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- Placement ofan artificial sphincter.

The sling procedure has been used only occasionally in men, and the information available is insufficient for

providing effective recommendations at this time.

The preoperative evaluation may require a cystoscopy, and a simple cystometry or complex videourodynamic studies,

depending on the suspected etiology. Special care and followup are required in neurologically impaired individuals

due to a significant incidence ofbladcler compliance changes following therapy to increase outlet resistance. Before

injection or sphincter implantation, it is advisable to wait at least 6 months to a year and to have the patient undergo

behavioral and pharmaeologic intervention during the intervening months. If an artificial sphincter is being

considered, it is important to assess whether the patient has enough manual dexterity and ability to operate the device.

Periurethral Butklng injections

Pcriurethral bulking injections are recommended as a first-line surgical treatment for men with ISD. (Strength of

[Evidence '= B.)

Periurethral bulking injections can improve urinary loss in men with stress incontinence. The mechanism for

improvement after injection therapy is still unclear but may reflect an improvement in urethral coaptation and possibly

compression. Pcriurethral injections are less likely to succeed in male than in female patients and in all patients who

have undergone pelvic radiation therapy or who have extensive periurcthral scarring. Success is more common in

patients who have stress incontinence alter transurcthral or open prostatectomy than in those alter radical

prostatectomy. The literature does not support the use of bulking agents in men with severe postprostatectomy

incontinence (Appell, 1994). Experience and followup are limited for treatment by injections with collagen and fat,

which are absorbed by patients over time. There -are no randomized studies comparing the efficacy of different

materials or of injection therapy with other forms of treatment. The analysis included 9 studies of 1,005 men treated

with periurethral injection (Kaufman, Lockhart, Silverstein, et al., 1934; Corrie, Rodriguez, and Thompson, I989;

Deane, linglish, llehir, et al., 1985; McGuire and Appell, i994; Osther and Rohl, I988; Smart, 1991; Stanisic,

Jciniings, et 211., I99]; Politano, I992; Santarosa and Blavias, I994), Sample sizes ranged from a minimum of3 to a

‘maximum of 720. The mean age was 69 years, and mean followup time was 2,0 years. The "cure" rate was reported in

eight studies and ranged from 0 to 66 percent, with a mean of 20 percent‘. The "cure"-improvement rate was reported

in nine studies and ranged from 0 to 81 ‘percent, with a mean ol‘42 percent.

Complications reported with PTFFZ included infection, urinary retention, fever, temporary erectile dysfunction,

pcriurclhral inflammatory reaction, extrusion ofthe material into the urine or perineal area, and burning sensation or

perineal discomfort. Particles of PTFE have been found in patients‘ lungs after periurethral injection of PTFE, but the

exact incidence and the clinical significance of this migration are not known.

Placement of an Artificlai Sphincter

Artifcial sphincter may be elected for ISD during the 6 months after prostatectomy, Behavioral intervention

should also be tried during this period. (Strength of Evidence = B.)

Before pcriurethral injection therapy became available, placement of an artificial urinary sphincter was the most

commonly used surgical procedure for the treatment of underactive outlet in men. Data on the current rate of

comparative utilization ofthese two techniques are not available. Before implantation, urodynamic evaluation to

confirm a stable, compliant, low pressure bladder is critical.

The analysis included it) studies that presented data on 346 men, with sample sizes ranging from I l to 96 (Brito,

Mulcahy, Mitchell, et al.. I993: Gundian, Barrett, and Parulkar, 1989; Marks and Light, 1989', Nordling, Holm-

Bentzen, and llald, 1986; Lowe, Schertz, and Parsons, 1988; Malloy, Wein, and Carpiniello VL, I989; Motley and

Barrett. 1990; Schreiter, I985; Wang and Hadley, I99]; Warwick and Abrams, i990). The average age of the patients
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was ti l .4 years. The "cure" rate was presented in nine studies and ranged from 33 to 88 percent, with a mean of 66

percent. The "cure" or improvement rate in the 10 studies ranged from 75 to 94.5 percent, with a mean of 85.3 percent.

Initial preoperative complications are mainly associated with urethral or bladder injury during implantation. Delayed

complications included mechanical problems such as pump malfunction, fluid leak, or tubing kink; infection; or cuff-

rclated site atrophy, incomplete compression, or erosion. In addition, urethral injury, pump erosion, and herniated

reservoir were reported in fewer patients.

The utilization ofthc artificial urinary sphincter in patients after radiation therapy, cryotherapy, or pelvic fracture with

urethroplasty is controversial because ofconcern about compromising the urethral blood supply. Also controversial is

the use of intermittent catheteriaation alter sphincter implantation. The experience ofthe implanting surgeon may be
related to the incidence of complications.

Urge incontinence: Detrusor Instability

Use of‘ surgical procedures in the management of urge incontinence is uncommon. Surgical treatment is usually

considered only in highly symptomatic patients in whom nonoperative management has failed repeatedly.

The surgical procedures reviewed for the treatment ofovcractive bladder include

- Augmentation intestinocystoplasty or urinary diversion.

- Bladder denervation procedures.

Augmentation intestinocystoplasty is recommended for those patients with intractable, severe bladder instability

or poor bladder compliance that is unresponsive to nonsurgical therapies. (Strength of Evidence = B.)

Urinary diversion is recommended in "severe intractable cases ofdetrusor instability or poor bladder compliance

that is unresponsive to other therapies. (Strength of Evidence ~‘ C.)

Augmentation lntestlnocystoplasty or Urinary Diversion

Various surgical procedures have been proposed for treating, intractable, severe bladder instability and poor

compliance. Augmentation cystoplasty with a patch of detubularized intestine is usually considered the procedure of

choice. Urinary diversion with a urostomy or continent urinary diversion may be utilized as a last resort.

The risks oi" augmentation cystoplasty, in addition to those of any bowel surgery, include voiding difficulties that may

require catheterization, mucus or stone formation, metabolic dccompensation, and the rare long~range possibility of

tumor formation. Contraindications for augmentation cystoplasty include renal insufiiciency, bowel disease,

intractable urethral disease. and inability to perform selflcatlteterization.

Twelve articles were reviewed (Bramble, 1982; l-‘con, Conn, German, et al., 1992; George and Russel, 1991;

Kockelbergh, I99]; Linder, Leach, and Rex, 1983; Lockhatt, Ellis. l-lelal, et al., 1990; Mandy and Stephenson, i985:

Raz, lihrlieh. Zeidman. et 21]., I988; Robertson, Davies. et al.. i991; Sctltia, Webb, ‘and Neal, I991; Sidi, Becher,

Redd)‘. ct al.. 1990; Strztwbridgc. Kramer, Castillo. Et al,. 1989). The studies included 403 subjects, with sample sizes

ranging From I l to I I2. The mean age was 35.8 years and the known mean followup was 2.2 years (four studies). All

studies included both men and women but did n.ot separate out results. 'li‘hirty—eight percent ofpatients were rendered

continent with spontaneous voiding (range 0«8,7 percent). If patients continent with C ICS are included, then the mean

"cure" rate is 82 percent (range 56—lU0 percent) and the improvement rate is 90 percent (7l—l0D percent).

Complications included. recurrent UT] (29 patients), persistent mucus formation (1 1 patients), hourglass stricture at the

vcsicocccal anastomosis (1 patient), and complications from the artificial sphincter (3 mechanical problems, 1 pump

erosion, l cuff erosion). The total complication rates were 47 01°87 (54 percent) For the augmentation and S of22 (44

percent) for the artificial sphincter.
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Bladder Denervation Procedures

Subtrigonal phenol injections (Blackford. Murray, Stephenson, et al.. 1984; Ewing, Bultitudc, and Shuttleworth. 1982;

Norclling, Steven, Meyhoff, et al., 1986; Rosenbaum, Shaw, and Worth, 1990; Wall and Stanton, 1989) and bladder

dcnervation. (/\|loussi, Loew, Mast, ct al., 1984: Diokno, Hollander, and Aldcrson, 1987; Hodgkinson and Drukker,

1977; Lucas, Thomas, Clarke, et al., 1988; McGuire and Savastano, 1984; Opsomer, Klarskov, Holm—Bentzen, et al.,

1984; Rockswald, Chou, and Bradley, 1978; Torring, Petersen, Kelmar, et al., 1938) are not presently recommended

because the "cure" rates are low. and therefore the risk—to—benefit ratio is too great.

Subtrigonal or transvesical phenol injection

1-‘ ive series of patients treated with subtrigonal phenol injections were reviewed and combined to include a total ol'244

patients (Blackford, Murray, Stephenson, et al._, 1984; Ewing, llultitude, and Shuttlcworth, 1982; Nordling, Steven,

Meyhoff, et al., 1986; Roscnbaum, Shaw, and Worth, 1990; Wall and Stanton, 1989). "Cure" was not defined in all

studies, but a short-term (< 6 months) response was reported in I42 patients. Almost all patients had relapsed by 2

years, however. For the combined series, complications included trigonal ulcer, vesicovaginal fistula, hematuria,

vcsicouretcral reflux, partial sciatic nerve palsy, obstructive voiding symptoms, and permanent urinary retention. The

total complication rate was 12.3 percent.

Of these five studies subjected to meta—analysis, two reported treating both men and women (Nordling, Steven,

Meyhoff, et al., 1986; Rosenbaum, Shaw, and Worth, 1990), and the other three included female patients only.

Combined analysis ofall male subjects revealed that the phenol injection produced no "cure" or improvement. Of the

234 female subjects, 8.6 percent were "cured" and an average of 52.5 percent were "cured" or improved.

'l'hus, transvesical phenol injection appears to be totally ineffective in "curing" or improving male continence,

incl'i'ectivc in "curing" female incontinence, and only possibly effective in improving female incontinence.

Bladder denervation

[fight studies ofbladder denervation were reviewed. In three, bladder denervation was used to treat idiopathic D1 in

patients with no demonstrable neurologic lesions (/\|loussi, Loew, Mast, ct al.. 1984; Diokno, Vinson, and

Mtiiillicuddy, I977; llodgkinson and Drukker, I977), Three other studies examined patients with Dl-l from known

ncurolog-ic problems (McGuire and Savastano, 1984', Rockswald, Chou, and Bradley, 1978; Torring, Peterson,

Kelmar, et al., 1988). Two studies included patients in both categories (Lucas, Thomas, Clarke, et al., I988; Opsomer,

Klarskov, 1-lolm-13entzen,etal., I984).

The three studies concerning only idiopathic D1 included a total of 52 patients (Alloussi, Lowe, Mast, et a1., 1984;

Diokno, Vinson, and McGillicu.ddy, 1977: Hodgkinson and Drukker, 1977). Denervation was accomplished. by

selective sacral rhizotomy, S3 foramen injection, or transvaginal denervation. Only 20 patients had ‘a stated followup

period longer than 1 year. Combined analysis of all treated patients revealed an average of 40.4 percent "cured" and an

average of 59.4 percent "cured" or improved. The only complication listed was pcrineal hypoesthcsia.

The three studies concerning only true neurologic disease included 34 patients (McGuire and Savastano, 1984;

Rockswald, Chou, and Bradley. 1978; 'l'orrir1g, Peterson, Keltnar, et al., 1988). 'Fwenty—three had multiple sclerosis,

nine had paraplegia or quadriplegic, and two had cerebral lesions. Dcnervation was accomplished by selective sacral

rhixotomy in 19, sacral rhizotomy in 12. and 2-4 dorsal root ganglionectomy in three. Followup ranged from 2 to 10

years. Combined analysis of all treated patients revealed an average of 47.1 percent "cured" or improved.

Complications included one wound infection and two episodes of intra~operative bleeding. The two studies concerning

both types of instability were the only studies in which long—term followup (at least 4 y-ears) was reported for all

patients after selective sacral rhizotomy (opsomer, Klarskov, l*lolm~Bcntzen, et al., 1984; Lucas, Thomas, Clarke, ct

al.. I988). Thirteen patients (50 percent) had either persistent or recurrent incontinence, and six others were dry only

with additional trea_tmcnl with anticholincrgics. Thus. the long-term results were not favorable.
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Overflow Incominence: Biadcier Neck or Urethral Obstruction

Symptoms ofoverllow or incontinence secondary to urethral obstruction can be addressed with a surgical

procedure to relieve the obstruction. (Strength of Evidence 1 B.)

