Conservative Management of incontinence
W8, 15 October 2012 09:00 - 16:45

Start | End Topic Speakers
09:00 09:30 Welcome e Katherine Moore
e YuliZang
09:30 10:30 Assesment of a person with LUT symptoms: bladder e Sharon Eustice

diary, physical examination, urinalysis, post void
residual, medication and medical history.

10:30 11:00 Break None

11:00 12:30 Stress urinary incontinence e Margaret Sherburn
12:30 13:30 Break None

13:30 14:30 Urgency and urgency incontinence e Kathleen Hunter
14:30 15:30 Overflow incontinence and incomplete emptying o Leigh Pretty

15:30 16:00 Break None

16:00 17:00 Products for managing incontinence e Lesley-Ann Hanson
17:00 17:15 Chair closing remarks e YuliZang

Aims of course/workshop

At the end of this session, the attendees will have been exposed to the current evidence on aetiology, assessment and
treatment of stress, urge and overflow urinary incontinence in the adult. Each session will address practice differences in the
speaker’s country, provide some examples of multidisciplinary care (PT, OT, Physician), and will include case studies illustrating
the application of evidence to improve continence.

Educational Objectives

Exposure to the evidence based aetiology and management of urinary incontinence as well as a review of the pervasiveness of
the problem should provide healthcare professionals with a renewed interest in asking the question “do you have any problems
with bladder control?” This confidence will help identify those individuals who are embarrassed, suffering in silence, or unaware
that management options are varied and available.

The workshop will begin with the basics of assessment of an individual with stress, urgency or overflow urinary incontinence. It
will then cover physiology and anatomical changes, contributing factors (including medications), and treatment/management.
Each presentation will be supported by case studies; audience participation will be encouraged.




ICS Conservative Management of Incontinence

Assessment of a person with lower urinary tract symptoms: bladder diary, physical examination,
urinalysis, post void residual, medication and medical history.

Assessment is a fundamental aspect of working towards a clinical diagnosis so that treatment is
appropriate, safe and underpinned by best available evidence. Furthermore we can determine the level
of bother and impact on quality of life. To assess our patients well, we need to understand the features
of storage, voiding and post-micturition disorders. Critical to this, is an educated workforce that is
sensitive and compassionate towards the distressing range of lower urinary tract symptoms a person
can present with. This presentation will focus on the simple, yet vital investigations that offer
intelligence about the presenting complaint.

e Bladder diary

Completion of the bladder diary enables the documentation of a variety of measurements such as
daytime frequency, nocturia, urgency etc. It is recommended that that a minimum of 3 days is
collected. However, compliance can be a concern and so a pragmatic approach may be required.

e Physical examination
The clinician should be offering a physical examination (abdominal, neurological, vaginal etc.) to
yield further information as an adjunct to taking a good history.

e Urinalysis

Simple urine dipstick is an important screening test, although not diagnostic. Detection of haematuria,
polyuria, glycosuria and bacteriuria is possible with simple dipsticking of urine. Clinicians should be
using a dipstick with multiple parameters and is considered an essential test in all lower urinary tract
symptoms assessment. Complete urinalysis refers to microbiological investigation within the
laboratory setting.

e Post-void residual (PVR) urine

Although there is lack of consensus on what constitutes a significant, abnormal PVR measurement, it
has become an increasingly useful tool, especially in a sub-set of patients with, for example,
neurological disease or bladder outlet obstruction. However, where there is suspicion that there is
decreased bladder emptying, then PVR measurement should be considered. The use of portable
equipment is seen to be less invasive and cost-effective compared to in and out catheterisation.

e Medication
There are medications that will exacerbate lower urinary tract symptoms and therefore clinicians
should seek to find out what the patient is taking.

e Medical history

Listening carefully to the patient’s history will reveal useful information and can help to focus direct
and open questioning, such as precipitating and aggravating factors, as well as duration, onset and
degree of bother.

It has been well documented that lower urinary tract symptoms are highly prevalent and can impact on
every aspect of a patient’s life. We need to understand what comprises LUTS and their definitions; be
familiar with the epidemiology and pathophysiology of LUTS; understand the impact; take a thorough
history and perform a physical examination; know the investigations available, how to interpret them
and when to refer.

