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Abstract Objective To evaluate if performing anti-incontinence procedures during surgical
anterior and/or apical prolapse correction in women with asymptomatic urinary
incontinence (UI) may prevent stress urinary incontinence (SUI) postoperatively.
Methods We have performed a systematic review of articles published in the PubMed,
Cochrane Library, and Lilacs databases until March 31, 2016. Two reviewers performed the
data collectionandanalysis, independently.All of the selected studiesweremethodologically
analyzed. The results are presented as relative risk (RR), with a 95% confidence interval (CI).
Results After performing the selection of the studies, only nine trials fulfilled the
necessary prerequisites. In the present review, 1,146 patients were included. Altogether,
the review included trials of three different types of anti-incontinence procedures. We
found that performing any anti-incontinence procedure at the same timeof prolapse repair
reduced the incidence of SUI postoperatively (RR ¼ 0.50; 95% CI: 0.28–0.91). However,
whenwe performed the analysis separately by the type of anti-incontinence procedure, we
found different results. In the subgroup analysis with midurethral slings, it is beneficial to
perform it to reduce the incidence of SUI (RR ¼ 0.08; 95% CI: 0.02–0.28). On the other
hand, in the subgroup analysis with Burch colposuspension, there was no significant
difference with the control group (RR ¼ 1.47; 95% CI: 0.28–7.79]).
Conclusion Performing any prophylactic anti-incontinence procedure at the same
time as prolapse repair reduced the incidence of SUI postoperatively. The Burch
colposuspension did not show any decrease in the incidence of SUI postoperatively.

Resumo Objetivo: Avaliar se a realização de procedimentos anti-incontinência durante a
correção cirúrgica do prolapso anterior e/ou apical em mulheres assintomáticas
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Introduction

In Brazil, in the last 50 years, therewas an increase of 27 years
in life expectancy, according to the Brazilian Institute of
Statistics and Geography (IBGE, in the Portuguese acronym),
Consequently to the continuous aging process of the popu-
lation, we have had a great change in the most prevalent
diseases in the Brazilian population, in which chronic dis-
eases becamemore frequent than contagious diseases. In this
scenario, it is estimated that 35% of the climacteric women in
a Southeastern city, Campinas, in the state of São Paulo,
present urinary incontinence (UI).1–7

According to the International Continence Society (ICS)
and to the International Urogynecological Association
(IUGA), occult or latent UI is defined as stress urinary
incontinence (SUI) only when observed after the reduction
of a coexistent prolapse.1 It is when a clinically continent
patient with severe prolapse develops UI after the reduction
of the genital prolapse or after the surgical correction of the
prolapse.1 This is believed to be attributable to urethral
kinking or even to extrinsic compression of the urethra by
the genital prolapse.2

Therefore, when the obstructive factor is removed, some
patientsmaypresent loss of urine. Some authors recommend
treating latent UI in a second procedure, after correcting the
genital prolapse.3,4 Nevertheless, with the purpose of reduc-
ing the costs involved in a new hospitalization and the risks
arising from a new surgical procedure, some authors have
conducted a considerable series of studies assessing the
effectiveness of correcting occult SUI and treating genital
prolapse in a single procedure.3,4

Despite these facts, there is no consensus in the literature
about the preventive treatment for UI at the same time as

prolapse surgical repair in asymptomatic patients.5 Some
authors recommend that the treatment of occult UI should
be performed in a second surgery, after the prolapse surgical
treatment, considering that the anti-incontinence procedures
are not without any complications, such as urinary retention,
de novo overactive bladder, bladder perforation, and bleeding.
However, the most relevant point of this view is that no an
anti-incontinence procedure will be performed without ne-
cessity.5 In addition, the study conducted by Costantini et al6

showed that there was no benefit in performing Burch colpo-
suspension associatedwith sacrocolpopexy to prevent UI after
1 year. And due to the potential increase in the frequency of
patients with pelvic organ prolapse and occult UI who will
require treatment, the Brazilian Society of Obstetrics and
Gynecology sees the urgency to move forward and establish
clinical guidelines for Brazilian gynecologists who care for
these women. The purpose of the present study, by recom-
mending evidence-based data, is to assist healthcare profes-
sionals in the management, in the diagnosis, in the clinical
assessment, and in the optimization of the efficacy of the
treatment of occult urinary incontinence.

