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ASSESSMENT & MANAGEMENT OF LUTS: I - Active spacs
Basics of micturation 00:01:52
Anatomy of bladder :

Anatomy of bladder and its outlets

Detrusor Body detrusor

Superficial

trigone
9 Ureteral trigone

Periureteric sheath
Base detrusor
Urethral muscularis

Deep trigone

Bladder neck
Urethral smooth muscle

Periurethral Lissosphincter

striated muscle Rhabdosphincter

Rhabdosphincter
or intramural
striated muscle

Detrusor muscle :
* The detrusor muscle is the principal musculature of the urinary bladder.
* 1t $orms the major part of the dome of the bladder.
* I ensures the viscoelastic property ot the bladder.
* W is also responsible for bladder compliance.
- Reloxes 10 store urine.
- Contracts to facilitate voiding,

Trisone ;
* The trigone is a triongular area of the urinary bladder.
- The apex of the trigone is formed by the bladder neck/Sphincter.
- The other two angles are formed by the openings of the ureters.
* The superficial trigone blends its musculadure with the sphincter.
o T\'\edeeptrigoneb\endsitsm&wmewi{hﬂwebhdder musculature.
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2 - Obstetrics +

Sphincters
Lissosphincter (internal urethral sphincter) :

o Thel'ssosphmc&erisasoﬂﬁssuewmohm&les&mc&we,wnposedo?:

- Periureteric sheath.

- Base of the detrusor.

- Urethral muscularis.
* It is also Known as the bladder neck or bladder outlet.
* 1t helps in maintaining urinary continence. |
* Htisunder swpo&hehc nervous 53s&em control.

- It contains alpha- adrenergic receptors.

Rhabdosphincter (external urethral sphincter) :
* The rhabdosphincter is a striated intramural muscle.
* | forms the external urethral sphincter.
* It is supplied by the somatic nervous system through Onu¥’s nucleus.
* It helps in voluntary control of urinary continence.

Pelvic support :
* Pelvic support includes the periurethral musculoture § pelvic floor muscles.

* It olso helps in maintaining bladder compliance and urinary continence.

Ph}jsiolosg of micturation :
mMicturodion cgcle :

Bladder Filling and Emptying Cycle

a Bladder fills
Detrusor muscle relaxes

/ Urethral e First desire to
sphincter urinate (bladder
contracts half full)

As pressure in bladder rises —Activates
strelch receptors (Especially of detrusors)

The cycle of

bladder filling
Detrusor
muscle and emptying
contracts

Urination [} Urethral sphincter relaxes
0
©®© uiaion /
voluntarily inhibited
until time and place
are right

Obstetrics+ * v1.0 + Marrow Programme for OBS-GYN Residents
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Assessment & Management of LUTS: | - 3 l

Bladder compliance :

— rCCUuuvacCn

Compliarnce =

Change in volume

Change in pressure (Detrusor pressure)

i

* Urinary bladder can be approximated as o compliant hollow sphere.
* A normal eystometrogram plots intravesical/detrusor pressure aaaunst
bladder volume during flling,

Bladder Compliance

(em Hy0) 20—

'
'
'
'
[}
'
|
100 200 300 400 500

SRy R S

Volume (ml)
o According to Laplace law : L il ]
Pressure = —————
o :Ano&om‘l lcal changes Laplace explanation Cystometrog . rom :
bladder filling i | ‘ ‘ ! !
. , eladder unfolds; small increase in radius and | Small initial rise in
Initial %lhns i
rugoe fatten wall tension pressure
o Bladder radius Increasing ¢ oMsets increasing
g progressively wall tension () — P=aT/r) S SR
‘ , increases changes very little f
Near copacity | Blodder woll becomes | Compliance falis; tension rises | - Pressure begins to
(400-450 M) | increasingy stretched |  disproportionately to radius rise steeply
micturition Detrusor acﬁvelg Large active infzrease in wall wa'p'we ris‘e
contracts tension — voiding contraction

* Alorge increase in bladder volume produces on|5 o. small increase in

intravesical pressure becouse :

i Stress reloxation/receptive relaxation of detrusor/coaptation :
- hs the bladder R, the detrusor initially stretches but hen undergpes
viscoelastic relaxation Explains for high bladder compliance).
il. Laplace relationship ¢
- As bladder volume increases, its radius increases.

