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INITIAL MANAGEMENT OF URINARY INCONTINENCE IN MEN

Post-micturition Incontinence on Incontinence with Urgency / “Complicated”
HISTORY dribble exertion (usually mixed symptoms frequency, with or Incontinence:
post-prostatectomy) without urgency * Recurrent or “total”
incontinence L
Incontinence associated
l * with:
o Pain
CLINICAL e General assessment (see relevant chapter) o Haematurie_: .
e Urinary symptom assessment and symptom score (including bladder diary or o Recurren_t |nfe:ct!on
ASSESSMENT frequency-volume chart and questionnaire) o Prostate irradiation

o Radical pelvic surgery

e Assess quality of life and desire for treatment

e Physical examination: abdominal, rectal, sacral, neurological
e Urinalysis * urine culture -> if infected, treat and reassess

e Assessment of pelvic floor muscle function

L3

Assess post-void residual urine any other abnormality
detected e.g. significant
l l l post void residual
PRESUMED
DIAGNOSIS
v v
e Urethral milking (B) DISCUSS TREATMENT OPTIONS WITH THE PATIENT
MANAGEMENT* e Pelvic floor muscle o Lifestyle interventions

Pelvic floor muscle training £ biofeedback (B)

Scheduled voiding/bladder training in OAB (C)
Antimuscarinics/beta 3 agonist for OAB * urgency incontinence (B)
a-adrenergic antagonists (if suspected bladder outlet obstruction)

contraction (B)

Failure

SPECIALISED MANAGEMENT

‘ * Consider CONTINENCE PRODUCTS for temporary support during treatment ‘

Goldman, H., Averbeck, M., Bruschini, H., Comiter, C., Hanus, T., Herschorn, S., Woodhouse, C. Surgical treatment of Urinary
incontinence in men in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg, A., Wein, A. (Eds.) International Continence
Society, Bristol, UK.
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Il URINARY INCONTINENCE IN MEN

A. INITIAL MANAGEMENT

1. INITIAL ASSESSEMENT SHOULD IDENTIFY:

“Complicated” incontinence group

Those with pain or with haematuria, recurrent infection, suspected or proven poor
bladder emptying (for example due to bladder outlet obstruction), or incontinence
following pelvic irradiation or radical surgery, are recommended for specialised
management.

Poor bladder emptying may be suspected from symptoms, physical examination
or if imaging has been performed by X-ray or ultrasound after voiding.

>

Four other main groups of men should be identified by initial assessment as
being suitable for initial management.

Those with post-micturition dribble alone,

Those with overactive bladder (OAB) symptoms: urgency with or without ur-
gency incontinence, together with frequency and nocturia

Those with stress urinary incontinence (most often post-prostatectomy),

Those with mixed urinary urgency and stress incontinence (most often post-
prostatectomy)

2. MANAGEMENT

For men with post-micturition dribble, this requires no assessment and can
usually be treated by teaching the man how to do a strong pelvic floor muscle
contraction after voiding, or manual compression of the bulbous urethra directly
after micturition. (GoR B)

>

>

For men with stress, urgency or mixed urgency / stress incontinence, initial
treatment should include appropriate lifestyle advice, pelvic floor muscle train-
ing, scheduled voiding regimens, behavioural therapies and medication. In
particular:

Lifestyle interventions (eg weight loss GoR B)

Supervised pelvic floor muscle training for men with post radical prostatectomy
SUI accelerates recovery time(GoR B)

Scheduled voiding regimen for OAB (GoR C)

Antimuscarinic/beta 3 agonist drugs for OAB symptoms with or without urgency
incontinence (GoR B) if the patient has no evidence of significant post-void
residual urine

a-adrenergic antagonists (a-blockers) can be added if it is thought that there
may also be bladder outlet obstruction. (GoR C)

Should initial treatment be unsuccessful after a reasonable time (for exam-
ple, 8-12 weeks), specialist advice is highly recommended.

Clinicians are likely to wish to treat the most bothersome symptom first in men
with symptoms of mixed incontinence.

Goldman, H., Averbeck, M., Bruschini, H., Comiter, C., Hanus, T., Herschorn, S., Woodhouse, C. Surgical treatment of Urinary

incontinence in men in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg, A., Wein, A. (Eds.) International Continence

Society, Bristol, UK.