Intermittent catheterization or an indwelling catheter may be considered in patients who are not candidates for

surgery and suffer overflow incontinence due to urethral obstruction. (Strength of Evidences‘ C.)

There is no evidence to support the use of urethral dilation for the treatment of incontinence in women. although

it may be useful in the extremely rare cases of primary obstruction. (Strength of Evidence = C.)

Internal urcthrotomy is not recommended for treating urethral obstruction in women. (Strength of Evidence 1 C ..)

Overflow incontinence should be ruled out during the basic evaluation. PVR volume can be evaluated by

cathetcrization or by pelvic ultrasound. If overflow incontinence is discovered. its cause —— anatomic obstruction.

detrusor weakness. or both —— should be determined.

A patient with a persistently underactivc detrusor with or without obstruction is best treated by intermittent

catheterization (IC). A patient with an underactive dctrusor and outlet obstruction has a significantly lower chance ol‘

favorable surgical outcome than a patient with normal detrusor activity. if the patient or caregivers are unable to

perform urethral cathetcrization. other options include indwelling urethral or suprapubic drainage, or supravesical
diversion.

lf the etiology is anatomic obstruction with an adequately contracting detrusor and the patient has an acceptable level

of surgical risk. the best treatment is surgery.

The Female Patient

ln women. anatomic obstruction can result from prior anti—incontincnce surgery or severe pelvic prolapse. For women

who have anatomic obstruction alter anti-incontinence surgery, two procedures can relieve the obstruction,

Obstruction from an endoscopic nccdle bladder neck suspension can be relieved by cutting one of the suspending

sutures. To evaluate the outcome of this procedure. five studies were reviewed (Araki, Takamoto, l-lara, et 21].. I990;

Fowler. I986; Huland and Bucher, I984; Mundy, 1983; Vordermark, Brannen, Wettlauffer, et al., I979). The

combined series ot'4 studies included 182 patients who had had a needle bl-adder neck suspension. Ten patients (5

percent) developed obstructive voiding symptoms, which were resolved alter one suture was out; only one patient had
a recurrence ol" incontinence.

The other procedure —— urethrolysis (rcmobilization ofthc periurcthrai adi1CSi0US)'With 01' Without resuspcnsion —— can

be used alter almost any type ofanti-incontinence surgery. Three studies included 41 patients who were classified by

symptoms and urodynamic studies and underwent urcthrolysis through a transvaginal approach in combination with a

repeat endoscopic suspension regardless of the presence or absence of preoperative incontinence McGuire, Letson,

and Wang, 1989; Nitti and Raz, 1994; Zimmern, Hadley. Leach, ct al., 1987). Seventy—one percent of the patients had

improved voiding patterns by urodynamic evaluation, and 80 percent had some improvement in symptoms, with 79

percent ofthose who were incontinent preoperatively exhibiting resolution of their stress incontinence.

The Male Patient

in elderly men‘ the most common cause of anatomic obstruction is benign prostatic hyperplasia (BPH). The treatment

of BPH is multifaceted and is addressed inBem'gn ]’rostat.r'c Hyperplasr'a..' Diagnosis and '1':-e'atment. C'£in:'cai’ Practice
Clzrideline.

Other ttfteascrcs and Supportive Devices
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Other measures and supportive devices used in the management of U1 include the following:

- Intermittent catheterization.

- lndwelling urethral catheterization.

- Suprapubic catheters.

- External collection systems.

- Penile compression devices.

- Pelvic organ support devices.

- Absorbent pads or garments.

irttermittent Catheterizatien

IC is recommended as a supportive measure for patients with spinal cord injury, persistent U], or chronic urinary

retention secondary to underactivc or partially obstructed bladder. (Strength of Evidence '~ B.)

IC has become standard treatment for persons with spinal cord injuries and for patients with other forms of chronic

urinary retention due to an underactive or partially obstructed bladder. This procedure can be performed by patients or

their caregivers using sterile or clean catheters to provide intermittent routine bladder emptying every 3-6 hours.

Long—term use of lC appears preferable to indwelling catheterization in regard to complications such as infections and

bladder and renal stones; however, well-designed comparison studies have not been performed( Webb, Lawson, and

Neal, 1990; Warren, I990). In spinal cord patients, the incidence of bacteriuria is I-3 percent per IC, and between one

and four episodes per I00 days of eatltctcrizzttion using IC four times a day Warren, 1994). Other complications

include urethral inflammation, stricture, false passage, hydronephrosis. and epididymitis (Webb, Lawson, and Neal,

W90).

Clean technique for IC is recommended for young, male, neurologically impaired individuals. (Strength of

Evidence ‘ B.)

Sterile technique for IC is recommended for elderly patients and patients with compromised immune system.

tfittengthoflividencc C.)

l(.T may be performed as a clean or sterile procedure. among young, neurologically impaired individuals. The nonsterile

clean approach appears to result in rates of infection lower than those noted with indwelling catheters. Furthennore,

the infections that do occur are usually managed without complication provided vesicourethral rcllux does not exist,
and bladder overdistension and trauma are avoided (Diokno, Sonda, Hollander, et al., l983; Perkash and Giroux,

1993; Wyndaele and Macs, l990).

King, Carlson, Mervine, ct al. (1992) compared the incidence of urinary tract infection (U'l‘l)' using sterile and clean

procedures in 46 randomly assigned, hospitalized. young patients with spinal cord injuries. Sterile catheter kits and

procedures were utilized during lC of23 subjects, and the remainder used the clean technique but did use a new sterile

catheter every 24 hours. Results showed no statistical differences in symptomatic or asymptomatic infections between

the two groups. The investigators recommended the use of a new sterile catheter every 24 hours if the clean procedure
is used.

A followup study ofclean [C in 50 nonhospitalizcd male patients with spinal cord injuries (mean age Le 46; range A

l9~70 years). with a followup period of 3 months to 6.5 years (mean of22 months), reported that 43 ofthe 50 subjects

(86 percent) developed significant bacteriuria, and 3] genitourinary complications occurred in 2| patients (Perkash

and Giroux, 1993). The investigators concluded that clean intermittent cathetcrization can be a long~term management
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approach for spinal cord patients; however, this intervention is not without risk of secondary complications. Thus,

close monitoring is required so that early and etiective treatnient can be provided to prevent serious problems.
Furthermore, the investigators also noted that maintenance of acceptable intravesical pressures with the use of

anticholinergic therapy was important in avoiding serious complications in this group ofpatients.

The susceptibility of older persons to develop nosocomial infections puts them at higher risk than younger persons For

developing bacteriuria and other complications caused by IC. Elderly and other persons with impaired immune

systems and atrophic mucosa are. also at risk (Tcrpenning, Allada, and Kau-ffman, I989; Warren, I990). Although the

incidence of infection and other complications for elderly patients using sterile versus clean [C is not well established,

it appears that sterile IC is the safest method for this high—risk population (Terpenning, Allada, and Kauffman, I989).

Older persons who have the physical and cognitive abilities and who are motivated can be taught to perform IC. A

caregiver can also be instructed to perform IC for impaired individuals.

Routine use of long—temi suppressive therapy with antibiotics in patients with chronic, clean IC is not

recommended. (Strength of Evidence 2 B.)

In high—risk populations, for example, those with an internal prosthesis or those who are immunosupptessed

because ol‘agc or disease. the use ofantibiotie therapy for asymptomatic bacteriuria must be individually

reviewed. (Strength ciflividetice ‘ C.)

As a general rule. the use of long—tcrm suppressive therapy with antibiotics in people regularly using clean IC. is

undesirable because it is associated with the emergence of resistant bacterial strains. It is generally agreed that.

symptomatic U’l‘l should be treated. In high—risl< populations, for example, those with an internal prosthesis or those

who are immunosuppressed because of age or disease, the use of antibiotic therapy for asyrnptomatie bacteriuria must

be individually reviewed (Joseph, Jacobson, Strausbaugh, ct a_l,, I991; Wahlquist, McGuire, Greene, ct al., 1983).

Controlled trials are needed to further evaluate the bencIit—risk ratio of these methods of continence management.

indwelling Urethral Catheters

indwelling, catheters may be recommended as a supportive measure for patients whose incontinence is caused by

obstruction and for whom other interventions are not feasible. indwelling catheters are recommended for selected

incontinent patients who are terminally ill or for patients with pressure ulcers as short—term treatment. (Strength

of Evidence = B.)

indwelling catheters are recommended in severely impaired individuals in whom alternative interventions are not

an option and when a patient lives alone and a caregiver is unavailable to provide other supportive measures.

(Strength ol'l-lvidence =- C.)

An indwelling urethral (Foley) catheter is a closed sterile system inserted through the urethra to allow bladder

drainage. The use of indwelling catheters should be restricted to persons whose incontinence is caused by urinary tract

obstruction that cannot otherwise be treated and for which alternative therapy is not feasible. Examples include acutely

ill persons for whom incontinence interferes with necessary monitoring oftluid balance and terminally ill or severely

impaired persons for whom bed and clothing changes are painful or disruptive. in situations where the severity of the

incontinence and the complexity of the person's care have contributed to skin irritation or pressure ulcers (Stage III or

IV), an indwelling catheter may be indicated for short-term therapy until the skin condition resolves.

Studies suggest that approximately 50 percent ofnursing home patients are incontinent and that approximately 2-4

percent may require urinary catheterization; however, the actual prevalence of use oi" indwelling catheters measured in

several nursing homes ranges from 6 to 28 percent (Ouslander, Kane, and Abrass, 1982; Warren, Steinbcrg, Hebel, ct

al., I989). indwelling catheter use in the homebound patient is common and requires supervision by a registered nurse
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and additional personal hygiene care by paraprofessionals. The use of these devices in homcbound individuals

increases the cost of caring for these persons.

l.ong-te-rm use of indwelling catheters is a significant cause of bactcriuria and U’I‘l. Bacteriuria, which may be caused

by encrustation formation of mineral and bacteria complexes, develops in most persons within 2-4 weeks after catheter

insertion (Bjork. Pelletier, and Tight, 1984-, Cox, liukins, and Sutton, I989; Tenncy and Warren, 1988; Warren,

Muncie. and Hall-Craggs, 1988). Cases of sepsis and death from severe UTI have been reported. In a nursing home

population. mortality was three times higher in those with indwelling catheters than in noncatheterized patients. with

significantly increased mortality in cathetcrized females (Kunin, Chin, and Chambers, 19873; Kunin, Chin, and

Chambers. l987b). Other complications associated with indwelling catheters include obstruction secondary to

encrustation. leakage. unprescribed removal, pain, bladder spasms. urethral erosion, stones, epididymitis, urethritis.

pcriurcthial abscess, chronic renal inflammatory changes, fistula fonnation, hcmaturia, and urinary leakage (Kunin,

i989: Warren, Muncic, and Hall-Craggs, 1988). Patients who are being managed with indwelling catheters over a long

period oftime should have their bladders evaluated by urologists on a routine basis.

Management ofindwelling catheters varies. The usual practice is to change indwelling catheters every 30 days, but no

data are available on the optimal frequency of catheter changes. Patients found to have encrustations and blockage

might do better if their catheters were changed more frequently than every 30 days Kunin, Chin, and Chambers,

l987a). If the patient has symptomatic UTI, the entire catheter and system must be changed and a new urine culture

obtained when the new catheter is inserted (Grahn, Norman, White, et al., 1985; Rubin, Berger, Zodda. ct al.. 1980).

No studies have idcnti tied an ideal catheter size, balloon size, or type of indwelling catheter, although most experts

agree that the standard catheter size is l4FR, l6FR. or I81“-‘R with a 5-cc balloon filled with I0 cc of sterile water.