The evaluation of the need to perform anti-incontinence
procedures during surgical anterior and/or apical prolapse
correction inwomenwith asymptomatic UI may prevent SUI
postoperatively.

Methods

The present systematic review of occult UI is part of a task
force group to design the Brazilian guidelines in Urogynecol-
ogy for The Brazilian Society of Obstetrics and Gynecology
(FEBRASGO, in the Portuguese acronym). The present review

para incontinência urinária (IU) pode prevenir a incontinência urinária de esforço (IUE)
no pós-operatório.
Métodos: Foi realizada uma revisão sistemática dos artigos publicados nas bases de
dados PubMed, Cochrane Library e Lilacs até o dia 31 de março de 2016. Dois revisores
realizaram a coleta e a análise de dados, de forma independente. Todos os estudos
selecionados foram analisados metodologicamente. Os resultados estão apresentados
como risco relativo (RR), com 95% de intervalo de confiança (IC).
Resultados: Após a seleção do estudo, apenas nove estudos preencheram os pré-
requisitos necessários. Nesta revisão, 1.146 pacientes foram incluídos. No total, a revisão
incluiu ensaios de três tipos diferentes de procedimentos anti-incontinência. Descobrimos
que realizar qualquer procedimento anti-incontinência ao mesmo tempo que o reparo do
prolapso reduziu a incidência de IU no pós-operatório (RR ¼ 0,50; IC 95%: 0,28–0,91). No
entanto, quando fizemos a análise separadamente pelo tipo de procedimento anti-
incontinência, encontramos resultados diferentes. Na análise de subgrupos com slings
miduretrais, é benéfico realizá-lo para reduzir a incidência de IU (RR ¼ 0,08; IC 95%: 0,02–
0,28). Por outro lado, na análise de subgrupo com colposuspensão de Burch, não houve
diferença significativa com o grupo controle (RR ¼ 1,47; IC 95%: 0,28–7,79]).
Conclusão: A realização de qualquer procedimento profilático anti-incontinência ao
mesmo tempo que o reparo do prolapso reduziu a incidência de IUE no pós-operatório. A
colposuspensão de Burch nãomostrou diminuição na incidência de IUE no pós-operatório.
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► revisão sistemática
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is endorsed by the Urogynecology and Vaginal Surgery
Committee of the FEBRASGO.

We have performed a systematic review of the literature
and, when possible, we have also performed a meta-analysis
of the topic. The systematic reviewwas performed only with
randomized controlled clinical trials. We have selected stud-
ies with clinically continent adult women with anterior
genital prolapse or vaginal vault prolapse classified as grade
3 or higher, according to the Pelvic Organ Prolapse Quantifi-
cation (POP- Q) system, who underwent surgical correction
of genital prolapse. The patients were submitted to prolapse
repair only and were compared with patients with the
correction associated with an anti-incontinence procedure.
The primary outcome evaluated was the incidence of SUI
after the surgical correction of the prolapse or the need of
surgical treatment for SUI. The secondary outcome com-
prised adverse events related to these surgical procedures.

Strategy for the Literature Review
We have performed a systematic literature review of articles
published in the PubMed, Cochrane Library, and Lilacs data-
bases until March 31, 2016. For this purpose, we developed a
research strategy based on descriptors and synonyms for UI
and genital organ prolapse.

Two independent researchers performed the study
screening process. At the end of this stage, their selections
were compared, and discrepant cases were solved by con-

sensus. In cases of discordance, a third researcher conducted
a discussion and solved the discrepancies. All of the selected
studies were assessed for their methodological quality and
risk of bias by two researchers, using the technique devel-
oped by Jadad et al8 in 1996 and the levels of evidence
established by the Oxford Centre for Evidence-Based Medi-
cine.8,9 The evaluation of the methodological quality was
used to analyze as a predictor of the strength of the evidence
provided by each study rather than as an inclusion criterion
for the literature review.

