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	1. Neurogenic Bladder-2
Dr. SM  Arman Hossain
MD Resident (Phase-B)
Physical Medicine And Rehabilitation
Dhaka Medical College Hospital
 


	2. Management of Neurogenic  Bladder
 


	3. Goal of management  of neurogenic bladder
• To achieve a socially acceptable method of bladder emptying
• To empty the bladder not more than every 3-4 hours
• To remain continent
• Sleep without interference from the urinary drainage system
 


	4. Goal of management  of Neurogenic bladder
• preventing upper tract complications (e.g., deterioration of
renal function, hydronephrosis, and pyelonephritis)
• preventing lower tract complications (e.g., cystitis, bladder
stones, vesicoureteral reflux)
• Maintaining a balanced bladder with relatively low voiding
pressures and low PVR volumes (100 cc or less) after bladder
emptying will help achieve these goals.
 


	5. Treatment of Neurogenic  Bladder Dysfunction
• Nonpharmacologic Treatment
• Pharmacologic Treatment
• Surgical Treatment
 


	6. No pharmacologic Treatment  of Neurogenic
Lower Urinary Tract Dysfunction
• Bladder management should be undertaken in the context of
the whole person.
• Less than optimal bladder management decreases the
person’s social, vocational, and avocational potential. The
following discussion describes specific management
approaches
 


	7. No pharmacologic Treatment  of Neurogenic
Lower Urinary Tract Dysfunction
Behavioral Management
- Timed Voiding
- Bladder Stimulation
- Valsalva and Credé Maneuvers
- Anal Stretch Voiding
- Pelvic Floor Exercises
Urine Collection Devices
- External (“Condom” or “Texas”) Catheters
- Indwelling Catheters
- Adult Diapers and Other Protective Garments
- Clean Intermittent Catheterization
 


	8. Behavioral Management
1. Timed  Voiding
• Timed voiding is deemed the gold standard in treating
detrusor overactivity
• In timed voiding, the patient is assisted in voiding at short
intervals (every 2 to 3 hours) , thus preventing uncontrolled
detrusor contraction as the bladder fills with urine
• Timed voiding may also be used in conjunction with an
anticholinergic medication such as oxybutynin.
 


	9. • In addition,  anticholinergic medications should be prescribed
with caution in the brain injury population as these
medications can exacerbate constipation, dry mouth,
drowsiness, and cognitive impairment
• Patients with DO producing urgency or involuntary leakage, a
timed voiding program can help by having the patient urinate
before the anticipated detrusor contraction
• The limitation to this program is that persons with dementia
need continual reminding
 


	10. • It is  also useful in patients with sphincter weakness because
the incontinence is worse when the bladder is full, and timed
voiding reduces the amount of urine leakage
• Pads may be needed to control accidents. This can be
combined with monitoring fluid intake patterns and educating
the patient in the relationship between fluid intake and urine
output
 


	11. 2. Bladder Stimulation
Various  maneuvers have been used to stimulate bladder
emptying-
• Stroking or pinching the perineal skin to cause reflex emptying
is not consistently effective.
• Suprapubic tapping or jabbing over the bladder causes a
mechanical stretch of the bladder wall and subsequent
contraction
• Controlled studies have shown that deeper indentation of the
bladder with a jabbing technique is the most effective
maneuver
 


	12. • This can  be used with condom catheters by patients with SCI
• It is most effective in patients with paraplegia who have good
upper limb function
• However, studies evaluating efficacy and safety of these
techniques are lacking
 


	13. 3. Valsalva and  Credé Maneuvers
• Patients with areflexia and some denervation of the pelvic
floor (infrasacral lesions) may be able to void by doing a
Valsalva maneuver or straining
• This is most effective in women because even the partially
paralyzed pelvic floor descends with straining and the bladder
neck opens
• In men, complete flaccidity of the pelvic floor can allow
emptying by straining
 


	14. • The Credé  maneuver, usually performed by an attendant,
mechanically pushes urine out of the bladder in patients with
tetraplegia.
• The abdominal wall must be relaxed to allow the Credé
maneuver to be effective, and there is a theoretical risk of
producing ureteral reflux by the long-term use of this method
 


	15. 4. Anal Stretch  Voiding
• In patients with paraplegia who have a spastic pelvic floor,
effective voiding has been achieved by an anal stretch
technique
• This technique involves relaxing the pelvic floor by stretching
the anal sphincter with a gloved digit and then emptying the
bladder by the Valsalva maneuver
 


