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OnpepgeneHuns

Hepep)xaHme Mo4un — 3TO NaTONOrM4eckoe CoOCTosiHNE,
XapaktepuayoLleecs nodbiM HENPOU3BONbHbLIM BblAENEHUEM MOYN U3

YPETPbI.

HeaepxaHue Mmoy4u npu HanpsXXeHUU (ctpeccoBoe) — xarnoba
nauneHTa Ha HeENPOK3BOJIbHOE BblAeNeHne MOYn U3 ypeTpbl Npu
PU3NYECKUX YCUNNAX, KaLuSie N YnxXaHUn.

YpreHTHOe (UMNepaTUBHOE) HeaepKaHue Mo4m — XKanoba naymeHTa
Ha HEMPOU3BOIbHOE BblAeneHne Mo4un 13 ypeTpbl NPU MHTEHCUBHbIX
NnoBennTeNbHbIX NO3blBaX K MOYENUCMYCKaHUIO.

«HepepxaHne moun». KnnHnyeckmne pekomeHgaunm MunHmnctepcrtea 3gpaBooxpaHeHunsi PO.



anungemuonorna HM

 CtpeccoBoe HM - o1 34 0o 38% xeHwmnH CeBepHON AMEPUKN U
cTpaH EBponsbl, ypreHTHOoe HM - 00 14% >KeHLnH®

* B pa3BuUTbIX CTpaHax YMcno obpallatomxcs K cneunanunucTy
nauMeHTOK cocTaBndeT okoro 30%, a B Poccun — He bonee 10%?

1. Hunskaar S, Lose G, Sykes D, Voss S. The prevalence of urinary incontinence in women in four European
countries. BJU Int. - Feb 2004. - 93(3):324-3.

2. KnuHunueckune pekomeHgaummn Poccumrckoro obuiectsa yposrioros nog peaakuven Ansesa, — M - 2017r.



dakTopbl pucka

Predisposing factors

e Gender (2 > ).

Race (Caucasian > Afro-Caribbean).

Genetic predisposition.

Neurological disorders [SCI, stroke, MS, Parkinson’s disease (PD)].

Anatomical disorders (VVF, ectopic ureter in girls, urethral diverticulum,

urethral fistula, bladder exstrophy, epispadias)

¢ Childbirth (assisted vaginal delivery, increasing parity) and pregnancy.

¢ Anomglies in collagen subtype.

¢ Pelvic, perineal, and prostate surgery (radical hysterectomy,
prostatectomy, TURP), leading to pelvic muscle and nerve injury.

o Radical pelvic radiotherapy. Promoting factors

* Diabetes. Smoking (causing chronic cough and raised intra-abdominal pressure).
Obesity.

Infection (UTI).

t fluid intake.

Medications (i.e. a-blockers in women).

Poor nutntion.

Ageing.

Cognitive deficits.

Poor mobility.
John Reynard et al. «Oxford Handbook of Urology Fourth edition» Oestrogen deﬁciency
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Classification

¢ Stress urinary incontinence (SUI): involuntary unnary leakage on

effort, exertion, sneezing, or coughing.” It is due to hypermobility of

the bladder base or pelvic floor and/or intrinsic urethral sphincter

deficiency. When confirmed on urodynamic testing, itis termed

urodynamic stress incontinence. It was further categorized in women by

Blaivas* (using videourodynamics) into:

* Type 0: report of Ul, but without clinical signs.

» Type I: leakage that occurs during stress with <2am descent of the
bladder base below the infenor margin of the symphysis pubis.