Abrams P, Cardozo L, Khoury S & Wein A (2009) Incontinence: 4" International Consultation on
Incontinence Health Publication Ltd

Sharon Eustice RN, BPhil, MSc, Cornwall ENGLAND




Workshop 8: Conservative management of Incontinence
Topic: Stress urinary incontinence. 11.00am - 12.30pm

What is stress incontinence? Definition: *The complaint of involuntary los of urine on
effort or physical exertion, or on sneezing or coughing’ (Haylen et al 2010)

Stress incontinence is the most prevalent form of incontinence, accounting for around
50% of all incontinence. For stress incontinence to occur, abdominal pressure on the
bladder must be greater than the closure pressure of the urethra. This can occur due to
anatomical defects in structures that support the bladder and urethra (eg. urethral hyper-
mobility, intrinsic sphincter deficiency) and/or neural and muscular control defects
(pelvic floor muscle weakness or timing) (Dumoulin and Hay-Smith 2010).

Stress incontinence in women can be caused by the hormonal changes and weight gain
during pregnancy, stretch and compression of ligaments and muscle during vaginal
childbirth, loss of hormones at menopause, and degeneration of pelvic ligaments, nerve
supply and pelvic floor muscles in older adults. Pregnancy and childbirth can stretch and
weaken the pelvic floor muscles that support the urethra. Other factors contributing to
stress incontinence include diabetes, chronic cough (asthma, smoking or bronchitis),
constipation and obesity.

Assessment is by clinical examination, and can be confirmed by urodynamic testing.
Clinical history questions are used to assess the frequency, severity, causes, and bother of
the leakage. A vaginal examination then assesses for urethral hypermobility, and pelvic
floor muscle integrity, strength and coordination.

The mainstay of conservative treatment is pelvic floor muscle training, for which there is
level 1A evidence (Abrams et al 2009). Strong pelvic floor muscles compress the urethra
against the pubic bone to create a functional sphincter, form a stiff hammock to support
the bladder and urethra, and work with the urethral sphincteric muscles to compress the
lumen of the urethra (Bo et al 2009). Functional training, such as using a pre-contraction
of the muscles before a stressful activity such as coughing, has also been shown to be
effective in reducing leakage with a deep cough (Miller et al 1998). Pelvic floor muscle
training has been shown to be effective in healthy older women and for the effect to last
after the treatment ceases (Sherburn et al 2011).

Pelvic floor muscle training is most effective when it is maintained for 15-20 weeks and
there is frequent contact with the clinician to enhance motivation. There are adjunctive
therapies which complement muscle training, such as electrical stimulation, EMG or
ultrasound biofeedback and vaginal weights, but these have not shown to add a large
benefit to muscle training (Dumoulin and Hay-Smith 2010). Change after treatment is
measured by a decrease in urine loss in a pad weigh test, or by a self report questionnaire.

Stress incontinence can be successfully treated with conservative methods when the
patient and clinician work together to maintain motivation during the treatment period.



Urgency and Urgency
Incontinence

Kathleen F. Hunter RN NP PhD GNC(C) NCA
Assistant Professor, Faculty of Nursing, U of A
Nurse Practitioner, Glenrose Specialized Geriatrics

ICS Workshop Conservative Management Beijing 2012

"Objectives

* Define urgency and urgency incontinence
© Review epidemiology and pathophysiology
* Discuss conservative management interventions

Bladder Brain Connection

Diagram to be inserted

» Control of Voiding

» There are connections between the forebrain and the
pons (brainstem) that regulate voiding

* The spinal cord provides communication between the
brain and lower urinary tract and some reflex control

* The lower urinary tract has autonomic (involuntary
sympathetic and parasympathetic nerves) and somatic
(voluntary) nerves that help regulate storage and

emptying

Control of Voiding

* Storage and emptying can occur both voluntarily and
involuntarily (reflex voiding)

¢ The central (brain) control is like an on-off switch

Disease affects voiding through:

e Central control (e.g. stroke, dementia)

¢ Local neurological control (e.g. diabetic
cystopathy)

© Anatomical structure/integrity of the lower
urinary tract (e.g. uterine prolapse, or BPH)




Urgency and Urge Incontinence

e Urgency and urge incontinence are storage
symptoms

e Other storage symptoms are frequency and
nocturia

* The complaint of a sudden compelling desire to pass
urine, which is difficult to defer

Abrams, P. et al. 2002. The standardisation of terminology of lower urinary tract function.
Neurourology and Urodynamics, 21, 167-178.

“Definition: Urgency
Incontinence

* The complaint of involuntary leakage accompanied by
or immediately preceded by urgency

Abrams, P. et al. 2002. The standardisation of terminology of lower urinary tract function.
Neurourology and Urodynamics, 21, 167-178.

