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to peristaltic spasms causing frequency
and a feeling of incomplete emptying.
Treatment options depend on the size of
the stone following ureteric imaging
(non-contrast spiral CT). Stones less
than 4 mm will pass spontaneously but
larger ones require ureteroscopy and
laser fragmentation or ultrasound
guided shockwave lithotripsy. 

Bladder stones mostly formed by
urinary retention are treated by
cystolitholapaxy. However, although the
stone can be destroyed the underlying
problem of poor bladder emptying may
remain and stones recur. Thus formal
bladder outflow surgery to the prostate
is often recommended. For urethral
strictures a formal dilatation or
urethrotomy or a formal urethroplasty
may be needed.15

Incontinence
Incontinence is generally due to stress or
urge or a mixture of both and can be
initially managed with lifestyle changes
(avoiding caffeine, alcohol, and
restricting fluids) and temporary
measures such as pads, catheters or
collection devices. Medical and surgical
approaches are available in urology if
these approaches are not successful. 

Stress incontinence is due to
weakness of the pelvic floor and
sphincter muscle commonly starting
after childbirth in women and after
surgery in both sexes. With stress
incontinence stress activities such as
jumping or coughing can increase intra-
abdominal pressure causing leakage
beyond the patient’s control. Medical
treatment such as the antidepressant
duloxetine to help relax urethral muscle
is not particularly effective and thus
surgical treatment may be indicated
such as sling surgery whereby an
autologous graft or prosthetic sling is
made to wrap around the urethral bulb
or in rarer cases an artificial sphincter. 

Urge incontinence is due to a sudden
involuntary contraction of the bladder
wall creating an unstoppable urge to
urinate. Classical antimuscarinics such as
solifenacin and detrusitol, or
mirabegron, a selective beta-3
adrenoreceptor agonist, help relax the
bladder smooth muscle allowing the
bladder to fill with urine more fully
thereby reducing urge incontinence
episodes. Due to an association with
prolonged use of antimuscarinics and
dementia in the elderly, mirabegron or
trospium (which does not cross the
blood brain barrier) are the preferred
options in this group.

Other options for persistent urge
incontinence include botulinum toxin »

(TURP) or Holmium laser enucleation of
the prostate (HoLEP) for larger glands
may be used.13 There are a number of
more minimally invasive treatments
emerging such as PVP-GreenLight laser
ablation, UroLift, Rezum and prostate
artery embolisation. These techniques
usually have a better initial side-effect
profile but are not as definitive or
durable as TURP or HoLEP.

Acute bacterial prostatitis requires
antibiotics and analgesia.14 However, in
chronic prostatitis alpha blockers can
play a role. As well as alpha blockers,
NSAIDs and occasionally tadalafil and
laxatives can be of use if chronic pelvic
pain syndrome develops. 

Stones and structural abnormalities
Distal ureteric stones can be painful due
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