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Lower urinary tract symptoms (LUTS)
Incontinence

UrgeUrge

Frequency
Urgency
Nocturia
Unable to delay

StressStress

Coughing
Laughing
Physical activity



Causes of incontinenceCauses of incontinence

Urge  22%

Mixed  29%

Stress  49%



Urgency

Symptoms

Frequency
Urgency
Urge incontinence
Nocturia



Causes of urgency

• Infection
• Stones
• Bladder cancer
• Radiotherapy
• Noxious substances
• Lack of oestrogens
• Psychological factors



Causes of urgency

• Infection

• Stones
• Bladder cancer

• Radiotherapy
• Noxious substances

• Lack of oestrogens

• Psychological factors



Investigations

• Dipstick

• Voiding diary



Haematuria



One Stop haematuria clinic

USS
Flexible cystoscopy

� MSU   Cytology



Yes

Age > 50 years
OR symptoms (urinary 
symptoms, loin pain)

Refer Haematuria 
Clinic

Manage in primary 
care

Difficult to control?

Refer Nephrology

Yes

No

No

Age < 50 years
No symptoms

Hypertension?

Protein/creat ratio 
>45mg/mmol or eGFR<60

Follow up in primary care
BP check
Urine dipstick for protein
Annual for 3 years
Then 3 yearly

Contact Details
Haematuria Clinic queries Clinical advice 
Christine Cole 01225 825528 Jon McFarlane 01225 824575

Urological 
problem

Microscopic haematuria
· Check BP
· Urine dipstick. If positive for 
protein, send urine sample for 
protein/creatinine ratio (see box)
· Blood for creatinine

All tests 
normal

Protein/creat ratio 
>45mg/mmol or 

eGFR<60

Urine samples
· First voided urine after rising
· Universal container (20ml white)
· Not after exercise/during menstruation
Please note RUH normal reference range 
for protein/creat ratio is 0-14mg/mmol but 
only refer if >45mg/mmol



Microscopic Haematuria

• Asymptomatic patients >50yrs

• Symptomatic patients <50yrs
Loin pain
Bladder pain with sterile urine
Not recurrent UTI unless

• Severe
• Unusual organisms
• Microscopic haematuria after UTI treated

• “What about the >80yr old with DM, 
hypertension, RhA, on warfarin?”



Microscopic Haematuria

Who to re-refer after –ve investigations?

• Has there been any significant change?

Appearance of symptoms
Macroscopic (frank) haematuria

Deteriorating renal function
Difficult to control hypertension
Appearance of proteinuria

• 3 yearly

Urology

Renal



The overactive bladder
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Prevalence of OAB in Europe

l 17% of the adult population 

Milsom  et  al. 2001



Standard Treatments
for

Urgency



Treatment for urgency

Conservative

• Advice   - fluids, coffee, alcohol

• Bladder training

Biofeedback
Hypnosis
Acupuncture



Medication for urgency

Oxybutynin  (Lyrinel)    10mg XL
Tolterodine (Detrusitol)   4mg XL
Propiverine (Detrunorm)   15mg tds
Trospium chloride (Regurin)    20mg bd
Solifenacin (Vesicare) 5-10mg od
Darifenacin (Emselex) 7.5-15mg od
Fesoterodine (Toviaz) 4-8mg od

Others: Calcium antagonists
K channel openers
b agonists
Tricyclics



Contra-indications

Chronic retention

Severe gastrointestinal conditions
(including toxic megacolon)

Myasthenia gravis 

Narrow-angle glaucoma



Compliance with Oral Therapies 

Tolterodine XL 

Oxybutynin XL

Oxybutynin IR

*USA  IMS NPA Database

Persistency with Oral Therapies
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• Lack of efficacy is the major reason for failure 
of first-line antimuscarinic therapy

100%

Why do patients stop taking antimuscarinic therapy?
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International web survey



Side effects

• Dry mouth
• Constipation
• Dry eyes
• Blurred vision
• Cognitive impairment



Managing the SE’s

• Counselling at initiation
Artificial saliva
Diet / laxative



Managing the SE’s

Pick your anti-cholinergic
Elderly / CNS   

Trospium
Solifenacin
Tolterodine

Side effects
Oxybutynin skin patch



Tips

• Some patients have unrealistic 
expectations 

– this is often a life-long condition

• Anti-cholinergics work on the day you 
take them 

– so intermittent dosing can work



Why do anti-cholinergics work so well 
in some patients and not in others?

Theories of aetiology

• Spontaneous bladder contraction
• Hypersensitivity disorder
• Urothelial release of mediators
• Altered central nervous system 

processing





BotoxBotox



Botox

• Potent neurotoxin

• 1g could kill 1 million 
people



Intra-vesical Botox







Botulinum A Toxin

• Randomised controlled studies
Increases bladder capacity
Reduces leakage and frequency
Reduces sensation of urge
Improves QOL

• Very safe
• Complications

Poor bladder emptying (10% retention)
UTI’s



Botulinum A Toxin

Duration of action   6-12 months

Repeat treatments equally effective

Long-term consequences None identified

Most effective in patients who perform ISC

Key facts



Intra-vesical Botox

Indications
Failed anti-cholinergics
Urodynamic proven overactive bladder

Potential for ISC 



Intra-vesical Botox

A treatment in evolution

Dose titration
Where should we inject
Can we predict retention
Other conditions that might benefit

Bladder pain
Prostatitis





Options

Clam ileocystoplasty
Ileal conduit Diversion
Neuromodulation



Sacral nerve stimulation

• Sacral level 3  (2-4)

80% improve
50% cure
High cost
High re-operation rate



Sacral nerve stimulation

• Nice approved

• Only appropriate for severe 
symptoms

• Estimated to be used for 100 
patients per annum in the UK



Peripheral nerve stimulation

Posterior Tibial nerve

30 mins
Weekly

12 weeks

25% reduction in frequency
35% reduction in urge incontinence





Stress Incontinence





Examination



Vaginal examination

• Oestrogenisation 
• Urethral meatus
• Visible loss
• Prolapse Anterior

Vault
Posterior

• Squeeze*
• Sensation 
• Reflexes



Treatments

Genuine stress incontinence



Treatments for stress incontinenceTreatments for stress incontinence

Conservative

Fluids, caffeine, smoking, wt loss

Pelvic floor exercises



NICE interventions

• 3 month trial of PFMT 
(>36 contractions / day)

• Biofeedback and electrical stimulation may be 
necessary

• Bladder training for urgency prior to the use of 
drugs



Treatments for stress incontinenceTreatments for stress incontinence

Medication
(Anti - cholinergics)

(Imipramine)
(Oestrogen)

Duloxetine  (Yentreve)



Treatments for stress incontinenceTreatments for stress incontinence

Slings
Urethral bulking
Colposuspension
(Stamey needle suspension)
(Anterior repair)
(Plugs)

Surgery



Sub urethral slings



Retropubic sling      (TVT)



Sling outcomesSling outcomes

80-95% success rate
Durable 
NICE approved

Complications
Retention 4%
Urgency 4-10%
Infection 2%
Erosion 1%



How do we choose ?

• TOT doesn’t work for sphincteric deficiency

• TVT has a higher risk of obstruction and 
urethral erosion

• Both can cause bladder overactivity


