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Abstract

More than 60% of adult women in the United States have urinary incontinence (Ul), with the
prevalence increasing to over 80% in women over age 65. Despite its high prevalence, most
patients do not seek care and few clinicians screen for Ul. The Medicare Health Outcomes
Survey queries patients about satisfaction with their provider’s discussion and management
of Ul, but formal recommendations about screening, diagnosis, and treatment are lacking.
This review presents a practical algorithm for primary care providers to incorporate
management of Ul into routine preventive care for women, and outlines Ul prevalence, risk
factors, screening, and non-surgical treatment options.

© 2023 by the author. This is an open access article distributed under the

@ @ conditions of the Creative Commons by Attribution License, which permits
unrestricted use, distribution, and reproduction in any medium or format,
provided the original work is correctly cited.


http://creativecommons.org/licenses/by/4.0/
mailto:upatel@uwhealth.org
mailto:moureau@wisc.edu
mailto:jneuner@mcw.edu
mailto:heidi.w.brown@kp.org
mailto:heidi.w.brown@kp.org
https://www.lidsen.com/journals/geriatrics/geriatrics-special-issues/incontinence-among-older-adults

OBM Geriatrics 2023; 7(4), doi:10.21926/obm.geriatr.2304252

Keywords
urinary incontinence; stress incontinence; urge incontinence; mixed incontinence; functional
incontinence; screening; treatment; algorithm; primary care; female

1. Introduction

Urinary incontinence (Ul) is the involuntary loss of urine [1], and in women is often classified as
stress, urgency, or mixed incontinence. Stress urinary incontinence (SUI) is the loss of urine on effort,
physical exertion, sneezing, or coughing; urgency urinary incontinence (UUI) is the loss of urine
associated with an overwhelming sense of urgency; mixed urinary incontinence (MUI) includes both
SUI and UUI symptoms [1]. More common with aging is functional incontinence, or disability-
associated Ul, which may be due to a physical or cognitive condition that prevents a person from
getting to the toilet in time to urinate [2]. Overflow incontinence resulting from urinary retention is
uncommon in women.

1.1 Prevalence

A recent study analyzing data from the 2015-2018 National Health and Nutrition Examination
Survey found the overall prevalence of Ul in adult women in the United States (US) to be 62%,
corresponding to 78,297,094 adult US women, reflecting an increase from previous estimates of 38-
53% [3-6]. The prevalence of Ul increases with age and ranges from 80-83% among women aged 65
years and older. Among women with Ul, the most common type is SUI (38%), followed by MUI (31%)
and UUI (22%), with 9% having unspecified incontinence (leakage that is not SUl or UUI).
Incontinence costs related to supplies, laundry, and dry cleaning may reach $900-54,000 annually
for women with severe Ul symptoms [7, 8].

1.2 Risk factors

Increasing age, especially greater than 70 years, increasing body mass index (BMl), especially
greater than 40 kg/m?, and a history of any vaginal birth have the greatest associations with Ul [3].
The prevalence of Ul increases with age even among nulliparous women [9, 10]. Ul is often part of
a geriatric syndrome including falls and cognitive impairment. Risk factors for developing Ul in older
adults include functional impairment, impaired mobility, cognitive impairment or dementia, and use
of physical restraints [11]. While Ul is common in older adults, it is not a normal part of aging, and
routine screening and non-surgical treatment for Ul have the potential to decrease morbidity and
improve quality of life [11, 12].

2. The Current Climate of Screening
2.1 Patient and Primary Care Provider Comfort in Initiating Conversation

Despite the high prevalence of Ul, and its significant negative impact on quality of life and well-
being [13], Ul is infrequently addressed at preventive healthcare visits and only 25-61% of women
with Ul seek care [14-18]. While patients prefer that clinicians initiate a discussion about Ul [19],
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clinicians are unlikely to bring it up. In one study of 900 women with Ul, only 3% reported their
provider initiated a discussion about Ul [17]. In one survey of over 100 primary care providers (PCPs),
most clinicians perceived Ul to be an important topic, however, 72% reported screening only some
patients or none at all [20]. The two most common barriers to screening for Ul identified by PCPs
were competing health priorities (83%) and assuming patients with bothersome Ul would ask about
treatment options (44%).

2.2 Current Recommendations and Quality Measures

Current Ul screening guidelines for women from the Women’s Preventive Services Initiative
recommend screening all women 18 years and older for Ul annually [21]. Screening women aged 65
years and older for Ul is a Merit-based Incentive Payment System (MIPS) clinical quality measure
(#048) by the Centers for Medicare and Medicaid Services, on the assumption that patients may not
disclose incontinence symptoms and should be asked about them by a provider [21-24].
Furthermore, the Medicare Health Outcomes Survey (HOS) asks women about the impact of Ul on
their lives and whether their provider discussed and treated their Ul. Patient survey responses are
then aggregated and reported in the Healthcare Effectiveness Data and Information Set (HEDIS), a
set of standardized performance measurements assessing the quality of care and service, as one of
the few measures to be solely based on patient survey data [25-27]. The most recent results
reported from 2017 indicate that 59% of individuals participating in both Medicare Health
Maintenance Organization (HMO) and Preferred Provider Organization (PPO) endorsed discussing
Ul, while only 44% and 46% of individuals who reported having Ul in HMO and PPO, respectively,
endorsed discussing Ul treatment options [25].

2.3 Evaluation of Ul

Similar to depression, there are numerous validated incontinence questionnaires available. We
recommend the ‘3 Incontinence Questionnaire’ (Box 1), which asks about urine leakage and
elucidates whether symptoms are associated with stress, urgency, or unspecified incontinence [28].
While these questionnaires exist, it is not necessary to determine Ul type upon initial diagnosis since
first-line treatment for all Ul types is the same. Therefore, it is reasonable to inquire about urine
leakage using plain language during a standard review of systems. We recommend PCPs screen for
Ul at annual preventive visits using the phrase, “During the last 3 months, have you leaked urine,
even a small amount?” A positive response should prompt a urinalysis as outlined in Figure 1, which
illustrates an algorithm for PCPs to screen, diagnose, and treat Ul in female patients. As depicted in
the algorithm, during the follow-up appointment in 2 months, if first-line treatments have failed,
PCPs can determine Ul type by asking patients if they experience urine leakage (1) “When you were
performing some physical activity, such as coughing, sneezing, lifting, or exercising?”, (2) “When
you had the urge or the feeling that you needed to empty your bladder, but you couldn’t get to the
toilet fast enough?”, and (3) “Without physical activity and without a sense of urgency,” with a
positive response indicating SUI, UUI, and unspecified incontinence, respectively. Appropriate
International Classification of Disease Version 10 codes are listed below each of these diagnoses in
Figure 1.
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Box 1 3 Incontinence Questionnaire.