There is evidence to refute the practice of catheter irrigation and clamping before removal; in addition. disinfection of

urinary drainage bags is ineffective in preventing infection (Thompson, Haley, Scarcy, ct al., 1984). Routine bladder

irrigation ofcathcters not only is ineffective in eradicating bacteriuria but also may further disrupt the already

damaged bladder epithelium, predisposing the patient to further infection (Elliott, Gopal Rao, Reid, et al., 1987;

Ruwaldt, I983). Routine irrigation is not recommended if obstruction occurs. In patients with frequent obstruction, the

system should be changed and other types of catheters or alternative management should be considered. A person with

an indwelling catheter must be reassessed periodically to detcmiinc whether a voiding trial or bladder retraining

program might be effective in eliminatingthe need for the catheter or whether surgical risk might now be improved

such that a surgical procedure could be performed to relieve obstruction.

It is not known which type ofcatheter (c.g., silicone, latex, Teflon) is best. Specific risks are difficult to assess because

studies generally do not report the type or brand of catheter used. The development of silver-coated, antimicrobial,

lubricous-coated, and. female catheters may decrease the formation of cncrustation and other complications; however,

further research on these products is needed to determine their effectiveness (Blacklock, 1986; Brocklehurst, Hickey,

Davies. et al., I988; Johnson. Roberts, Olsen, et al.. I990; Kunin and Finkelberg, 1971; Liedberg and Lundeberg,

i990‘. Licdberg, Lundeberg, and Ekman, I990).

Suprapubic Catheter-5

Suprapubic catheters are for short-term use following gynecologic, urologic, and other surgery, or as an

alternative to long—term catheter use. Suprapubic cathetcrization is contraindicated as a long-term management

option in persons with chronic unstable bladder (DI, DH) and ISD. (Strength ol'E-lvideticc ~= B.)

Suprapubic calhetcri7ation involves pcrcutancous or surgical introduction of a catheter into the bladder through the

anterior abdominal wall. Indications include short-term use following gynecologic, urologic, and other types of

surgery or as an alternative to long-tcmi catheter use in men and in women with urethral closure. Suprapubic Catheters

are contraindicated in persons with chronic unstable bladder (DI, DH) or ISD. Stowcr, Massey, and Fencley (1989)

treated 50 patients with diagnoses of neurogenic bladder with suprapubic catheterization and urethral closure. Patients

in this series had either severe ncurologic disease or pressure ulcers, or had refused an ileal conduit. Complications
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included leakage around the catheter (17 percent), bladder stone formation at percent), symptomatic UTI (90

percent), and recurrent blocked catheter (10 percent).

Barnes, Shaw, Timoney, et al. (1993) studied 40 outpatients (23 women, 17 men) with a mean age of 45 years in

whom suprapubic catheters were used to manage Lll over a 2-year period. Thirty-five ofthe subjects had suffered

traumatic spinal cord injury, and five had spinal cord lesions of nontraumatic origin. All had failed or declined to use

[C to empty their bladders. Cathetemelated problems were common, and only five patients had -experienced no

problems since insertion. The researchers reported good results utilizing size I4-16 French catheters, antieholincrgic

drug therapy, and daily clamping ofthe catheter. Only patients not using the medication and daily clamping, regimen

experienced reflux and decrease in bladder capacity. Leakage from the urethra and blocking of the catheter was

reported for Five patients. No discussion of problems with bactcriuria was presented. immediate complications

included ccllulitis, hematoma, and bowel injury of 32 patients who expressed an opinion; 27 were satisfied with this

form of‘ bladder management, Long—term complications were similar to those associated with the use of indwelling

Catheters (Feneley, 1983; Stower, Massey, and Feneley, 1989).

l-‘urthcr studies are needed on the use ofsuprapubic catheterizatitfn for long—term management of‘ U I. In the absence of‘

data. panel consensus is that a suprapubic catheter is preferable to an indwelling catheter in the patient" who requires

chronic bladder drainage and for whom no other alternative therapy is possible, because it eliminates urethral

complications. However, management of suprapubic catheters presents potential problems such as uncontrolled urine

leakage, skin erosion, and hematoma, and problems with catheter reinsertion. Long-term medical management of

suprapubie catheterization may also be problematic ifhealth care providers lack knowledge and expertise and ifthe

hon-rebound patient lacks quick access to medical care if a problem arises. Suprapubic cathcterization may be

preferable to urethral catheters; however, additional studies are needed to better describe the benefits and risks of this
treatment.

Exte mat Collection Systems

lixtcrnal collection systems are recommended for incontinent men and women who have adequate bladder

emptying, who have intact genital skin, and in whom other therapies have failed or are not appropriate. (Strength

of Evidence 1”‘ C.)

External (condom) systems for men are catheters or devices made from latex rubber, polyvinyl, or silicone that are

secured on the shaf°t ofthc penis by a double—sided adhesive, latex inflatable cuff", jockey's type strap, or foam strap,

and connected to urine collecting bags by a tube. Condom catheters should not be used in patients with chronic

obstruction. Frail. elderly males with cognitive impairment, who are considered candidates for Condom catheter use,

should be evaluated for symptomatic UTI, urinary retention, and upper tract damage before using these devices.

Patients and their caregivers should be carefully instructed in the proper application of external catheters and taught to

cltcck for possible complications. Although external catheters are pt‘ef'erablc to indwelling catheters, they are also

associated with lJ'l'l Johnson, 1983: Ouslander, Greengold, and Chen, 1987b). Mechanical irritation and penile

constriction may also occur from the friction caused by an external catheter (Jayachandran, Mooppan, and Kim, I985).

'l‘heret"ore, the penis should be inspected daily, and careful attention must be given to avoid contact derrnatitis,

maceration of the penis, is.che'mia, and penile obstruction. Most complications result from improper and prolonged use

ofthese devices. Also, persons with sensory loss secondary to neuropathy are unable to appreciate the potential for

trauma to the area associated with improper use of the condom device (Jayachandran, Mooppan, and Kim, I985).

Female external urine—collecting systems are available, but little research on their use and efficacy is available.

Iixtcrnal urine-collecting devices for women differ in their use ofa vaginal locator, adhesive, suction, support belt,

potential length ofwear, and mobility with use (Picper, Cleland, Johnson, et al., 1989). Johnson, O'Rcilly, and Warren

1989) studied 63 applications of an external urinc—col|cction device on incontinent women in a nursing home. The

device was a flexible, plastic pouch that funneled urine through a connecting tube into a bedside collector. This device
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was allowed to remain in situ for a maximum of48 hours. Only 14 percent of the devices required premature

replacement because of unacceptable leakage The primary adverse reaction was mild erythema. However, removal of

the device was required for two patients with -severe irritation and one patient with periurethral edema. Johnson,

Muncie. O'Reilly. ct al.. (I990 ) studied the use of external collecting devices in 26 women (mean age 79.8) residing

in a rehabilitation center. Ol"2,46.l external device applications, almost 80 percent were adherent and leak Free at 24

hours, and almost hall‘ were still adherent and leak free at 48 hours. There was no difference in mean wear time among

13 patients who were strictly bedridden; however, device leakage increased when a transfer (bed to chair) took place

compared with no transfer. Periurethral ciythema was observed in l.6 percent of patients after removal of the device.

The incidence ofepisodcs ofbactcriuria was 3.1 episodes per 100 days of extemal device use. Reported adverse

reactions to the use of these devices include periurcthral erythema and perineal itching (Johnson, Muncie, O'Rei|ly, et

al., 1990;Johnson, O'Reilly, and Warren, 1989).

Penile Compression Devices

Penile compression devices are known to be used in clinical practice in the treatment of Ul. No scientific

literature was found to support the use of these devices. The panel recognizes the temporary use of penile

compression devices in males in selected circumstances under the supervision of a health care provider. (Strength

of Evidence -' C.)

Mechanical devices for males, such as penile clamps, are reserved for temporary use in patients with lSl). Clamps

must be removed at 3-hour intervals to empty the bladder. Several types are available; however, complications such as

pcnilc and urethral erosion. penile edema, pain, and obstruction can occur if clamps are improperly used.

Pelvic Organ Support Devices

Pessaries are recommended for women who have symptomatic pelvic organ prolapse. (Strength of Evidence =

C.)

Data are not available to recommend or discourage the use ‘of pessaries for the treatment of U1 in women.

(Strength oflividettce ~'~ C.)

Pcssarics are devices made ofrubbcr or silicone materials, or both, designed to reduce pelvic prolapse temporarily and

alleviate symptoms of pelvic ‘organ prolapse in Females with and without incontinence. Pessaries are available in

various sizes and shapes depending on the type and severity of prolapse and the integrity of the perivaginal muscles.

l’css.aries are recommended for women with symptomatic pelvic organ prolapse in two circumstances: (1) as a

temporary measure for women awaiting surgical correction and (2) for treatment ofwomcn who are either unable, for

medical reasons, or are unwilling to undergo correction ofthe prolapse. Use of the Smith l-lodge vaginal pessary is

reported to be an ctlectivc preoperative device for predicting the relative success of incontinence surgery for SUI

(Bhatia and Bergman, l985b). Objective evidence regarding their effectiveness in reducing Ul has not been reported.

Use ofpessaries requires fitting and ‘frequent and regular monitoring by trained health care providers. Complications

can result when the pessary is misused or neglected and can include ulceration of the vagina and rectovaginal and

vesicovaginal tistula Goldstein, Wise, and Tancer, I990). These devices should not be used in women with vaginal

prolapse, in those who have vaginitis, or in those who cannot remove or insert the device without routine access to a

health care provider.

A new vaginal device specifically designed to support the bladder neck in women with stress incontinence may hold

promise for those who have sufticient manual dexterity and can learn to insert and remove the device. Davila and

Ustcrniaii ( I994) reported that ol'3(l physically active women studied. 25 were dry with the device. The mean number

olwcckly incontinent episodes decreased from it) per week before treatment to 3 per week with the device in place (P

- 0.009).
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Absorbent Products

Absorbent products are recommended during evaluation, as an adjunct to other therapy, and for long—term care of

patients with chronic, intractable urinary incontinence. (Strength of Evidence 4‘ C.)

Absorbent products and garments inciude the Following:

- Shields, which are ‘small absorbent perineal inserts.

- Guards. c|ose~lil:ting products designed for light incontinence.

- Undergarments, which consist of full-length pads usually held in place by waist straps.

- Combination pad » pant systems.

- Adult diaper garments.

- Bed puds.

Absorbent pads and gan-nents, either disposable or reusable, are widely used by persons with UI. Many community-

dwelling, persons use these products because of‘ the protection they provide and because they can avoid seeking

professional help for their problem. Others resort to pads because they have been dismissed rather than treated when

seeking help For U I. From their perspective, absorbent products are a useful and rational way to manage the problem.

'l'he widespread use ofthese products is reflected in the growth of the market ofdisposable pads and adult diapers

from $99 million in I972. to $l73 million in I982, to $496 million in 1987. Costs vary depending on the product and

can be excessive For those on limited incomes. In 1987, these costs contributed to approximately Iialfof the direct care

costs for incontinence among residents in nursing homes (Sowcll, Schnclle, llu, ct al.. l-987). Although the quality and

materials used in these products vary widely, little objective evaluation of disposable products has been conducted.

Studies comparing cloth protective garments with disposable products have been conducted (l~-lu. Kaltreider. and Igou,

1990). but research comparing effectiveness and adverse effects of the various disposable products is lacking.

Absorbent products are helpful during assessment and treatment of’ urinary incontinence. They also have a place as an

adjunct to behavioral and other therapies, and in the care ofpersons with intractable incontinence. However, these

products should not be used in place of therapeutic interventions to decrease or eliminate Ul. Early dependency on

absorbent pads may be a deterrent to c.ontinenct:, giving the wearer a sense of security and acceptance of the condition

that removes the motivation to seek evaluation and treatrnent (Starer and Lobow. 1985). In addition, improper use of

absorbent products may contribute to skin breakdown and UTI. Thus. appropriate use, meticulous care, and frequent

garment changes are needed.

The following factors should be considered when absorbent products are used:

- Functional disability ol'the patient.

r Type and severity of incontinence.

- (lender.

- Availability ofcaregivers.

- Failure with previous treatment programs.

- Patient preference.

' Optimal product for individual patient.

- Skin integrity.

- Comorbidity.
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- Incidence ofvaginitis and bactcriuria.