= / S
Other symptoms
* Sometime we see urgency and urgency incontinence

with stress incontinence
e This is called mixed incontinence

/ a
Other symptoms
* Sometimes we see urgency and urgency incontinence

with daytime frequency and nocturia
e This is called overactive bladder syndrome

/ ik
Other symptoms

* Some people can have a urgency and urgency
incontinence, but also have a bladder that does not
contract well

¢ The person may have the urge to void frequently, but
have poor bladder emptying

* On urodynamic testing, uncontrolled detrusor (bladder
contractions) can be seen with a high post void residual
urine




"’VVT\O gets urgency and urgency
incontinence?

* Increases in incidence and prevalence with aging

* In two large population studies, the prevalence of
overactive bladder was 16% of adults
* 6% in 40-44 years, 35% in people over 75 years
» Tends to occur earlier in women than men

e = o e

Aging, Urgency and Urgency
Incontinence
¢ Incontinence is NOT a normal consequence of

the aging process

© But.... we are more at risk of incontinence as we
age it is more likely we will have one or more
chronic conditions that affect lower urinary tract
function

; /éi_iiﬁﬁ:\’\——
What causes urgency and
urgency incontinence?

* Can be transient or persistant

* Transient- Incontinence associated with an acute
condition that resolves when the acute situation
resolves

e Persistant - Incontinence that remains after an acute

illness OR after all the factors associated with transient
incontinence have been assessed and managed

// a
Transient Causes:

¢ fluid intake (amount, type, timing)

¢ Some people find caffeine and alcohol irritate the bladder
stool impaction leading to bladder outlet obstruction
atrophic vaginitis in older women (estrogen depletion)
medications (e.g. diuretics)

excess urine output from conditions such as diabetes,
increased calcium, hypothyroidism

urinary tract infection

Persistant Causes

e Central control (e.g. stroke, dementia)

¢ Disrupts the communication between the forebrain and
the pons in the brain stem

* Local neurological control (e.g. diabetic cystopathy,
Parkinsons)

¢ Damage to autonomic control
* Obstruction (e.g. BPH in men)

/ gages

| Stroke

* Initially the bladder after a stroke may be flaccid fora
few days

* Long term, stroke can lead to urgency and urgency
incontinence

* Impaired mobility and cognition after a stroke
complicate continence




Dementia

® Alzheimers, vascular or other dementia

* Associated with urgency and urgency incontinence

* Impaired cognition and apraxia (difficulty carrying out

tasks) may complicated toileting

Diabetes

* Due to sensory and motor neuropathy

¢ Classic definition: decreased bladder sensation, poor
contractility of the bladder and increased post void
residual urine

* More commonly a broad range of symptoms occur
including urinary urgency, frequency, nocturia and
incontinence

 Poor control of diabetes may exacerbate incontinence
due to polyuria

Parkinson’s Disease

* Part of the non-motor symptoms of Parkinson’s
disease

* Due to dysautonomia - disruption of the autonomic
nervous system

* Symptoms include urgency, urge incontinence, poor
contractility, increased post void residual

* Impaired mobility and cognition in late stages may
make staying continent difficult

- / a

Multiple Sclerosis

* May lead to neurogenic detrusor over activity
 Can also get a poorly contracting bladder

- / a

Obstruction

* In men, obstruction from benign prostatic hyperplasia
may contribute to urgency and urge incontinence.
 This may persist even after prostate surgery

e O L
Lifestyle contributors to
overactive bladder

* Obesity
* Smoking
e Alcohol
e Caffeine

e Artificial sweetners
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Consequences of Urgency and
Urgency Incontinence

© Negatively affects
quality of life
¢ Sleep may be
disrupted
¢ Key in the lock
syndrome

nsequences of Urgency and
Urgency Incontinence

* Increase risk for falls
e Urinary urgency and
urgency incontinence
increase risk of falls in
older adults

¢ Other symptoms of
over active bladder
(nocturia, frequency)
also increase risk of
falls

“What do people need to maintain
urinary continence?

* Functioning lower urinary tract
© Adequate cognitive ability
* Motivation

e Physical function (e.g. manual dexterity,
mobility/transfer ability)

Managem
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ent of Transient
Urgency and Urge Incontinence

e Treat the underlying © Bowel management

illness or problem ¢ Adequate hydration

¢ Scheduled toileting o Protect the skin

© Remove barriers to © Medications may need to

reaching toilet, support be reviewed and changed
mobility

et

/ R .
Management of Persistent
Urgency and Urgency
Incontinence

' Lifestyle — Good bladder habits

» Decrease caffeine, artificial sweetners

e Limit alcohol (acts as a diuretic)
* Maintain hydration

e 1.5-2 liters per day

e Take most fluids during the day

* Empty the bladder regularly (q2-4 hours during the
day, but don'’t over do it!)

