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PRACTICE POINT - New Treatment available

for detrusor overactivity

Vesica is please to announce the release in Australia of Solfenacin
(Vesicare). This drug has become available by private prescription

only. Plans are afoot to include this drug on the PBS.

The drug is an excellent alternative to patients who are unable to

tolerate Ditropan due to anticholinergic side effects.

Numerous studies have shown that Vesicare is an effective therapy for
overactive bladder and results in statistically significant improvement

of irritative bladder symptoms.

Side effects of therapy include dry mouth, constipation, nausea and
dyspepsia. The initial reports suggest that side effects are less common
than with other agents, although the results of further studies are

awaited.

Starting dose is 5mg Vesicare once daily. If needed, the dose may be

increased to a maximum of 10 mg per day.

At this time the availability of Vesicare has increased the therapeutic
armamentarium of doctors looking after women with detrusor

overactivity.

Urinary incontinence following prolapse surgery

The development or persistence of urinary incontinence following
surgery for urogenital prolapse remains a problem for gynaecologists
and patients, with a risk in recent publications of between 11% and
28%."? Even an appropriately counselled patient who has had skilled
surgery, will regard the original procedure as unsuccessful if they
subsequently develop urinary incontinence which was not a pre-
existing problem for them. It is therefore important to try to identify

the women who are at risk and consider possible preventive measures.

Masked stress incontinence represents true incontinence which
has not been apparent to the patient because of the protective role of
the prolapse in maintaining continence by outflow obstruction of the
lower urinary tract. This condition will not usually be revealed from
the patient’s history alone but should be identified following
appropriate clinical or urodynamic assessment. The two main
mechanisms for producing ‘masked incontinence” are urethral
compression and kinking of the urethra. Urethral compression is
usually due to a large posterior compartment prolapse whereas
urethral kinking is usually secondary to anterior vaginal wall prolapse

or uterine descent.

The possibility of masked urinary incontinence should be considered

in any woman with considerable uterovaginal prolapse, particularly

where surgical management is being planned. Occasionally patients
will give a history of urinary stress incontinence in the past which
improved or resolved as their prolapse worsened. This is highly
suggestive of the condition. However, the diagnosis can only be made
at clinical or urodynamic assessment when urinary leakage is observed
with raised intra-abdominal pressure and following reduction of the
prolapse. It is important to know whether or not the patient’s bladder
is full prior to assessment as examination with an empty bladder is
unhelpful. Reduction of the prolapse can be achieved by using a
speculum blade to reduce anterior or posterior wall descent. Uterine
prolapse can be reduced digitally or with the aid of forceps. The
patient is then asked to cough or strain. It is important to realise that
these examination techniques cannot always replicate the anatomical
correction produced by surgery. False positives may also occur in the
pre-operative assessment if over correction of the prolapse is
achieved. Another option is the use of a ring pessary to reduce the
prolapse prior to assessment for stress incontinence. The patient can
use the pessary for several days to screen for masked incontinence
during her normal daily life. A recent study reported a rate of 21% of
unmasked incontinence at two months following pessary placement in
a group of women.’ The authors feel that urodynamic assessment
should be considered prior to surgery in women with significant
uterovaginal prolapse in order to try to best clarify the presence or
absence of masked incontinence. Ultrasound may also be useful in the

pre-operative evaluation of urethral/bladder neck support.

Educational brochures and referrals may also be downloaded from our website www.urodynamic.com.au
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There continues to be debate regarding the appropriate management
of masked stress incontinence. However, if urinary stress incontinence
and prolapse are both known to be present, then most consider it
important to treat both conditions at the same time. A recent study by
Liang et al* revealed that 65% of patients with a positive pre-operative
pessary test, who were not offered a primary continence procedure,
developed incontinence after their prolapse surgery. In general, if
there is no urinary leakage demonstrated pre-operatively following
reduction of the prolapse, there would seem to be no reason to carry
out a continence procedure, as the risk of urinary incontinence
following surgery in this situation is very small. Some pelvic floor
surgeons who operate with patients under regional anaesthesia employ
a cough test at the end of the prolapse procedure to try to determine
whether a concomitant continence procedure is necessary.” However,
the reliability of the cough test during pelvic floor surgery is
controversial. With regard to which continence procedure is
appropriate, there are a variety of options. The authors would

generally recommend one of the minimally invasive suburethral sling

procedures (either retropubic or transobturator). These have good

efficacy with low morbidity.

