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Y URINARY INCONTINENCE INDICATOR REPORT

The Urinary Incontinence In Women Indicator Report contains current information gathered by field
experts in conjunction with the National Association For Continence (NAFC) and the Centers for
Disease Control and Prevention (CDC). This report is supported by the Centers for Disease Control and
Prevention of the U.S. Department of Health and Human Services (HHS) as part of a financial assistance
award totaling $1,125,000 with 100 percent funded by CDC/HHS. The contents are those of the
author(s) and do not necessarily represent the official views of, nor an endorsement, by CDC/HHS, or
the U.S. Government.

PATIENTS’ PERSPECTIVE

Throughout this report, you will see orange boxes like this one

highlighting patient perspectives. These insights draw on results
from a survey conducted by Phreesia and NAFC between Feb 13
and March 20, 2025, which was completed by 2,787 women aged
35+ with and without a diagnosis of urinary incontinence. In total,
1,217 symptomatic, undiagnosed women and 1,570 diagnosed
women completed the survey. Survey respondents’ diagnoses
were derived from information in their electronic health record,
and the ICIQ-SF was included in the survey to screen for and
assess symptom severity across the populations. The survey
was administered digitally using the Phreesia platform to patients
during the check-in process for their doctors’ appointments and
participation was voluntary.

Across symptomatic, undiagnosed women, the mean age was 61.5
years; 74% were White, 8% were Black, 2% were Asian, and 17%
identified as other/ unknown race. 6% identified as Hispanic, 78%
as not Hispanic, and 16% as other/unknown.

Across diagnosed women, the mean age was 65.2 years; 59% of
women were ages 65+, 76% were White, 10% were Black, 1% were
Asian, and 12% identified as other/ unknown race. Five percent
identified as Hispanic, 82% as not Hispanic, and 11% as other/
unknown.
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Urinary incontinence (Ul), defined as the involuntary leakage of
urine, is a common and often underreported condition affecting

a significant number of women across the United States. There

are many types of Ul, with stress urinary incontinence (SUl) and urge
urinary incontinence (UUI) being the most common.

Ul substantially impacts health-related Quality of Life (QOL), contributing to
social isolation, emotional distress, and decreased physical activity. Together,
these factors make comprehensive public health monitoring and effective management
strategies particularly important.

The good news is that both well-established and newer treatments are available for urinary incontinence.
Management often begins with simple, conservative strategies and can extend to procedural or surgical
options when needed. Identifying the right candidates for each treatment is aided by validated screening
and severity tools that can be self-administered by patients or administered by clinicians in most practices.
Ultimately, the best approach depends on the type of incontinence, the severity of symptoms, and what
matters most to the patient. Common options include:

Stress Urinary Incontinence (SUI) Urgency Urinary Incontinence (UUI)

Conservative, Low-Risk Options

Pelvic floor physical therapy and vaginal anti-
incontinence devices offer accessible, low-risk
treatment options that canimprove symptoms
and patient satisfaction.

Minimally Invasive Procedures

Urethral bulking agents provide a minimally
invasive alternative with moderate efficacy,
though retreatment may be required.

Surgical Intervention

The midurethral sling (MUS) procedure remains
the most effective surgical treatment for SUI,
with extensive long-term data supporting its use.

Conservative, Behavioral Approaches
Conservative measures such as fluid
modification and bladder training are low risk and
often serve as first-line therapy.

Pharmacologic Management

Pharmacologic treatment primarily involves
anticholinergic medications and beta-3 adrenergic
agonists, used individually or in combination to
optimize symptom control while balancing side
effects, particularly in older populations.

Minimally Invasive Therapies

Percutaneous tibial nerve stimulation, botulinum
toxin injections, and sacral neuromodulation
offer additional treatment pathways for patients
unresponsive to medication, each with distinct
safety and efficacy profiles.
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Stress Urinary
Incontinence (SUI)

Urgency Urinary
Incontinence (UUI)

Broader
Considerations

Broader Considerations

Recognizing urinary incontinence’s multifactorial nature and profound effects on
daily life underscores the importance of individualized treatment plans and patient
education.

Ongoing public health efforts, enhanced surveillance, and continued research
are essential to reducing the overall burden of urinary incontinence and improving
outcomes for affected women.

PATIENTS’ PERSPECTIVE Ul often goes unspoken in medical settings: over half of

symptomatic, undiagnosed women (53%) have never discussed
their condition with a healthcare provider — even though most (61%)
report moderate or severe symptoms on the ICIQ-SF. Alarmingly,
more than a quarter of women with severe symptoms (28%) still

say they’ve never raised the issue with a clinician.

At the same time, 83% of undiagnosed women report hearing
others talk about Ul in everyday life. Incontinence is openly
acknowledged socially, but remains largely absent from the
doctor’s office.
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Background

Urinary incontinence (Ul) — defined as the involuntary leakage of urine — is a common health condition
affecting millions of women in the United States. Although it is often thought of as a normal part of aging,
urinary incontinence can occur at many stages of life and for a variety of reasons. Despite how common it
is, Ul is frequently underreported and undertreated, even when symptoms significantly affect daily life.

The Urinary Incontinence Indicator Report provides a broad overview of the epidemiology, diagnosis, self-
management, and treatment of urinary incontinence in women. In addition to clinical and population-
level data, the report includes both qualitative and quantitative findings drawn directly from patient
surveys, offering insight into what living with Ul is like. Because many women and healthcare providers
hesitate to raise the topic, increased awareness is critical for improving identification and management
of this condition. By supporting earlier recognition and informed care, this report aims to help women
with Ul achieve better health and quality of life.

Urinary incontinence affects
an estimated 67-80 million
women in the United States.

Urinary Incontinence Overview Urinary Incontinence Definition

Urinary incontinence affects an estimated Urinary incontinence is defined as the involuntary
67-80 million women in the United States."* loss of urine. The main types of urinary

While national studies clearly demonstrate incontinence are stress urinary incontinence,

the widespread nature of the condition, urgency urinary incontinence, and mixed urinary
comprehensive data describing regional incontinence. Understanding the differences
differences within the U.S. remain limited. Even between these types isimportant, as treatment
so, the overall burden of urinary incontinence is approaches often depend on the specific form of
substantial and represents an important public incontinence a person experiences.

health concern.
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Stress urinary incontinence (SUI), sometimes referred to as activity-related incontinence, involves
leakage that occurs during physical effort such as coughing, sneezing, laughing, lifting, or exercise.
This type of incontinence typically results from weakened support of the urethra or reduced ability of
the urethral sphincter muscle to remain closed, leading to urine leakage during increases in abdominal
pressure.*

Urgency urinary incontinence (UUI) is characterized by a

sudden, intense urge to urinate followed by involuntary UIRISKFACTORS:

leakage. This form of incontinence is often caused by \ 7
involuntary contractions of the bladder muscle during the 1. Obesity - -
bladder filling phase.® In many cases, no specific cause is Smoking

identified, though UUl may be associated with neurologic

conditions or bladder abnormalities. Urgency incontinence 3. Use of artificial

is commonly linked to overactive bladder (OAB), a broader sweeteners

syndrome that includes urinary urgency with or without
leakage and is often accompanied by increased urinary
frequency and nighttime urination.