Statistical Analysis

The non-continuous variables were expressed as relative risk
(RR), and the continuous variables as weighted mean differ-
ence, both with a confidence interval (CI) of 95%. The value
used for rejecting the null hypothesis was 5%. After the
systematic review, a meta-analysis was performed using
the RevMan software, Version 5.1 (The Nordic Cochrane
Center, The Cochrane Collaboration, Copenhagen, Denmark).
Dichotomous variables were analyzed using the Mantel–
Haenszel statistical method in a random-effects model of
RR with 95% CI. Study heterogeneity was calculated by I2.
According to Higgins et al,10 consider of low, moderate, and
high to I2 values of 25%, 50%, and 75% Articles were divided
into subgroups according to the type of anti-incontinence
procedure performed.

Studies identified as 
potentially relevant to 

Systematic review
(N = 5832

"

"

"

#$"%"&'((!"

Studies excluded due to 
irrelevance to theme after 

abstract/title analysis
Studies selected for 
full-text analysis

(N = 78)

Studies excluded after 
metholodical analysis

Clinical trials selected 

to systematic review

(N = 9)

Fig. 1 Preferred reporting items for systematic reviews and meta-analyses (PRISMA) fluxogram
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Results

After the primary selection, we selected 78 articles for full-
text analysis, but only 9 eligible trials fulfilled the necessary
prerequisites for the present systematic review (►Fig. 1).

In the present systematic review, 1,146 patients were
included. Altogether, the review included trials of four
different types of anti-incontinence procedures:midurethral
sling (retropubic and transobsturator), Burch colposuspen-
sion, needle colposuspension, and cystopexy with posterior
pubourethral ligaments plication.10–19 Kelly plications were
not considered an anti-incontinence procedure.

In the analyzed studies, the surgeries for prolapse correc-
tion were not standardized and included the following
techniques: vaginal hysterectomy, anterior repair, paravagi-
nal anterior repair, posterior repair, sacrospinous ligament
vaginal suspension, bilateral iliococcygeus vaginal suspen-
sion, culdoplasty, sacroxolpopexy, perineoplasty, colpoclei-
sis, and prolapse repair surgery with Prolift (Ethicon by
Johnson & Johnson) meshes (►Table 1).

A meta-analysis was performed only with variables com-
mon to studies and the same scale of quantification. First, we
analyzed the global effect of anti-incontinence procedures in
terms of incidence of UI after the surgical procedure (►Fig. 2)
It is important to highlight that we have only included seven
clinical trials in this first analysis, because they had the same
outcome.6,11,12,15–20

We found that performing any prophylactic anti-inconti-
nence procedure at the same time as the prolapse repair
reduced the incidence of SUI postoperatively (RR ¼ 0.50;
95% CI: 0.28–0.91).6,11,12,15–20 However, when the types of

anti-incontinence procedure were analyzed separately, we
found different results. If we evaluate separately the anti-
incontinence procedures performed concomitantly with
prolapse repair, the results differ considerably (RR ¼ 0.08;
95% CI: 0.02–0.28) (►Fig. 3).11–13,20 In terms of midurethral
slings, the literature shows a reduction in the incidence of UI
and a necessity of surgical treatment for UI postoperative-
ly.6,11,12,15–20 It was not possible to perform a meta-analysis
with the studies by Fuentes14 and by Busacchi et al15 because
their outcomes were different. On the other hand, Burch
colposuspension showed more complications and no differ-
ence in the incidence of UI postoperatively. (RR ¼ 1.47; 95%
CI: 0.28–7.79]) (►Fig. 4).6,16–18

The most common and severe adverse effects are listed
on ►Table 2.

