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Stress urinary incontinence in women — clinical case and
narrative review
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Cyryl Rabcewicz, ORCID: 0009-0004-3452-9540"

1 Specialist Voivodeship Hospital of Saint Barbara No. 5 in Sosnowiec — Trauma Center Plac Medykéw 1, 41-214 Sosnowiec, PL

Cel:

Metody:

Wyniki:

Whnioski:

Stowa kluczowe:

Streszczenie

Przedstawienie w jednym opracowaniu zwieztego przegladu narracyjnego literatury dotyczacego wysitkowego
nietrzymania moczu (SUI) u kobiet oraz ilustracyjnego opisu przypadku klinicznego, ukazujgcego typowy przebieg
diagnostyczno-terapeutyczny.

Przeprowadzono przeglad narracyjny publikacji z baz PubMed, Scopus, Web of Science i Cochrane Library (2015—
2024) z uzyciem stéw kluczowych zwigzanych z SUI, zaburzeniami dna miednicy, taSmami podcewkowymi i trenin-
giem miesni dna miednicy. Do analizy wtgczono m.in. badania kliniczne, przeglady systematyczne, metaanalizy
i wytyczne. Osobno opisano anonimizowany przypadek pacjentki leczonej w osrodku autoréow.

W pismiennictwie SUI dotyczy ok. 15-35% kobiet; czynnikami ryzyka s m.in. poréd drogami natury, wiek, meno-
pauza, otytos¢ i urazy dna miednicy. W leczeniu zachowawczym kluczowy jest nadzorowany trening miesni dna
miednicy (PFMT); w postaciach umiarkowanych i ciezkich SUI czesto stosuje sie podcewkowe tasmy srodcewkowe
ze skutecznoscig dtugoterminowg przekraczajgca 85%. W opisywanym przypadku 52-letniej pacjentki uzyskano
czesciowg odpowiedz na PFMT; wykonano retropubiczne umieszczenie tasmy TVT z korzystnym wynikiem po 12
miesigcach (wyrazna poprawa wyniku ICIQ-SF).

SUl jest powszechne i podatne na leczenie, lecz wymaga indywidualizacji. Potaczenie przegladu dowoddéw z opi-
sem przypadku podkresla znaczenie postepowania stopniowego: od terapii zachowawczej do zabiegu, jesli wska-
zania i preferencje pacjentki na to pozwalaja.
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Abstract

To present, in a single manuscript, a concise narrative review of stress urinary incontinence (SUI) in women and
an illustrative clinical case demonstrating a typical diagnostic and therapeutic pathway.

A narrative literature review was conducted using PubMed, Scopus, Web of Science, and the Cochrane Library
(2015-2024), with keywords related to SUI, pelvic floor disorders, midurethral slings, and pelvic floor muscle
training. Clinical trials, systematic reviews, meta-analyses, and guidelines were included as relevant. Separately,
we describe an anonymized patient case managed at the authors’ institution.

In the literature, SUI affects approximately 15-35% of women; risk factors include vaginal childbirth, age,
menopause, obesity, and pelvic floor injury. Conservative care relies largely on supervised pelvic floor mus-
cle training (PFMT); for moderate-to-severe SUI, midurethral sling procedures often achieve long-term success
exceeding 85%. In our case, a 52-year-old woman had a partial response to PFMT; a retropubic midurethral sling
(TVT) was performed with a favourable 12-month outcome (e.g. marked improvement in ICIQ-SF score).

SUlis common and treatable but requires individualized management. Combining evidence synthesis with a case
vignette highlights the value of stepwise care—from conservative therapy to surgery when indicated and aligned
with patient preference.

stress urinary incontinence; pelvic floor; midurethral sling; pelvic floor muscle training; case report
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Introduction

Stress urinary incontinence (SUI) is defined as the involunta-
ry loss of urine during activities that increase intra-abdomi-
nal pressure, such as coughing, sneezing, laughing, or physical
exertion [1]. It is one of the most common forms of urinary in-
continence in women and significantly impairs quality of life,
contributing to social embarrassment, reduced physical activi-
ty, and psychological distress [2].

The prevalence of SUI is estimated at 15—-35% worldwide,
with higher rates among older, parous, and postmenopausal
women [3, 4]. Major risk factors include vaginal childbirth, pe-
Ivic floor trauma, obesity, aging, hypoestrogenism, and previo-
us pelvic surgery. Despite this burden, SUI often remains under-
reported because of stigma and misconceptions about aging.

