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Introduction

Urinary incontinence (UI) is far more common in women
than in men and its prevalence is increasing with age. For
successful treatment, a standardised approach is recommend-
ed, initialised by careful assessment of the patient’s medical
history, physical examination and basic diagnostic tests at the
. first contact with a healthcare professional.

If the diagnosis is unclear or further investigation is needed,
the patient should be referred to a specialist, who will then
perform the appropriate diagnostic tests and initiate special-
ised treatment as indicated.

The algorithms presented here provide a pathway from diag-
nosis to treatment. For an easy overview patients are divided
into sub-populations (women, men, children, frail/older
people, and patients with neurogenic bladders), with each
algorithm constructed following the same pattern.

The validated ICIQ-SF questionnaire is recommended for
investigation of Ul
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Validated ICIQ-SF questionnaire
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Pharmacotherapy

Drugs for treatment of urinary incontinence may be effica-
cious in some patients, but they do have side effects, and
frequently are not continued for longer periods of time.
Hence it seems reasonable to consider them as an adjuvant to
conservative and surgical therapy.

Antimuscarinics for treatment of OAB are of significant clini-
cal benefit. No consensus has been achieved with regard to
which of the drugs available should be used as first-, sec-
ond-, or third-line treatment. Optimal treatment should be
individualised, considering the patient’s co-morbidities and
concomitant medications, and the pharmacological profiles
of the different drugs.

The pharmacological treatment of SUI aims at increasing

the effect of urethral sealing by increasing the tone in the
. urethral smooth and striated muscles. Several drugs may
contribute to such an increase, but a low efficacy and/or side
effects have limited their clinical use.

As no randomised controlled trial for treatment of over-
flow incontinence with parasympathomimetic drugs or
al-adrenoreceptor antagonists has yet been conducted, it
must be concluded that there is an empirical basis only for
selecting medical treatments for overflow incontinence. The
effect of any medical treatment for overflow incontinence
has to be judged by comparing it to the effect of elimination
of residual urine (the underlying cause of “overflow incon-
tinence”) by catheterisation or surgery. To date no clinical
data are available for such a comparison.
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Whilst there is good evidence that the symptoms and cyto-

logical changes of urogenital atrophy may be reversed by low

dose (local) vaginal estrogen therapy, there is currently no

evidence that estrogens with or without progesterons should
be used for treatment of urinary incontinence, since there is

no direct effect on the lower urinary tract.

Desmopressin was well tolerated in all studies and resulted

in significant improvements compared to placebo in reduc-

ing nocturnal voids and increasing the hours of undisturbed

sleep. The risk of hyponatremia seems to increase with age,

cardiac disease, an increasing 24-hour urine volume, and has

been reported in a meta-analysis to be about 7.6%.

Management of Urinary Incontinence in Men

Initial assessment in men should triage those patients with

a “complicated” incontinence, who need to be referred to a
,

specialised management from those who are suitable for gen-

eral assessment.

added if there is also bladder outlet obstruction

Recommendations for initial treatments for Ul in men | GR
Lifestyle intervention NR
Supervised pelvic floor muscle training for post pros- |B
tatectomy SUI

Scheduled voiding regimes for OAB C
When there is no evidence of significant post-void C
residual urine, antimuscarinic drugs for OAB symp-

toms, with or without urgency incontinence
Alpha-adrenergic antagonists (alpha-blockers) can be | C

GR = grade of recommendation; NR = no recommendation
possible.
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Initial Management of Urinary Incontinence In Men

HISTORY Post-micturition Incontinence on Incontinence Urgency / frequency, ‘Complicated'incontinence.
arbble physia ity with mied wihor without + Recurrentor total
(usualy post
 p symptoms incantinence. comtinonce
* Incontinence associated
with
+ General assessment (see relevan chapter) - pain
. . ~ Haematuria
v . ~ Recurrent infection
volume chart and questonnaie ) ~ Voiding symptoms
. ~ Prostate inadiation
Assess quaity of ife and desir fr reatment e o
abdominal,rectal

* Urinalysis + urine culture > f infected, treat and reassess

« Assessment of pelvic floor muscle function

« Assess post-void residual (PVR) urine

‘Any other abrormalty

7z 1 \ detected .9

MIXED ‘ ‘ URGE

STRESS

presumed due fo
sphincteric incompetence

PRESUMED
DIAGNOSIS

MANAGEMENT Urethral milking DISCUSS TREATMENT OPTIONS WITH THE PATIENT
P * Lifestyle interventions

symptom first) presumed due to

detrusor overactivty

« Pelvic floor muscle training £ biofeedback
contraction « Scheduled voiding (bladder training)

* Incontinence products

* Antimuscarinics (overactive bladder = urgency incontinence) and
‘alpha-adrenergic antagonists (ifalso bladder outiet obstruction)

‘ SPECIALISED MANAGEMENT ‘

The specialist may first reinstitute initial management if it is
felt that previous therapy had been inadequate.