- The 1 rodius tends to counteract the efSect of 1 wall tension on pressure.
* Flat fling phase = Detrusor stress relaxation/{ compliance + Laplace effect.

Obstetrics+ + v1.0 - Marrow Programme for OBS-GYN Residents
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Bladder innervation :
Innervation of the detrusor :
» Parasgmpahwehc innervodion
+ = The detrusor muscle contains M, muscarinic receptors.
- Activation causes contraction of the detrusor muscle.
. sgmpo&hehc innervodtion
- The detrusor muscle contains B, adrenergjc receptors.
- Activation causes reloxation of the detrusor muscle.
- Sympathetic innervadion arises from T_+o L, spinal segments through
the hﬁpogo.s’cric nerve.

Innervodion of the sphincters :
* Intemal urethral sphincter :
- The internal urethral sphincter contains 0, adrenergjc 1t S.
-~ Sympathetic nervous system activation causes contraction of the
internal urethral sphincter.
* &xternal urethral sphincter :
- lnnervoted bﬁ the somadtic nervous sastem.
- Somatic innervation arises from OnuP’s nucleus from Sa to $4 spinal
segments through the pudendal nerve.
- It contains nicotinic receptors.

Pontine
micturition
centre

Mi receptor
rusor contraction)

B4 receptor

(delrusor relaxation)

1receplor
il Sphincte

Onuf's
“»| nucleus
(S2S4) Nicotinic receptor;
external sphincter
contraction

Obstetrics+ + v1.0 * Marrow Programme for OBS-GYN Residents ﬁ.
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Assessment & Management of LUTS: | - 5 l

' ----= Active space -----
Bladder wall stretches
)
Streich receptors activated
)
Afferents -+ Pelvic nerve -+ 52-S4
i )
STORAGE REQUIRED VOIDING PERMITTED
4 ]
SELF-HOLDING REFLEX VOIDING REFLEX
) )
Higher centres inhibt  Pontine Micturation Center
micturition
e e "“%;.’39"’
4
rarasympathetic
1 l via pelvic nerve
Sympathetic Pudendal t ‘
Hypogastric nerve $2-84 M3
) 4 )
B3 - Detrusor External DETRUSOR
relaxes sphincter CONTRACTS
a1 - Bladder neck contracts +
contracts I} Sympathetic ¢
$ 1) Pudendal ¢
‘—j_—-' i
+ external

CONTINENCE URINE FLOW
+ +
BLADDER CONTINUES VOIDING
TO FiLL
Lower urinary tract symptoms 00:25:12
Major symptoms :
Overview :

* Storage symptoms : Increased urgency/frequency, nocturio.
* Voiding symptoms : Hesttancy, poor flow/, intermittent Slow.
* Post micturation SBmpkon\s * Incomplete voiding, persistent sensation

Pannr W WOWWWSWwLe

Storage symptoms
Symptom ' Definition
urinary incontinence Any involuntary leakage
Stress incontinence | Involuntary leakage on e¥fort/exertion (Sneezing/coughing)
Involunt: e that is S accompan
Urge incontinence mkq/pr eced;m uroency =
Y ) Stress + urge —> \nvokmtarj leakage, associated with
urgency triggers +
Temporary Frequent sudden urination, mostly seen post catheterization,
incontinence post surgery, uT
urgency Sudden compelling desire to pass urine
Increosed daytime The complaint of wanting to void too o¥ten during the day
frequency (>8 times a. dowy)
' The complaint of wanting/Yorced to wake up one or more
s times at night to void (71 episode)