Mixed urinary incontinence (MUI) refers to the presence of both stress and urgency symptoms. Many
women experience features of more than one type of urinary incontinence, and one type may be more
prominent or bothersome than the other. Identifying the dominant symptom pattern is important for
guiding appropriate treatment decisions.

Several less common forms of urinary incontinence also exist. Overflow incontinence typically presents
as continuous leakage or dribbling due to incomplete bladder emptying, often related to bladder
muscle weakness or obstruction. Nocturnal enuresis refers to involuntary urine loss during sleep, while
insensible incontinence occurs when leakage happens without the individual being aware of it. Coital
incontinence involves urine leakage during sexual activity and may occur either during
penetration or at orgasm. Functional incontinence occurs when physical or
cognitive limitations prevent a person from reaching the toilet in time, even
when bladder function itself is otherwise normal.® Multiple types of
urinary incontinence can occur simultaneously in the same individual.

Despite the significant impact urinary incontinence can have on
daily life, it often goes unspoken in medical settings. More than
half of women with symptoms who have not been formally
diagnosed (53%) report that they have never discussed urinary
incontinence with a healthcare provider, even though most
describe their symptoms as moderate or severe based on
validated symptom measures. Alarmingly, more than one-
quarter of women with severe symptoms (28%) still report never
raising the issue with a clinician. At the same time, the majority of
undiagnosed women (83%) report hearing others talk about urinary
incontinence in everyday life, suggesting that while the condition may

......
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PATIENTS’ PERSPECTIVE
be socially acknowledged, it remains largely absent from

clinical conversations.

Even among women who have received a diagnosis,
understanding of urinary incontinence is often limited. Two in
five diagnosed women (41%) report that they are unsure which
type of incontinence they have. This highlights an opportunity
for improved patient education and communication to better
support symptom understanding, treatment engagement, and
long-term management.

Women with urinary incontinence

struggle to understand their

. diagnosis — 2 in 5 diagnosed women

Rlsk facto rs for say they grentsure about the;type
of incontinence they have (41%),

m highlighting an opportunity for

d eve I O p I n g U I deeper patient education to better
support women in their symptom

There are several risk factors that contribute to the and disease management.

development of Ul, some of which are modifiable, while others

are not.

Three common modifiable risk factors for Ul are obesity, smoking and the use of artificial sweeteners.
Obesity significantly increases the risk of Ul, with obese women being nearly three times more likely to
experience Ul compared to those with a healthy weight”. Obesity is also significantly associated with
anincreased prevalence of nocturia®. Smoking similarly contributes to an increased risk, particularly for
urgency incontinence. Both current and former smokers show a heightened likelihood of developing
these forms of UI°. Additionally, the consumption of artificial sweeteners has been linked to Ul;
individuals who consume one or more servings daily face a 10% increased risk'™.

Non-modifiable risk factors include age and parity. The prevalence and severity of Ul tend to increase
with age" . It is especially widespread in nursing home populations, with rates of Ul as high as 77%.
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SIGNIFICANT FIGURES

Among undiagnosed, symptomatic
women: More than 1in 3 are concerned
about expenses on absorbent products;
this jumps to 64% among those with
severe symptoms.

Among diagnosed women: 56% are
concerned about expenses on absorbent
products; this jumps to 74% among those
- with severe symptoms. Additionally, 40%
report spending more than $50 per month
on absorbent products, which jumps to
57% of women with severe symptoms.

However, some research suggests that when
accounting for comorbid conditions, age alone may
not be an independent risk factor for Ul'*. Parity,
particularly multiparity, is also strongly associated
with UI'*. Beyond the number of childbirths, the mode
of delivery plays a role; vaginal delivery has been linked to a higher risk of OAB and SUI later in life'®.
Moreover, forceps-assisted deliveries are associated with an increased risk of OAB five-to-ten years
after delivery’®.

Menopause is associated with an increased prevalence of urinary symptoms, including urinary
incontinence, but current evidence suggests that menopause alone is not a definitive cause of urinary
incontinence, as other factors such as age, weight, and comorbidities also contribute significantly.

Additionally, menopause is linked to genitourinary syndrome of menopause (GSM), which encompasses
urinary symptoms such as urgency, frequency, and incontinence. These symptoms are common, often
persistent, and may worsen over time in the postmenopausal period”°. Epidemiologic and cohort
studies indicate that the menopausal transition is associated with an increased risk of developing
urinary incontinence, particularly stress and urgency types, but the relationship is complex. Some
studies demonstrate that perimenopausal and postmenopausal women have higher odds of developing
incontinence compared to premenopausal women, but the transition itself is not consistently
associated with worsening of established incontinence; age, weight gain, parity, and comorbidities such
as diabetes are significant contributors?°-2°,

On a broader societal scale, the total cost of OAB is estimated
to range from $24.9 billion to $36.5 billion, with direct costs
accounting for $22.3 billion to $33.5 billion. The financial burden
is particularly high for adults under 65 years of age*.
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Burden of Ul PATIENTS’ PERSPECTIVE

Urinary incontinence has a significant and measurable impact
on many aspects of a woman’s life. Research consistently
shows that women living with urinary incontinence experience
lower quality of life compared to those without symptoms,
particularly in emotional well-being, physical functioning, and
social participation. 2627 A large systematic review and meta-
analysis of 23 studies involving nearly 25,000 participants
found that urinary incontinence was associated with poorer

outcomes across multiple quality-of-life domains when Ul burden extends beyond
assessed using validated measurement tools. symptoms with management
itself being a struggle. Over two-
All types of urinary incontinence, including Stress Urinary thirds of women with moderate
Incontinence, Overactive Bladder, Urge Incontinence, and or severe incontinence report

Mixed Incontinence, have a significant and measurable difficulty managing their condition,
impact on QOL. For example, women with overactive bladder ulnders90r|ng the persistent a.nld

