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INITIAL MANAGEMENT OF NEUROGENIC URINARY INCONTINENCE 

 

  
HISTORY, LEVEL 

OF LESION 

CLINICAL 

ASSESSMENT 

MANAGEMENT* 

PRESUMED 

DIAGNOSIS 

Peripheral nerve lesion 
(e.g. radical pelvic surgery). 

Sacral cord/cauda equina lesion (e.g. 
lumbar disc prolapse) 

Suprasacral infrapon- 
tine and pontine lesions 

(e.g. trauma, multiple system atrophy) 

• Further history (bowel. sexual function, fertility issues) 

• General assessment including of home circumstances 

• Urinary diary and symptom score 

• Assessment of functional ability, quality of life and desire for treatment 

• Physical examination: assessment of sensation in lumbosacral dermatomes, anal tone and voluntary contraction of anal sphincter, 
bulbocavernosus and anal reflexes, gait, mobility, contractures, hand fuction. 

• Urine analysis + culture (if infected: treat as necessary) 

• Urinary tract imaging, serum creatinine : if abnormal to specialised management 

• Post void residual (PVR) assessment by abdominal examination or optional by ultrasound 

• Invasive UDS in select patient populations (eg. spinal cord injury, meningomeylocele) 

This assessment will give basic information, but does not yield precise neurourological diagnosis 

* Consider CONTINENCE PRODUCTS for temporary support during treatment  
** Some patients omit IC through personal choice or inability to self catheterise 

***Add complimentary bowel management in all cases 

• Behavioural modification (C) 

• External appliances (B) 

Urinary incontinence associated with 
poor bladder emptying (significant PVR) 

Urinary incontinence due to detrusor overactivity Stress urinary incontinence due to 
sphincter incompetence with 

negligible PVR 

Depending on co-operation and mobility: 

• Behavioural modification, (C) 

• Antimuscarinics (A) /beta 3 agonists (D) 

• Continence products (B) 

• Indwelling catheter (C) 

With negligible PVR 

Suprapontine cerebral 
lesion (e.g. Parkinson’s disease, 

stroke, multiple sclerosis) 

• Intermittent catheterisation ** with or 
without antimuscarinics (A) 

SPECIALISED MANAGEMENT 

Failure Failure 
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SPECIALISED MANAGEMENT OF NEUROGENIC URINARY INCONTINENCE 

 

  
LEVEL AND EXTENT 
OF LESION, HISTORY 

AND CLINICAL 

ASSESSMENT 

SPECIALISED 

ASSESSMENT 

CONSERVATIVE 

TREATMENT 

DIAGNOSIS 

Peripheral nerve lesion (e.g. radical 
pelvic surgery) conus cauda equina 

lesion (e.g. lumbar disc prolapse) 

Suprasacral infrapontine and pontine 
lesion (e.g. trauma, multiple sclerosis) 

• Urodynamic testing (preferably videourodynamics). 

• Urinary tract imaging 

AM antimuscarinics  
SDAF sacral deafferentation 
SARS sacral anterior root 

stimulation 
IC intermittent catheterisation 
PVR postvoid residual 
TUI transurethral incision 
DSD Detrusor-sphincter 

dyssynergia  
IDC indwelling catheter 
BTX-A Botulinum toxin A 
IVES intravesical electrical 

stimulation 

• Timed voiding (C) 

• External appliance (B) 

Incontinence associated with poor 
bladder emptying due to detrusor 

underactivity / sphincter overactivity 

Urodynamic Stress Incontinence due 
to sphincter incompetence 

With DSD 

Suprapontine cerebral lesion (e.g. 
Parkinson’s disease, stroke, multiple 

sclerosis) 

UI due to detrusor overactivity 

No DSD 

• IC (A) 

• -1 blockers (C) 

• Straining* (B) 

• IC + AM (A) 

• IDC + AM (C) 

• Behavioural (C) 

• IC + AM (A) 

• Triggered voiding (C)  

• Indwelling cath. + AM (C) 

• Continence products + AM (B) 
• Artificial sphincter (A) 

• Bladder neck (autologous) 
sling (B) 

• Bulking agents (D) 

• Bladder neck closure (D) 
(Synthetic midurethral tapes 
D)** 

• Stents intraurethral (B) 

• TUI sphincter (B) 

• BTX-A to sphincter ** (C) 

• IVES (C) 
• BTX-A to detrusor ± IC 

• PTNS/TTNS/SNM 

• Enterocystoplasty 

 
** if urethral hypermobility is the cause of USI; the long-term risks of tapes in the neurogenic population are undefined 

* If IC not possible or after sphincter relaxation procedures and with adequate UDS control 
**Intravesical botulinum injections undertaken according to national licensing. Sphincteric botulinum injections are not currently licensed. 

* Consider CONTINENCE PRODUCTS for temporary support during treatment 

STOMA/DIVERSION MAY BE AN OPTION IN SELECTED CASES 

• BTX-A to detrusor + IC (A) 

• SDAF + IC (B) 

• SDAF +/- SaRS (B) 

MINIMALLY 
INVASIVE/SURGICAL 

TREATMENT 


