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ABSTRACT

Introduction and purpose: Urinary incontinence after gynecological surgery remains a relevant clinical problem because
it affects physical functioning, emotional well-being, sexual life, and social activity, even when the leakage itself is not
severe. The aim of this review is to summarize the current evidence on the main types of urinary incontinence after
gynecological procedures, preoperative and operative risk factors, diagnostic pathways, conservative and surgical treatment,
treatment effectiveness, and the impact of therapy on patient quality of life.

Brief description of the state of knowledge: Stress urinary incontinence is the most frequently reported form after
gynecological procedures, but urgency and mixed urinary incontinence are also common, especially after more extensive
pelvic surgery. Risk depends on the patient’s baseline pelvic floor status, age, obesity, parity, previous surgery, menopausal
status, and the extent of dissection performed during the operation. Diagnostic work-up is based on history, physical
examination, voiding diary, urinalysis, post-void residual assessment, and selected use of urodynamics or cystoscopy in more
complex cases.

Summary: Management should begin with accurate identification of the predominant symptom pattern and with measures
that are proportionate to symptom severity. Supervised pelvic floor muscle training remains first-line treatment, while
surgery is mainly reserved for persistent or severe stress urinary incontinence. Operative treatment may provide high rates
of improvement, but treatment failure, recurrence, or bothersome new symptoms still occur in a relevant minority of patients
and require reassessment and individualized follow-up.
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Introduction

Urinary incontinence after gynecological surgery is one of those complications that may seem less
dramatic than bleeding, infection, or urinary tract injury, yet for many patients it becomes the most burdensome
part of recovery. Leakage of urine affects routine activity, work, sleep, exercise, intimacy, and self-confidence,
and its psychological weight is often greater than expected from the volume of leakage alone. This is why
postoperative urinary incontinence should be discussed not only as a symptom, but also as a quality-of-life
issue.

The problem may appear after hysterectomy, pelvic floor reconstruction, anti-prolapse surgery, and
gynecologic oncology procedures. In some women the operation triggers symptoms that had not been apparent
before, whereas in others surgery worsens a pre-existing but compensated dysfunction of the pelvic floor or
lower urinary tract. A careful review of the literature suggests that postoperative urinary incontinence rarely
results from a single mechanism.

In one study of women referred for urodynamic assessment after obstetric and gynecological surgery,
stress urinary incontinence was diagnosed in 56% of patients, mixed urinary incontinence in 35%, and
overactive bladder in 9%. These proportions show that the symptom pattern is often heterogeneous and that
treatment should not be based on the assumption that every postoperative leakage is purely stress-related.

The purpose of this review is to present the current state of knowledge on urinary incontinence after
gynecological surgery, with particular attention to clinical types, risk factors, diagnostic methods, conservative
and operative treatment, treatment outcomes, and patient comfort before and after therapy.

State of knowledge

Types of urinary incontinence

The most common form observed after gynecological surgery is stress urinary incontinence, defined as
involuntary leakage during physical effort, coughing, sneezing, or laughing. In clinical terms, this usually
reflects urethral hypermobility, intrinsic sphincter deficiency, or a combination of both mechanisms. The
symptom may become more apparent after procedures that alter pelvic support and change the mechanics of
the urethrovesical junction.

Urgency urinary incontinence forms another important group. These patients usually report sudden
urgency, frequency, nocturia, and leakage preceded by an urge that is difficult to suppress. Such symptoms
may follow pelvic surgery because of detrusor overactivity, altered neural regulation, postoperative irritation,
or secondary dysfunction of bladder emptying.

Mixed urinary incontinence is common in daily practice and often creates the greatest diagnostic and
therapeutic difficulty. In these women, both stress and urgency components coexist, and the dominant
mechanism should be identified before treatment is chosen. Failure to do so may lead to disappointment even
after technically correct surgery.

Less commonly, postoperative leakage may reflect overflow incontinence, chronic retention with
overflow, fistula, or major lower urinary tract dysfunction. In such cases, the physician should think beyond
typical incontinence pathways and rule out structural or functional complications that require a different type
of management.

Risk factors

Preoperative risk is shaped by several well-known factors, including older age, obesity, vaginal delivery,
multiparity, menopause, chronic cough, constipation, diabetes, neurological disease, pre-existing pelvic floor
symptoms, and prior pelvic surgery. Pelvic organ prolapse deserves special attention because it may either
coexist with urinary incontinence or temporarily mask it before surgery. A patient who seems continent before
an operation may therefore become symptomatic once prolapse is corrected.

e-ISSN: 2544-9435 2



2(50) (2026): International Journal of Innovative Technologies in Social Science

Operative risk depends on the type and extent of surgery. Hysterectomy, reconstructive vaginal surgery,
prolapse procedures, and radical oncologic operations may alter the support of the bladder neck, affect urethral
positioning, or disturb autonomic innervation. The greater the dissection and the more complex the pelvic
anatomy, the more careful the preoperative counselling should be.

One study involving 392 women reported urinary incontinence within 12 months after hysterectomy in
149 patients, which corresponded to 38% of the cohort, although no statistically significant association with
surgical route was found. This observation is clinically useful because it suggests that the preoperative pelvic
floor condition may be as important as the access route itself.

