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Abstract: The history, evolution and treatment of urinary incontinence have relevant nuances, such as the establishment of world 
urinary incontinence day, among others. Large studies show the psychological condition of the women who suffer from it, the high 
state and personal economic expenses, the medical ignorance of the importance of this pathology, even reaching the environmental 
topic of contamination due to the exponential increase in the consumption of diapers. This article shows that the SYCFIM 
hysterectomy surgical technique achieves the curative treatment of patients with stress, urgency, and mixed urinary incontinence, on 
the basis that the surgical technique achieves the anatomical restoration of the urethral vesicle in its original position, achieving with 
this, the most important causes of these incontinences disappear. It was evidenced in this study that in the early postoperative control 
of the SYCFIM technique it achieved the disappearance of urinary incontinence in all patients, it was also observed that after a few 
years some patients reported the reappearance of incontinence in patients who stopped exercising Kegel, and in the patients who 
resumed Kegel exercise, incontinence disappeared again, establishing that this exercise is relevant in the treatment of urinary 
incontinence. A small group of patients who could not or did not want to do the Kegel exercise were provided with electrostimulation 
equipment that is used in physiatry, achieving a positive response to the disappearance of incontinence in all these patients. And an 
even smaller group of patients who presented stress incontinence and if they did the Kegel exercise (confirming their tonicity by 
vaginal touch), the SYCFIM exercise was established (which is Kegel, only that it is performed prior to events that generate increased 
abdominal pressure, that is, before sneezing or before coughing, sustained Kegel must be performed, thus avoiding urine leakage), 
also achieved the disappearance of incontinence with this management. The evaluations of the type of incontinence that the patient 
presents, the postoperative evolution of the presence or absence of incontinence, and its management with the Kegel exercise were 
carried out by a professional psychologist. The excellent results obtained with the SYCFIM technique for stress, urge and mixed 
incontinence, force the urology and gynecology guild to review the traditional technique, which could even be classified as iatrogenic, 
since it increases two and a half times the incidence of urinary incontinence. 
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1. Introduction 

Hysterectomy is the second most performed surgery in the 
world and has ancient origins, although the date of origin and 
its location have not been unified by historians. One of the 
most well-founded origins is in the year 123 BC. by J.C. 
which was performed vaginally with the resection of the neck 

and part of the body of the uterus [1]. Centuries later, and 
anecdotally in 1670, it is published as Mrs. Fe Haworth, a 46-
year-old peasant, who, carrying a heavy load of coal, 
experienced a total prolapse of her uterus, and frustrated by 
the frequent occurrence of this event, shot of This as hard as 
possible and I cut it with a knife, the bleeding stopped and 
did not cause his death, but he did remain with urinary 
incontinence. [1]. Regardless of this anecdote, the 
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hysterectomy begins by being performed vaginally [2], this 
basically because the cause was uterine prolapse, later 
abdominal hysterectomy gains relevance, which can be open 
or laparoscopic, reaching the so-called surgical robots [3] 
Regardless of the surgical route used (abdominal, vaginal, 
laparoscopic, or robotic), the hysterectomy technique has 
postoperative complications, such as urinary incontinence. 
The reason for this complication is easy to predict due to the 
descent of the urethro-bladder junction, and being outside the 
abdominopelvic cavity, which causes altered pressure 
compensations (it is normal that when the patient coughs, she 
sneezes or perform abdominal forces, if the urethro-bladder 
junction and the bladder are within the abdominopelvic 
cavity, the pressures are distributed homogeneously and do 
not cause urine to escape). With the traditional technique, the 
round ligaments and with it the support of the bladder are 
eliminated, allowing their descent, and the exit of the 
abdominal cavity from the urethro-bladder junction, causing 
urinary incontinence according to the hydrodynamic pressure 
law of Danielle Bernoulli [4]. Therefore, in North American 
legislation, in the consent signed by patients prior to surgery, 
it is established that urinary incontinence after hysterectomy 
is not a cause of legal action [4]. In 1907 the concept of girth, 
sling or sling began, and when Von Giordano made the first 
description of a sling surgery, around the urethra, then Dr. 
Stoeckel in 1917 was the first to describe an approach 
combining the abdominal and the vaginal one for the 
realization of its girth, adding to the technique some points of 
bladder neck plication; Later, it evolves with different 
techniques, reaching the cystourethropexy, Burch type in 
1961, with its early and modern modifications that also 
allows other concomitant surgeries such as hysterectomy [5]. 
It should be noted that the term cystourethropexy with which 
this surgery is called is not the appropriate one, since it is 
basically a urethropexy. 