. . , disruptive nature of the condition.
(OAB), especially those who experience urgency urinary
incontinence, often report higher levels of depression, anxiety,
and embarrassment than women without bladder symptoms.
The severity of emotional distress tends to increase as
urinary symptoms worsen, and studies have shown a direct
relationship between the intensity of OAB symptoms and the severity of depressive symptoms.?® Social
impacts are also common. Evidence from observational studies indicates that urinary incontinence is
associated with increased social withdrawal, as women may avoid activities, travel, or social situations due
to fear of leakage or odor.? The emotional burden of urinary incontinence can extend beyond the individual,
affecting family members and caregivers who may experience distress related to their loved one’s
condition.*

Urinary incontinence can also contribute to other health complications. Women with urinary
incontinence are more likely to experience mobility limitations and face an increased risk of falls.®"-34
These risks are particularly concerning for older adults, as falls can lead to serious injuries and loss of
independence. In addition, overactive bladder is strongly associated with sleep disruption. Up to 70%
of women with OAB report poor sleep quality, often due to frequent nighttime urination or episodes
of nocturnal incontinence.®®2¢ Poor sleep can further worsen physical
health, mood, and daytime functioning.

Incontinence is also linked to higher rates of skin irritation and infection.
Women with urinary incontinence have an increased risk of urinary

Women with OAB, often report higher levels of
depression, anxiety, and embarrassment than
women without bladder symptoms.2®
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PATIENTS’ PERSPECTIVE The financial burden of Ul is a significant concern for

women. Nearly two-thirds of women with severe
symptoms express strong worry about how much
they spend on absorbent products, with Black

women disproportionately affected and more likely
to voice cost concerns. The recurring nature of these
expenses, limited insurance coverage, high prices and
a lack of awareness of available assistance programs
drive cost concerns.

tract infections and skin conditions related to prolonged moisture exposure.®-*® Over time, these
complications can lead to increased healthcare use and reduced quality of life. Importantly, urinary
incontinence has also been identified as a predictor of increased mortality, particularly among older
adults. A systematic review and meta-analysis found that urinary incontinence was associated with a
higher risk of death, with risk increasing alongside symptom severity.** Among nursing home residents,
urinary incontinence has been linked to a 20% increased risk of death.”

Physical activity levels are often lower among women with urinary incontinence. Women with stress
urinary incontinence may avoid exercise because physical activity can trigger leakage, while women with
overactive bladder are also less likely to meet recommended levels of moderate to vigorous physical
activity.* Reduced physical activity can further contribute to declines in physical health, mobility, and
overall well-being.

Sexual health is frequently affected as well. Leakage during sexual activity occurs in up to one-third of
women with urinary incontinence*?, and both stress and urgency incontinence can negatively impact
sexual function due to leakage, fear of leakage, or body image concerns.3043-36

The financial burden of urinary incontinence is substantial and increases with symptom severity. On an
individual level, women with severe urinary incontinence spend approximately $900 per year on routine
incontinence care. Costs are not distributed equally: African American women face expenses that are,
on average, 2.4 times higher than those
incurred by white women. Women with
urgency urinary incontinence also tend to
have higher costs, spending approximately
65% more than women with stress urinary
incontinence.”’

Physical activity levels are
often lower among women
with urinary incontinence.*?
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The total cost of overactive
bladder in the United States is
estimated to range from $24.9
billion to $36.5 billion annually,

with direct medical costs
accounting for $22.3 billion to
$33.5 billion of that total.*

Urinary incontinence can also affect employment and economic stability. Women with overactive
bladder experience more medically related work absences, losing an average of 2.2 additional
workdays per year. Overactive bladder is also associated with a higher risk of disability, with female
employees more likely to be affected than male employees.*®

At a societal level, the economic impact of urinary incontinence is considerable. The total cost of
overactive bladder in the United States is estimated to range from $24.9 billion to $36.5 billion
annually, with direct medical costs accounting for $22.3 billion to $33.5 billion of that total. The
financial burden is particularly high among adults under the age of 65, reflecting the impact of urinary
incontinence on individuals during their working years.**

Taken together, these findings reflect the real-world challenges reported by women living with urinary
incontinence, including social isolation, reduced physical activity, emotional distress, financial strain,
and diminished quality of life. The wide-ranging effects of urinary incontinence underscore the
importance of early recognition, appropriate treatment, and ongoing support to reduce its overall
burden and improve long-term outcomes.
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real-world challenges:

Social
Isolation

Financial
Emotional Strain
Distress
Reduced
Physical o
Activity Diminished

Quality of
Life

Identifying & treating urinary incontinence

Screening for Ul should be a routine part of every medical appointment. It is important for healthcare
providers to initiate the discussion because many patients are hesitant to bring up bladder health due
to embarrassment, a lack of awareness about treatment options, or fear of treatment side effects. In
fact, only 3-10% of women who seek care for Ul are asked about it by a medical professional®®%'. This is
important because screening by medical professionals can significantly reduce delays in diagnosis and
improve access to effective treatments and referrals to specialists.

PATIENTS’ PERSPECTIVE

Too often, women only bring up Ul when symptoms have
already become overwhelming. Survey findings show that
frustration, interference with life, and worsening symptoms
are the top reasons women first talk to a provider, rather
than early recognition or prevention. Nearly 2 in 5 diagnosed

women waited more than 3 years before getting a diagnosis,
meaning opportunities for early intervention are missed. By
the time conversations happen, quality of life is already deeply
affected and it’s vital to encourage women to speak up earlier
in their symptom journey to drive proactive management.
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When to screen

PATIENTS’ PERSPECTIVE

While patients are typically asked about incontinence in

their later years, it is important to consider Ul in patients

of all ages, as it is not limited only to older adults. OAB can
develop at a young age, with a prevalence of 5-12% in children
aged 5-10 years and 0.5% in adolescents aged 16-18 years®2.
Childbirth is another critical time to address incontinence.
Many women experience urinary incontinence for the first
time during pregnancy or in the postpartum period, making
this animportant opportunity for screening as Ul is a dynamic
condition, with severity often fluctuating over time®3.
Therefore, it is important to screen for incontinence not just
once but at multiple time points.

Currently, the burden of diagnosis
often falls on women themselves.
Most diagnosed patients say they
had to initiate conversations with
their provider to receive care, and
among undiagnosed women, only
half have ever raised Ul with an HCP.
When these conversations do occur,
the onus is largely on patients: 72%

How to screen

To facilitate discussion around Ul, providers can use validated
questionnaires to open the conversation. The Women'’s
Preventive Services Initiative recommends annual screening
for urinary incontinence in all women and emphasizes the use
of brief clinician- or self-administered questionnaires, which
have shown high accuracy in primary care settings®+°°.