- Quality ofthc product.

- Cost ofthe product.

In addition, it is recommended that the absorbent product industry standardize terminology and describe content and

product performance (e.g., absorbency) to facilitate patient selection National Kidney and U rologic Diseases Advisory

Board, 1994). Research needs to be conducted to compare various factors of available products. Such Studies would

help health care providers make recommendations based on fact and will ultimately lead to the development of better

products.
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4 Chronic lntractable Urinary Incontinence

f~’*rcvaio'nce and Incidence

The I979 National Nursing Home Survey estimated the prevalence ol'Ul in nursing homes at 50 percent (National

Center for Health Statistics, 1979). A more recent study of-434 nursing home admissions reported the prevalence of

incontinence to be 39 percent '2 weeks after admission (Palmer, German, and Ouslandcr, 1991 ). The incidence of new

cases of incontinence alter 1 year for the studied cohort was 27 percent, and remission during the same time period

was 30 percent for women and I I percent for men. The risk factors for U1 included physical and mental impairment at

both time periods.

Preliminary data from a survey of 8.400 home and hospice health agencies indicate that genitourinary conditions were

among the 20 leading first-listed diagnoses for patients ad-ded to their caseloads (Strahan. 1994). An earlier study

ascertained that Ul was one ofthe I0 leading diagnoses for homebound individuals and first in total charges to

Medicare for nursing services per person served (Ruther and lylelbing, I988). In a study of four home care programs in

southern Ontario, an average of22 percent of residents were assessed as incontinent Mohide, Pringle, Robertson, et

al.. I988). In a study of low~income, elderly individuals receiving publicly funded home care services. 23 percent were

incontinent of urine and generated greater costs because of paraprofessional and other supportive care (Baker and

Rice, I995"). In a study of family caregivers, 53 percent of care recipients were found to be incontinent (Noelker,

I987).

Tlicse data indicate that U1 is common among both nursing home and home care populations. In addition, the number

otdisablcd, dependent nursing home residents increased between 1977 and I985 Special Committee on Aging, 1988 ).

llomcbound individuals, by definition. either cannot leave their homes or do so with considerable difficulty as a result

oi-‘a temporary or chronic disability (Strahan, I994"). The combination ofdeereased functional ability and UI is a

particular challenge to caregivers in both settings. The magnitude of the problem of caring for incontinent homcbound

individuals will no doubt increase as the absolute number of aged persons increases and as maintenance of dependent,

elderly persons at home becomes more common.

Assessment

Since I990. nursing homes have been required by statute to perform standardized comprehensive assessment and

screening of residents upon admission. annually. and when there is a significant change in condition. The Resident

Assessment Instrument (RAI). which "includes the Minimum Data Set (MDS) and utilization guidelines -— including

the Resident Assessment Protocols (RAP-5) and triggers -- was developed by the Health Care Financing

/\drnini'stration (I--ICI-'A) to improve the quality ofcare through maintenance and restoration of function (Health Care

Financing Adm inistration. 1995). When a patient is incontinent or has an indwelling catheter, assessment is perfonned

using the UI RAP (Boulter, I993; Rcsnick and Baumann, 1990). The RAP guides nurses and physicians through the

evaluation process to ascertain the cause (including any reversible factors). chronicity (acutc vs. chronic), and type of

Ul experienced by the patient (Resnick and Baumann, 1990). A stress test and evaluation ofPVR volume are

recommended, and general guidelines are provided for referral for additional evaluation.

The U] RAP does not include evaluation ofdaily voiding habits. or the frequency, volume, and circumstances of

urinary incontinent episodes. Thus, an evaluation using bladder records should be added because it is often important

to determine the frequency and severity ofthe UI to provide appropriate treatment (Wyman, Choi, I-larkins, et al._.

I 988). l"ormaIi2.cd assessment of cognitive function is a part of the RAPs. Instruments such as the I-‘olstein Mini

Mental State Examination (MMSE) may be helpful in selecting appropriate behavioral intervention (Fo|stein, liolstcin,
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and McHugh. 1975). Recent data suggest that a short trial is pivotal to assessing responsiveness to a particular

intervention Ouslander, Sehnelle. Uman, et 211., I995).

l’onda's ( l 990) definitions of continence status among short—term elderly rehabilitation patients and long—term nursing

home residents in Australia can be helpful in evaluating and classifying incontinence. Fonda describes persons who

have "independent continence" as those who are able to maintain continence without assistance. "Dependent

continence" applies to persons who are physically or mentally impaired and are kept dry through the efforts of others.

"Social continence" applies to those incapable of maintaining continence independently or through regular toileting by

caregivers and who depend on absor_bent products and other measures to contain urine leakage.

The combination ofthe RAP to assess incontinence and the use of Fonda's definitions can help in evaluating residents

and selecting appropriate intervention. The MDS, RAP, and other evaluation tools, however, are not mandated for

home care agencies providing skilled nursing visits. Thus, identilicatiort of hidden UI depends on the quality of

continence questions included in each agency's nursing assessment. and on the skill and knowledge of the nurse.

Research in the area of assessment and management of Ul among homebound individuals has been performed by

nurse investigators (McDowell, Engberg, Weber, et al., 1994; Rose, Baigis-Smith, Smith, et al., 1990'). The negative

psychological, physical, social, and financial impact of U] on homebound individuals and their caregivers points to t.hc

need for a systeniatic. consistent approach to this problem.

interventions for Clhronic Lit

(‘are ofpersons with chronic U I should include attention to toileting schedules, fluid and dietary intake, strategies

to decrease urine loss at night, use of the most absorbent and skin—friendly protective garments possible, and

prevention and early treatment of skin breakdown. (Strength of Evidence B.)

Before a patient is classified as suffering from chronic intractable Ul. the most appropriate intervention should be

attempted. ’l'his guideline and the consensus of most experts suggest that if the person has stress, ttrgc, or mixed Ul,

low-risk behavioral treatments should be attempted first ifthcre are no contraindications. Persons with overflow Ul

who do not have a correctable obstruction may benefit from intermittent catheteriration. Some patients may be

candidates for surgical or pharmacologic interventions. However, side effects and complications ofthese treatments

are major factors to consider in the treatment of dependent homebound or long~term care patients.

Behavioral Interventions

Studies indicate that behavioral interventions are effective if used by clinicians with training and experience in these-

methods. Success depends, in part, on using the most appropriate behavioral intervention for each patient. A method

for correctly targeting behavioral interventions is to assess cognitive function using a formal test such as the Folstcin

MMSI’. (Folstein. Folstein, and Mel-lugh, 1975). Persons who score within the normal range may benefit from

interventions that require learning and recall abilities such as P:'\/IE programs and bladder retraining (Burgio and

lingel, I990; Burns, Pranikoff, Nochajski, et al., 1990; Fantl, Wyman, McClish, et al., 199]; McDowell, Burgio,

Dombrowski, et al., I992; Wells, Brink, Diokno, et 211., I991). On the other hand, persons who demonstrate cognitive

impairment on formal testing may benefit from scheduled voiding programs (e.g., prompted voiding or regular

scheduled toileting) described in the Behavioral Techniques section ofC-hapler 3 ofthis guideline (Coiling, Ouslandcr,

lladley, et al., 1992; Jirovec, I09]; liekan-Rutledge, Hogue, and Miller I992; Palmer, Bennett, Marks, et al., 1994;

Schncllc. Newman. and l-‘ogarty. I990).

leitetirig Assistance

Prompted voiding and regularly ‘scheduled toileting are effective for preventing urinary accidents in some long-term

care or homcbound persons (Burgio, Engel, McCormick, et al., 1988; Schnelle, Newman, and Fogarty, I990,‘

Schnelle, Newman, Fogarty, et 24]., I991).
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These toileting procedures require the assistance of staff, following a predetennined protocol. Prompted voiding

programs require the discernment of wet or dry status and the ability to request toileting. whereas neither of these

criteria is necessary for regularly scheduled toilcting programs.

Several multisite clinical trials have studied a prompted voiding or scheduled toilcting intervention strategy to

decrease Ul in nursing homes. One study using a 2-week baseline assessment and a S—week intervention phase

examined the effects of a prompted voiding intervention in 30 women whose average age was 85 Creason, Grybowski.

Burgener, et al., 1989). Objective evaluation using the Folstein MMSE and the Katz Activities of Daily Living (ADL)

measure indicated that 65 percent had severe mental impairment and 78 percent had severe physical impairment.

During, the intervention, stattapproachcd subjects hourly during waking hours and prompted them to void. Results

showed that the experimental group's Ul (i_c., percentage of time the patient was wet when checked) was reduced from

tit) to 30 percent by the end of the study. The control group's Ul increased from slightly more than four episodes to

over five per day. Furthermore, all but one of those in the experimental group demonstrated definite patterns of U I that

were incorporated into nursing care plans for toileting, and these patients showed continued improvement in Ul status.

Variations in staffadherence to the intervention may decrease the magnitude of‘ the effect ofthis treatment.

In a 13-week behavioral therapy program in seven nursing homes carried out by project-trained research assistants 14

hours per day 7 days per week. l33 elderly women were Checked hourly and prompted to toilet (Hu, lgou, Kaltreider,

et al.. 1989 ). Subjects‘ age averaged 85 years, and most were highly physically and mentally impaired as determined

by the Katz ADL instrument and Folstein's MMSE. Subjects in -the treatment group decreased the number of their wet

episodes from 2 to 1.4 per day. Those who had severe incontinence, more physical dependence, and less mental

impairment, as well as normal CMG and bladder capacity. responded better to the training program.

Schnelle. Newman, and Fogarty (1990) enrolled 126 subjects in a multiphase prompted treatment program. Subjects’

average age was 82. the majority had severe mental impairment as determined on Fo|stein's MMS I5, and only I I

percent could ambulatc independently. During phase I, which served as baseline, research staffclieckcd each subject

hourly for 12 hours per day over a 5—day period and changed them when they were wet. During phase 2, subjects were

randomly assigned to imrncdiate— and delayed-treatment groups for 5 days. Those in the immediate-treatment group

were prompted to void every hour, asked if they were wet or dry. and then apprised of the accuracy of their response.

Finally, they were asked to try to toilet, but were not toileted unless they requested assistance. Subjects were praised

both for staying dry and For toileting successfully. Subjects in the delaycd—trcatment group continued to be checked

hourly. Both the immediate and delayed groups participated in the prompted toileting treatment in phase 3. Subjects

responded to prompted voiding as Follows: 42 percent had less than one incontinent episode per I2 hours; 35 percent

decreased their U] by two episodes per I2 hours but were still incontinent one or more times over the l2—hour period;

and the rest did not reduce their U] by two or more episodes per 12 hours. The most successful subjects were less than

50»pcrcent incontinent, could recognize when they needed to void, and had higher voided volumes and lower

frequency of voiding.

Coiling, Ouslander. lladley, et al. 1992) conducted a clinical trial study among 88 subjects in four nursing homes over

a 37-week period. Only subjects with urge or mixed Ul were included in the study. Subjects‘ average age was 85, and

all subjects were moderately to -severely impaired, physically and mentally, as measured by the Katz ADI. and the

Short Portable Mental Status Questionnaire (SPMSQ). The study design consisted of a l2~week baseline period, a

week during which subjects‘ individual patterns of voiding were established using an ambulatory electronic

monitoring device over a 72-hour period, and a l2—week t'reutmct1t period with habit training intervention carried out

24 hours per day 7 days per week, followed by a I2-week maintenance period. Data were gathered by research stall‘

for one 24~hour period every 3 weeks throughout the duration ofthe study by checking subjects every hour. The

intervention had three parts: nursing stafi received a 4-hour inscrvice on how to accomplish the treatment. an

individual toileting schedule was constructed for each subject based on the electronic monitoring data. and staff and

patients received positive reinforcement for adhering to the toileting program and for successful toileting behavior,

respectively (llarl-ze and Richgels. 1992). Overall, the. intervention significantly decreased LII for 86 percent of the

experimental group. with one-third of the group improving more than 20 percent. Incontinence decreased an average
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ofone episode per 24 hours for the entire group. Subjects with greater bladder capacity and less mental impairment

responded best to treatment. There was resistanccto changing nursing staff routines because ofstaff shortages, and

nursing staff complied with the treatment regimen only 70 percent of the time.