	16. • It requires  transfer onto a toilet, absence of anal pain sensation
and the ability to generate adequate intra-abdominal pressure
• For these reasons it is not widely used, even though the
technique was described more than 30 years ago.
• In addition, anal stretch can induce reflex bowel activity that
could occur concurrently or later, resulting in bowel
incontinence
 


	17. 5. Dietary chanages  & fluid management
• Regardless of primary symptoms, it is important to educate all
clients on concerning bladder irritants and fiber intake.
• Most clients are motivated to apply tools that will improve
continence. however, cutting back on caffeinated beverages
and improving fiber intake can be very challenging.
• Bladder irritant: caffeine, alcohol, spicy food, acidic food
• Avoid diuretics & excessive fluid intake specially before
bedtime
 


	18. 6. Bladder training
•  Patient should develop a routine for keeping track of and then
modifying the daily habits that affect the impairments.
Suggestions include –
voiding diary
• Have the client record all voids, any time there is an “accident,”
and cause of leakage if known (cough, sneeze)
• Also have the patient record amount/frequency/type of all
fluids, and food intake
• If protective garments are used, record type and number per
day. Many sample diaries can be found on the internet
 


	19. Exercise log
• Have  the patient record, or check off, when pelvic floor
exercises are performed as well as any general fitness exercises
Urge suppression techniques
• With urge incontinence have the patient practice techniques to
calm the sudden strong urge to urinate or leak urine.
Suggestions include:
■ Remaining calm (panic makes the urge worse)
■ Use pelvic floor contractions
■ Standing still or sitting down until the urge disappears-
usually 1 minute
 


	20. ■ Thinking of  something else as a distraction
■ Trying not to rush to the toilet
■ Continue with normal activity or visit the toilet after
the urge disappears
■ To help retrain the bladder, try a 5-minute delay then
calmly walking to the bathroom.
 


	21. 5. Pelvic Floor  Exercises
• It consists of intermittent voluntary maximal contraction of
pelvic floor muscles
• Kegel exercises are effective only in women with stress
incontinence resulting from pelvic floor descent.
• Most patients with infrasacral neuropathy need surgery to
achieve continence. Otherwise, pads are needed
 


	22. • Many men  and women are unfamiliar with the presence of the
pelvic floor muscles and are even less aware of their function
and role in daily activities
• For women, symptoms are often linked with the childbearing
years owing to the stress of pregnancy, labor and delivery on
the pelvic floor
• For men, bladder and/or bowel impairments or sexual
dysfunction may co-exist with prostate enlargement, cancer,
surgery, or cancer related treatment
 


	23. Pelvic Floor Awareness  and Training
• Begin pelvic floor exercises with an empty bladder
• Gravity assisted positioning (hips higher than the heart, such as
supported bridge or elbows/knees position) may be indicated
initially for some clients with extreme weakness and
proprioceptive deficits
• Explore various positions to maximize patient awareness and
motor learning with progression into more challenging
activities/positions as functional application becomes feasible.
 


	24. Contract-Relax
• Instruct the  client to tighten the pelvic floor as if attempting to
stop urine flow or hold back gas
• Hold for 3 to 5 seconds, and relax for at least the same length
of time. Repeat as many as 10 times
• As pelvic floor muscle fibers fatigue, substitution with the
gluteals, abdominals or hip adductors may occur
• To maximize proprioception and motor learning, it is important
initially to emphasize identification and isolation of the pelvic
floor and avoid the substitute muscle actions
• In addition, watch for Valsalva’s maneuver. if necessary, have
the client count out loud to encourage normal breathing
patterns
 


	25. Quick Contractions
• Have  the client perform quick, repeated contractions of the
pelvic floor muscles while maintaining a normal breathing rate
and keeping accessory muscles relaxed
• Try for 15 to 20 repetitions per set
• This type II fiber response is important to develop in order to
withstand pressure from above, especially with coughing or
sneezing
 


	26. “Elevator” Exercise
• Instruct  the client to imagine riding in an elevator. As the
elevator goes up from one floor to the next, he/she contracts
the pelvic floor muscles a little “higher.”
• As strength and awareness improve, add more “floors” to the
sequence of the contraction. Another way to increase difficulty
is to ask for relaxation of the muscles gradually, as if the
elevator were descending one floor at a time
• This component requires an eccentric contraction and is very
challenging
 


