
 
PUBLICATION AND COMUNICATION COMMITTEE AGENDA 

Tuesday 3rd September 2019,  

Venue: Swedish Exhibition & Congress Centre 

Room: Meeting Room 3 

Time: 13.30-14.30 

Chair:   Jacky Cahill 

Members:  Alexis M P Schizas, Riyad Taher Al Mousa, Julien Renard, Ran Pang, Veronica 
Haggar, Betty Exintaris, Giovanni Mosiello 

Apologies: Sophie Fletcher 

Also in Attendance: Jerzy Gajewski, Jenny Ellis,  

1. Committee picture to be taken 
2. Welcome to new member- Giovanni Mosiello 

Welcome to Ran Pang, new Chair 
Welcome Julien as interim Editor 

3. Thank Sophie Fletcher 
4. Approval Philadelphia minutes (attached) 
5. Committee Terms of Office (attached) 
6. Committee Terms of Reference (attached) – any changes/updates required? 
7. Reminder SOP process 
8. Debate topic discussion, update and clarification  
9. Fact sheet – update discussion– 5 year reminder! (attached) 
10. 3 year plan – brainstorm (JE 2020 compliance/advertising issues – committee articles)  
11. AOB 

 
 
 
 
 
 
 
 

 



 
PUBLICATION AND COMUNICATION COMMITTEE MINUTES 

Tuesday 28th August 2018, 

Venue: Pennsylvania Convention Center (PCC) 

Room: Meeting Room 2 

Time: 13.30-15.30 

Chair:   Jacky Cahill 

Members:  Stelios (Stergios) Doumouchtsis, Sophie Fletcher, Alexis Schizas, Nucelio Lemos, 
Riyad Al Mousa, Julien Renard,  

Apologies: Alexandros Derpapas, Ran Pang, Betty Exintaris 

Also in Attendance: Jerzy Gajewski, Jenny Ellis, Veronica Haggar 

1. Committee picture to be taken 
 
A committee picture was taken and will be uploaded to the committee page post 
meeting. 
 
JC welcomed everyone to the meeting. Everyone introduced themselves. 
 

2. Welcome to new members- Veronica Haggar and Betty Exintaris 
 
JC welcomed Veronica and Betty to the committee.  
 

3. Approval Florence minutes (attached) 
 
All agreed no changes/additions are required, 1st JC, 2nd SF. 
 

4. Committee Terms of Office (attached) 
 
- Jacky Cahill – 2nd term completed, will stand down in Gothenburg. 
 
JC will step down from her Chair position in Gothenburg. This is an elected position, so 
anyone interested in applying would need to be nominated and seconded by an ICS 
member to be considered for this position. JC asked JE to check and confirm the bylaws 
regarding applications. 
 
Action: Office to check and confirm the bylaws regarding the Chair applications. 
 
Postscript note – The current bylaws are available to download here. 

https://www.ics.org/Documents/Documents.aspx?DocumentID=5381


 
 
- Stelios Doumouchtsis and Alexandros Derpapas stepping down in Philadelphia 
JC thanked SD and AD for their work on the committee. 
 
- Sophie Fletcher stepping down in 2019 
JC thanked SF for her work as an editor, we will discuss the editor position shortly. 
 
- Alexis Schizas, Nucelio Lemos – 1st term completed, will need to confirm if they wish 
to stand for a second term 
AS would like to renew his position. NL confirmed he would be standing down with 
immediate effect. 
 
- Veronica Haggar and Betty Exintaris term starts on Thursday, runs until 2021 
 

5. Committee Terms of Reference (attached) – any changes/updates required? 
JE highlighted that the BOT implemented, 10 person maximum rule, has been added to 
the TOR.  JC asked that the TOR be uploaded to the forum. 
 
Action: Office to upload the TOR to the committee forum for review and discussion. 
 

6. Editor in chief – need to find a replacement, 1 year shadow 
JC highlighted that SF would step down next year. Group discussed the role of the editor 
and the time it takes – SF confirmed around a couple of hours a week, depending upon 
the number of submissions.  
 
SF felt that the work that the members do is excellent. When you compare ICS eNews 
with other organisations ours is much more topical and personal.  
 
JG highlighted a recent discussion with the Board – they would like the committee to 
create an eBook every year, which would be a year in review. Group discussed this 
proposal. There was concern about the amount of work this would generate on such a 
small committee. JE suggested that the committee have a deputy editor to assist with 
the work load. Also, would it not be possible to have this automated? All of the news 
stories are available on the ICS website, it may be possible to use some software to pull 
the key stories across to create the eBook. 
 
More information from the Board is required to progress with this project. 
 
Action: JC discussing with office format and details for the proposed year in review 
book 
 

7. Actions Update: None outstanding from Florence. 
 
 



 
8. News article schedule 

 
JE will update the news schedule and email this around to everyone. 
 
Action: Office to create an updated news schedule and email to committee members. 
 
JC highlighted that we need the committee Chair's and Board to produce their 
reports/article on committee updates at least once a year but preferably twice a year. 
 
Action: Office to remind all Committee Chairs and the Board that they are required to 
produce their reports/article on committee updates at least once a year but 
preferably twice a year. 
 
 

9. Debate topics- discussion 
 
JC provided an update on the debate topics project. We previously have had calls with 
Roger Dmochowski and Mariela at Wiley to discuss the project. All agreed to progress 
but we are trying to finalise the guidelines with Roger. The group and topics were 
agreed as follows: 
 

Topic For Against 
Date for NAU 
submission 

SNM Vs Botox Julien  Spinelli January 

C-section Vs vaginal delivery Stelios Nucelio March 

POP and SUI: one or two stage procedure? 
Andrew 
Sokol 

Peter 
Dwyer May 

Artifical sphincter Vs Sphincter plasty Alexis    July 

Urodynamics prior to BPH surgey  Ran  Riyad September 

 
JR’s topic was submitted but Wiley requested changes, we are waiting for final confirmation to 
move forward with the document. 
 
Action: JC to email RD regarding the guidelines for the debate topics. 
 
Once we have a final version this will help provide an example to the other members. 
 
NL joins 

10. AOB 

JC confirmed that an agreement was in place that Jacky could attend the NAU board meeting 
and Roger could attend the PCC meeting. JC was invited to the NAU Board meeting this week, 



 
but she is unable to attend. JR volunteered to attend the meeting instead and report back to 
the committee. 

 
 
 
 

 



PCC Terms of Office

Member Role Term Start  Term End Term Yrs Elected Term details Additional Informatio

Jacqueline Cahill Chair 29‐Aug‐13 05‐Sep‐19 6 Y 6 year term will finish in 2019 ‐ CANNOT RENEW
Ran Pang  Chair 05‐Sep‐19 08‐Sep‐22 3 3 year term will finish in 2022‐ can stand again
Sophie Fletcher Committee Member 29‐Aug‐13 05‐Sep‐19 6 N 6 year term will finish is 2019 ‐ CANNOT RENEW
Alexis Schizas Committee Member 16‐Sep‐16 08‐Sep‐22 6 N 6 year term will finish 2022  ‐ CANNOT RENEW
Riyad Al Mousa Committee Member 14‐Sep‐17 28‐Aug‐20 3 N 3 year term will finish in 2020‐ can renew
Julien Renard  Committee Member 14‐Sep‐17 28‐Aug‐20 3 N 3 year term will finish in 2020‐ can renew
Veronica Haggar Committee Member 30‐Aug‐18 14‐Oct‐21 3 Y 3 year term will finish in 2021‐ can renew
Betty Exintaris Committee Member 30‐Aug‐18 14‐Oct‐21 3 Y 3 year term will finish in 2021‐ can renew
Giovanni Mosiello  Committee Member 05‐Sep‐19 08‐Sep‐22 3 Y 3 year term will finish in 2022‐ can renew
Jerzy Gajewski Ex‐officio 17‐Oct‐16 05‐Sep‐19 3 N Ex‐officio
Quorate No=4
Committee number = 9

Nominations 2019

Colour Meaning

Stepping down in Gothenburg
Stepping down in Las Vegas
Elect position‐ will need to re‐
apply

Will need to confirm if renewing/ 
positions will need to be advertis
after Gothenburg
New member/position
No action

Key

Stepping down in Gothenburg: Jacky Cahill, Sophie Fletcher
Renewal confirmation: Riyad Al Mousa, Julien Renard
Starting 2019: Giovanni Mosiello
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ICS Publications and Communications Committee Terms of Reference 
 
1.   PURPOSE:    To ensure timely and effective communication of ICS information and the latest 

developments both to the membership and between the ICS and the larger community.  Overall the 
publications Committee develops a long-term ICS publications and public relations plan, contributes to 
and approves ICS News, advises on a Press Office, Public Relations, Congress Newsletter and develops 
Fact Sheets. 

 
 
2. FUNCTIONS:  

• Publication of the bimonthly ICS E-News, which is available to membership and general public 

• Oversight and input to E-News sent regularly by the ICS Office on behalf of the Trustees to the 
membership 

• E-News Editor is PCC member  

• Assistance in scientific content for ICS social media platforms 

• Organise press affairs, (on country per country basis), and the Congress Newsletter for the ICS annual 
meeting.  Work in collaboration with the ICS office and local organising committee to define general 
policies and consult on Press affairs and Public Relations for the ICS.  

• Maintain current and accurate Fact Sheets used to communicate with the Press and the public.  

• Promote ICS at large annual meetings such as the AUA or EAU and in Neurourology & Urodynamics.  

• Interview honorary members, Chairs and exiting Trustees at annual meeting- verbal or film.  
 

3. RESPONSIBLE TO: ICS Board of Trustees and ICS General Secretary 
 

4. COMPOSITION:  
 

Total Members  Method of Appointment Name Term of Office 

General 
Secretary 

Ex officio  3 years 

Chair:  Elected. 
A member must sign his/her agreement to 
stand. This nomination is signed by 
nominator and seconder, all being current 
ICS members. The nominee for Chair would 
be a current or recent member (past 5 
years) of the Publication & Communications 
Committee. If no one is nominated the ICS 
Nominations committee may suggest a 
suitable candidate. Nominations received by 
1st March for current members all other 
applications by 1st April. Voting regulations 
as stated. 

See Membership 
Page 

3 years, renewable 
once by formal 
election  

http://www.icsoffice.org/ViewCommittee.aspx?ViewCommitteeID=34&CommitteeView=Members
http://www.icsoffice.org/ViewCommittee.aspx?ViewCommitteeID=34&CommitteeView=Members


PCC TOR August 2018 

Membership 
 

All members of ICS committees must be 
active ICS members (paid for current 
membership year) (By-law 2.3.2) and have 
completed a disclosure form.  Committee 
members must be active participants and 
attend at least one meeting a year.  
 