Schnclle, Newman, Fogarty, ct al. 199 I) noted that 35 percent ofnursing home residents were poor candidates for

prompted voiding, specifically those who had frequent incontinent episodes, did not respond to prompts, and could not

cooperate -with toileting. Up to 40 percent of those in the study responded well. Responders can be identified by

assessing their responsiveness to a 3-day trial of prompted voiding (()uslander, Schnelle, Uman, et al., I995). This

may be true for homebound patients as well. Toileting persons according to their individual voiding. habits (Coiling,

Ouslandcr, Hadley, et al.. i992) is an excellent means of’ avoiding accidents. [l‘s_tai‘f is untrained or undersupervised in

nursing homes, this intervention is difficult; however, it provides caregivers of homebound patients with a viable

management option.

Although research indicates that toileting interventions are promising, they may be compromised, depending on

compliance of nursing staff (Campbell, Knight, Benson, ct al., 199i; Schnelle, 1990). Nursing staff often expect total

continence when these procedures are implemented and become disappointed when this does not occur (Schnelle,

Newman, and Fogarty. 1990; Coiling, Ouslander, Hadley. et al., 1992; Harke and Richgcls, I992). Several studies

point to the import.ance of monitoring staff implementation of these procedures and providing feedback regarding

performance (Burgio and Burgio, 1990; Schnclle, 1990). More research is needed to determine if using predictability

ofthe resident's need to void for an individualized or fixed toilcting schedule is more cost~e1"ficicnt. Future studies

should address formal mechanisms ofperformance appraisal and incentives to increase and maintain staff behaviors

that aiilcct patient outcomes. All studies, however, report a modest saving to institutions in laundry and supply costs

with the decrease in incontinent episodes.

Homebound Patients

Although management of Lil for homebound populations has not been as thoroughly studied as that for those receiving

care in a nursing home or ambulatory care setting, two reports focused on the use of PME programs in homebound

individuals. Rose, Baigis-Smith, Smith, et al. (1990) reported the successful use ofPME' training augmented by

biofeedback therapy for cognitively intact home care subjects. McDowell, Engbcrg, Weber, et al. (1994) reported two

case studies of severely disabled but cognitively intact homebound individuals who were successfully treated with a

biofecdback—assisted PME program. A study ofhomebound elderly women found that Women with U1 had

significantly less social interaction than continent women (Breakwell and Walker, I988). Several studies are ongoing

using a variety of treatment modalities for both cognitively impaired and cognitively intact homebound persons living
in both urban and rural areas.

Physical and Environmental Alterations

All caregivers for elderly or disabled individuals must assess the environment in which the patient resides.

Simple alterations, or the addition oftoileting or -ambulation devices, can often eliminate or reduce episodes of

involuntary urine loss. (Strength of Evidence C.)

Strategies that maintain or improve mobility are likely to prevent or reduce incontinent episodes in the frail

elderly. (Strength of Evidence ‘ B.)

Improvement of environmental factors such as access to toilets is likely to enhance treatment and may prevent U] in

some cases. Persons who are cognitively intact but who have mobility or balance problems may be unable to suppress

an urge until a caregiver arrives to toilet them, or, if they are independent, they are unable to walk or propel their

wheelchair to the toilet in a timely fashion. These individuals may benefit liom commodes or other external collecting

devices. such as urinals so that toileting can be achieved more easily. Other persons who can reach the bathroom may

lind the toilet inaccessible if grab bars and raised toilet seats are not in place.
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Studies indicate that improved mobility is associated with remission of incontinence (Jirovec, 1991; Jirovcc and

Wells. i990; Palmer, German, and Ouslander, 1991). These studies describe secondary prevention strategies and

suggest that a simple walking exercise program not only increases mobility but also decreases the occurrence of Ul.

liquipment that enhances mobility such as canes. walkers. and wheelchairs should be available for persons who have

problems with ambulation. Toilets need to be at least 17 inches high with arms to assist the patient in lowering to or

rising from thetoilet seat. Some persons may be unable to reach the bathroom becau-se of distance barriers such as

furniture or other objects. poor lighting. or the need to climb stairs (McDowell, Engberg, Weber, et al.. I994). Chairs

designed for ease in rising are especially helpful. In one study ofelderly, institutionalized residents who were

considered chairbound. 77 percent could rise unaided from a chair that was I7 inches at seat height and had arms 10

inches above the seat (Finlay, Bayles, Rosen, et al., 1983).

The use of restraints has been targeted as contributing to UI (Evans and Strumpf, 1990). Physical restraints include

various straps and ties as well as "geri—chairs." In addition, sedating drugs can act as chemical restraints that also

increase the potential for U1. It is now recognized that alternatives to restraints that maximize freedom ofmovemcnt

hut ensure safety ofthc individual are almost always available.

Studies ofspccilic environmental factors in the management ol‘Ul are inadequate to date. Those factors that

discourage continence and promote incontinence should be identified and targeted for future research.

Fluid and Biatary Management

Constipation is a common problem for patients with chronic Ul. Establishing it bowel regimen based on adequate

libcr and fluid intake is olien helpful. Elimination ofbowel impaction and consequent pressure on the bladder

and urethra are often necessary first steps in the treatment of chronic UI. (Strength of Evidence —- C.)

l-Eliminating dietary caffeine such as in coffee, tea. colas, and chocolate is particularly important for persons with urge

UI and frequency of urination (Crieghton and Stanton. 19-90). However, limiting‘ overall fiuidintake is not effective

for managing. Lll, Contrary to popular belief, maintaining adequate fluid intake is important especially for older adults

who already have a decrease in total body water and are at risk for dehydration (Davis -and Minakcr, 1994; Schrier,

1990). In addition. inadequate lluid intake contributes to constipation. Routine use of stool softeners or laxatives

should not he encouraged for management of bowel function and prevention ofconstipation. Laxatives are appropriate

for facilitating bowel action prior to other management techniques including dietary fluids and physical activity, but

should not be routinely used. Their use may be excessive and inappropriate in older adults. Emphasis should be on

dietary measures such as high—fiber foods and fiber supplementation with unprocessed wheat bran and other high~fiber

p-reparations, or the use ol‘bulk—forming agents if dietary measures are neither feasible nor effective.

Management of Nocturia

Nightdime voiding and incontinence are major problems for adults of all ages. Preventive measures to decrease

night—time voids are recommended. The use of simple electronic urine detection devices should be encouraged

for more eflicient and effective patient monitoring ofnight-time urine loss. (Strength oflividence = B.)

Persons who have nocturia greater than twice a night or who experience enuresis may benefit from lluid restriction

and elimination ot'caft'eine-containing beverages in the evening. These individuals should maintain adequate lluid

intake by drinking the bulk oftheir liquids before dinner. Individuals who develop edema ofthe lower extremities

during the day should be advised to elevate their lower extremities several hours during the late afternoon or evening

to stimulate a natural diuresis and limit the amount of edema present at bedtime (O'Donnell, Beck, and Walls, I990 ).

In addition, the use ofdiuretics has been associated with lower night-time urine volumes; altering the timing ofthe

administration ofdiurctics may decrease nocturia (Ouslandcr, Schnelle, Simmons, et al., 1993).
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In a 10-day study ofincontinencc in 66 elderly, inpatient men, O'Donnell, Beck, and Walls (I990) found that the

highest frequency of incontinent episodes occurred during the 4 p.rn. to midnight shift, and the largest volume of urine

loss per episode occurred during the night between midnight and 8 a.m. This study utilized an electronic sensor device

to measure the frequency and used—pad weight to measure the volume ofincontinent episodes. The lower level of

physical activity and the rnobilization ofintcrstitial fluid that occurs in the supine position were cited as possible

causes for these findings. A study by Ouslander, Schnelle, Simmons, et al. 1993), which measured the frequency and

volume of urinary accidents for I36 male and female nursing home residents, showed that about 25 percent ofthc

subjects produced significantly more urine at night than during the day.

Although larger studies are needed to better describe the time of day when urine production and excretion occurs, the

findings ofthcse two studies point to the need to reconsider continence care during the evening and night-time hours.

The issues surrounding continence care during these times are complex and will require coordination ofthe efforts of

long-tcrin care managers. nurses, physicians. manufacturers, and researchers. Some of the issues include adequate

staffing during evening and night—time hours, alterations in change routines, use of external collecting devices during

these hours for both men and women, and the use of daytime diuretic therapy, as well as other measures described

above to decrease edema ‘and the volume ol‘night—time urine p.roduction. The continued improvement of absorbent

products and the correct use ofskin cleaners, barrier creams, and powders are also important. Electronic urine

detection devices may in some settings be useful to alert nursing stal'l'of a patient's incontinent void. This would allow

wet patients to be changed and permit dry patients to sleep uninterrupted by routine pad cheeks (O'Donnell, Beck, and

Walls. 1990 ).

Other Measures and Supportive Care

Largely because of the introduction and emergence of" behavioral therapies to treat Ul during the past decade, the aim

ofcontincncc experts and those who care for incontinent individuals has been to greatly decrease the indiscriminate

use ol‘:-iuch measures as absorbent pads and garments, external collecting devices, indwelling cathetcrization, and

suprapuhic catheters through the successful treatment of UI. However, these measures are beneficial for persons who

fail treatment and remain incontinent, who are too ill or disabled to participate in behavioral programs, who cannot be

helped by medications, or who have 21 type of UI that cannot be alleviated by surgical interventions. The judicious use

of products to contain urine loss and maintain skin integrity are a first—1ine defense in these cases.

Protective garments and external collecting devices have a major part in the management of chronic incontinence.

The most absorbent and skin«t’riendIy products should always be utilized. However, no scientific literature is

available to guide selection ofthc most effective product. (Strength of Evidence 7 C.)

Protective Pads and Garments

Absorbent products, classifed as disposable or washable. include underpads, pant liners (shields and guards), adult

diapers (briefs), and a variety of washable pants and disposable pad systems or combinations (Brink, I990). In a

survey questionnaire mailed to 36,500 Help for incontinent People (HIP) members throughout the United States, more

than 50 percent of‘ the I0,427 respondents reported that they had used some form ofprotective garment (Jeter and

Wagner. I990). In addition, a survey of 512 community—dwelling elderly men and women with UI showed that 47

percent used absorbent products (tlerzog, Fultz, Normalle, et. al., 1989). Although there are no studies describing the

prevalence oflhe use ofprotcctive garments among incontinent nursing home residents, results of most scheduled

voiding programs in nursing homes directly indicate that disposable diapers or reusable pad and pant systems are used

by their study subjects (Coiling, Ouslander, Hadley, ct al., 1992; Schnclle, Newman, Fogarty, et 21]., I991).

Very |itt.le research has focused on these products despite their frequent use. Brink (I990; 1994) reported that oI‘3U

studies perlormed between 1965 and (I98? and I4 studies between I988 and 1993, all but 3 of the latter were

performed outside of the United States. One study reported that continence care was labor intensive, requiring 25

minutes per day to change residents (Celia, 1988). In a cost study of U1 in nursing homes, Hu, Kaltreider, and Igou

I 990) randomly assigned 42 matched pairs of res'ide.nt's to treatment with either disposable or reusable cloth ‘diapers.
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The total number of pads per day was 5.9 for the disposable pad users and 6.6 for those in the reusable pad treatment

group. The average cost per day per person was $2.48 for disposable products and $2.6l for cloth products. Daily cost

of disposable products when related to laundry cost revealed a lower daily ‘cost for disposable products ranging from

$0.44 to $0.68 or annual savings ot‘$l6l-$248 per person. in addition, the skin ofthose using disposable products

showed improvement alter lv I/2 months: the skin of subjects using cloth pads and diapers deteriorated.

At present, there are no studies regarding the advantages or disadvantages of the various products available on the

market. Dat_a also are lacking comparing reusable with disposable products. Most evaluations are carried out by

product manufacturers rather than independent researchers in the health care field and thus carry a bias. This limits

their usefulness in assisting nurses. long-term care administrators, and consumers in deciding what products to use.