	27. Pelvic Floor Relaxation
•  Instruct the client to contract the pelvic floor as in the
strengthening exercise, then allow total voluntary release and
relaxation of the pelvic floor
• Emphasize use of the “elevator” imagery, with particular
attention to taking the elevator to the “basement”
• Pelvic floor relaxation is closely linked with effective
breathing and relaxation of the facial muscles
• Emphasize slow, deep breath and allow the pelvic floor to
completely relax and soften
 


	28. • If the  patient presents with Chronic inability to relax the pelvic
floor muscles such as pelvic floor overactivity or voiding
dysfunction or these symptoms, only prescribe submaximal,
quick contractions in order not to increase tension
• in addition, increase the rest time between pelvic floor
contractions and sets
 


	29. Exercises for Pelvic  Floor Stabilization
Hip Rotation
• Patient position: To recruit greater pelvic floor muscle activity,
instruct the patient to sit tall (avoid slouching), with feet on the
floor
• Have the client first perform active internal and external
rotation by moving each leg outward and inward
• For resisted hip external rotation, place a resistance band
around the distal thighs and instruct the client to roll their
knees out against the band (the feet remain on the floor with
heels touching and toes pointed outward to form a V), and
hold the contraction for 5 seconds (Fig. 25.9 A).
 



	31. • For resisted  hip internal rotation, place an inflatable ball
(approximately 9”) between the knees and instruct the client
to squeeze the ball by rolling their knees inward (the feet
remain on the floor with the toes touching and heels sliding
apart), and hold the contraction for 5 seconds (Fig. 25.9 B)
 


	32. Urine Collection Devices
External  (“Condom” or “Texas”) Catheters
• External catheters are convenient and may be an acceptable
method of management for men with tetraplegia who are
unable to perform self-catheterization
• The combination of sphincterotomy and condom drainage,
although attractive for men with tetraplegia, often fails over
time because of inadequate detrusor contractions or penile
skin problems.
• Problems with skin breakdown and urethral damage can occur
if the condom is applied too tightly. An increased risk of UTI
can result from poor hygiene.
 


	33. Pic: Condom catheter.  Source: internet
 


	34. Indwelling Catheters
• Indwelling  catheters can be either urethral or suprapubic and
are typically used either because other programs have failed or
for patient convenience
• In the past, indwelling catheters had a justifiably negative
reputation, but studies report that some patients with
indwelling catheters do no worse than those using other
methods of management.
• This change is due to a number of factors, including improved
catheter materials. Good catheter care is still very important
 


	35. • Recommended aspects  of care include at least monthly
catheter changes (more often if frequent infections occur),
generous fluid intake (2 L or more daily)
• control of hyperactivity with medication, changing or
sterilization of urine collection devices, and avoidance of
traction on the catheter is also important
• Catheter-related traction can result in severe injury, causing
splitting of the urethra, referred to as traction or traumatic
hypospadias.
 



	37. Adult Diapers and  Other Protective Garments
• Protective garments have improved considerably over the past
few years, and a high-absorbency gel-impregnated material is
currently used that allows the lining against the patient’s
perineal skin to stay dry.
• Protective garments are commonly used in incontinent
patients with dementia who have adequate bladder emptying
and in persons who leak as a result of low outlet resistance.
 


	38. Clean Intermittent Catheterization
•  The technique has since been used extensively for neurogenic
bladder disease
• An intermittent catheter program requires a low-pressure
bladder of adequate capacity (greater than 300 mL) and
enough outflow resistance to maintain continence with normal
daily activities
• If the bladder is not sufficiently compliant, antimuscarinic
anticholinergic medications can be used
 


	39. • People with  SCI lesions at C6 and below can often manage self-
catheterization
• The program often breaks down if the patient is at school or
work. Patients should restrict fluid intake as needed to allow
reasonable catheterization intervals
• Some patients have enough sensation to be able to catheterize
based on urge, but most must do so on a timed schedule
 


	40. • A minimum  of three catheterizations per 24 hours is
recommended
• Many patients do wash their catheters with soap and tap
water and reuse them
• In those patients with recurrent UTIs, other types of catheters
(touchless, enclosed systems, or hydrophilic catheters) or
sterilization of catheters can be helpful in reducing infection
• The most common problems with self-catheterization are
symptomatic bacteriuria, urethral trauma, and incontinence
 