Several effective screening tools are available. The Michigan
Incontinence Symptom Index (M-ISI) has demonstrated
high sensitivity and specificity for stress, urge, and mixed
incontinence (click to view: https://medschool.umich.edu/
sites/default/files/2025-03/Urology-M-ISIArticle.pdf) 6.

report initiating the discussion about
symptomes, rising to 80% among Black
women.

Misperceptions add to the barrier,
with nearly half of women who stay
silent believing their symptoms are
not serious enough. These patterns
underscore the importance of
provider-led screening to reduce
missed care opportunities.

Another useful tool is the Incontinence Screening Questionnaire (ISQ) , which has a sensitivity of 66%
and specificity of 80% for any type of incontinence, making it a useful screening instrument in primary

care (click to view: https://pubmed.ncbi.nlm.nih.gov/11002302/)%".

Additionally, the 3I1Q (Three Incontinence Questions) tool allows providers to start with just one question
and, if needed, include the second and third questions to better identify the type of Ul (click to view:
https://docs.google.com/document/d/1DknSGXB-vvEScuSp61QBXQdxGad5R8Vy/edit) %8. This tool is

used ininitiatives such as AUGS EvidenceNOW, which supports PCPs in screening for and managing Ul.

Approaching the discussion from the patient side, encouraging women to discuss Ul with their doctor
involves patient-directed education and communication strategies. One effective method is using
posters in primary care settings, which has been shown to significantly improve screening rates®®. These
simple interventions help address the stigma around Ul and encourage patients to initiate conversations

about this often-overlooked condition.
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Once a patient’s diagnosis has been established there are
tools that exist to help follow the severity of a patient’s
symptoms over time. While many of these tools are used
for research, some practices have adapted them to follow
patient’s symptoms clinically, as shown in the chart below.

Selected Validated Ul
Symptom Severity Tools

I-QOL (Incontinence Quality of
Life Questionnaire)

KHQ (King’s Health
Questionnaire)

11Q-7 (Incontinence Impact
Questionnaire)

Self-administered

Validated for paper and digital
use

Waiting rooms, digital intake
platforms, patient portals
Over 50 languages including
Arabic, Chinese, French,
Spanish

5 -7 minutes

[-QOL Link

Self-administered

Validated and commonly used
in digital form

Waiting rooms, digital intake
platforms, patient portals
Over 45 languages including
Dutch, German, Portuguese,
Marathi

10 - 15 minutes

KHQ Link

Self-administered

Widely used in digital surveys
and clinical practice

Waiting rooms, digital intake
platforms, patient portals
Commonly translated,

including Turkish and
Portuguese

3 - 5 minutes

[1Q-7 Link

UDI-6 (Urogenital Distress
Inventory)

ICIQ-SF (International
Consultation on Incontinence

Self-administered Questionnaire — Short Form

Widely used in digital surveys
and clinical practice

Waiting rooms, digital intake
platforms, patient portals
Commonly translated,
including Turkish and
Portuguese

3 - 5minutes

UDI-6 Link

Self-administered

Validated and commonly used
in digital form

Waiting rooms, digital intake
platforms, patient portals
Translated into many
languages including Spanish,
Chinese, Arabic

1-2 minutes

ICIQ-SF Link
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Diagnosis of urinary
incontinence

Patient History

Diagnosis of Ul starts with a focused history. It is
important to ask patients about the frequency, volume,
timing (day/night) and severity of incontinence episodes,
as well as any specific triggers. Additionally, providers
should inquire about symptoms related to incomplete
bladder emptying, such as urinary hesitancy, a slow or
intermittent stream, straining to void, and the sensation I\
of not fully emptying the bladder. These questions help -
identify the type of incontinence and guide appropriate

treatment decisions.

Understanding a patient’s fluid intake is another key part of the history. Understanding the quantity and
types of liquids consumed, including water, alcohol, caffeine, and artificial sweeteners is important. This
information is particularly useful when discussing lifestyle modifications that can help manage urinary
incontinence, as certain beverages canirritate the bladder or increase urine production.

to or worsen urinary incontinence,
and managing these conditions
may lead to improvements in
symptoms. Assessing a patient’s
functional status, mobility, and

Expanding to a detailed pelvic
floor history can also uncover
factors that could contribute
to or worsen incontinence.
Questions regarding dysuria

(painful urination), hematuria cognitive functionis critical,
(blood in the urine), flank \ as these factors can lead to
pain, and fever are important incontinence when patients
foridentifying urinary tract g have difficulty reaching the
infections or other urological a bathroom on time, even if their
conditions. Asking about bowel bladder function is otherwise
symptoms, such as constipation, normal. Additionally, a history of pelvic
or signs of pelvic organ prolapse can uncover floor surgery, radiation therapy, or neurologic
underlying pelvic floor disorders that may disorders may warrant referral to a specialist for
contribute to incontinence. further evaluation. A comprehensive review of

the patient’s medications is essential, as certain
A broader medical history can also be informative drugs, such as diuretics, can exacerbate urinary

for complex patients. Past medical conditions, incontinence. Also, a comprehensive obstetrical
such as diabetes, lower extremity edema, history can uncover pelvic floor disorders from
and obstructive sleep apnea, can contribute prior deliveries.
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If the patient’s history does not provide
enough information to determine the type of
incontinence, a voiding diary can be a valuable
tool. Patients should record their fluid intake,
urinary frequency, and any incontinence
episodes over a 24—-72 hour period. This helps
clarify the type of incontinence, evaluate fluid
intake, and assess the severity of symptoms.
Voiding diaries are effective for diagnosis, and
keeping their duration short helps minimize
patient burden and increases compliance while
providing critical information®°.

Physical Exam

While a general physical exam is recommended,
not all women with urinary incontinence require
a pelvic examination; this means that healthcare
providers who do not routinely perform pelvic
exams can be involved in the diagnosis and
treatment of this condition. The American
Urological Association (AUA) guidelines on
telehealth also support the idea that pelvic exams
are not always necessary for diagnosing and
managing Ul. However, a pelvic exam should be
considered in patients presenting with atypical
symptoms, having signs suggestive of pelvic
pathology, or those who have not responded to
initial therapy. In addition to the pelvic exam, a
neurologic examination is essential for patients
with concerns about a potential neurologic
disease. This exam should include an assessment
of sensation and motor function in the perineum,
as well as an evaluation of motor function in

the lower extremities, which can help identify
underlying neurological issues.

