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REFERRAL
Involving a skilled continence nurse or
dedicated pelvic physiotherapist will
improve care and can reduce referrals
to secondary care.

Timely review of the response to
conservative and pharmacological
measures provides an opportunity to
assess the patients’ satisfaction with
current treatment and determine
whether they should be referred for
further treatment. 

Patients should be referred when
conservative measures have failed. 
For stress UI, referral is indicated after
failure of PFMT. For OAB, referral
should be offered when the response
to two drugs has not been satisfactory,
or the patient wishes to discuss further
options.

Patients with other types of urinary
incontinence should be managed as
shown in the algorithm in figure 1, p21.

SECONDARY CARE
Urodynamic studies are normally
carried out before deciding the best
management option. The following
approaches are used for stress UI:
synthetic mid-urethral slings,
autologous rectus fascial slings, open
colposuspension, and intramural
bulking agents.

In cases where the patient is unfit for
surgery or declines a non-surgical
treatment an alternative is duloxetine
with PFMT. This has a high risk of
adverse effects and is therefore not
generally tolerated or prescribed.

For OAB symptoms intravesical
injection of botulinum toxin A or
percutaneous sacral nerve stimulation
can be used. 
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medication, discuss the likelihood of
success and associated side effects.4
Inform the patient that the treatment
effect may take up to four weeks.4 Two
different antimuscarinics should be
tried before referral to secondary
care.4 Oxybutynin immediate release
should not be offered to frail older
women because it has an increased
side effect profile.4

Follow-up should be offered four
weeks after commencing a new drug,
either face to face or by telephone.4
It is important to assess the patient’s
satisfaction with, and the effectiveness
and tolerability of, the treatment. An
increase in dose needs to be considered
if the effect is suboptimal, or changing
to a second antimuscarinic if there are
intolerable side effects or no improvement. 

NICE recommends that the
selection of a second antimuscarinic
should be based on the lowest
acquisition cost and transdermal
medication should be offered if
women are unable to tolerate oral
medication.4

Mirabegron is the first in a new class
of drugs, the beta-3-adrenoceptor
agonists. It can be used when
antimuscarinics are either contraindicated
or have failed to achieve satisfactory
symptom relief or when intolerable
side effects are reported.

Patients on long-term treatment
need yearly review, patients over 75
should be reviewed every six months.4

Mixed UI
The predominant symptoms should be
treated. When stress UI predominates,
NICE recommends considering
conservative management of OAB
including drugs before offering
surgery.4

The prognosis will depend on the
cause, the patient’s expectations and
the desired outcome. 

Stress UI
PFMT alone can improve symptoms of
stress incontinence by 56-75%, but
appears to be less effective in the long
term and depends on good compliance.5

OAB
PFMT can improve OAB symptoms by
up to 55%.6 Antimuscarinics can
produce long-term symptom
improvement of 60-70%,7 but side-
effects are common and can affect
compliance. We welcome your feedback
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Urinaryincontinence (UI) is the complaint of anyinvoluntary
loss of urine and is a common condition that is likely to be
under-reported. In the UK, the prevalence is estimated to
be 17-40%, and rates are higher in the elderly. UI is more
common in women than men. Its frequency increases
with age, parity, high BMI, and associated comorbidities. 

The common types are stress UI, overactive bladder or
urge UI, and mixed UI a combination of the two. In stress
UI there is involuntary loss of urine that occurs in association
with an increase in intra-abdominal pressure. Overactive
bladder is caused by overactivity of the detrusor muscle.
This may be idiopathic or secondary to lesions affecting
the motor or sensory pathways to the muscle. 

The history should include the circumstances in which 
the incontinence occurs, the duration and how it affects
the patient’s quality of life. The initial assessment should
include enquiring for symptoms of urinary tract infection
and carrying out a urine dipstick test. Abdominal
examination should exclude a large pelvic-abdominal
mass and a palpable bladder post micturition. Vulval-
vaginal examination should assess for atrophic vaginitis
and prolapse, masses and pelvic floor muscle contraction.

General treatment measures include limiting fluid intake 
to 1.5-2 L/day and weight reduction for patients who have
a BMI ≥30. Pelvic floor muscle training (PFMT) and
management of other exacerbating conditions are
indicated for stress incontinence. In overactive bladder
caffeinated beverages should be restricted or stopped,
bladder retraining should be carried out for a minimum of
six weeks and drinking four hours before sleep avoided.

When conservative measures for OAB are unsuccessful,
the next step is pharmacological treatment. Referral to
secondary care should be offered when the response to
two drugs has not been satisfactory. For stress UI, referral
is indicated after failure of PFMT.

A well structured community referral system and network 
which includes physiotherapists, continence advisers and
specialist nurses can provide patients with the necessary
support and expertise. Women are often unsure about
how to do pelvic floor exercises correctly and may need
instruction or reassurance. Likewise patients may also
need advice on bladder retraining. Involving a skilled
continence nurse or dedicated pelvic physiotherapist will
improve care and can reduce referrals to secondary care.


