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A. Cherrington 4/28/04

Your previous patient (43yo with HTN on HCTZ only) returns to clinic for scheduled FUP one week later. She tells you that most of her incontinence episodes seem to occur when she coughs or sneezes. 
In general, what are the available treatment options for urinary incontinence?

Treatment options include behavioral therapy, medication, pessary, and surgery. A stepped strategy moving from the least to more invasive treatments should be used; behavioral methods should be tried before medication, and both are tried before surgery.  Various therapies, most notably bladder retraining and pelvic muscle exercise, are effective for several types of urinary incontinence, including urge incontinence, stress incontinence, and mixed incontinence (coexistence of urge and stress incontinence).

What behavioral changes can be recommended to help manage incontinence? 
Dietary changes: Eliminate excess fluid intake/alcohol intake/caffeine intake 

Treat exacerbating factors: Treat constipation, treat chronic cough, encourage smoking cessation, encourage weight loss 

Bladder Training: Frequent voluntary voiding to keep the bladder volume low along with training of central nervous system and pelvic mechanisms to inhibit/ablate detrusor contractions. Patients should be instructed to stand still or sit down when a precipitant urge occurs. They should concentrate on making the urge decrease and pass by taking a deep breath and letting it out slowly, contracting their pelvic muscles and/or visualizing the urge as a "wave" that peaks and then falls. Once they feel in control of the urge, they should walk slowly to a bathroom and void. Supplemental biofeedback may be helpful for some patients in addition to bladder training and it is now covered by Medicare for patients who fail an initial four week trial of behavioral therapy.
Pelvic Muscle Exercises (Kegel): Strengthening of the levator ani and pubococcygeal muscles to improve the muscular supports of the bladder. Patients should be told/shown to contract the muscles that would stop her urinary stream when she voids. The patient should contract these muscles in counts of 10 5-10 times several times a day. A study by Henalla et al found that 67% of patients achieved either complete continence or a significant improvement of symptoms after 3 months of performing Kegel exercises. The physician needs to ensure that the patient is performing Kegel exercises correctly. 

Vaginal cones: A variation of Kegel exercises in which a set of cones of increasing weight that require pelvic muscle contraction to hold them within the vagina are used to help strengthen the vaginal muscles 

Pelvic floor electrical stimulation: Stimulation of the levator ani and pubococcygeal muscles strengthen the muscles and has been shown to decrease symptoms of stress urinary incontinence. Studies have showed improvement rates of 50-94% 

What medications can be used to treat urinary incontinence? 
Medications do not play an important role in the treatment of stress incontinence. Pharmacologic therapy for patients with urge and mixed urinary incontinence provide a small benefit over placebo. Antimuscarinic drugs are prescribed most frequently and therapy is often limited by side effects which can be reduced by slow titration and extended release preparations. Older patients should be monitored for subclinical urinary retention 

Oxybutynin —  has direct antispasmodic effects and inhibits the action of acetylcholine on smooth muscle. It is available in both immediate release (IR), extended release (ER), and transdermal formulations. Efficacy is similar for all of them; cost, side effects, and time to onset of action are factors to consider in selecting a preparation. 

Estrogen: Topical estrogen may be helpful for stress incontinence. It ncreases the vasculature and the tone of the bladder neck which will help increase the urethral closing pressure and improves collagen production. Oral estrogen may actually increase risk of stress urinary incontinence. In the WHI trial, women on Premarin had a relative risk of 1.9 of SUI when compared to placebo after one year of therapy and women on Prempro had a relative risk of 2.2 of SUI. These increases remained even after three years. 
Alpha adrenergic agonist agents: act on alpha receptors in the bladder neck and urethra causing muscle contraction: however pure alpha agonist are no longer readily used 

Imipramine: dual alpha agonist and anticholinergic activity therefore can be used to treat SUI and urge incontinence. SUI can worsen if post void residual increases. Not recommended in older patient in whom anticholinergic side effects and orthostatic hypotension may be significant. 

Duloxetine (Cymbalta): serotonin and norepinephrine reuptake inhibitor that stimulates pudendal motor neuron alpha adrenergic and 5 hydroxytryptamine 2 receptors to decrease SUI. Currently approved in the US for depression but is used in Europe for SUI. 

What surgical options are available to treat Urinary Incontinence? 
Surgical options for urge incontinence are limited and have significant morbidity. Surgery is more commonly performed for stress incontinence, including bladder neck suspension and sling procedures; periurethral bulking is indicated for patients with complete failure of urethral closure
· Retropubic procedures such as the Burch colposuspension are used to treat urethral hypermobility and urodynamic stress urinary incontinence. 

· Sling procedures (using autologous or synthetic material to support the urethra or bladder neck) including tension-free vaginal tape (TVT; synthetic sling inserted at midurethra without tension) are increasingly being used for stress incontinence. 

· Periurethral bulking injections with collagen, or other FDA approved materials, are used for women with urodynamic stress incontinence complicated by intrinsic sphincter deficiency. 

· Vaginal needle suspensions (Pereya, Stamey, and Raz procedures) are becoming less popular because there is considerable evidence that they are less effective at five year follow-up than the Burch procedure or slings. 
Are there any other alternatives for women who wish to avoid surgery?

Women with pelvic floor laxity and/or pelvic organ prolapse who wish to avoid surgery may benefit from continence pessaries. The type of pessary chosen depends upon the size of the prolapse and whether the patient or others will do routine pessary care. As an example, cube pessaries are the easiest to insert, but require daily removal for cleaning because of vaginal discharge. A gynecologist or urologist experienced in fitting pessaries can size and place the pessary; some general practitioners may also have such training.
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