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ABSTRACT         _______________________________________________________________________________________

Introduction and objective: Urethral trauma after colorectal surgery is rare, and therefore, there is a paucity of literature 
on their management in the current era. Additionally, there is a lack of cases describing robotic posterior urethral repair 
without a simultaneous perineal dissection or history of prostate cancer treatment.
Materials and methods: Description of a robotic transabdominal posterior urethroplasty in a 39-year-old male with 
complete urethral transection after laparoscopic abdominal perineal resection (APR).
Results: The patient sustained complete urethral disruption while undergoing an APR. Imaging was consistent with 
urologic trauma limited to a urethral transection proximal to the membranous urethra. Three days after the APR, the 
patient was taken to the OR for repair. Prior port sites were utilized for our robotic port placement, the retropubic space 
was developed and dorsal venous complex divided similarly to a prostatectomy. After identifying the urethra with the aid 
of a cystoscope, the prostatic urethra was anastomosed to the membranous using a 3-0 barbed monofilament. At post-
operative week four, a voiding cystourethrogram showed a small leak, therefore the urethral catheter was left for a total 
of six weeks. At last follow-up, the patient was voiding per urethra without fistula, incontinence, or stricture.
Conclusions: Early robotic repair of an iatrogenic posterior urethral disruption is feasible with successful short-term 
outcomes. This is a select and rare complication of colorectal surgery and therefore, long-term stricture free rates are yet 
to be determined.
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Female sling: handmade adjustable threads
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ABSTRACT
 

Introduction: The optimal fit of a sling mesh for the treatment of stress urinary incontinence (SUI) in patients with 
associated pelvic organ prolapse (POP), or other predictors of sling failure, such as fixed urethra and previous incontinence 
surgery, can be challenging. The ideal point of tension may not be accurate, when the tape is too loose, incontinence 
persists. On the other hand, when the tape is too tight, urinary obstruction is produced. For these patients, adjustable 
slings are desirable.
Objective: The purpose of this article and accompanying video is to show that synthetic middle urethral slings can be 
adjustable if necessary.
Materials and Methods: In our report and accompanying video, we demonstrate and explain the technique to make 
handmade adjustable sling threads. The selected tape was an Obtryx Halo™, but the technique can be employed to any 
synthetic middle urethral sling, retropubic or transobturator. We also show the adjustments at the post-operative days. 
That patient underwent colpocleisis and transobturator sling. On first postoperative day, before removal of the catheter, 
bladder is filled with 200 to 300mL of saline solution. After catheter removal, cough stress test is performed and if leakage 
occurs, the sling is tightened (Figure-1). Complete emptying must be certified by post-voiding catheterization, especially 
if tightening has been performed. In case of over tensioning, the suture for loosening may be used (Figure-2). The patient 
is discharged from the hospital after optimal adjustment of the sling tension has been obtained. Early outpatient returns 
are scheduled for stress and voiding testing, and so, new adjustments if necessary. Adjustment sutures are removed 3 to 
7 days after the last adjustment. Sling adjustment is painful, local anesthesia may be applied to the sling path through 
the skin. The patient is maintained on antibiotic prophylaxis with cephalosporin until the adjustable sutures are removed.
Results: The patient was maintained catheterized for 24 hours and discharged at first post-operative day, when we did 
the first tightening adjustment. Another adjustment was necessary at outpatient follow-up on sixth post-operative 
day. She was dry on tenth post-operative day, without urinary residual and with normal uroflowmetry parameters; so, 
we cut out the threads. The patient had no recurrence of genital prolapse and no leakage, she was fully satisfied one 
year after surgery.
Conclusions: Synthetic middle urethral slings can become adjustable for the first 7 to 10 post-operative days. Late 
displacement of the sling can be too painful and is not recommended. The adjustment will benefit a restrict number 
of patients with poor prognosis factors (urethral hypomobility, advanced stage POP, previous SUI surgery, detrusor 
underactivity), when the successful sling tensioning range is narrow (Figure-3). It can prevent immediate failure for this 
group of patients. This procedure represents a safe, effective, and low-cost technique for SUI treatment, and does not 
increase the risk of infection nor erosion or other negative effect.
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Figure 1 - Blue arrow: retropubic (left) and transobturator (middle) threads for tightening, red arrow: thread for loosening.

Figure 2 - Central thread for loosening. Positioned 1-2cm laterally to the urethral midline, so the mesh does not come out 
through the vaginal suture if loosening is necessary.
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Figure 3 - Diagram showing different patient presentations, at the bottom we have patients with good urethral mobility, 
mild sphincter dysfunction and good detrusor function; therefore, a wide range of successful sling tensioning. As you go up 
towards the patients tending to severe sphincter dysfunction, detrusor underactivity and fixed urethra, the successful range 
gets progressively narrower, so in this occasion the adjustable sling is desirable.
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