Discussion

Nowadays, when it comes to therapeutic interventions, it is
recommended that the treatment indication should be based
on the best level of scientific evidence, along with the clinical
experience of the physician and the expectations of the
patient. When focusing specifically on the best level of scien-
tific evidence to determine the effectiveness of an interven-
tion, the systematic review of randomized controlled trials
combinedwith ameta-analysis is the study design that shows
the highest level of evidence.9,21 Physicians can often find
treatment recommendations in narrative reviews and in the
discussion sections of articles and ofmeta-analyses. However,
to make a treatment recommendation involves framing a

Table 1 We found only two studies classified with the highest score according to the Jadad scale. However, five studies were well-
designed randomized clinical trials according to the Oxford levels of evidence

Author Year Oxford
levels of
evidence

Jadad
Score

Experimental
(n)

Control
(n)

Follow-up Outcome Loss to follow-up

1 Wei et al.11 2012 1b 5 POP þ TVT
(165)

POP
(172)

3 mo and 1y SUI Experimental: 3/165
Control: 7/172 (1y)

2 Khelaia and
Khelaia12

2008 2b 1 AC þ TVT
(46)

AC
(46)

52 mo – average SUI Not informed

3 Schierlitz
et al.13

2014 1b 1 POP þ TVT
(37)

POP
(43)

6 mo and
27 mo

Surgery
for SUI

Experimental: 6/37
Control: 7/43

4 Fuentes14 2011 2b 1 POP þ TVTo
(27)

POP
(33)

6 mo and
15 mo

Surgery
for SUI

Not informed

5 Busacchi and
Paganotto15

2012 2b 2 AC þ TOT
(46)

AC
(53)

1 mo, 6 mo,
1y, and 2y

SUI Not informed

6 Brubaker
et al.18

2008 1b 5 SC þ Burch
(157)

SC
(165)

3 mo, 1y, 2y,
and 7y

SUI Experimental: 5/157
Control: 12/165 (1y)

7 Costantini
et al.6

2007 2b 1 SC þ Burch
(34)

SC
(32)

3 mo, 6 mo,
and 1y

SUI No loss (6 mo)

8 Colombo
et al.19

1996 1b 3 CP þ PPL
(50)

CP
(52)

1y SUI Not informed

9 van der
Ploeg et al.20

2016 1b 4 POP þ MUS
(48)

POP
(43)

1y SUI Experimental: 0/43
Control: 1/48 (1y)

Abbreviations: AC, anterior colporrhaphy; CP, cystopexy; mo, month; POP, pelvic organ prolapse; PPL, posterior pubourethral ligaments; SC,
sacrocolpopexy; SUI, stress urinary incontinence; TOT, out-in transobturator sling; TVT, retropubic sling; TVTo, in-out transobturator sling; y, year.
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question, identifying and management options, summarizing
evidence, and applying value judgments toarrive at anoptimal
course of action for a certain population. Each step in this
process can be conducted systematically, avoiding bias.22

In Brazil, due to the gradual aging of the population in the
last 50 years, there has been a huge change in the prevalence
of diseases. The prevalence of chronic diseases overcame the
prevalence of infectious diseases.7 In this context, national
data estimate that 35% of the female population between 40
and 65 years old will present UI.7,23

The Brazilian public healthcare system (SUS, in the Portu-
guese acronym) is one of themost complex and largest public
health systems in the world. It covers from general practice
appointments to organ transplantations. The rudiments of the
SUS are integral access, universality and gratuitousness to the
whole population of the country, which comprises > 180

million people. However, the SUS does not provide national
guidelines to treat UI in all cities of the country.24

For this reason, a systematic review endorsed by the
Urogynecology Committee of the FEBRASGO was conducted
to evaluate the impact of anti-incontinence procedures
during the surgical correction of prolapse in women with
occult SUI. This evaluation included controlled and random-
ized clinical trials involving a significant number of patients.
Our study brings together a more recent systematic review
on the treatment of UI in patients with genital prolapse
grades 3 and 4. Differently from themeta-analysis performed
by Maher et al25 and by van der Ploeg et al,26 the present
study included only randomized clinical trials in which we
compared, specifically, trials with genital prolapse correc-
tion associated or not with an anti-incontinence procedure.
Thus, among themethods studied in our meta-analysis, mid-

Fig. 2 Forest plot of the global effect of anti-incontinence procedures on the incidence of urinary incontinence after surgical treatment of pelvic
organ prolapse