Until objective information is available regarding patient comfort, ease ofapplication and removal, containment of

urine, and control ofodor, product selection will be made by trial and error or will depend on product availability in

the practice setting.

Externai Collection Devices

1-Lxternal collection devices such as condom catheters can be useful for management ol'Ul in men because they contain

urine and keep the skin dry. Although these devices are preferable to indwelling catheters, which have many side

cl'l’ccts. adverse reactions do occur. Abrasion, demiatitis, ischemia, necrosis, edema, and maceration ofthe penis. as

well as UTI. can be problems, especially as a result of improper or prolonged use (Ouslandcr, Creengold, and Chen,

1987a). Fixtemal catheters need to be applied carefully and changed according to product recommendation and

institutional or agency policy. Careful observation of the penile skin and the urine for adverse changes is mandatory.

Although a variety ol‘external catheters is available, no comparative Studies have been conducted. There is a need for

studies to address the optimal length oftimc external catheters should be worn before changing and to compare the

incidence of UTI and other complications between catheters and external and suprapubic catheters.

Acceptable external collecting devices for women are not widely available. Pieper and Clcland (1993) report that most

products developed to date have never been marketed or sold. Still others have been removed from the market because

of major problems of leakage and skin abrasions. The literature regarding these products consists of small descriptive

studies performed outside of the United States (Pieper and Cleland, 1993). The results of two small studies performed

in the United States are encouraging (Johnson, Muncie, 0'Reilly. et a1., I990; Johnson, O'Reilly, and Warren, 1989);

however. comparative or randomized studies have not been conducted. Thus. conclusions as to the efficiency and

safety ofthesc devices cannot be made.

Intermittent Catheterization

lll1cl'lt)l[lL‘l‘ll.Q.Elll’]t2lLZI‘lZa[l()[1 appears to be preferable to the use of indwelling catheters for the management of

urinary retention and overflow incontinence. (Strength ofiividcnce "- B.)

Persons who have overflow incontinence can benefit from IC. Several studies indicate that IC is preferable to

indwelling catheters for both men and women (Kuhan, Rist. and Zaech, I991; Webb, Lawson. and Neal, I990;

Pcrkash and Giroux, I993; Warren, 1990). However, the use of IC in the homebound patient may present considerable

difficulty. Most studies have been conducted in young patients with spinal cord injuries. The section on Other

Measures and Supportive Devices in Chapter 3 describes the various. benefits and problems associated with IC.

Suprapubic Catheters

Suprapubic catheters may be an acceptable alternative for indwelling urethral catheters when patient choice or

circumstances require the use ofa bladder drainage device. (Strength of Evidence = B.)
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Suprapubic catheterization may be an acceptable alternative to indwelling catheters or 1C in seine patients (Barnes,

Shaw. 'i“imoney. et al.. 1993: Feneley. 1983: I-lebcl and Warren, l9'9(); Slower, Massey. and Feneley, 1939). Small

descriptive studies indicate that suprapubie ctuheterization is a promising method ofemptying the chronically fiill

bladder. Large, randomized studies need to be conducted to compare the benefits and risks of this intervention with

those of IC and indwelling catheters. in addition, studies should be performed on techniques that prevent the
occurrence ofcomplications.

tnctwaliing Catheters

The use of indwelling catheters should be avoided with few exceptions. They may be usefiil as com fort measures for

the terminally ill, to avoid contamination of decubitus ulcers. and for management of Ill in patients with inoperable

obstruction that prevents bladder emptying. In Chapter 3, the section on Other Measures and Supportive Devices

describes the serious problems associated with long—term use of indwelling catheters.

Skin Care

Recommended measures of cleansing the skin immediately before and after urine loss are helpful in preserving

skin integrity. (Strength of Evidence = B.)

Some pads and garments may provide some protection from skin damage. (Strength of Evidence C.)

Individuals with severe intractable incontinence are often immobile and at major risk for skin breakdown. No one

would dispute the importance ol‘ good skin care and preventing skin breakdown, yet no randomized, controlled clinical

trials have examined the methods most likely to achieve this goal. Recommendations about skin care are generally

based on experience or made through marketing materials provided by product manufacturers (Dewitt, 1988; Fowler

and Goupil, 1987; Klein, 1988). The most common directions to nurses are to keep the -skin dry and keep the patient

off any areas ofskin breakdown.

Incontinence was noted as one of the risk factors for pressure ulcers in the AHCPR Premure Ulcers in Adults.‘

l"reclictr'0rt and Prevcniirm. Ci’r'n:'cal Practice Guideline ( 199-2). The AHCPR guideline panels for Prediction and

Prevention of Pressure Ulcers in Adults (1992) and Treatment of Pressure Ulcers (1994) made several

recommendations for the prevention of skin chafing and, ultimately, ulcer formation. Because ofthe lack of scientific

evidence. these suggestions were based on expert opinion. Suggested preventive measures included regular inspection

ofthe skin. gentle cleansing with a mild cleansing agent immediately after soiling, avoidance of force and friction

during cleansing. use of absorptive briefs or pads, use oltopical barriers to protect the skin fi’0m moisture, and

minimizing skin injury caused by friction and shear through proper positioning, turning, and transfer techniques.

For a full discussion ofskin breakdown. with recommendations for prevention and treatment of pressure ulcers, refer

to the Clinical Practice Guidelines on pressure ulcers (Bergstrom, Bennett, Carlson, et al., I994; Panel for the

Prediction and Prevention ofPressurc Ulcers in Adults, I992).

iir‘.-tmiai ;-mat Grganizatinraal l"-flilltttl oi Lit

The social and or_g_-ariizalional ‘environment ofthe long,-term care facilities can also impact on delivery ol'cun_tinence

care. Training programs alone are not effective in changing practice routines from -custodial to restorative (Campbell.

Knight, Benson, et al., 1991; Coiling, Ouslander, Hadley, ct al., I992). liven when wcll—planned programs exert a

positive change on knowledge and attitude, nursing aide behavior may be unchanged (Lekan-Rutledge, I-loguc. and

Miller, 1992: Smyer, Brannon, and Cohn, 1992; Wagner and Coiling, 1993). Long—term care staff are engaged in

difficult work with few rewards. Burgio and Burgio (1990) noted. in one study analyzing staff behavior that most staff

time was spent in patient care‘ activities. Certainly, before practice and management styles in long—term care can be

changed. the current physical and social environment, including work patterns and numbers and type of staff, must be

thoroughly explored. New nursing practice models such as the use of nurse practitioners and clinical nurse specialists
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have shown positive impact on resident health outcomes through improved care and decreased hospitalization of

residents (Garrard. Kane. Radosevich, et al., 1990; Kane, Garrard. Skay, et al., 1989; Mczey, Lynaugh, and Cartier,
l989).

The few studies of U! in the dependent population in the community have focused on the burden experienced by

unpaid caregivers, such as family members caring for dependent elderly persons with UI. and the effect of U1 on the

health and psychosocial adjustment ofincontinent individuals. In all the studies, functional disability (physical.

cognitive. or both) was associated with U1 lilahcrty. Miller, and Col. I992; Noelkcr, 1987; Ouslander, Zarit, Orr, et al.,

I990). In a study ot'299 family caregivers who cared for persons with UI, Noclker (I987) reported significantly more

negative effects on family relationships than for caregivers of family members who were continent. However, nearly

one—halt'ot'thc caregivers ofpersons with UI stated that incontinence was not a problem for them. In another study of

148 caregivers of community-dwelling, chronically ill older persons. 75 percent of those who cared for incontinent

family members found maintaining continence burdensome because of time spent in providing care, the care receiver's

immobility, and lack of social supports (Flaherty. Miller. and C01, 1992 ). In a study of caregivers of community-

dwelling dementia patients with U1, Ouslandcr, Zarit, Orr, et al. (1990) found that although incontinence was an

important factor in many decisions to institutionalize elderly care receivers, UI was rarely the primary reason for

nursing home placement, and other factors contributed more to perceived burden. Most of the caregivers indicated that

they would be interested in education regarding the care of persons with UI ifthe sessions were provided in the home.

Although most persons can benefit from behavioral, pharmacologic. or surgical interventions for Lil. many others

cannot. "typically, these persons reside in long—tcrm care facilities or are homcbound and have cognitive or physical

impairments that prevent them from learning or performing PMI-Z, bladder retraining, or other learned strategies t.o

prevent urine leakage. they do not respond to regular toileting schedules. In addition. these dependent individuals

otien cannot tolerate or would not benefit from pharmacologic or surgical interventions.

ln long~term care facilities. this population is largely cared for by nonprofessional nursing staff. Others are cared for at

home most often by family members. Most of the research on U1 has focused on reducing or eliminating leakage.

Little attention has been given to how to provide the best care for those who do not respond to standard therapies.

Studies to ascertain the most effective and efficicnt methods for specific situations and individual patients are needed

to further advance optimal continence care. The care of persons who do not or cannot respond to available therapies

must be addressed in randomized. clinically based studies. Currently, continence care for these persons is often based

on personal opinion. manufacturers‘ claims, convenience ofthe caregiver, or cost of the products.
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5 Education

Public Education

Increased efforts to inform and educate the public about incontinence. are essential. (Strength of Evidence * C.)

The public should be aware that incontinence is not inevitable or shameful but is treatable or at least manageable.

(Strength oflfividcncc A C.)

Patient education needs to be comprehensive and multidisciplinary so as to explain all management alternatives.

(Strength of Evidence = C.)

More research is needed to test the effectiveness of patient education activities. (Strength of Evidence C.)

U1 has the stigma ofa socially unacceptable condition because of public lack of knowledge, misconceptions, and

intolerance. This leads to personal isolation, social embarrassment, and delays in seeking medical advice. The public

needs to know that many therapy and management problems surround U1 (Burton, 1984; Goldstein, Hawthorne,

Engebcrg, et al., 1992; He-rzog, Fultz, Normollc, ct al., 1989; Joseph Rowntrec Foundation, 1991; Holst and Wilson.

1988; Lagace, Hansen, and Hickner, 1993; Norton, MacDonald, Sedgwick, et al., 1988: O'Brien, Austin, Sethi, et al.,

1991; Thomas, Plymat, Blannin, ct al._, 1980). Since 1983, national and international groups have concluded that there

is a lack of professional and public education about Ul (Association for Contincncc Advice, I993; Jetcr and Gartiey,

1994; Kings Fund, 1983; National Institutes ofllcalth, 1990). In 1988, the National Institutes of Health (NIH)

Consensus Development Conference on U1 in adults concluded that there was a greater need for efforts to inform and

educate the public about this common problem. However, specific education interventions were not designated. The

research necessary to evaluate education programs specific for incontinence is lacking.

Since the 1988 NIH conference. public knowledge has increased somewhat through publication ofthc 1992 All-ICPR

guideline documents and the e1'fort.s of two sclf—hclp groups, Help for incontinent People and the Simon Foundation

for Continence. More than 1.3 million Eng,lish—version and 125.000 Spanish—vcrsion AHCPR patient guides have been

distributed since their 1992 release. The Continence Foundation offers publi-c access to services and information in the

United Kingdom. Edtication advocacy and support groups bridge-the gap between the public, affected individuals, and

the health care providers and provide multimedia resources, patient and health professional education, and patient

referral services. Patients often turn to these groups for guidance and support. Letters to syndicated columnists Ann

Landers and Abigail Van Burcn (Dear Abby) about U1 have also gained widespread reader attention. Product

manufacturers are addressing Ul through extensive media advertisements and publication of brochures, and in the

United Kingdom some companies sponsor telephone hclplincs. One pharmaceutical company's pilot media program

has attracted considerable public interest in seeking more information and medical advice on U I (Association for

Continence Advice. I993).

Hcctlthy Per)pt'e 2000 recommends an increase in public education and self—help resources as well as a reduction in

major activity limitations for the management of chronic conditions U .S. Department of Health and Human Services,

1990). However, these efforts need to be increased so that the entire public is made aware that incontinence is neither

inevitable nor shameful but instead treatable or at least manageable. The public should be encouraged to seek

professional information and advice. Unfortunately, information alone is not enough to change behavior. A
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comprehensive and effective patient education program needs to determine what the patient wants to know as well as

what the health care provider determines is necessary.