1. During the last three months have you leaked urine (even a small amount)?
a. Yes - Continue to question 2
b. No = end of questions (no Ul)
2. During the last three months did you leak urine? (check all that apply)
a. When you were performing some physical activity, such as coughing,
sneezing, lifting, or exercise?
b. When you had the urge or the feeling that you needed to empty your
bladder, but you couldn’t get to the toilet fast enough?
c. Without physical activity and without a sense of urgency?
3. During the last three months did you leak urine most often (check only one):
a. When you were performing some physical activity, such as coughing,
sneezing, lifting, or exercising? - SUI
b. When you had the urge or the feeling that you needed to empty your
bladder, but you couldn’t get to the toilet fast enough? - UUI
c. Without physical activity and without a sense of urgency? - Unspecified
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Female Urinary Incontinence in Primary Care

’ Urinary incontinence is common but not normal. More than 80% of women over 65 years have urinary incontinence. ]

During the last 3 months, have you leaked urine, even a small amount? ]—-I NO I

YES Ask again in 1 year

Send urinalysis «If UTI - treat and consider vaginal estrogen
with microscopy *|f > 3-5 RBC's per HPF - refer to urology

First-line treatment for stress and urge incontinence is the same:
Behavioral modifications
Educational handout, fluid

management, voiding schedule

Referral to PT/IOT
Supervised pelvic floor
muscle therapy / biofeedback

Vaginal estrogen*®
If postmenopausal

'

I Follow up in 2 months l

!}

Reassess presence and
assess type of incontinence

¥ ¥
Urgency Urinary Incontinence Unspecified Incontinence Stress Urinary Incontinence
ICD-10 Code N39.41 ICD-10 Code R32 ICD-10 Code N39.3
(urine leakage with an intense urge (urine leakage without an intense (urine leakage with coughing,
or before you can get to the toilet) urge or physical activity) sneezing, or exercising)

I Offer pharmacotherapy™* ] Consult to specialist Offer pessary fitting

Follow up in 6 weeks and consider
changing dose or medication

!

Try up to 2 medications Follow up 2 week
with 6 week follow up persistent symptoms pessary check

Pharmacotherapy
*Urgency Urinary Incontinence *Vaginal Estrogen Therapy
Darifenacin XR: 7.5 mg once daily (max dose 15 mg once daily) + 0.625 mg conjugated estrogens/1 g cream
Festerodine: 4 mg once daily (max dose 8 mg once daily) (Premarin) OR 100 mcg estradiol/l g cream
Oxybutynin XR: 5 - 10 mg once daily (max dose 30 mg once daily) (Estrace, generics): Insert ¥ g intravaginally
Oxybutynin transdermal patch: 1 patch twice weekly QHS x 2 weeks, then insert % g intravaginally
Solifenacin: 5 mg once daily (max dose 10 mg once daily) QHS twice weekly
Tolterodine XR: 2 mg once daily (max dose 4 mg once daily) + 4 mcg estradiol insert (Imvexxy) OR 10 mcg
Tolterodine IR: 1 mg twice daily (max dose 2 mg twice daily) estradiol insert (Vagifem, Yuvafem): Insert 1
“Trospium XR: 60 mg once daily (max dose same as starting dose) tablet daily intravaginally for 2 weeks, then insert

*Trospium IR: 20 mg once daily (max dose 20 mg twice daily)
*Mirabegron: 25 mg once daily (max dose 50 mg daily)
#\libegron: 75 mg once daily (max dose same as starting dose)

1 tablet intravaginally twice weekly
« 2 mg estradiol vaginal ring (Estring): Insert 1
ring intravaginally and replace every 90 days
*Preferred for patients with cognitive impairment or over age 65

Abbreviations

UTI: Urinary Tract Infection; RBC: Red Blood Cell; HPF: High-Power Field; PT/OT: Physical Therapy/Occupational Therapy;
ICD: International Classification of Diseases; XR: Extended Release; IR: Immediate Release; mg: milligram; mcg: microgram;
g: gram; QHS: every night; PFPT: Pelvic Floor Physical Therapy.

Figure 1 Female Urinary Incontinence in Primary Care Algorithm.

Generally, Ul management should be triaged by Ul type and patient goals of care. During the
follow-up period, if first- and second-line treatments have failed for patients experiencing Ul, PCPs
can proceed with referrals to urology or urogynecology.
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It is important to keep in mind that common comorbid conditions and medications can
contribute to or exacerbate Ul [29-32]. There is a higher prevalence of stroke, diabetes, high
cholesterol, hypertension, arthritis, asthma, obesity, and depression among women with Ul
compared to those without [29, 30]. Studies evaluating medications associated with Ul show
conflicting data. In one study, multivariate logistic regression models were not robust for aspirin,
opiates, atypical antipsychotics, tricyclic antidepressants, benzodiazepines, serotonin modulator
antidepressants, corticosteroids, and proton pump inhibitors. However, there were significant
associations with Ul for antihistamines (OR 1.75; 95% Cl 1.09-2.80), beta receptor agonists (OR 1.73;
95% CI 1.19-2.53), angiotensin Il receptor blockers (OR 2.07; 95% CI 1.10-3.90), and systemic
estrogens (OR 1.90; 95% CI 1.20-3.01) [29]. Another study demonstrated significant associations
with Ul for tranquilizers (OR 1.65; 95% Cl 1.06-2.57), antidepressants (OR 1.75; 95% Cl 1.04-2.94),
hypnotics (OR 1.52; 95% Cl 1.07-2.16), laxatives (OR 1.67; 95% Cl 1.18-2.37), and antibiotics (OR
1.64; 95% Cl 1.25-2.16). The same study did not demonstrate associations between Ul and pain
medications, narcotics, anti-hypertensives, and diuretics [30]. In our clinical experience, unless a
patient has an onset of Ul symptoms coinciding with medication addition or alteration, it is rare that
medication management, other than that involving diuretics, resolves Ul symptoms.