See Membership 
Page 

3 years, renewable 
once by 
Chair/committee 
approval. Further 
terms could be 
approved in 
exceptional 
circumstances and by 
referral to the ICS 
Trustees.  
The committee will 
have a maximum of 
10 people. 
 

Subcommittees 
(if any)  

   

Updated August 
2018 

   

 
 

5. MEETINGS: Two face-to-face meetings, one during the Annual Scientific meeting and another mid-term 
meeting; other deliberations normally by email. 

 
6. QUORUM: One third of committee membership plus one. For example, a committee of ten will have a 

quorum of four members. 
  
7. MINUTES: Minutes are recorded at each meeting and posted on the ICS and CPC website in 

accordance to 2009 ICS Bylaw 6.1-6.4). 
 

8. REPORTING & ROLES: The Chair of each committee is required to prepare an annual report to the Board of 
Trustees outlining achieved goals/budget requests and future objectives and strategies. The Chair is also 
required to be present at the Annual General Meeting should the membership have any questions over 
committee activities.  

 
The committee Chair is also responsible for submitting an interim report to the Board of Trustees’ mid-term 
meeting. The date that this report will be required will be given in advance each year.  

 
For Terms of Office Information please see Membership Page 

http://www.icsoffice.org/ViewCommittee.aspx?ViewCommitteeID=34&CommitteeView=Members
http://www.icsoffice.org/ViewCommittee.aspx?ViewCommitteeID=34&CommitteeView=Members
http://www.icsoffice.org/ViewCommittee.aspx?ViewCommitteeID=34&CommitteeView=Members
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About the ICS 
The International Continence Society 
(ICS) is a membership society aimed at 
medical professionals working in or with 
an interest in the � eld of incontinence. 
The ICS provides education and activities 
that advance the sciences concerned 
with urinary tract, bowel and pelvic � oor 
dysfunction including: urology, neuro-
urology, urogynaecology and urodynam-
ics. The Society promotes research into 
the causes of, prevention of and remedies 
for incontinence and provides access to 
the results of that research via website, 
email, print journal, newsletters, pres-
entations at annual congresses and edu-
cational courses. The Society also works 
to standardise the terminology and 
guidelines surrounding the diagnosis and 
treatment of both urinary and faecal 
incontinence.

History of the ICS

The ICS was founded in 1971 by Eric Glen 
under the name of the “Continent Club” 
and held its � rst annual meeting the same 
year in Exeter, UK. In 1998, the Society 
was set up as a UK Charity under the 
guidance of Paul Abrams. It now boasts a 
membership of around 3,000 members 
from 70 di� erent countries. The ICS 
emphasises the multi-disciplinary 
approach toward incontinence issues 
with membership derived from numer-
ous di� erent disciplines including: geriat-
rics, surgery, nursing, urology, 
physiotherapy, gynaecology, pharmacol-
ogy and research/science. Since 1971, the 
Society has gone on to publish numerous 
state-of-the-art reports, retaining the 
copyrights and thereby enabling publica-
tion in a range of international journals. 
This broad dissemination of information 

highlights a primary mission of the 
organisation. 

A review of the ICS’ functions and govern-
ing laws was undertaken from 2006-2008. 
At the ICS Annual Meeting in Cairo in 
2008, members overwhelmingly 
approved the new Bylaws and Articles of 
Association. These documents saw the 
creation of a new Board of Trustees to 
govern all aspects of ICS activity. Day to 
day society tasks and procedures are 
managed by six full time and two part 
time o�  ce sta�  situated at the ICS head-
quarters in Bristol, UK. There are also 
numerous committees dedicated to 
various projects that ensure the Society’s 
charitable objectives are supported. 

ICS membership

ICS annual membership subscription is 
just £75 a year and includes:

 � Substantial reduction in the registration 
fee for the Annual Meeting.

 � Full subscription to the journal 
Neurourology and Urodynamics online.

 � Access to fellowships, scholarships, grants 
and other support o� ered by the ICS.

 � Access to the directory of ICS members 
worldwide.

 � The opportunity to participate as a com-
mittee member.

 � The chance to become an o�  cial ICS 
speaker at international events. 
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 � Free membership to EU-ACME 
programmes. 

 � Access to our abstract archive dating back 
to 1975. 

 � Ability to host an education course in the 
your country. 

 � Information and education via the ICS 
website, headquarters, courses and 
meetings.

 � Voting rights on membership issues and 
committee positions.

ICS A�  liate Membership

Any international, national, or regional 
organisation that has a focus or interest in 
the � eld of incontinence may apply for 
a�  liation with ICS.  As the only interna-
tional multi-disciplinary society that 
focuses on incontinence, the ICS seeks 
a�  liation with other organisations in 
order to enhance the management of 
incontinence care.  Depending on the 
chosen payment option, bene� ts of a�  li-
ation include the following:

 � Six issues of the Journal Neurourology and 
Urodynamics online.

 � Substantial reduction in registration for 
the ICS Annual Meeting.

In addition, the a�  liate society logo will 
be placed on the ICS website with links to 
the society. There will also be opportuni-
ties to publicise activities and events in 
the ICS News, e-News and online. 

Currently (as of February 2013) a�  liate 
membership payments are as follows:

 � £55 - ICS full membership (including 
journals).  This is a reduced rate compared 
to the standard £70 ICS membership fee.

 � £40 – ICS membership with no access or 
receipt of journals.

Applications are reviewed by the ICS 
Board of Trustees and a response is ren-
dered as soon as possible, usually within 
30 days.  A minimum of 30 paying 
members are required. A society repre-
senting a small nation/interest group may 
apply for exception to this minimum 
requirement.

ICS Annual Meeting

The founding members of the ICS decided 
that the Society should meet annually 
with a di� erent meeting chair and venue 
each year. This site is selected by members’ 
ballot four years in advance of the 
meeting date. Today, the annual meeting 
remains one of the most valued dates on 
the urological and gynaecological calen-
dars, attracting in excess of 3,000 dele-
gates from all corners of the globe. A list 
of annual meetings from 2015 to 2017 is 
provided below:

 � 45th Meeting 2015 Montreal, Canada.
Chair; Jerzy Gajewski

 � 46th Meeting 2016 Tokyo, Japan Chair; 
Yukio Homma

 � 47th Meeting 2017 Florence, Italy Chair; 
Giulio Del Popolo

ICS Educational courses

The ICS also delivers and contributes to 
educational courses around the world. 
These courses are primarily aimed at 
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junior physicians and medical trainees 
and are priced accordingly. E� orts are 
made to ensure that the scienti� c pro-
gramme is of the utmost relevance to the 
local audience. The ICS also provides spe-
cialist speakers to other continence socie-
ties’ courses around the world. 

A selection of education courses deliv-
ered in 2015 are shown below, for a full 
list of future courses please see the ICS 
website www.ics.org/courses 

 � 4th Young Urology Meeting
Bristol, United Kingdom, September 2015

 � The Interdisciplinary Team for Pelvic Floor 
Dysfunction
Rome, Italy, September 2015

 � ICS –UNUFU joint session
Thessaloníki, Greece, September 2015

 � Continence Centres in the new millen-
nium. The Challenge of an Interdisciplinary 
Approach

Victoria, Australia, October 2015

 � ICS – Turkish Continence Society (TCS) 
joint session
Antalya, Turkey, October 2015

 � ICS Education Course at SOBEST XI 
Brazilian Congress of Enterostomal 
Therapy
Gramado, Brazil, November 2015

 � ICS Education Course at SOBEST XI 
Brazilian Congress of Enterostomal 
Therapy
Gramado, Brazil, November 2015

 � Female Urology – Pelvic Floor Conference 
and ICS Joint Meeting
Bangkok, Thailand, November 2015

 � London Cadaver Masterclass in 
Urogynaecology
London, United Kingdom, December 
2015
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Assessment of Lower Urinary Tract Symptoms
Introduction

Lower urinary tract symptoms (LUTS) 
refer to symptoms that result from condi-
tions and diseases a� ecting the bladder 
and the urethra. These consist of:

 � Urinary incontinence symptoms, includ-
ing stress urinary incontinence; urgency 
urinary incontinence; mixed urinary 
incontinence; nocturnal enuresis; pos-
tural incontinence; continuous, insensible 
and coital incontinence.

 � Bladder storage symptoms, which include 
the overactive bladder symptoms 
urgency, frequency and nocturia with or 
without urgency incontinence. 

 � Voiding symptoms, which include urinary 
retention, hesitancy, straining to void, 
slow and/or interrupted stream, splitting 
or spraying, terminal dribble, position 
dependent micturition and incomplete 
emptying.  

 � Post-micturition symptoms, which 
include post-micturition leakage.

 � Suspicious symptoms and signs such as 
haematuria (blood in the urine) and 
dysuria (pain on passing urine) that may 
indicate other pathology such as bladder 
tumour, stone disease, or urinary tract 
infection.

History

Assessment begins with taking a thor-
ough history. The following queries are 
made to elucidate the patient’s particular 
constellation of symptoms:

 � Which of the above symptoms are 
present.

 � Symptom frequency and severity.

 � Variation between night-time and 
daytime symptoms.

 � Precipitating or relieving factors.

 � Prior treatments and their success.

 � Coping measures used by the patients to 
improve their symptoms.

 � The impact of the symptoms on quality of 
life and social function.

Increasingly, validated questionnaires are 
being used to better characterise patients’ 
LUTS and to provide an objective means 
of determining response to therapy. The 
International Consultation on 
Incontinence has developed a compre-
hensive questionnaire, the ICIQ (www.
iciq.net). The ICIQ has modules for men 
and women that assess LUTS as well as 
associated e� ects on quality of life and 
sexual function.

Frequency Volume Chart / 
Bladder Diary

Both the patient and the treating practi-
tioner gain great knowledge and insight 
into the individual’s LUTS if a frequency/
volume chart (bladder diary) is com-
pleted.  For three days, the patients record 
the time they get up and go to bed, their 
� uid intake, the volume of urine passed 
each time they void, every episode of 
incontinence and the use of incontinence 
pads. Patients may also be asked to keep 
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a food diary to assess the quantity of 
water-containing foods eaten each day. 
Some practitioners also add items such as 
number of urgency episodes, but care 
must be taken not to overload the patient 
with demands for information.  The fre-
quency/volume chart is particularly 
helpful in assessing nocturnal polyuria vs. 
nocturia, excessive urine volumes during 
the night vs. an excess number of night-
time urination episodes.

Physical Examination

 � Clinical cardiovascular and respiratory 
examination to exclude signs of heart 
failure.

 � Abdominal examination to exclude a 
pelvic mass or palpable bladder.

 � Clinical neurological examination.

 � Pelvic examination in women to assess 
oestrogen status and the presence of 
pelvic organ prolapse or other pelvic or 
lower genital tract pathology.

 � Digital rectal examination in men to 
assess prostate size and the presence or 
absence of a nodule.