* Stop smoking
* Weight loss if overweight
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Scheduled Toileting

* Fixed toileting schedule
every 2-3 hrs (waking
hours)

* Aimed at assisting the
incontinent person to
stay drier

¢ Especially helpful for
those with cognitive or
physical functional loss.

* Person is asked if he/she needs to void on a
schedule and assisted to toilet only if it is
requested.

* Aim: to reduce incontinent episodes.
e Cognitively intact or mild impairment

* Not for those with severe cognitive impairment
(may not recognize the need to void).

/‘*/ = = ————
Pelvic Floor Muscle Exercises

 Contraction of the pelvic
floor muscles can inhibit
urgency associated with
detrusor (bladder)

muscle contraction

* Strengthening the pelvic
floor through regular
pelvic floor muscle
exercises can help
urgency and urge
incontinence

Urge suppression

e Instruct patient not to rush to the toilet in
response to urgency as this may trigger detrusor
contraction and increase intra-abdominal pressure

* Remain still, slowly contracting the pelvic floor
muscles repeatedly until the feeling of urgency
passes

* After stopping the urgency walk slowly to the toilet

e e
// =

‘Bladder Retraining

e Patient taught to respond to the clock
not the urge to void
e Pelvic floor muscle contraction to decrease
the urgency (urge suppression)
e time between voids gradually increased
© Aimed at restoring a normal pattern of
voiding by decreasing the frequency of
voiding in those with urgency
* Need to be cognitively intact and
motivated

"NUrsing Alert:

e T e,
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Anticholinergic side effects

© Anticholinergic agents are used to treat urgency
and urgency incontinence

o Side effects: dry mouth, urinary retention,
flushing, confusion

© Older people, especially those with dementia, are
more susceptible to these side effects

* Monitor for retention of urine, confusion




* Provide mobility aids (canes, walkers) for those with
impaired mobility

* Incontinence pads and products
e Skin protection (hygiene and barrier creams)

/ g
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Management Concepts. St. Louis: Mosby.
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: Objectives
Overflow Incontinence

> Define conditions

& Incomplete Emptying

> Review Lower Urinary Tract Symptoms

ICS Workshop: Conservative Management

Beijing 2012 > |dentify causes

Discuss management options

Leigh Pretty RN MNsg (Continence)
Clinical Practice Consultant, Continence & Urology, Repatriation General Hospital,
Topic Co-ordinator / Lecturer, Flinders University, Adelaide, Australia

Definitions Definitions

> ‘Urinary incontinence is the complaint of any Feeling of incomplete emptying
involuntary leakage of urine’ ... afeeling experienced by the

individual after passing urine’.
> ICS no longer recommends the term

‘overflow incontinence’ but refers to

‘...retention of urine’

Abrams, P. et al. 2002. The standardisation of terminology of
Abrams, P. et al. 2002. The standardisation of terminology of lower urinary tract function. lower urinary tract function.
Neurourology and Urodynaics, 21, 167-178 Neurourology and Urodynamics, 21, 167-178

Requirements for Voiding Storage symptoms

> Bladder sensation may be:
coneamennien « increased / reduced / absent / non-specific
> If sensation is present may include:
« Nocturia
« Urgency
> Incontinence - may be continuous
« Nocturnal +/- daytime

Figure 22 Inhibition of the sacral reflex are.

Norton, C 1996 Nursing for Continence p. 14

Leigh Pretty 1
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Voiding Symptoms

May include:

> Hesitancy

> Straining

> Stream:
« Slow
« Splitting or spraying
« Intermittent

> Terminal dribble

Causes

Bladder Outlet Obstruction
« Enlarged prostate
« Large prolapse
o Tumour
Stricture

Faecal impaction

Management Goals

> Prevent urinary retention where possible
> Treat underlying conditions

> Empty bladder regularly
> Reduce

« Risk of infections

« Incontinence

« Frequency

« Urgency

« Skin damage
> Improve QOL

Leigh Pretty

Post Micturition

Symptoms
> Feelings of incomplete emptying

» Post micturition dribble

> Bladder failure

« neurological
e.g. spinal injury,
diabetes, MS

« medication

Management options

> Comprehensive assessment

> Surgery?

> Medication?

> Conservative management

15.10.2012




ICS 2012, Workshop 8 15.10.2012

Conservative management When is a catheter necessary ?

