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Overview

• Review the assessment of bladder problems (SUI,UUI,Total)

• Red flags to watch out for

• Definitions of various types of urinary incontinence (UI)

• Management in the primary care setting

• NICE guidelines and requirements for secondary care providers 

• The Mesh crisis

• Significant changes in Mx (pathways, counselling, procedures)

• "out with the old, in with the new” 



Are benign bladder complaints important?
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Type of incontinence related to age

Millard R  BJU 1985 57 98-9



Impact of UI

• 60% avoid going away from home

• 50% feel odd or different from others

• 45% avoid public transport

• 50% avoid sexual activity for fear of incontinence
• Norton et al, BMJ 1988

• Incontinence is second to dementia as an initiating factor for 
admission to residential/care homes

• Thom et al, Age and Ageing 1997



Assessment of Bladder symptoms
History

• Incontinence of urine ? 
• What type of incontinence ? 

• Constant (adult, child)
• SUI
• UUI
• Mixed

• Functional
• Overflow etc

• Impact on quality of life?



Assessment of Bladder symptoms

• Constant drip
• Pain: abdominal /perineal
• Heamaturia
• Pneumaturia
• Recurrent/persistent infection

• Neurological symptoms



Assessment of UI
Examination

• Abdomen:
• ? Tenderness
• Palpable bladder
• Scars

• Perineal inspection
• Atrophy
• Urethral mucosa prolapse

• Vaginal examination
• Adnexal mass
• ? Pelvic mass
• Pelvic organ prolapse
• SUI
• Pelvic floor muscle strength



Minimum investigations

• Urine dipstick/MSU

• Voiding diary

• Post void residual volume



Frequency volume charts

• 72 consecutive hours

• Basic patterns:
• Normal voided volume, increased frequency: increased fluid intake, DI, 

DM

• Reduced fixed volumes, day and night: intravesical pathology 
(interstitial cystitis or CIS)

• Reduced variable volume, day and night: detrusor overactivity 

• Normal early morning void, reduced variable day volumes: 
psychosomatic.
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Definitions



Urinary Incontinence (UI)

A condition in which involuntary loss of urine is a social 
or hygienic problem and is objectively demonstrated

vs

Hyperhidrosis  or Excessive Vaginal Discharge 



Definition of Overactive Bladder 

urgency with or without urge incontinence, usually associated with 
frequency and nocturia



Overactive bladder

• Symptoms

• Condition / syndrome

• Urodynamic diagnosis

symptoms

OAB 

syndrome

Detrusor

overactivity



Definition of Stress Urinary Incontinence

the complaint of any involuntary loss of urine on effort or physical 
exertion (e.g sporting activities) or on sneezing or coughing”



Initial management of UI



Stress Urinary Incontinence
Conservative management

Primary Care

• Lifestyle changes (fluid 
type and volume)

• Pelvic floor muscle 
training 

• 3 months
• Supervised
• Biofeedback
• Vaginal cones

• Weight loss 

• Medication: HRT topical



Bladder training and PFMT

• Grade A recommendations 
from WHO, European Ass of 
Urology guidelines level 1 
evidence, NICE.



Initial management of OAB/UUI



Urgency 

Incontinence

URGENCY

Nocturia

Reduces volume voided per micturition

Increased frequency and 

reduced intervoid interval

a = Proven direct effect

b = Effect correlated with Urgency but inconsistent due to 

multifactorial aetiology of the symptom

1. Adapted from Chapple CR et al. BJU Int 2005;95:335-40

a

a

b b

Urgency is regarded as a driver for other 
symptoms1



Toilet mapping!



OAB: management 

Conservative management

Primary Care

• Lifestyle changes (fluid type and 
volume)

• Pelvic floor muscle training 
• 3 months

• Supervised

• Biofeedback

• Vaginal cones

• Weight loss 

• Medication: HRT topical



Risk factors for OAB

• Smoking (1.44 RR) Dollos BJUI 2003

• Obesity  Dollos BJUI 2003

• Carbonated drinks Dollos BJUI 2003

• Tea/Coffee



Caffeine and OAB

• 3,7-dihydro-1, 3, 7-trimethyl-1H-purine-2,6-dione
• block adenosine effects on A 2A and A 1 receptors

• inhibits cyclic nucleotide breakdown via inhibition of phosphodiesterase

• blocks GABA A receptors

• mobilizes intracellular calcium depots

Q max and Q ave were significantly increased in the caffeine group* 

FD=first desire to void, ND=normal desire to void, SD=strong desire to void, MCC=maximal cystometric capacity decreased in caffeine 
group P≤0.05

Effect of caffeine on bladder function in patients with overactive bladder symptoms
Lohsiriwat Supatra, Hirunsai Muthita, Chaiyaprasithi Bansithi 

Year : 2011 | Volume: 3 | Issue Number: 1 | Page: 14-18 



‘I only drink green tea’