Fig. 3 Forest plot of the effect of mid-urethral slings on the incidence of urinary incontinence after surgical treatment of pelvic organ prolapse

Fig. 4 Forest plot of the effect of Burch colposuspension on the incidence of urinary incontinence after surgical treatment of pelvic organ prolapse
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urethral sling was the only anti-incontinence procedure that
reduced postoperative SUI.11–15 Regarding transobturator
slings, it was not possible to conduct a meta-analysis of
the studies by Fuentes14 and by Busacchi et al.15

In addition, during the correction of stage 3 and 4 pro-
lapses in patients considered asymptomatic from the voiding
point of view, it is essential to weigh all the advantages and
adverse effects of performing an anti-incontinence proce-
dure. In this sense,Wei et al11 showed that the placement of a
tension-free medium urethral sling in asymptomatic
patients took a rate increased the incidence of intra- and
postoperative complications. However, this data is in oppo-
sition to numerous studies that did not find additional
complications when comparing the correction of prolapse,
alone, with combined surgery, employing the mid-urethral
sling.27,28 Regarding the intraoperative complications of
anti-incontinence procedures, the most prevalent event
was bladder perforation. However, the evidence in the recent
literature informs that more serious complications may
arise, such as Retzius space hemorrhage, external iliac vessel
injury, intestinal damage, obturator nerve injury, surgical
site infections, and extrusion or erosion of meshes.27–30 On
the other hand, there are relevant postoperative complica-
tions associated with the employment of the sling and of
Burch colposuspension, which are urgency de novo, and
voiding disorders. Urgency de novo is characterized as the
appearance of UI by urgency after an anti-incontinence
surgery. In addition, this diagnosis is only valid for patients
who do not present symptoms of urge-incontinence in the
preoperative period. Therefore, the purpose of the present
review was to inform adequately the symptoms of postoper-
ative micturition disorders (►Table 2), considering that
these events should be counted as complications of the
procedure. It is known that prevention of SUI is an important
goal in the surgical treatment of pelvic organ prolapse.
However, the emergence of another problem secondary to
this treatment can lead to postoperative discomfort, as well
as decrease long-term patient satisfaction.29,30 Finally, an-
other point to be consideredwas the fact that the procedures
for correction of genital prolapse varied widely between
studies, which may have influenced the effectiveness of
the treatment. In addition, these studies did not have a
follow-up to evaluate the efficacy of the method. These
aforementioned points could help the design of a protocol
for future studies.

Another important issue to discuss is that with the
advances in artificial intelligence applied in medicine, com-
puters will soon perform the systematic review and humans
will only have to analyze the data to apply on the patients.

Conclusion

We have concluded that performing any prophylactic anti-
incontinence procedure at the same time of prolapse repair
reduced the incidence of SUI postoperatively. Themidurethral
sling procedure reduced the incidence of surgical treatment
for SUI postoperatively. The Burch colposuspension did not
show any decrease in the incidence of SUI postoperatively.

Conflicts of Interest
The authors have no conflicts of interest to declare.

References
1 Haylen BT, Maher CF, Barber MD, et al. An International Urogy-

necological Association (IUGA) / International Continence Society
(ICS) Joint Report on the Terminology for Female Pelvic Organ
Prolapse (POP). Neurourol Urodyn 2016;35(02):137–168.
Doi:10.1002/nau.22922

2 Wei J, Nygaard I, Richter H, et al; Pelvic Floor Disorders Network.
Outcomes following vaginal prolapse repair and mid urethral
sling (OPUS) trial–design and methods. Clin Trials 2009;6(02):
162–171. Doi: 10.1177/1740774509102605

3 de Tayrac R, Gervaise A, Chauveaud-Lambling A, Fernandez H.
Combined genital prolapse repair reinforced with a polypropylene
mesh and tension-freevaginal tape inwomenwith genital prolapse
and stress urinary incontinence: a retrospective case-control study
with short-term follow-up. Acta Obstet Gynecol Scand 2004;83
(10):950–954. Doi:10.1111/j.0001-6349.2004.00499.x

