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INTERNATIONAL CONTINENCE SOCIETY

Tncontinenza urinaria

1L

“Presenza di oghil perdita involontaria di urina”

Classificazione dell'incontinenza urinaria

*TIncontinenza uriharia da sforzo
*Incontinenza urinaria da urgenza
*Incontiinenza urinaria mista
-Ischiuria paradossa
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The Male Urethral Sphincter Complex Revisited:

An Anatomical Concept and its Physiological Correlate

Mamdouh M. Koraitim

From the Department of Urology, College of Medicine, University of Alexandria,
Alexandria, Egypt Vol. 179, 1683-1689, May 2008 THE JOURNAL OF UROLOGY®
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Revised concept of male urethral sphincter complex. 7 bladder
musculature. 2 proximal part of lissosphincter internal sphincter.
J, distal part of lissosphincter smooth circular muscle layer of
urethra. 4 rhabdosphincter. 5 prostatic part of rhabdosphincter. 5
perineal membrane. 7 prostate



The Male Urethral Sphincter Complex Revisited:

An Anatomical Concept and its Physiological Correlate

Mamdouh M. Koraitim

From the Department of Urology, College of Medicine, University of Alexandria,
Alexandria, Egypt Vol. 179, 1683-1689, May 2008 THE JOURNAL OF UROLOGY®

Group 1 consisted of 23 patients with a mean age
of 69 years who had undergone retropubic
prostatectomy for henign prostatic hyperplasia
and were continent of urine.

Conceivably these patients had lost the proximal
half of the lissosphincter and still had the distal
half or inframontanal part plus the
rhahdosphincter.

Group 2 consisted of 11 patients with a mean age
of T years with post-prostatectomy incontinence
after transurethral (8] and retropubic (3)

Groups 3 and 4 consisted of 8 continent and 2
incontinent patients, respectively, with a mean
age of 31years who had undergone
hulboprostatic anastometic urethroplasty for
strictures complicating a pelvic fracture urethral
disruption. The only sphincteric element leftin
these patients was the proximal half or
supramontanal part of the lissosphincter, in
addition to a few insignificant skeletal muscle
fihers scattered in the prostate.

Group 5 consisted of 8 patients with a mean age of
32.9 years with a normal urethra who served as
controls for patients with urethroplasty
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The Male Urethral Sphincter Complex Revisited:

An Anatomical Concept and its Physiological Correlate

Mamdouh M. Koraitim

From the Department of Urology, College of Medicine, University of Alexandria,
Alexandria, Egypt Vol. 179, 1683-1689, May 2008 THE JOURNAL OF UROLOGY®

1) Continence at rest is primarily a function of the lissosphincter (GRUPPO 3)
2) An intact rhabdosphincter does not guarantee continence (group 2] and its absence
does not produce incontinence in the presence of an intact lissosphincter (group 3).

3] The whole length of the urethral sphincter is not essential to maintain continence. FPL
may bhe shortened to almost half that of normal controls and the patient would remain
continent (groups 1and 3)

4) A minimal length of the urethral sphincter complex is essential to maintain continence,
helow which incontinence is inevitable (yroups 2 and 4). This length is suggested to he
more than 1.5 cm as found in this and other studies

9] The main urinary function of the rhabdosphincter is to maintain continence during
stress conditions as shown hy the resuits of UPP during the hold maneuver in patients
ingroups 1,2 and 3




Fattori responsabill
tella continenza
urinaria maschile

The Urinary System

«Upper Unnary Tract

- Kidneys: Urine Production

- Ureters: Transport urine
to the biadder

L ower Unnary Tract
- Bladder and Urethra:
Urine Storage
Urine Voiding
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ASPETTI CLINICI

DELLA INGONTINENZA URINARIA

» Urinary Incontinence - “I'm Wet."

» Overactive Bladder i 3""

« | feel the urge to go all the time.” T
« | go all day long.” g
« | go all night long.”