The development of a hysterectomy technique that does 
not generate these alterations should not cause the damage 
generated by the traditional technique, which is achieved if 
the round ligaments are not removed, and, if their fixation of 
the ligaments to the dome, restoring its support function, 
adding to this a new support having the abdominal-pelvic 
fascia as support. 

The beginnings of this research are based on a study 
reported with 22 patients, and with the experience of many 
other interventions performed with the same technique, the 
prophylaxis of postoperative urinary incontinence was outlined, 
and the disappearance of urinary incontinence was achieved in 
patients. patients who had incontinence, thus generating the 
possibility that surgery not only prevents the appearance of 
postoperative urinary incontinence, but also treats urinary 
incontinence in patients who are going to be hysterectomized 
[6]. Urinary incontinence has a notable negative impact on the 
quality of life of patients, which produces stigmatization and 
modifies their social behavior, in addition to economic costs, 
various diseases and psychological instability [7] Based on the 
definition of urinary incontinence as any urine loss, according 
to the International Continence Society (ICS), the figures for 

the sum of the damage generated by the traditional 
hysterectomy technique and the presence of urinary 
incontinence prior to surgery are high, since it is reported that 
women between 40 to 50 years of age suffer from urinary 
incontinence is between 20% to 45% [7]. And the traditional 
hysterectomy performed in patients between 40 and 50 years 
of age statistically generates between 50% and 100% of 
urinary incontinence due to damage to the supporting 
structures, which establishes the importance of a prior 
diagnosis of urinary incontinence in patients scheduled to 
hysterectomy. The reported figures may be lower than the real 
ones, due to the little information of the patient in this 
pathology, since it is painful for patients to manifest their 
urinary incontinence, studies show that this pathology in this 
age range is close to 70% [8]. Another aspect that cannot be 
ignored of urinary incontinence in women is the billionaire 
expenses that this pathology generates, it has been estimated 
expenses of 18 billion dollars a year in the United States of 
America, for which an average elevated surgical technique [9, 
10]. These expenses are generated for multiple reasons, one of 
them is the cost of surgery to correct urinary incontinence. 
Another cost generated for the treatment of urinary 
incontinence is that of urodynamics for its diagnosis, which is 
requested according to the protocol, and whose validity was 
confirmed by the patient's clinic, since the studies show that 
there are no statistical differences between the clinic and 
urodynamics, with which ultrasound should be valued as a 
diagnostic method to reduce costs. 

In recent years, numerous studies have been published on the 
use of ultrasound as a diagnostic method, where it is evidenced 
that ultrasound allows evaluating mobility of the bladder neck 
and urethra, the anatomy of the neck, the presence of stress 
urinary incontinence, the presence of pelvic organ prolapse, and 
allows assessment of changes after surgical treatment [11]. 
Diagnostic ultrasound in urinary incontinence clearly establishes 
the bladder-urethral anatomical position as the cause of the 
disease. Ultrasounds and transperineal or translabial ultrasound 
are in the process of becoming a standard diagnostic method in 
urogynecology [12-14]. The economic investment in the 
management of urinary incontinence is high, both at a personal, 
institutional, and state level, in personal expenses, diagnosis and 
medical-surgical expenses. 

With the development of the surgical technique that 
respects the anatomical principles of the evolution of the 
human body with additional costs in materials that do not 
exceed three dollars, that is easy to implement, that does not 
need a specialist other than the gynecologist and with 
satisfactory results should be valued and implemented. It is 
also important to establish the Kegel exercise as part of the 
treatment of this new surgical technique, necessary in the 
muscular component of the pelvic floor [15-17], since large 
investigations report its benefit and summarize it by saying 
that: “The pelvic floor has a brain” [18-21]. 

2. Methodology 

This article corresponds to a controlled clinical trial, using 
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the new SYCFIM hysterectomy surgical technique in the 
intervention. This intrafacial hysterectomy technique does 
not eliminate the round ligaments, but instead fixes the round 
ligaments to the dome (reestablishing their support function), 
and a new urethro-vesical support, fixing the dome to the 
abdomino-pelvic fascia with a non-absorbable suture. This is 
a real urethro-cysto-colpo-pexia. 

The technique is developed by following the following steps: 
1) Fix the round ligaments with nonabsorbable suture to 

the lateral border of the dome, on the side that 
corresponds to the ligament. 

2) Continue with a continuous dome suture of 3 to 4 points 
until reaching the opposite end. 

3) Fixation of the second-round dome ligament is made. 
4) The suture is then continued exiting the pelvic cavity to 

the abdomino-pelvic fascia, furthest from the midline. 
5) Continuity points are placed on average of six, until 

reaching the other side of which it came out. 
6) The abdominal-pelvic cavity is re-entered, and the suture 

is fixed at the anterior dome-shaped round junction. 
7) Finally, the edge of the bladder is attached to the dome. 
After surgery, a prospective study was carried out in 191 

patients with diagnoses (68 patients with SUI, 11 patients 
with UUI and 112 patients with SUI). See. Graph 1. Profile 
of Patients Evaluated. 