	41. Pelvic floor training  with biofeedback
• There are multiple types of instruments that can be used to
provide sensory feedback as the pelvic floor muscles contract
around the device
• Traditional surface electromyography (SEMG) sensors are solid
and provide isometric resistance to the muscular contraction
• SEMG provides immediate visual and/or auditory feedback
regarding pelvic floor activity, which improves patient
comprehension, appropriate recruitment patterns, and
proprioceptive awareness
 


	42. Pharmacologic Treatment of  Neurogenic Bladder
Dysfunction
 


	43. General Principles
• Many  drugs for lower urinary tract management have been
tried, with the rationale for their use often based on animal
and in vitro experiments
• Bladder management drugs in humans have generally been
disappointing.
• The most effective groups are those that inhibit detrusor
activity
 



	45. Failure to store
•  Overactive bladder(OAB)
• Hyperreflexic bladder
• UMN bladder
• Voiding is unpredictable & incomplete
• Symptoms: Urgency, Frequency, Urgency incontinence,
nocturia
 



	47. Antimuscarinic Agents
Atropine, from  belladonna, is the original compound from which
numerous agents have followed.
Propantheline bromide
• Dose: 15 to 30 mg three times a day
• Brand name: Tab. Prokind (15mg) tab. Propanin(15 mg)
Hyoscyamine
• 0.125 to 0.25 mg three or four times a day
• Brand name: no local brand
 


	48. Antimuscarinic Agents
Oxybutynin
• currently  the most commonly used agent
• dose: up to 5 mg four times daily, or sustained release 15 mg
once or twice daily in patients with no renal impairment
• Brand Name: Tab. Uricon CR 5 mg
 


	49. Antimuscarinic Agents
Tolterodine :  (long-acting muscarinic receptor antagonist)
• dose : 4 mg daily
• lower dosing available for individuals with severe renal or
hepatic impairment or with concomitant ketoconazole
administration
• Brand Name: Tab. Ucol 2mg, Tab. Detrusin LA 1/2/4 mg
Fesoterodine
• similar but newer agent. It has been demonstrated to be
effective for OAB in a dose-dependent manner and is one of
the few agents supported by level I evidence for use in
vulnerable older adult patients
 


	50. Antimuscarinic Agents
Darifenasin (M3  receptor selectivity)
• Dose: available as an ER tablet (7.5 to 15 mg daily)
• Brand Name: Tab.Darifen ER 7.5 mg
• No renal adjustment is needed with limitation to the 7.5-mg
dose in hepatic impairment and with concomitant
ketoconazole use
 


	51. Antimuscarinic Agents
Solifenacin
• Dose:  5 to 10 mg daily.
• Brand Name: Tab. Solider 5/10 mg , Tab. Solina 5/10mg
• It should not be used in cases of severe hepatic impairment.
• only 5 mg should be used in cases of severe renal impairment
and when used concurrently with ketoconazole.
• Solifenacin has been shown to improve urodynamic
parameters in persons with SCI
 


	52. Antimuscarinic Agents
Trospium
Dose: 20  mg twice daily or sustained release at 60 mg daily
Brand Name: Tab. Trospi 20 mg
• It cannot be used in cases of severe hepatic impairment
• Must be limited to 20 mg every other day in cases of severe
renal impairment
• It has a quaternary amine structure, does not cross the blood-
brain barrier, and has been suggested as a preferred agent in
older adults or persons who are cognitively impaired
 


	53. Antimuscarinic Agents
Imipramine
• It  is recommended by several authors for its presumed
anticholinergic actions
• It is said to be additive in its effectiveness when combined with
other anticholinergic agents. It does not seem to increase side
effects
Brand Name: Tab. Tofranil 25mg
 


	54. Antimuscarinic Agents
Major side  effects
• Dry mouth
• Blurry vision
• Tachycardia
• Constipation
• Trospium should be used with caution in patients with narrow-
angle glaucoma
 


	55. Adrenergic Agonists
Mirabegron
• Newer  medication being used in SCI individuals that mediates
relaxationof the detrussor muscle via ß-3 adrenoreceptor
stimulation
• Indication: Overactive bladder
• Adult dose-25 mg daily . May increase to 50 mg daily based
on individual efficacy and Tolerability
• Brand Name: Tab. Betmira ER 25/50 mg, Tab. Mirabeg ER
25/50 mg , Tab.Utromeg 25/50 mg
 