Laboratory Tests

Routine laboratory tests for patients with

Ul should begin with a urinalysis (UA) for all
individuals. A urine culture is recommended if
abnormalities are noted in the UA or if there is
suspicion based on history of a urinary tract

Bl URINARY INCONTINENCE INDICATOR REPORT

infection or hematuria. Additional lab tests should
be tailored based on the individual patient’s
history and clinical presentation. For example,
tests may be needed to assess for conditions
such as diabetes or other systemic issues that
could contribute to Ul.

Other Diagnostic Tests

Several additional diagnostic tests may be useful
in evaluating urinary incontinence. The cough
stress testis commonly used to assess urethral
hypermobility, which can be a contributing factor
in SUL. A post-void residual (PVR) measurement
is another key test, which determines the amount
of urine left in the bladder after voiding. This can
be done using a bladder scan with ultrasound or
through straight catheterization, depending on
the availability of equipment. Urodynamic testing,
which evaluates bladder storage and emptying,
can also be considered; however, areferral to a
specialist is usually needed for this. Urodynamic
testing is not typically needed in the initial phases
of diagnosis in treatment of straightforward Ul.

Specialist Referrals
and Red Flags

Certain red flags should prompt specialist
referral or further investigation. Patients with
Ul refractory to initial treatments, or those with
concerning findings from the patient’s history,
physical exam, or diagnostic tests, should be
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referred to a specialist for advanced management. Red flags for specialist referrals include unexplained
hematuria, pelvic organ prolapse, neurological deficits, or signs of malignancy. These referrals are
important to ensure that any underlying or serious conditions are appropriately addressed, and
treatment plans are tailored accordingly.

Treatment Strategies

A variety of treatment options exist for Ul, each differing in
route of administration, effectiveness, and side-effect profile.
Selecting the right therapy should be a shared decision-
making process in which clinicians consider the patient’s
medical history, values, lifestyle, preferences, and goals.

Treatment for Ul depends on the type of Ul, which is why
diagnosisis so important. The treatment pathways for the
two most common types of Ul (SUI and UUI) both begin with
supportive management behavior modifications and pelvic
floor muscle exercises (PFME) but diverge after that into two
different treatment pathways. For the third common type of
Ul, MUI, clinicians typically start with the treatment pathway
of the predominant type of incontinence (either SUI or UUI).

Importantly, patients do not need to progress linearly in

each treatment pathway from conservative to procedural
therapies. They can start with the option that best fits their
lifestyle and priorities. Reviewing the full treatment pathway
of all available treatments not only helps patients understand
all their options but also helps ensure patients understand
what the next steps could be should their initial choice prove
ineffective.

Abiidivad s s

PATIENTS’ PERSPECTIVE From the patient perspective, most women are not
- aware of or using the full range of available treatments
| for Ul. Absorbent products remain the default: over half
of undiagnosed women rely only on pads or liners, and
nearly a third do nothing to manage their symptoms

at all. Awareness of medical or behavioral therapies is
strikingly low: 6 in 10 undiagnosed women have never
heard of Kegels and two-thirds are unaware of lifestyle
changes as options. Disparities compound these gaps,
with Hispanic and Black women more likely to say they
haven’t heard of any treatments.
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Supportive management

Use of incontinence products such as pads, diapers, and barrier creams is often the first thing that a
patient will try to manage their symptoms. High-quality adult absorbent products play a critical role in
preserving skin integrity, reducing infection risk, and potentially lowering long-term healthcare costs
for individuals managing urinary incontinence. Data suggests that high-quality absorbent products,
specifically those that are disposable and contain superabsorbent materials, are suggested to be more
effective in preserving skin integrity than their alternatives, potentially mitigating the substantial cost
burden of managing skin complaints®'. Improved pad design—such as frontal absorbency and rewetting
prevention—has also been linked to faster healing of IAD in older adults®2. These outcomes not only
improve comfort and quality of life but also help prevent complications like pressure injuries, which are
more costly to treat.

Infection risk is another critical concern, particularly in institutional settings. Nursing home data indicate
that individuals using absorbent products have a significantly higher risk of hospital-acquired urinary
tract infections, with one study noting a 4.3-fold increased risk among new pad users (OR 4.28; 95%
Cl11.92-9.52)%3, While high-quality absorbent products may cost more up front, preventive use is
associated with lower overall treatment costs by minimizing complications and reducing length of care.
Estimates suggest that daily use of quality skin care and pad systems costs $0.57-$1.08 per patient,
compared to higher downstream costs from treating skin breakdowns and infections®46%,

Behavior modifications for Ul

b -10 kg

Behavior modifications are low risk interventions that should be 0\?5 J

offered to all patients with Ul as they can benefit individuals across

various types of Ul. /

Fluid management—both in terms of quantity and quality—can improve é "o s

Ul. For women who consume excessive fluids (greater than 64 ounces

per day), it is recommended that they normalize their fluid intake,

unless there is a medical reason to increase consumption. A reduction

of about 25% in fluid intake has been shown

to help decrease urinary frequency and ALR
urgency®®. Cutting down on caffeine can

also be helpful as caffeine intake of 2204 mg/day (approximately two cups of
coffee) is associated with increased UI?’. Additionally, daily consumption of
beverages containing artificial sweeteners has been linked to a 10% increased
risk of mixed urinary incontinence'.

For women who are overweight, weight loss can also significantly impact Ul
symptoms. In a randomized controlled trial, patients with a BMI >25 who lost
an average of 8% of their body weight experienced a 50-70% reduction in Ul
symptoms®e,
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Pelvic Floor Muscle Exercises (PFME)
and bladder retraining

PFME are effective for both SUl and UUI, though the focus
of the exercises differs between the two conditions. For
SUI, the primary goal is to strengthen the muscles that
support the urethra, often through Kegel exercises and
abdominal strengthening to improve urethral closure.

In the case of UUI, therapy focuses onimproving
coordination to delay the urge to urinate. This often
involves PFME aimed at deferring the sensation to urinate.

Some women can perform PFME effectively with brief instructions, while others may require additional
support. For those who need assistance, supervised pelvic floor physical therapy, either individually

or in groups, may be helpful. However, access to such therapy may be limited due to factors such as
insurance coverage, scheduling conflicts, or geographic limitations. For women who cannot attend
supervised physical therapy, weighted vaginal cones can be used as a home-based alternative. These
cones, which are available without a prescription, are inserted into the vagina, and the patient uses
pelvic floor muscle contractions to keep the cone in place. A 2013 systematic review found that these
devices were more effective than no treatment, although there was no conclusive evidence to suggest
they were superior to traditional pelvic floor exercises®®. Another useful supplement to pelvic floor
muscle training is biofeedback, which uses vaginal pressure sensors to provide real-time feedback on
pelvic floor contractions. Biofeedback is especially helpful for patients who struggle to identify the
correct pelvic floor muscles. Systematic reviews have concluded that pelvic floor muscle training is
superior to sham or no treatment. However, there is no single method (whether performed alone or with
biofeedback or cones) that has been definitively proven to be more effective than the others, with all
techniques showing improvement in symptoms and quality of life’>"".