Two reports assess the information needs of the incontinent person (Jcter and Wagner, 1990; Moore and Saltmarchc,

1993). An informatiowsecking instrument developed by Moore and Saltmarche has been tested for reliability and

validity and will be used for data collection to guide patient education.

Because the problem of Ul crosses all social, economic, racial, and gender lines, educational programs need to be

diverse, person- or consumcr—fi'icndly, and understandable in a variety of media. Teaching should be a collaborative

effort involving medical, nursing. and allied health care providers working with education and communication experts.

and local, regional, and national government employers. Education should be individualized for each patient but also

should include family and friends who may be involved in the patient's care. Sharing. experiences and education in 3

nonthrcatening atmosphere is a major technique of Ul support groups and should be encouraged. Research to test

educational effectiveness ofthcse programs should be encouraged, developed, and evaluated, because specific
research on Ul patient teaching, is lacking.

l-‘rom available research, the main teaching goals that should be implemented are that (1) misconceptions about Ul

should be corrected, and information that incontinence can be helped should be disseminated to the widest possible

audience; (2) patients with U1 who seek health care need custom izcd yet flexible patient teaching resources because of

cultural, age, and educational differences; and (3) the learning experience should provide problcm—solving and self-

rnanagcment skills that are integrated into daily living patterns. To accomplish these goals, a multimedia approach is

needed that can provide information and education about U] misconceptions and management options at the lcamer‘s

pa-cc. Examples include use of public service announcements, public talk shows or interviews, health lectures, and toll-

frcc telephone messages or helplines. Programs can be facilitated through pamphlets, booklets, audiotapes, videotapes,

movies, slides, slidetapes, film strips. computers, and interactive videodiscs. For example, an interactive laser disc

program on treatment options for benign prostate hypertrophy led t_o a 60-percent drop in requests for prostatectomy

(Horm, l994). The applicability of such a program for incontinence should be tested. It is essential that teaching

effectiveness be evaluated because instructing patients is insufficient (Garding, Kerr, and Bay, l988).

Similarly. knowledge on ways to prevent Ul is lacking. Examples of possible preventive maneuvers include teaching

women about gestational and postpartum PM E, and teaching both men and women about scheduled voiding and

proper bladder-emptying techniques. Other health promotion models describe primary prevention mechanisms

including education programs regarding estrogen use to treat atrophic vaginitis, postmenopausal changes of the

genitourinary tract. and the elimination of fluids with diuretic effects (Palmer, 1994). When the public learns to better

manage UI and to seek early treatment, the personal, social, psychological, and economic costs of the condition will
decrease.

°Prot‘r;-ssionar‘ Education

Education about Ul evaluation and treatment should be included in the basic curricula of undergraduate and

graduate training programs of all health care providers. Continuing education programs on Ul should be offered

to all health care providers. (Strength of Evidence * C.)

ll-Zducation about UI for professionals, paraprofessionals, and survey teams is urgently needed. First and foremost,

information about Ul should be included in the curricula of undergraduate and graduate health care professional

schools. Schools of nursing and physical therapy and for physician assistants should consider educating specialists on

incontinence care who can then serve as expert advisers to other health care providers regionally. on the State level, in

teaching hospitals, and in every nursing home.

To increase practitioners’ knowledge of'Ul, continuing education courses should focus on the types of incontinence

and on appropriate. state—of-the—art diagnostic techniques and treatments (Morishita, Uman, and Pierson, I994).

Professionals most likely to provide care to U] patients should be encouraged to attend these courses. Education on Ul

http://www.ncbi.nlm.nih.gov/books/NBK52161/?report=printab1e 2/20/2015

Patent Owner, UCB Pharma GmbH — Exhibit 2033 - 0072



liducation — Urinary Incontinence in Adults: Acute and Chronic Management: 1996 Updat... Page 3 of 3

should also be part of the training programs for paraprofessional students, such as licensed vocational nurses, practice

nurses‘ aides, and auxiliary workers in the community. Because UI is a major problem in long—term care settings,

special emphasis .should be directed to encouraging alliances among all professions responsible for the care ofpersons

with U1. In this setting, education may need to be geared to the different levels of nursing personnel- Palmer (1995) in

a survey about nurses‘ -knowledge and beliefs about continence interventions in one nursing home found differences

between attributions ofcause of U1 between LPNs and RNS, indicating a need for continued education.

A survey of physicians in an Oklahoma demonstration project revealed that 17 percent ofmedi-cal physicians had seen

or read the 1992 AHCPR guideline on Ul. This group included internists (1 13), obstetricians and gynecologists (I34),

family practitioners (1 15), and urologists (14) (Mcl-‘all, Yerkes, Belzer, et 3.1., 1994). Many physicians do not discuss

nonsurgical therapy alternatives with their patients because they have a selection bias. Ul should be included in the

curricula along with practical applications and demonstrations that the majority of U1 patients can be managed in

primary care settings.

Major nursing organizations recognize the significance ol'Ul and the vital role ofnursing professionals. Plans are

ongoing for development of continence care nursing practice guidelines. Emulation of the United Kingdom

Continence Advisors program is a plausible solution but necessitates government involvement. A number ofeducation

organizations exist in the United Kingdom that provide training and education and whose members work in

collaboration with other health care providers (Association for Incontinence Advice l993). Education and competency

training. for nurse practitioners in U I assessment and management can duplicate the Continence Advisers program.

Lionferences similar to the Multispecialty Nursing Conference on U1 (held in Phoenix, Arizona, January 1994) can

otter indepth education and provide training on technical skills so that these individuals can become productive and
valued members of the U I team.

Ul outcome measures need to be developed so that nursing home surveyors are better able to assess the el‘l'ectivencss

of interventions for U] in this setting.
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Abbreviations

ADL: Activities of Daily Living

BPH: Benign prostatic hyperplasia

BUN: Blood urea nitrogen

CMG: Cystometrogram

DHIC: Dctrusor hyperactivity with impaired bladder contractility

DI: Detrusor instability

EMG: tilectrnrnycgraphy

I-ICFA: Health Care I-inancing Administration

ISD: Intrinsic sphincter deficiency

MDS: Minimum Data Set

MMSI-I: Mini~Menta| State Exalnination

NSAII): Nonsleroidal anti—inllammatory drug

PME: Pelvic muscle exercise

Pl’/\: Phenylpropanolaminc

l’\/R: Postvoid residual volume

RA]: Resident Asscssinent. Instrument

RM’: Resident Assessment Protocol

SUI: Stress urinary incontinence

TCA: Tricyclic -antidepressant

ll]: Urinary incontinence

UPP: Urethral pressure profilnmetry

UTI: Urinary tract infection
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Glossary

Absorbent produc-15:: Pads and garments, either disposable or reusable, worn to contain urinary incontinence or

uncontrolled urine leakage. Absorbent products include shields, guards. undergarment pads, combination pad-pant

systems, diaperl ike garments. and bed pads.

Algorithmn A step—by—stcp method for solving a problem. in health care dccisionmaking, an algorithm is a defined

and prescribed sequential process whereby clinical and diagnostic findings at a particular point in the process

determine the next diagnostic, clinical, or therapeutic decision or action to be made or taken.

Anti—incontinencc surgery: The use of surgical procedures to treat urinary incontinence (see artificial urinary

sphincter, bladder suspension. periurethral bulking injections. sling procedures).

Artificial urinary sphincter: A mechanical device surgically implanted into the patient that consists ofa cuff, placed

around the bulbar urethra or bladder neck, a pressure-regulating balloon, and a pump. The device is used to control

opening and closing ofthc urethra manually and is the most commonly used surgical procedure for the treatment of

male urethral insufficiency.

Behavioral techniquesn Specific interventions designed to alter the relationship between the paticnfs symptoms and

his/her behavior and/or environment for the treatment of maladaptive urinary voiding patterns. This may be achieved

by modification ofthc behavior and/or environment of the patient (see biofeedback, bladder training, electrical

stimulation, habit training. pelvic muscle exercises, prompted voiding).

Benign prostatic hypcrplasia (BPH):: /\ common disorder of men over the age ol'S0 characterized by enlargement

ofthe prostate which may press against the urethra and obstruct the flow of urine. BPH is the most common cause of

such anatomic obstruction in elderly men.

Biofeedhackz: A behavioral technique by which infonnation about a nonnally unconscious physiologic process is

presented to the patient and the clinician as a visual, auditory, or tactile signal. The signal is derived from a

measurable physiologic parameter which is subsequently used in an educational process to ‘accomplish a specific

therapeutic result. The signal is displayed in a quantitative way, and the patient is taught how to alter it and thus

control the physiologic process.

Bladder suspension: Also called bladder ncck suspension. A term for several surgical procedures employed to treat

urethral hyper-mobility by elevating and securing the bladder to its proper position within the body. The two major

types of bladder suspension surgical procedures are:

Retropubic suspensiomz Consists of several different surgical techniques performed through a low abdominal

incision. All techniques are designed to elevate the lower urinary tract within the retropubic space, differing only in
the structures used to achieve the elevation.

Needle bladder neck suspensiom: Consists of several different surgical techniques performed through a vaginal

approach and small low abdominal incision; all involve the Lise of a long needle to transfer the sutures adjacent to the

urethra and bladder neck through the retropubic space into the abdominal wall anterior to the rectus fascia where the
sutures are fastened or anchored.

Bladder training:: A behavioral technique that requires the patient to resist or inhibit the sensation of urgency (the

strong desire to urinate). to postpone voiding, and to urinate according to a timetable rather than to the urge to void.
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Catheterizationz: Techniques for managing urinary incontinence that involve the use of a slender tube inserted

through the urethra or through the anterior abdominal wall into the bladder, urinary reservoir, or urinary conduit to

allow urine drainage (see indwelling catheters, intermittent catheterization).

Clinical practice guidelines: A set of systematically developed statements or recommendations designed to assist

practitioner and patient decisions about appropriate health care for specific clinical circumstances. Such guidelines are

designed to assist health care practitioners in the prevention, diagnosis, treatment, and management of specific clinical
conditions.

Condom catltetersn A condomlikc device placed over the penis to allow bladder drainage and collection of urine (see

external (condom) catheters).

Cystometryn A test used to assess the function of the bladder by measuring the pressure/volume relationship of the

bladder. Cystometry is used to assess detrusor activity, sensation, capacity, and compliance. There are different

variations ofthe test depending on the problem being investigated, but regardless of the technique, cystometry
involves insertion ol'a catheter into the bladder.

Cystourcthrography:: The use ol"x—ray imaging to examine the urinary bladder and urethra. In voiding

cystourcthrography. an x—ray picture of the bladder and urethia is obtained during urination.

Cystoscopy: Also called cystourcthroscopy. A procedure used to diagnose urinary tract disorders and provide a direct

view ofthe urethra and bladder by inserting, a flexible scope into the urethra and then into the bladder.

Decreased bladder compliuncez: A failure to store urine in the bladder caused by the loss of bladder wall elasticity

and of bladder accommodation. This condition may result from radiation cystitis or from inflammatory bladder

conditions such as chemical cystitis, interstitial cystitis, and certain ncurologic bladder disorders.

I)etrusor:: General term for any part ofthe body that pushes down. In the urinary system, the detrusor muscle is the

smooth muscle in the wall ofthe urinary bladder that contracts the bladder and expcls the urine.

Detrusor sphincter dyssyncrgia (l)Sl)):: An inappropriate contraction ofthe external sphincter concurrent with an

involuntary contraction ofthe detrusor. In the adult, DSD is a common feature ofneurologic voiding disorders.

Detrusor hyperactivity with impaired bladder contractility (DHlC):: A condition charac-terized by involuntary

detrusor contractions in. which patients either are unable to empty their bladder completely or can empty their bladder

completely only with straining due to poor contractility of the detrusor.

Detrusor instability (unstable bladder): Involuntary detrusor contraction -in the absence of associated neurologic

disorders (see urge incontinence).