A Ul-focused physical examination may be indicated based on symptoms and symptom severity
[31, 32]. Evaluation of mental status, physical dexterity, and mobility can identify functional factors
contributing to symptoms. An abdominal exam should be performed to evaluate for bladder
distension or abdominopelvic mass, and tenderness in the suprapubic or flank regions, which may
indicate lower or upper urinary tract infection. Inspection of the external genitalia (vulva, urethra,
and perineum) may identify skin irritation from urine or protective undergarments and signs of
estrogen deprivation (vulvovaginal atrophy, urethral caruncle). Asking the patient to Valsalva while
in dorsal lithotomy detects pelvic organ prolapse (protrusion of vaginal tissue or cervix beyond the
hymen). Finally, pelvic floor resting tone and muscle strength can be assessed by placing one
lubricated finger gently in the vaginal canal and palpating the muscles at rest and then asking the
patient to squeeze (to try to pull the examiner’s finger inward and upward) [22, 31, 32]. If the pelvic
floor muscles are firm or tender to palpation, or if instructions to squeeze result in minimal muscle
contraction or paradoxical Valsalva, the patient may benefit from referral to physical or
occupational therapy for pelvic floor muscle training. If the patient is able to contract her pelvic
floor muscles without pain on exam, recommending a home exercise program to the patient is
reasonable. Both the American Urogynecologic Society (www.augs.org) and the International
Urogynecological Association (www.iuga.org) have educational leaflets that can be downloaded and
provided to patients for free.

The only laboratory assessment routinely indicated to evaluate Ul is a urinalysis with an office
urine dipstick or a urinalysis with microscopy to assess for infection, hematuria, and glycosuria.
Some guidelines also recommend assessment of post-void residual for patients with incontinence
or other lower urinary tract symptoms. If there is suspicion of urinary retention (based on history of
neuromuscular disease or exam findings of bladder distension, for example), an assessment of post-
void residual (PVR) urine volume should be completed (with either a bladder scanner or straight
catheterization). A value less than 150 mL suggests a normal PVR [13, 22, 31, 32] and is reassuring,
but a number higher than 150 mL is not necessarily clinically relevant. We suggest considering
referral to a specialist (urologist or urogynecologist) for urinary retention that may contribute to
incontinence. The presence of microscopic hematuria, defined as more than 2 red blood cells per
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high-powered field on microscopy, or elevated PVR, should prompt referral to urology or
urogynecology for additional evaluation, which may include upper tract imaging, cystoscopy, and
multichannel urodynamic testing. Urodynamic testing is not indicated prior to initiating therapy but
may be used by subspecialists to guide advanced therapies.

3. Treatment Options

Similar to their screening and follow-up Medicare measures for Ul, the Centers for Medicare and
Medicaid Services also has a MIPS clinical quality measure (#050) regarding a documented care plan
if a diagnosis of Ul is utilized [33]. The Agency for Healthcare Research and Quality (AHRQ) and the
Patient-Centered Outcomes Research Institute (PCORI) published a joint systematic review in 2018
that summarized the evidence-based nonsurgical treatments that can improve, and sometimes cure,
Ul symptoms in older adult women [34].

Regardless of Ul type, first-line management of Ul in women includes education, behavioral
modifications, vaginal estrogen, pelvic floor muscle training, weight management, fluid
management, avoiding bladder irritants, and other lifestyle modifications. Additional treatments
may include oral medications, anti-incontinence devices, neuromodulation, and surgery [13, 22, 31,
32, 35-37].

Providers should follow up with patients in 2 months from treatment initiation to evaluate
symptom improvement [32]. The management of incontinence should be directed by Ul type and
severity, associated level of bother, and patient goals of care [13, 31]. If first-line treatment has
failed for patients experiencing SUI, patients may benefit from a pessary fitting [38]. There are
several pessary shapes and sizes specific to SUI, so fitting should be performed by a trained provider.
For patients experiencing UUI in which first-line treatments were not effective, PCPs can offer a
pharmacotherapy medication (Table 1) and have the patient follow up again in 6 weeks as outlined
in Figure 1. An appropriate medication should be identified for each patient based on their history.
If first-line treatment fails for patients experiencing unspecified incontinence or second-line
treatment fails for patients experiencing SUI or UUI, patients should be referred to urology or
urogynecology.

Table 1 Medications for Management of Urgency Urinary Incontinence.

Medication Starting Dose Maximum Dose
Darifenacin XR (Enablex) 7.5 mg once daily 15 mg once daily
Festerodine (Toviaz) 4 mg once daily 8 mg once daily
Oxybutynin XR (Ditropan XL) 5-10 mg once daily 30 mg once daily
Oxybutynin IR (Ditropan) 5 mg two or three times daily 5 mg four times daily
Oxybutynin transdermal patch (Oxytrol) 1 patch once every 3-4 days Same as starting dose
Tolterodine XR (Detrol LA) 2 mg once daily 4 mg once daily
Tolterodine IR (Detrol) 1 mg twice daily 2 mg twice daily
Solifenacin (Vesicare) 5 mg once daily 10 mg once daily
Trospium XR (Sanctura XR) 60 mg once daily Same as starting dose
Trospium IR (Sanctura) 20 mg once daily 20 mg twice daily
Mirabegron (Myrbetriq) 25 mg once daily 50 mg daily

Vibegron (Gemtesa) 75 mg once daily Same as starting dose
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Early referral to urology or urogynecology should be considered for patients with a history of
prior pelvic radiation or surgery, hematuria, urinary leakage without sensory awareness, recurrent
urinary tract infections (2 or more culture-confirmed symptomatic infections in a 6 month period or
3 or more in 12 months), urinary retention, significant pelvic organ prolapse, or suspected fistula
[22, 32].

3.1 Initial Treatment for Ul

Women with Ul should be counseled that conservative options improve symptoms for most
patients [22, 31, 32, 39]. Initial therapy for Ul may include education about fluid management,
bladder training, the impact of weight and constipation on Ul symptoms, pelvic floor muscle
strengthening, and vaginal estrogen for postmenopausal women [22, 31, 32].

3.1.1 Education

There are several online resources for patient education through the American Urogynecologic
Society (AUGS) (www.voicesforpfd.org) and the International Urogynecological Association (IUGA)
(www.yourpelvicfloor.org). AUGS has printable patient information fact sheets in both English and
Spanish (https://www.voicesforpfd.org/resources/fact-sheets-and-downloads/), including large
print options, and IUGA has patient information leaflets in multiple languages
(https://www.yourpelvicfloor.org/leaflets/) [22]. We recommend the AUGS handouts titled
“Lifestyle and Behavioral Changes”
(https://www.voicesforpfd.org/assets/2/6/LIFESTYLE CHANGES.pdf) and “Pelvic Floor Muscle
Exercises and Bladder Training” (https://www.voicesforpfd.org/assets/2/6/Bladder Training.pdf),
in addition to the IUGA handouts titled “Non-surgical Approaches to Managing Bladder Problems”
(https://www.yourpelvicfloor.org/media/Non-

Surgical Approaches to Managing Bladder Problems V1.pdf) and “Bladder Training”
(https://www.yourpelvicfloor.org/media/Bladder Training RV2.pdf).