> Acute and Chronic urinary retention
Consider:

> Severe skin excoriation 2° to urine contact
> Double voiding > Palliative care

> Reflex voiding > Severe Ul when other forms of management

> Bladder expression (Crede) have failed

> Investigations / treatments

Intermittent Self Catheterization (ISC) /
Catheterisation Urethral Dilatation: Pt factors to consider:

Bladder emptying with use of a urinary catheter > Bladder function - need for

catheter/dilatation

IR (o ey > Personal preference / consent

. ISC intermittent self-catheterisation (by patient)
. IC intermittent catheterisation (by other person eg > Mobility / dexterity / strength
doctor, nurse, relative)

: : o > Sexuality / lifestyle
. CIC clean intermittent catheterisation

« AIC sterile technique > Physical / psychological status

> Support

Indwelling Catheter (IDC) Indwelling Foley* Catheter
Urethral vs Supra Pubic (SP)
Tip
Consider SP:
«for long term use
scomfort Balloon
«\'bladder neck erosion
edementia
esexually active Latex
*pt preference Silicone
*Trial of voiding
eurethral obstruction

Eyes

Lumen

*designed by Dr Foley in conjunction with Davol in 1930s

Leigh Pretty 3
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Catheter composition

> Intermittent
« PVC
« PVC with lubricating coating
> Short term
« Silicone elastomer coated latex
> Long term
« Hydrophilic/ Silver Coated latex
« Silicone

« Antimicrobial coated

Catheter selection

Purpose & duration
Composition
Gauge

Length

Balloon

o Usually 5 - 10ml, Haematuria

30ml
« inflate with ONLY WATER

Tip: Short, straight, coudé

Drainage

> Leg Sterile

> Belly Drainable
> Overnight Tap

> Tubing length Capacity

> Tubing bore
?? Valve - consider

Leigh Pretty

15.10.2012

Latex vs Silicone

Coated Latex

-Relatively inert

-Highly Biocompatible
-Round drainage lumen
-Large drainage eyes

-Soft, pliable and smooth
-Has a Memory

- Clinical evidence shows No
Bacterial Adherence compared

to 100% silicone

Silicone
-Inert ,Biocompatable
-Crescent shaped lumen
Thin walled
-Small Drainage eyes
- Abrasive because of
manufacturing process
-No Memory
- Static
- Material is highly

permeable

Document catheterisation

reason for catheter
Urethral/SP
ease of insertion

volume drained

type and size of catheter, balloon size

> type of bags & straps

supply details

> Change date and arrangements (eg homecare)

Drainage

- Secure catheter (can
alternate sides each day)

-Don’t obscure the
ow

-Use knee joint as an
anchor

-Check pt can open tap

+Insert overnight bag
into outlet
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Long-term Complication of Urethral IDC

> risk of urethral destruction /
necrosis 2° to pressure & tension

Problems

> Often recognized too late Bypassing / leaking
Pain / discomfort

Urine - sediment, blood, clots, calculus
uTI

Constipation

Catheter removal

Inflammatory / neoplastic changes
Erosion:
Full length of penile urethra 2° to catheterization

Catheter associated UTI

Colony forming units (cfu) normal > 48 hrs

Infections with ISC

UTI common when starting technique Treat if symptomatic

Cleaning of equipment
Adequate treatment of infections
Check for causes eg stones

If persistent, prophylaxis

Single UTI
« treat for 1 week then check
Recurrent UTls

« Refer to urology

May need to 1 frequency of ISC «» possible stone, diverticulum, foreign body

Avoid residuals >500ml| Check hygiene
Check fluid intake

Preventing problems When to change

> Appropriate catheter selection > Is the catheter needed?

> Assess individual
> Minimize trauma, haematuria, pain . state of urine

« tendency to problems

> A flui
SRR ES > Change (long term)

« usually 6 - 8 weeks
« if problems 4 weeks

« if left for 10 -12 weeks, may lead to increased
encrustation and infection

> Prevent constipation

> Routine hygiene care - soap and water

Leigh Pretty 5
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Urine composition Pain & discomfort

> Haematuria, clots ..
> Bladder spasm / detrusor overactivity
« Is pt on anticoagulants?

