A primary care guide to managing acute and

chronic symptoms in older adults
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or older persons, control over

urinary function is closely
linked with preservation of indepen-
dence. Loss of that function represents
a significant turning point, particu-
larly if the condition goes unreported
or untreated. For most older persons,
such scenarios are common. Although
in 8 out of 10 cases incontinence
symptoms can be improved through
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behavioral and pharmacologic inter-
ventions, fewer than one-half of those
who have symptoms discuss the issue
with a clinician. Even when symptoms
are reported by patients, many physi-
cians and nurses fail to investigate these
reports. Hence urinary incontinence
(UI) s a significantly underdiagnosed
and underreported condition.

Given the prevalence of UL, its toll
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on physical and psychological health,
the large variations in care and costs,
and the urgent need to educate health-
care providers and the public about
the implications of the condition,2
the Agency for Healthcare Research
and Quality (AHRQ, formerly the
Agency for Health Care Policy and Re-
search) selected Ul as a clinical guide-
line topic. This article examines the
AHRQ guideline—“Urinary inconti-
nence in adults: Acute and chronic
management”’~—{rom an evidence-
based perspective. We include a table
that summarizes the Ul types and an-
other that outlines the recommended
agents for pharmacologic management
of UL We also present an algorithm
that summarizes the steps involved in
management of Ul A case scenario is
used to demonstrate how the guide-
line can aid clinical management.

Background
In the United States, UT occurs in 10
t0 35% of adults and in 50% of nurs-
ing home residents. Indeed, Ul is rec-
ognized as one of the major causes of
institutionalization of older persons.
Of the estimated 13 million cases, 11
million occur in women. Americans
spend $1.1 billion annually on dis-
posable products designed for man-
agement of incontinence symptoms.
Urinary incontinence is a significant
psychosocial event that has serious im-
plications for the affected individual,
family members, and caregivers. It
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Table 1 i‘y:les of urimaaﬂy inconiinence

T.rpelﬂefm on Pathophysiclogy Signs

* Loss of urine with a strong
~desire to void
I..OSS of urlne on way fo the balhroom

‘Detrusor inslability or
hyperactivity, involuntary

marks a loss of independence that is

invariably accompanied by onset of

iow self-esteemn. It impairs social in-
teractions and complicaies and evei
prevents sexual activities. As the con-
dition worsens, dependence increases
while execution of activities of daily
living decreases.

As is the case with other genitouri-
nary issues, many older patients may
be reluctant to volunteer information
about symptoms. Others may choose
to manage the problem themselves
nsing an array of over-the-counter
products. Many physicians and nurses,
in turn, are less than asser tive about
broaching the topic. : :
otfeled. too few clm!c}ans pursue fur-
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ther investigation, or they may lack the
clinical experience to make the diag-
nosis. A growing bodv of evidence,

llu\'v(_. VT, b;.
agement of Ul is not only an at.hlev—
able goal, but it can reduce the mor-
bidity and cost of UL, particularly in
institutionalized populations.

Ciinicail scenario

You are a busy geriatrician in a group
practice. A 75-year-old woman who
hasa pas{ medical h'story notsblP for

roldism and eraat canc
creasino enisodes > “losing urine!

ok T”?O s in-

" She
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time.” You wonder how to effectively
and accurately diagnose and treat this
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Guideline overview

The guideline on Ul was released in
1992 and updated in March 1996, A
multidisciplinary, private-sector panel
of physicians, nurses, allied health p
fessionals, and healthcare consumers
participated in development of the u
date. Their duties included extensive
reviews of literature focusing on U? '13
adults, hea ﬂ“g pu blly testimony, and

":F

examining information gathered by
consultants. The panel also “studied
he effectiveness 's.ru_i apore Dr'erea__::,s



dures for UL, how they affect outcomes
important to patients, their benefits
and adverse consequences, and costs
incurred from their use.”

The following criteria were used to
characterize the strength of evidence
supporting each recommendation:

A. The recommendation is sup-
ported by scientific evidence from
properly designed and implemented
controlled trials providing statistical
results that consistently support the
guideline statement.

B. The recommendation is sup-
ported by scientific evidence from
properly designed and implemented
clinical series that support the guide-
line statement.

C. The recommendation is sup-
ported by expert opinion.

Notable is the fact that the panel
“found evidence in the literature that
the treatment of urinary incontinence
can improve or ‘cure’ most patients.”
The primary purpose of the guideline
is to improve reporting, diagnosis, and
treatment of UL The guideline does

not address extraurethral Ul (invol-
untary loss of urine through channels
other than the urethra) or UI due to
neuropathic conditions.

