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Context and Policy Issues 

Neurologic bladder, or neurologic lower urinary tract dysfunction, is a consequence of a 

variety of a variety of neurological diseases (e.g., multiple sclerosis, diabetes, Parkinson’s 

disease, spinal cord diseases), leading to urinary incontinence, kidney dysfunctions, and 

urinary tract infection.
1,2

 Urinary incontinence, or involuntary leakage of urine, is a highly 

prevalent condition affecting 3.3 million, or 10% of Canadians and can include stress 

urinary incontinence (SUI) (the most common type of UI; happens when the bladder and 

muscles involved in urinary control are under sudden stress such as coughing, sneezing, 

heavy lifting, etc), urgency urinary incontinence (UUI) (due to overactive bladder muscle 

leading to an urge to urinate when there is a change in body position, sound of running 

water, etc), or mixed urinary incontinence (MUI) (a combination of SUI and UUI).
3-5

 

Treatment for urinary incontinence aims to achieve continence, improve quality of life, 

prevent urinary infection and preserve renal function. Management of urinary incontinence 

usually involves a multidisciplinary team and includes conservative management, 

pharmacological (such as anticholinergics), or surgical treatments.
3,6

Conservative 

management for urinary incontinence usually includes behaviour modification (such as 

pelvic floor muscle training, bladder training), lifestyle changes, mechanical devices, and 

electrical stimulation. Pelvic floor muscle training involves exercises (Kegel exercises) that 

help strengthening muscles that control the flow of urine, while bladder training involves 

increased time interval between scheduled bathroom visits.
7-10

 Despite being commonly 

used in clinical practice, it has not been clear as to whether behaviour modification should 

precede pharmacological treatment in the management for urinary incontinence.  

This Rapid Response report aims to review the clinical effectiveness of behavioural 

modification for the treatment of urinary incontinence resulting from neurogenic bladder. 

Evidence-based guidelines regarding the use of behavioural modification for the treatment 

of urinary incontinence resulting from neurogenic bladder will also be examined.  

Research Questions 

1. What is the clinical effectiveness of behavioural modification for the treatment of adults 

with urinary incontinence resulting from neurogenic bladder? 

2. What are the evidence-based guidelines associated with the use of behavioural 

modification for the treatment of adults with urinary incontinence resulting from 

neurogenic bladder? 

Key Findings 

There was no evidence found that directly compared behavioural modification to 

pharmacologic treatment such as anticholinergics for the treatment of adults with urinary 

continence from neurogenic bladder.  

Data from a 2014 systematic review on the effects of pelvic floor muscle training (PFMT) 

suggested that it lead to better control of stress urinary incontinence (SUI) in women as 

compared to no treatment or inactive control treatments, as determined by patient-reported 
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or clinician-reported measures, with few adverse effects. When the type of urinary 

incontinence was unspecified, the effect size was reduced. There were no data on urgency 

urinary incontinence (UUI) or mixed urinary incontinence (MUI) alone. Women with either 

SUI or any type of urinary incontinence were also more satisfied with PFMT treatment than 

controls, while women in the control groups were more likely to seek further treatment.  

The American College of Physicians (ACP) recommends PFMT as first-line therapy for SUI, 

and recommends against treatment with systemic pharmacologic therapy. For UUI, ACP 

recommends bladder training as first-line therapy, and pharmacologic treatment if bladder 

training was unsuccessful. ACP recommends PFMT plus bladder training for MUI (no 

algorithm relative to pharmacologic therapy stated). 

Methods 

A limited literature search was conducted on key resources including PubMed, The 

Cochrane Library, University of York Centre for Reviews and Dissemination (CRD) 

databases, Canadian and major international health technology agencies, as well as a 

focused Internet search. No methodological filters were applied to limit retrieval by study 

type. Where possible, retrieval was limited to the human population. The search was also 

limited to English language documents published between January 1, 2012 and August 18, 

2017. 

Rapid Response reports are organized so that the evidence for each research question is 

presented separately. 

Selection Criteria and Methods 

One reviewer screened citations and selected studies. In the first level of screening, titles 

and abstracts were reviewed and potentially relevant articles were retrieved and assessed 

for inclusion. The final selection of full-text articles was based on the inclusion criteria 

presented in Table 1. 