SPECIALISED MANAGEMENT OF URINARY INCONTINENCE IN MEN

HISTORY/ Post-prostatectomy Incontinence with urgency / “Complicated” Incontinence:
incontinence frequency e Recurrent incontinence
SYMPTOM « Incontinence associated with:
ASSESSMENT o Prostate or pelvic irradiation
o Radical pelvic surgery

e Consider urodynamics and imaging of the urinary tract
CLINICAL e Urethrocystoscopy (if indicated)
ASSESSMENT

v

Consider:
¢ Urethrocystoscopy

e Further imaging
e Urodynamics

|

with coexisting with coexisting Lower urinary tract
bladder outlet underactive anomaly/ pathology
obstruction detrusor (during

l voiding)

v "

\ 4

If initial therapy fails: * a-blockers, 5aRl (C) If initial therapy fails: e Intermittent e Correct anomal
TREATMENT* o Artificial urinary ¢ Correct anatomic e Botulinum toxin A catheterisation e Treat pathologyy
sphincter (B) bladder outlet * SNS (B) e Antimuscarinics /
e Male sling (C) (see obstruction (C) beta 3 agonists
chapter 13) * Antimuscarinics/beta
3 agonists (B)

* Consider CONTINENCE PRODUCTS for temporary support during treatment

Goldman, H., Averbeck, M., Bruschini, H., Comiter, C., Hanus, T., Herschorn, S., Woodhouse, C. Surgical treatment of Urinary

incontinence in men in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg, A., Wein, A. (Eds.) International Continence
Society, Bristol, UK.



Il. URINARY INCONTINENCE IN MEN

B. SPECIALISED MANAGEMENT

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

1. ASSESSMENT

o Patients with “complicated” incontinence referred directly to specialised
management, are likely to require additional testing, such as cytology, cys-
tourethoscopy and urinary tract imaging.

If additional testing is normal then those individuals can be treated for inconti-
nence by the initial or specialised management options as appropriate.

If symptoms suggestive of detrusor overactivity, or of sphincter incompetence per-
sist, then urodynamic studies are advisable in order to arrive at a precise diagno-
sis, prior to invasive treatment.

2. TREATMENT

When basic management has been unsuccessful and if the patient’s incontinence
markedly disrupts his quality of life then invasive therapies should be considered.

For sphincter incompetence the recommended option is the artificial urinary
sphincter (GoR B). Other options, such as a male sling, may be considered
(GoR C).

For refractory idiopathic detrusor overactivity, (with intractable overactive
bladder symptoms) the recommended therapies are: Botulinum toxin A (GoR
B), and SNS (GoR C),

When incontinence has been shown to be associated with poor bladder emp-
tying due to detrusor underactivity, it is recommended that effective means
are used to ensure bladder emptying, for example, intermittent catheterisation
(GoR B/C).

If incontinence is associated with bladder outlet obstruction, then consideration
should be given to surgical treatment to relieve obstruction (GoR B). a-blockers
and/or 5a- reductase inhibitors would be an optional treatment (GoR C).

There is increased evidence for the safety of antimuscarinics for overactive
bladder symptoms in men, chiefly in combination with an a-blocker (GoR B).

Goldman, H., Averbeck, M., Bruschini, H., Comiter, C., Hanus, T., Herschorn, S., Woodhouse, C. Surgical treatment of Urinary
incontinence in men in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg, A., Wein, A. (Eds.) International Continence

Society, Bristol, UK.



INITIAL MANAGEMENT OF URINARY INCONTINENCE IN WOMEN

HISTORY

CLINICAL
ASSESSMENT

PRESUMED
DIAGNOSIS

** Subject to local regulatory
approval (see black box
warning).

Incontinence / frequency
with urgency

Incontinence on physical Incontinence with mixed
activity symptoms

l l

General assessment (see relevant chapter)

Urinary symptom assessment (including bladder diary and questionnaire)
Assess quality of life and desire for treatment

Physical examination: abdominal, pelvic and perineal

Cough test to demonstrate stress incontinence if appropriate

Urinalysis % urine culture -> if infected, treat and reassess If appropriate
Assess oestrogen status and treat as appropriate

Assess pelvic floor muscle function

Assess post-void residual urine

v v v

STRESS INCONTINENCE MIXED INCONTINENCE OAB with or without
presumed due to Treat most bothersome URGENCY
sphincteric incompetence symptom first INCONTINENCE
presumed due to
1 detrusor overactivity
\/

Life style interventions.