» Urinary Retention
« | can’t go when | want to.”
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Bladder Control

Problems




@ Delirium; dementia
@Infections: urinary respiratory, skin
@urethritis; alcohol ingestion; acute iliness

@Pharmacological agents : diuretics,
sedative/hypnotics anti-cholinergics, calcium
channel blockers antidepressants,EtC
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Bladder pressure < urethral pressure
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The Weak Urethra

SUI
Bladder pressure > urethral pressure

Abdeeminal pressorm
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4il CHIRURGIAUROLOGICA
~ PROSTATA

<~ PROSTATECTOMIA RADICALE
TURP

~ ADENOMECTOMIATRANSVESGIGALE
< ADENOMECTOMIARETRORUBIGA
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GHIRURGIA UROLOGIGA
URETRA-VESGICA
-STENOSI
-IPOSEADIA

-UALVOLE URETRALI (graviditipole
mqueliemitipo il

-CISTEGTOMIA RADICALE CON
NEOVESCIGA

ORTOTOFICGA
-FISTOLE URINOSE
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PSS

ESTITDIPROSTATEGTOMIARADIGALEIRRE)

. 2

DANNO A CARICO DEI NN CAVERNOSI LESIONE SFINTERICA
DIRETTA/NON ADEGUATA PRESERVAZIONE APICE PROSTATICO E COLLO VESCICALE

. =

LESIONE SFINTERICA DIRETTA



ELLEEERE

" DANNO'SFINTERIGO PIU" FREQUENTE DR ORE10
AORE2DOPO TURP

- LESIONE DELLO SFINTERE DISTALE DURANTE

ENUGLEAZIONE DI ADENOMA PROSTATIGO GON
ESTENSIONE DELLA MANOUVRA OLTRE ILVERU
MONTANU



Cutting loop

Culling elactrode
Rosocloscope ‘
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The sLirgean removes
the central part of the
prostate through an incision
in the abdomen

F16. 3. Prepurazione digitale del piano

i elivaggio,

Prostats

Fig. 1. Cistotomia longitudinale,

Fig. 4. Sezione dell'uretra prostatica

con forhici enrve,

Catheter fo
drain uring

filadder

Prostate with
central part removed

Fic. 5. Primo dei 6 punti ad “X" in
calgut, a scopo emostatico, che vengano

16, 2. Incisione a “racchetta” del posizionati su tntte il contorno de
ollo vescicale, a partenza dalla barra collo.

erireterica,
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Nonadeguata preparazione-preservazione dellapice
prostatico e del collovescicale

Waish e Kiein hanno timostrato.un miglhioramento della
continenzamcorporando tessutodel compiesso venoso
tlorsale e dell'uretra posteriore nellanastomosi v-i
[Waish; 1990- Kiein1992)

: 2

Studi di Uredinamica indicano che paz continenti dopo
RRP hanno /unghezza uretrale funzionale maggiore
rispetto ai pz incontinenti
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Urge Incontinence

» Urinary Leakage
with a sudden,
strong urge to

go.

This may be a large amount of
leakage!!
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Espressione di s7/fenzione cronmica i
urime dove Ila ridotta attivita® del
detrusore, associata al notevole residuo
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Overflow incontinence

Intravesical pressure exceeds the maximum urethral pressure,
but 1s assoclated with bladder over-distension due to detrusor

underactivity
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Difficolta’ a raggiungere la toilette
nel momento della necessita’



The Neurogenic Bladder

Multiple Sclerosis
Stroke

Parkinson's Disease
Spinal Cord Injury
Colon-rectal Surgery
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Prevalenza dell’ Incontinenza Urinaria reyolare
(2 o pil episodi di incontinenza per mese)
nel Sesso femminile e maschile ( popolazione yenerale )

Maschi

Femmine

[

in ogni gruppo di eta

Percentuale di rispondenti

5-14 15-24 25-34 35-44 45-54 55-64 65-74 75-8B4 =285

Eta [anni)

%
>
3
>




Gravita dell'incontinenza urinaria maschile per eta

5-14 anni
15-24 anni
24-34 anni
34-44 anni
45-54 anni
55-64 anni
64-74 anni
75-84 anni

=85 anni

Al Al A

0 20 40 80

. raramente EI piU di 2 volte al mese
D 1-2 volte al mese . di continuo




Glassificazione IU per Tipologia
In entrambi 1 Sessl
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3,1