3.1.2 Behavioral Modifications

Fluid management can improve Ul symptoms. Patients may be instructed that their goal fluid
intake should be the number of ounces of their weight in kilograms, so a 70 kg woman may be
advised to drink about 70 ounces of fluid daily (including all fluids, not just water). The Institute of
Medicine recommends women over 65 should drink 91 ounces daily but this is likely excessive for
patients with incontinence [40]. Adjusting fluid intake can reduce urinary frequency, urinary
urgency, Ul, and constipation [13, 22, 31]. Importantly, fluid restricting can worsen constipation, so
patients should be counseled about the importance of adequate fluid intake as well as avoiding
excessive fluid intake. Avoiding or reducing potential bladder irritants such as caffeine, carbonated
beverages, alcohol, and artificial sweeteners may also reduce urinary urgency and Ul symptoms [22,
31, 32]. A normal number of voids per day is 6-8, corresponding to a voiding interval of 3-4 hours.
In women who report that they forget to void or do not experience a sensation to void until they
have urgency, setting an alarm to remind them to void every 3 hours can be helpful. In women who
void too frequently, gradually spacing the time between voids can allow the bladder to adapt to

Page 8/16


https://www.voicesforpfd.org/resources/fact-sheets-and-downloads/
https://www.yourpelvicfloor.org/leaflets/
https://www.voicesforpfd.org/assets/2/6/LIFESTYLE_CHANGES.pdf
https://www.voicesforpfd.org/assets/2/6/Bladder_Training.pdf
https://www.yourpelvicfloor.org/media/Non-Surgical_Approaches_to_Managing_Bladder_Problems_V1.pdf
https://www.yourpelvicfloor.org/media/Non-Surgical_Approaches_to_Managing_Bladder_Problems_V1.pdf
https://www.yourpelvicfloor.org/media/Bladder_Training_RV2.pdf

OBM Geriatrics 2023; 7(4), doi:10.21926/obm.geriatr.2304252

holding more urine. Urge suppression and mental diversion techniques are helpful strategies for
these behavioral modifications [22, 31].

3.1.3 Pelvic Floor Muscle Exercises

Pelvic floor muscle training improves Ul and can be done with or without a referral to a nurse,
physical therapist, or occupational therapist with pelvic floor expertise. There are various at-home
pelvic health systems that utilize intravaginal devices to strengthen the pelvic floor. If high pelvic
floor muscle tone or inability to contract the pelvic floor muscles is detected on physical exam,
patients should be referred for supervised pelvic floor muscle training. Supervised pelvic floor
muscle training allows for the assessment and conditioning of larger muscle groups that contribute
to pelvic floor muscle function as well as adjunct biofeedback, which provides visual cues to help
patients learn to contract, relax, and coordinate muscles [22, 31, 32, 36, 41].

3.1.4 Weight Management

Among patients who are overweight or obese, even modest weight loss is associated with
improvements in Ul symptoms. In one weight loss intervention study, women in the intervention
group had a mean weight loss of 8.0% (7.8 kg) and at 6 months, the mean weekly number of
incontinence episodes decreased by 47% in the intervention group, as compared to the control
group with a mean weight loss of 1.6% (1.5 kg) and mean weekly number of incontinence episodes
that decreased by 28% (p = 0.01) [31, 35].

3.1.5 Vaginal Estrogen Therapy

Estrogen deprivation coupled with aging can weaken the pelvic floor muscles, ligaments and
tissues, which can lead to decreased support of the urethra [42]. There are estrogen receptors in
the vagina, urethra, and bladder. During menopause and beyond, estrogen deprivation leads to
decreased blood flow to these tissues, which may manifest as symptoms of vaginal dryness, urinary
urgency, and incontinence. Local vaginal estrogen therapy does not have the same risks as systemic
hormone therapy and should be considered for patients with these symptoms (Figure 1) [32].
Formulations include cream or tablet for which the recommended dose can be placed nightly for
two weeks followed by twice weekly maintenance dosing, or a vaginal ring formulation that is
removed and replaced with a new ring every 90 days [43].

3.1.6 Functional Urinary Incontinence

The physical or cognitive conditions that prevent a person from accessing the toilet are vast, and
as such, the best strategies are individualized and aimed at optimizing the environment. Such
strategies include: timed voiding every 2-3 hours, toileting aids, wearing easy-to-remove clothing,
removing pathway clutter, ensuring good lighting, providing assistance or mobility aids, monitoring
for cues to use the toilet (e.g., pulling at clothing or restlessness), or providing a bedside commode,
especially during sleeping hours [2, 22].
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3.1.7 Incontinence Care Products

Patients who use incontinence supplies to contain their urine leakage may be eligible to receive
coverage by their insurance for products or may be able to use their Health Savings Account (HSA)
or Flexible Spending Account (FSA) [8, 44]. Generally, individuals insured by Medicaid are eligible to
receive coverage for their incontinence supplies, if the supplies are deemed medically necessary,
while the majority of individuals who are insured by Medicare or private insurance companies do
not receive coverage [45, 46]. However, even if an individual’s insurance company does not provide
coverage for incontinence products, patients may still be able to utilize their HSA or FSA [8]. Due to
the high cost of incontinence products, informing patients about how they may be able to receive
coverage can alleviate part of the cost-burden incontinence has on patients.

3.2 Additional Treatment for Urgency Urinary Incontinence
3.2.1 Oral Medications

If conservative management is not satisfactory for UUI symptom management, then women
should be offered a trial of medication to improve symptoms (Table 1) [22]. The combination of
behavioral therapy and medication is superior to medication alone for improvement in and cure of
UUI [42]. While medications for UUI modestly decrease incontinence episodes by 30-60% per day
(0.3-1.2 episodes), they should be used with caution in older adults [22, 47]. Anticholinergic
medications competitively inhibit acetylcholine at postganglionic muscarinic receptors, resulting in
smooth muscle relaxation in the bladder (and other organs) [48]. Common side effects include dry
eyes, dry mouth, constipation, urinary retention, dizziness, and blurry vision [22, 31, 49]. Long-term
cumulative anticholinergic use is correlated with an increased risk of all-cause dementia and
Alzheimer’s disease, and prescribers should be comfortable counseling about these side effects [22,
31].

