
 
 

TABLE 1
RISK FACTORS ASSOCIATED WITH INCONTINENCE

RISK FACTOR REFERENCE

Immobility/Chronic Degenerative Disease
OUSLANDER, Palmer, Rovner, et. al., 1993; Adams,
Lorish, Cushing, et. al., 1994

Impaired Cognition
Morris, Browne, and Saltmarche, 1992; Skelly and Flint,
1995

Medications Dwyer and Teele, 1992

Morbid Obesity Bump and McClish, 1994

Diuretics Diokno, Brock, Herzog, et.al., 1990

Smoking Bump and McClish, 1994

Fecal Impaction Resnick and Yalla, 1985

Delirium Resnick, 1988

Low Fluid Intake Colling, Owen, and McCreedy, 1994

Environmental Barriers Wyman, Elswick, Ory, et. al., 1993

High-Impact Physical Activities Nygarrd, Thompson, Svengalis, et.al., 1994

Diabetes Appell and Baum, 1990

Stroke Benbow, Sangster, and Barer, 1991

Estrogen Depletion Burns, Nochajski, and Pranifoff, 1993

Pelvic Muscle Weakness Burns, Nochajski, and Pranifoff, 1993

Childhood Nocturnal Enuresis Moore, Richmond, and Parys, 1991

Race Burgio, Matthews, and Engel, 1991

Pregnancy/Vaginal Delivery/Episiotomy
Foldspang, Mommsen, Lam, et.al., 1992; Klein,
Gauthier, Robbins, et.al., 1994

 

TABLE 2
IDENTIFICATION AND MANAGEMENT OF REVERSIBLE CONDITIONS THAT CAUSE

OR CONTRIBUTE TO URINARY INCONTINENCE

Conditions affecting the lower urinary tract

CONDITION MANAGEMENT
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Urinary tract infection (symptomatic with frequency, urgency,
dysuria, etc.) 

Atrophic vaginitis/urethritis 

Pregnancy/vaginal delivery/episiotomy 

  
Post-prostatectomy 

 
Stool impaction

Anti-microbial therapy 

Oral or topical estrogen  

Behavioral intervention; avoid surgical therapy
postpartum as condition may be self-limiting 

Behavioral intervention; avoid surgical therapy until clear
that condition will not resolve 

Disimpaction; appropriate use of stool softeners,
bulk-forming agents, and laxatives if necessary;
implement high fiber intake, adequate mobility and fluid
intake.

Conditions Due to Side-effects of Drugs*

CONDITION MANAGEMENT

Diuretics: causing polyuria, frequency, and urgency 
Caffeine: causing aggravation or precipitation of UI 
Anticholinergic agents: causing urinary retention, overflow incontinence, inpaction. 
Psychotropics:  

Antidepressants: causing anticholinergic actions, sedation. 
Antipsychotics: causing anticholinergic actions, sedation, rigidity, and immobility. 
Sedatives/Hypnotics/CNS depressants: causing sedation, delirium, immobility, muscle relaxation. 

Narcotic analgesics: causing urinary retention, fecal impaction, sedation, and delirium. 
Alpha-adrenergic blockers: causing urethra relaxation. 
Alpha-adrenergic agonists: causing urinary retention (present in many cold and diet over-the-counter
(OTC) preparations) 
Beta-adrenergic agonists: causing urinary retention 
Calcium channel blockers: causing urinary retention 
Alcohol: causing polyuria, frequency, urgency, sedation, delirium, immobility

With all
medications
discontinue or
change therapy,
as clinically
possible.
Dosage
reduction or
modification
(e.g., flexible
scheduling of
rapid-acting
diuretics) may
also help.

* Many side-effects are seen with over-the-counter (OTC) drugs, the use of which may not be reported by some patients.
 

TABLE 2 (continued)
IDENTIFICATION AND MANAGEMENT OF REVERSIBLE CONDITIONS THAT CAUSE

OR CONTRIBUTE TO URINARY INCONTINENCE

Conditions causing increased urine production

CONDITION MANAGEMENT

Metabolic (hyperglycemia, hypercalcemia) 

  
Excess fluid intake.  Volume overload 

Venous insufficiency with edema 

Congestive Heart Failure

Better control of diabetes mellitus. Therapy for hypercalcemia

depends on underlying cause 

Reduction in intake of diuretic fluids (e.g., caffeinated beverages) 

Support stocking, leg elevation, sodium restriction, diuretic therapy 

Medical therapy

Conditions due to impaired ability or unwillingness to reach a toilet
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CONDITION MANAGEMENT

Delirium 
 

Chronic illness, injury, or restraint that interferes with
mobility 

Psychological

Diagnosis and treatment of underlying cause(s) of acute confusional
state 

Regular toileting; use of toilet substitutes or environmental alterations
(e.g. bedside commode, urinal)  Remove restraints if possible 

Appropriate pharmacological and/or non-pharmacological treatment

 

TABLE 3
MANAGEMENT OPTIONS AFTER BASIC EVALUATION

TYPE OF UI CHARACTERISTICS MANAGEMENT OPTIONS

Urge
Incontinence

Detrusor Instability With Normal
PVR, NO Complicating factors. 

Behavioral techniques: 
Bladder training; pelvic muscle rehabilitation 
Other, i.e. fluid management 
Pharmacological interventions 
Anti-cholinergic medication: 
Oxybutynin 2.5 – 5 mg. Tid/qid  
-OR- 
Tricyclic medication: 
Imipramine 25 -100 mg per day in divided doses  
For patients not able to tolerate the two meds above: 
Tolterodine 2 mg bid  
For patients with reduced hepatic function or those receiving  
Known inhibitors of cytochrome P450 3A4, reduce dose to  
1mg bid

Stress
Incontinence

With normal PVR, no
complicating factors

Behavioral techniques: 
Bladder training; pelvic muscle rehabilitation  
Pharmacological interventions: 
Alpha-adrenergic medications or tricyclic antidepressants;  
Estrogen; combo if needed 
Surgical techniques  
Uncomplicated, nonrecurring SUI due to hyper-mobility

Mixed
(Urge/Stress 
Incontinence)

With normal. PVR, no
complicating factors

Combinations of above, excluding surgical options in most cases

 

TABLE 4
CRITERIA FOR FURTHER EVALUATION*

Uncertain diagnosis and inability to develop a reasonable treatment plan based on the basic diagnostic evaluation.

Uncertainly in diagnosis may occur when there is lack of correlation between symptoms and clinical findings.

Failure to respond to the patient’s satisfaction to an adequate therapeutic trial, and the patient is interested in pursuing

further therapy.

Consideration of surgical intervention, particularly if previous surgery failed or the patient is a high surgical risk.
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Hematuria without infection

The presence of other co-morbid conditions, such as:

incontinence associated with recurrent symptomatic UTI

persistent symptoms of difficult bladder emptying

history of previous anti-incontinence surgery or radical pelvic surgery
beyond hymen and symptomatic pelvic prolapse

prostate nodule, asymmetry, or other suspicion of prostate cancer

abnormal PVR urine

neurologic condition, such as multiple sclerosis and spinal cord lesions or injury.

* Some patients who meet the criteria may not be appropriate for further evaluation and treatment if such
   evaluation and/or treatment is not desired by, or feasible for, the patient.
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