Pelvic floor muscle training for SUI, MUI, or OAB (A)

Bladder retraining for OAB (A)

Antimuscarinics/beta 3 agonist OAB £ urgency incontinence (A) or Duloxetine** for SUI (B)

'

¢ Other adjuncts, such as electrical stimulation
e vaginal devices eg cones (B)

Failure

SPECIALISED MANAGEMENT

“Complicated” Incontinence:
¢ Recurrent incontinence
¢ Incontinence associated with:
o Pain
o Haematuria
o Recurrent infection
o Significant voiding
symptoms
o Pelvic irradiation
o Radical pelvic surgery
o Suspected fistula

If other abnormality found e.g.
Significant post void residual
Significant pelvic organ
prolapse

Pelvic mass

* Consider CONTINENCE PRODUCTS for temporary support during treatment

Rovner, E., Athanasiou, S., Choo, M-S., Cosson, M., Dmochowski, R., Gomelsky, A., Gomes, C., Monga, A., Nager, C., Ng, R., Sand, P.,
Tomoe, H. Surgical treatment of Urinary incontinence in women in “Incontinence, 6th Edition, 2017, Abrams, P., Cardozo,L, Wagg,
A., Wein, A. (Eds.) International Continence Society, Bristol, UK.



M. URINARY INCONTINENCE IN WOMEN

A. INITIAL MANAGEMENT

1. INITIAL ASSESSMENT SHOULD IDENTIFY:

» “Complicated” incontinence group.

Those with pain or haematuria, recurrent infections, suspected or proven voiding
problems, significant pelvic organ prolapse or who have persistent incontinence or
recurrent incontinence after pelvic irradiation, radical pelvic surgery, previous in-
continence surgery, or who have a suspected fistula, should be referred to a spe-
cialist.

» Three other main groups of patients should be identified by initial assess-
ment.

e Women with stress incontinence on physical activity

e Women with urgency, frequency with or without urgency incontinence: over-
active bladder (OAB)

e Those women with mixed urgency and stress incontinence

Abdominal, pelvic and perineal examinations should be a routine part of physical
examination. Women should be asked to perform a “stress test” (cough and strain
to detect leakage likely to be due to sphincter incompetence). Any pelvic organ
prolapse or urogenital atrophy should be assessed. Vaginal or rectal examination
allows the assessment of voluntary pelvic floor muscle function, an important step
prior to the teaching of pelvic floor muscle training.

2. TREATMENT

» For women with stress, urgency or mixed urinary incontinence, initial treat-
ment should include appropriate lifestyle advice, pelvic floor muscle training,

PFEMT), scheduled voiding regimes, behavioural therapies and medication. In
particular:

e Advice on caffeine reduction for OAB (GoR B) and weight reduction (GoR A).

e  Supervised pelvic floor muscle training (GoR A), supervised vaginal cones
training for women with stress incontinence (GoR B).

e  Supervised bladder training (GoR A) for OAB.

e If oestrogen deficiency and/or UTl is found, the patient should be treated at
initial assessment and then reassessed after using vaginal oestrogens for a
suitable period (GoR B).

¢ Antimuscarinics/beta 3 agonist for OAB symptoms with or without urgency
incontinence (GoR A); duloxetine* may be considered for stress urinary incon-
tinence (GoR B)

PFMT should be based on sound muscle training principles such as specificity,
overload progression, correct contraction confirmed prior to training and use of “the
Knack” for 12 weeks before reassessment and possible specialist referral.

Clinicians are likely to wish to treat the most bothersome symptom first in women
with symptoms of mixed incontinence. (GoR C).

» Some women with significant pelvic organ prolapse can be treated by vaginal
devices that treat both incontinence and prolapse (incontinence rings and
dishes).

*Duloxetine is not approved for use in United States. In Europe it is approved for
use in severe stress incontinence (see committee report on pharmacological man-
agement for information regarding efficacy, adverse events, and 'black box' warning
by the Food and Drug Administration of the United States).