Obstetrics+ * v1.0 * Marrow Programme for OBS-GYN Residents
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oy ~ Voidina symptoms
Slow stream The perception of reduced urine Slow
Intermittent stream urine Slow that stops and starts
Hes) Di?#icm’(g in. h.'s&io&ing mmch;.rrhon, rw ino dela5 in the
J onset of voiding after the individual is ready 4o pass urine
L A prolonged final part of micturition when the Sow has siowed
T
. to o trickle/dribble (might be phusiological in males)
Oribble The use of muscular effort to either initiate, maintain or
improve the urinary stream
Feeling of
, ; Selft-explanatory
incomplete emptying
Post micturition | Involuntary loss of urine immediately after finishing passing
dribble urine, usually after rising from the toilet

The Four Types of Urinary Incontinence

Stress Incontinence Urge Incontinence Mixed Incontinence Temporary Incontinence
If you leak urine during If you leak urine after Mixed incontinence is You may have an iliness
activities like coughing, a strong, sudden urge amix of stress and like a urinary tract
laughing, sneezing or to urinate, you have urge incontinence. You infection that causes
exercising, you have urge incontinence. may leak urine with a frequent and sudden
stress incontinence. laugh or sneeze at urination.
one time.
800  JUOH
B Swage sympoms
1 Voding symptoms
100 : :
02.02% 600
% {
: o
L] b9 2
§ 40 200
2 6% 12.36% (
Type of Urinary 00 ARy i |
0 Incontinence (UI) 2020 039 049 050 6060 0nn
Urge UI Stess Ul Mixed Ul -
Prevalence of types of incontinence
Over -octive bladder (0R8) :
* Kisa Wom—based diagnosis.
.

i is increased urgency with (Wet 0AB) or without (Dry OAR) urge
Usually presents with increased frequency and nocturia.

@ut always rule out urinary pathology/uT! before establishing diagnoss.
incidence : /3" of all women of any form of urinary leakage.

Obstetrics+ + v1.0 * Marrow Programme for OBS-GYN Residents
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minor sy ms :
Hematuria
* Canbe:
- Microstopic haematuria. (incidental diagnosis).
- &ross haematuria @ Visible frank haematurio.
* Recurrent or persistent UT) with haematurio. —
Suspect malgnank MasS or upper urinary troct
infection — Need cystoscopic evaluat™==
4 Qro.d'mg :

e | Il i il v
Hematuria Grade :
Clear Clear Bloody Berry
Clear pink Clear pink Cherry Bloody
Light Light red Grapefruit Cherry
Different words used to Peach Pale red Kool-Aid Fruit punch
describe urine color Pink k Pink | Pink Kool-Ald
Pigmentiess Peach Strawberry Raspberry o
Rosé Pink Red s eve
Strawberry
Watermelon Watermelon Strawberry
Wine Tomato
Wine

Nocturia :
* Nocturnal polyuria. : Voiding 730% overall output of day ot nigit (23%).
* Ruleout:

excessive bed-time fluid intake.

Diuretics. '

CLF (Due to redistribution of blood to kidney.

Fluid redistribution.

\

\

Polauria :
* voiding >40ml/kg of urine in 34 hour.
* Con be due to over drinking,
* Other caused : Diabetes (Type | 7 Type &), hypercalcaemia.
- Important to check for serum electrolytes (Na, ¥, Ca, M.

Obstetrics+ + v1.0 + Marrow Programme for OBS-GYN Residents 508 7“ 8



Urinary conundrum :
* most of the patients presents with :
o 035urn.
' - Bladder pain.
- Over-active bladder.
* 90% of cases are due to UTl.
- Signifies need for urine routine microseopy and cutture § sensitivity,
* ¥ these are inconclusive/Hematuriat, and negative US& — Check for
interstitial cgsh’ds.

Note :
SUl are mostly due to
. Urethral neck hgpermobil'rtg : Seen in conditions where es’crosen decreased,
increased wear and tear, increase in age and other risk foctors.
3. Intrinsic sphincter dﬂmohl'rly.