Analysis. Our analysis of the AHRQ
gutdeline was guided by the “Users’
Guides to the Medical Literature,”*?
which provide a framework for cri-
tiquing clinical practice guidelines
from an evidence-based perspective.
We address the following Users’ Guide
questions:

® What are the recommendations?
(Are practical clinically important rec-
ommendations made? How strong are
the recommendations?)

@ Are the recommendations valid?
® Will the recommendations help
you in caring for your patients?

What are the
recommendations?

Are practical, clinically important rec-
pmmendations made?

According to the guideline authors, the
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sodaies “reflects new researcl
.

and experience with emerging tech-

gjarhsem

nologies and innovative approaches
for Ul assessment and relief.” The
guideline is framed around three major
clinical areas:

@ Prevention, identification, and
evaluation {exarmnines risk factors, more
thorough history taking, routine test-
ing of lower urinary tract function,
specialized tests for further diagnosis)

@ Selection of appropriate therapy
(provides framework for selection of
appropriate behavioral, pharmaco-
logic, and surgical treatments and sup-
portive devices)

@ Fducation of health professionals
and the public (recommends increased
efforts to broaden the knowledge and
understanding of Ul and increase the
level of comfort with the topic).

Work up. In older patients, diagnos-
tic evaluation must be comprehensive,
involving not only consideration of the
lower urinary tract but also the pa-
tient’s general medical functional sta-
tus. Several conditions or agents that
cause or contribute to Ul (eg, dysuria
and urgency, stool impaction, diuret-
ics, anticholinergics and psychotrop-
ics, and caffeine) are potentially re-
versible. Depending on the patient,
management of such cases of transient
incontinence can resolve the Ul or re-
duce the severity of symptoms. These
conditions should be identified and
corrected before implementing further
therapeutic interventions. Tests such
as cystometry, uro ﬂowmetry, and Cys-
toscopy are recommended only for
those patients failing trials of behav-
ioral or pharmacologic options.

All patients exhibiting UT symptoms
should undergo a basic evaluation that
includes a history, physical examina-
tion, measurement of postvoid resid-
ual volume, and urinalysis. Risk factors
associated with Ul should be identified
and attempts made to modify them.

The history should include a focused
medical, neurologic, and urologic his-
tory and medication review. Physicians
should use open-ended questions to
initiate dialogue that can produce clues.
Asking patients or caregivers io main-

tain a voiding or bladder record for sev-

eral days prior to the office visit can aid
the assessmeni process. Records should
document the frequency, timing, and
amount of voiding. All patients, espe-
cially older persons, should undergo
testing that gauges neurologic and men-
tal status and functional capacity. Blood
testing should be ordered only for pa-
tents with suspected renal insufficiency
or who have polyuria in the absence of
diuretic use.

Once a basic evaluation has been
performed, and unless there is an in-
dication for further evaluation, the pa-
tient should be treated for the pre-
sumed type of incontinence. Table 1
summarizes the common incontinence
types; the algorithm outlines the ap-
proach for management of UI (figure).
The three major categories of treat-
ment are behavioral, pharmacologic,
and surgical.

Behavioral intervention
Behavioral treatment involves activi-
ties such as bladder training and exer-
cises and is recommended for man-
agement of stress, urge, and mixed
incontinence. Toileting assistance,
which consists of scheduled toileting,
habit training, or prompted voiding,
should be offered to patients who have
UT but no cognitive impairments.®
Exercises that build pelvic muscle
strength can help reduce UI symptoms.
Pelvic exercises can complement blad-
der training for patients with urge in-
continence and are strongly recom-
mended for those with stress
incontinence. Such exercises have also
been shown to be beneficial for incon-
tinent men who have undergone prosta-
tectomy.” Premenopausal women who
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Urge incontinence
Anticholinergics®
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have stress Ul can combine use of vagi-
nal weights and pelvic muscle exercises
(eg, Kegel’s) to help manage Ul symp-
toms.

Data. In 1998, Burgio and colleagues
published results from a randomized
controlled trial that compared the ef-
ltCU\"e'leb of oena\florai UeaLmem with
incontinence in older WOTIEIL. They
studied 197 ambulatory and cognitively
intact women (age 55 to 92) diagnosed
with urge or mixed incontinence. Pa-
tients enrolled in behavioral treatment
experienced an 87% reduction in in-
comtinence episodes {drug therapy re-
sulted in a 68.5% reduction in episodes).

Although anecdotal evidence sug-
gests § that scheduled toileting can de-
crease incontinence episodes by 30 to
80% thus far no rmdomued con-

3'16 study, how\,ver,

ment approach.
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Recommended dosage

2,510 5 mg bid 1o tid
~_{extended-release form:
‘510 15 mg once d 'ly)

showed that scheduled toileting al-
lowed patients to postpone or avoid
surgery.’