. Urinary incontinence in men suitable for surgical correc-
tion can be classified according to its etiology into sphincter
related incontinence (postoperative, post-traumatic, and con-
genital), bladder related incontinence and fistulae.

Aetiological classification of surgically correctable Ul in men

Sphincter-related

Post-operative

* Post-prostatectomy for benign disease

* Post-prostatectomy for prostate cancer

* Post radiotherapy, brachytherapy, cryosurgery, HIFU for
prostate cancer

* Post cystectomy and neobladder for bladder cancer
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Post-traumatic

o After prostato-membranous disruption and urethral
reconstruction

¢ Pelvic floor trauma

e Extrophy and incontinent epispadias
Bladder-related
e Refractory UUI (overactive bladder)

* Reduced capacity bladder

Fistulae

HIFU = high-intensity focused ultrasound.

Specialised Management of Urinary Incontinence in Men

P
‘ incontinence ‘ ‘ urgency / frequency ‘ ‘Complicated incontinence:
+ Recurrent incontinence
+ Incontinence associated with:
‘ — Prostate or pelvic

irradiation
- Radical pelvic surgery

* Consider urodynamics and imaging of the urinary tract
* Urethrocystocopy (if indicated)

i ] |

DIAGNOSIS STRESS MIXED Consider:
INCONTINENCE INCONTINENCE » Urethrocystoscopy
due to sphincteric due to detrusor « Further imaging
incompetence overactivity * Urodynamics
g filling

With co-existing With co-existing Lower urinary
bladder outlet underactive tract anomaly or
obstruction detrusor pathology

(during voiding)

TREATMENT I inital therapy * Alpha-blockers, SARI
fails:

If iniial therapy
« Correct anatomic il

* Correct anomaly

catheterisation < Treat pathology

« Inermitent ‘

* Neuromodulation

* Attificial urinary bladder outlet + Antimuscarinics
sphincter obstruction
* Male siing * Antimuscarinics

Management of Urinary Incontinence in Women

Initial assessment in women should triage those patients with
a “complicated” incontinence, who need to be referred to

a specialised management, from those who are suitable for
general assessment.
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Initial Management of Urinary Incontinence In Women

HISTORY .
physical activity mixed symploms frequency, with o ‘Complicated incontinence
without urgency +Recurtent incontinence
incontinence * Incontinence associated with
-Pain

aematura
Recurent nscton
CLINICAL © General assessment - Significant voiding symptoms.
. w et macaton
and ustomare) * Rl et surgry
. e and s or vesiment * Sespeciea s
 Physica xaminaton abdominal. poi and perines!
* Gough st demonsiate siees nconinence approprate
~Unnalyie  une culuta > eciea, ot and e3ssess
raporomnate
 Ackess asiogen status and et s aproprte
 Rssess vonnary et foor mucle corracion
* Rssess postvta sl une
¥ ¥ ¥
‘ PRESUMED ‘ STRESS MIXED Overactive blacder
DikGNOSIS o
resumed cue o (veat mos bothersome Wihout URGENCY
pincerc sympom ) INCONTINENCE Wotver
incompetence presumed due to abnormality
Ganvsor verstity
“Signicantpost
I :
ANAGEMENT *Lfe-stye eventons * it petic
. forSulor OAB o propse
*Bladdr reraning or OAD

+ Duloxetine* (SUI) or antimuscarinic (OAB + urgency incontinence)

« Other adjuncts, such as electrical stimulation
* Vaginal devices, urethral inserts.
Failure

I SPECIALISED MANAGEMENT |

Women with “complicated” incontinence referred to special-
ised management are likely to require additional testing to
rule out any other underlying pathology, i.e. cytology, cys-
. tourethroscopy or urinary tract imaging.

Surgery for Urinary Incontinence in Women

Surgical procedure GR

e Anterior colporrhaphy NR

e Transvaginal BNS (needle) NR

e Burch procedure: open

¢ Burch procedure: laparoscopic (by experienced B
laparoscopic surgeon only

e Paravaginal NR

* MMK urethroplasy NR

e BN sling: autologous fascia A
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e Sub-urethral slings (TVT) A
e Urethral bulking agents B

NR = no recommendation possible; BNS = bladder-neck sus-
pension; GR = grade of recommendation; MMK = Marshall-
Marchetti-Krantz; BN = bladder neck; TVT = tension-free
vaginal tape.