Urine Analysis:

This should be performed on every 
patient and can be done with a diagnostic 
urine “dipstick” to exclude:

 � Blood in the urine.

 � The possibility of urinary tract infection. 
This may be indicated by a positive test 
for nitrites or white cells and would be 
con� rmed by urine culture.

 � Glucose in the urine.

Urinary tract imaging (ultrasound 
or CT scan)

This is not routinely performed unless 
there is a speci� c indication such as blood 
in the urine, recurrent urinary tract infec-
tions or complicated voiding 
dysfunction.

Urinary tract endoscopy

Similarly, this is not routinely performed 
unless there is a speci� c indication such 
as blood in the urine or a symptom such 
as bladder pain.

Urodynamic Studies

Many patients are treated once a diagno-
sis is made on the basis of the history and 
clinical examination provided the treat-
ment is safe and cost-e� ective. Examples 
of such interventions include lifestyle 
modi� cations, pelvic � oor muscle training 
for stress, urgency or mixed incontinence, 
bladder training and antimuscarinic med-
ications for overactive bladder and 
alpha-receptor antagonists for outlet 
obstruction in men and women. Should a 
patient present with complex voiding 
dysfunction, fail to respond to the above 
measures, has had a previous surgical 
intervention or if treatment is potentially 
hazardous, then a urodynamic evaluation 
is desirable. 

Urodynamic studies range in complexity:

 � Urine � ow measurement (uro� owmetry) 
in conjunction with assessment of 
bladder emptying, by catheterisation or 
ultrasound, is a simple non-invasive 
screening test, which is used to assess 
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voiding patterns and post-void residual 
volumes and may also be used for objec-
tive assessment of response to therapy.

 � Filling cystometry is the test of choice for 
storage symptoms such as OAB or incon-
tinence of any type.

 � Pressure � ow studies of voiding are able 
to con� rm whether the patient’s symp-
toms are due to bladder outlet obstruc-
tion or an underactive detrusor muscle.

Complex testing such as video urody-
namics is indicated when anatomic detail 
is required in addition to information on 
lower urinary tract function.

Conclusion

The assessment of a patient with LUTS 
ranges from baseline history, clinical 
examination, urine analysis and fre-
quency volume bladder diaries, to a series 
of investigations as mandated by the 
clinical situation including imaging, 
endoscopy and urodynamic 
investigations.

It should be staged, methodical and su�  -
ciently extensive to provide a sound ana-
tomic and physiologic basis for 
establishing a diagnosis, managing the 
patient’s symptoms and monitoring 
treatment outcomes.

References

1. Abrams P, Cardozo L, Fall M, et al. The stand-
ardisation of terminology of lower urinary 
tract function: report from the standardisa-
tion sub-committee of the International 
Continence Society. Neurourol Urodyn. 
2002; 21(2):179-83.

2. Avery K, Donovan J, Peters TJ, et al. ICIQ: a 
brief and robust measure for evaluating the 
symptoms and impact of urinary inconti-
nence. Neurourol Urodyn 2004; 
23(4):322-30.

3. Chapple CR, Wein AJ, Abrams P, et al. Lower 
urinary tract symptoms revisited: a broader 
clinical perspective. Eur Urol 2008; 
54(3):563-9.

4. Rosier PF, Gajewski JB, Sand PK, et al; 
International Consultation on Incontinence 
2008 Committee on Dynamic Testing. 
Executive summary: The International 
Consultation on Incontinence 2008—
Committee on: “Dynamic Testing” for 
urinary incontinence and for faecal inconti-
nence. Part I: Innovations in urodynamic 
techniques and urodynamic testing for 
signs and symptoms of urinary inconti-
nence in female patients. Neurourol Urodyn 
2010:29(1):140-5.

5. Mehdizadeh JL, Leach GE. Role of urody-
namic testing in benign prostatic hyperpla-
sia and male lower urinary tract symptoms. 
Urol Clin North Amer 2009; 36(4):431-41.

6. Bosch JL, Weiss JP. The prevalence and 
causes of nocturia. J. Urol. 2010; 184(2); 
440-6.

7. Haylen BT1, de Ridder D, Freeman RM, Swift 
SE, Berghmans B, Lee J, Monga A, Petri E, 
Rizk DE, Sand PK, Schaer GN. An 
International Urogynecological Association 
(IUGA)/International Continence Society 
(ICS) joint report on the terminology for 
female pelvic � oor dysfunction. Neurourol 
Urodyn. 2010;29(1):4-20. 

6Assessment of Lower Urinary Tract Symptoms



Overactive Bladder
Introduction

Overactive bladder (OAB) is a syndrome 
characterised by symptoms of urgency, 
with or without urgency incontinence, 
usually with increased daytime frequency 
and nocturia (increased night-time urina-
tion). The term OAB can only be used if 
there is no proven infection or other 
causative pathology. 

OAB a� ects about 12% of both men and 
women. The incidence increases with 
advancing age and a� ects between 
70-80% of people by the age of 80. More 
women than men exhibit incontinence, 
but, overall, 33% of patients have OAB 
with urgency incontinence (“OAB wet”), 
while 66% have OAB without urgency 
incontinence (“OAB dry”). OAB is a both-
ersome condition that negatively a� ects 
quality of life and can lead to social isola-
tion. OAB also has signi� cant psychologi-
cal and � nancial consequences and may 
be associated with increased morbidity 
and mortality in the elderly. For instance, 
older individuals may need to get up 
more frequently at night increasing their 
risk of falls.

Symptoms

The symptoms of OAB are suggestive of 
detrusor (bladder muscle) overactivity 
but can be due to other forms of urinary/
voiding dysfunction. The symptom of 
urgency is the most bothersome and 
drives the other OAB symptoms.

 � Urgency is the sudden, compelling desire 
to pass urine which is di�  cult to defer. 

 � Urgency urinary incontinence is the 
complaint of involuntary leakage of urine 
that is accompanied by or immediately 
preceded by urgency.

 � Frequency denotes voiding too often 
during waking hours. In clinical trials, this 
has generally been de� ned as urinating 
more than 8 times in a 24 hour period. 
The new ICS de� nition does not specify a 
particular number of voids, as an increase 
in the daytime frequency is a subjective 
matter that can be con� rmed by a bladder 
diary. The key question when assessing 
urinary frequency is the degree of bother 
to the patient, as there is no scienti� cally 
proven de� nition.

 � Nocturia refers to the need to awaken to 
void one or more times during sleep.

 � Detrusor overactivity (DO) is a diagnosis 
made after urodynamics, clinical studies 
of bladder function. Such testing demon-
strates involuntary detrusor contractions 
during bladder � lling. While OAB is a clin-
ical diagnosis, DO occurring spontane-
ously or by provocation, is a urodynamic 
diagnosis that may or may not be associ-
ated with OAB.

The majority of people with OAB are 
thought to have detrusor overactivity 
(DO): 69% of men and 44% of women 
with urgency but no incontinence have 
DO, while 90% of men and 58% of women 
with urgency urinary incontinence have 
DO. Since Overactive Bladder Syndrome 
is a clinical diagnosis, urodynamic testing 
is not required to establish the diagnosis.
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Assessment

The clinical diagnosis of OAB is based on a 
careful history and physical examination. 
The key symptom is urinary urgency 
which the patients may describe in 
various ways, the key feature being an 
inability to hold their urine long enough 
to make it to the lavatory. The diagnosis is 
supplemented by the use of a bladder 
diary or frequency-volume chart. It docu-
ments how frequently a patient voids 
over a 24-72 hour period. The bladder 
diary may show increased daytime fre-
quency and nocturia with small voided 
volumes and incontinence episodes in 
between. Urinalysis with culture as indi-
cated is necessary to rule out infection 
and if blood is present in the urine, the 
patient must be evaluated for bladder 
cancer.

Treatment

Lifestyle modi� cations, behavioural 
therapy and pharmacotherapy in the 
form of antimuscarinics or B3-agonists 
are the mainstays of treatment. 

About 50% of patients gain satisfactory 
bene� t from lifestyle modi� cations when 
combined with behavioural therapy such 
as bladder retraining and pelvic � oor 
muscle rehabilitation. Lifestyle modi� ca-
tions and behavioural therapy involve 
avoiding ca� einated beverages and other 
bladder irritants, restricting � uid intake at 
night, changing the time of administra-
tion of diuretics and training the bladder 
to hold for a longer period of time. 
Individuals su� ering from OAB should 
attempt these before seeking further 
interventions.

Antimuscarinic agents are often e� ective 
for the treatment of OAB.  A number of 
approved medications are available: oxy-
butynin, tolterodine, fesoterodine, tros-
pium, solifenacin, darifenacin and 
propiverine.  More recently, mirabegron, 
the � rst of a new class of medication for 
OAB, the beta-3 agonists, has come into 
use.  If medication is not tolerated or is 
ine� ective, minimally invasive procedures 
such as injection of botulinum toxin A 
into the bladder wall, posterior tibial 
nerve stimulation (transcutaneous elec-
trical current directed via needle just 
above the ankle), or sacral neuromodula-
tion (spinal implant) are available. 

If the minimally invasive therapies fail, 
surgical urinary diversion may be neces-
sary as for neurogenic detrusor overactiv-
ity. (Please see fact sheet on Neurogenic 
Bladder.) Surgery for detrusor overactivity 
should be reserved only for patients for 
whom all less nvasive treatment modali-
ties have failed, since all surgical proce-
dures entail greater potential for 
complications

Conclusion

Overactive bladder is a highly prevalent 
condition associated with impairments in 
many domains of QOL. It is e� ectivelty 
treated by conversative, pharmacological 
or minimally invasive therapies.

Suggested reading

1. Abrams P, Cardozo L, Fall M, et al. The stand-
ardisation of terminology of lower urinary 
tract function: report from the 
Standardisation Sub-committee of the 
International Continence Society. Neurourol 
Urodyn 2002; 21(2): 167-178.
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Interstitial Cystitis / Bladder Pain Syndrome / 
Hypersensitive Bladder 

Introduction

Pain in the bladder can be caused by 
numerous disorders, such as bladder or 
genital infection, benign or malignant 
tumours, radiation, tuberculous cystitis, 
bladder or urethral obstruction, prostate 
disorders, endometriosis, pelvic/gynae-
cological disorders and chemical or 
drug-induced cystitis, including the recre-
ational use of “street ketamine” by young 
people that has recently been causing 
great concern. 

There is, however, a chronic painful 
bladder condition of unknown origin, 
described over 200 years ago and � rst 
referred to as interstitial cystitis (IC) in 
1876. In 1914, Baltimore gynaecologist 
Guy Leroy Hunner described in detail “a 
rare type of bladder ulcer in women” 
which later became known as Hunner’s 
ulcer. Even though it was realised very 
early on that this was not in fact a true 
ulcer, the term Hunner’s ulcer persisted in 
use until very recently. It is currently more 
commonly described as a Hunner lesion. 
However, it is now believed that the 
majority of patients do not have lesions, 
but a chronic non-lesion form. These two 
types are sometimes described as the 
classic type (with lesions) and the 
non-classic type (without lesions).