Diagnostic approach

The diagnostic process begins with a detailed history. The clinician should establish when the symptoms
started, whether leakage occurs with effort or urgency, how often the patient voids, whether nocturia is present,
and whether there is pain, incomplete emptying, recurrent infection, or continuous leakage that may suggest
fistula. Just as important is the degree to which symptoms interfere with work, movement, sleep, intimacy, and
confidence.

Physical examination should include abdominal, pelvic, and focused neurological assessment when
indicated. Stress testing with a filled bladder, evaluation of pelvic organ prolapse, observation of urethral
mobility, and assessment of vaginal trophic status may provide substantial diagnostic information before more
advanced tests are considered.

Urinalysis, a voiding diary, and post-void residual measurement are simple but valuable tools. Urinalysis
helps exclude infection and hematuria, the diary records symptom pattern across the day, and post-void residual
helps identify impaired emptying or possible outlet obstruction. These steps are especially useful in women
who have previously undergone pelvic surgery.

Urodynamic testing is not recommended routinely for every patient with uncomplicated stress urinary
incontinence. It becomes more useful in women with mixed symptoms, previous failed treatment, elevated
post-void residual, uncertain diagnosis, or discordance between symptoms and clinical findings. Cystoscopy
is reserved for selected cases, particularly when bladder or urethral pathology, fistula, hematuria, recurrent
urinary tract infections, or prior surgical complications are suspected.

Conservative treatment

Conservative management is the starting point for most women. This is particularly true for mild and
moderate symptoms and for patients in whom the dominant mechanism is still being clarified.

Supervised pelvic floor muscle training remains the best supported first-line option for stress urinary
incontinence. The Canadian guideline recommends an intensive supervised program lasting at least three
months. According to a summary cited by the American Academy of Family Physicians, up to 38% of women
with pure stress urinary incontinence may achieve cure after at least three months of pelvic floor muscle
training, while a larger group reports partial but meaningful improvement.

Lifestyle interventions also matter. Weight reduction, treatment of constipation, smoking cessation,
adjustment of fluid habits, and modification of high-impact physical activity may reduce symptom burden,
especially when combined with formal pelvic floor therapy.

In urgency or mixed urinary incontinence, bladder training and pharmacotherapy may be added. Vaginal
support devices can also be useful in selected women. Guideline data show successful fitting of a pessary in
about 89-92% of patients, while symptom improvement is reported by 45-58%.

Operative treatment

Surgery is considered when conservative treatment fails or when symptoms are sufficiently severe to
limit normal functioning despite appropriate non-operative care. The best candidates are women with clearly
confirmed stress urinary incontinence and realistic expectations regarding outcome.

Midurethral sling procedures remain the most commonly performed operations. Guideline estimates
place short-term subjective cure rates at about 62—98% for transobturator slings and 71-97% for retropubic
slings, while long-term subjective cure rates range from 43-92% and 51-88%, respectively. These results
explain why sling surgery continues to play a central role in treatment.

Other options include colposuspension, autologous fascial slings, and periurethral bulking agents.
Bulking procedures tend to be less effective than sling-based operations, but they are less invasive and may be
useful for frail patients, for women with significant comorbidity, or after previous failed procedures.
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Surgical planning should also take into account prior radiation therapy, tissue quality, prior mesh
complications, pain syndromes, and voiding dysfunction. In such settings, a staged or non-mesh approach may
be safer and more appropriate.

Effectiveness, quality of life, and treatment failure

Treatment success should not be reduced to pad tests or technical endpoints alone. For most patients,
the decisive question is whether they can return to work, physical activity, travel, social contact, and intimate
life without constant fear of leakage.

A study evaluating quality of life after surgery for stress incontinence found the greatest improvement
between the preoperative assessment and the 6-month follow-up, with benefit persisting to 24 months. The
mean decrease in the Incontinence Impact Questionnaire score was 133.1 points, indicating a major reduction
in the day-to-day burden of symptoms. Importantly, the improvement in quality of life was more strongly
linked to symptom relief than to a narrow technical definition of success.

Not all patients achieve full success. In the SISTEr trial, overall treatment failure at 24 months was
reported in 64.4% of women, although this figure reflected a very strict composite definition of success and
should not be interpreted as meaning that most patients derived no benefit. Even among women classified as
treatment failures by strict trial criteria, many still experienced clinically relevant improvement in quality of
life.

When treatment does not work, the next step is not immediate repeat surgery but careful reassessment.
The clinician should review the original diagnosis, determine whether the predominant problem is now stress
leakage, urgency, obstruction, retention, pain, or recurrence of prolapse, and then repeat the focused work-up
as needed. Some women benefit from renewed conservative treatment or pharmacotherapy, whereas others
require revision surgery, bulking agents, autologous sling procedures, or referral to a tertiary urogynecology
center.

Conclusions

Urinary incontinence after gynecological surgery is a multifactorial condition and should be approached
as a clinical syndrome rather than a single postoperative complication. Stress urinary incontinence is the most
frequent type, but mixed and urgency forms are also common and need to be recognized early.

A good diagnostic pathway still begins with careful listening, focused examination, and simple tests. In
many patients this is enough to define the problem and guide treatment. More advanced investigations should
be reserved for cases that are unclear, recurrent, or complicated.

Conservative treatment remains the first step for most women. Pelvic floor muscle training offers
meaningful benefit, and surgery provides high rates of improvement in properly selected patients. At the same
time, not every patient becomes fully dry, and follow-up care should include management of treatment failure,
recurrence, and long-term quality of life.
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