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Dynamic MRI for assessment of the anatomical and functional significance of the bladder and urethra in female
stress urinary incontinence
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Astract: Objective To assess the anatomical and functional significance of the bladder and urethra in female SUI by dynamic MRI and
urodynamic. Methods The clinical data were retrospectively analysed on 60 cases of female stress urinary incontinence from Feb 2011 to
Nov 2013. All the women received pelvic floor dynamic MRI and Urodynamic study. Measured the urethral angle ,the distance of the H line,
M line and the descent of the bladder, cervical ,anorectal junction from the PCL in the mid-sagittal dynamic MR image of the pelvic. Pearson
§ correlation coefficient was used to examine the association among the distance of the H line, M line and the urethral angle,the descent of the
bladder, cervical , anorectal junction from the PCL and the Urodynamic data. Results The distance of the H line, M line were significantly
and positively associated with urethral angle and the descent of the bladder, cervical ,anorectal junction from the PCL. The distance of the H
line ,M line were significantly and negatively associated with functional profile length, maximum urethral closure pressure, VLPP and detrusor
opening pressure. Conclusion Pelvic floor dynamic MRI combined with Urodynamic study is useful for assessing the anatomical and func-
tional significance of the bladder and urethra in female SUI.

Keywords : stress urinary incontinence ;dynamic MRI;levator ani muscles ; urodynamic
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