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he availability of new urologic medications has made it possible to manage a varie-

ty of urologic disorders successfully in a primary care setting. As a result, primary
care physicians(PCPs) need to be familiar with the terminology and screening instru-
ments used by urologists to decipher and categorize urologic symptoms. PCPs are
often responsible for the treatment of lower urinary tract symptoms and benign pro-
static hyperplasia(BPH). Evolving strategies of management include utilization of
both symptom modifying treatment and disease modifying treatment. Alpha-
blockers excellently provide symptomatic treatment, but do not alter long term dis-
ease progression. 5 a reductase inhibitors can reduce the need for surgical inter-
vention and the incidence of acute urinary retention. The combination of alpha
blockers and 5 a reductase inhibitors would be the choice of therapy in some
patients, typically those with large prostate glands indicative of disease progression.
Overactive bladder(OAB) is defined as urinary urgency with or without urge inconti-
nence, usually with frequency and nocturia, in the absence of a pathologic or meta-
bolic condition that can explain these symptoms. The diagnosis of OAB should be
made after a careful history taking, physical examination, laboratory evaluation, and
use of tools such as voiding diaries. Anticholinergic agents are the first choice for
drug therapy. Treatment that couples drug therapy with behavioral techniques aimed
at modifying abnormal voiding patterns may provide the best outcomes in many
patients with OAB. There are situations for referring patients to urologists for more
detailed evaluation and management, including when the PCP has a lack of interest
in or sufficient knowledge about lower urinary tract symptoms and if the patient
shows a poor response to prior noninvasive therapy, requiring in - depth investigation.
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Bladder storage symptoms
« Increased daytime frequency
« Nocturia
» Urgency
* Urinary incontinence
- Stress urinary incontinence
- Urge urinary incontinence
- Mixed urinary incontinence
- Enuresis
- Continuous urinary incontinence

Voiding symptoms

« Slow urinary stream

« Splitting or spraying of the urinary stream
¢ Intermittent stream

* Urinary hesitancy

« Straining to void

« Terminal dribbling

Adapted from Abrams P, et al. Neurourol Urodyn 2002; 21: 167 - 78
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Impotence

Sexually transmitted diseases

Physical and sexual abuse

Prostate problems

Incontinence of bladder or bowel symptoms
Emotional problems (eg, depression)

Eating disorders

Alcohol or drug abuse
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Birth control and sex (especially teenagers)
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. Menopause

Data from Preboth MA, et al. Am Fam Physician 1999; 59: 184
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O 3.
Initial Evaluation: Optional Tests:
Recommended Tests Urologic (Specialized) Evaluation
1. History 1. Flow Rate Recording
2. Quantification of Symptoms : 2. Residual Urine
International Prostate Symptom Score 3. Pressure  Flow Studies
s , , (I PSS) with Bother Score (BS) 4. Imaging of the Prostate by
3. Physical Examination and Digital Transabdominal or Transrectal
’ ’ Rectal Examination (DRE) Ultrasound (TRUS)
4. Urinalysis 5. Imaging of the Upper Urinary Tract by
5. Serum Prostate  Specific Antigen Ultrasonography or Intravenous
(PSA) Urography (IVU)
6. Voiding Diary (Frequency Volume 6. Endoscopy of the Lowver Urinary Tract
Chart)
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(meatal stenosis), ,
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Terazosin(Hytrin), Doxazosin(Car
dura), Tamsulosin(Harmal), Alfuzosin(Xatral)

10—15%,
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(Proscar)
5a
50—80%
5a
(= 30—40g)
5a
12 PSA

5a

Finasteride

Dutasteride(Avodart) 1 2

.5a

5a
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000 OO (Overactive Bladder)
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International Continence Society

(urgency) ,
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O 6. 8.2%( 10.8%, 5.7%),
Terms Definition
Overactive bladder Urgency, with or without urge incontinence, usually with 30.5%
syndrome frequency and nocturia
Increased daytime Complaint by the patient who considers that he/she voids
frequency too often by day. This term is equivalent to pollakisuria
used in many countries.
Nocturia Complaint that the individual has to wake at night one or
more times to void.
Urgency Complaint of a sudden compelling desire to pass urine
which is difficult to defer.
Urge urinary Complaint of involuntary leakage accompanied by or
incontinence immediately preceded by urgency.
0 7.

« History: medical, neurologic, genitourinary ’
* Prior treatment and results
 Bladder diary and questionnaire
« Urinalysis: culture, if urinalysis positive; cytology in patients : ’ ’
with suspected carcinoma in situ
« Physical examination: general, abdominal, pelvic, rectal,

3 ©.

neurologic
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, ) . * Primary measures
3 Behavioral modification

Drug therapy (oral, transdermal, intravesical)
 Secondary measures

Neuromodulation

Augmentation cystoplasty

Urinary diversion
* Others (efficacy debatable)

Denervation (decentralization)

- Electromagnetic therapy
» Under study
( ) Intravesical drug therapy for deafferentation
- Detrusor injection of botulinum toxin
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Education
Reinforcement
Delayed voiding S'Trl'r;z
\ / Y 1 30
4
Behavioral modification
for overactive bladder
PFE / ‘ \ Fluid diet
Biofeedback management

Timed voiding

PFE: pelvic floor exercises

0o 1. ’
0 10.
Antimuscarinic Tolterodine ’
Trospium
Solifenacin
Darifenacin ’ ’ ’ ’
Drugs with mixed action Oxybutynin , ,
Propiverine
Vasopressin analogues Desmopressin
2) 0000 (Pharmacological Therapy)
(12).
50—80% (anticholinergics), ,
) ) , K™ channel
openers
1) 0000 (Behavior Therapy) . 2004 International
Consultation Meeting of Incontinence
( ), 10 ( 10
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(Antimuscarinic Drugs)
achetylcholine

( )

tolterodine, trospium, darifenacin, solifenacin

() (Mixed Actions)

Ca™" channel blocking

oxybutynin chloride  propiverine HCI
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Interstim sacral neuromodulation
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