RisK Yactors :
* Risk for LUTS increases with :
- Age.
- Pari@
Vaginol del'Nerﬂ.
0bes‘rt5.
Hysterectomy (due to surgjcal stress/post surgical complication).
Loss of estrogen (endopelvic fascia has increase €a receptors).
* Risk for LUTS decreased with :
- we'ght loss.
- Use of intravaginal oestrogen.
Note
* Continuous severe urinary infection — Check or fistula, especially ¥ there
is history of:
- Recent pelvic Surgera/ch'\ldbir'dn/v%'\ml birth,
- Qndioﬂwempt:j.
* Overflow incontinence
- Painless urinary retention, dribbling (Presenting symptom
- Due to decreased bladder sensation.
- Storage issue, can leads abdominal distension or resemble as mass
(0D for abdomino-pelvic mass).

\

\

\

\

Obstetrics+ * v1.0 « Marrow Programme for OBS-GYN Residents Page 8/
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Assessment of patients with LUTS

Assessment & Management of LUTS: | - 9 '

00:49:31

Overview :

RN

* Detailed Sgnecobgucal exomination

o urolosical examination

urodynamics exomination [ * Rectal examination
*  examination for strength of pelvic
Soor (Modified OxFord’s grading)
Voiding diary urine analysis | Atleast urine dipstick
uS& § post void
residual volume
assessment
H’\s{or!j -
Domain e you trujing o identify?
s{-omge ! .
Fr neY, ur nocturia OR®, UTl, poluurio.
cpplive | TR oy poly
urinar .
it Leakage : When/How/Quantity? Type of Wl
Voiding Hesitancy, slow stream, Bladder outiet obstruction/ detrusor
symptoms intermittent stream, straining underactivity
B i e Incomplete emptyjing, post-micturition | Retention (Mass or compression eftect)
dribble or voiding dysfunction (Neuroloaica)
Sensotion absefw{ biager: Neurologjical dgs&mcﬁon
sensation
Pain Dysuria, suprapubic/bladder pain uTV/bladder pain syndrome
Other Hematurio, recurrent uT) Red fags especially for malignancies
Clinical clues

* Stress urinary incontinence (S :
- Occurs with coughing, sneezing, laughing, running, lifting, or exercise.
- RsK whether urine leakoge occurs during intercourse or exercise.
- Rsk whether the leakage is in small spurts or a large volume.

* urgency urinary incontinence (LD :
- There is a sudden, compeliing desire to void,
- The podient is unable to reach the toilet in time.
- Symptoms moy be {r'\ssered by running water, the key-in-door

phenomenon, or cold weather.

Obstetrics+ * v1.0 * Marrow Programme for OBS-GYN Residents
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* mixed ur'marvj incontinence :

- Features of both stress urinary incontinence and urgency urinary

incontinence are presen’r.

= AsK which sSmP'com is more bothersome to the patient.
* Continuous urinary leakage : Continuous leakoge suggests a. fistulo,
ectopic ureter, severe sphincter dysfunction, or other causes of continuous

incontinence.

* Nocturnal enuresis : Nocturnal enuresis should be sPeci%cal\H distinguished

from nocturio.
* Pelvic organ prolapse (POP) :

- Severe anterior or apicod pro\apse con couse urethrol KinK\ng ond

bladder outlet obstruction.

- It can result in increased post-void residual PvR) volume.

- |t can couse void'\ng dgs%lunc’don.‘

- Ask whether the potient needs to reduce or splint the prolopsed mass

before voiding.

- Severe peMc organ prolapse may mosk stress urinar5 incontinence
(This sisni%es need for post-void residual (PVR) volume assessment).

Bowel histor5 :

* Urogynaecology includes the bladder; vagina. and pelvic floor; and bowel.

o His’cor3 to ask:
- Constipation.
- Straining during defecation.
- Disi&ahon or splinting durins
defecotion.

Other his’cor5 :

* Obstetric h'\stor3 :
- History o¥ prolonged labour.
- History of multiparity,
- History of vaginal delivery,
- History of operative vaginal

deliveri.j.