Rovner, E., Athanasiou, S., Choo, M-S., Cosson, M., Dmochowski, R., Gomelsky, A., Gomes, C., Monga, A., Nager, C., Ng, R., Sand, P.,
Tomoe, H. Surgical treatment of Urinary incontinence in women in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg,
A., Wein, A. (Eds.) International Continence Society, Bristol, UK.



SPECIALISED MANAGEMENT OF URINARY INCONTINENCE IN WOMEN

HISTORY/
SYMPTOM
ASSESSMENT

CLINICAL
ASSESSMENT

TREATMENT*

** Note procedures in
increasing level of
invasiveness

Incontinence on physical

activity

Incontinence with mixed

symptoms

e Assess for pelvic organ mobility / prolapse
o Consider imaging of the UT/ pelvic floor

¢ Urodynamics (see notes)

A 4

If initial therapy fails**:

e Stress incontinence
surgery
o Bulking agents (B)
o Tapes and slings (A)
o Colposuspension (A)

If initial therapy fails*:

e Botulinum toxin (A)

e Sacral Nerve Stimulation
(B)

¢ Bladder augmentation (D)

Incontinence with
urgency / frequency

|
=

v \ 4

“Complicated” Incontinence:
e Recurrent incontinence

¢ Incontinence associated with:
o Pain
o Haematuria
o Recurrent infection
o voiding symptoms
o Pelvic irradiation
o Radical pelvic surgery
o Suspected fistula

Consider:

* Urethrocystoscopy
e further imaging

* Urodynamics

Bladder outlet

obstruction

Underactive
detrusor

Lower urinary
tract anomaly /

1 !

e Correct anatomic bladder outlet

obstruction (e.g. genito-urinary
prolapse)

o Intermittent catheterisation

pathology

|

e Correct anomaly
¢ Treat pathology

* Consider CONTINENCE PRODUCTS for temporary support during treatment

Rovner, E., Athanasiou, S., Choo, M-S., Cosson, M., Dmochowski, R., Gomelsky, A., Gomes, C., Monga, A., Nager, C., Ng, R., Sand, P.,
Tomoe, H. Surgical treatment of Urinary incontinence in women in “Incontinence, 6th Edition, 2017, Abrams, P., Cardozo,L, Wagg,
A., Wein, A. (Eds.) International Continence Society, Bristol, UK.



lll. URINARY INCONTINENCE IN WOMEN

A. SPECIALISED MANAGEMENT

1. ASSESSMENT

Women who have “complicated” incontinence (see initial algorithm) may need
to have additional tests such as cytology, urodynamics, cystourethroscopy or uri-
nary tract imaging. If these tests are normal then they should be treated for incon-
tinence by the initial or specialised management options as appropriate.

Those women with persistent symptoms despite initial management and
whose quality of life is impaired are likely to request further treatment. If initial
management has been given an adequate trial then interventional therapy
may be desired. When the results of urodynamic testing may change man-
agement, we highly recommend testing prior to intervention in order to diag-
nose the incontinence type and, therefore, inform the management plan. Ure-
thral function testing by urethral pressure profile or leak point pressure is op-
tional.

Systematic assessment for pelvic organ prolapse is highly recommended
and the POP-Q method should be used in research studies. Women with co-
existing pelvic organ prolapse should have their prolapse treated as appropri-
ate.

2. TREATMENT

If stress incontinence is confirmed then the treatment options that are rec-
ommended for patients include the full range of non-surgical treatments, as
well as colposuspension procedures, (GoR A) and bladder neck/sub-urethral
sling operations (GoR A). All of these procedures have potential risks and as-
sociated complications which should be discussed with the individual. The cor-
rection of symptomatic pelvic organ prolapse may be desirable at the same
time. For selected patients injectable bulking agents (GoR B) and the artificial
urinary sphincter (GoR C) can be considered.

Refractory urgency incontinence (overactive bladder) secondary to idio-
pathic detrusor overactivity may be treated by botulinum toxin A (GoR A), sa-
cral nerve stimulation (GoR B) or bladder augmentation/intestinal cystoplasty
(GoR D).