* Type ll: leakage on stress accompanied by marked bladder base
descent (>2cm) that occurs only dunng stress (ll2) or is permanently

present (IIb). * Nocturnal enuresis: the complaint of loss of unne occurring duning
. Type lI: bladder neck and prOXImal urethra are already open at rest Sleep.1 The prevalence in adUItS is about 0.5(36,5 and 7—1 0% in Ch"dren
(with or without descent), which is also known as intrinsic sphincter aged 7y.* Nocturnal enuresis can be further classified into primary types
deficiency (ISD). (never been dry for longer than a 6-month penod) or secondary (the
¢ Urge urinary incontinence (UUI): involuntary urine leakage re-emergence of bedwetting after a period of being dry for at least
accompanied or immediately preceded by urgency (a sudden, strong 6-12 months; see @ pp. 724-6). In an adult ', nocturnal incontinence
desire to void).! It is due to an overactive detrusor muscle. The may be an indicator of HPCR (see {) pp. 122-3).
urodynamic diagnosis is termed ‘detrusor overactivity incontinence’. Itis ¢ Post-micturition dribble: involuntary loss of urine immediately after the
a component of the OAB syndrome (see @) pp. 162—4). individual has finished passing urine, usually after leaving the toilet in men
¢ Mixed urinary incontinence (MUI): involuntary leakage associated with or after rising from the toilet in women.' In men, it is due to pooling of
urgency and 2lso with exertion, effort, sneezing, or coughing.’ It contains urine in the bulbar urethra after voiding.
symptoms of both SUl and UUL » Continuous incontinence: the complaint of continuous involuntary loss
» Overflow incontinence: leakage of unine when the bladder is of unine.” This is experienced with a vesicovaginal fistula.
abnormally distended with large residual volumes. » Insensible incontinence: the complaint of Ul where the women has

been unaware of how it occurred.”
» Coital incontinence: the complaint of involuntary loss of urine with
John Reynard et al. «Oxford Handbook of Urology Fourth edition» coitus.”



CutyaunoHHoOe HegepXaHne Moyn

-)xanoba naumeHTa Ha HENPOW3BOINbHOE BblAENeHne MOYN N3
ypeTpbl Npu pasnnyHbiX 00CcToATENBCTBAX, HANpUMep, Npu
NOSIOBOM aKkTe, CMexe U T.4.

- KaK npasuno, c AeTcTea
-OTCYTCTBME OCTAaTOYHOU MOo4U npun Y3V



Coital Incontinence in Women With Urinary
Incontinence: An International Study

Ester llliano T, Wally Mahfouz 2, Konstantinos Giannitsas 3, Ervin Kocjancic #, Bini Vittorio 2,
Anastasios Athanasopoulos 2, Raffaele Balsamo ©, Franca Natale 7, Antonio Carbone 8,
Donata Villari 2, Maria Teresa Filocamo 9, Enrico Finazzi Agrd ', Elisabetta Costantini 12

Results: In this study 1,041 women (age 52.4 + 10.7 years) were included. In all, 53.8% of women had

CUI: 8% at penetration, 35% during intercourse, 9% at orgasm, and 48% during a combination of

these. Women with CUI at penetration had a higher prevalence of SUI, women with CUI during

intercourse had higher prevalence of MUI with predominant SUI, and women with CUI at orgasm had
higher prevalence of UUI and MUI with predominant UUI component. Previous hysterectomy was a
risk factor for CUI during any phase, while cesarean delivery was a protective factor. Previous failed
anti-Ul surgery was a risk factor for CUI during penetration and intercourse, and body mass index >25
kg/m? was a risk factor for CUI at intercourse. According to International Consultation on
Incontinence questionnaire scores, increased severity of Ul positively correlated with CUI, and had a
negative impact on the quality and frequency of sexual activity.
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MegukameHTo3Hoe
fiedyeHune

CeneKkTuBHbIE
aroHUCTbI beTta-3- boTtynoTtokcuH Tun A
agpeHopeLenTopoB

AHTUMYCKapUHOBLIE
npenaparbl




AHTUMYCKapUHOBbIe NpenaparThl

* Oxybutynin (dpwunTtaH) 1 Pa3Hasi cenekTuBHOCTb
* Oxybutynin transdermal

(Okeutpon) 1 MepBbiii acbdekT He paHee 2
* Tolterodine (deTpy3nTton) Hedenb npuema