Specialised Management of Urinary Incontinence in Women

HISTORY / SYMPTOM
ASSESSMENT
CLINICAL
ASSESSMENT

Incontinence on
physical activity

Incontinence with
mixed symptoms

‘Complicated incontinence:
+ Recurrent incontinence.
+ Incontinence associated with

ih urgency/
frequency

‘ Incontience

ain
- Haematuria
- Recurrent infection

« Assess for pelvic organ mobiity/prolapse ‘ - Pelvic rradiation

* Consider imaging of the urinary tractipelvic fioor - Radical pelvic surgery
feoo Ve - Suspected fistula

. S S—

DIAGNOSIS URODYNAMIC MIXED INCONTINENCE DETRUSOR INCONTINENCE
STRESS (sl Dol OVERACTIVITY associated with
INCONTINENGE (USI) || (Treat most bothersome | | INCONTINENCE poor bladder
sympton frst) (oon) emptying Consider
| « Further imaging
Bladder outlet Underactive Lower urinary tract
obstruction detrusor anomaly or pathology

I

TREATMENT it P it P 0  Correct anomaly
« Stress incontinence * Botulinum toxin bladder oulet obstruction + Treat pathology

* Neuromodulation (e.9. genito-urinary
* Bladder prolapse)

~buking agents augmentation

- tapes and siings. p—

~colposuspension i

 arincil ainary catheterisation

sphincter

Management of Ul in Frail /Older Men and Women
Active case finding and screening for UI should be done in
all frail/older men and women because Ul is very common
in this patient group. Most patients can be successfully man-
aged using a combination of the approaches in the algorithm
below.

Some patients may require specialist referral, including i.e.
those with pain and haematuria, complicated co-morbidity,
or non-responders to initial treatment. Specialised manage-
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Management of Urinary Incontinence in Frail / Older men and women

HISTORY 1 SYMPTOM [[Active Case Finding in FrailiOlder men and women | [~ === -
«Pain
+ Assess, reat and r-assess polentaly reatable * Haematuria
/' conditions, including relevant co-mrbidities and activites « Recurrent symptomatic UTI
of il lving « Pelvic mass —
« Assess qualty of ife, desire for Rx. goals of Rx, ptand « Pevic imadiation
caragiver proferances. + PeNCLUT surgery
: e « Prolapse beyond hymen (women)
neurological and rectal examinations
+ Urinalysis “Suspected fistula
. a
pecially present
1 '
Urgency U Significant PVR Stress Ul

« Lifestyle nterventions. « Treat constipation
INTIAL . b .
+ Consider addition and trial of * Consider
antimuscarinic drugs (men)
« Catheter drainage if PVR 200-500

l L, then re-assess (see tex!)

[ ieutcon mprovemen resses o and vt convting ooty = ot mpament |

* Lifestyle interventions.
« Pelvic floor muscle exercises

ment has to be individualised, as it depends heavily on the

If continued insufficient improvement, or severe associated symptoms are pvesent
consider specialist referral as. per patient and

patient’s condition.
Age is not a contraindication to incontinence surgery, but
patients must be thoroughly evaluated prior to surgery.
. For some patients, the only possible outcome is contained Ul
(e.g. pads).

Management of Neurogenic Urinary Incontinence
Preservation of renal function is a major concern in treat-
ment of neurogenic urinary incontinence, along with urinary
control. Social impact, the degree of disability and QoL have
to be taken into consideration.

For detailed diagnosis of LUT function in neurologic
patients, history and clinical examination are not sufficient,
urodynamic evaluation is crucial for diagnosis and determi-
nation of prognosis.
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Initial Management of Neurogenic Urinary Incontinence

‘Suprapontine cerebral lesion Suprasacral infrapontine spinal Peripheral nerve lesion
HISTORY (e.g. Parkinson's disease, cord lesion (e.9. radical pelvic surgery)
LEVEL OF LESION stroke, multple sclerosis) (e.g. trauma, multiple sclerosis) Conus /cauda equina lesion (e.g
l lumbar disc prol

CLINICAL ASSESSMENT « Further history.

« General assessment including home assessment

« Urinary diary and symptom score

« Assessment of functional level, qualty of lfe and desire for treatment

« Physical examination: assessment of sensation in lumbosacral dermatomes, anal tome and voluntary contraction
of anal sphincter, bulbocavernosus and anal reflexes, gait

 Utineanalyis  culture (infectd,eatss necessary)

* Urinary tract imaging, serum creatinine: if abnormal: specialised management

 Post vod rosdual (PUR) by abdominal wxamnaton o optional by ultrasound

\ Thes vl g basc oo, bk do ol parit a precs nuroia daghosis ]

PRESUMED DIAGNOSIS

« Depending on cooperation
and mobil
+ Behavioural modification

TREATMENT

* Exteral appliance with or without + Extemal applicances

« Indwelling catheter

+ Behavioural modification
es

i Failure Failure

[ Specialised management preferable for more “tailored’ treatment ]

If the initial empirical treatment fails, early specialised man-
agement is indicated for all cases of neurogenic incontinence.