4 Schierlitz L, Dwyer PL, Rosamilia A, et al. Pelvic organ prolapse
surgery with and without tension-free vaginal tape in women
with occult or asymptomatic urodynamic stress incontinence: a
randomised controlled trial. Int Urogynecol J Pelvic Floor Dys-
funct 2014;25(01):33–40. Doi:10.1007/s00192-013-2150-7

5 Goldman HB. SUI surgery at the time of vaginal POP repair: is a
surgical algorithmpossible or desirable? Neurourol Urodyn 2011;
30(05):758–761. Doi: 10.1002/nau.21107

6 Costantini E, Zucchi A, Giannantoni A, Mearini L, Bini V, PorenaM.
Must colposuspension be associated with sacropexy to prevent
postoperative urinary incontinence? Eur Urol 2007;51(03):
788–794. Doi: 10.1016/j.eururo.2006.08.034

7 Guarisi T, Pinto Neto AM, Osis MJ, Pedro AO, Paiva LH, Faúndes A.
[Urinary incontinence among climateric Brazilianwomen: house-
hold survey]. Rev Saude Publica 2001;35(05):428–435. Doi:
10.1590/S0034-89102001000500004

8 JadadAR,Moore RA, Carroll D, et al. Assessing the quality of reports
of randomized clinical trials: is blinding necessary? Control Clin
Trials 1996;17(01):1–12. 10.1016/0197-2456(95)00134-4

9 Howick J, Phillips B, Ball C, et al. Oxford Centre for Evidence-based
Medicine— Levels of Evidence. 2009http://www.cebm.net/index.
aspx?o¼1025. Accessed February 25, 2016

10 Higgins JP, Thompson SG, Deeks JJ, Altman DG. Measuring incon-
sistency in meta-analyses. BMJ 2003;327(7414):557–560.
Doi:10.1136/bmj.327.7414.557

11 Wei JT,Nygaard I,RichterHE,et al; Pelvic FloorDisordersNetwork.A
midurethral sling to reduce incontinence after vaginal prolapse
repair. N Engl J Med 2012;366(25):2358–2367. Doi:10.1056/NEJ
Moa1111967

12 Khelaia V, Khelaia V. S27 Anti-incontinence procedures inwomen
with severe urogenital prolapse. Eur Urol Suppl 2010;9(06):565.
Doi:10.1016/S1569-9056(10)61314-0

13 Schierlitz L, Dwyer P, Rosamilia A, et al. A prospective randomised
controlled study comparing vaginal prolapse repair with and
without tension free vaginal tape (TVT) in women with severe
pelvic organ prolapse and occult stress incontinence. Neurourol
Urodyn 2007;26:743–744. Doi:10.1002/nau.20498

14 Fuentes AE. A prospective randomised controlled trial comparing
vaginal prolapse repair with andwithout tension free vaginal tape
transobturator tape (TVTO) in women with severe genital pro-
lapse and occult stress incontinence: long term follow up. Int
Urogynecol J Pelvic Floor Dysfunct 2011;22:S60–S61

15 Busacchi P, PaganottoMC. Use of a preventive sling surgery for the
simultaneous correction of latent stress urinary incontinence
during the cystocele repair: 2 years follow-up. Int J Gynaecol
Obstet 2009;119:S449. Doi: 10.1016/S0020-7292(12)60964-3

Rev Bras Ginecol Obstet Vol. 41 No. 2/2019

Occult Urinary Incontinence Treatment Matsuoka et al.122



16 Brubaker L, Cundiff G, Fine P, et al; Pelvic Floor Disorders Network.
A randomized trial of colpopexy and urinary reduction efforts
(CARE): design and methods. Control Clin Trials 2003;24(05):
629–642. Doi: 10.1016/S0197-2456(03)00073-4

17 Brubaker L, Cundiff GW, Fine P, et al; Pelvic Floor Disorders
Network. Abdominal sacrocolpopexy with Burch colposuspen-
sion to reduce urinary stress incontinence. N Engl JMed 2006;354
(15):1557–1566. Doi: 10.1056/NEJMoa054208