Beta 3 adrenergic agonists, like Mirabegron or Vibegron, act by promoting bladder muscle
relaxation and are presumed to be safer in patients at risk for or with existing cognitive impairment.
Side effects of beta-adrenergic agonists can include hypertension, urinary tract infection,
nasopharyngitis, urinary retention, and constipation, which are often mild [50]. Mirabegron has
been associated with a mild increase in blood pressure and blood pressure should be monitored
while using this medication; Vibegron does not have this association. Mirabegron use is
contraindicated in patients with uncontrolled hypertension.

If a patient reports symptoms of incomplete bladder emptying or has symptoms that appear to
be worsening rather than improving, post-void residual should be assessed using catheterization or
an ultrasound bladder scanner to exclude urinary retention [22, 31]. If a patient does not experience
bothersome side effects and has inadequate subjective or objective improvement in symptoms, the
dose should be increased until the maximum dose is achieved. If patients do not achieve significant
improvement in symptoms after 12 weeks of the maximum dose of the medication, it should be
discontinued [22].
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3.2.2 Advanced Therapies for Urgency Urinary Incontinence

If UUI symptoms are not controlled to patients’ satisfaction with medications, then women can
be referred to urology (https://www.urologyhealth.org/find-a-urologist/) or urogynecology
(https://www.voicesforpfd.org/find-a-provider/) specialists, who may offer advanced therapies
such as percutaneous tibial nerve stimulation, intradetrusor injection of onabotulinum toxin A, or
sacral neuromodulation [22, 31, 32].

3.3 Additional Treatment for Stress Urinary Incontinence

If conservative management is not satisfactory for SUl symptom management, then women can
be referred to urology or urogynecology specialists for counseling about anti-incontinence devices,
such as pessaries, or for anti-incontinence surgical procedures [22].

3.3.1 Intravaginal Devices

An incontinence pessary is a medical-grade silicone-based intravaginal device that supports the
anterior vaginal wall and bladder neck. There are several shapes and sizes specific to SUI, so fitting
is performed by a trained provider, and a reusable device is dispensed to the patient following
successful fitting. Pessaries may be inserted and removed by the patient independently or may be
left in place and managed with assistance from a healthcare provider every 3-6 months. Common
side effects include vaginal discharge, spotting, or breaches in the vaginal epithelium, for which
treatment with vaginal estrogen is often initiated. Though rare, pessaries left in place for extended
periods of time have been associated with fistula development, so it is important to confirm that a
patient using a pessary has a management plan with the fitting provider [51, 52].

Whereas incontinence pessaries have been studied extensively, there are newer intravaginal
devices that are marketed directly to consumers, and patients may also try these products. Like
incontinence pessaries, the goal of these intravaginal devices is to provide support under the
bladder neck and urethra [53]. Examples of direct-to-consumer options are disposable intravaginal
devices that help prevent bladder leaks, such as Poise Impressa or Revive [54, 55]. Uresta is a
reusable intravaginal device for patients to self-manage their symptoms. Uresta can be prescribed
by a healthcare provider without the need to do in-office fittings and can then be dispensed to the
patient directly via HealthWarehouse.com (https://www.healthwarehouse.com) [56].

3.3.2 Surgical and Office-Based Procedures

Procedures to treat SUI are broadly categorized into slings and urethral bulking procedures.
Urethral bulking procedures are less effective but also have lower associated risks. Thus, they are
an excellent option for medically frail patients with bothersome SUI. Slings may utilize synthetic or
biological material. Mid-urethral slings utilizing permanent mesh are the best-studied incontinence
surgeries in history and studies of these procedures consistently show high levels of success and
patient satisfaction. These mesh-based mid-urethral sling procedures are approved by the US Food
and Drug Administration (FDA) and have very low rates of mesh complications [57].
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4. Conclusion

With increasing pressures and time constraints facing primary care providers, it is daunting to
consider adding yet another condition for which to screen to the list. In recognition of this challenge,
in 2022 AHRQ awarded $15 million to 5 research sites across the US to generate evidence about
how to best support primary care practices to implement screening and treatment for urinary
incontinence in adult women through a mechanism called EvidenceNOW: Managing Urinary
Incontinence [58]. Later in 2022, PCORI awarded $2.5 million to support the dissemination and
implementation of nonsurgical management of Ul in women 60 years and over [59, 60],
underscoring recognition by multiple federal agencies that Ul is an increasing health threat as our
population ages.

The prevalence of Ul in US women 65 years and older is greater than 80%, corresponding to more
than 24 million US women. Despite this high prevalence and associated negative impact on quality
of life and well-being, Ul is infrequently addressed. Considering the immense burden of this disease,
the evaluation and initial management of Ul is not only within the scope of practice of PCPs, but is
imperative.

Author Contributions

Dr. UP and Ms. MM wrote the draft of the manuscript. Dr. JN and Dr. HB were responsible for
final editing of the manuscript.

Competing Interests

HB receives royalties from Wolters-Kluwer, Inc and Springer, Inc for publications she has
authored. HB is a consultant for Grand Rounds, Inc. The other authors have no disclosures.

References

1. Haylen BT, de Ridder D, Freeman RM, Swift SE, Berghmans B, Lee J, et al. An International
Urogynecological Association (IUGA)/International Continence Society (ICS) joint report on the
terminology for female pelvic floor dysfunction. Int Urogynecol J. 2010; 21: 5-26.

2. Continence Foundation of Australia. Urinary incontinence—Disability associated urinary
incontinence [Internet]. Silverwater, NSW: Continence Foundation of Australia; 2022. Available
from: https://www.continence.org.au/types-incontinence/urinary-
incontinence/functional-incontinence.

3. Patel UJ, Godecker AL, Giles DL, Brown HW. Updated prevalence of urinary incontinence in
women: 2015-2018 national population-based survey data. Female Pelvic Med Reconstr Surg.
2022; 28:181-187.

4. Anger JT, Saigal CS, Litwin MS, Urologic Diseases of America Project. The prevalence of urinary
incontinence among community dwelling adult women: Results from the National Health and
Nutrition Examination Survey. J Urol. 2006; 175: 601-604.

5. Lee UJ, Feinstein L, Ward JB, Kirkali Z, Martinez-Miller EE, Matlaga BR, et al. Prevalence of
urinary incontinence among a nationally representative sample of women, 2005-2016: Findings
from the urologic diseases in America project. J Urol. 2021; 205: 1718-1724.