Specialised Management of Neurogenic Urinary Incontinence

(eg. vamca\ pelvic surqery) ‘conus cauda cord lesion (e.g. Parkinson's disease,
equina lesion (e.g. pse) (e.9. trauma, mulip troke, multpl
SPECIALISED. * Urodyr (co swderlhe need imaging / EMG)

“Nevrophysclogenesing nperonerl ovons

Stress Ul due to
sphincteric.
incompetence

Incontinence associated
with poor bla

‘emplying due to detrusor
underactiviy / sphincter

Ul due to detrusor overactivity

overacivity With DSD
CONSERVATIVE « Timed voiding “1c “I1C+AM « Behavioural
TREATMENT + External appliances « Alphat-blockers * Indweling .ic
* Inravesical ES catheter + AM « Triggered voiding

* Bladder expression « Indweling catheter + AM

« External appliances + AM

SURGICAL « Atiicial sphincter
TREATMENT « Bladder neck sling
* Sub-urethral tapes
« Bulking agents
« Bladder neck surgery

DSD = detrusor sphincier dyssnergica * Bladder neck closure

* Stents intraurethral SDAF +1C * Botulinum toxin
*TUI sphincter SDAF + SARS to detrusor
* Botuinum toxin to « Enterocystoplasty

* Autoaugmentation

sphincter

acral deafferantation
acral anteior roos stim

PYR = postvoid residul Stoma/ diversion may be an option in selected cases |
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Management of Urinary Incontinence in Children
According to the ICCS consensus of 2006, urinary inconti-
nence in children is defined as “wetting at inappropriate time
and place in a child aged 5 years or older”.

Nocturnal enuresis has to be discerned from urinary inconti-
nence. Before diagnosing urinary incontinence as functional
and treating it, anatomical urinary tract anomalies have to be
ruled out.

Initial Management of Urinary Incontinence In Children

HISTORY/ Nocturnal enuresis Daytime £ night-time wetting ‘Complicated Incontinence
SYMPTOM L associated with
+ Voiding symptoms. - Urinary tract anomaly

~ Neuropathy

~ Pelvic surgery

= Voiding (emptying)
symptoms.

~ Recurrent urinary infection

CLINICAL
ASSESSMENT * General assessment (see relevant chapter)
. ‘abdominal, perineal, external genitalia, backispine, neurological
* Assess bowel function = if constipated, treat and reassess

+ Urinalysis + urine culture = i infected, reat and reassess
- + Assess post-void residual Urine by abdominal examination (optional: by ultrasound)

PRESUMED MONOSYMPTOMATIC IRGENCY RECURRENT | | DYSFUNCTIONAL | | Any other
DIAGNOSIS NOCTURNAL ENURESIS INCONTINENCE INFECTION /OIDIN abnormality
detected
e.g. post-void
residual
TREATMENT Explanation/education * Bladder training
* Enuresis diary * Antimuscarinics
* Alarm * Alam
* Desmopressin * Desmopressin
Jraws Faiure

‘ SPECIALISED MANAGEMENT
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Specialised Management of Urinary Incontinence in Children

EXPERT HISTORY & Incontinence without Incontinence with
PHYSICAL suspicion of urinary tract anomaly suspicion of urinary tract anomaly
Elhecal! + Urinalysis: if UTI, treat and re-assess.

ASSESSMENT as appropriate Consider:
« Treat d re-assess * Micturating cystogram
« Consider need for urodynamics. fabnormal 3 * Renal sintigram

* Renalibladder ultrasound * Uradynamics.
« Assess Post void residual * Cysto-urethroscopy

 Flow rates = elecitomyography « Spinal Imagin
* Behavioural evaluation P e

Il 1 1

e [ —— semscn o e chuses o
CoPINGE
TReATHENT vt i vanng et o S
praeteer ] e e oo st - A
oo mantgament ot et
e e

- antimuscarinics
- alpha-blockers.

* Intermitient catheterisation
Bowel management

« Antibiotic f infection

- (AUS) ~ Botulinum toxin Failure
+Sling * Bladder augmentation
« Bulking agent

injection

Failure. Failure.

This short text is based on the more comprehensive EAU guidelines (ISBN
978-90-79754-09-0), available to all members of the European Association of
Urology at their website - http://www.uroweb.org/guidelines/

online-guidelines/.
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