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Innervazione della vescica urinaria e della parte inferiore dell'uretere, schema
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Adapted from: deGroat WC. Basic neurophysiology
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Incontinenza urinaria

. Da deficit sfinterico
. Da atti vit” ™ peri st a
. Da overflow

- |Incontinenza urinaria diurna
- |ncontinenza urinaria notturna




IPERCONTINENZA

. Prolasso posteriore

Mo diI f I ¢ aneaberdatoi@w@atraeo
. Mancato rilasciamento del piano perineale
durante minzione
. Associata 0 meno ad Iincontinenza
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Utero, vagina e strutture di supporto
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Diaframma pelvico nel maschio
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Possibill complicanze assoclate

. Reflusso vescico-ureterale

. Compromissione della funzionalita
renale

. Calcolosi vescicale

. Acidosi metabolica










Quantificazione del problema

. A fronte di una percentuale di maschi sottoposti a ONB tra
| 080 ed 1 | 9 0 %, | OlIpencanonenza n e
colpiscono prevalentemente le donne:

. Incontinenza diurna  10-43%

. Incontinenza notturna >50%

. Ipercontinenza 10-53%

Negli USA solo 1l 20% del pazienti viene sottoposto ad
ONB




COSA FARE?

. Selezione del paziente ( eta, comorbidita, stadio della
neoplasia, compliance, incontinenza urinaria gia presente,
stenosi uretrali, counseling psicologico; accettazione ev.

autocateterismo)
. Tecnica chirurgica: preservazione guando possibile
del | Outero; preservazione d

perineale; « ricostruzione» dei mezzi di sospensione e
supporto della vescica ( sacrocolpopessia ); serbatoio a
basse pressionl




. Riabilitazione precoce

. Follow up anche funzionale ( videourodinamica)




Decision Regret Related to Urinary Diversion Choice @ ;
among Patients with Cystectomy

Devon K. Check.* Michael C. Leo, Matthew P. Banegas,| Joanna E. Bulkley, Kim N. Danforth,
Scott M, Gilbert, Marilyn L. Kwan, Maureen O’Keeffe Roselli and Carmit K. McMullan

L Callony anvia

Purpose: Patients who undergn eysteclomy due w bladder cancer can eleet an

ileal eondwit or a neobladder for urinary diversion. Decision regret related so thes A:db':"'“h"'
choice iz an important and undesirable patient reportad outeome. Our abjective » oAb
BOI = Bladd Larn: badx

was to compare the aeverity of de

n regret expericnced by patients with o

neabladder vs an ileal conduit ECODE = Tl oy D7
Materials and Methods: We analyzed data from » longitudinal cabort study of C0H-00L = Cy ot Hooe UOL
patients who underwent cysteccemy from 2013 ta 2016 Weapp multi bl DES i Meget Soale
linear regreszion to examine assomations of the wrnary diversion method (neo- ED - emerosncs Cepart e

bladder vs ileal conduit: with decision regret mensured with the RS {1 eeision
Begret Scalel & und 18 months after cystectemy. Covariates included de-
mographiv and clinics! characteriztics, health eare utilization and complications
after cvslectomy, quality of life and factors releged to rhe decision making nro-
eess, including informed and shared decision making, and goal concordance.
Results: Of the 192 patients in our cahort 141 yeceived an ileal conduit and 51
received & neobladder, We ohserved no significant differeace in the DRS seare in
patients with & neobladder n ileal condwt at 6 or 15 monthe (b=
Cl 907654, vs b 1.35, 90’% CL ~12.48-988). However, informed
making was negatively reloted to decision regret at 6 and 18 manths th= 15.08,
5% Cl  17.05--9.11, and b .54, 955 CI —4.26- 2 6Y, respectively). Quality
of lifie was negatively associated with decision regret at 18 months (h=—5 50,
95% C1 -B.85—2.03,

Conclusions: Patients treated with cystwecwomy who were more informed about
hlacder reconslruction options ‘experienced less regret indeperdent of the
methed selected. Efforts 1o inform and prepare patients for the bladder récons o Lz a
struction decision may helpprovent decision regret.
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Midterm Health-related Quality of Life After Radical Cystectomy:
A Propensity Score-matched Analysis
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Teraplia dell 0l ncontinenza
Conservatil va: uti 1 zzo di

. Chirurgica
. Iniezione di sostanze volumizzanti ( bulking agents),
peraltro poco efficaci
. TOT o TVT ( pochi casi descrittl, viste le complicanze)
. Nel maschi, possibile impianto di sling regolabili
. Protesi sfinteriche, sempre nel maschi
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Terapia della ritenzione

Unico presidio efficace e Il cateterismo
iIntermittente pulito, che peraltro e dimostrato
rtrduce | 0enti1 t” del |l 01







Cosa faremo?
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Detrusor underactivity in women: A current understanding.
Hartigan SM', Reynolds WS', Dmochowski RR'.

r io

1 Department of Urology, Vanderbilt University Medical Center, Nashville, Tennessesa.

Abstract
AIMS: To examine the current understanding and management of detrusor underactivity (DUA)
and underactive bladder (UAB) in women.

METHODS: A review of the current literature was perfarmed with a specific focus on new
management strategies and treatment options for women with DUA and UAB.

RESULTS: DUA has become an area of increased interest in recent years. Affecting up to 45% of
older women undergoing urcdynamic evaluation for non-neurogenic lower urinary tract symptoms,
DUA is common. There are a variety of possible eticlogies including neurogenic or myogenic
dysfunction. As there is currently no cure for DUA and no way to restore the ability of the detrusor
muscle to contract, management of DUA in women is mostly focused on effective bladder
drainage by urinary catheterization. Clean intermitient catheterization is the gold standard for
bladder drainage however for a variety of reasons, women with DUA often are managed with
indwelling urethral catheter or suprapubic tube. Medications, sacral neuromodulation, and the
inFlow urinary prosthesis are also treatment alternatives or additions to catheterization. Novel
therapies using stem cells and gene therapy are also under investigation for the treatment of DUA
and UAB.

CONCLUSIONS: DUA is likely more prevalent than recognized and undertreated in women. It is
vital that further research in treatment options beyond catheterization be developed for these
patients to offer patients a variety of treatment options.

© 2018 Wiley Periodicals, Inc.

KEYWORDS: delrusor underactivity, female veiding dysfunction: urinary retention
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