Table 1. Profile of evaluated patients. 

Type of incontinence Number of patients Age range (years) Weight range (kilograms) Height range (centimeters) 
Effort 68 29-68 62-78 150-162 
Emergency 11 32-63 59-88 149-160 
Mixed 112 30-70 57-81 150-166 
Total patients 191    

 
Videos were taken from each patient as evidence of the 

process, which includes name, age, identity document 
number, contact number, incontinence prior to surgery and its 
disappearance in the postoperative period, which serves as 
support for subsequent consultations. 

The studies prior to surgery were clinical evaluations 
carried out by the gynecologist through an interview to take 
the medical history. 

Subsequently, the 191 women underwent the SYCFIM 
surgical technique at the Raúl Orejuela Bueno Hospital in 
Palmira-Colombia. Surgery performed by a gynecologist and 
assistant (general practitioner), on the dates between 
06/01/2014 and 10/25/2019. 

3. Results 

The postoperative control carried out at two weeks showed 
the disappearance of SUI, UUI and SUI, and two months 
after surgery the disappearance of SUI, UUI and SUI 
persisted clinically. 

Finally, after an average of 43 months after surgery, it is 
performed again by interview by a psychologist, 
confirmation of the type of UI prior to surgery, and the 
existence of UI after SYCFIM. 

Incontinence resolution was evidenced in all patients 
during the first 6 months (100%). 

22 patients who reported NOT performing Kegel exercise 
after 6 months (11.5%), presented UI; They were given 
electrical stimulation equipment to use it daily for a period of 
30 days and 20 minutes each day, which reported after that 
period that the incontinence had disappeared in all (100%). 

Three patients (1.5%) with permanence of the Kegel 
exercise presented SUI, the medical examination showed 
good pelvic floor tonicity on vaginal examination. In these 
patients, SYCFIM exercise was established as initial 
experimental treatment (which is Kegel, only that it is 
performed prior to events that generate increased abdominal 

pressure, that is, before sneezing or coughing, sustained 
Kegel should be performed, thus avoiding urine leakage), 
which was achieved by the 3 patients. 

98.5% of the patients operated on with the SYCFIM 
technique who performed the permanent Kegel exercise, the 
SUI, UUI and SUI disappeared. 

4. Discussion 

UI is a pathology that must be looked at with the nuance that 
corresponds to it, it is a pathology that the uro-gynecology 
service has had deficient solutions in the field of UUI and UI, 
the possible origins of these shortcomings are due to ignorance 
of the cause, which basically are established in alterations that 
they generate with increasing age and its consequences. 

Advances in ultrasound in the diagnosis of SUI, UUI and 
MUI clearly establish that it is the anatomical position of the 
vesico-urethral system in the abdomino-pelvic cavity that is 
the cause of the pathology and therefore the solution. The 
SYCFIM technique restores these structures to their normal 
anatomical position, which generates these healing statistics. 

Increasing age has consequences at the musculoskeletal 
level, which is why the Kegel exercise is logically 
established as a basic need, because the muscular component 
that is not stimulated atrophies. At present, this exercise is 
presented from a more sexual perspective, and its importance 
is as relevant as brushing to avoid tooth decay. 

5. Conclusions 

If the fundamentals of the SYCFIM technique are 
objectively analyzed, it is logical to understand its healing 
results of SUI, UUI and SUI of 98.5%. 

The cost increases in hysterectomy do not exceed three 
dollars in expenses for surgical supplies. 

The importance of educating patients in the performance 
of Kegel exercise, if necessary, whether in a quixotic way, if 
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it is not done for the management of UI, it should be done for 
the management of fecal incontinence. 

Currently, there are surgical alternatives that generate 
high-cost overruns, some already ruled out due to secondary 
complications or the use of materials that cause pathologies, 
the SYCFIM on the other hand generates an additional cost 
of three dollars in suture materials and is easy to perform in 
the treatment of hysterectomies associated with urinary 
incontinence. SYCFIM makes the disappearance of the UI 
since it performs anatomical restoration of the structures 
involved in urination. This is a technique that can be used to 
heal both stress UI and mixed UI. 

The opinion of most gynecologists and urologists in the 
world is that urinary incontinence does not have surgical 
treatment, however, the SYCFIM technique establishes an 
inexpensive and easy alternative for this pathology. The next 
study will include the participation of 120 hysterectomized 
patients with this technique and performed in association 
with 20 gynecologists from different countries, hoping to 
establish a new path to the health of women in the world who 
suffer from this pathology. 
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