Randomized clinical trials have
demonstrated that pelvic muscle ex-
ercises and biofeedback can contribute
toa 50 to 87% improvement in Ul

vmpto*m LR mmaormzw clinical
irisl g v e
tiveness of bladder training and
prompted vo;dmg for management of

stress

Pharmacclogic freatment
The geal of drug therapy is to promote
increased volumes of urine at low in-
travesical pressure, prevent .nvulun—
tary bladder contractions, and ¢
iain consisiency of bladder
function (ie, closed at rest a
1'11'11T| lﬂ‘-' bO duruw 1IIICreases ‘11 f

an overview of thep ;,‘Ja;mam‘nmc in-

mcrease in hladder capaclty

ion c-f mvoluntary uetrusnr cemractaon

terventions recommended for man-
agement of UL

Drug therapy may be directed at de-
creasing outflow obstruction, inhibit-
ing bladder contractility, decreasing
sensory input, or increasing bladder
capacity. Medications should be nsed
only in Lumunuion w1th voiding
ACHSUUIE OF u\.xlu: iulu; inter vau\.‘U‘
and only after other factors con-
tributing to incontinence h&ve been
addressed. Select
ualized and basea on a side effect pro-
file as well as the impact of the drug
on the patient’s other medical condi-
tions. Regardliess of the drug chosen,
the initial dose should be relatively low
and increased gradually,

Urge incontinence, Several classes of
agents -Hau ban Lbﬂd for*hﬂ manage-
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nonsteroidal anti-inflammatory drugs.
According to the guideline, anticholin-
ergic agents should be used as first-line
therapy for detrusor instability. Oxy-
butynin chloride (Ditropan) and
propantheline bromide (Pro-Banthine)
are the first and second agents of choice,
respectively. Patients must be monitored
for urinary retention while on these
medications.? Propantheline is appro-
priate for use in patients with limited
cognitive impairment and who can tol-
erate full dosages.

Tricyclic agents—including dicy-
clomine HCI (Bentyl), an anticholin-
ergic agent with smooth muscle re-
laxant properties—are alternate
treatments.'®!! Despite prevalent use
at the time of publication, the guide-
line authors recommended against ad-
ministration of flavoxate for detrusor
instability.!2 They also recommend
against the use of hyoscyamine, cal-
cium channel blockers, and NSAIDs
for management of urge incontinence.

Stress incontinence. Pharmacologic

treatment of stress incontinence must
be considered selectively because of the
respective disparity in the amount of
data regarding potentially useful
agents. For instance, there are limited
data supporting treatment with tri-
cyclics such as imipramine. There is
substantial data, however, supporting
the use by women of alpha-adrener-
gic agonists and the combination reg-
imen of alpha-adrenergic agonists and
estrogen. Some studies have indicated
that estrogen use can reduce inconti-
nence symptoms, but no randomized
clinical trials have been done to sup-
port this.

For nonhypertensive women with
stress incontinence, phenylpropano-
lamine HCl (eg, Phenoxine) is the drug
of choice for unlabled use.® Estrogen
may be used for postmenopausal
women with stress incontinence or
mixed incontinence. When single ther-
apy fails, combination therapy of oral
or vaginal estrogens and phenyl-
propanolamine is rem”jmended for

¥ ey e Tt N e A
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postmenopausal women.
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Figure Ranagement of aﬂnaw incentinence in primary care
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Surgical treatment
Surgery should be employed only

when nonsurgical approaches have
failed and after completion of a pre-
cise, focused assessment that includes:

@ comprehensive clinical evaluation

® objective confirmation of the
pathophuysiologic diagnosis and sever-
ity of urinary loss

@ 3 correlation of the anatomic and
physiologic findings with the surgery
plan

® and an estimation of the impact
of the proposed surgery on the pa-
tient’s quality of life.

The high degree of variation among
studies examining surgical approaches
make a comparison of different tech-
niques impossible, according to the
-~ guideline authors. They also note that
" “the inherent variability in surgical
technique and the way in which oper-
ations are performed make it impos-
sible to direct surgical practice in a
guideline of this scope.” Nevertheless,
the authors offer guidance for decision
majunu by addressing surgical proce-

® increase outlet resistance and re-
lHeve stress Ul and intrinsic sphincter
deficiency

& decrease detrusor instability and
correct urge incontinence

@ and remove outiet obstruction.

Other treatmenis. Indwelling cath-
eters are recommended for patients
with incontinence caused by obstruc-
tion that cannot be treated, terminalh
ill patients, those with pressure ulcers
{as a tenporary measure), ard spverelv

imnaired individuals v
L

other treatment options.

o

Are practical cinically imporiant
recommendations made?