Many new names for this enigmatic disor-
der have been suggested over the years. 
Today it is increasingly known as intersti-
tial cystitis/bladder pain syndrome or 
painful bladder syndrome. The East Asian 
countries (Japan, Korea and Taiwan) 
prefer the term hypersensitive bladder 

(HSB), with or without pain, reserving 
interstitial cystitis for a disease with spe-
ci� c cystoscopic � ndings. Most patient 
organisations prefer to use the older term 
interstitial cystitis. This topic is currently 
under review by an ICS Standardisation 
Steering Committee Working Group on 
standardisation of terminology and de� -
nitions for Chronic Pelvic Pain Syndromes.

Symptoms

This distressing and potentially debilitat-
ing bladder symptom complex is charac-
terised by an unpleasant sensation (pain, 
pressure or discomfort) perceived to be 
related to the bladder, associated with 
chronic lower urinary tract symptoms 
such as a frequent and urgent need to 
urinate, both day and night, in the 
absence of infection or other identi� able 
causes. Although the symptoms may ini-
tially resemble a bladder infection, urinal-
ysis appears normal and a urine culture is 
negative. The pain typically increases as 
the bladder � lls and may be temporarily 
alleviated when it is emptied. This pain 
may be suprapubic, in the bladder, 
urethra, vagina, penis, scrotum, testicles 
and perineum, may radiate to the lower 
back and groin and be felt throughout 
the pelvis. It may be burning or stabbing 
pain or a feeling of pressure or heaviness. 
Both male and female patients often 
experience pain with sexual activity. The 
course of the disease may be character-
ised by exacerbations and remissions 
(“� ares”) or the pain may be persistent.
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Prevalence

This bladder syndrome is believed to 
a� ect mainly women (approximately 
80%) and is found worldwide in all races 
and all age groups, including children. 
While prevalence � gures are still unclear 
and hampered by the many di� erent 
de� nitions and methods of diagnosis 
around the world, it has been estimated 
that IC/BPS/HSB may a� ect around 300 
per 100,000 females, although much 
higher � gures have been seen in the 
United States. Of these, 10-50% may have 
the classic Hunner lesion subtype.

Associated Disorders

IC/BPS/HSB patients may also su� er from 
one or multiple associated disorders 
(comorbidities) such as allergy, multiple 
drug/chemical intolerance, gastrointesti-
nal disorders, � bromyalgia, vulvar pain 
syndromes, depression, panic attacks and 
generalised autoimmune diseases such 
as rheumatoid arthritis, systemic lupus 
erythematosus and Sjogren’s syndrome.

Assessment 

Assessment procedures vary considera-
bly in di� erent parts of the world. Due to 
the current lack of any speci� c marker, 
diagnosis is based on symptoms and 
exclusion of confusable diseases by 
history, a thorough physical examination, 
urinalysis and culture. In some countries, 
the initial diagnosis is based on symptoms 
and exclusions alone, while other coun-
tries insist on cystoscopy and biopsy. A 
cystoscopy under anaesthesia – with/
without hydrodistension and with/
without bladder biopsy - may provide 
information concerning bladder capacity, 
the presence of Hunner lesions, 

in� ammation, or other pathology. The 
� ndings may provide support for a diag-
nosis and form guidance for the choice of 
treatment.

Treatment

Since there is as yet no cure for IC/BPS/
HSB, treatment of this complex condition 
is challenging and aimed at alleviating 
the symptoms and improving the 
patient’s quality of life. Treatment is highly 
individual since no therapy exists that is 
equally e� ective for all patients and every 
patient is di� erent. There are, neverthe-
less, many di� erent treatments that can 
be tried, varying from conservative to 
invasive. Treatment may consist of diet 
and behavioural modi� cation, pelvic � oor 
rehabilitation, one or more oral drugs, 
intravesical treatment, neuromodulation 
or surgical interventions. Surgery with 
urinary diversion with or without bladder 
removal is considered to be a last resort, 
but in rare cases may be the only option 
for the severest patients. The two cur-
rently known subtypes - the classic 
in� ammatory Hunner lesion subtype and 
the non-lesion subtype - require di� erent 
treatment approaches. E� ective treat-
ments exist for patients with Hunner 
lesions and can greatly improve their 
quality of life. A holistic approach to treat-
ment may produce the best results in all 
patients and certainly the presence of 
associated disorders should always be 
taken into account. Patient education 
plays an important role since it helps 
patients to understand why they are 
receiving a speci� c form of treatment and 
what it aims to achieve.  IC support groups 
can also help a patient to cope with this 
disabling chronic condition.
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Phenotyping

Current research is focusing on sub-typ-
ing (phenotyping) these patients with the 
ultimate aim of ensuring the most e� ec-
tive treatment per individual patient. 
There are great di� erences between the 
patients: some may have Hunner’s lesions, 
others not, some may have a contracted 
bladder with a very small bladder capac-
ity, others a normal bladder capacity 
under anaesthesia. Some patients have 
bladder in� ammation, others not. Some 
may have devastating pain, while other 
patients may have only frequency and 
urgency without any real pain. Some 
patients may have an associated autoim-
mune disease, others multiple pain syn-
dromes. Understanding these di� erent 
populations of patients (di� erent pheno-
types) may lead to better treatment in the 
future.

Impact

Painful bladder syndrome has a major 
impact on the patient’s quality of life. The 
frequent and urgent need to urinate 
means that the patient is constantly 
looking for the next toilet. This can 
present a serious obstacle to work, travel, 
social life and relationships and lead to 
social isolation and depression. Lack of 
sleep due to pain and frequent night-time 
urination causes fatigue, lack of concen-
tration and irritability, while painful sexual 
activity may have a dramatic e� ect on 
relationships.

Conclusion

IC/BPS/HSB is an enigmatic, complex and 
di�  cult condition: di�  cult to diagnose, 
di�  cult to treat and di�  cult for the 
patient to cope with. Good physician/

patient communication is of the utmost 
importance.

Suggested Reading
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2013.
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Guideline on Diagnosis & Treatment of 
Interstitial Cystitis/Bladder Pain Syndrome 
can be read online at: http://www.auanet.
org/content/guidelines-and-quality-care/
clinical-guidelines.cfm?sub=ic-bps

A summary of this AUA Guideline was pub-
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Forrest JB, Gordon B, Gray M, Mayer RD, 
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for the Diagnosis and Treatment of 
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bladder syndrome, and Hypersensitive 
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Stress Urinary Incontinence
Introduction

Stress urinary incontinence (SUI) is 
de� ned as involuntary loss of urine on 
e� ort or physical exertion or on sneezing 
or coughing. It is one of the most common 
lower urinary tract disorders for which 
women seek medical attention. SUI is 
uncommon in men and, when present, is 
usually associated with prostate surgery. 
In young girls or adolescents it may be 
related to a congenital neurologic abnor-
mality or to high levels of physical activity 
such as competitive gymnastics. In the 
majority of postmenopausal women with 
urinary incontinence, SUI and urgency 
urinary incontinence coexist and the 
combination is known as mixed urinary 
incontinence. 

SUI in adult women is attributed to one or 
more defects in urethral support, urethral 
coaptivity, urethral composition, or neu-
rologic innervation. Although distinctions 
are made between SUI due to urethral 
hypermobility (support defect) and SUI 
due to intrinsic sphincter de� ciency 
(tissue and/or neurologic factors), most 
believe that both are present to one 
degree or another and that SUI represents 
a spectrum of urethral pathology. 
Predisposing factors in women include 
childbearing, obesity and constipation. 
Because SUI largely derives from the 
e� ects of parturition, it is commonly 
associated with pelvic organ prolapse 
(POP).

Symptoms

Patients a� ected by SUI will complain of 
lack of urinary control that results in 
leakage of variable volumes of urine. 

Often the leakage will necessitate the use 
of absorbent pads to protect undergar-
ments and clothing. In general, the 
greater the level of exertion, the more 
leakage occurs. Often patients will restrict 
water intake to maintain low urine 
volumes thereby reducing incontinence 
episodes. Secondary e� ects of inconti-
nence may be present such as excoriation 
of the skin or fungal skin infections. 
Patients are particularly embarrassed by 
the odour from the liberated urine.

Assessment

A thorough medical history and detailed 
pelvic examination are essential to the 
diagnosis of SUI. The sine qua non of SUI 
is a positive cough stress test on pelvic 
examination: loss of urine is visually con-
� rmed by having the patient cough and 
observing expulsion of urine through the 
urethra. Coincident POP should be quan-
ti� ed using one of the established 
systems such as the POP-Q. (Please see 
the POP fact sheet.) A urinalysis is neces-
sary to rule out infection as this can 
sometimes cause transient SUI. 

If the preliminary evaluation con� rms SUI 
+/- POP and there are no complicating 
factors such as coincident urgency 
urinary incontinence or failed prior 
surgery for SUI, no further evaluation is 
required and one can then establish a 
plan of care based on the patient’s prefer-
ences and goals. However, if there is any 
question regarding the validity of the SUI 
diagnosis, if there are complicating 
factors, or if mixed incontinence is 
present, then further assessment in the 
form of urodynamic testing is indicated. 
Urodynamics consists of a collection of 
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studies that assess the function of the 
bladder and urethra and their interaction 
during the storage and voiding phases of 
micturition (urination). The testing is tai-
lored to each individual and it attempts to 
reproduce the symptoms that the patient 
experiences. The studies therefore 
con� rm the nature of the patient’s voiding 
dysfunction and provide guidance for the 
choice of therapy.

Treatment

There are no approved pharmacologic 
agents for SUI. First line therapy, particu-
larly for mild SUI, consists of pelvic � oor 
physiotherapy; primarily instruction in 
and reinforcement of exercises for 
strengthening of the pelvic � oor. 
Adjunctive physiotherapeutic techniques 
include the use of electrical stimulation, 
vaginal cones and biofeedback. Passive 
electromagnetic stimulation of the pelvic 
� oor was utilised in the past for treatment 
of SUI, but the results were neither relia-
bly e� ective nor durable. A very well-es-
tablished and e� ective treatment for SUI 
is the use of injectable agents for urethral 
bulking. These are injected directly into 
the urethra under vision producing coap-
tation of the urethral wall. The procedure 
can be performed in the o�  ce setting. 
The most signi� cant issues are durability 
and cost, as the bulking materials degrade 
or migrate over time with loss of e� ect 
and the requirement for repeated injec-
tions to maintain continence.

