Hypothesis / aims of study
lc S Eemale Urethral tissue loss usualy result from
( traumatic or iatrogenic injuries. Surgical treatment
M A A ST R | C H T options include primary closure, vaginal wall or
bladder flap urethroplasty, and buccal mucosal
grafting.

Vaginal flaps with well-vascularized grafts have

demonstrated high success rates [1]. The use of
synthetic materials should be avoided in complex

)
Re sto rI n Fe m a le urethral reconstruction [2]. When postoperative
stress incontinence persists, options such as

autologous slings [2], biological grafts (Pelvicol®) [3],

C t' Aft or a Burch colposuspension may be considered.
O n I n e n c e e r We describe a modified minimally invasive reconstructive surgical

technique for the management of stress urinary incontinencein a Results

68-year-old woman presenting with complete loss of the ventral . v .
68-year-old woman resentlrl with c'or‘n‘ lete loss of the verfcral A satisfactorv urethral caliber and
urethral plate, secondary to iatrogenic injury after explantation of an

extruded TVT sling. length were obtained (Fig.4). 3
Urinary continence was achieved :" :

° o :
Plate LOSS = Study design, materials and methods and maintained, with no need for

. additional procedures during more -
Ventral urethral reconstruction was performed through a .
. . : . than five years of follow-up.
A M od ified M i n i ma ll U-shaped incision along the labia minora surrounding the
y urethral defect F'_ ). R R ] Interpretation of results
o In selected patients, urethral

I nva S ive Ap p roa c h : . i 7 ‘\f | " | " | ' reconstruction alone may restore

continence without additional surgery.
Concluding message
When feasible, urethral reconstruction using

adjacent vaginal flaps represents an effective and
durable option. Delaying any further intervention
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A well-vascularized vaginal flap was mobilized and
advanced to the midline over a urethral catheter, thereb

restoring the urethral plate (Fig. 2). The vaginal mucosa was Reoene.
. H H H H H H H 1-Fai I, K ki C, Tunuguntla H. F le Urethral R truction. J Urol. 2016.
WWW.|cs.org/2026/abstract/28247 ClOSGd In the mldlme WIthOUt tension re'eStab“Shm 2-Maalft?:s FE?%?;:;J% R:lr.‘l;(el::rc‘)nztrug;?jr:trarfnarslul::(r).r;-\sc;:(illr(:)rl]égic:.)2008;25(1):29—37.

8 3-Cadilhe JP. Clinical Challenge — Case Study No. 28. European Urology Today, May 2012.
normal anatomy (Fig. 3a and 3b). ¢ Y P gy Today, May



	Diapositivo 1