’\/'av‘uyi iseful clinicel recommenda-

¢ offered for the ireatment of
patients with UL The clinician is ad-
vised to choose the least invasive form
of treatment before pursuing more in-
vasive treatment options.

Behavioral therapy is recommended
as first-line treatment for urge and
stress incontinence. Many older pa-
tients, for instance, are unable to tol-
erate the side effects of anticholiner-
gic agents used to treat UI; thus
behavioral therapy offers a benign
ireatment option !>

How strong are the recommenda-
tions?

The AHRQ recommendations on
Ulin adults are evidence-based and
graded according to the ratings out-
lined by the American College of
Physicians for evidence based-reviews.?
The 1996 revised version of the guide-
lines outlined the efficacy of certain

tions at

treatments available for management
of urge and siress incontinence. Most
of the recommendations received B or
C ratings.

Are the recomnmendations
valid?
Were all important options and out-
comies clearly specified?

The guideline provides a compre-
hensive approach to the basic evalua-
flon of a patient with UL Risks, bene-

Fespinhy n: troaftmsast =ar
Uou i LA OliiiCiin

Tl
i. The reversible causes of Ul
and ihe fuil evaiuation of a patient
with Ul were clearly outlined. Behav-
ioral, pharmacologic, and surgical
treatment options were also discussed.
Issues regarding the use of intermit-
tent, indwelling, and suprapubic
catheters were addressed.
Was an explicit process used to iden-
tify, select and combine evidence?
An extensive literature search was
:“c,;cmd using National Library of
Medicine databases. Abstracts of some
L,:sﬂ D articles that met the search cri-
independently evalua
paiel members; approximately
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Is z‘ke guideline likely to accouns for
important recent developments?

The guidelines did not include find-
ings published after March 1994,
Newer pharmacologic approaches for
management of Ul include the use of
tolterodine tartrate (Detrol) as an al
ternative to oxybutynin. Many studies
comparing oxybutynin and tolterodine
show equal efficacy.

The use of periurethral injections
for patients with intrinsic sphincter
deficiency was briefly mentioned in
the guidelines. At publication time,
there was limited data on the use of
collagen injections. A recent meta-
analysis of office-based approaches to
management of female Ui, however,
showed an improvement in 58 to
100% of the cases after 1 year for pa-
tients receiving collagen injections.'
So this approach is a valuable alterna-
tive to surgery. Thus far, use of colla-
gen agents to manage Ul has produced
markedly better results in women than
in men. Nevertheless, newer studies
are examining the efficacy of other in-
jectable matenials (eg, Teflon). It should
also be noted that long-term efficacy
of using collagen injection has vet to
be determined,

The use of urethral occlusion de-

vices is another Ul management ap-

antail

proach that is gaining in acceptance.
Some data show thaf newer urethral

insert devices {eg, Reliance) can

achieve an efficacy rate of 809%.1° Other
devices include a rubber cup (FemAs-
sist} and a minipad (Impress), which
achieved efficacy rates of 74% and 90%
respectively. ' As is the case with peri-
urethral ..ollagen injections, long-term

Are rhg recammendations o applicabie ?



In the United States, Ul affects 13
million persons, a significant portion
of whom are in the geriatric popula-
rion. For noninstitutionalized persons
older than age 60, the prevalence of Ul
ranges from 15 to 35% and for home-
bound older persons up to 53%." Uri-
nary incontinence affects 50% of all
nursing home residents.” Therefore
this guideline is highly relevant to
physicians who care for older patients.

Resolution of the scenario

You review the 1996 AHRQ guideline,
“Urinary incontinence in adults: Acute
and chronic management.” After a de-
tailed review of your patient’s symp-
toms and bladder diary, you make a
diagnosis of urge incontinence. A phys-
ical and pelvic exam and review of her
medications do not reveal a specific
reversible cause for her symptoms. You
discuss and educate her about behav-
ioral interventions, which she is will-
ing to employ in part because she is re-
luctant to use drug therapy. She starts
a bladder training program and also
begins pelvic muscle exercises. She
comes back to see you in 4 months and
reports significant improvement in
urinary control.

Cariclusion

Given the generally low comfort level
patients have with genitourinary top-
ics, diagnosis of Ul in older persons
requires a proactive, diplomatic ap-
proach. Once clues surface, physicians
should proceed with a basic evaluation
that includes a history, physical exam-
ination, measurement of postvoid

Drug therapy should
be coordinated with
a voiding schedule

» behavioral

intervention

wrarvy.gari.oom

vesidual volume, and urinalysis. Physi-
cians seeking evidence-based guidance
for patieni management can consult
the AHRQ guideline on management
of urinary incontinence. It offers in-
formation that can be used to educate
patients about the condition and key
guidance regarding the most appro-
priate forms of behavioral, pharma-
cologic, and surgical therapy.[®
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