De� nitive therapy for SUI is surgical and 
involves restoring urethral support 
through use of a sling. Worldwide, 
midurethral slings comprised of synthetic 
mesh have become the treatment of 
choice for SUI. Long-term data are robust 
and demonstrate durable e�  cacy with a 

very low complication rate, particularly in 
experienced hands. Various techniques 
for sling placement and di� erent meshes 
are employed according to physician 
preference, but all appear to be equally 
e� ective. An additional bene� t of the 
slings is that they are easily combined 
with procedures for the repair of POP. In 
complex cases such as those involving 
prior failed anti-incontinence sling proce-
dures, before any decision concerning 
further treatment is made, ultrasonogra-
phy should be performed in order to 
localise tape position. When ultrasound 
demonstrates that the sling is malposi-
tioned, a second sling should be placed at 
the midurethra. 

Male SUI can also be treated with syn-
thetic slings with few complications, 
though success rates are not as high as for 
procedures performed on women. 
De� nitive therapy for male SUI is an arti� -
cial urinary sphincter. The device consists 
of a saline-� lled silicone cu�  that sur-
rounds and compresses the urethra. 
When the patient wishes to void, he 
compresses a pump placed in the scrotum 
discharging the � uid from the cu� . This 
allows the urethra to open and the 
bladder to empty. The cu�  then passively 
re� lls from a reservoir of � uid placed in 
the abdomen.

Conclusion

SUI remains a common and distressing 
condition that adversely a� ects quality of 
life. Unfortunately, many patients and 
some physicians continue to regard SUI 
as an inevitable consequence of aging. 
The availability of e� ective non-invasive 
interventions, minimally invasive proce-
dures and de� nitive surgical approaches 
means that all patients with SUI can be 
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successfully treated, or, at the very least, 
their condition signi� cantly ameliorated.
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Neurogenic Bladder
Introduction

Since the innervation of the lower urinary 
tract (LUT) is both complicated and 
subtle, it is no surprise that LUT dysfunc-
tion occurs in many neurological condi-
tions to a variable degree. The symptoms 
are related to the disease, dysfunction, or 
injury type which must be further classi-
� ed according to the site of origin and 
extent (central versus peripheral and 
complete versus incomplete).  Often the 
LUT dysfunction involves the bladder, the 
sphincter complex and the synergy 
between both elements (pontine micturi-
tion center). The most common neurolog-
ical diseases that are associated with 
voiding dysfunction are multiple sclerosis, 
spinal cord injury, Parkinson’s disease, 
stroke, dementia and neuropathy. Though 
not considered neurological diseases per 
se, diabetes mellitus and alcohol abuse 
both a� ect the nervous system and are 
commonly associated with voiding 
abnormalities. Usually clinicians try to 
di� erentiate brain and spinal cord lesions, 
as impact on kidney preservation may be 
di� erent.

Signs and Symptoms

In order for normal urinary elimination to 
occur, there must be coordination 
between the bladder and urethra known 
together as the vesico-urethral unit and 
both organs must also be functionally 
competent. Incontinence may be due to 
overactivity of the bladder muscle (detru-
sor) as seen in spinal cord injuries above 
the sacral level or following a stroke.  It 
may also be due to detrusor hypocontrac-
tility with over� ow incontinence, as seen 
in lower spinal cord lesions.  Incontinence 

also occurs if the external urinary control 
mechanism (sphincter muscle) is weak.  
This occurs in nerve injuries below the 
spinal cord such as spina bi� da.

Assessment

The diagnosis of neurogenic urinary dys-
function is based on detailed information 
gathered from a full clinical assessment 
including history (with particular refer-
ence to clinical symptoms and signs), a 
physical examination with neurological 
testing and analysis of the urine. A 
bladder diary provides essential informa-
tion on symptoms as well.

In order to complete the diagnostic eval-
uation in these patients, urodynamic 
testing is often necessary. Urodynamics 
encompasses a number of measurements 
of bladder and urethral function. Often 
these are done with concomitant x-ray 
imaging so that the nature of the dys-
function is actually visualised (eg vide-
ourodynamics).  Upper tract evaluation 
by ultrasonography is obtained in all 
patients to look for scarring of the kidneys 
or dilation of the collecting system, both 
evidence of injury from a neurogenic 
bladder.  In some cases, a neurogenic 
bladder may be suspected but without a 
clear diagnosis of neurological disease, in 
which case specialised tests including 
neurophysiologic evaluation or imaging 
of the nervous system may be helpful.

Treatment

Treatment of neurogenic vesicourethral 
dysfunction must be tailored to the indi-
vidual patient. It will depend on many 
factors including the patient’s age and 
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severity or progression of the neurologic 
problem. Additionally, the patient’s 
mobility, including hand function, mental 
status,  motivation and family support 
may need to be considered. As speci� c 
therapies for primary neurogenic disease 
are not available in most cases, the treat-
ment of neurogenic vesicourethral dys-
function is focused on urinary symptoms 
and the degree of bother reported by the 
patients.

One of the primary goals of treatment is 
to restore continence by producing a 
low-pressure bladder or reservoir that 
stores adequate amounts of urine and 
allows regular emptying of urine at a 
socially convenient time.  The bladder 
must remain at low pressures during 
� lling and the bladder neck and urethra 
must open in a coordinated fashion to 
allow free passage of urine.  Emptying 
must also be e�  cient and occur at low 
pressure.  Failure to achieve these factors 
may predispose to upper urinary tract 
complications and urinary infection.

Conservative treatment, which must be 
exhausted before considering invasive 
therapy, may consist of behavioural 
therapy, the use of drugs that promote 
both storage (antimuscarinics or beta-3 
agonists) and emptying (alpha adrenergic 
antagonists), intermittent catheterisation 
and electrical stimulation.  

Behavioural therapies include timed 
voiding, habit retraining and prompted 
voiding. Clean intermittent catheterisa-
tion (CIC) is safe and e� ective for both 
short-term and long-term management 
and is recommended the � rst choice of 
treatment for those with the inability to 
empty their bladder adequately. In those 
with neurogenic detrusor overactivity 

(NDO) as well as impaired emptying, a 
combination of antimuscarinics and CIC 
must be used. When antimuscarinic med-
ications are ine� ective, botulinum toxin A 
can be injected into the detrusor to 
produce the necessary detrusor relaxa-
tion. Sacral neuromodulation may be 
indicated in some selected cases. There is 
increasing interest in the use of various 
neuromodulatory techniques to bypass 
or correct neurologic urinary dysfunction. 
These include posterior tibial nerve stim-
ulation (transcutaneous electrical current 
delivered via needle electrode), sacral 
neuromodulation (spinal implant) and 
sacral nerve stimulation, usually with 
concomitant sacral rhizotomy.

For patients unable to perform CIC, the 
bladder may need to be drained continu-
ously. Suprapubic catheter drainage is 
preferred, as urethral catheters may cause 
devastating urethral damage. 

If NDO cannot be controlled with medica-
tion or botulinum toxin A and bladder 
capacity is functionally low, then the 
pressure in the bladder can be decreased 
and its capacity increased by augmenta-
tion enterocystoplasty – enlarging the 
bladder with a patch of bowel.

Urethral overactivity can be addressed 
with medication such as alpha-adrenergic 
antagonists that relax the bladder outlet. 
Botulinum toxin A injections can also be 
used in male patients to treat spasticity of 
the external urinary sphincter. Endoscopic 
Incision of the urethral sphincter, external 
sphincterotomy, has largely fallen out of 
favour due to frequent recurrence of dys-
function and/or problematic inconti-
nence. However it is the preferred choice 
to improve trigger voiding in high quadri-
plegic patients. In select cases, urethral 
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stents have been placed to improve 
emptying.

In the rare instance that urethral closure is 
a problem, injection of a bulking agent, 
fascial sling, or placement of an arti� cial 
urinary sphincter can be used to alleviate 
incontinence. Neurogenic stress urinary 
incontinence is always a challenge for 
physicians and more research has to be 
done to improve minimally invasive tech-
niques in this type of dysfunction.

In intractable incontinence, in which  the 
abovementioned options have failed, it 
may be appropriate to divert the urine 
away from the bladder entirely. In these 
situations, the urine is usually diverted to 
the abdominal wall using a short segment 
of ileum (ileal conduit). Urine is collected 
externally in a specialised pouch appli-
ance attached to the abdominal wall. In 
selected circumstances, an internal reser-
voir may be constructed out of bowel, 
with the patient emptying this pouch 
with a catheter through a constructed 
continent catheterisable channel. 
Continent cutaneous diversion is gaining 
greater favour with patients as it com-
bines continence objectives and quality 
of life improvement for disabled patients.

Conclusion

In general, patients with vesicourethral 
dysfunction associated with neurologic 
disease, following appropriate assess-
ment and management, can expect asso-
ciated improvement in overall well-being 
and prolonged survival. Emphasis must 
be given to improving quality of life, with 
surgical intervention used only when all 
conservative options have been 
exhausted.
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Pelvic Organ Prolapse
Introduction

Pelvic organ prolapse (POP) is the hernia-
tion of pelvic organs through the urogen-
ital diaphragm into the vagina or beyond.  
The urogenital diaphragm is the large 
muscle complex that comprises the pelvic 
� oor. The tendency to develop prolapse 
and associated disorders is felt to be 
related to 2 factors: the changes in pelvic 
� oor stresses during pregnancy produced 
by assuming the upright posture necessi-
tating adaptation to a supportive role and 
the biomechanical changes associated 
with pregnancy itself as well as stresses 
associated with parturition. The resultant 
e� ects on the pelvic � oor also contribute 
to the stress incontinence commonly 
associated with POP.  It is estimated that 
POP is associated with stress urinary 
incontinence in 40% of cases. When there 
is loss of pelvic � oor support, prolapse of 
the bladder, rectum, small bowel, or 
uterus may occur.  Risk factors for pro-
lapse include familial predisposition, 
obesity, hysterectomy, previous prolapse 
surgery, defective connective tissue, con-
stipation/straining at stool, denervation 
and myopathy leading to a wide levator 
ani hiatus. Prolapse occurs most fre-
quently in the anterior compartment and 
least frequently in the apical compart-
ment, with posterior compartment pro-
lapse in between.

Epidemiologic data regarding POP are 
based on relatively small numbers of 
subjects and global data is lacking. It is 
widely suspected that incidence and 
prevalence are underreported. In one U.S. 
study, the lifetime risk of undergoing a 
single operation for prolapse or inconti-
nence by age 80 was 11.1%. The 

prevalence of POP based on the sensation 
of a genital mass or bulge ranges from 
5-10%. Most studies suggest that black 
women have the least POP, while white 
and Hispanic women have the highest 
prevalence. Additionally, a recent study 
determined that Asian women also have 
a signi� cantly higher risk of developing 
POP.

