were married and had children. 
30 (93.75%) were multiparous and 2 (6.25%) were primiparous.

Post operative results of  all patients who were subjected 
to TOT sling procedure are briefed in Table 3.

After the catheter removal there were no major complications 
seen in TOT sling procedures. The complications with the 
procedure are summarized in Table 4.

Out of  32 patients included in the study, 22 (68.75%) were 
premenopausal and 10 (31.25%) were postmenopausal. 
The age of  patients operated for SUI under this study 
ranged from 25-64 years (Table 1). Out of  the total 32 
TOT slings applied, only 2 (6.25%) were in primiparous 
women and 30 (93.75%) were in multiparous women 
(Table 2). Preoperatively all the patients had clinically 

Table 1: Age of the patients
Age N %
25-34 1 3.12
35-44 21 65.62
45-54 8 25
55-64 2 6.25

Table 2: Parity of patients
Parity N % of age
<2 2 6.25
2-4 26 81.25
>4 4 12.50
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proven SUI. Postoperatively Foleys catheter was removed 
to see whether the patients were continent or not. Out 
of  32 patients included in the study, 29 (90.62%) slings 
were successful at 36 months and 3 had surgical failure 
(9.37%) in terms of  persistent of  SUI post sling fi xation. 
Total success rate of  transobturator sling fi xation in our 
study was 90.62%. No apparent cause could be found for 
failure of  surgery in rest 3 cases (Table 3). There were 
few procedure related complications which were managed 
intra operatively and thereafter TOT were applied and 
after the repair of  the injury intra-operative cystoscopy 
was done (Table 4). There was intra operative urethral 
injury in one case. There was no major complications 
and minor complications such as urgency, dysuria, fever, 
haematuria and groin pain present subsided over a few 
days. TOT seems to be a surgery with immediate relief  
of  symptoms and a greater patient satisfaction. In this 
study 90.62% of  patients were completely satisfi ed with 
surgical outcome, whereas 9.37% were partially satisfi ed 
and 9.37% were not satisfi ed (Table 5) with the surgical 
outcome and these where the patients in whom surgery 
was not successful.

DISCUSSION

In our study 30 (93.75%) patients were multiparous (more 
than 2 delivery) and 22 (68.75%) patients were premenopausal 

and 10 (31.25%) were post-menopausal. 28 (87.5%) patients 
were having the chief  complaint of  involuntary loss of  
urine on straining and 23 (71.87%) patients had duration 
of  symptoms less than 3 years. 11 (34.37%) patients were 
having mild cystocele preoperatively which was resolved 
after TOT sling procedure. Of  the 32 patients who were 
operated (under gone TOT procedure) 29 (90.62%) 
patient were continent post operatively after removal of  
foleys catheter, 7 (21.87%) had (LUTS) lower urinary 
tract sypmtoms. No major intra-operative complications 
or injury occurred in our studied patients. In our study 
follow up was ranged from 10-36 months. Our result were 
comparable to other studies11 in which follow up ranged 
between 12-33 months. The operative time in our study 
was 30-40 mins. As compared to other study12 the operative 
time in that study for the TOT sling procedure was 15 mins.

CONCLUSION

The TOT sling procedure is an effective treatment for SUI 
with low morbidity. There are enough data in literature to 
support the use of  the transobturator approach as a better 
alternative to the retropubic access, and it has all the potential 
to be the new gold standard in the treatment of  female SUI.13 
TOT is a simple procedure with short hospital stay. It is very 
important to diagnose SUI and to rule out other causes of  
incontinence because only the former one (Genuine SUI) 
is improved by TOT sling and other types may not improve 
or even get worsened by this procedure.
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Table 3: Post operative results
Result N %
Fully continent 29 90.62
Mild symptoms (LUTS) 7 21.87
Poor result 3 9.37

Table 4: Post operative complication
Complication N % 
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Unsatisfi ed 3 9.37



Pankaj, et al.: An Evaluation of Use of TOT  in the Current Surgical Management of Female Stress Urinary  Incontinence

28International Journal of Scientifi c Study | July 2014 | Vol 2 | Issue 4

How to cite this article:  Pankaj S, Singh M, Prasad D, Singh K, Choudhary V. An Evaluation of use of Transobturator Tape in the Current 
Surgical Management of Female Stress Urinary  Incontinence. Int J Sci Stud 2014;2(4):25-28.

Source of Support: Nil, Confl ict of Interest: None declared.

et al. Trance obturator sub urethral tapes in the management of urinary 
incontinence: success, safety and impact on sexual life. Gynecol Surg 
2007;4:267-73.

11. PhillippeGrise, Stephane Droupy, Christian Saussine, phillippe 
Ballanger, Francois Monneins, et al. Transobturator tape sling for female 
stress incontinence with polypropylene tape and outside-in procedure: 
prospective study with 1 year of minimal follow-up and review of 

transobturator tape sling. Sourse 2006;68(4):759-763.
12. Pardo Schanz J, Ricci Arriola P, Tacia Femandez XI, Betancourt 

Ortiz E. Transobturator tape (TOT) in the treatment of stress 
incontinence. A three year experience with 200 patients. Acta Urol 
Esp. 2007;31(10):1141-1147.

13. Magon N, Kalra B, Malik S, Chauhan M. Stress urinary incontinence: What, 
when, why, and then what?. Journal of mid-life health 2011;2(2):57-64.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