0,5 3.8
Lot S,

dasforze  do urgenza mista da rigurgite  funzionale altro missing
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Test Diagnostici 1° livello
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. Notizie cliniche generali, vita sessuale, somministrazione
guestionario IC1Q- Urinary Incontinence

. Rischio relativo correlato ad eventuali interventi
chirurgici e/o terapia medica

3
3
3

From the 5th International Consultation on BPH - Paris, June 2000
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To assess the impact of symptoms of
incontinence on

To assess

Frequency of urinary incontinence
Amountofleakage
Overall impact of urinary incontinence
Self-diagnostic item Lanuage versions
available
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- Esame dell'area sovrapubica e dei genitali (esclusione di meato
stenotico)

- Valutazione della funzione motoria e sensitiva dell'apparato genito-
urinario (esclusione di causa neurological

- Dimensioni, consistenza, forma ed eventuali area sospette
per neoplasia della ghiandola prostatica

- Tono dello sfintere anale
- Eventuali patologie rettali

From the 5th International Consultation on BPH - Paris, June
2000




Initial Management of Urinary Incontinence in Men

Incontinence
Post-micturition Post-prostatectomy urgency /
HISTORY/SYMPTOM dribble incontinence frequency

ASSESSMENT ‘ ‘

- General assessment (see relevant chapter)

* Urinary Symptom Assessment and symptom score
(including frequency-volume chart and questionnaire)

+ Assess quality of life and desire for treatment

» Physical examination: abdominal, rectal, sacral neurological

CLINICAL
ASSESSMENT

+ Assessment of pelvic floor muscle function
+ Assess post-void residual urine

PRESUMED
DIAGNOSIS

STRESS INCONTINENCE MIXED
JUNTR 5 S 10 INCONTINENCE
aphincteric Incompetence

' { '

Lifestyle interventions

“Complicated” incontinence

* Recurrent incontinence
*Incentinence associated

with:

- Hematurla

- Recurrent infection

- Voiding symptoms

- Prostate irradiation

- Radical pelvic surgery

» Urinalysis # urine culture -> if infected, treat and reassess

S—

Any other abnormality
detected e.g. significant
post void residual

URGE INCONTINENCE
presumed due to
detrusar overactivity

) 'I;l“mmi Palvic floor muscle training
TREATMENT Biadder training
+ Pelvic ' .’ ',
floor muscle
training * (In) continence products .
» External appliances AtmEosyiee

* Fallure ’ Fallure

SPECIALIZED MANAGEMENT

Fallure



Test diagnostici 2° livelio

Urofluissometria ESame urodinamico
Residuo

nostminzionale Endoscopia delle
Ecogratia App.Uninario hasse vie urinarie
RX “l’ﬂgraﬁa efl ev.

studio delle bt

From the 5th International Consultation on BPH - Paris, June 2000
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Diario minzionale

nicturia, urgenza-frequenza ed una
severa sintomalologia ostruttiva associati ad
incontinenza, sono Sintomi importanti

Ora

Vol.
urine

Urgenza

Incontinenza

Ligquidi
assunti

From the 5th International Consultation on BPH -

Paris, June 2000
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> UROFLUSSOMETRIA: valutazione della capacita’ vescicale, del volume
emesso, tel RPM, del Qmax-Qave in mi/sec.

> GISTOMANOMETRIA: valutazione della attivita', sensibilita’, canacita’e
compliance el detrusore

> STUDIO P/F: valutazione del yrado di ostruzione delle hasse vie
urinarie, del resituo urinario e della capacita’ contrattile
detrusoriale

> WALSALVA LEAK POINT PRESSURE: indica il livello ui Pressione
addominale a cui il paziente, posto in ortestasi e durante rapidi
aumenti di pressione, perde urina.