• Assam Black Tea - 86 mg

• Bai Mu Dan / China White Tea - 75 mg

• Chinese Ti Kuan Yin Oolong - 37 mg

• Darjeeling Autumnal (Darjeeling 
White Tea - 56 mg

• Indian Green Tea - 59 mg

• Kenyan Green Tea - 58 mg

• Ceylon Black Tea - 58 mg

• Drip Brewed Arabica Coffee (6 oz) -
80-130 mg 

• Drip Brewed Robusta Coffee (6 oz) -
140-200 mg 

• Drip Brewed Passiona Excelsa/Arabica 
Low-Caffeine Coffee Blend (6 fl oz) -
40-60 mg

• Instant Coffee (8 oz) - 27-173 mg 
(often around 65 to 90 mg)

http://coffeetea.about.com/od/advancedtea/ig/Tea-Regions-of-India/Assam--India.htm
http://coffeetea.about.com/od/advancedtea/ig/White-Tea-Photos/White-Peony-Tea.htm
http://coffeetea.about.com/od/typesoftea/a/What-Is-White-Tea.htm
http://coffeetea.about.com/od/advancedtea/ig/Tea-Regions-of-India/Darjeeling--India.htm
http://coffeetea.about.com/od/glossaryofterms/g/CeylonTea.htm


Pharmacotherapy

• Oral

Imipramine: 25  - 50 mg nocte 

Propiverine

Anticholinergics 

B3 Agonists

Desmopressin: 100  - 200 ug nocte

• Intravesical

• Botox/Dysport



Anticholinergics

• Anticholinergic agents are currently the first-line therapy for OAB

• They exhibit their primary action by inhibiting involuntary detrusor muscle contractions (at the level of the 
efferent pathway), but identification of muscarinic receptors in the urothelium/suburothelium suggests that 

they may also affect the afferent sensory pathway

• No head-to-head trials of these agents have assessed efficacy and side effects. The available literature 
suggests that these agents are clinically similar and that none appears to offer a major distinct advantage 
over the others. 



Management of OAB in the elderly 
patient

• Studies with both Solifenacin and Fesoterodine have 
demonstrated that large proportion of elderly 
patients require higher doses for optimal eficacy

• Wagg et al 2006, Kraus et al 2010

• Older patients suffer more adverse events from 
therapy but are more adherent to their therapy

• Wagg et al 2006
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Mirabegron is a treatment for OAB that 
works differently to antimuscarinics1,2

Adapted from Betmiga Summary of Product Characteristics, January 20131 and Chu et al., 2006.3

1. Betmiga Summary of Product Characteristics, January 2014.
2. Gras J. Drugs of Today 2012;48(1):25-32.
3. Chu F, Dmochowski R. Am J Med 2006;119(3A):3S–8S.

Mode of action of OAB treatments1,3

Date of preparation: March 2014. BET13018UK(1)
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Invasive management and surgery for 
benign bladder conditions



Surgical intervention for 
OAB/UUI

Indications

• Significant symptoms

• Failed conservative & drug 
therapy

• Realistic expectations

Procedures

• Cystodistension

• Botulinum toxin injections

• PTNS

• Autoaugmentation

• Clam cystoplasty

• Ileal conduit

Essex Urology Partners



Tibial nerve stimulation 
(neuromodulation/SNS)

12 treatments, one per week, and each session takes about 30 

minutes.



BOTULINUM TOXIN 

• ISC

• Recurrent UTI’s

• Non curative



Surgical Intervention for Stress Urinary 
Incontinence

• Surgical options
• Periurethral bulking 

• Mid urethral slings
• Autologous: rectus or tensor fascia lata

• Synthetic TVT-R (retropubic) vs TVT-O (transobturator)

• Adjustable

• Minislings

• Colposuspension

• Artificial urinary sphincter



Primary surgical intervention

Mid urethral tape is the new standard; as effective as colposuspension 
with less morbidity

• TVT-R/TVT-O 85% satisfaction rate; 66% dry rate

• TVT-R longer follow-up data, slightly better dry rate, but riskier

• TVT-O comparable outcomes, safer

• Adjustable slings: no better

• Minislings: little data; inferior results. 

2015



Independent





Mid urethral tapes
complications

• Injury to urinary tract

• Intermittent self catheterization: short term 1:5, long 
term <1%

• Groin pain (TVT-O); bowel injury (TVT-R)

• De novo OAB 16%

• Dysparunia 5%

• Tape extrusion; 7% in the long term. ( Synthetic tapes 
<40 yrs with caution) 









Impact on management of patients with 
benign bladder conditions
Formal pathways

MDT

Reporting of outcome measures

Strong emphasis on conservative measures

Counselling 

Shared decision making tools

Consent 

Cooling off period

Choice of procedures for SUI



Periurethral bulking



Autologous Pubovaginal Sling

• 90% satisfaction rate

• ISC up to 30%

• Scar pain

• 24-48 hours in patient stay

• Little risk of erosion





Colposuspension 



Take home message

• Benign bladder conditions are very common

• Remember the red-flags and voiding diaries

• Manage empirically and conservatively in the first instance 

• MDT

• Report outcomes

• Consent and mutual decision making tool

• Mesh is out!

“out with the new, in with the old”
at least for the time being
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