	56. Adrenergic Agonists
Adverse effects
•  Hypertension
• Headache
• Urinary retention
• Dizziness
 


	57. Failure to empty
•  Urinary retention
• Areflexic bladder
• LMN bladder
• Fills without emptying
• Symptoms: Hesitancy, feeling of incomplete voiding, straining,
double voiding
 



	59. Cholinergic Agonists
Bethanechol
• The  detrusor is innervated by cholinergic muscarinic (M2 and
m3)receptors
• In theory, bethanechol might be helpful in detrusor
hypocontractility by increasing detrusor activity
• Although a pharmacologic effect can be seen with a parenteral
dose when the bladder is partially innervated
• Oral doses are not effective at levels that can be tolerated by
patients
• Controlled clinical trials are lacking and the use of this drug has
greatly declined
 


	60. Adrenergic Antagonists
Phenoxybenzamine
• α-adrenergic  receptor antagonist has been used to inhibit
prostate and bladder neck smooth muscle activity
• However, its use has greatly decreased, and newer agents with
more specific α1-blocking actions such as prazosin, terazosin,
and doxazosin are avaialble
• These agents appear to reduce the irritative symptoms in men
with obstruction resulting from benign prostatic hyperplasia
and increase emptying in patients with neurogenic voiding
dysfunction
 


	61. Adrenergic Antagonists
Tamsulosin
• α1a-selective  agents
• Dose: 0.4 to 0.8 mg daily
• Brand name: cap. Uromax 400 mcg, cap.Prostanil 400mcg
Silodosin
• Dose: 4 to 8 mg daily
• Brand name: Cap. Prostanor 4/8 mg, Cap. Rapiflow 4/8 mg
• Have been used for the treatment of benign prostatic
hyperplasia
 


	62. Other Anti adrenergics  (α- blockers):
Alfuzosin
• Brand Name: Tab. Alfumax ER/XR 10 mg
Terazosin
• Brand Name: Cap. Prostol 2/5mg
Phentolamine
Doxazosin
 


	63. Common Adverse effect  of Anti Adrenergics (α- blockers)
• Orthostatic hypotension
• Retrograde ejaculation: unacceptable in sexually active
individuals who may be interested in fertility.
• Dizziness
• Rhinitis
 


	64. Muscle relaxants
Baclofen, Tizanidine,  Diazepam, and Dantrolene sodium
• Have never been shown to be effective in controlled studies in
patients with detrusor-striated sphincter dyssynergia
• Some patients report better emptying with Diazepam.
Baclofen given intrathecally by infusion pump for severe lower
extremity spasticity
• In sofar as intrathecal baclofen is indicated in some patients
with tetraplegia, this overall decrease in bladder emptying
might not be desirable.
 


	65. Estrogens
• Postmenopausal women  often have atrophy of the urethral
submucosa which can lead to stress incontinence
• Estrogen administration by local application often restores or
maintains this tissue and can be helpful in women with a
partially denervated pelvic floor and stress incontinence
 


	66. Intravesical Therapy
Onabotulinumtoxina or  BTX type A
• Given via cystoscopic injection as 100 to 200 units distributed
in approximately 30 sites in the bladder wall, reduces do for 3
to 6 months.
• This is the only FDA-approved therapy for NDO that is
refractory to medications
• Inhibits release of acetylcholine
• Repeated injection is necessary
 



	68. Surgical Treatment
To increase  capacity
Bladder augmentation
• recommended for patients who have DO, reduced compliance,
and decreased functional storage capacity that fails to respond
to medical therapy
• The bladder is opened widely in this procedure, and a
detubularized and reconfigured segment of bowel is sewn in.
• A 20- to 30-cm segment of distal ileum is usually used, but an
ileocecal segment, sigmoid or even a wedge of stomach can
also be used
 


	69. Bladder augmentation with  continent catherizable stoma
• In this procedure, a section of bowel is used not just to
increase effective bladder capacity but also to form a continent
catheterizable channel that opens onto the abdominal wall.
• It is particularly useful in women for whom intermittent self-
catheterization via the urethra is difficult or impossible
because of leg spasticity, body habitus, severe urethral
incontinence, or the need to transfer from a wheelchair
• Men who are unable to perform intermittent catheterization
because of partial hand function, strictures, false passages, or
fistulas are also potential candidates
 