This article has two aims: (1) to summarize current eviden-
ce on pathophysiology, diagnosis, and treatment of SUI in wo-
men, based on a narrative review of recent literature; and (2)
to illustrate how these principles apply in practice through a re-
presentative clinical case managed with conservative therapy
followed by midurethral sling surgery.

Methods

Databases including PubMed, Scopus, Web of Science, and the
Cochrane Library were searched for peer-reviewed English-lan-
guage articles published between January 2015 and March
2024. Inclusion criteria focused on SUI in adult women, en-
compassing clinical trials, systematic reviews, meta-analyses,
guidelines, and selected observational studies. Keywords inc-
luded: ,stress urinary incontinence,” ,female urinary inconti-
nence,” ,pelvic floor muscle training,” ,,midurethral sling,” ,,pe-
Ivic floor dysfunction,” and related terms. From a broad initial
yield, publications were screened for relevance, methodologi-
cal quality, and clinical applicability; key references were also
traced from bibliographies of seminal papers. (The review is
narrative, not systematic; no PROSPERO registration.) The ca-
se component follows routine documentation and anonymiza-
tion practices consistent with common case-report reporting
expectations (e.g. CARE guidance), without additional research
procedures.

Case Report

The clinical narrative is based on a real care pathway; iden-
tifiers were removed in accordance with institutional privacy
standards and policies for publishing clinical material. No pro-
cedure beyond standard clinical care was performed for rese-
arch purposes.

Presentation and referral. A 52-year-old multiparous woman
(G3P3) with a BMI of 31 kg/m? was referred to a urogynecolo-
gy clinic for a 3-year history of progressively bothersome urine
loss triggered by increases in intra-abdominal pressure (e.g. co-
ughing, sneezing, moderate exertion). By history, the symptom

pattern was consistent with a stress-predominant complaint,
without reported urgency-driven incontinence or a mixed pre-
sentation that would mandate alternative first-line triage.

Obstetric background, comorbid context, and risk factors.
Obstetric history included three vaginal births, one forceps-
-assisted—an event classically linked to neuromuscular and
connective-tissue injury to pelvic support. Natural menopau-
se occurred at age 49. There was no diabetes mellitus, docu-
mented neurogenic lower urinary tract dysfunction, prior con-
tinence or prolapse surgery, or pelvic irradiation. Intermittent
topical vaginal estrogen had been used for complaints compati-
ble with the genitourinary syndrome of menopause, which may
improve mucosal health but does not cure genuine stress in-
continence as sole therapy.

Symptom burden and functional impact. The patient repor-
ted using 3-4 pads per day and described meaningful lifestyle
limitation, including avoidance of exercise and social participa-
tion. These elements help quantify severity and patient-cente-
red endpoints beyond pad counts alone.

Structured baseline assessment. A 3-day bladder diary sho-
wed a mean of seven daytime voids and one nocturnal void
per night, with leakage temporally linked to stress rather than
urgency. On examination, pelvic floor muscle strength was 2/5
on the modified Oxford scale, indicating clinically relevant we-
akness and suitability for supervised training. A cough stress
test was positive at an estimated bladder volume near 300 mL.
Pelvic examination documented minimal pelvic organ prolap-
se (POP-Q stage I). Urethral hypermobility was supported by
a Q-tip test with approximately 35° angulation during Valsalva.
Post-void residual volume on ultrasound was 30 mL, not sugge-
stive of significant incomplete emptying as a confounder.

Imaging and urodynamics: phenotyping SUI. Transperineal
ultrasound demonstrated bladder neck descent greater than
15 mm during straining, consistent with increased mobility of
the bladder neck—urethra unit under stress. Multichannel uro-
dynamics confirmed urodynamic stress urinary incontinence,
with leakage during abdominal pressure rises without detrusor
overactivity, supporting a primary SUl mechanism rather than
mixed etiology as the main driver. Maximum urethral closure
pressure (MUCP) was 34 cm H,0 and Valsalva leak point pres-
sure (VLPP) was 92 cm H,0. Together with hypermobility fin-
dings, these values are most consistent with stress incontinen-
ce dominated by urethral hypermobility, while acknowledging
that numeric thresholds for “intrinsic sphincter deficiency” va-
ry across definitions and should be used as adjuncts to—not
replacements for—integrated clinical judgment. Bladder com-
pliance and cystometric capacity were normal. A standardized
1-hour pad test quantified urine loss at 18 g before treatment,
providing an objective severity anchor.