’ agno.ecological his’corg ;

- History o¥ hypoestrogenism.

Incomplete evacuation.
Faecal urgency
Faecal incontinence.
Flatus incontinence.

History of excessive fundal
pressure.

History of prolonged trial of
labour.

- Hiskorg oY hgsterectomg or other Sgnaeco\os'\cal surgeries.
- Menopowusal h'\s'(ora ' Assess Yor genitourinary sgxdrome of menopause
(can cause recurrent urinary tract infections { urinary incontinence).

Obstetrics+ + v1.0 + Marrow Programme for OBS-GYN Hesidents
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* Sexual history:
- Ask whether the patient is currently sexually active : Consider total
vaginal length and vaginal closure procedures based on sexual activity,
- Ask about the effect of symptoms before and after intercourse.
medical history :

- H'S\'OVB of diobetes. - Dgselec&m\g’mem\a.
- gndocrine disorders. - Meurolosical cond#ions.
- Metabolic disorders.

* Previous treatment h'\stor5 : ASK about previous medical or wsical treotment
received for the condition.

* Drug history:
opug . | possheluTs effent
Diuretics Frequency/urgency/nocturio
| Anticholinergjes (Atropine)/anti-psycotics :
with anticholinergic efSect (TCA) KPSEe
Opioids Retention
a-ogonists (Phenulephrine/ephedrine) 1 outiet resistance
a-blockers | Outlet resistance
S6LT_ inhibitors (Dapag|ifiozin) Polyuria/frequency (1 Chance of uTD
Drugs causing edema. May worsen nocturnal diuresis
Pad test:

* Pad test is an objective method to quantity urine leakage.
i \fisno’trecownendedbgrd\o&.
* Kisnot ped‘-ormed rou’cine|5.

Post-void residual (PVR) :

* Indicotions :
-~ Lomen with voiding symptoms.
- Women with recurrent urinary tract infections (UTIS.
- Prior to major pelvic surgeries, such as vaginal hysterectomy (W or

Ward-Mawyo procedure (VH with pelvic Sloor repair).

* Interpretodion :
- Normal PVR is less than aS—30 mL.
- PVR greater than 100 mi is considered abnormal.

Obstetncs+ * v1.0 - Marrow Programme for OBS-GYN Residents
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< Active Space —— dems d\ar:.j
A voiding diary is also called a. frequency-volume chart,

* Itis a simple and effective tool for assessing storage symptoms.
* Indications : All women with urinary incontinence.
* Duration :
- Maintain the dnr3 for 3 doys.
- \tsho«ddtncbdelworhmsda5ar\da¥reeda55,orawhr\3da55and
| free day,
* Objectives:
- Record the frequency of voids-urine leakage episodes.
- Assess treatment outcomes after intervention.
- Improve patient awareness and help iderrki’?g avoidable habits.

Uroclgnmnic testing :
Overview :
* Flow meters are used to assess pressure of flow of urine.
* Pressures studied :
- Abdominal pressure is measured using an endoanal or rectal catheter.
- Bladder pressure is measured using a catheter placed inside the
bladder.
- Urethral pressure profilometry is performed using a. catheter placed in
the urethra.

* @ladder flling methods :
- Bladder ?\I\ins can be performed b5 retrograde %I\ing.
- plodder S}\l\ir\S can also be performed b5 phgsio\ogico.l S\l\ins.