Certainly the possibility of masked urinary incontinence should be

discussed with patients who are considering surgery for symptomatic
uterovaginal prolapse. This condition should be sought by appropriate
clinical and urodynamic assessment and then the management options

should be discussed with the patient.
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Vaginal and Urethral Devices for Female

Urinary Incontinence

Urinary incontinence is an embarrassing and socially isolating
problem, that may be experienced by as many as one in three women.
Women tend to believe that weakening of the pelvic floor muscles and
the resulting urinary leakage is a normal function of having had
children and getting older, and manage occasional leakage with
sanitary pads initially. If leakage occurs during exercise or exertion,
women tend to give up exercise or strenuous activities rather than
consulting someone about the problem. The management options

for women who suffer from stress urinary incontinence, urge
incontinence or a combination of the two problems mainly consist

of pelvic floor muscle exercises and bladder training, or through

surgical procedures.

If conservative management proves unsuccessful, or for those women
who do not want or are not suitable for surgery, there are few options
available at present. Pharmacies tend to recommend pads for women
who seek advice about urinary incontinence. There are devices
available to exercise and strengthen the pelvic floor muscles, but
devices to prevent urinary leakage are not discussed or advertised.
There have been urethral and vaginal devices developed over the past

20 years, but very few are being regularly or widely used.'

These are devices that are inserted into the vagina to support the

anterior vaginal wall and urethra.

Tampons

These may be of benefit for some women, especially if stress
incontinence is mild and only induced by exercise. They push on the
vaginal wall and support the bladder neck. If a larger size is used it
may slightly compress the urethra to obstruct leakage. However,
tampons can only be worn for a short period of time and information
to the women regarding toxic shock syndrome is important. It may be
helpful to coat the tampon with KY Jelly to make the fibres less

absorbent.

Ring Pessaries
These are fitted for vaginal prolapse and can sometimes give relief
from urinary leakage in some women, although in others they may

have the opposite effect

Contrelle Activguard

This product is manufactured and supplied by Codan. It is available in
Australia through REM Systems based in North Ryde NSW. It is made
from soft moulded foam plastic, comes in three different sizes, and is
inserted into the vagina with an applicator. It is important to saturate
the device with tap water prior to insertion to prevent absorption of
the vaginal mucus. Placed correctly, it supports the bladder neck to
prevent urinary leakage. The documentation from REM Systems
claims that two clinical trials conducted with Contrelle Activgard; one
in Denmark and the other in Sweden, both showed a reduction in

frequency and volume of leakage, with 35% of women claiming total

Educational brochures and referrals may also be downloaded from our website www.urodynamic.com.au




The Contrelle Activgard System

Small, Medium and Large Contiform Devices

The Introl Device

The FemAssist Device’

continence while using the device. The device may be worn for up to
16 hours a day’ however, this device is single use only and the cost per
device is $4.10.

Contiform

Developed by an Australian Gynaecologist and made of “Santoprene, a
medical-grade, non-allergenic thermoplastic rubber. It is shaped like a
hollow tampon”, with the front arch sitting underneath the urethra
creating support for the bladder neck. It comes in three sizes; small,
medium and large. It is simple to use and once fitted can be used for
approximately thirty days, until the Santoprene material starts to
crack. It should be removed once in each 24-hour period for cleaning,
Its primary benefit is for active women who suffer from stress
incontinence. Research has shown a reduction of urinary loss in up to
85% of women.' This device is not suitable for women with
uterovaginal prolapse, who are unable to retain a tampon. Marketing
and distribution of the Contiform device has been taken over by Mr. V.

Rimmer who is currently awaiting final approval from the Therapeutic

Goods Administration (TGA) before the Contiform device becomes
widely available. It will be available to order on line or by telephone.

The web site for information and orders is www.contiform.com.

Introl Bladder Neck Support Prosthesis

Developed by the same gynaecologist, the Introl device is suitable for
women with uterovaginal prolapse, unlike the Contiform device. It
has been successful in reducing leakage in women with a combination
of detrusor instability and urethral incompetence, a group that are
difficult to manage. It is a Silastic device worn for up to 4 months
continuously, then sterilised and re-inserted. It has been claimed that
it may provide continence in up to 86% of patients with stress
incontinence. It is similar to a ring pessary with two anterior prongs
that sit behind the pubic symphysis.” It comes in 24 different diameter
sizes, with varying prong lengths in each size; therefore efficacy
depends on accurate sizing of the device. A medical practitioner or

trained continence advisor must carry out sizing and initial fitting,

FemAssist

Comes in two sizes, small and medium. It is made of a medical grade
silicone material. It is dome shaped and designed to fit over the
external urethral meatus. It is held in place using suction and an
adhesive gel. One study has quoted that 47% of women who use the
FemAssist device reported total continence and 33% reported
continence improved by more than half. Equal benefit was gained for
women with stress, urge and mixed incontinence.* However, this

device is no longer widely available in Australia.

Urethral Occlusion Device

Reliance

This device was, but is no longer available in Australia. It is a small
catheter-like device inserted into the urethra and secured in situ by
inflating a small balloon, which sits at the bladder neck to occlude the
opening, It was effective in preventing urinary leakage but was not

well tolerated.

