PREMIER MEDICAL UROLOGY
CONSENT FOR TRANSOBTURATOR VAGINAL SLING AND CYSTOSCOPY
	Patient Name: ______________________________
	DOB: __________________

	Surgeon: __________________________________
	Date: _________________


Proposed Procedure
Placement of a synthetic midurethral mesh sling through a vaginal incision and the obturator region to support the urethra and treat stress urinary incontinence. Cystoscopy is performed to inspect the urethra and bladder for injury or other unexpected findings.
Expected Benefit
The intended benefit is treatment of the condition discussed with me. Improvement, cure, or a specific result is not guaranteed.
Material Risks and Possible Complications
Bleeding, bruising, hematoma, infection, wound problems, transfusion, or additional surgery
Urinary tract infection or sepsis
Temporary or persistent difficulty urinating, incomplete emptying, or urinary retention requiring catheterization or intermittent self-catheterization
Bladder outlet obstruction or voiding dysfunction requiring sling loosening, incision, revision, or removal
Persistent stress urinary incontinence, incomplete improvement, or recurrent leakage
New or worsened urgency, frequency, urgency urinary incontinence, nocturia, or bladder pain
Mesh exposure or extrusion into the vagina, with possible bleeding, discharge, infection, partner discomfort, or pain with intercourse
Mesh erosion into the urethra or bladder, stone formation, recurrent infection, bleeding, pain, or need for surgical removal
Chronic vaginal, pelvic, groin, thigh, or leg pain; numbness; nerve or muscle injury; difficulty walking; or pain with sexual activity
Obturator nerve, muscle, blood vessel, urethral, bladder, or nearby-structure injury; serious bowel or major vascular injury is rare but possible
Painful intercourse, altered sexual function, or partner discomfort
Mesh contraction, scarring, or tissue reaction
Need for partial or complete mesh excision; removal may be difficult or incomplete and may not resolve pain or other symptoms
Sling revision or removal may cause recurrent or worsened stress urinary incontinence
Cystoscopy-related bleeding, infection, urethral injury, bladder injury or perforation, urinary retention, or urethral stricture
Failure to alleviate the initial problem and need for future continence procedures
Anesthesia complications, including rare serious injury or death
Reasonable Alternatives
Alternatives may include: observation; pelvic floor therapy; pessary or continence device when appropriate; urethral bulking injection; retropubic midurethral sling; autologous fascial sling; Burch colposuspension; other selected continence procedures. The appropriateness of each option depends on my diagnosis, anatomy, overall health, and treatment goals.
If I Decline or Delay Treatment
If surgery is declined or delayed, stress urinary leakage may persist or worsen and may continue to affect activity and quality of life. Stress urinary incontinence is not usually life-threatening.
Patient Acknowledgment and Authorization
☐ I understand the proposed procedure, its purpose, expected benefits, material risks, reasonable alternatives, and consequences of declining or delaying treatment relevant to my condition.
☐ I understand the listed risks are not exhaustive. Rare, unexpected, and potentially serious complications, including disability or death, can occur.
☐ My age, anatomy, prior surgery or radiation, infection, bleeding risk, medications, and other medical conditions may change my individual risk.
☐ I have disclosed my medications, anticoagulants/antiplatelet drugs, allergies, implants, and relevant medical history to the best of my knowledge.
☐ No guarantee or promise has been made regarding cure, symptom improvement, continence, sexual function, fertility, or other outcome unless specifically stated by my surgeon.
☐ I authorize immediately necessary additional procedures when an unexpected finding or emergency makes delay unsafe. Non-emergent materially different procedures require separate consent when reasonably possible.
☐ I understand anesthesia or sedation has separate risks and may require separate consent.
☐ I have had the opportunity to ask questions, my questions have been answered, and I may withdraw consent before the procedure begins.
Patient-specific risks, alternatives, concerns, or additional planned procedures discussed:
________________________________________________________________________________
________________________________________________________________________________
Interpreter used:  ☐ No   ☐ Yes   Language: __________________   Interpreter: __________________

Patient / Authorized Decision-Maker Signature: _________________________   Date/Time: _____________
Printed Name / Relationship to Patient: ______________________________
Physician / Qualified Practitioner Signature: _________________________   Date/Time: _____________