Table 1: Selection Criteria 

Population Adults with urinary incontinence from neurogenic bladder 

Intervention Behavioural modification 

Comparator Q1: Standard of care (anticholinergics) 

Placebo 

Q2: No comparator 

Outcomes Q1: Clinical effectiveness  

Q2: Guidelines 

Study Designs Heath technology assessments, systematic reviews, meta-analyses, randomized controlled trials, non-
randomized controlled trials, evidence-based guidelines 

 

Exclusion Criteria 

Articles were excluded if they did not meet the selection criteria outlined in Table 1, they 

were duplicate publications were already reported in the included SRs, or were published 
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prior to 2012. Guidelines were excluded if they were not evidence-based (i.e., based on a 

formal search for relevant literature with assessments of evidence quality).  

Critical Appraisal of Individual Studies 

The included systematic review (SR) and guidelines were assessed using the AMSTAR
11

 

and AGREE
12

 checklists, respectively. Summary scores were not calculated for the 

included studies; rather, a review of the strengths and limitations of each included study 

were described narratively. 

Summary of Evidence 

Quantity of Research Available 

A total of 656 citations were identified in the literature search. Following screening of titles 

and abstracts, 648citations were excluded and eight potentially relevant reports from the 

electronic search were retrieved for full-text review. One potentially relevant publication was 

retrieved from the grey literature search. Of these potentially relevant articles, seven 

publications were excluded for various reasons, while two publications met the inclusion 

criteria and were included in this report. Appendix 1 describes the PRISMA flowchart of the 

study selection. 

Summary of Study Characteristics 

The included review
13

 is a SR with meta-analysis that aims to evaluate the efficacy of PFMT 

in women with urinary incontinence in comparison to no treatment, placebo or sham 

treatments, or other inactive control treatments (such as advice on use of pads). The SR 

included 20 randomized controlled trials (RCTs) and 1 quasi-RCT. Primary outcomes 

reported were efficacy of PFMT determined by patient-reported measures and urinary 

incontinence-related quality of life; clinician-reported measures such dry pads, and adverse 

events were also reported. The review was done in Canada and New Zealand.  

The included guideline is a Clinical Practice Guideline developed by the American College 

of Physicians (ACP) on non-surgical management of urinary incontinence in women.
14

 The 

guideline was based on a comprehensive systematic evidence search from 1990 to 2013. 

The guideline rates the evidence by using the ACP’s guideline grading system adopted 

from the GRADE (Grading of Recommendations, Assessments, Development, and 

Evaluation) workgroup. 

Characteristics of the included studies are detailed in Appendix 2.  

Summary of Critical Appraisal 

The included SR
13

 had a priori design provided, independent studies selection and data 

extraction procedure in place, comprehensive literature search performed, list of included 

and excluded studies, studies characteristics provided, quality assessment of included 

studies provided and used in formulating conclusions, assessment of publication bias 

performed, and conflict of interest stated. Heterogeneity across trials in interventions, 

comparators, and length of follow-up was present in a number of pooled analyses, so a 

random-effects model was used. 

The guideline had clear scope and purpose, the recommendations are specific and 

unambiguous, the method for searching for and selecting the evidence are clear, methods 
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used for formulating the recommendations are clearly described, health benefits, side 

effects and risks were stated in the recommendations, and the procedures for updating the 

guidelines provided and target users of the guideline are clearly defined. Potential cost 

implications of applying the recommendation were included. It was unclear whether the 

guideline was piloted among target users, or whether patients’ views and preferences were 

sought. 

Details of the critical appraisal of the included studies are presented in Appendix 3.  

Summary of Findings 

What is the clinical effectiveness of behavioural modification for the treatment of adults with 

urinary incontinence resulting from neurogenic bladder? 

There was no evidence found that compared behavioural modification to pharmacologic 

treatment such as anticholinergics for the treatment of adults with urinary incontinence 

resulting from neurogenic bladder.  

The 2014 Cochrane systematic review determined the effects of PFMT for women with 

urinary incontinence in comparison to no treatment, placebo, sham treatments, or other 

inactive control treatments.
13

 The SR included 15 trials on SUI and six trials on unspecified 

urinary incontinence; there was no trial on patients with UUI or MUI alone.  