Symptoms

The most common complaint of women 
with POP is a feeling of a bulge or heavi-
ness in their genital area.  Other clinical 
features of POP may include a dragging 
feeling in the pelvis, urinary incontinence, 
di�  culties with passage of urine or stool 
(requiring digital splinting to aid in urina-
tion and/or evacuation), defaecatory dys-
function including � atus and/or faecal 
incontinence, tenesmus, constipation, 
sexual dysfunction and chronic pelvic 
pain. 

Urinary incontinence associated with 
POP can be overt or occult. 

Overt incontinence means that the 
patient is symptomatic: POP is present 
and the patient complains of stress, or 
mixed stress and urge incontinence. On 
physical examination, the stress test is 
positive; that is, cough or Valsalva strain 
results in urinary incontinence. 

Occult incontinence may also be referred 
to as masked or latent incontinence: POP 
is present and the patient does not com-
plain of urinary incontinence, or she 
recalls a period of stress urinary inconti-
nence that spontaneously disappeared. 
During physical examination, there is no  
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visible stress incontinence when the pro-
lapse is manifest, but after reduction of 
the prolapse, the stress test becomes 
positive, resulting in incontinence. It is 
very important that patients be evaluated 
for occult incontinence so that ultimate 
repair of the prolapse will consider inclu-
sion of an anti-incontinence procedure.

Assessment

In recent years, descriptive terminology 
(cystocele, rectocele, enterocele) naming 
the anatomical structure that is believed 
to be prolapsed has been discouraged 
because it may be di�  cult to precisely 
discern on physical exam. The ICS Pelvic 
Organ Prolapse Quanti� cation (POPQ) 
examination is preferentially used to 
de� ne prolapse based on the observed 
descensus of various portions of the 
reproductive tract during Valsalva strain 
with respect to a � xed point, the hymen. 
It may be bene� cial to examine a patient 
in the supine and standing positions to 
reproduce her symptoms and to opti-
mally assess the pelvic � oor defects and 
incontinence.

Treatment

Conservative therapies for POP include 
pelvic � oor muscle training as � rst line 
therapy, which improves symptoms and 
is best for mild degrees of prolapse and 
pessaries. Pessaries are devices that come 
in various shapes and sizes. They are 
inserted into the vaginal vault in such a 
way as to prevent descent of the prolaps-
ing tissue. There are also pessaries for 
stress incontinence alone. These devices 
are often used in conjunction with vaginal 
estrogen to prevent erosion of the vaginal 
wall. Pessaries are most often used in the 

elderly or patients who are 
surgery-averse.

De� nitive treatment of POP involves sur-
gical repair. Surgical intervention for POP 
has as its goal the restoration of normal 
vaginal anatomy while maintaining 
normal excretory and sexual function.  
Repairs may be performed transvaginally 
or transabdominally using an open or 
laparoscopic approach. Combined 
abdominal and vaginal approaches are 
also used. Concomitant hysterectomy 
may be necessary to accomplish repair. 
The abdominosacrocolpopexy, suspend-
ing the vaginal vault to the sacrum, is 
considered the gold standard and has 
about a 90 % success rate. 

A recent Cochrane Review suggested 
abdominal sacral colpopexy is superior to 
vaginal sacrospinous � xation for uterine 
or vaginal prolapse.  Transvaginal repairs 
of rectal prolapse appear to be better 
than a transanal approach.  Further, the 
use of biological or synthetic graft mate-
rial reduces the recurrence of POP.

Conclusion

POP is a highly prevalent condition that 
can result in severely compromised 
quality of life, particularly when it exists in 
advanced stages. Conservative therapy 
largely consists of the use of pessaries to 
reduce the prolapse and more recently 
the bene� ts of pelvic � oor muscle train-
ing have been evidenced, but surgical 
intervention is de� nitive. Often, an 
anti-incontinence procedure must be 
done in conjunction with pelvic � oor 
reconstruction in order to prevent de 
novo stress incontinence.
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Children’s Incontinence
Introduction

Bladder dysfunction and urinary inconti-
nence encompass some of the most 
common chronic diseases in children. 
Bladder dysfunction and incontinence 
have  major impact on their quality of life, 
especially their self-esteem. It is also 
associated with potential morbidity 
including urinary tract infections and 
constipation.  Assessment and treatment 
are therefore recommended for children 
with daily incontinence after the  age of 3 
to 4 years when the majority of children 
have developed urinary control and are 
dry during the day. Night-time bladder 
control is expected a little later, about the 
age of 5 years. Normal voiding frequency 
for children is 4-7 voids per day.  Deviations 
from the normal cycle of bladder � lling 
and emptying constitute storage and 
voiding disorders.

Symptoms

Incontinence is de� ned as any involun-
tary loss of urine. Urinary incontinence in  
pediatric patients may be related to a 
congenital anatomic or neurologic 
abnormality  such as  bladder exstrophy 
or myelomeningocele, However, in many 
cases,   there is no obvious cause and the 
term ‘functional incontinence’ is used.

When urinary incontinence  occurs during 
the  night it is termed nocturnal enuresis. 
It is considered to be primary nocturnal 
enuresis if the child has never been dry at 
night for at least six months and it is con-
sidered to be secondary nocturnal enure-
sis if the child has had a prior dry interval 
of 6 months of longer at night. Enuresis is 
described as monosymptomatic  in 

children without any other type of  
voiding dysfunction and non-mono-
symptomatic when  bedwetting  is associ-
ated with daily bladder and  voiding 
problems. There are several causes of 
nocturnal enuresis including increased 
urine output at night, small functional 
bladder capacity at night, a lack of arous-
ability at night, or a combination of these.

In the daytime, incontinence may be from 
a variety of causes including detrusor 
overactivity, dysfunctional voiding and 
structural abnormalities including ectopic 
ureters in females, neurogenic bladder 
and other congenital anomalies. Daytime 
incontinence in children is also associated 
with constipation.  In children with over-
active bladder symptoms and detrusor 
overactivity the symptoms include fre-
quency, urgency and urgency inconti-
nence. With dysfunctional voiding, 
children may present with urgency from 
holding their urine for prolonged periods 
of time. Urinary frequency can develop 
from increased post-void residual urine 
related to incomplete emptying and 
voiding against a tight pelvic outlet as 
well as from reactive detrusor overactiv-
ity. Children with dysfunctional voiding 
often present with a history of constipa-
tion and urinary tract infections.

Assessment

An accurate history and physical exami-
nation are necessary to rule out congeni-
tal/structural abnormalities.  A bladder 
scan post-void residual is helpful in chil-
dren with symptoms of dysfunctional 
voiding.  When taking the patient’s 
history, bowel habits should be reviewed 
to obtain information about any 
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emptying disorder.  The main diagnostic 
tool is the bladder diary including regis-
tration of nocturnal urine volume (pad 
weight + � rst morning urine void volume). 
In addition, the frequency of daytime 
voids, accidents and sensation of urgency 
associated with each accident should be 
noted. Fluid intake, type and volume 
should also be recorded for at least 3 days 
on a validated chart.

In children with a history suspicious for 
dysfunctional voiding, a uro� ow/EMG is 
helpful, as it will demonstrate incomplete 
sphincter relaxation or increased pelvic 
� oor muscle activity during voiding and is 
associated with an interrupted or staccato 
urinary � ow curve.

A KUB is useful in children to assess for 
constipation if the history is suggestive.

A renal/bladder ultrasound should be 
obtained in those children with a suspi-
cion of a congenital urologic anomaly (i.e. 
ectopic ureter), males with daytime 
urinary incontinence and males with high 
post-void residuals to rule out structural 
abnormalities

A urodynamic study is not routinely per-
formed. Rather, it is reserved for patients 
who fail treatment.

Treatment

Nocturnal enuresis - � uid restriction (no 
� uids 2 hours before going to bed) as well 
as voiding just before going to bed are 
essential. Additional therapies include 
the bedwetting alarm and desmopressin 
acetate.

Daytime incontinence – dietary and life-
style modi� cation is useful in children 

with daytime incontinence. Children/
parents should be instructed regarding 
normal � uid intake, avoidance of ca� ein-
ated, carbonated and highly acidic � uids/
food as well as a proper voiding interval.  
Proper toileting position (all the way back 
on toilet seat, upright with legs apart, 90 
degrees between thighs and legs) is also 
important.  In those children with 
increased post-void residuals, dou-
ble-voiding should be instituted (after 
initial void is � nished, a second voiding 
attempt is made ).  Children should be 
instructed to relax the pelvic � oor to void 
and not to push to urinate. Biofeedback is 
useful in children who do not respond to 
behavioural therapy.  For older children 
with daytime incontinence, the next step 
after behavioural modi� cation or bio-
feedback is anticholinergic medication. If 
incomplete emptying persists after 
standard interventions fail, particularly if 
accompanied by recurrent UTI, clean 
intermittent catheterisation should be 
considered. Concomitant management 
of associated constipation/obstipation in 
children with bladder dysfunction is criti-
cal to optimising success. 

Conclusion

Children’s incontinence (diurnal and noc-
turnal enuresis) has a signi� cant impact 
on quality of life and may be associated 
with long-term morbidity. Early recogni-
tion with intervention and management 
are therefore critical. Several studies in 
the adult literature suggest that children 
with voiding dysfunction are at increased 
risk for incontinence as adults. Hopefully, 
early identi� cation and management can 
reduce potential long-term risks. For 
those children with chronic bladder dys-
function, it is paramount to ensure 
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continuity of care from childhood into 
adolescence and adulthood.
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Bladder Dysfunction in Aging Populations
Introduction

Due to advances in public health, nutri-
tion and medicine, signi� cant gains were 
made in life expectancy during the 20th 
century. Currently, the worldwide average 
life expectancy for all individuals is 67 
years, with women generally living longer 
than men, 69 years vs. 65 years, respec-
tively. However, in developed countries, 
life expectancy for both genders often 
exceeds these estimates, resulting in a 
signi� cant population of individuals in 
their 70’s and beyond.  Though many 
remain relatively healthy as they age, a 
considerable number will develop 
medical conditions that place them at 
greater risk of physical disability, hospital-
isation and death. Such individuals may 
be classi� ed as the “frail elderly”, though 
this term is losing favor.

Symptoms

Older adults, both female and male, expe-
rience the same lower urinary tract symp-
toms (LUTs) as adults of all ages, including 
urinary incontinence, overactive bladder 
(i.e., urgency, urgency incontinence, fre-
quency, or nocturia) and impaired empty-
ing. The prevalence of incontinence and 
overactive bladder symptoms increases 
with age. It is believed that both physio-
logic changes in the lower urinary tract 
and alterations in central neurolgical 
control mechanisms contribute to LUTs in 
aging. These age-related changes include 
impairment in central signalling, dimin-
ished detrusor muscle strength, loss of 
oestrogen e� ect in women and reduction 
in blood � ow and vascularity as well as 
loss of muscle mass in the urethra.  In 

men, prostatic obstruction may play a 
signi� cant role.