For SUI, PFME serve to directly strength the
muscles that support the urethra. However,
for UUI, PFME are used as a smaller portion

of alarger program called bladder retraining.
Bladder retraining is a key low-risk intervention
recommended by the AUA/SUFU"2. It involves
timed voiding and urgency suppression

Newer single-incision slings
represent a less invasive surgical
option for the treatment of Ul.
While they have demonstrated

similar efficacy to full-length
MUS, it is important to note that
studies supporting their use
generally have shorter follow-
up periods and involve fewer
patients, limiting the robustness
of the long-term data.

techniques. Timed voiding establishes a
regular urination schedule, starting with short
intervals and gradually increasing the time
between voids to train the bladder to hold urine
longer. Urgency suppression techniques use
relaxation methods such as deep breathing,
distraction, or pelvic floor muscle contractions
to delay urination when the urge arises’. A
2023 Cochrane review of 15 trials with 2,007
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PATIENTS’ PERSPECTIVE . . - .
Use of non-invasive therapies is limited among diagnosed

women. About 1in 4 report ever trying pelvic floor
therapy or Kegels, but nearly half of those who have tried
these exercises have stopped using them, most often

because they felt they “didn’t help”. This underscores
the importance of HCP guidance reinforcing realistic
expectations, proper technique, and follow-up that can
help patients sustain use of first-line therapies.

participants (89.3% of which were women) showed that bladder training may cure or improve OAB in
more participants compared to no treatment. Bladder training may be more effective to cure or improve
OAB than medication, and there may be fewer adverse events’™. Along a similar vein, there is some
evidence to suggest that mindfulness interventions can significantly improve Ul symptoms in older
women’®, Both the AUA and SUFU recommend mindfulness for OAB due to safety, and minimal adverse
effects’.

Beyond the above conservative treatment for Ul, treatment pathways for SUl and UUI begin to diverge.

Vaginal Estrogen

Vaginal estrogen has been shown to be a possible treatment for women with Ul. Many women
experience a loss of estrogen as they age, especially as they go through menopause. The application of
vaginal estrogen is thought to help restore estrogen to the thinning vaginal/urethral tissues, improving
their thickness, elasticity and blood flow, which helps to reduce urinary incontinence, urgency, and
frequency.

In one review of 19,000 women, significantly more women who received vaginal estrogen for
incontinence reported that their symptoms improved compared to placebo’®. Another study measured
the effect of using vaginal estriol cream in 46 postmenopausal women with stress incontinence. After 12
weeks, symptoms of SUI in this sample of women were significantly reduced””. These findings suggest
that local vaginal estrogen can be an effective option for improving urinary incontinence symptoms in
postmenopausal women.

Treatment for SUI

Anti-incontinence devices

Vaginal anti-incontinence devices provide an additional conservative option to treat SUI. These devices
are an option for patients to self-start or start under the supervision of a primary care provider or
gynecologist as offering them as treatment does not require subspecialty training. The longest used
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vaginal anti-incontinence devices are pessaries.
Originally designed for pelvic organ prolapse,
pessaries have been modified for incontinence.
Options include a continence ring or continence
dish. They are designed to increase urethral
closure and resistance during times of increased
intraabdominal pressure. They do require
supervision by a provider to ensure adequate

fit. Allarge, randomized controlled study shows
that 40% of patients using pessaries for SUI
report that they are “better” or “very much
better”’8. Additionally, there are newer vaginal
anti-incontinence devices on the market that have
been specifically designed to treat SUI. There are

several devices that are reusable’8°, and some that are single use®' that have been shown to cause a

50% or greater reduction in pad weight in 60-85% of patients using these devices. Some of these newer

devices do not require a prescription and can be self-fit by a patient without provider supervision.

Procedural and surgical options

Procedural and surgical options for SUI treatment include
urethral bulking or surgery. Bulking procedures offer a less
invasive option for patients when compared to traditional
surgery. This procedure can occur in the office under local
anesthesia or in an operating room with light sedation. Under
direct visualization using a camera, bulking agent is injected
directly into the urethra to increase the resistance of the
urethra and prevent SUI. Historically, particulate agents such
as, glutaraldehyde crosslinked bovine collagen, carbon-coated
zirconium oxide beads suspended in a water-based gel,
crosslinked polydimethylsiloxane and calcium hydroxylapatite
suspended in a water and glycerin gel were used. However,
more recently, non-particulate material such as polyacrylamide
hydrogel, has shown better efficacy and is now the most
commonly used material today. Once the polyacrylamide gel is
injected, host cells migrate into the hydrogel to form a network
of fibers that anchor the gel, which in turn provides cushions
for the urethral lumen. In terms of efficacy, large, randomized
controlled trials demonstrate that 47.2% of patients reported
zero stress incontinence episodes, and 77.1% considered
themselves cured or improved®. Two-to-seven year follow

up reports sustained improvement in approximately 60% of
patients with 20% requiring repeat injections®®#4, Common
side effects include urinary tract infections (3.5%), urinary
retention (1.6%), and prolonged bladder emptying times

PATIENTS’ PERSPECTIVE

P
gt

Surgical interventions remain the
least-used option, with uptake in
the very low single digits among
diagnosed women. While not
appropriate for all, surgery is
rarely discussed until later stages,
leaving many women unaware

or unprepared. HCPs can ensure
that appropriate candidates

are counseled early about
surgical pathways as part of a
comprehensive treatment plan.
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(15.3%)8%85. The safety profile and the in-office
procedural nature of urethral bulking makesiit a
favorable option for many patients. However, it is
important to note that the cure rates for urethral
bulking are generally lower compared to MUS
procedures. For instance, a systematic review and
meta-analysis found that MUS procedures have
higher overall and objective cure rates compared
to urethral bulking agents®®. Although data
suggests a persistent effect of bulking of up to 8
years in some long-term studies, urethral bulking
is not designed to be permanent and patients may
require retreatment, although time to retreatment
varies®’.

The midurethral sling (MUS) was introduced in the
1990s and is the most common and most widely
studied surgical option for SUI with over 15 years
of follow-up data. During this surgery, a small strip
of monofilament polypropylene mesh is placed
under the mid-urethra. The efficacy of midurethral
slings for the treatment of SUl in women has

been extensively studied. The subjective cure
rates for midurethral slings range from 62% to
98% in the short term (up to one year) and from
43% to 92% in the long term (over five years)®e.