« Check for UTI

« Antimuscarinics

« Check for trauma Check balloon

. « size, inflation, position
> Sediment

- > Review catheter
« Increase fluid intake

. : « Size, composition, position
« Increase lumen and drainage tube size ! P P

« Can change pH > Atrophy / inflammation / infection

> Pressure area at meatus

Bowels Patient confusion

> Constipation or faecal impaction can lead to: Avoid catheter if tendency to pull catheter out

+ bladder spasm Consider intermittent catheterization by carer

o G Increasing size of catheter or balloon

« obstruction .
will not help

> Straining to defaecate may cause catheter :
9 y Check securement of catheter / clothing

dislodgement ) . .
If history of catheter pulling, check for stricture (post

> Contamination esp in females trauma)

Thank you! Selected References

. . ) Abrams, P. et al. 2002. The standardisation of terminology of lower
s QUEStIOﬂS : urinary tract function. Neurourology and Urodynamics, 21, 167-178

Norton, C. 1996 Nursing for Continence 2"d edn. Beaconsfield
Publishers Ltd. Beaconsfield. p. 14

Smith, JM. 2006 ‘Current concepts in catheter management'’. in DM
Doughty (ed). Urinary and faecal incontinence: current management
concepts. 3 edn. Mosby Elsevier, St Louis. Pp 269 — 308

Getliffe, K & Fader, M. 2007 ‘Catheters and containment products’ in
K. Getliffe, & M. Dolman Promoting continence: a clinical and
research resource. Ed Bailliere Tindall Elsevier. Edinburgh. Pp 259-
288.

Leigh Pretty 6



Edmonton and area

Incontinence Products;

Containment Devices

Lesley Hanson RN BScN NCA
Nurse Continence Advisor
October, 2012
ICS, 2012
Bejing, China

Factors To Consider

Type and severity of incontinence
Person’s functional status

Care setting

Simplicity of use

Cost of the product and availability
Durability

www.capitalhealth.ca

Skin care

e Good skin care prevents
tissue breakdown

» Good skin care requires
- cleanser
-~ moisturizer
- barrier

* All-in-one
cleanser/moisturizer/ barrier
products are available

www.capitalhealth.ca

Outline

Factors to Consider when choosing products

- Skin Care & odor control
- Cleansing
- Moisture & Barriers

Products for Women

Products for Men

Products for Women & Men
Mechanical Devices & other devices

www.capitalhealth.ca

Factors To Consider

Maintenance required?
Absorbency / saturation capacity
Person’s preference and comfort
Product profile beneath clothing
Noise level

Odor control properties

www.capitalhealth.ca

Skin-care washcloths

« |f the skin is healthy there are commercial skin-
care washcloths

» Use soft cloths such as J-Cloths to avoid
abrading skin or use commercial wipes

e Clean & protect in one step

www.capitalhealth.ca




Cleansing Cleansing

Remember pH of skin is 4.5 — 6 Avoid:

Use a mild soap product close to that pH ¢ Talcum powder & Vaseline (oil based)
- powder forms lumps and both entrap moisture which
Avoid bar soaps, which are alkaline collects in skin folds

» Products containing alcohol

Avoid alcohol-based preparations _ dries the skin

» Products containing zinc
- if allergic

¢

www.capitalhealth.ca - 6 www.capitalhealth.ca

Odor control Moisturizer

If urine odor is offensive: . .
Use a water-based moisturizer such as

« increase fluid intake * Glycerin

g " * Mannitol
e check for infection )
* Sodium lactate or lactose

For cleaning the environment:

» white vinegar & water is effective

www.capitalhealth.ca 6 www.capitalhealth.ca

Barrier preparations Products for Women

Increases or augments the normal barrier 10-25% of sanitary napkins are purchased
function of the skin for incontinence

Thin application works best with incontinence Not designed for urine absorption
products Do not control odor

Should not be used if a continence pad is
Watch for zinc allergies available

www.capitalhealth.ca 6 www.capitalhealth.ca



For light incontinence

Continence Pads:
- Light (*2 c)
- Regular (% c)
- Extra (1 c)
- Extra Plus (1¥ c)
- Ultra (1% c)
- Ultra plus (1% c)

www.capitalhealth.ca

Heavy incontinence

Protective pull on underwear the newest
product introduced by several companies

Mimics regular underwear
Can be useful at night

Absorbs 750-1000 mis!

www.capitalhealth.ca

Reusable products

* Some people will prefer a reusable product in
consideration of the environment

* Reusables are not as absorbent as
disposables (especially after several washes)

« Liners can be used to enhance absorption,
especially at night

www.capitalhealth.ca

Moderate incontinence

Slip-on product
with elastic waist

Very easy to take
on and off

Very comfortable
Highly absorbent

Can be good
adjunct at night

Heavy incontinence

Fitted brief:
 Elastic waist allows pulling up and down
« Can have 4 to 6 refastenable tapes