Women with SUI who were in the PFMT groups were eight times more likely than the 

controls to report that they were “cured”, by several definitions (e.g., “dry”, “no leakage”, 

“unproblematic”, >75% improvement) and 17 times more likely to report cure or 

improvement at the end of treatment. Women with any incontinence in the PFMT group 

were also more likely to report that they were cured, or more likely to report cure and 

improvement than the control group at the end of treatment. Six months to one year after 

the end of treatment, women with SUI who were in the PFMT groups were 28 times more 

likely than the control group to report cure or improvement, and 24 times more likely than 

the control to report cure or improvement in women with any incontinence. Women were 

more satisfied with PMFT, while women in the control groups were more likely to seek 

further treatment. Women with PFMT leaked urine less often, lost smaller amounts on short 

office-based pad tests, emptied their bladders less often during the day, and their sexual 

outcomes were better than women in the control group. Adverse events were rare (one trial 

reported adverse events with PMFT) and minor (pain, uncomfortable feeling after exercise, 

or “bothered”). The authors concluded that based on the available evidence, PFMT is better 

than no treatment, placebo drug, or inactive control treatments for women with SUI or 

urinary incontinence (all types), but there was no information about women with UUI alone 

or MUI. 

What are the evidence-based guidelines associated with the use of behavioural 

modification for the treatment of adults with urinary incontinence resulting from neurogenic 

bladder? 

The 2014 Clinical Practice Guideline from the American College of Physicians (ACP) issued 

recommendations for nonsurgical management of urinary incontinence in women.
14

 

Recommendation 1: ACP recommends first-line treatment with PFMT in women with stress 

UI. (Grade: strong recommendation, high-quality evidence). (p 434) 
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Recommendation 2: ACP recommends bladder training in women with urgency UI. (Grade: 

strong recommendation, moderate-quality evidence).(p 434) 

Recommendation 3: ACP recommends PFMT with bladder training in women with mixed 

UI. (Grade: strong recommendation, moderate-quality evidence)(p 434) 

Recommendation 4: ACP recommends against treatment with systemic pharmacologic 

therapy for stress UI. (Grade: strong recommendation, low-quality evidence)(p 434) 

Recommendation 5: ACP recommends pharmacologic treatment in women with urgency UI 

if bladder training was unsuccessful. Clinicians should base the choice of pharmacologic 

agents on tolerability, adverse effect profile, ease of use, and cost of medication. (Grade: 

strong recommendation, high quality evidence)(p 434) 

Recommendation 6: ACP recommends weight loss and exercise for obese women with UI. 

(Grade: strong recommendation, moderate-quality evidence)(p 434) 

The main findings of the included studies are presented in Appendix 4. 

Limitations 

There was no evidence found that directly compared behavioural modification to 

pharmacologic treatment such as anticholinergics. No trials evaluated efficacy of 

behavioural modification one year or more after the end of treatment. The major limitation in 

reporting of the included trials was the lack of a clear description of the PFMT programs. 

Heterogeneity across trials in PFMT programs, comparators, length of follow-up, was 

present in a number of pooled analyses. 

Conclusions and Implications for Decision or Policy Making 

There was no evidence found that directly compared behavioural modification to 

pharmacologic treatment such as anticholinergics for the treatment of adults with urinary 

incontinence resulting from neurogenic bladder.  

Data from a 2014 systematic review on the effects of PFMT lead to better control of SUI in 

women as determined by patient-reported (such as likeliness to report continence) or 

clinician-reported measures (such as pad testing for urine loss), with few adverse effects. 

When the type of urinary incontinence was unspecified, the effect size was reduced. There 

were no data on UUI or MUI alone. Women with either SUI or any type of urinary 

incontinence were also more satisfied with PFMT treatment, while women in the control 

groups were more likely to seek further treatment.  

The efficacy of behavioural modification such as PFMT, bladder training and biofeedback 

may also be enhanced with the addition of other conservative strategies such as lifestyle 

changes (e.g., weight loss, dietary changes, physical activity), physical therapy (e.g., 

vaginal cones) and electrical stimulation.
7,15,16

 

Despite the evidence that behavioural modification helps to control urinary incontinence, 

there are factors that influence its uptake and delivery. A qualitative review on patients and 

staff perception on behavioural modification found that from clients perspective, increase 

fear of accidents and convenience of treatments are barriers to participation in the program, 

and from a staff perspective, barriers to adopting behavioural interventions included staff 

education and perceptions of treatmenteffectiveness.
17
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The American College of Physicians (ACP) recommends PFMT as first-line therapy for SUI, 

and recommends against treatment with systemic pharmacologic therapy. For UUI, ACP 

recommends bladder training as first-line therapy, and pharmacologic treatment if bladder 

training was unsuccessful. ACP recommends PFMT plus bladder training for MUI (no 

algorithm relative to pharmacologic therapy stated).  
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Appendix 1: Selection of Included Studies 
 
 
 
 

  

648 citations excluded 

8 potentially relevant articles retrieved 
for scrutiny (full text, if available) 