First-line therapy and measurable response. Initial manage-
ment was supervised pelvic floor muscle training (PFMT) over
16 weeks, including biofeedback-guided sessions—consistent
with evidence favoring supervised programmes over unsupe-
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rvised home exercise for symptomatic gain. The patient achie-
ved a partial response: the ICIQ-SF score decreased from 17 to
12, indicating measurable but incomplete improvement relati-
ve to her priorities.

Surgical escalation after shared decision-making. After co-
unseling that incorporated symptom burden, prior treatment
response, and individual preferences—and consistent with
common care pathways for persistent moderate-to-severe SUI
after inadequate conservative response—the patient under-
went retropubic midurethral sling placement (tension-free va-
ginal tape, TVT) under regional anesthesia. The procedure was
uncomplicated; intraoperative cystoscopy confirmed appro-
priate tape placement without identifiable lower urinary tract
injury.

Postoperative course and 12-month outcomes. Recovery
was uneventful. At 12 months, she reported subjective com-
plete continence with marked improvement in condition-spe-
cific quality of life. Objective findings included a negative cough
stress test, minimal post-void residual, repeat 1-hour pad test
urine loss of 2 g, and ICIQ-SF score of 2. No perioperative com-
plications or mesh-related complications were recorded during
this follow-up interval. The trajectory illustrates a standard ste-
pwise pathway: structured conservative therapy followed by an
established surgical option when symptoms remain botherso-
me and the patient chooses invasive treatment after informed
consent. Longer follow-up remains valuable to monitor rare de-
layed complications after synthetic midurethral slings, as em-
phasized in long-term surgical cohort studies and regulatory
communications.

Opis przypadku

Prezentowany przebieg opiera sie na rzeczywistej $ciezce lecze-
nia; dane zostaty zanonimizowane zgodnie z zasadami ochro-
ny danych i publikacji przypadkéw klinicznych obowigzujgcymi
w osrodku. Nie wykonywano interwencji wykraczajgcych poza
standardowg opieke w celach badawczych.

Skierowanie i prezentacja. 52-letnia pacjentka wielorodzaca
(G3P3), z masg ciata (BMI) 31 kg/m?, zostata skierowana do po-
radni uroginekologicznej z powodu 3-letniej historii narastaja-
cego, ucigzliwego nietrzymania moczu w warunkach wzrostu
cisnienia w jamie brzusznej (np. kaszel, kichanie, umiarkowany
wysitek). W wywiadzie obraz kliniczny odpowiadat predomina-
cji objawow wysitkowych, bez zgtaszanego nietrzymania nagla-
cego ani mieszanego wariantu wymagajgcego od razu prioryte-
towej kwalifikacji urodynamicznej z innego powodu.

Kontekst potozniczy, ogdlny i czynniki ryzyka. W wywiadzie
potozniczym: trzy porody drogami natury, w tym jeden z za-
stosowaniem kleszczy — czynnik tradycyjnie wigzany z urazem
wsparcia dna miednicy. Menopauza naturalna w 49. rz. Brak
cukrzycy, udokumentowanej neurogennej dysfunkcji dolnych
drég moczowych, wczesniejszych operacji nietrzymania moczu

lub wypadania narzgdéw miednicy oraz napromieniania mied-
nicy. Stosowano przerywanie miejscowe estrogeny dopochwo-
we w objawach zgodnych z zespotem urogenitalnym menopau-
zy — co moze poprawiac trofike bton sluzowych, lecz nie leczy
samoistnie wysitkowego nietrzymania moczu jako jedyna inter-
wencja.

Ciezar objawow i skutki funkcjonalne. Pacjentka zgtaszata
uzycie 3—4 podktaddéw chtonnych na dobe oraz istotne ograni-
czenia codzienne, w tym unikanie aktywnosci fizycznej i udziatu
w zyciu spotecznym. Te elementy s3 istotne, poniewaz precyzu-
ja nasilenie oraz preferencje pacjentki wykraczajgce poza sam
licznik podktaddw.