Comorbidities compound the intrinsic 
factors that contribute to incontinence.  
Dementia, instability due to fall risk or 
dizziness, as well as diminished vision and 
hearing are all independently associated 
with incontinence. Diabetes mellitus, in 
particular, leads to many types of LUTs, 
from detrusor overactivity to atonic 
bladder, to frequency secondary to poly-
uria. Impaired mobility may also result 
from diabetes (i.e., from neuropathy or 
lower extremity amputation) and could 
impair toilet access.

Mobility disorders may also lead to func-
tional incontinence. That is, even if the 
mechanisms for maintaining continence 
are intact, di�  culty in reaching the toilet 
in time to empty the bladder will render 
the patient incontinent. Moreover, when 
patients su� er cognitive impairment or 
psychiatric illness, they may not respond 
to normal voiding signals and, therefore, 
do not exhibit normal toileting activity.

Finally, older individuals  are often pre-
scribed multiple medications, many of 
which may cause LUTs. Numerous agents 
such as opiates, antimuscarinics and 
antipsychotics may cause constipation 
and retention of urine. Diuretics produce 
polyuria which, in turn, may lead to fre-
quency and urinary incontinence.

Assessment

Preliminary screening of elderly patients 
to evaluate functional decline and health 
deterioration may be accomplished using 
the Vulnerable Elders Survey 
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(http://www.rand.org/health/projects/
acove/survey.html). In-o�  ce evaluation 
should involve a detailed history covering 
the time course and nature of the LUTs, 
their severity and the resultant e� ects on 
the patient’s quality of life using ICQ-SF 
and Urogenital Distress Inventory (UDI) or 
Incontinence Impact Questionnaire (IIQ). 
Information about how the individual 
manages LUTs at home, including use 
and type of absorbent products, should 
be elicited. All medical comorbidities and 
medications must be documented. Some 
older patients may be unable to impart 
such history, so the contributions of care-
takers or family members may be essen-
tial to obtaining this information, 
particularly that related to medications, 
proximity to toileting facilities and eating 
and drinking habits.

The physical exam should be focused on 
the abdomen and pelvis with particular 
attention to distension as a sign of urinary 
retention and genital excoriation indica-
tive of chronic exposure to moisture. 
Atrophic changes and prolapse in women 
and prostatic characteristics in men 
should be assessed. Sometimes urine 
leakage is demonstrated during the 
exam, providing a clue as to the nature of 
any incontinence, e.g. as with the cough 
stress test. 

In addition to neurological screening, it 
may be useful to perform a formal test of 
cognitive function such as the 
Abbreviated Mental Test score or Mini 
Mental State examination. A Barthel score 
to assess functioning in the activities of 
daily living can also be helpful in deter-
mining the course of action for 
treatment. 

A urine analysis should be performed to 
rule out infection, proteinuria, glucosuira, 
or other underlying pathology. 
Haematuria, whether microscopic or 
visible, always requires additional evalua-
tion. An upper tract imaging study as well 
as a cystoscopic examination can help to 
determine if an occult disease process is 
contributing to a patient’s symptoms.

A bladder diary including information 
about bowel movements for a 3-day 
period can be extremely helpful in deter-
mining causes of LUTs as well as recom-
mending therapy. Unfortunately, the 
cognitive impairments in some elderly 
patients often preclude their collecting 
the necessary data; however, a surrogate 
can gather this information. Complex 
urodynamic testing is not routinely nec-
essary or desirable in a frail patient, but a 
urinary � ow rate and measurement of 
post-void residual urine volume should 
be performed.

Treatment

Often multimodality therapy is required 
to optimise voiding function in older 
adults. Treatment may range from behav-
ioural interventions to judicious use of 
medication to surgery. Current literature 
clearly supports the safety and e�  cacy of 
surgical treatment in geriatric patients 
with appropriate preoperative optimisa-
tion and precautions. Successful treat-
ment frequently leads to enormous gains 
in quality of life as well as bene� ts to 
overall health.

Initially, symptomatic urinary tract infec-
tion should be treated in a� ected older 
adults.   Topical oestrogen therapy should 
be considered in appropriate female 
patients, as this may be useful in 
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prevention of UTIs in this population.  Any 
genitourinary lesions that may be con-
tributing to the individual’s complaints 
should be addressed.

Behavioural interventions are considered 
the mainstay of the treatment of LUTs. 
They may include prompted or timed 
voiding, reduction in � uid intake or avoid-
ance of bladder irritants.  Also included in 
this category are various e� orts at 
increasing elders’ access to a toilet such as 
convenient placement of a commode.

Pharmacologic therapy in men often 
begins with alpha blockade for the treat-
ment of prostatic obstruction. In elderly 
men with very large glands or who are 
not felt to be candidates for prostatic 
surgery, a 5-alpha reductase inhibitor 
may be added to the regimen. Treatment 
with antimuscarinic agents is often a 
“double-edged sword”, as these medica-
tions enhance urinary control while 
potentially causing dry mouth, constipa-
tion, cognitive impairment and urinary 
retention. Certain antimuscarinic agents 
that do not cross the blood brain barrier 
to a signi� cant degree may be preferred 
in older adults, though actual trials in frail 
geriatric subjects are scarce. It is neces-
sary to exercise caution in administering 
these agents to those individuals who 
have baseline dementia.

When there are clear anatomic abnormal-
ities signi� cantly contributing to LUTs in 
frail older adults and the anatomic 
derangements are amenable to surgical 
correction, surgery should be o� ered. 
Urodynamic testing may be necessary 
before contemplating surgery for urinary 
incontinence. Preoperative optimisation 
and postoperative precautions to prevent 

delirium contribute signi� cantly to good 
outcomes.

Conclusion

LUT disorders can result in severe disabil-
ity and social withdrawal in elderly 
people. It is therefore essential that those 
caring for such individuals proactively 
identify those at risk or who have lower 
urinary tract symptoms and ensure 
proper evaluation and treatment. The 
treatment of LUT disorders in frail older 
adults should be individualised and mul-
timodal intervention is commonly 
required. Given advancements in anaes-
thesia, perioperative care and surgical 
techniques, surgical therapies should be 
o� ered to appropriate patients. When 
geriatric patients receive such attentive 
care, the e� ects of LUT disorders on 
overall health and well-being can be 
minimised.
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Faecal Incontinence
Introduction

Faecal incontinence is the term describ-
ing the inability to control the bowels.  It 
is a devastating condition that can result 
in depression, social isolation, laundry 
costs and skin breakdown.   Faecal incon-
tinence is surprisingly common and 
a� ects women, men and children.   
Although it is common, people are 
embarrassed to bring up the issue with 
their health care provider and su� er in 
silence, constantly worried about odour 
and leakage.  Professionals often forget to 
ask about faecal incontinence and 
patients can su� er for years without help.  
It is important to know that the condition 
can be e� ectively treated or managed.

Contributing Factors

There are multiple underlying causes of 
faecal incontinence.  The most common 
include: 

 � Childbirth. The muscles of the anal 
sphincter can be stretched or even torn 
during vaginal birth. There can be nerve 
damage as well due to stretching of the 
nerve or a combination of direct muscle 
damage and nerve trauma.This usually 
occurs when the birth is di�  cult or when 
instruments are used to facilitate the 
delivery. 

 � Anal sphincter damage. Injury can also be 
caused by surgery such as that for treat-
ment of cancer of the bowel or pelvic 
organs, or, inadvertently, during opera-
tions to remove haemorrhoids (piles). 

 � Congenital malformations. Conditions 
such as spina bi� da or anorectal malfor-
mations that a� ect the nerves.

 � Chronic constipation.  Constant straining 
during defecation can gradually stretch 
pelvic � oor and rectal muscles so that 
they no longer control the passage of 
stool or gas. Further, when patients su� er 
impaction of stool, liquid material above 
the stool blockage leaks around and 
escapes through the defective sphincter. 
Such impaction may eventually cause 
leakage from the bowel called “over� ow 
diarrhoea”.  Blockage can be caused by 
tumours, as well as stool. 

 � Anal conditions.  Haemorrhoids, rectal 
prolapse, or rectocele may be associated 
with leakage. 

 � Diarrhoea. Loose or watery stool may be 
associated with faecal urgency and the 
abnormal consistency contributes further 
to loss of control.  Individuals with chronic 
bowel disorders or those who have had 
bypass surgeries for obesity often experi-
ence diarrhoea on a regular basis, making 
faecal control a recurring challenge.

 � Neurological disorders. Individuals with 
neurological conditions may have di�  -
culty with sensation or with muscular 
control, or both. Spinal cord injury, multi-
ple sclerosis, brain injury and spina bi� da 
are among the many conditions that are 
associated with  faecal incontinence.  

 � Diabetes. Nerve damage from diabetes, 
termed diabetic neuropathy, is a common 
cause of anal sphincter dysfunction. 
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 � Aging. Elderly adults, particularly those in 
nursing homes, often become consti-
pated due to poor oral intake, medica-
tions, disease and immobility. Almost half 
of people in nursing homes su� er from 
faecal incontinence.   

 � Other factors.  Other extrinsic or intrinsic 
factors that may impair faecal control 
include anxiety, medications, diet, alcohol 
and ca� eine consumption and use of 
restraints as well as bathroom accessibil-
ity for people with disabilities and 
impaired mobility. 

Presentation

Faecal incontinence can present as inabil-
ity to control the passage of gas, liquid 
stool or solid stool. Based on the fre-
quency and quantity. it can be further 
quanti� ed as mild moderate and severe.

Faecal incontinence can be also be  classi-
� ed as “urgent” or “passive”.   

 � Urgency faecal incontinence occurs when 
the urge to have a bowel movement is 
very strong and access to a bathroom is 
needed urgently.  The anal sphincter 
muscles are not strong enough to hold 
the stool back, so leakage occurs before 
toileting can occur. As noted above, con-
stipation or diarrhoeal states as well as 
bowel in� ammation from radiation, 
Crohn’s disease, or ulcerative colitis can 
cause urgency facal incontinence.

 � Passive incontinence is usually associated 
with, neurological dysfunction, hyposen-
sation of the anal canal being the pre-
dominant sign. Impacted  stool  combined 
with anal sphincter weakness results in 
stool leakage, usually without any 
warning or sensation.

Assessment 

The � rst step is to determine the factors 
contributing to faecal incontinence. This 
includes detailed questions about the 
history and pattern of the problem: 
symptom pattern; type of leakage; stool 
consistency; cognition; and functional 
abilities. Additional questions assess 
related medical conditions and prior sur-
geries; medications (including herbal 
remedies); obstetric history; diet and � uid 
intake; and toilet access. Finally, it is nec-
essary to rule out other signs or symptoms 
suggestive of bowel disease or colon 
cancer such as rectal bleeding, anaemia 
and unexplained weight loss.

