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UI in Primary Care

9 - 47% sufferers seek professional help
25% reported ineffective ways of dealing 

with the problem

75% unaware that drug treatment is    available 

46% of UI patients suffer for 5 years or more before 
presenting to a GP





Empirical therapy

Blood, rec UTIs, suspected neuropathy  must be investigate

otherwise empirical therapy is justified

If empirical therapy fails
Cystoscopy is more important than urodynamics
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Men with post-prostatectomy incontinence*, as triaged via 
Choose & Book 

Includes: 

• Incontinence after OPR, LRP, RALP, TURP, HoLEP, Rezum, greenlight laser, 
BN stricture 

• Men with suspected bladder neck stricture following benign or cancer prostate 
surgery 

• Men with incontinence who have previously tried conservative therapye e.g. 

pelvic floor exercise/physiotherapy 

• *Recommended that men should complete 3-day bladder diary, ICIQ-UI, ICIQ-

mLUTS, ICIQ-satisfaction and LUTSQoL before prostatectomy 
 

 

Pathway Co-ordinator to send (post/e-mail): 

• BAUS information sheet on flexible cystoscopy  

• BAUS information sheet on VUDS  

• One-stop clinic appointment letter  

2/52 before OPA, CNS to arrange the following to be completed and uploaded to Cerner prior to OPA: 

• 24-hour pad test 

• 3-day bladder diary 

• ICIQ-UI, ICIQ-mLUTS, ICIQ-satisfaction, LUTSQoL 

• Results to be entered into Functional Database 

Day of OPA: 

• FR + PVR + urine dipstick before seeing clinician  

• Assessment by clinician: history and examination 

• Flexible cystoscopy unless clinical contraindication  

• VUDS +/- RLPP if clinically indicated  

• Renal tract ultrasound to be booked if clinically indicated  

BEFORE OPA 

AT OPA 

TREATMENT 

FOLLOW-UP 

Detrusor overactivity only 

• recommend anticholinergics if no significant residual 
for urge incontinence  

• recommend mirabegron if unable to tolerate anti-
cholinergics 

• recommend combination therapy if not responsive to 
above 

• if no response to conservative treatment, offer PTNS, 

intravesical botox or SNS 

BN Stenosis 

• Requires bladder neck incision on a Functional Urology list 

only, with careful counselling that UI will worsen and need for 
ISD to maintain bladder neck prior to anti-incontinence 
surgery. F/U will be a flexible cystoscopy at 3/12 under 
Functional Team to assess stabilisation of bladder neck 

stricture prior to anti-incontinence surgery 

Sphincter Weakness  

• counsel for male sling (fixed or adjustable) or artificial 
urinary sphincter 

• counsel regarding alternatives to surgery (no treatment, 
medication, bulking) 

• BAUS information leaflets should be given to patient 

• Discussion at central MDT 

For patients who opted for surgical treatment, face-to-face follow-up at 6/52: 

• Wound review 

• Activation of AUS 

• Evaluation of fixed male sling outcome 

• Evaluation +/- top-up of adjustable sling (with SpR/Consultant) 

CNS telephone follow-up at 3/12 following surgery with: 

• 24-hour pad test 

• 3-day bladder diary 

• ICIQ-UI, ICIQ-mLUTS, ICIQ-satisfaction, LUTSQoL 

• Results to be entered into Functional database 

Sphincter weakness and detrusor overactivity 

• Treat more symptomatic component first 

POST-PROSTATECTOMY INCONTINENCE PATHWAY 



Conservative Management of SUI



SUI Treatment Options

• Medications

• Exercises

• Injection therapy

• Slings

• Retropubic suspension

• Artificial sphincter



Principles of skeletal muscle strengthening

≤8 WEEKS



Guidelines

ICS

For morbidly and moderately obese women weight loss is a useful 
treatment to reduce UI prevalence 

[Grade of Recommendation: A]

NICE 

Advise women with UI who have a BMI greater than 30 to lose 
weight [CG171, Sept 2019]

ICS: International Continence Society

EAU: European Association of Urology

NICE: National Institute of Clinical 

Excellence



Oestrogens

Oestrogen-sensitive urethra α- and β- receptorsEpithelium

Connective tissue

Muscle

Vasculature
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Mid Urethral Slings



Colposuspension



Pubovaginal Sling



Urethral Bulking

• Peri-urethral injection of bulking agent may 
provide short-term improvement in symptoms 
(3 months), but not cure, in women with SUI.