Urodynamic Testing

Obstetrics+ + v1.0 * Marrow Programme for OBS-GYN Residents 1 ?
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Assessment & Management of LUTS: | - 13 '

oigjecﬁves :

. umdgmm'\c studies olgjechvel& diagnose the po@chologg coausing lower urinary et space
tract symptoms (LUTS).
o Th95 help 5mde surgical management.
* They help predict problems that may occur Sollowing interventions.
Indications :
* Urge-predominant urinary incontinence or mixed urinary incontinence (MuD.
* unclear urinary incontinence
* Voiding dysfunction.
* Apical compartment prolapse (possibil'\'cﬂ ot de novo stress urinary
incontinence).
* Previous history of surgery for stress urinary incontinence (SuD.
Note :
urodynamic studies done in stress urinary incontinence (Sub only i :
* Stress urinary incontinence is associated with pelvic organ prolapse.
* Failed previous surgery for stress urinary incontinence.
Components of urodynamic studies :
. uro%ouume’«B : urine Slow and the ability to void or micturate are assessed.
* Cystometry: Bladder pressure is assessed during bladder N\ins and voiding,
* Complex investigations : Video urodynamics, urethral pressure—ﬁ\ownetrg,

Gnd mwa*org urOdgm{nlcs. Continuous urine flow recording with ICS
wo%wme'crg : T —
Features : N

* The potient is asked to void, and sensors provide a

graphical representation of the urinary Slow rate.

* The volume should be 7300 mL for the test to be i -

considered valid == I

- 1§ the volume is < 300 mL, retrograde blodder T ;v:c“y '
filing may be required. N
. AMMWOQWBMVGBbel\'SV\GPGd- R Y e e
* The maximum Slow rote is approximately IS mL/s. mm‘—/’M
mis "\
S

Obstetrics+ * v1.0 *+ Marrow Programme for OBS-GYN Residents
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uroflow pattems :
. Normal flow demonstrates a bell-shaped curve.
a. Prolonged Slow Moy occur due to :
' - High-pressure Sow suggests bladder outiet obstruction, which may
occur due to cystocele or urethral Kinking,.
- Low-pressure fow suggests a. hypocontractie bladder.
3. Intermittent Slow Moy occur due to : )
- Abnormal stmin‘mg.
- Detrusor-sphincter dgssgnersia.

Uroflow Patterns

cﬂs’rome’crg :
Overview of N\'\ns cgstomekrﬂ :
* The bladder is Nlied while
bladder pressure is assessed.

Pressure catheter inserted
into the rectum measures
intra-abdominal pressure Pabd

Pressure catheter inserted

* Abdominal pressure is measured into the bladder measures
) ) Intravesical pressure Pves
swm}taneouslg with bladder M
fxess“re. detrusor pressure Pdet
i Saroyg o =
pressure

- &xternal pressure due to abdominal pressure.
- Pressure exerted by the detrusor muscle during bladder N\‘ng.
Pds«usor o Pwmmr - Po.hdumw
- Alow detrusor pressure durinsvo'\d\nsiswssest‘weo?o.
hypocontractile bladder.

Obstetrics+ * v1.0 * Marrow Programme for OBS-GYN Residents
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Filling Cystometry

....................................................

......................................................

Video urodgnamics with concomitant urodﬂmmic imaging *

* Involves concomitant cgstome’crg and urodﬂmmic imaging.

* Cystoscopy moy be performed concomitantly when indicated,

* Pressure measurements are obtained using double-lumen cystometry

catheters.
- The catheter contains a filling lumen and a. pressure-measuring lumen
- The filling lumen should occupy ot least 10% of the eross-sectional
area. of the catheter to facilitate high filling rotes.

- The catheter is connected using o winged Luer-lock connector.

Double Lumen Cystometry Catheter

Obstetrics+ * v1.0 + Marrow Programme for OBS-GYN Residents Page %ﬁa
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* ps bladder volume increases, the

"
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detrusor should remain compliant, with

onlg an increase in vesical pressure.
Abdominal pressure increases with stress  »=
events such as sneezing or exertion. .

In padients with stress urinary
incontinence, an increase in abdominal

142 H pdet
gies : 1
o ¢ 92
R £ 3 3 om H20
t
3 JIEY 3 Rl ™
P o : b o
f e
i H ml
: >

Video urodgmmics with concomitant urod5namic irmg‘\ng

Volume
Infused

F\l\‘\ng cﬁskometnj in urod5nam‘\c stress incontinence ¢

No rse i Poet

. ' sl

pressure is transmitted to the bladder, o o nesrdante

reSu}t‘mS in an increase in vesical pressure
acoomponied b5 wine Ieahage.