In women with mixed urinary incontinence (MUI),
midurethral sling surgery reliably improves

the stress component of symptoms (85-97%
cure), while improvement in urgency urinary
incontinence symptoms is more variable, with
reported cure rates ranging from approximately
30% to 85%°°. In these studies, “subjective

cure” or improvement refers to patient-reported
resolution or reduction of symptoms, typically
measured using validated questionnaires or global
patient-reported outcome measures, although
definitions varied across trials. There are many
different types of midurethral slings that vary in
incision, approach and design. Retropubic and
transobturator are most common. During these
two procedures the meshis placed through the
vagina under the mid-urethra and exits from 2
small sites in either the suprapubic or groin area.

Bl URINARY INCONTINENCE INDICATOR REPORT

Some of these newer devices
do not require a prescription
and can be self-fit by a patient
without provider supervision.

At 2 years, both retropubic and transobturator
approaches demonstrated similar objective
success rates, indicating statistical equivalence®°.
Longer-term follow up shows retropubic
demonstrated superior long-term efficacy
compared to transobturator approaches®-2.

Newer single-incision slings represent a less
invasive surgical option for the treatment of UL.
While they have demonstrated similar efficacy to
full-length MUS, it is important to note that studies
supporting their use generally have shorter follow-
up periods and involve fewer patients, limiting the
robustness of the long-term data.

Some patients may express concerns regarding
mesh products that they may have heard
mentioned in the media. Media attention and
litigation surrounding FDA announcements

on transvaginal mesh for POP have resulted in
confusion between transvaginal mesh used to
treat pelvic organ prolapse and the mesh MUS
used to treat SUI. This may have led to a negative
perception of the MUS.

In 2019, the FDA reaffirmed the findings of its
safety panel and literature review stating that the
safety and effectiveness of the full-length MUS

is well-established®s. In patients who do want to
avoid the use of mesh but would still like a sling,
there is the option of a pubovaginal sling. This is
autologous fascia harvested from the abdomen or
leg placed below the urethra for support. However,
these are more morbid and invasive procedures
with often more side effects. Because of this,
they are often reserved for refractory SUIl or cases
where mesh cannot be used.
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Treatment for UUI

Transitioning back to UUI, conservative therapy for this condition often overlaps with some of the
conservative options for SUI. However, beyond this, the treatment pathways begin to diverge.

Medications for UUI

Medications primarily fall into two categories:
anticholinergics and beta-3 agonists.

Anticholinergics

The available anticholinergics include darifenacin,
fesoterodine, oxybutynin, solifenacin, tolterodine, and
trospium. These medications work by blocking muscarinic
receptors that would otherwise be stimulated by
acetylcholine. This reduces smooth muscle contraction

in the bladder, ultimately increasing bladder capacity and
decreasing urgency. In terms of efficacy, studies show
improvement rates of 40-80% °4-°. Patients with more
severe symptoms tend to experience greater reductions in
symptoms, while those with lower baseline symptom levels
may achieve complete symptom relief. Notably, there is no
strong evidence indicating a significant difference in efficacy
among the various anticholinergic medications. Thus, choice
of anticholinergic medication often comes down to insurance
coverage and side effect profile.

Common side effects of these medications include dry
mouth, constipation, dry eyes, blurred vision, dyspepsia,
urinary tract infections, urinary retention, and impaired
cognitive function. The severity of dry mouth and constipation
can vary depending on the specific anticholinergic

prescribed. Extended-release

candies, or chew sugar-free gum.

PATIENTS’ PERSPECTIVE

Oral medications are the mainstay
treatment beyond absorbent
products: over half of diagnosed
women (52%) rely on them, making
pills the default medical option for
Ul. Yet adherence and satisfaction
are limited. About 1in 5 women
stop oral medications due to side
effects and only 15% of those with
severe symptoms say they are very
satisfied with oral medications.
Topical medications are used by
fewer than 1in 10 women (6%) and
remain an underutilized treatment.
Given that most patients stop at
pads or pills, clinicians have an
opportunity to revisit treatment
plans regularly and guide women
toward additional therapies when
oral medications fall short.

formulations are generally preferred due to their lower risk of side effects
and the convenience of once-daily dosing, which may improve patient
compliance. Some individuals may successfully manage side effects while
continuing their medication. To alleviate constipation, patients canincrease
dietary fiber intake and fluid consumption, incorporate psyllium-based
supplements, and maintain regular exercise and bowel habits. To combat
dry mouth, patients can use oral lubricants, avoid alcohol-containing
mouthwashes, take frequent small sips of water, suck on sugar-free hard
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Given that many patients with overactive bladder
(OAB) are older, it is prudent to start these
individuals on the lowest effective dose and titrate
as tolerated, as elderly patients may metabolize
medications differently. It is important to note that
anticholinergics are contraindicated in patients with
narrow-angle glaucoma and should be used with
caution in those with delayed gastric emptying,

on oral potassium chloride, experiencing urinary
retention, or taking other anticholinergics such as
tricyclic antidepressants, acetylcholinesterase
inhibitors, and medications for Parkinson’s and
Alzheimer’s diseases.

Additionally, anticholinergic medications used for overactive bladder (OAB) can influence cognitive
function because the receptors they target in the bladder are also widely distributed throughout

other organ systems, including the central nervous system. The brain contains all muscarinic receptor
subtypes (M1-Mb5), several of which, particularly M1, can play key roles in attention and long-term
memory consolidation. Antagonism of these receptors provides a biologically plausible mechanism

for the cognitive effects observed with anticholinergic exposure in some studies. Evidence for these
effects has been strengthened by several major epidemiologic studies. Two landmark population-
based analyses, Richardson et al. (2018) and Coupland et al. (2019)°°°, demonstrated an association
(not causation) between cumulative anticholinergic burden and increased risk of cognitive decline and
dementia. A more recent meta-analysis by Pieper et al. (2020)'°° further confirmed this relationship
across multiple cohorts. When examining OAB-specific anticholinergics, Gray et al. (2015)'°" identified
elevated dementia risk among older adults exposed to bladder antimuscarinics, while Welk and
McArthur (2020)"°2 provided additional evidence showing differential cognitive risk across specific OAB
anticholinergic agents. Collectively, these mechanistic insights and converging lines of clinical evidence
suggest that anticholinergic therapy—especially when chronic or high-burden—may meaningfully
impact cognitive health, underscoring the need for careful risk—benefit assessment in susceptible
populations. There are no prospective studies that currently prove that anticholinergics cause dementia,
however the above evidence has led several societies to release statements about anticholinergic use.
The SUFU/AUA guidelines recommend that providers should discuss the potential risks of dementia and
cognitive impairment in patients taking anticholinergics’?. AUGS recommends avoiding anticholinergics
if possible in patients older than 70 years'®3.