Assessment of faecal incontinence should 
include an evaluation of the impact on 
the patient’s quality of life. This assess-
ment should include patient-reported 
outcomes as clinicians tend to underesti-
mate the impact of faecal incontinence 
on quality of life. The International 
Consultation on Incontinence 
Questionnaire – Bowel Symptoms (ICIQ-
B) can be used to assess patterns of bowel 
activity and degree of defecatory control 
as well as the impact of faecal inconti-
nence on the patient’s quality of life . 
Other commonly used questionnaires in 
research include the Faecal Incontinence 
Quality of life scale (FIQL) and the Faecal 
Incontinenece Severity Index (FISI) score.

Physical examination should include 
inspection of the skin; evaluation of faecal 
loading; presence of rectal prolapse or 
rectocele; presence of haemorrhoids; and 
pelvic � oor muscle strength.

A bowel diary including food and � uid 
intake as well as the number, consistency 
and colour of bowel movements for a 
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week is extremely helpful. This assists the 
healthcare professional in evaluating the 
severity of the faecal incontinence as well 
as dietary issues that may be a� ecting the 
bowel pattern.

Other investigations may be required to 
establish a diagnosis such as imaging of 
the anal sphincter muscles by ultrasound 
or MRI, inspection of the interior of the 
bowel (anoscopy/sigmoidoscppy/colo-
noscopy), or testing the nerve and muscle 
function of the lower bowel(anal 
manometry).

Treatment

Treatment will depend on the cause as 
well as whether the individual is an adult 
or a child.  Education is the cornerstone of 
treatment for faecal incontinence. 
Patients require knowledge and under-
standing of anatomy, how to manage the 
condition and the causes of faecal incon-
tinence. Caregivers, where appropriate, 
should be involved in this education.

Dietary modi� cation is an important part 
of any treatment plan. Clients need 
coaching on soluble and insoluble � bre 
and monitoring, as response to � bre is 
di� erent for every client. Clients should 
avoid foods that contribute to loose stool, 
such as lactose, sorbitol, fructose, ca� eine 
and alcohol. Weight loss is thought to 
improve faecal incontinence but there is 
no research to support this. Expert 
opinion suggests that adequate � uid 
intake is important to prevent hard stool 
and constipation. Patients should track 
dietary intake using a bowel diary for a 
week. They can then determine patterns 
and triggers for incontinent episodes.

Bowel habit is important in preventing 
faecal incontinence. Patients should work 
to establish a regular, predictable pattern. 
For most, this involves having a bowel 
movement after breakfast to take advan-
tage of the peristaltic contractions of the 
colon. Education should be provided on 
avoiding straining and sitting comforta-
bly on the toilet with feet on the ground 
(or supported on a stool) and knees 
higher than the hips.

There is some evidence that pelvic � oor 
muscle exercises are e� ective for patients 
who do not respond to other treatments. 
Bowel and anal sphincter retraining are 
commonly used. This training may involve 
the use of specialised equipment, termed 
“biofeedback”.  

Anti-diarrhoea medication often helps 
those with incontinence of loose stool. 
Patients are instructed to titrate the dose 
upward as needed. Constipation may 
need to be treated with medications or 
enemas to relieve impaction. 

Currently many minimally invasive thera-
peutic options are available . These 
include the use of injectibles (Solesta, 
Gatekeeper procedure) , radiofrequency 
stimulation (Secca Procedure) and sacral 
neuromodulation. Most recently, a less 
invasive form of neuromodulation, altera-
tion of nerve function via electrical stimu-
lation of the posterior tibial nerve of the 
ankle (PTNS or posterior /percutaneous 
tibial nerve stimulation), has been tried as 
a minimally invasive treatment for faecal 
incontinence. 

Some causes of faecal incontinence may 
be surgically corrected.  If the muscles 
have been damaged or severed, a sphinc-
ter repair may be indicated. More invasive 
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options include the anal sphincter repair, 
graciloplasty and the arti� cial anal 
sphincters, all of which should be carried 
out in specialised centers. Rarely, diver-
sion of the stool via colostomy is neces-
sary to remedy the problem.

Newer options which are still under inves-
tigation include the posterior rectal sling 
(Topas) procedure. Future options could 
also include stem cell technology or crea-
tion of a neosphincter.

Conclusion

Faecal incontinence negatively a� ects 
quality of life. Su� erers describe spending 
considerable time and attention planning 
for accidents and the anxiety that  these 
unpredictable episodes can generate. 
Additionally, many people with faecal 
incontinence make dramatic restrictions 
in their diet and report a lack of therapeu-
tic guidance from health care profession-
als in this regard. Faecal incontinence has 
a negative impact on self-esteem and 
body image and creates feelings of shame 
and embarrassment. Faecal incontinence 
also a� ects patients’ sexuality as they 
worry about smells or accidents during 
intimacy.

More public awareness and professional 
interest are needed in the area of faecal 
incontinence as this common disorder 
can be managed or cured in most 
instances leading to a dramatic improve-
ment in the patients’ quality of life.
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Obstetric Fistula in the Developing World
Introduction

A � stula is an abnormal connection 
between two internal organs or between 
an internal organ and the surface of the 
body. It may be caused by disease, radia-
tion therapy, surgery, traumatic injury, or 
a number of other rarer causes. It can lead 
to abnormal continual leakage of the 
contents of one organ into another organ 
or to the outside of the body. Obstetric 
� stula in the developing world most 
commonly results from prolonged or 
obstructed labour, often lasting several 
days, when the baby cannot pass through 
the pelvis and usually dies without skilled 
medical attention. As such, obstetric 
� stula should be seen as a wholly pre-
ventable condition if appropriate medical 
facilities are available.

Obstructed labour can cause damage to 
the tissue of the vagina, bladder, urethra 
and rectum of the woman when the 
pressure of the baby’s head for an abnor-
mally long time results in damage to the 
blood vessels supplying these tissues 
(ischaemia). This cuts o�  the supply of 
oxygen and leads to the death of the 
a� ected tissue (necrosis). The dead tissue 
then sloughs away, leaving a hole 
between adjacent organs. There are 
several possible types of obstetric � stula: 
tissue damage between the bladder and 
vagina is called a vesicovaginal � stula 
(VVF); between the urethra (bladder 
outlet) and vagina, a urethrovaginal 
� stula (UVF); while damage between the 
rectum and vagina is known as a rec-
tovaginal � stula (RVF). Abnormal connec-
tions can also occur between the bladder 
and the womb and/or the neck of the 
womb and more rarely between the 

ureters (kidney tubes) and the vagina or 
neck of the womb. Other causes of vesi-
covaginal and rectovaginal � stula in the 
developing world include violent sexual 
assault and rape, particularly in war-torn 
regions, although this is believed to 
account for less than 10% of the � stulas 
encountered in these regions.

Prevalence

While obstetric � stula has been virtually 
eradicated in the developed world due to 
the availability of good medical care, this 
is regrettably not the case in developing 
countries. It is estimated that there may 
be at least two million women and young 
girls, living in poverty, who su� er from 
� stula. Often, many of them are outcasts 
from their society, rejected by their hus-
bands, families and community because 
they are su� ering from the devastating 
consequences of obstetric � stula. This 
problem is particularly prevalent in 
sub-Saharan Africa, parts of Asia (India 
and Bangladesh), remote rural regions of 
China and in parts of South America. 
However, since many of the a� ected 
women live in isolation and never seek 
help, actual prevalence � gures may be 
much higher.

Risk factors for obstetric � stula

The primary risk factors for obstetric 
� stula are: 

 � A lack of access to medical facilities, 
obstetric care and emergency caesarean 
section delivery. 

 � A lack of adequately trained, skilled 
medical sta� .
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 � A lack of medical supplies and 
equipment.

Other contributory risk factors include 
poverty and malnutrition leading to 
stunted growth that could make women 
more susceptible to obstructed labour. 
Furthermore, in some traditional cultures 
very young adolescent girls often marry 
and begin childbearing before their body 
is su�  ciently developed to cope with this. 
Many of the women have received no 
formal education and had no access to 
accurate information about healthcare, 
family planning, pregnancy and child-
birth. Moreover, cultural beliefs and tradi-
tions may prevent them from seeking the 
necessary medical care.

Symptoms

The continual leakage of urine and/or 
faeces caused by obstetric � stula means 
that the woman is constantly wet and 
soiled with an unpleasant odour. This 
condition can lead to other complications 
such as infection, kidney disease, genital 
ulceration, sores, dehydration, pain, 
extensive scarring making sexual inter-
course impossible or painful and second-
ary infertility.

Assessment

The � rst step in the assessment of each 
patient includes obtaining a detailed 
account of their obstetric history, surgical 
history and bladder/voiding symptoms. A 
careful physical examination is the main-
stay in diagnosis including vaginal 
inspection of the � stula(s), sometimes 
with the use of intravesical methylene 
blue dye to detect and con� rm the 
point(s) of leakage; cystourethroscopy to 
visualise the � stula from inside the 

bladder and to understand the relation to 
ureteric ori� ces and the bladder neck; 
and a rectal assessment if an RVF is sus-
pected. Fistulas may be de� ned as high or 
low, big or small and single or multiple. 
Comprehensive assessment of the � stula 
is critical to determining the best surgical 
approach.

Treatment

The aim of treatment for obstetric � stula 
is to surgically repair the abnormal 
opening, restore continence and rehabili-
tate the patient into the community. 
Fistula repair is best carried out by experi-
enced � stula surgeons and preferably at a 
dedicated � stula centre. Surgical repair 
ideally has to be successful at the � rst 
attempt since the best surgical results are 
usually obtained with the � rst repair. 
Second and third attempts at repair are 
associated with lower success rates and 
more complications. Follow-up health-
care and counselling are essential for 
lasting results - to assist rehabilitation and 
reintegration into the community and to 
help the patient get back her life. 
Successful repair can lead to a dramatic 
change in the woman’s quality of life. 
However, reducing the stigma and taboos 
associated with incontinence will help 
those who remain incontinent.

Prevention

The immense number of obstetric � stulas 
occurring in developing countries is of 
great concern, particularly since they are 
preventable. Since surgical repair is not 
always successful, prevention is para-
mount. However, prevention means tack-
ling the many di� erent factors which 
contribute to their widespread occur-
rence. These factors include:
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 � Access to skilled maternity healthcare 
close to the community, such as mater-
nity waiting homes.

 � Easy access to emergency caesarean 
section for women in obstructed labour.

 � Providing girls and women with formal 
education, including health education 
concerning family planning, pregnancy 
and childbirth.

 � Involvement of the whole local commu-
nity in promoting � stula awareness.

 � Better training of locally based nurses, 
midwives, doctors and surgeons.

 � Raising the legal age of marriage to 
prevent child pregnancy.

 � Combating poverty in the developing 
world.
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