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Abstract
Urinary incontinence is a health problem for women and the

elderly, both physically and psychologically. To cure it, mid-ure-
thral sling surgery is used. Moreover, the transobturator tape
(TOT) appears to reduce the incidence of bladder injuries. This

case series aims to assess the safety and efficacy of TOT at Dr.
Cipto Mangunkusumo Hospital, Jakarta, Indonesia. We present
eleven female patients diagnosed with stress urinary incontinence
(SUI) and complaints of involuntary leakage during sneezing,
coughing, or laughing. All patients underwent a TOT operation,
which included a coughing test, pad test, residual volume, and uri-
nalysis to rule out the infection. Out of the eleven patients, eight
showed the reported urinary leakage at the first follow-up, and
three did not attend the follow-up. The pad test post-operative
results from five patients were obtained: four patients revealed 0 g
in their pad test, while one showed 3 g. No patient experienced
sling erosion during control or follow-up management. The low
erosion rate was due to the usage of type 1 polypropylene mashes
(macropore, monofilament), and the procedure was done with the
correct technique. The sling TOT procedure seems effective and
has the potential to become the new gold standard in the manage-
ment of true SUI with low morbidity.

Introduction
Stress urinary incontinence (SUI) is the involuntary leakage of

urine during physical exertion or activities (i.e., sneezing, laugh-
ing, or coughing) without detrusor pressure.1,2 This condition has a
significant adverse impact on the quality of life for the affected
individuals.3 The prevalence of urinary incontinence in women is
reported to be 15.1%, with stress-type incontinence affecting
24.9% of these women.1

Midurethral sling surgery is currently the standard first-line
management for SUI.4 The modification using transobturator tape
(TOT) reduces the incidence of bladder and other organ injuries
when done in an ‘outside-in’ approach.5 In 2003, de Leval et al.
used an ‘inside-out’ approach, namely transvaginal tape-obturator
(TVT-O).6 TOT was thought to have high cure rates with low mor-
bidity.7,8 In this case series, we present an assessment of the safety
and efficacy of the transobturator procedure as the treatment of
SUI in our hospital.6

Case Series
This study comprises a single-center case series involving

eleven female patients with SUI who willingly participated in the
program at Dr. Cipto Mangunkusumo GeneralHospital (RSCM),
Jakarta, Indonesia. The diagnosis was established based on report-
ed complaints, such as the involuntary loss of urine during sneez-
ing, coughing, or laughing, without the presence of overactive
bladder symptoms. Common symptoms of SUI, such as the invol-
untary leakage of urine during physical activities, were considered
in the evaluation of the patients. Objective investigations included
the coughing test, pad test, assessment of residual volume, and uri-
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nalysis to rule out infection. All patients underwent the TOT pro-
cedure (Figure 1), performed by urogynecology doctors and
RSCM on-duty trainees. The average duration of the surgical pro-
cedure was 30 minutes. No postoperative voiding problems were
found in our study.

Discussion
In our study, we observed no major complications, aligning

with prior research indicating the absence of intraoperative com-
plications such as bowel or large vessel injuries during the proce-
dure.9 This finding is consistent with the recommendation from
other studies that advocate for a more horizontal approach in per-
forming TOT procedure as opposed to the U-shape retropubic
sling. This modification aims to minimize contact with the urethra,
thereby reducing the risk of complications.10,11 However, it is worth
noting that adopting a more horizontal TOT axis might result in a
slightly lower cure rate for SUI, although these studies did not
specifically address the potential for complications.

During the first follow-up at RSCM, we found that eight out of
eleven patients showed no evidence of urine leakage during cough-
ing, laughing, or sneezing. Unfortunately, three patients did not
attend the follow-up. Postoperative pad test data from five patients
revealed that four had no leakage (0 g), while one showed a minor
leakage of 3 g. None of the patients experienced sling erosion dur-
ing control or follow-up management, attributed to the use of type
1 polypropylene meshes and the correct procedural technique.

Although urinary retention is reported in 1.5-15% of cases
post-TOT procedure, our study did not observe any instances of
urinary retention.8,12 This divergence may be attributed to our
catheter removal protocol on the second day before patient dis-
charge, which facilitates bladder retraining and reduces sling ten-
sion in the postoperative period.

Our study supports the notion that complications in the out-
side-in TOT approach are rare, in contrast to the estimated 16-17%
occurrence of groin or thigh complications associated with the
TVT-O inside-out approach.6,13 No complications were observed in
our study, consistent with findings indicating that the outside-in
TOT approach minimizes pain, potentially associated with the exit
point of the needle in the TVT-O approach. Additionally, our study
reported a mean age of 60.9 years for TOT patients, aligning with

the existing literature that suggests SUI predominantly affects per-
imenopausal or postmenopausal women.13

Conclusions 
In conclusion, the outside-in TOT procedure emerges as a sim-

ple, effective, and minimally invasive alternative for managing
SUI, demonstrating a low risk of intra- and post-operative compli-
cations. Our study emphasizes the importance of TOT slings, sug-
gesting that other types may not yield comparable results.
However, further research with a larger sample size is warranted to
strengthen the findings of this study.
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Figure 1. The step-by-step inside-out transobturator tape procedure. A,B) Mark the unfixed insertion point through the obturator foramen
at the inferior ischiopubic ramus; C) create the vaginal incision, hold tightly with Allis tissue forceps, then place the index finger on the
incision and the thumb at the closest point of the genito-crural fold; D) insert the tunneler tip on the obturator skin incision, keep it close
up to the ischiopubic ramus; E) insert the tape and pull through the dissection and out of the obturator incision. 
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