Specialized Management of Urinary Incontinence in Men

"Complicated”
Post-prostatectomy Incontinence with ;i
ASSESSMENT + Recurrent incontinence
* Incontinence associa-
ted with:
- Pain
- Hemaluria
- Recurrent infection
CLIHICA!‘ » Consider urodynamics and imaging of the urinary tract i Voiding symplarms
ASSESSMENT  Ureth (if indicated) Prostata [rradiation
foTyRRe0nRy - Radical pelvie surgery
MIXED URGE INCONTINENCE 'M
STRESS due to detruscor overactivity
INCONTINENCE  'CONTINENCE (during filling) * Further imaging
due to sphincteric » Urodynamics
Incompetence A *
:'L:ff;:f{:::‘:ﬂ? with coexisting Lower urinary
of “F'”“m"' undaractive tract anomaly/
o detrusor pathology
(during voiding)
If inltial therapy fails: if inftial therapy falle: * ‘
+ Neuromodulation - o-blockers, 5eRI * Intermittent S oot Anosmaly
TREATMENT *Artificial urinary ., 5 t0augmentation - Correct anatomic catheterisation ¢ 1 oo
sphincter . Bladder augmen-  bladder outlet . Antimuscarinics * 1ot
* Male sling tation obstruction

* Bulking agents « Urinary diversion  * Antimuscarinics
(See notes) (See note)



©® CONSERVATIVE TREATMENT

Lifestyle interventions (e.g. weight loss,stop smoking, micturion
rehabilitation)

Pelvic floor muscle training (kegels)+/- biofeedback +/- SEF (stimolazione
elettrica funzionale)

@ MEDICATIONS

Anticolinergici, Antimuscarinici, Duloxetine, Dapoxetina

@ SURGERY

Fistulas excision

Injectable bulking agents ( DEFLUX))
Urethral sling procedures

Artificial sphincter

Pro-act perineal balloons




Home Pelvic Muscle Exercises (PME):
Kegels

» Contract the Muscle used to stop urine
flow

» Exercise the muscle (10 seconds

contraction followed by 10 seconds
relaxation) 30-80 times per day

» Benefits may be seen in 8-12 weeks
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Home Pelvic Muscle Exercises (PME):
Kegels

> Often performed incorrectly!

» ouccess Rates Variable
» Better for mild incontinence

» Up to 45% cured/improved at 12 months

Mountsen et al



Biofeedback

»
[ O

» For patients who have difficulty
performing a Kegel

» Helps identify the correct muscles using
"Feedback.”



Electrical Stimulation of pelvic floor
muscle via anal-intraurethral prohe
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Injectable Bulking Agents

Bovine Collagen Durasphere@®
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Transurethral Injection

2= d5° Angle af insartion
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“Initial experience of transurethral bulking
agent (deflux injection) in patients presenting
with incontinence after Radical
Prostatectomy or in advanced Ga prostate
involving posterior urethra/sphincter and
unresponsive to conservative measures”

Sood, R.; Kathuria,
Urology olume: 10, Issue: 3, Supplement, September, 2007, pp. 229



Injectable Bulking Agents

» Safe — few side effects

» Effective (60-80% Dry at 2 years f/u) £

» Easy on Patient
« Outpatient or office-based procedure
« |ocal anesthesia
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Transobturalor Sling Suspension for
Male Urinary Incontinence including

Post-Radical Prostatectomy

Peter Rehder’, Christian Gozzi
L

European Urology
92,2007 (860-867




” The Male Perineal Sling Assessment

ﬁh and
Prediction of Outcome

5

The Journal of Urology

Volume: 171, Issue: 4, April,
2001, pp. 1414-1418
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“ Adjustable Suburethral Sling (Male Remeex
System®) in the Treatment of Male Stress Urinary
Incontinence: A Multicentric European Study “
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European Urology Uolume: 32,
Issue: 9, November, 2007, pp.
1473-1480




To evaluate the eifectiveness of a readjustable
sling for the treatment of male stress urinary
incontinence (SUI).

with SUl sec to radical
prostatectomy , TUR and open prostatectomy .
Duration of incontinence ranged from 1to 10 yr with
an average of 3.9 yr.



Results: 9 pts were regulated early post-op period,
44 pts required a second regulation heetween 1-4
mo after sugery, 17 other required more than one
delayed regulation

Average f-uwas 32 mo. Zure rate 65%(33ms),
improvement 20% (10), unchanged 19% (8).

one case removing mesh owing to erosion and 2
cases for infections.