Clinically diognosed stress urinary incontinence confirmed on urodynamic

’cesﬁns is termed urod5namic stress incontinence.

Fil\ins cas’come’crg in detrusor overachvwg :

* As vesical pressure increases with Ll S A
increasing bladder volume, detrusor . M
pressure olso increases.

This may be accompanied by - —
simultaneous urine leakage. o y s W 4 S
Increase in detrusor pressure occurs _— A == A
without a. rise in abdominal pressure or

the presence of a. stress event. Oy vomaiiy

Obstetrics+ + v1.0 + Marrow Programme for OBS-GYN Residents
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Assessment & Management of LUTS: | - 17 l

Void'ns cgskomeh}j s e Active space -----

* The patient is asked to void at the end of cystometry,
* The urinary flow rate § Slow pattem are correlated with detrusor pressure.
* Whelps iden‘rh?g voiding dysfunction.

Urethral pressure pro%bmeh'g '
* Wt helps differentiate intrinsic sphincter de%cienca from urethral
hgpermobilii&
* Rcatheter is placed in the urethra to measure urethral pressure.
* t may be performed in patients with stress urinary incontinence to
determine the underlying cause.
Maximum urethral closure pressure (MUCP) less than as em H.0 suggests
intrinsic sphincter de%c\encg due %o o weak urethral sphincter.
- Infrinsic sphincter deficiency may be managed pharmacologically with
drugs acting on nicotinic receptors.
* MUCP greater than as em K O with persistent urinary leakage susses’ts
urethral hypermobility or a hypermobile bladder neck.
- Urethral hypermobility may require surgical correction.

Urethral Pressure Profilometry

Functional length Length
jhajahnvi21@gmail.com

pmbu.latorg urodgmm'\cs '
* Ambulatory urodynamics records bladder function during physiological
bladder flling,
* Portoble recording devices are used,
* Itis indicoted when the diagnosis remains unclear despite conventional
urodynamic studies.
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[ Feedback

SLIMN'B H
~ Symptoms | Urodynamic diagnoses | Urodunamic definition
On® *  Involuntary detrusor
* urgency contraction in S\l\'ng
* Freque - phase leading to leak.
. W.‘:ca De’crusor overactivity i e
* Leakage - Provoked
Ul Involuntary leakage ot
. W nomic Stress urine dur‘mS increased
Leok Incontinence oabdominal pressure in
® Stress+ the absence of detrusor
coughv/sneeze overactivity

Other invesﬁgaﬁons s
\msins :
* Introvenous urography (v : used for evaluotion of urinary fistulo.
* Computed tomography (CT) urography Used for evaluation of urinary
fistulo.
* Urasonography (Use) :
- Indicated in upper urinary tract infection.
- Indicated in persistent visible or non-visible haematurio.
- Indicated in suspected neurogenic bladder.
* magpetic resonance imaging (MRD: Used for evaluation 0% urethrol
diverticulum.

 Cystosenpy:

Indicated in :

* Haemoadurio.

* Recurrent urinary tract infections (UTIS).

* Previous history of mesh surgery,

* Interstitiol cashhs.

* Over-octive bladder (0A®) refractory to treatment.
suspected urethral stricture.

18



ASSESSMENT & MANAGEMENT OF LUTS:1II - Active space -----
Overactive bladder 00:00:45
Defnition :

* Symptom-based diagnosis : Urgency + frequency + nocturio.
. \nfheabsenceo&luﬂoranﬂo&»erla»erurhargkmc‘cpaﬂ-\olosg
* A diagnosis of exclusion.
* Contributing factors : excessive fuid intake, cafteine, aleohol, medications,
diuretic abuse.
* Work-up
- Urine RMCS in all patients — I# abnormal, consider cystoscopy,
- Urodynamics not mandatory before starting treatment
* Types: wet ORS ond drg ORB.