1 potentially relevant 
report retrieved from 
other sources (grey 

literature, hand search) 

9 potentially relevant reports 

7 reports excluded: 
-irrelevant population (1) 
- irrelevant intervention (1) 
- irrelevant comparator (4) 
- review (1) 
 
 
- review (1) 
 
- reviews (1) 
 
 

 

2 reports included in review 

656 citations identified from electronic 
literature search and screened 
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Appendix 2: Characteristics of Included Publications 

Table 2: Characteristics of Included Systematic Review 

First Author, 
Year, 
Country, 

Objectives 

 
Literature Search 
Strategy 

Inclusion Criteria Exclusion Criteria Studies included 
Main outcomes 

Dumoulin,
13

 
2014, Canada, 
New Zealand 

“To determine the 
effects of pelvic floor 
muscle training for 
women with urinary 
incontinence in 
comparison to no 
treatment, placebo 
or sham treatments, or 
other inactive control 
treatments” (p 1) 
 
“We searched 
theCochrane 
Incontinence Group 
Specialised Register, 
which contains trials 
identified   Cochrane 
Central Register of 
Controlled Trials 
(CENTRAL) (1999 
onwards), MEDLINE 
(1966 onwards) and 
MEDLINE In-Process 
(2001 onwards), and 
Handsearched journals 
and conference 
proceedings (searched 
15 April 2013) and the 
reference lists of 
relevant articles” ( p 1) 

“Randomised or quasi-
randomised trials in 
women with stress, 
urgency or mixed urinary 
incontinence (based on 
symptoms, signs, or 
urodynamics). One arm 
of the trial included pelvic 
floor muscle training 
(PFMT). Another arm 
was a no treatment, 
placebo, sham, or 
other inactive control 
treatment arm” ( p 1) 

“Trials in which 
PFMT was combined 
with another conservative 
therapy (for example 
bladder training, 
biofeedback, vaginal 
cones or electrical 
stimulation) or drug 
therapy (for example an 
anticholinergic) were 
excluded” (p 9) 

21 studies included (20 
RCTs, 1 quasi-RCT) 
 
Primary outcomes 
Patient reported measures at 
the end of treatment: 
Symptomatic cure or 
improvement of urinary 
incontinence(Likert scales, 
visual analogue scales, and 
per cent reduction in 
symptoms) 
 
Quality of life, incontinence-
specific  
(King’s Health 
Questionnaire, IQOL, B-
FLUTS questionnaire) 
 
Secondary outcomes 
Patient-reported 
symptomatic cure or 
improvement measures six 
months to one year after the 
end of treatment or more 
than one year. 
 
Quality of life, not condition-
specific (General Health 
Status Measures Short 
Form-36,  
SCL-90-R, HADS); sexual 
functions (leakage during 
intercourse) 
 
Clinicians’ measures 
• Pad and paper towel 
testing short (up to one hour) 
or long 
(24 hours) urine loss (grams 
of urine lost) 
• Number cured or improved 
based on pad weights in 
short 
office-based pad test 
 
Adverse events 

B-FLUTS = British Female Lower Urinary Tract Symptoms Questionnaire; HADS = Hospital Anxiety and Depression Scale; IQOL = Incontinence Quality of Life 

Questionnaire; RCT = randomized controlled trial; SCL-90-R = Hopkins Symptoms Checklist for psychological distress. 
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Table 3: Characteristics of Included Guideline 

First Author, Year Scope Population Evidence Grading system 

Qaseem,
14

 2014, 
developed by The 
American College 
of Physicians 

Management of urinary 
incontinence 

Women Systematic 
evidence review 
done by the 
Minnesota 
Evidence-based 
Practice Center; 
literature search 
from 1990 to 2013 

The evidence and 
recommendation were rated 
using the ACP’s guideline 
grading system adopted 
from the classification 
developed by the GRADE 
workgroup 

GRADE = Grading of Recommendations, Assessment, Development, and Evaluation.  
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Appendix 3: Critical Appraisal of Included Publications 

Table 4: Summary of Critical Appraisal of Included Studies 

First Author, Publication Year Strengths Limitations 

Critical appraisal of included systematic review (AMSTAR
11

) 

Dumoulin
13

  a priori design provided 

 independent studies selection and data 
extraction procedure in place 

 comprehensive literature search 
performed 

 list of included studies, studies 
characteristics provided 

 list of excluded studies provided 

 quality assessment of included studies 
provided and used in formulating 
conclusions 

 assessment of publication bias 
performed 

 conflict of interest stated 

 heterogeneity across trials in interventions, 
comparators, length of follow-up, was 
present in a number of pooled analyses 