Page 12/16


https://www.continence.org.au/types-incontinence/urinary-incontinence/functional-incontinence
https://www.continence.org.au/types-incontinence/urinary-incontinence/functional-incontinence

OBM Geriatrics 2023; 7(4), doi:10.21926/obm.geriatr.2304252

6.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Dooley Y, Kenton K, Cao G, Luke A, Durazo-Arvizu R, Kramer H, et al. Urinary incontinence
prevalence: Results from the National Health and Nutrition Examination Survey. J Urol. 2008;
179: 656-661.

Subak LL, Brown JS, Kraus SR, Brubaker L, Lin F, Richter HE, et al. The “costs” of urinary
incontinence for women. Obstet Gynecol. 2006; 107: 908-916.

Decker T. How to get incontinence products with an FSA or HSA account [Internet]. Home Care
Delivered, Inc. Available from: https://www.hcd.com/need-medical-supplies/fsa-or-hsa-
incontinence-products/.

Al-Mukhtar Othman J, Akervall S, Milsom I, Gyhagen M. Urinary incontinence in nulliparous
women aged 25-64 years: A national survey. Am J Obstet Gynecol. 2017; 216: 149.e1-149.e11.
Okeahialam NA, Thakar R, llczyszyn A, Sultan AH. Anal and urinary incontinence in nulliparous
women - Prevalence and associated risk factors. Post Reprod Health. 2021; 27: 89-97.

Inouye SK, Studenski S, Tinetti ME, Kuchel GA. Geriatric syndromes: Clinical, research, and
policy implications of a core geriatric concept. J Am Geriatr Soc. 2007; 55: 780-791.
Parker-Autry C, Neiberg RH, Leng |, Colombo L, Kuchel GA, Kritchevsky SB. The geriatric
incontinence syndrome: Characterizing geriatric incontinence in older women. J Am Geriatr Soc.
2021; 69: 3225-3231.

Committee on Practice Bulletins—Gynecology and the American Urogynecologic Society. ACOG
practice bulletin No. 155: Urinary incontinence in women. Obstet Gynecol. 2015; 126: e66-e81.
Harris SS, Link CL, Tennstedt SL, Kusek JW, McKinlay JB. Care seeking and treatment for urinary
incontinence in a diverse population. J Urol. 2007; 177: 680-684.

Morrill M, Lukacz ES, Lawrence JM, Nager CW, Contreras R, Luber KM. Seeking healthcare for
pelvic floor disorders: A population-based study. Am J Obstet Gynecol. 2007; 197: 86.e1-86.€6.
Minassian VA, Yan X, Lichtenfeld MJ, Sun H, Stewart WF. The iceberg of health care utilization
in women with urinary incontinence. Int Urogynecol J. 2012; 23: 1087-1093.

Duralde ER, Walter LC, Van Den Eeden SK, Nakagawa S, Subak LL, Brown JS, et al. Bridging the
gap: Determinants of undiagnosed or untreated urinary incontinence in women. Am J Obstet
Gynecol. 2016; 214: 266.e1-266.e9.

Erekson E, Hagan KA, Austin A, Carmichael D, Minassian VA, Grodstein F, et al. OQutpatient
evaluation and management visits for urinary incontinence in older women. J Urol. 2019; 202:
333-338.

Filipetto FA, Fulda KG, Holthusen AE, McKeithen TM, McFadden P. The patient perspective on
overactive bladder: A mixed-methods needs assessment. BMC Fam Pract. 2014; 15: 96.

Brown HW, Guan W, Schmuhl NB, Smith PD, Whitehead WE, Rogers RG. If we don't ask, they
won't tell: Screening for urinary and fecal incontinence by primary care providers. J Am Board
Fam Med. 2018; 31: 774-782.

Women's Preventive Services Initiative. Recommendations for well-woman care [Internet].
Washington, DC: Women's Preventive Services Initiative; 2022. Available from:
https://www.womenspreventivehealth.org/wp-

content/uploads/FINAL WPSI ClinicalSummaryTables 2022.pdf.

Brown HW, Parker-Autry C, Sergeant AL. Bladder and bowel continence in older women. In:
Challenges in older women’s health: A guide for clinicians. Cham: Springer International
Publishing; 2021. pp. 163-183.

Page 13/16


https://www.hcd.com/need-medical-supplies/fsa-or-hsa-incontinence-products/
https://www.hcd.com/need-medical-supplies/fsa-or-hsa-incontinence-products/
https://www.womenspreventivehealth.org/wp-content/uploads/FINAL_WPSI_ClinicalSummaryTables_2022.pdf
https://www.womenspreventivehealth.org/wp-content/uploads/FINAL_WPSI_ClinicalSummaryTables_2022.pdf

OBM Geriatrics 2023; 7(4), doi:10.21926/obm.geriatr.2304252

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

The Quality Payment Program. Quality ID #50: Urinary incontinence: Plan of care for urinary
incontinence in women aged 65 years and older [Internet]. Baltimore, MD: The Quality Payment
Program; 2019. Available from:

https://app.cms.gov/docs/QPP quality measure specifications/Claims-Registry-
Measures/2019 Measure 050 MedicarePartBClaims.pdf.

The Quality Payment Program. Quality ID #48: Urinary incontinence: Assessment of presence
or absence of urinary incontinence in women aged 65 years and older [Internet]. Baltimore,
MD: The Quality Payment Program; 2022. Available from:
https://qpp.cms.gov/docs/QPP_quality measure specifications/CQM-

Measures/2022 Measure 048 MIPSCQM.pdf.

National Committee for Quality Assurance. Management of urinary incontinence in older adults
(MUI) [Internet]. Washington, DC: National Committee for Quality Assurance; 2022. Available
from: https://www.ncga.org/hedis/measures/management-of-urinary-incontinence-in-older-
adults/.

Health Services Advisory Group. Health Outcomes Survey (HOS) and medicare star ratings
[Internet]. Phoenix, AZ: Health Services Advisory Group; 2022. Available from:
https://www.hosonline.org/en/hos-and-the-star-ratings/.

National Committee for Quality Assurance. HEDIS measure descriptions [Internet]. Washington,
DC: National Committee for Quality Assurance; 2022. Available from:
https://www.ncga.org/wp-content/uploads/2021/12/HEDIS-MY-2022-Measure-
Descriptions.pdf.

Khan MJ, Omar MA, Laniado M. Diagnostic agreement of the 3 incontinence questionnaire to
video-urodynamics findings in women with urinary incontinence: Department of Urology,
Frimley Health NHS Foundation Trust Wexham Park Hospital Slough, Berkshire, United Kingdom.
Cent European J Urol. 2018; 71: 84-91.