First line — Li%’cgle measures :

* Reduce overall fluid intake.

* Avoid tea, cofiee, alcohol.

* Review medications, o¥er altermatives.

* Weight loss, target BMI < 30,

* Containment products (Pads, toilet/urinal aids, disposable urinal Kits).
- Pure adjuncts to prevent social embarrassment.
- Need more $requent review (Pads risk UTD.

ladder training :
* First line as an add-on to lifestyle measures (NICE/RCOS).
- minimum b weeks; i successful — Continue 10 13 weeks.
- % symptoms grossly reduced ot 1a weeks — Continue the same.
- Review : b-monthiy it >1s years, 1a-monthly i$<T1S years.
* golden rule : The Iz hour rule.
void voluntarily every LS hours (Urgency is usually from excess flling).
Once comfortable, 1 holding by 05-a hours, up to a. max of 3 hours.
Review the balonce chart in the voiding d'\ar5.
Restrict Suids to 1S L/a4 hours.
Successtul patients often become peer teachers in community

support groups.

\

\

\

\
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2 - Gynaecology Decision Making

N

- ACtve phcs —— Pelvic floor training in OB :

' * ORB is detrusor overactivity until proven otherwise — pelvic floor training
alone will not help. PFMT is first line for Sl (Stress urinary incontinence),
not for ORG. ‘

- usetul only when there is a coexisting pelvic Sloor component — Do
urodynamics first.

- Works Via. the suburethral muscular area. (Brodmann area. ) to enable
urge suppression.

* Ancillary exercises : Perineal awareness, pelvic lift/kitt, anteversion-
retroversion with ball, knee flexion with shoulder abduction, hip adduction,
pelvie elevation, jumping and hip hyperextension.

S aadlh

gioteedbock :
* Lorks wonders with associoted urge incontinence.

The natural bioteedback chain :

Oon urgency, skop moving — do not rush to the toilet
Perform s{rong voluntarg pelvic SQoor contractions

Hﬂpercmtmcﬁon of external urethral sphincter via pudendal
nerve (Onuf’s nucleus, $a—54)

ol
refex inhibition of parasympathetic bladder supply
I

Detrusor contraction suppressed
urgency falls; storage continuesj time bought to reach a
lavatory

— reedoacCk
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Assessment & Management of LUTS : Il - 3 l

~

* Devices : Remote/button-controlied electrode pads that stimulate the
musculature directly to produce the same reflex.

medical management : ‘
* Started at the b-week review i non-compliant, or compliant but unrelieved.
Receptor basis

* m3 (Parasympathetic) : Detrusor contraction.
* B-3 (sympathetic) : Detrusor relaxation.

mntruscarines | P-3agpnists
Oxybutynin (Aiso transdermal pateh) mirabegron
Tolterodine, fesoterodine Vibegron
Solifenacin, trospium '
Side eHects :
* Antimuscarinics : ory moudth, blurred Vision, constipadion, dag’cime somnolence,
dementia, mre|3 hBPer’censiorx

* B-3 agonists : Hypertension, dry mouth.

Special consideradions :

* Avoid oxybutynin in older women : Quaterary + tertiary amine, worsens
cognitive impairment — Progressive dementio.

* Avoid obiu{Bn‘\n in normal pressure hgdrocephalus : These patients alread5
present with incontinence + dementio. and are prone to Alzheimer’s.

* Tolterodine is preferred for starting (Has lower dementia. risk).

* Nocturia/night—time urgency : Add. desmopressin.

- Absolutely contraindicated in cystic fbrosis.

Refroctory ORS :

* Defintion : No relief despite 4 weeks of escalating medicol management or
odded ancilary treatment.
* Note : True OA& requires urodynamically proven detrusor overactivity,
* Second-line lodder :
- Botox.
Neurostimulation (1 Botox $ailo).
Augmen&af\on cgstopla.sg.

rinary diversion (Lost resort).

\

\
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