18 Brubaker L, Nygaard I, Richter HE, et al. Two-year outcomes after
sacrocolpopexy with andwithout burch to prevent stress urinary
incontinence. Obstet Gynecol 2008;112(01):49–55. Doi:10.1097/
AOG.0b013e3181778d2a

19 Colombo M, Maggioni A, Zanetta G, Vignali M, Milani R. Preven-
tion of postoperative urinary stress incontinence after surgery for
genitourinary prolapse. Obstet Gynecol 1996;87(02):266–271.
Doi:10.1016/0029-7844(95)00378-9

20 van der Ploeg JM, Oude Rengerink K, van der Steen A, van Leeuwen
JH, van der Vaart CH, Roovers JP; Dutch Urogynaecology Consor-
tium. Vaginal prolapse repair with orwithout amidurethral sling in
women with genital prolapse and occult stress urinary inconti-
nence: a randomized trial. Int Urogynecol J Pelvic Floor Dysfunct
2016;27(07):1029–1038. Doi: 10.1007/s00192-015-2924-1

21 Matsuoka PK, Pacetta AM, Baracat EC, Haddad JM. Should prophy-
lactic anti-incontinence procedures be performed at the time of
prolapse repair? Systematic review. Int Urogynecol J Pelvic Floor
Dysfunct 2015;26(02):187–193. Doi: 10.1007/s00192-014-2537-0

22 Guyatt GH, Sinclair J, Cook DJ, Glasziou P; Evidence-Based Med-
icine Working Group and the Cochrane Applicability Methods
Working Group. Users’ guides to the medical literature: XVI. How
to use a treatment recommendation. JAMA 1999;281(19):1836-
–1843. Doi:10.1001/jama.281.19.1836

23 Bedretdinova D, Fritel X, Panjo H, Ringa V. Prevalence of female
urinary incontinence in the general population according to
different definitions and study designs. Eur Urol 2016;69(02):
256–264. Doi:10.1016/j.eururo.2015.07.043

24 Sistema Único de Saúde (SUS): Estrutura, Princípios e Como
Funciona. http://portalms.saude.gov.br/sistema-unico-de-saude.
Accessed January 01, 2017

25 Maher C, Feiner B, Baessler K, Schmid C. Surgical management of
pelvic organ prolapse in women. Cochrane Database Syst Rev
2013;(04):CD004014. Doi:10.1002/14651858.CD004014.pub5

26 van der Ploeg JM, van der SteenA, Oude Rengerink K, van der Vaart
CH, Roovers JP. Prolapse surgery with or without stress incon-
tinence surgery for pelvic organ prolapse: a systematic review
and meta-analysis of randomised trials. BJOG 2014;121(05):
537–547. Doi: 10.1111/1471-0528.12509

27 Schraffordt Koops SE, Bisseling TM, Heintz AP, Vervest HA. Prospec-
tive analysis of complications of tension-free vaginal tape from The
Netherlands Tension-free Vaginal Tape study. Am J Obstet Gynecol
2005;193(01):45–52. Doi: 10.1016/j.ajog.2004.11.004

28 Lleberia J, Pubill J, Mestre M, Aguiló O, Serra L, Canet Y. De novo
urgency: a review of the literature. Gynecol Obstet 2013;3:4. Doi:
10.4172/2161-0932.1000166

29 Elkadry EA, Kenton KS, FitzGeraldMP, Shott S, Brubaker L. Patient-
selected goals: a new perspective on surgical outcome. Am J
Obstet Gynecol 2003;189(06):1551–1557, discussion 1557–
1558. Doi:10.1016/S0002-9378(03)00932-3

30 Mahajan ST, Elkadry EA, Kenton KS, Shott S, Brubaker L. Patient-
centered surgical outcomes: the impact of goal achievement and
urge incontinence on patient satisfaction one year after surgery.
Am J Obstet Gynecol 2006;194(03):722–728. Doi:10.1016/j.
ajog.2005.08.043

Rev Bras Ginecol Obstet Vol. 41 No. 2/2019

Occult Urinary Incontinence Treatment Matsuoka et al. 123