Hall SA, Yang M, Gates MA, Steers WD, Tennstedt SL, McKinlay JB. Associations of commonly
used medications with urinary incontinence in a community based sample. J Urol. 2012; 188:
183-189.

Finkelstein MM. Medical conditions, medications, and urinary incontinence. Analysis of a
population-based survey. Can Fam Physician. 2002; 48: 96-101.

Handler SJ, Rosenman AE. Urinary incontinence: Evaluation and management. Clin Obstet
Gynecol. 2019; 62: 700-711.

Abrams P, Andersson KE, Apostolidis A, Birder L, Bliss D, Brubaker L, et al. Recommendations of
the International Scientific Committee: Evaluation and treatment of urinary incontinence,
pelvic organ prolapse and faecal incontinence. Neurourol Urodyn. 2018; 37: 2271-2272.

The Quality Payment Program. Quality ID #50: Urinary incontinence: Plan of care for urinary
incontinence in women aged 65 years and older [Internet]. Baltimore, MD: Quality Payment
Program; 2022. Available from:

https://app.cms.gov/docs/QPP quality measure specifications/CQM-

Measures/2022 Measure 050 MIPSCQM.pdf.

Balk E, Adam GP, Kimmel H, Rofeberg V, Saeed |, Jeppson P, et al. Nonsurgical Treatments for
Urinary Incontinence in Women: A systematic review update. Rockville, MD: Agency for
Healthcare Research and Quality (US); 2018; No. 18-EHC016-EF.

Page 14/16


https://qpp.cms.gov/docs/QPP_quality_measure_specifications/Claims-Registry-Measures/2019_Measure_050_MedicarePartBClaims.pdf
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/Claims-Registry-Measures/2019_Measure_050_MedicarePartBClaims.pdf
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2022_Measure_048_MIPSCQM.pdf
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2022_Measure_048_MIPSCQM.pdf
https://www.ncqa.org/hedis/measures/management-of-urinary-incontinence-in-older-adults/
https://www.ncqa.org/hedis/measures/management-of-urinary-incontinence-in-older-adults/
https://www.hosonline.org/en/hos-and-the-star-ratings/
https://www.ncqa.org/wp-content/uploads/2021/12/HEDIS-MY-2022-Measure-Descriptions.pdf
https://www.ncqa.org/wp-content/uploads/2021/12/HEDIS-MY-2022-Measure-Descriptions.pdf
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2022_Measure_050_MIPSCQM.pdf
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2022_Measure_050_MIPSCQM.pdf

OBM Geriatrics 2023; 7(4), doi:10.21926/obm.geriatr.2304252

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

Subak LL, Wing R, West DS, Franklin F, Vittinghoff E, Creasman JM, et al. Weight loss to treat
urinary incontinence in overweight and obese women. N Engl J Med. 2009; 360: 481-490.
Huang AJ. Nonsurgical treatments for urinary incontinence in women: Summary of primary
findings and conclusions. JAMA Intern Med. 2013; 173: 1463-1464.

Barber MD, Walters MD, Karram MM, Bradley C. Walters & Karram urogynecology and
reconstructive pelvic surgery. 5th ed. Philadelphia, PA: Elsevier Health Sciences; 2022.

Klein J, Stoddard M, Rardin C, Menefee S, Sedrakyan A, Sansone S, et al. The role of pessaries
in the treatment of women with stress urinary incontinence: A systematic review and meta-
analysis. Female Pelvic Med Reconstr Surg. 2022; 28: e171-e178.

American College of Obstetricians and Gynecologists. Evaluation of uncomplicated stress
urinary incontinence in women before surgical treatment. Committee Opinion No. 603. Obstet
Gynecol. 2014; 123: 1403-1407.

Institute of Medicine (U.S.)—Panel on Dietary Reference Intakes for Electrolytes and Water.
Dietary reference intakes for water, potassium, sodium, chloride, and sulfate. Washington, DC:
The National Academies Press; 2005. 638p.

International Urogynecological Association. Non-surgical approaches to managing bladder
problems [Internet]. Burnsville, MN: International Urogynecological Association. Available from:
https://www.yourpelvicfloor.org/media/Non-

Surgical Approaches to Managing Bladder Problems V1.pdf.

Balk EM, Rofeberg VN, Adam GP, Kimmel HJ, Trikalinos TA, Jeppson PC. Pharmacologic and
nonpharmacologic treatments for urinary incontinence in women: A systematic review and
network meta-analysis of clinical outcomes. Ann Intern Med. 2019; 170: 465-479.

Bachmann G, Pinkerton JV. Genitourinary syndrome of menopause (vulvovaginal atrophy):
Treatment [Internet]. Waltham, MA: UpToDate; 2022 [cited date 2022 Dec]. Available from:
https://www.uptodate.com/contents/genitourinary-syndrome-of-menopause-vulvovaginal-
atrophy-

treatment?search=vaginal%20estrogen&source=search result&selectedTitle=1~143&usage t
ype=default&display rank=1.

HSA Store. Incontinence supplies: HSA eligibility [Internet]. Dallas, TX: HSA Store; 2021.
Available from: https://hsastore.com/hsa-eligibility-list/i/incontinence-supplies.

National Association for Continence. Incontinence products & insurance [Internet]. Charleston,
SC: National Association for Continence; 2022. Available from: https://nafc.org/insurance-
coverage-incontinence-products/.

Medicare.gov. Incontinence supplies & adult diapers [Internet]. Baltimore, MD: Medicare.gov.
Available from: https://www.medicare.gov/coverage/incontinence-supplies-adult-diapers.
Samuelsson E, Odeberg J, Stenzelius K, Molander U, Hammarstrom M, Franzen K, et al. Effect
of pharmacological treatment for urinary incontinence in the elderly and frail elderly: A
systematic review. Geriatr Gerontol Int. 2015; 15: 521-534.

Dwyer J, Tafuri SM, LaGrange CA. Oxybutynin. In: StatPearls [Internet]. Treasure Island, FL:
StatPearls Publishing LLC.; 2023.

Cipullo LM, Zullo F, Cosimato C, Di Spiezio Sardo A, Troisi J, Guida M. Pharmacological treatment
of urinary incontinence. Female Pelvic Med Reconstr Surg. 2014; 20: 185-202.

Dawood O, El-Zawahry A. Mirabegron. In: StatPearls [Internet]. Treasure Island, FL: StatPearls
Publishing LLC.; 2023.