* Solifenacin (Be3ukap)
* Trospium chloride (Cna3smekc) [ Kypc He MmeHee 3 mecsLleB
* Darifenacin (QHabnekc)



Solifenacin (Be3ukap)

5 — 10 Mr oOgHOKpPAaTHO
*BbiCOKOCENEKTUBHBLIN Npenapar

*[1oO0oYHbIE AENCTBUS (CYXOCTb, 3arnopbl) — peako



Trospium Chloride (Cna3mekc)

51 15 Mr 2-3 pa3a B J€Hb

* TeopUTUYECKM OOMKEH CINOXHEee NPoOXoanTb
remMaToaHuedarnbHbIi bapbep 1 Bbi3biBATb
MeEHbLLE NMODOYHbIX 9P IEKTOB

*He meTabonunsnpyetca nevyeHbo
*60% BbIBOAUTCHA C MOYEN B HEU3MEHEHHOM Buae



MupaberpoH

*n0 50 Mr 1 pa3 B CYyTKU

* yNyYLLaeT pe3epByapHy YHKLIMKD MOYEBOTO Ny3bIpst 3a CYET
CTMMynAuum 6eta3-agpeHopeLenTopoB, PACMNONOXKEHHbIX B €ro
CTEHKE.

* peKoOMeHayeTca aAnga KynmposaHua asneHun HM nauneHTam c
ypreHTHbIM HM Kak B KadecTBe NepBNUYHOIro MeToaa feveHuns,
TaK 1 Npu HegocTaTo4vHoU adpdekTnBHOCTU M-
XONMHOBOMNOKATOPOB, N NMPU OTCYTCTBUMN HEKOHTPOSTMPYEMOWN
apTepuanbHON rMNepTeH3nn.

«HepepxaHmne moun». KnuHnyeckne pekomeHgauum MmHuctepcTea 3apaBooxpaHeHnsa PO,



Clinical Trial > Eur Urol. 2016 Jul;70(1):136-145. doi: 10.1016/j.eururo.2016.02.030.
Epub 2016 Mar 8.

Efficacy and Safety of Mirabegron Add-on Therapy to
Solifenacin in Incontinent Overactive Bladder
Patients with an Inadequate Response to Initial 4-
Week Solifenacin Monotherapy: A Randomised
Double-blind Multicentre Phase 3B Study (BESIDE)

Marcus J Drake 1, Christopher Chapple 2 Ahmet A Esen 3, Stavros Athanasiou 4,

Javier Cambronero 2, David Mitcheson ©, Sender Herschorn 7, Tahir Saleem 8, Moses Huang 8
Emad Siddiqui 8 Matthias Stolzel 2, Claire Herholdt 8, Scott MacDiarmid 19,
BESIDE study investigators

Results and limitations: A total of 2174 patients were randomised to combination (n=727),
solifenacin 5mg (n=728), or solifenacin 10mg (n=719). At EOT, combination was superior to
solifenacin 5mg, with significant improvements in daily incontinence (p=0.001), daily micturitions
(p<0.001), and incontinence noted in a 3-d diary (p=0.014). Combination was noninferior to

solifenacin 10mg for key secondary end points and superior to solifenacin 10mg for improving daily
micturitions. All treatments were well tolerated.

Conclusions: Adding mirabegron 50mg to solifenacin 5mg further improved OAB symptoms versus
solifenacin 5 or 10mg, and it was well tolerated in OAB patients remaining incontinent after initial
solifenacin 5mg.



BoTynoToKCcUH TUn A

*BHYTpPUNy3bIpHOE BBEOAEHME
[INMMTENBHOCTL AEUCTBUA HE bornee 5-6 MecsueB

*[1oBbo4YHbIE 3P EKTHI (YyBENUYEHNE OBBEMA
OCTaToO4YHOU MO4N)

«HepepxaHmne moun». KnuHnyeckne pekomeHgauum MmHuctepcTea 3apaBooxpaHeHnsa PO,
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