 Elasticized leg

Absorbency can be enhanced with liner
Can be useful at night

www.capitalhealth.ca

Products for men

Depend

Is for Men

J




Light incontinence

* Male pouch

0 o o
Pad and pa e

e ana wome Agpan [y
i H
derwea 0 e L 1 "
il wd B
proof pocket to hold 1 Yuffudiafyeln
per-absorbe e : i H
; B i A

Boxe ort available fo

Product challenges

Night-time containment

may require a combination of products

Moderate Incontinence

Guards for
men

Depend |

IsforMen J

c Egbual

www.capitalhealth.ca &

Mesh pants

Many companies
make mesh
stretch pants L1 T T e——

They can be
combined with
several different
liner type pad

products

www.capitalhealth.ca

Product challenges

Larger person
- Bariatric products
available

- Existing products
can be modified

- e.g. elastic
extensions

Make their own

www.capitalhealth.ca



Underpads

Reusables
- Chair protectors

These pads,
disposable or
reusable allow the
client to feel secure
at night time and
make life easier for
the caregiver

www.capitalhealth.ca

Pessaries for Incontinence

Traditionally pessaries were used for
prolapse

Pessaries used in urinary incontinence with
success (>70%)

Limited trials on pessaries in general and
especially incontinence pessaries

www.capitalhealth.ca

Incontinence pessaries

O

Incontinence ring Incontinence Dish

Incontinence dish with !

k
support Support & knob pessa&

www.capitalhealth.ca &

A suitable product promotes independence and

activity for enhanced quality of life

Pessaries

e Placed in the vagina to help support the
pelvic muscles, the pelvic organs

e For stress, urge & mixed incontinence in
women
* If surgery is not
- suitable
- wanted
- possible

www.capitalhealth.ca

Mode of action

Increases urethral closure pressure; supports the
bladder neck

- Useful for women with stress urinary
incontinence

- Useful for women with urge urinary
incontinence

- Useful for women with mixed urinary
incontinence

www.capitalhealth.ca



Mode of action Indications for pessaries

Medscape® www.medscape.com

Stress, Urge & Mixed Incontinence

In addition to other conservative treatment
- PFMT, lifestyle changes

Temporary measure pre-op
Incontinence after failure of surgery
Diagnosing latent incontinence pre-op
Patient preference

www.capitalhealth.ca 3 Octob www.capitalhealth.ca

Contraindications for pessaries Pessary fitting

e Trial and error

* Active vaginal infections _ many styles and sizes

- Treat and eradicate before use

e Should be comfortable... “I can't feel it”

* Undiagnosed vaginal bieeding e Should be able to empty bladder

www.capitalhealth.ca 3 N - www.capitalhealth.ca

Checking fit Follow up care

- Must be able to place the width of a finger Patients shoyld be tau_ght when possible to
between the pessary and the side wall of the remove and insert their own pessary
vaginal
Initial follow-up within 2-4 weeks
* Must be able to empty the bladder
Follow-up interval
« Must not come down or out with coughing or - Self care every 6-12 months
bearing down - Healthcare provider care every 3-6 months

www.capitalhealth.ca 3 N age 36 www.capitalhealth.ca




Healthcare follow-up Complications

Vaginal discharge and odor
Speculum exam to rule out abrasions, — May be due to an erosion

ulcerations and infections - Can be treated with Trimo-San jelly
Discomfort

- Likely poor fit

Vaginal abrasions or ulceration

Treat any infection or erosions - May be too large or tissues lacking estrogen

- Leave device out for two to three weeks and treat Rare
with antibiotic cream and/or vaginal estrogen
cream

Clean pessary with dish soap and water and
reinsert

- Obstruction voiding/defecation
- Embedded (lost to follow-up)

www.capitalhealth.ca 3 - www.capitalhealth.ca

Urethral inserts/plugs

Several have been developed

» for women with stress incontinence

Urethra, now

www.capitalhealth.ca 5 ) www.capltaineaiin.ca

Urethral plugs Problems with plugs

Cumbersome to use
High rate of side effects
Cannot be used in person’s
- immune compromised
history recurrent/chronic bladder infections
- urethral scarring/surgery
- kidney disease
- blood thinners
mineral oibfiled sleeve Cannot be used for urge incontinence