Ocena wyjsciowa (ustrukturyzowana). Dzienniczek mikcji (3
dni) wykazat Srednio siedem mikcji dziennych i jedng nocna na
dobe, z nietrzymaniem powigzanym w czasie ze stresem, a nie
z nagtym parciem na ptaszcz. W badaniu: sita miesni dna mied-
nicy 2/5 w zmodyfikowanej skali Oxford — co wskazuje na kli-
nicznie istotne ostabienie i podlega nadzorowanemu treningo-
wi. Test kaszlowy dodatni przy szacunkowej objetosci pecherza
ok. 300 ml. W badaniu ginekologicznym stwierdzono minimal-
ne wypadanie narzgdéw miednicy (POP-Q, stopien I). Hipermo-
bilnos¢ cewki moczowej potwierdzono testem patyczka (Q-tip)
z katem ok. 35° podczas prdby Valsalsy. Pozostatos¢ po mikcji
(PMR) w USG: 30 ml, bez cech istotnego niepetnego oproéznie-
nia jako czynnika zacierajacego obraz.

Obrazowanie i urodynamika — fenotypowanie SUI. Ultra-
sonografia przezodbytnicza wykazata zejscie szyi pecherza >15
mm przy parciu, zgodne ze zwiekszong ruchomoscia jednostki
szyja pecherza—cewka podczas wysitku. Badanie urodynamicz-
ne wielokanatowe potwierdzito urodynamiczne wysitkowe nie-
trzymanie moczu z ciekaniem przy wzroscie cisnienia w jamie
brzusznej bez nadreaktywnosci detrusora, co wspiera pierwot-
na diagnoze SUl zamiast mieszanego mechanizmu jako gtéwne-
go zrédta dolegliwosci. Maksymalne cisnienie zamkniecia cewki
(MUCP): 34 cm H,0, cisnienie przecieku przy Valsalsie (VLPP):
92 cm H,0. tacznie z obrazem hipermobilnosci wartosci te sg
najbardziej zgodne z mechanizmem SUI z dominujgcg hipermo-
bilnoscig cewki, przy czym progi liczbowe ,niedoboru zwiera-
cza wewnetrznego” sg zmienne w literaturze i traktuje sie je
pomocniczo — w kontekscie catosciowego osadu klinicznego.
Zgodnos¢ pecherza i pojemnos$é cystometryczna miescity sie
w normie. Standaryzowany test podktadowy 1 h wykazat stra-
te 18 g przed leczeniem — jako obiektywny punkt odniesienia
nasilenia.

Leczenie zachowawcze i mierzalna odpowiedz. W pierwszej
linii zastosowano nadzorowany trening miesni dna miednicy
(PFMT) przez 16 tygodni, z sesjami z biofeedbackiem — zgod-
nie z danymi wskazujgcymi na wyzszg skuteczno$é programoéw
nadzorowanych wobec wytgcznie ¢wiczern domowych. Uzyska-
no czesciowq poprawe: wynik ICIQ-SF spadtz 17 do 12, co ozna-
cza mierzalng, lecz niewystarczajacy poprawe wzgledem ocze-
kiwan pacjentki.

Eskalacja leczenia po wspdlnej decyzji. Po konsultacji
uwzgledniajacej ciezar objawdw, wczesniejszg odpowiedz na
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leczenie zachowawcze oraz preferencje indywidualne — i zgod-
nie z typowymi $ciezkami postepowania przy utrzymujgcym sie
umiarkowanym do ciezkiego SUI po niewystarczajacej tera-
pii nieinwazyjnej — wykonano zatozenie podcewkowej tasmy
srédcewkowej drogg nadspecherzowg (TVT, tension-free va-
ginal tape) w znieczuleniu regionalnym. Zabieg przebiegt bez
powiktfan; cystoskopia w trakcie potwierdzita prawidtowe uto-
zenie tasmy bez rozpoznawalnego uszkodzenia dolnych drég
moczowych.

