Evidence Discussion: Urinary Incontinence
— Initial Imaging (PV 22.1)

e The workup of urinary incontinence involves a thorough history and physical
examination. For incontinence due to non-neurogenic causes, advanced imaging is
rarely necessary in the initial evaluation. Assessment of the urine post void residual
may be completed either with bladder ultrasound or urethral catheterization.

e Baseline imaging should be obtained in the evaluation of neurogenic urinary
incontinence with renal bladder ultrasound.
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Evidence Discussion: Urinary Incontinence
— Further Imaging (PV 22.2)

Urinary incontinence that has failed a trial of conservative treatment may require
advanced imaging with CT of the abdomen and/or pelvis with or without contrast.
Advanced imaging may also be ordered for pre-operative planning if requested by
the surgeon or to follow up on an abnormality noted on previous ultrasound.

Other clinical scenarios where advanced imaging may be indicated are incontinence
occurring concomitantly with abdominal or pelvic pain, dysuria or hematuria, or in the
setting of recurrent urinary tract infections. Incontinence in the setting of previous
radical pelvic surgery or radiation may also require advanced imaging.

If there is suspicion of a fistula, mass, or ectopic ureters (and ultrasound is non-
diagnostic), advanced imaging with CT may be indicated.
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Evidence Discussion (PV 22.3)

The mainstay of evaluation of pelvic organ prolapse remains clinical pelvic
examination. This allows for direct evaluation of prolapse and calculation prolapse
guantification®?.

Translabial, transperineal or transvaginal ultrasound have shown correlation with 12,
Ultrasound also allows for real-time evaluation, has wide availability, fast access,
and lack of ionizing radiation exposure.

MRI has been shown to have excellent soft tissue delineation. It circumstances were
clinical exam and ultrasound are equivocal, MRI may provide additional information
for conditions such as enterocele, sigmoidocele and intussusception?.

Complications related to mesh and graft placement in pelvic floor surgery are
diverse in nature3. Work up for suspected complication is complex and may include
a diverse range of diagnostic procedures such as radiologic imaging, cystoscopy,
and colonoscopy. Surgical meshes have variable visibility*. Given the varied nature
of this these complications modality of imaging should be tailored to suspected
complication.

A known rare complication of sacrocolpopexy is sacral osteomyelitis. In cases of
suspected osteomyelitis, MRI is the preferred imaging as it has a very high
sensitivity for detection infection, especially in early stages®.
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Evidence Discussion (PV 22.4)

According to the American College of Gastroenterology, the American Society of
Colon and Rectal Surgeons and the American College of Obstetrics and
Gynecology, complete history and physical exam is essential for the evaluation of
patient with fecal incontinence®23,

For patients that fail conservative measures, ano-rectal manometry and rectal
balloon expulsion testing should be performed. This may help to guide additional
treatment and diagnostic testing®.

Endoanal ultrasound (EAUS) can be considered in individuals with suspected
sphincter injury*2. Ultrasound is widely available and well tolerated, however it is
operator-dependent*. EAUS shows very good interobserver agreement in the
diagnosis of sphincter defects and the measurement of the internal anal sphincter.

MRI has also emerged as an imaging modality for evaluation of fecal incontinence.
While EAUS is superior for the evaluation of the internal anal sphincter, MRI shows
better distinction between fat and muscle in the evaluation of the external anal
sphincter®. MR is limited by the fact that it is not as readily available and is
unsuitable for patients with limiting conditions such as metal implants and
claustrophobia*. MRI defecography also may play a role in the evaluation of fecal
incontinence as it allows for insight into important functional disorders related to
defecation®.
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