Beta-3 adrenergic agonists

The second class of medications for UUl is beta-3 adrenergic agonists, which includes Mirabegron

and Vibegron. These medications work by stimulating the beta-3 receptors in the bladder, promoting
smooth muscle relaxation. While the efficacy of beta-3 agonists and anticholinergics is similar, their
side effects differ'®. The most common side effects of beta-3 agonists are hypertension (11.3%),
urinary tract infections (6.6%), and headaches (5.5%)'°°. Compared to anticholinergics, beta-3 agonists
have a lower incidence of dry mouth and constipation. Notably, beta-3 agonists also do not carry the
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same risk of dementia that has been associated with
anticholinergics'©?106,

Although these two classes of medications work
through different mechanisms, they can be used
together. Studies show that combination therapy
significantly improves Ul symptoms compared to
using either medication alone'””. Additionally, co-
administration of both drugs appears to have no
significant impact on their pharmacokinetics'®,

In addition to side effect profile insurance coverage,
provider treatment knowledge and affordability can
dictate practice patterns. A 2018 analysis of insurance
claims data revealed that anticholinergics were prescribed to 88% of OAB patients, while only 12% were
prescribed beta-3 agonists. More recently, a 2020 study on OAB treatment patterns found that 96.5%
of women had tried anticholinergics, whereas only 30% had tried a beta-3 agonist before advancing to
third-line therapy'®™. While some of this discrepancy may be due to provider knowledge regarding a
newer prescription drug, a large part of it is thought to be related to more limited insurance coverage
and less overall affordability of the beta-3 agonists.

Minimally invasive therapy for UUI

Outside of conservative treatment and medication, there are options for minimally invasive therapy for
UUI which include percutaneous tibial nerve stimulation, chemodenervation and sacroneuromodulation.

Percutaneous tibial nerve stimulation (PTNS) is a neuromodulation therapy where stimulation gets
delivered retrograde to the S2-S4 nerve roots and sacral plexus via the posterior tibial nerve. The nerve
is stimulated by a needle electrode inserted above the ankle and the needle is stimulated electrically.
The exact mechanism behind why the electrical
simulation works is unknown, but it is thought that

it may have a direct effect on the bladder or on the
micturition centers of the brain. Usually patients
undergo 12 weekly sessions that are each 30 minutes
long. Patients with improvement after the 12 sessions
may choose to continue monthly therapy to maintain
treatment effect™. Evidence suggests PTNS can
improve urgency and urge incontinence symptoms

in 50%-70% of patients™ "2, When compared to
medication, PTNS shows superior efficacy in patient-
reported outcomes and similar efficacy in clinically
observed outcomes™s.
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Chemodenervation (also known as bladder botox) is the use
of a neurotoxin that is produced by Clostridium botulinum
to prevent muscular contraction of the detrusor muscle

by inhibiting acetylcholine release at the neuromuscular
junction. This is usually an office-based procedure with

use of local anesthesia, where the neurotoxin is injected
into the bladder via a needle under direct cystoscopy.

Side effects include UTls (33-35%) and urinary retention
requiring intermittent catheterization (5-8%). While the
possible side effect of urinary retention can be distressing
to some patients, itis a very rare side effect that does
typically resolve after 6 weeks. When compared, both
anticholinergics and Chemodenervation were associated
with similar reductions in the frequency of daily episodes of
UUI. Chemodenervation, however, was more likely to have
complete resolution of UUI™.

Sacroneuromodulation is a therapy that stimulates the S3
sacral spinal nerve root to modulate the neural pathways
to treat UULI. It is a two-part procedure with the first test
phase occurring in the physician’s office or in the operating

room, where a lead and external pulse generator are placed.

If the patient reports 50% improvement, they proceed to
implant phase, which occurs in the operating room where a

permanent lead and implantable pulse generator are placed.

There are increasing options in terms of device placement.
There are both rechargeable devices and non-rechargeable
devices. Rechargable devices have a smaller implantable
pulse generator but generally require recharging once per

month. The rechargeable devices can have extended battery life of 15 years or more. Non rechargeable

PATIENTS’ PERSPECTIVE

S

Care pathways often skip
conservative devices despite

high satisfaction rates among
users: only 1in 10 diagnosed
women have tried minimally
invasive or device-based options
such as Botox injections, nerve
stimulation, or bulking agents,

and 6% are currently using them.
Yet satisfaction is highest among
these users, with more than half
reporting they are very satisfied.
Clinicians should broaden
treatment discussions to introduce
minimally-invasive therapies earlier
in the treatment pathway.

devices have slightly larger implantable pulse generators but do not require charging. While they can
also have a life span of 15 years or more, typically their battery life is shorter than the rechargeable

devices.

Side effects of the sacroneuromodulation include pain at the implant site (15%), lead migration (16%),

infection (5%), wound problems (7%) and adverse effects on bowel function (6%)"°. The need for device
revision occurs in 33% of patients and the need for removal entirely occurs in 14% of patients. When
compared to chemodenervation, sacroneuromodulation has slightly more statistically significant
efficacy that is of unknown clinical significance (3.3 vs 3.9 less episodes of urinary incontinence a day).
Given the variety of options all with differing side effects and efficacy, the decision when it comes to
minimally invasive therapy for Ul really comes down to patient history and preference.
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Treatment Follow-up

Regular, structured follow-up is a critical component of effective urinary incontinence
management, ensuring that treatment benefits are sustained and that patients can transition
smoothly through the care continuum as their needs evolve. Evidence shows that patients
who receive ongoing monitoring whether through periodic clinical evaluations, symptom
assessments, or the use of clinical care pathways, report better symptom control and

higher adherence to therapy™. Best practices include scheduling timely post-treatment
visits to reassess outcomes, adjust medications or behavioral strategies, and reinforce
self-management skills. Clinicians should also encourage patients to track their symptoms,
triggers, and responses to therapy, as these tools provide valuable insight for tailoring care.
Importantly, follow-up allows providers to identify when a patient may benefit from escalation
to alternative therapies or referral to a specialist such as a urogynecologist or urologist. By
maintaining consistent oversight and clear communication, the healthcare team supports a
seamless progression from diagnosis through advanced therapeutic options, improving both
patient experience and long-term outcomes.

Free Downloadable Bladder Diary

For your free bladder diary, visit the
National Association for Continence at
https://nafc.org/diaries/.
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