Okres pooperacyjny i wyniki w 12. miesigcu. Rekonwale-
scencja przebiegta prawidtowo. W 12 miesiecy pacjentka zgta-
szafa subiektywnie petng kontynencje i wyrazng poprawe ja-
kosci zycia zwigzang z schorzeniem. Obiektywnie: ujemny test
kaszlowy, minimalna PMR, w powtdérnym tescie podktadowym
1 h strata 2 g, ICIQ-SF = 2. Nie odnotowano powiktarh okre-
su okotooperacyjnego ani powiktan zwigzanych z siatkg w tym
horyzoncie obserwacji. Przebieg ilustruje typowg sekwencje
krok po kroku: ustrukturyzowane leczenie zachowawcze, na-
stepnie ugruntowana opcja chirurgiczna przy trwajgcym obcia-
zeniu objawami i Swiadomej zgodzie pacjentki. Dtuzsza obser-
wacja pozostaje uzasadniona ze wzgledu na mozliwos$é opdi-
nionych powiktan po syntetycznych tasmach srédcewkowych,
zgodnie z dtugoterminowymi kohortami chirurgicznymi i komu-
nikatami rejestrowymi.

Discussion

Epidemiology and risk factors

SUlis more prevalent in women than in men owing to anatomy
and hormonal factors. Important risk factors include parity—
especially vaginal delivery [3]—age and menopause (collagen
changes, estrogen decline; [4]), obesity (increased intra-abdo-
minal pressure; [5]), and pelvic surgery or trauma.

Tabela 1: Comparative overview of treatment options for stress urinary incontinence

Pathophysiology

Typical mechanisms include urethral hypermobility due to de-
ficient pelvic support and intrinsic sphincter deficiency with in-
adequate urethral closure [1]. Injury to the levator ani, pubo-
urethral ligaments, and connective tissue may reduce urethral
closure pressure during abdominal stress [6].

Diagnosis

Diagnosis is primarily clinical: history, validated questionnaires
(e.g. ICIQ-SF), bladder diary, pad test, and cough stress test.
Urodynamics may be reserved for complex cases, recurrent
symptoms after surgery, or suspected mixed incontinence [7].

Treatment

Pelvic floor muscle training remains first-line for mild-to-mode-
rate SUI; supervised programmes improve outcomes in a sub-
stantial proportion of women [8]. Adjuncts include lifestyle
modification (weight loss), bladder training, and local vaginal
estrogen when appropriate in postmenopausal women. For
moderate-to-severe SUI or after insufficient response to con-
servative care, midurethral sling procedures (retropubic TVT,
transobturator TOT) are established options with high long-
-term success and acceptable complication rates in selected
patients [9]. Bulking agents may suit selected cases (e.g. intrin-
sic sphincter deficiency) but often have lower durability than
slings. Emerging modalities (e.g. laser, radiofrequency) require
further evidence [10].

Link to the presented case

The case exemplifies stepwise care: documented SUI witho-
ut detrusor overactivity, initial PFMT with partial benefit,
then individualized escalation to TVT after informed consent—
consistent with guideline principles and the published efficacy
of midurethral slings. Risk factors in this patient (multiparity,
obesity, postmenopausal status) mirror those emphasized in
population studies.

Method Indication Effectiveness Advantages Limitations

PFMT Mild—-moderate SUI 56-75% Non-invasive Requires compliance
Lifestyle modification  Adjunctive Variable Improves overall health Limited alone
Vaginal estrogen Postmenopausal Symptom relief  Local therapy Not curative

TVT/TOT >85% Gold standard

40-60%

Moderate—severe SUI Surgical risks

Bulking agents ISD Minimally invasive Lower durability

*Efficacy ranges vary by study population and definitions of success; see primary sources and guidelines.
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Patient-centred care

Many women remain untreated because of fear, misinforma-
tion, or cultural barriers (Coyne et al., 2009). Shared deci-
sion-making—balancing severity, comorbidities, reproductive
plans, and personal preferences—is central to modern urogy-
necological practice, as reflected in the case pathway above.

Conclusion

Stress urinary incontinence is a prevalent, treatable condition
with a major impact on quality of life. Accurate clinical asses-
sment, conservative therapy as first-line treatment, and timely
surgical options when appropriate remain the cornerstones of
management. Combining a narrative evidence summary with
a clinical vignette underscores the practical translation of gu-
ideline-based, individualized care from presentation to long-
-term follow-up.

Further long-term comparative studies and rigorous evalu-
ation of newer, less invasive modalities will help refine treat-
ment algorithms for diverse patient groups.
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tor, przygotowujacy dane, koncepcja pracy, zebranie dokumentacji medycznej, zebranie materiatu, korekta artykutu,

poprawianie artykutu
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