In summary, female urinary incontinence is not a life-threatening
problem, but a devastating one for anyone who suffers with it. There
are few options for women to manage the problem conservatively,
without resorting to pads, which can be bulky, indiscreet and
uncomfortable to wear. The Contiform, Introl and Contrelle devices
allow improved continence in appropriate women. Organisations such
as the Continence Foundation of Australia offer advice and help for

incontinence sufferers.
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Who are ‘Sydney Urodynamic Centres’?

Sydney Urodynamic Centres has been providing the women of New Associate Professor
South Wales and their doctors with a comprehensive urodynamic Hans Peter Dietz
service for the past 20 years. They are able to scientifically assess MD PhD FRANZCOG DDU CU

female urinary incontinence and lower urinary tract dysfunction . .
4 ¥ 4 he ref );l o4 dad ’ Associate Professor Dietz graduated from
rovide an accurate diagnosis to the reterring doctor and advise on . . . .
P : g g Heidelberg University, Germany, in 1988.
clinical management. . . .
S After first emigrating to New Zealand, he

The service is run by three urogynaecologists, trained and accredited arrived in Australia in 1997 and completed

in this sub-specialty by the Royal Australian and New Zealand College his FRANZCOG training in 1998. Between

of Obstetricians and Gynaecologist (RANZCOG). These partners are 1999 and 2002, Associate Professor Dietz undertook urogynaecology
assisted by a group of highly trained nurses who are adept at making subspecialty training in Sydney, in addition to presenting a PhD thesis
the experience more pleasant for the women. There are seven centres at the University of NSW. His major research interests include the
around Sydney where studies can be performed in order to facilitate interaction between pelvic floor biomechanics and childbirth, pelvic
casy access to the service for most women. floor imaging, as well as the effects of anti-incontinence surgery on

anatomy and voiding function. Today, he is employed as Associate

i Professor of the Obstetrics and Gynaecology Unit at the Nepean

These locations are:

SYDNEY urogynaccology at the Sydney Urodynamic Centres.
Sydney Urodymanic Centre

Level 3, 139 Macquarie Street, Sydney

Campus of the University of Sydney, as well as a specialist in

Associate Professor
Christopher Benness

CHATSWOOD MBBS MD FRCOG FRANZCOG CU
North Shore Urodynamic Centre _ _

Suite 70, Chatswood Village Fol?own.lg gradua'tlon from Sydney '
47 Neridah Street, Chatswood University, Associate Professor Benness did

his specialty and sub—specialty training in
CAMPERDOWN
Camperdown Urodynamic Centre
Suite 404, RPAH Medical Centre

100 Carillon Avenue, Newtown

both Sydney and London. An accredited

sub-specialist in urogynaecology with the
RANZCOG, he is a trainer and examiner in this field. He is a senior

specialist in gynaecology at the Royal Prince Alfred Hospital, where

CONCORD he is also Head of the Department of Urogynaecology and Chairman
Concord Urodynamic Centre of the Medical Board. He is active in both teaching and research, and
Level 2, Concord Hospital Medical Centre is a Clinical Associate Professor at the University of Sydney. His main
209 Hospital Road, Concord West research interests are improving surgical procedures for stress
BANKSTOWN incontinence and prolapse. Married to a GP, he has three young sons.
Bankstown Urodynamic Centre Dr Andrew Korda

Suite 2, Level 1, 56 Kitchener Parade, Bankstown MA MHL MB BS FRCOG FRANZCOG CU

LIVERPOOL FACLM

Liverpool Urodynamic Centre
Suite 20, 2nd Floor, 17 Moore Street, Liverpool

Following graduation from the University of

Sydney, Dr Korda did his speciality training

PENRITH at the Royal Prince Alfred Hospital in

Penrith Urodynamic Centre Sydney, with further training in Oxford and

Nepean Private Specialist Centre New York. He is an accredited sub-specialist

Suite 1, 1A Barber Avenue, Penrith in urogynaecology, pelvic floor disorders, and reconstructive pelvic
surgery. Dr Korda is also a senior specialist in gynaecology at the

For all appOintmentS call (02) 9790 6969 Royal Prince Alfred Hospital, where he is Chairman of the Pelvic

Floor Unit. He is a clinical lecturer in gynaecology at the University

) . . of Sydney, and is involved in both teaching and research. Dr Korda
If you don’t want to receive this newsletter or the details we

have for you are incorrect please contact us at

pracman@urodynamic.com.au or fax (02) 9790 6441. Urogynaecology Sub-specialty Committee of the RANZCOG. He is
also trustee of the Australian Bladder Foundation.

was Chief Examiner in Urogynaecology and past Chairman of the
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