Gonclusions: The MRS1 shows to achieve of good
midterm resuits in almost 83% of patients without
significant postoperative complications.
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“13 Years of Experience With Artificial Urinary
sphincter Impilantation at Baylor Colleye of
Medicine”

H. Henry Lai, Elias I. Hsu, Bin S. Teh, E. Brian Butier and
Timothy B. Boone' .1

The Journal of Urology Volume: 177, Issue: 3. March,
2007, pp. 1021-1025



Purpose: We reviewed 77 years of experience with artificial
urinary sphincter implantation

Materials and Methods: Between 1992 and 2005,
underwent artificial urinary sphincter
implantation, followup data were available on 218 of them.
Mean followup was 36.5 months tmaximum 1514).

Of the 218 natients 60 underwent prostatectomy and
pelvic radiation 776 underwent prostatectomy without
radiotherapy, 71 had nearogenic bladder and

J1 underwent secondary artificial wrinary sphincter
implantation




Resuits: The complication rate did not differ among the 4 treatment groups.

infection in 5.5% of cases, erosion in 6.0%, uretlral atrophy in 9.6 % mechanmical
failure in 6.0% and surgical removal or revision in 27.1%.

3.7 montlis for infection, 19.8 montlis for erosion, 29.6 moinths for atrophy, 68.1 months for
failure and 14.4 months for surgery.

At 5 years 79% of patients were free from revision or removal.

The rate of bladder neck contracture was high in artificial urinary sphincter
candidates, especially in irradiated patients (36% and 57%, respectively).

Two-stage UroLume® stent and artificial urinary sphincter placement offered
long-term contracture and continence control in 8 of 11 patients with recurrent
anastometic contractures.

Conclusions: An artificial urinary sphincter is durable treatment for sphincter
deficiency even in patients with a history of complications, neurogenic
bladder, pelvic radiation, bladder neck contracture, Valsalva voiding, or failed
injectables or slings.




Abb.; Pro-ACT-System
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EAU 2007 ABSTIV101 - Transrectal Ultrasound-Guided
implantation of the ProACT Systemiin Patients with
Post-Radical Prostatectomy Stress Urinary
Incontinence

Thursday, 22 March 2007
Gregori A, Goumas, LK, Galll, 8., Kez ., Scier £,
Siener, 8, beliperi A, Zaramella S, Favrom,
nanzom, s, ferrone ., Galioardl £
Presented onmarch 232007
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» Perdita mvolontaria diurinain
ela’ pediatrica

ELLLER

» Monosintomatica,

p Notturna, , DIutirna

» Primaria [durada pin‘dié'mesi
con almeno 2-3 episoti/mese)
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STATO PSIGO-FISIGO (01, PESO, STATO
NUTRIZIONALE)

SITUAZIONE FAMILIARE
STIPSLENGOPRESI

LIQUIDI ASSUNTI/DIE (SOPT PRIMA DI
ANDAREA DORMIRE)

EDUGAZIONE ALLA MINZIONE



1. FOGLIO MINZIONALE PER 0 GG /MESE

8.ESAMI EMATOGHIMIC], EUNZIONE RENALE,
ES. URINE

9. EGOGRAFIAAPP. URINARIO GON REM

10. UROFLUSSOMETRIA CON EV. EMG PELVI-
PERINEALE

11. TEST URODINAMIGO COMPLETO [RARAMENTE)
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> MINZIONE ORARIA, RIDUZIONE FLUID-INTAKE
PRINA DI GORICARS], MINZIONENOTTURNA
PROGRAMMATA

» AUMENTO DELLA GAPACITA" VESGICALE
FUNZIONALE- IMIPRAMINA, 0SSIBUTININA,
TOLTERODINA

p RIDUZIONE DELLA POLIURIANOTTURNA
> DESMOPRESSINA
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»> ALLARMENOTTURNO

> INTEGRAZIONE GON
BIOFEEDBAGK E/O
RIEDUCAZIONE ALLA
MINZIONE INGASODI
INCOORDINAZIONE
DETRUSO-SFINTERIGA
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