Page 15/16


https://www.yourpelvicfloor.org/media/Non-Surgical_Approaches_to_Managing_Bladder_Problems_V1.pdf
https://www.yourpelvicfloor.org/media/Non-Surgical_Approaches_to_Managing_Bladder_Problems_V1.pdf
https://www.uptodate.com/contents/genitourinary-syndrome-of-menopause-vulvovaginal-atrophy-treatment?search=vaginal%20estrogen&source=search_result&selectedTitle=1~143&usage_type=default&display_rank=1
https://www.uptodate.com/contents/genitourinary-syndrome-of-menopause-vulvovaginal-atrophy-treatment?search=vaginal%20estrogen&source=search_result&selectedTitle=1~143&usage_type=default&display_rank=1
https://www.uptodate.com/contents/genitourinary-syndrome-of-menopause-vulvovaginal-atrophy-treatment?search=vaginal%20estrogen&source=search_result&selectedTitle=1~143&usage_type=default&display_rank=1
https://www.uptodate.com/contents/genitourinary-syndrome-of-menopause-vulvovaginal-atrophy-treatment?search=vaginal%20estrogen&source=search_result&selectedTitle=1~143&usage_type=default&display_rank=1
https://hsastore.com/hsa-eligibility-list/i/incontinence-supplies
https://nafc.org/insurance-coverage-incontinence-products/
https://nafc.org/insurance-coverage-incontinence-products/
https://www.medicare.gov/coverage/incontinence-supplies-adult-diapers

OBM Geriatrics 2023; 7(4), doi:10.21926/obm.geriatr.2304252

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

Hooper GL, Atnip S, O'Dell K. Optimal pessary care: A modified delphi consensus study. J
Midwifery Womens Health. 2017; 62: 452-462.

Mellen C. Use of vaginal pessary in geriatric women. Silver Spring, MD: American
Urogynecologic Society; 2018. Available from:
https://augs.confex.com/augs/2018/mediafile/Handout/Paper1975/Geriatric%20Pessary%20
10%20.10.18%20updateMellen.pdf.

Voices for Pelvic Floor Disorders. Stress urinary incontinence [Internet]. Silver Spring, MD:
American Urogynecologic Society; 2016. Available from:
https://www.voicesforpfd.org/assets/2/6/SUl Large Print.pdf.

Poise. Hello Impressa® [Internet]. Neenah, WI: The Poise® Brand Kimberly-Clark Corporation;
2023. Available from: https://www.poise.com/en-us/products/impressa/introduction.

Revive. Revive reusable bladder support [Internet]. Pittsburgh, PA: Ovala, Inc.; 2023. Available
from: https://userevive.com/products/revive-reusable-bladder-
support?gclid=CjoKCQjwk7ugBhDIARIsAGuvgPbv3FpJFslyDB9zB6bHPDTKxyAG4QeYcTgx5iBsA
g Hk8 aHuOVxGUaAtu-EALw wcB.

Minerva Health Solutions Inc. Bladder support starter kit by Uresta [Internet]. Cincinnati, OH:
Minerva Health Solutions Inc.; 2023. Available from:
https://minervahealthinc.com/products/bladder-support-starter-kit-by-uresta.

Voices for Pelvic Floor Disorders. Mid-urethral sling for stress urinary incontinence [Internet].
Silver Spring, MD: American Urogynecologyic Society; 2016. Available from:
https://www.voicesforpfd.org/assets/2/6/Mid-urethral Sling.pdf.

Agency for Healthcare Research and Quality. EvidenceNOW: Managing urinary incontinence
[Internet]. Rockville, MD: Agency for Healthcare Research and Quality; 2022. Available from:
https://www.ahrg.gov/evidencenow/projects/urinary/index.htmil.

Patient-Centered Outcomes Research Institute. Implementation of findings from PCORI's major
research investments -- Cycle 2 2021 [Internet]. Washington, DC: Patient-Centered Outcomes
Research Institute; 2021. Available from: https://www.pcori.org/funding-
opportunities/announcement/implementation-findings-pcori-major-research-investments-
cycle-2-2021.

Patient-Centered Outcomes Research Institute. Implementation strategies to enhance use of
conservative management of urinary incontinence in women [Internet]. Washington, DC:
Patient-Centered Outcomes Research Institute; 2022. Available from:
https://www.pcori.org/research-results/2022/implementation-strategies-enhance-use-
conservative-management-urinary-incontinence-women.

Page 16/16


https://augs.confex.com/augs/2018/mediafile/Handout/Paper1975/Geriatric%20Pessary%2010%20.10.18%20updateMellen.pdf
https://augs.confex.com/augs/2018/mediafile/Handout/Paper1975/Geriatric%20Pessary%2010%20.10.18%20updateMellen.pdf
https://www.voicesforpfd.org/assets/2/6/SUI_Large_Print.pdf
https://www.poise.com/en-us/products/impressa/introduction
https://userevive.com/products/revive-reusable-bladder-support?gclid=Cj0KCQjwk7ugBhDIARIsAGuvgPbv3FpJFsIyDB9zB6bHPDTKxyAG4QeYcTgx5jBsAq_Hk8_aHu0VxGUaAtu-EALw_wcB
https://userevive.com/products/revive-reusable-bladder-support?gclid=Cj0KCQjwk7ugBhDIARIsAGuvgPbv3FpJFsIyDB9zB6bHPDTKxyAG4QeYcTgx5jBsAq_Hk8_aHu0VxGUaAtu-EALw_wcB
https://userevive.com/products/revive-reusable-bladder-support?gclid=Cj0KCQjwk7ugBhDIARIsAGuvgPbv3FpJFsIyDB9zB6bHPDTKxyAG4QeYcTgx5jBsAq_Hk8_aHu0VxGUaAtu-EALw_wcB
https://minervahealthinc.com/products/bladder-support-starter-kit-by-uresta
https://www.voicesforpfd.org/assets/2/6/Mid-urethral_Sling.pdf
https://www.ahrq.gov/evidencenow/projects/urinary/index.html
https://www.pcori.org/funding-opportunities/announcement/implementation-findings-pcori-major-research-investments-cycle-2-2021
https://www.pcori.org/funding-opportunities/announcement/implementation-findings-pcori-major-research-investments-cycle-2-2021
https://www.pcori.org/funding-opportunities/announcement/implementation-findings-pcori-major-research-investments-cycle-2-2021
https://www.pcori.org/research-results/2022/implementation-strategies-enhance-use-conservative-management-urinary-incontinence-women
https://www.pcori.org/research-results/2022/implementation-strategies-enhance-use-conservative-management-urinary-incontinence-women