Level 2a evidence

EAU and NICE Guidelines



Cochrane Review Results

• MUS vs Colpo vs AFS similar efficacy  LE1

• MUS vs Colpo vs AFS similar complications LE3



Evolution of where we are now with mesh 
complications!

2008

• Problems with mesh acknowledged but thought to be rare

2011

• Decision reversed and mesh complications acknowledged to be ‘not rare’

• During 2005 – 2010 there were 4000 reports of complications including 4 
deaths

2012

• Orders to manufacturers to conduct post market surveillance studies

2014

• FDA has proposed to reclassify vaginal mesh from a moderate risk to a high 
risk device

“ we will require manufacturers to provide premarket clinical data to 
demonstrate reasonable assurance of safety”



Vaginal Mesh: Scotland

http://static3.thedrum.com/uploads/drum_basic_article/87225/main_images/daily%20record.jpg


3 Mesh Reviews

European Commission ( SCENIHR)  - Public 
Consultation on the preliminary Opinion on 
the safety of surgical meshes used in 
urogynaecological surgery 2015

The Scottish Independent Review of the Use, 
Safety and Efficacy of Transvaginal Mesh 
Implants in the Treatment of Stress Urinary 
Incontinence and Pelvic Organ Prolapse in 
Women 2016

NHS England Mesh Working Group 2017

MHRA review of evidence 

( September 2015) – part of Scottish Review

Cochrane Mesh review surgery 

( feb 2016)



England

• Hunt review of Mesh  

22nd Feb 2018

• Baroness Cumberlege suspension 
of mesh

9th July 2018

• NHS England propose high vigilance 
on all other   procedures

• NICE UI 2019 guidelines

all pts to be offered all treatments

Treatment decision aid for all  



Patient Decision Aid

27





• 10-15% chronic pelvic pain

• 10% reoperation rate

• Similar dysparunia rate 

• Mesh contracture 



Male SUI

30



The problem

• What’s the true incidence of iatrogenic incontinence 
post surgery?

• From pt reporting
• 88% post-RRP, 42% post-TURP at 3 weeks postop

• Post-prostatectomy 
• Lack of standardised definition and reporting
• Holm et al J Urol 2014

• Various definitions produced different rates of MSUI

• PROMS/ pads/ surgeon reporting



Radiotherapy effects

• Adjuvant DXT makes leakage worse
–Suardi et al Eur Urol 2014

• At 15 years, no significant difference in 
incontinence rates between DXT and ORP

–Resnick MJ et al NEJM 2013



Anti MSUI surgery

• Kim et al J Urol 2013

–SEER data

–6% undergoing surgery for SUI after RRP

• Withington et al BJUi 2014



Non-invasive therapy

• Pelvic floor muscle training

–Evidence problems

• Definitions, use of preop PFMT, use of biofeedback, non-
randomised, non-controlled studies, patient motivation and 
compliance

• Preop/postop

• With/without biofeedback

• Within a rehabilitation program 

–Meta-analysis Hunter et al Cochrane Database Sys Rev 2004 

• 11 studies and 1028 men

• Achieved continence faster with PFMT but same at one year

–Reduces early severity and duration of UI but does not 
reduce UI rates at one year 



ADVANCE – 3 year f/u

• Kowalik et al NUU epub
–60% cured /13% 

improved /27% failed

• Zuckerman et al Urology 
2014

–62% dry

• Rehder et al Eur urol 
2012

–53% cured /24% 
improved /23% failed



Artificial urinary sphincter

• Remains gold standard
– Highest long term success rates 

– 80-90% dry

– High pt satisfaction rates

– 70-80% continence rates after DXT



Artificial urinary sphincter

• Probs 
• Fiddly
• High surgical revision rate – mechanical 

failure, erosion, infection 
• falling with Inhibizone – 1-2% infection
• 42% to 17% with design changes
• 60% revision at 10 years
• Average life span 11 years



MASTER TRIAL

• LOGO

• RCT/NIHR

• Inclusion / exclusion
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