Those patients with voiding dysfunction leading to significant post-void re-
sidual urine (for example, >30% of total bladder capacity) may have bladder
outlet obstruction or detrusor underactivity. Prolapse is a common reversible
cause, of voiding dysfunction.

Rovner, E., Athanasiou, S., Choo, M-S., Cosson, M., Dmochowski, R., Gomelsky, A., Gomes, C., Monga, A., Nager, C., Ng, R., Sand, P.,
Tomoe, H. Surgical treatment of Urinary incontinence in women in “Incontinence, 6th Edition, 2017, Abrams, P., Cardozo,L, Wagg,
A., Wein, A. (Eds.) International Continence Society, Bristol, UK.



There is no reason to suspect why interventions which have proven efficacy in
the community dwelling elderly should not also be effective in frail older people.
Clinicians should, however, take due regard of the practicality, potential bene-
fits and dangers of employing any single intervention in this population.

Frail older people do require a different approach addressing the potential role
of co-morbid disease, current medications (prescribed, over the counter and/or
naturopathic), and functional and cognitive impairment in urinary and faecal
incontinence.

The extent of the investigation and management should take into account the
degree of bother to the older person and/or caregiver, the goals for care, the
degree that the older person is able to undertake any intervention and the over-
all prognosis and life expectancy.

Effective management to meet the goals of care should be possible for most
frail older people.

1. HISTORY AND SYMPTOM ASSESSMENT

Active case finding for urinary and faecal incontinence should be done in all
frail older people (GoR A).

History should include comorbid conditions and medications that could cause
or worsen incontinence.

Physical examination should include a rectal examination for faecal loading or
impaction (GoR C), functional assessment (mobility, transfers, manual dexter-
ity, dressing and undressing ability, ability to toilet) (GoR A), a screening test
for depression (GoR B), and cognitive assessment (to assist in planning and
management, (GoR C)).

The mnemonic DIPPERS (see urinary and faecal incontinence algorithms) co-
vers some of these comorbid conditions. Note that urogenital atrophy does not,
in itself, cause urinary incontinence and should not be treated for this purpose
(GoR B).

The patient and / or caregiver should be asked about the degree of bother of
urinary incontinence and/or faecal incontinence(GoR B); goals for urinary and

faecal incontinence care (dryness, decrease in specific symptoms, quality of
life, reduction of comorbidity, lesser care burden) (GoR B); and likely coopera-
tion with management (GoR C).

Evaluation for bowel “alarm” symptoms (rectal bleeding, positive blood screen-
ing from stool studies, obstructive symptoms, recent onset of constipation,
weight loss, and a change in stool calibre) will need more extensive evaluation
(GoR A)

Urinalysis is recommended for all patients, primarily to screen for haematuria
(GoR C).

Treatment of otherwise asymptomatic bacteriuria/pyuria is not beneficial (GoR
C), and it may cause harm by increasing the risk of antibiotic resistance and
severe adverse effects. e.g., Clostridium difficile colitis (GoR C).

Stool studies may not be needed in all patients with faecal incontinence. Pa-
tients with diarrhoea, especially those with more acute onset diarrhoea, may
need to be tested for infectious causes of their diarrhoea. Other stool studies
could involve testing for malabsorption syndromes.

The utility of the Clinical Stress test in this population is uncertain (GoR D).

Wet checks can assess urinary incontinence frequency in long-term care resi-
dents (GoR C).

A post voiding residual volume (PVR) test is impractical in many care settings
and there is no consensus for the definition of what constitutes a “high” PVR in
any population. A PVR measurement is not recommended in the routine initial
assessment of frail older people with urinary incontinence.

However, there is compelling clinical experiential evidence for PVR testing in
selected frail older people with: diabetes mellitus (especially long standing);
prior urinary retention or high PVR; recurrent UTls; medications that impair
bladder emptying (e.g., opiates); severe constipation; persistent or worsening
urgency urinary incontinence despite antimuscarinic/beta-3-agonist treatment;
or prior urodynamics showing detrusor underactivity and/or bladder outlet ob-
struction (GoR C). Treatment of contributing comorbidity may reduce PVR.
Trial with catheter may be considered for PVR > 200-500 ml if the PVR is felt
to contribute to Ul or urinary frequency (GoR C).