Electrical sti.mulation:: The application of electric current to stimulate or inhibit the pelvic viscera or their nerve

supply in order to induce a direct therapeutic response.

Electromyography (I‘JM(}):: The study of electrical potentials generated by the depolarization of muscle. EMG of the

striated urethral sphincter measures the integrity and function of its nerves and is used to evaluate the

neurophysiologic status of the urinary tract during filling and voiding.

External (condom) catheters:: Devices for externally draining the bladder made from latex rubber, polyvinyl, or

silicone that are secured on the shaft of the penis by some fonn of adhesive and are connected to urine collecting bags

by a tube.

Habit training:: A behavioral technique that calls for scheduled toileting at regular intervals on a planned basis.

Unlike bladder training, there is no systematic effort to motivate the patient to delay voiding and resist urge.

llydronephrosis: Dilation ofthe renal pelvis and caliccs, and sometimes, collecting ducts, secondary to obstruction

of urine flow by calculi, tumors, neurologic disorders, or any various congenital anomalies.
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llypcrmobility of bladder neek:: A condition characterized by the descent and displacement of the urethra and

bladder neck from their normal anatomic position during physical exertion. usually resulting in leakage ofurinc. This

condition is the most common cause of stress urinary incontinence. Various surgical procedures can be employed to

treat this condition (see bladder suspension).

Hyperreflexiaz: Any exaggeration of reflexes. In urinary incontinence, an involuntary detrusor contraction resulting

from a neurologic disorder.

lndwelling cathc-.ters:: Tube devices inserted into the bladder, urinary reservoir, or urinary conduit for a period of

time longer than one emptying.

Intermittent catlieterizatiom: The use of catheters inserted through the urethra into the bladder every 3~6 hours for

bladder drainage in persons with urinary retention.

Intrinsic sphincter deficiency (_lSD)::- A cause of stress urinary incontinence in which the urethral sphincter is unable

to contract and generate sufficient resistance in the bladder, especially during stress maneuvers. [SD may be due to

congenital sphincter weakness, such as myelomcningocelc or epispadias, or it may be acquired subsequent to

prostatectomy, trauma. radiation therapy, or sacral cord lesions.

Involuntary dclrusor cuntractionz: A cause of urinary incontinence resulting from uncontrolled contractions of the
detrusor.

Mixed urinary incontincncezz The combination, in a patient, ofurge urinary incontinence and stress urinary

incontinence (see urge incontinence. stress incontinence).

Nocturnal enuresis: The involuntary loss of urine (urinary incontinence) during sleep. Also called bed—wetting.

()veractiv'e hladderz: A condition characterized by involuntary detrusor contractions during the bladder filling phase.

which may be spontaneous or provoked and which the patient cannot suppress.

Overflow incontinence: The involuntary loss of urine associated with overdistension of the bladder. Overflow

incontinence results fiom urinary retention that causes the capacity of the bladder to be overwhelmed. Continuous or

intermittent leakage ofa small amount of urine results.

Pelvic muscle exercises (PMEs):: A behavioral technique that requires repetitive active exercise of the

pubococcygeus muscle to improve urethral resistance and urinary control by strengthening the periurethral and pelvic

muscles. Also called Kegel exercises or pelvic floor exercises.

l’eriur¢:tl1ral bulking injections: A surgical treatment for urethral sphincter insufficiency that involves injecting

materials such as polytetrafluoroethylene (PTFE) or collagen into the periurethral area to increase urethral

coniprcssion.

Pcssurics:: Devices for women that are placed intravaginally to treat pelvic relaxation or prolapse of pelvic organs.

Pharmacologic treatment: The use of medications to treat urinary incontinence.

Post—void residual (PVR) voIumc:: The amount of fluid remaining in the bladder immediately following the

completion of urination. Estimation of PVR volume can be made by abdominal palpation and percussion or bimanual

examination. Specific measurement of PVR volume can be accomplished by catheterizaliom. pelvic ultrasound,

radiogiapliy. or radioisotope studies.

Prompted voidingz: A behavioral technique for use primarily with dependent or cognitively impaired persons.

Prompted voiding attempts to teach the incontinent person awareness ofhis/her incontinence status and to request

loileling assistance. either independently or alter being prompted by a caregiver.

Sensory urgency:: Urgency associated with bladder hypersensitivity (see urge/urgency).
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Sling proc-edu res:: Surgical methods for treating urinary incontinence involving the placement of a sling, made either

of tissue obtained from the person undergoing the sling procedure or of tissue obtained from another source, under the

uretlirovesical junction and anchored to retropubic and/or abdominal structures.

Stress urinary incontinence:: A form of urinary incontinence characterized by the involuntary loss of urine from the

urethra during physical exertion; for example, during coughing. The stress incontinence symptom or complaint may be

confirmed by observing urine loss coincident with an increase in abdominal pressure in the absence of a detrusor

contraction or an overdistended bladder (see hypermobility of bladder neck and intrinsic sphincter deficiency).

Suprapubic cystostomyn A surgical procedure involving insertion ofa tube or similar instrument through the

anterior abdominal wall ab.ove the symphysis pubis into the bladder to permit urine drainage from the bladder.

Transient urinary incontinence:: Temporary episodes of urinary incontinence that are reversible once the cause or

causes of the episodc(s) are identified and treated.

Ultrasonography:: A technique that uses ultrasound to obtain visual images of the urinary tract for the purpose of

assessing its anatomic status.

Underactivc blad¢ler:: A condition characterized by a bladder contraction ofinadequatc magnitude andfor duration to

effect bladder emptying in a normal timespan. This condition can be caused by drugs_, fecal impaction, and ncurologic

conditions such as diabetic ncuropathy or low spinal cord injury or as a result of radical pelvic surgcry. lt also can

result from a weakening ofthe detrusor muscle from vitamin B12 deficiency or idiopathic causes. Bladder

underactivity may cause overdistension of the bladder, resulting in overflow incontinence (see overflow incontinence).

Urethral pressure profilomctry (UPP):: A technique used to measure resting and dynamic pressures in the urethra.

Urethral sphincter mechanism: The segment ofthe urethra that influences storage and emptying of urine in the

bladder. It controls bladder voiding by relaxing, which opens the outlet from the bladder, allowing urine to flow l'l'OI‘I'I

the bladder to the outside oi‘ the body. A deficiency ofthc urethral Sphincter mechanism may allow leakage oliurine in
the absence ol‘a detrusor contraction.

Urge incontinence:: The involuntary loss of urine associated with an abrupt and strong desire to void (urgency). Urge

incontinence is usually associated with the urodynamic findings of involuntary detrusor contractions or detrusor

overactivity (see detrusor external sphincter dyssynergia, dctrusor hyperactivity with impaired bladder contractility,

detrusor instability, hyperreflexia, sensory urgency).

llrgc/urgencyz: A strong desire to void.

Urinary incontinence (Ul):: Involuntary loss ofurinc sufficient to be a problem. There are several types of U1, but all

are charac_terized by an inability to restrain or control urinary voiding (see mixed urinary incontinence, nocturnal

enuresis. overflow incontinence, stress incontinence, transient urinary incontinence, urge incontinence).

Urinary tract: Passageway from the pelvis of the kidney to the urinary orifice through the ureters, bladder, and
urethra.

Urinary tract infection (UTl):: An infection in the urinary tract caused by the invasion of disease—causing micro-

organisms, which proceed to establish themselves, multiply, and produce various symptoms in their host. infection of

the bladder, better known as cystitis, is particularly common in women, mainly because of the much shorter urethra,

which provides less ot'a barrier to bacteria. In men, infection is usually associated with obstruction to the llow of

urine, such as prostate gland enlargement.

Urodynamic testsz: Tests designed to determine the anatomic and l'un.ctional status of the urinary bladder and urethra

(see cystometry, eleetromyography, urethral pressure protllometry, urotlowmetry, videourodynamics).

Uroflowmetrya A urodynamic test that measures urine flow either visually, electronically, or with the use of a

disposable flowmeter unit.

http:/fwww.ncbi.nlm.nih._gov/books/NBK52173f?report=printable 2/20/2015

Patent Owner, UCB Pharma GmbH — Exhibit 2033 - 0078



Glossary — Urinary Incontinence in Adults: Acute and Chronic Management: 1996 Update... Page 5 ot‘S

Vesicouretcrie rcflux:: Backflow of urine from the bladder into the ureter, unilaterally or bilaterally, during rest or

especially during urination. The condition may b.e congenital, secondary to obstruction of the urinary outflow tract, or

any disease involving the urinary ureteral orifices.

Vidcourodynamiesn: A technique that combines the various urodynamic tests with simultaneous fluoroscopy.

l"|uoros(:opy is a technique for examining internal structures by viewing the shadows cast on a fltlorcscent Screen by

objects or parts through which x—rays are directed.

Voiding or bladder diary (record): Also called an "incontinence chart." A record maintained by the patient or

caregiver that is used to record the frequency, timing, amount of voiding, and/or other factors associated with the

patient's urinary incontinence.
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NCBI lluoi-(shelf. A service of the National Library of Medicine, National Institutes ofllealth.

Fantl JA, Newman DK, Coiling J . Urinary Incontinence in Adults: Acute and Chronic Management: 1996 Update. Rockville (M D):
Agency for Health Care Policy and Research (AHCPR); 1996 Mar‘. (AHCPR Clinical Practice Guidelines, No. 2.)

This publication is provided for lti.-storical reference only and the information nlay be out of date.

Availability of Guidelines

l-‘or each clinical practice guideline developed under the sponsorship ofthe Agency for Health Care Policy and

Research [Al ICPR), several versions are produced to meet different needs.

The (‘iinicai i’mclic'e (}‘uideii'ric presents recommendations with bricl" Supporting inforrnation, tables and figures, and

pertinent references. '

The Qriiixit Rr,fiereric'c Guidefor C‘iim'c:ians is a distilled,vcrslon of the Clinical i’mc_tice Guideline, with summary

points for ready reference on a day—to—day basis.

The (frmmmer Version, available in English and Spanish, is an information booklet for the general public to increase

patient knowledge and involvement in health care decisionmaking.

For this guideline update, -a separate Caregiver Guide provides instructions to persons caring for incontinent patients

either at home or in |ong—term care facilities.

To order single copies ofguidelinc products or to obtain further infonnation on their availability, call the AHCPR

Publications Clearinghouse toll—free at 800-358-9295 or write to: AHCPR Publications Clearinghouse, PO. Box 8547,

Silver Spring, MD 20907. '

Single copies of the Ciiniccii i’r(.rctice Guideiiric Update are available for sale from the Government Printing Office,

Superintendent of Documents, Washington, DC 20402, with a 25-percent discount given for bulk orders of lO0 copies

or more. The Quick Reference Guidefor Clinicians, the Consumer‘ Version in English, and the Caregiver Guide are

also available for sale in bulk quantities only. Call (202) 512-1800 for price and ordering inlbnnation.

The (iuideiine Tecimicm’ Report contains complete supporting materials for the Cliriicai Practice (iuideiine. including

background inlbrniation, methodology, literature review, scientific evidence tables, recommendations for research.

and a comprehensive bib-liography. It is available from the National Technical Information Service, .5285 Port Royal

Road. Springfield, VA 22 lol. Call (703) 487-4650 for price and ordering information.

The full text of guideline documents for online retrieval may be accessed through a free electronic service from the

National Library of Medicine called llS’l"A'I‘ (Health Services/Technology Assessment Text). Guideline information is

also available through some ofthe computer—based infonnation systems ofthe National Technical Information

Service, professional associations, nonprofit organizations, and commercial enterprises.

A fact sheet describing Onlinc Access for Clinical Practice Guidelines (AHCPR Publication No. 94-0075) and copies

of the Quick Reference (iuidejcr Clinicians and the Consumer Version of" each guideline are available through

Al l(‘.PR's lnstantl~‘AX, a fax-on-deniand service that operates 24 hours a day, 7 days a week. Al-lCPR‘s lnstantl-‘AX is

accessible to anyone using a facsimile rnachine equipped with a touchtonc telephone handset: Dial (30l) 594-2800,

push "I." and then press the facsimile machine's start button for instructions and a list of currently available

publications.
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