soft external retainer

je 42

www.capitalhealth.ca www.capitalhealth.ca




Complications ureth

Bacteruria

infections

Irritative symptoms
Insertion trauma
Device failure
Hematuria

Migration into bladder

www.capitalhealth.ca

Male external
catheter

Fits on the penis and is
connected to a tube to
lead the urine into a
container

Provides a dry
environment

Worn with a leg bag,

allow some freedom to
do outside activities

www.capitalhealth.ca

ral plugs

35%
30%
23%

7%
<5%
<5%
reported

Female urinal

e The Female urinal
is a good design

« Itis designed to be
used either in a
wheelchair or in
bed

www.capitalhealth.ca

THE FEMINAL®

FemaLe URINAL

Patent Pending

THE FEMINAL

/
FINGER CHANNEL

Spill-proof urinal for men

e Useful for a
man who
needs to void in
bed

Women'’s
version does
not work so
well in our
experience

www.capitalhealth.ca

Penile clamp

* Various styles

* Not a fit-and forget

solution:

- clamp must be released
every 2 hours to avoid
damage to penis

Can be used as an
“emergency” measure just
while getting to the
bathroom

www.capitalhealth.ca

Freshette

A female urinal
originally designed for
hikers and campers 8
Useful for women who

have difficulty

transferring to or sitting

on a toilet

* Can be used in bed

www.capitalhealth.ca




Overlap Back

o e } g Timing devices RGN

j"} i ff’“\ ; A Breakthrough In Bladder Retraining
LB EE e S
| r—  Helpful for a toileting
’ [ ol program
Adaptive | rﬁ“:&,\ {
clothing helps ’ fa) . :
. 9 I S, e Smaller timers available —
in functional _ . ‘ Acliainer
ERTIETEE from pharmacies ! P PANGL
Functonai, Syl Bouses, Shirs (medication reminders) & e

« Indicatos snap closure on shouiders And Pants for Men & Women

Ip———— R —— can be used for this ‘ —rr
shouk =
o purpose L5
o Indicates Open Back 5

Garments are designed,

manufactured and sold «  Indicates Hook & Loop closure on

to promote Comfort, ;';:;"’r:':" AT R Sl

Fashion and Durability (Also avallable with snap closures
on side)

at an affordable price.

Edmantan and area

Questions?




Notes
Record your notes from the workshop here
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Workshop 8: Conservative Management of Incontinence

Dr. Margaret Sherburn
Physiotherapist,
The University of Melbourne, Australia
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rinary Incontinence

Activity Limitation

Participation

Impairment

Fascial laxity/disruption Sport Restriction
PFM weakness Walking Social relations
Neuro-motor control Holidays Intimate relations
Neuropathy Movies ice Religious rites i
|
Uretrl,\g@tholog we qu
Thet®

Contextual factors -
environmental & personal
e Co-morbidities
Health care access
Attitudes
Policies

www.who.int/classification/icf
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Level 1a evidence, Grade A recommendation
31 International Consultation on Incontinence

Abrams et al ICI 2005

— EHRBAE AR
Condition Intervention Level of evidence Grade of
recommendation

Urinary incontinence | PFMT 1 A

Bladder training 1 A

Lifestyle

modification

*Weight loss 2 A

*Moderate exercise 2 -

*Reduction in 2 C
caffeine intake
Pelvic organ prolapse | PFMT 2 B
Surgery for pelvic Peri-operative PFMT | 2 C
organ prolapse
Surgery for SUI Peri-operative PFMT | 2 B-C

Hay-Smith et al 2009

RN 58 EE

cmH20

A
: ﬁ/ﬂ/—lﬂ—-—-%
I.

M Intensive exercise group
I Home exercise group

Initially 1month 5 months 6 months

éldj: T‘«/l{\; (Bg et al 1990)

- CIRAERITR IRETIRILHE E RS
fii, 64~ HIPPMIIIZiA] 177 K /1R 2K
SRR

o IR VL, JE RS
3%

o VLRI B RS T PR A2 TR

o BORNAT A AE100%0E ?

PFM 245 B- ¥5 75 56 - 84%

Operational definition of cure
Poorly trained practitioner

Dosage too low

High parity Not motivated Obesity

Why not close to 100%7?

Low back pain

Dorsal column neuropathy,
Early dementia

Different aetiologies
Respiratory disease

Bg et al 1999, Markved et al 2001, Neumann et al 2005, Wong et al 1997
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Abrams, P. et al. 2002. The standardisation of terminology of lower urinary tract function.
Neurourology and Urodynamics, 21, 167-178.
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Abrams, P. et al. 2002. The standardisation of terminology of lower urinary tract function.
Neurourology and Urodynamics, 21, 167-178.
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ICS Workshop: Conservative Management
Beijing 2012
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