	70. Urinary diversion
• If  bladder removal is indicated because of malignant disease,
contracture, ureteral reflux, or other reasons such as
intractable AD, standard ileal conduit is recommended with
removal of the bladder and prostate in most cases
• In theory, a non-refluxing ureterointestinal anastomosis
should reduce risk of infections
 


	71. Denervation procedures
• Denervation  techniques for bladder hyperactivity are
theoretically attractive but not widely used.
• Operative approaches include nerve supply near the bladder.
Selective sacral rhizotomies have been attempted.
• The technique involves identifying the nerve root (usually S3
on one side) that carries the detrusor reflex by doing
differential sacral local anesthetic blocks while monitoring the
detrusor reflex with CMG
• CMG. Surgical or chemical destruction of S3 usually results in
only temporary acontractility. Over time the detrusor reflex
typically reroutes through the intact sacral nerves.
 


	72. To increase contractility
Electrical  stimulation
• Detrusor contraction can be elicited electrically with electrodes
implanted on the bladder wall, pelvic nerves, sacral roots, and
conus
• The electrodes are placed on the anterior roots either
intradurally or extradurally
 


	73. To Increase Outlet  Resistance
• Urethral Bulking Agents
• External Compressive Procedures
To Decrease Outlet Resistance
• Sphincterotomy
• Urethral Stents
• Intrathecal baclofen
 


	74. Complications of Neurogenic  Voiding Dysfunction
Bacteriuria
• Asymptomatic bacteriuria is very common in patients with
neurogenic bladder, especially those using intermittent or
indwelling catheterization
• Escherichia coli causes the majority of uncomplicated UTIs
• E. coli and organisms such as species of Proteus, Klebsiella,
Pseudomonas, Serratia, Providencia, enterococci, and
staphylococci are relatively more common in patients with
catheter-associated UTI
 


	75. • Patients with  mild to moderate illness can be treated with an
oral fluoroquinolone such as ciprofloxacin, levofloxacin, or
gatifloxacin.
• Trimethoprim-sulfamethoxazole is another commonly used
antibiotic for patients who are less ill, but it does not provide
coverage against P. aeruginosa.
• Ampicillin and nitrofurantoin are poor choices for empirical
therapy because of the high prevalence of resistance
• At least 7-14 days of therapy is generally recommended,
depending on the severity of the infection
 


	76. • In patients  who are more seriously ill and hospitalized,
- Piperacillin +Tazobactam,
- Ampicillin + Gentamicin Or
- Imipenem + Cilastatin provide coverage against most
expected pathogens,
• At least 7 to 14 days of therapy is recommended, depending
on the severity of the infection
• Patients undergoing effective treatment for UTI with an
antibiotic to which the infecting pathogen is susceptible should
have definite improvement within 24 to 48 hours. If not, a
repeat urine culture and imaging studies (US or CT) are
indicated
 


	77. Autonomic Dysreflexia
• Afferent  stimulation into the spinal cord from nociceptive
sources, such as a distended bladder, can trigger this
phenomenon
• Because of the lack of supraspinal inhibition resulting from an
SCI, exaggerated reflex sympathetic outflow occurs, resulting
in AD symptoms like hypertension, sweating, headache and
reflex bradycardia.
 



	79. • The best  treatment is prevention of such stimuli
• If symptoms persist after emptying bladder apply 0.5 to 1 inch
of Nitroglycerin ointment on the skin because this can be
wiped off when hypertension resolves or if hypotension occurs
• Sublingual Nifedipine 10 mg was used more commonly in the
past but has fallen out of favor because of the risk of
hypotension
• Long term management with Phenoxybenzamine (10 to 30 mg
daily) has been used to prevent AD
 


	80. Other Complications:
• Hypercalciuria  and Stones
• Lower Urinary Tract Changes
• Ureteral Reflux and Upper Tract Dilation
• Hydronephrosis and renal Deteriorartion
• Bladder cancer-who have indwelling catheter and bladder
augmentation
 


	81. Summary
• The ultimate  goal of bladder management is to establish a
program for the patient that optimizes quality of life and
reduces incontinence
• A history and physical examination followed by appropriate
testing will allow classification of the patient’s bladder
dysfunction
• This will allow, with careful consideration of other medical
problems and social issues, choice of the best method of
bladder management to meet these stated goals
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	83. Thanks for your  patience listening
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