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A 43 yo woman with HTN comes to your clinic to establish care. She takes HCTZ 25mg and her pressure is under good control. She is married, has 3 children, and works as a librarian. She has no complaints.
What is the prevalence of urinary incontinence and whom should we screen?

The prevalence of urinary incontinence in women, using the inclusive definition of any leakage at least once in the past year, ranges from 25 to 45 percent. Incontinence increases with age; rates in women are: 20 to 30 percent in young adults, 30 to 40 percent in middle age, and up to 50 percent in the elderly. 
Providers may underestimate the prevalence of incontinence in their patients because at least one-half of people with incontinence do not report the problem to healthcare personnel. Because many patients are reluctant to initiate a discussion about their incontinence, it is recommended that all women who have had children, all patients with increased risk for urinary incontinence (ie, diabetes, neurologic disease), and all patients over 65 years of age, be specifically asked about urinary incontinence.
What are the main types of urinary incontinence?
Urinary incontinence may be due to or contributed to by remediable factors generally outside of the lower urinary tract, such as medical conditions, medications, and impaired mobility (particularly in older patients).

There are four major clinical types of urinary incontinence associated with lower urinary tract dysfunction: urge incontinence, stress incontinence, mixed incontinence, and "overflow incontinence".

Urge incontinence — The etiology of urge urinary incontinence is presumed to be uninhibited bladder contractions (called detrusor overactivity, DO).

Stress incontinence — Stress leakage occurs when increases in intraabdominal pressure overcome sphincter closure mechanisms in the absence of a bladder contraction. Stress urinary incontinence is the most common cause of urinary incontinence in younger women and second most common cause in older women.
Mixed incontinence — Mixed incontinence is the most common type of urinary incontinence in women. Although generally thought to represent the overlap of two mechanisms, detrusor overactivity and impaired urethral sphincter function, the precise pathophysiology of mixed urinary incontinence is still under investigation.

Overflow incontinence -- "Overflow incontinence" is a term used to describe the dribbling and/or continuous leakage associated with incomplete bladder emptying, due to impaired detrusor contractility and/or bladder outlet obstruction. This term is felt to be confusing and lacks a precise definition. A preferred description is "incomplete bladder emptying" and optimally should list the specific symptoms and any associated pathophysiology (such as bladder outlet obstruction).
What questions do you use to screen for urinary incontinence?

· Do you ever leak urine/water when you don't want to? 

· Do you ever leak urine when you cough, laugh, or exercise? 

· Do you ever leak urine on the way to the bathroom? 

· Do you ever use pads, tissue, or cloth in your underwear to catch urine? 

Your patient admits that she does experience some leakage of urine from time to time.

What other questions should you ask to help determine the etiology and severity of her incontinence? 
• Onset and course of incontinence symptoms (symptoms that begin suddenly and in the absence of an underlying UTI may indicate neurologic/neoplastic etiology and warrant further investigation). 

• Leakage frequency, volume, timing, associated symptoms (urgency, stress, urinary frequency, nocturia, enuresis, incomplete emptying, straining to empty, leakage without warning) 

• Precipitants: medications, caffeine, alcohol, physical activity, stress (cough, laugh), sound of water 

• Other medical problems, parity  

• Bowel and sexual function – share sacral cord innervation with voiding 

• Degree to which symptoms impact life 

• Assess the most bothersome aspect (will help determine therapy) 

What should the physical exam focus on? 
• Assess functional and cognitive status, alertness, strength, orthostasis (associated with voluntary restriction on mobility), especially in the elderly. 

• Exam of neck and back for spondylosis or stenosis or prior laminectomy. 

• Cardiovascular exam for evidence of volume overload. 

• Abdominal exam for masses 

• Pelvic exam for atrophic changes, pelvic relaxation, urethral hypermobility, cystocele

      Note* The adequacy of pelvic support may be assessed by a split-speculum exam, removing the top blade of the speculum and holding the bottom blade firmly against the posterior vaginal wall for support. Ask the woman to cough, looking for whether the urethra remains firmly fixed or swings quickly forward (urethral hypermobility) and for bulging of the anterior vaginal wall either to or through the level of the hymenal ring (anterior wall support defect, or cystocoele).
• Rectal for rectal masses or fecal impaction 

• Evaluate sacral nerve root integrity: perineal sensation, resting and voluntary rectal sphincter tone, anal wink, bulbocavernosus reflex 

What other evaluations should be performed? 
• Urinalysis +/- culture if infection is suspected. 

• Urinary diary (a record of continent and incontinent voids, volume and frequency of fluid intake and voiding over one to seven days): reproducible and reliable method to establish the baseline urinary incontinence severity that can be followed with treatment.
• Labs: renal function, glucose, calcium, and Vit B12 ( in elderly) 

• Measurement of postvoid residual urine volume either by catheterization or ultrasound 

     Postvoid residual testing is recommended in many guidelines, but the recommendation is based on expert opinion rather than evidence from trials. Evidence-based cut-off points for abnormal post-void residual values have not been established.
What are indications for urodynamic testing? 
Current consensus statements and practice recommendations do not recommend routine urodynamic testing in the evaluation of urinary incontinence prior to conservative treatment.  

The precise diagnosis offered by urodynamic testing is most important when surgical treatment of stress urinary incontinence or outlet obstruction is being considered. Such surgery is invasive, and it is ineffective for detrusor overactivity, detrusor hyperactivity with impaired contractility (DHIC), and detrusor weakness, all of which can mimic stress urinary incontinence and obstruction.
Other potential indications for urodynamic testing include: 

• Unclear diagnosis regarding type of urinary incontinence, even after the initial history and physical examination. Ie. Mixed incontinence 

• Symptoms are not consistent with objective physical findings. 

• Failure to improve with initial treatment. 

• Clinical trials where objective confirmation of diagnosis is important. 

What are the indications for referral to a specialist?
All patients 

· Incontinence with abdominal and/or pelvic pain 

· Hematuria in the absence of a urinary tract infection 

· Complex neurological conditions (ie, Parkinson's disease or spinal cord injury) 

· Symptom triad suggesting normal pressure hydrocephalus: cognitive impairment, wide-based gait, and urinary incontinence 

· Persistent symptoms after adequate therapeutic trial 

· Uncertainty in diagnosis and inability to develop a reasonable treatment plan based on the evaluation 

· Elevated PVR that does not resolve after treatment of possible precipitants (eg, medications, stool impaction) 

     Women 

· Desiring surgical treatment for bothersome stress incontinence. 

· Recurrent or worsening incontinence after anti-incontinence surgery 

· Symptomatic organ prolapse beyond the hymen 
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