Wagg, A., Chen, L-K., Johnson I, T., Kirschner-Hermanns, R., Kuchel, G., Markland, A., Murphy, C., Orme, S., Ostaszkiewicz, J.,
Szonyi, G., Wyman, J. “Incontinence in Frail Older Persons” in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg, A.,
Wein, A. (Eds.) International Continence Society, Bristol, UK.



e Nocturia Assessment of frail elders with bothersome nocturia should identify
potential underlying causes including nocturnal polyuria (by bladder diary/fre-
quency- volume chart or wet checks; oedema on examination) (GoR C),pri-
mary sleep problems (e.g., sleep apnoea); and low voided volumes (e.g., from
high PVR).

e Stool impaction/loading. If suspected on digital rectal examination, an ab-
dominal x-ray may be necessary to further evaluate the degree and location of
impaction/loading in frail older adults.

2. CLINICAL DIAGNOSIS

The most common types of Urinary Incontinence in frail older people are urgency,
stress, and mixed urinary incontinence. Frail older people with urgency urinary in-
continence also may have detrusor underactivity during voiding with a high PVR
but without outlet obstruction. There is no evidence that antimuscarnincs are less
effective or cause retention in this situation (GoR D).

The most common types of faecal incontinence in frail older people are related to
urgency and passive leakage. Passive leakage can refer to leakage, seepage and
staining following bowel movements that are not associated with faecal urgency
and may also occur with faecal impaction. Because constipation and impaction of-
ten contribute to faecal incontinence in older adults, these are considered sepa-
rately in the algorithm.

3. INITIAL MANAGEMENT

e Initial treatment should be individualised and influenced by goals of care, treat-
ment preferences and estimated remaining life expectancy, as well as the most
likely clinical diagnosis (GoR C). In some frail older persons the only possible
outcome may be containment; management with continence products, espe-
cially for people with minimal mobility (require assistance of > 2 people to trans-
fer), advanced dementia (unable to state their name), and /or nocturnal urinary
and faecal incontinence.

e Conservative and behavioural therapy for Ul includes lifestyle changes (GoR
C), bladder training for more fit alert persons (GoR B), and prompted voiding
for frailer, more impaired older people (GoR A).

e For the select cognitively intact older person with Ul or FI, pelvic floor muscle
therapy can be considered, but there are few studies (GoR C). Antimuscarinics

may be added to conservative therapy of urgency Ul (GoR A-C, depending on
agent).

e For the select cognitively intact older with Fl, biofeedback may be considered,
but few studies exist among frail older adults.

e Alpha-blockers may be cautiously considered in frail men with suspected pros-
tatic obstruction (GoR C). All drugs should be started at the lowest dose and
titrated with regular review until either care goals are met or adverse effects
are intolerable.

e DDAVP (vasopressin) has a high risk of severe hyponatraemia in frail older
persons and should not be used outside specialist centres .or without very
careful monitoring and long term followup (GoR A).

e Improving stool consistency can be done with dietary fibre and supplem.entary
fibre in older adults (GoR C). In older adults with diarrhoea, loperamide may
be considered at low doses to improve stool consistency. However, close mon-
itoring for constipation and impaction is needed.

4. ONGOING MANAGEMENT AND REASSESSMENT

Optimal urinary and faecal incontinence management is usually possible with the
above approaches. If initial management fails to achieve the desired goals, the next
steps are reassessment and treatment of contributing comorbidity and/or functional
impairment.

5. SPECIALISED MANAGEMENT

If frail older people have either other significant factors (e.g., pain, haematuria,
bowel “alarm” symptoms), Ul or FI symptoms that cannot be classified as urgency,
stress, or mixed or overflow or other complicated comorbidity which the primary
clinician cannot address (e.g. dementia, functional impairment), then specialist re-
ferral should be considered. Referral may also be appropriate when there is been
insufficient response to initial management. The type of specialist will depend on
local resources and the reason for referral: surgical specialists (urologists, gynecol-
ogists, colorectal surgeons), gastroenterologists, geriatricians or physical therapist
(functional and cognitive impairment); or continence nurse specialists (homebound
patients). Referral decisions should consider goals of care, patient/caregiver desire
for invasive therapy and estimated remaining life expectancy.

Wagg, A., Chen, L-K., Johnson I, T., Kirschner-Hermanns, R., Kuchel, G., Markland, A., Murphy, C., Orme, S., Ostaszkiewicz, J.,
Szonyi, G., Wyman, J. “Incontinence in Frail Older Persons” in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg, A.,
Wein, A. (Eds.) International Continence Society, Bristol, UK.



Age per se is not a contraindication to Ul or Fl surgery (GoR C), but before sur-
gery is considered, all patients should have:

Evaluation and treatment for any comorbidity, medications, and cognitive or
functional impairments contributing to Ul that could compromise surgical out-
come (e.g., dementia that precludes patient ability to use artificial sphincter)
(GoR C).

Adequate trial of conservative therapy, including pharmacological therapies
where relevant (GoR C).

Discussion (including the caregiver) to ensure that the anticipated surgical out-
come is consistent with goals of care in the context of the patient's remaining
life expectancy (GoR C).

Urodynamic testing or anorectal manometry, because clinical diagnosis may
be inaccurate (GoR B).

Preoperative assessment and perioperative care to establish risk of, and to
minimise the risk of common geriatric post-operative complications such as
delirium and infection (GoR A), dehydration and falls (GoR C).

Wagg, A., Chen, L-K., Johnson I, T., Kirschner-Hermanns, R., Kuchel, G., Markland, A., Murphy, C., Orme, S., Ostaszkiewicz, J.,
Szonyi, G., Wyman, J. “Incontinence in Frail Older Persons” in “Incontinence, 6t Edition, 2017, Abrams, P., Cardozo,L, Wagg, A.,
Wein, A. (Eds.) International Continence Society, Bristol, UK.



MANAGEMENT OF URINARY INCONTINENCE IN FRAIL OLDER MEN & WOMEN

HISTORY/ SYMPTOM
ASSESSMENT

CLINICAL
ASSESSMENT

CLINICAL DIAGNOSIS

INITIAL
MANAGEMENT*

(0] \[e]o]])\[¢]

REASSESSMENT AND
MANAGEMENT

Delirium .
Infection
Pharmaceuticals .

Psychological

Excess urine output
Reduced mobility

Stool impaction (and their
factors)

(avoid overtreatment of
asymptomatic bacteriura (C))

These diagnoses may overlap
in various combinations, e.g.,
Mixed Ul, DHIC (see text)

(If Mixed U, initially treat most
bothersome symptoms)

Active case finding in all frail elderly people (A)

1

Assess, treat and reassess potentially treatable conditions,
including relevant comorbidities and ADLs (see text) (A-C)
Assess Qol, desire for Rx, goals for Rx, patient & caregiver
preferences (C)

Targeted physical examination (cognition, mobility,
neurological and digital rectal examination) (A-C)
Urinalysis (C)

« Consider bladder diary or wet checks, especially if nocturia is

present. PVR in specific patients (see text) (C)
111

Ul associated with:

Pain

Haematuria

Recurrent symptomatic UTI
Pelvic mass

Pelvic irradiation

Pelvic / LUT surgery

Prolapse beyond introitus
(women)
Suspected fistula

* \ 4

v

Lifestyle interventions « Treat constipation (C)
(B-C)  Review medications
Behavioural therapies (B) e Consider trial of alpha-
Consider trial of blocker (men) (C)

Lifestyle interventions
(B-C)

Behavioural therapies (B)
(See text)

antimuscarinic drugs / e Catheter drainage if PVR

beta 3 agonist (A-C)

!

200-500 ml, then reassess
(see text) (C)

v

If insufficient improvement, reassess for and treat contributing comorbidity * functional
impairment

!

If continued insufficient improvement, or severe associated symptoms are present, consider
specialist referral as appropriate per patient preferences and comorbidity (see text)

* Consider CONTINENCE PRODUCTS for temporary support during treatment

Wagg, A., Chen, L-K., Johnson I, T., Kirschner-Hermanns, R., Kuchel, G., Markland, A., Murphy, C., Orme, S., Ostaszkiewicz, J.,
Szonyi, G., Wyman, J. “Incontinence in Frail Older Persons” in “Incontinence, 6 Edition, 2017, Abrams, P., Cardozo,L, Wagg, A.,
Wein, A. (Eds.) International Continence Society, Bristol, UK.