Critical appraisal of included guidelines (AGREE
12

) 

Qaseem
14

  scope and purpose of the guidelines 
are clear 

 the recommendations are specific and 
unambiguous 

 the method for searching for and 
selecting the evidence are clear 

 methods used for formulating the 
recommendations are clearly described 

 health benefits, side effects and risks 
were stated in the recommendations 

 procedure for updating the guidelines 
provided 

 target users of the guideline are clearly 
defined 

 potential cost implications of applying 
the recommendation are included 

 unclear whether the guideline was piloted 
among target users 

 unclear whether patients’ views and 
preferences were sought 
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Appendix 4: Main Study Findings and Author’s Conclusions 

Table 5: Main Study Findings and Authors’ Conclusions 
Main Study Findings Authors’ Conclusions 

Dumoulin
13 

Primary outcomes (patient-reported measures) 

(Cure was defined as “no leakage” or “incontinence unproblematic”) 
Symptomatic cure at the end of treatment 

Women with SUI who were in the PFMT groups were 8 times more likely than the control to 
report that they were cured (46/82 [56.1%] vs 5/83 [6.0%], RR 8.38, 95% CI 3.68 to 19.07) 
(data from 4 trials) 
 
Women with any incontinence in the PFMT group were 5 times more likely than the control to 
report that they were cured (50/144 [35.0%] vs 9/146 [6.0%],RR 5.34,95% CI 2.78 to 10.26 
(data from 3 trials) 
 
Symptomatic cure or improvement at the end of treatment 
Women with SUI who were in the PFMT groups were 17 times more likely than the control to 
report cure or improvement (32/58 [55%] vs 2/63 [3.2%], RR 17.33, 95% CI 4.31 to 69.64) 
(data from 2 trials) 
 
Women with any incontinence in the PFMT group were 2 times more likely than the control to 
report cure or improvement (58/86 [67.4%]vs 23/80 [28.7%], RR 2.39, 95% CI 1.64 to 3.47) 
(data from 2 trials) 
 
Quality of life, incontinence-specific 
 
Three out of four different measures of quality of life specific to the effect of urinary 
incontinence (severity, physical limitation, incontinence impact) were in favour of PFMT in 
women with urinary incontinence (SUI and all types).  
 
Secondary outcomes 
Patient-reported measures 
Symptomatic cure or improvement 6 months to 1 year after the end of treatment 
Women with SUI who were in the PFMT groups were 28 times more likely than the control to 
report cure or improvement (14/26 [53.8%] vs 0/25 [0%], RR 27.93, 95% CI 1.75 to 444.45) 
(data from 1 trial) 
 
Women with any incontinence in the PFMT group were 24 times more likely than the control 
to report cure or improvement (23/59 [38.9%]vs 1/61 [1.6%], RR 23.78, 95% CI 3.32 to 
170.49) (data from 1 trial) 
 
Satisfaction 
Women with SUI who were in the PFMT groups were 5 times more likely than the control to 
report cure or improvement (36/51 [70.6%] vs 7/54 [12.9%], RR 5.32, 95% CI 2.63 to 10.74) 
(data from 2 trials) 
 
Women with any incontinence in the PFMT group were 3 times more likely than the control to 
report cure or improvement (45/58 [77.6%]vs 14/50 [28%], RR 2.77, 95% CI 1.74 to 4.41) 
(data from 1 trial) 
 
Need further treatment 
 
Women with SUI in the PFMT group were less likely than the control to require further 
treatment (RR 0.17, 95% CI 0.07 to 0.42) (data from 1 trial) 

“Based on the data available, PFMT 
is better than no treatment, placebo 
drug, or inactive control treatments 
for women with stress urinary 
incontinence or urinary incontinence 
(all types), but there was no 
information about women with 
urgency urinary incontinence 
alone or mixed urinary incontinence” 
(p 31) 
 
“The review provides support for the 
widespread recommendation that 
PFMT be included in first-line 
conservative management 
programmes for women with stress 
and any type of urinary 
incontinence. Long-term 
effectiveness of PFMT needs to be 
further researched” (p 2) 
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Women with any incontinence who were in the PFMT groups wereless likely than the control 
to require further treatment (RR 0.19, 95% CI 0.10 to 0.36) (data from 1 trial) 
 
Number of leakage per 24 hours 

Women with SUI doing PFMT experienced about one leakage episode less per 24 hours 
compared to controls (RR -1.21, 95% CI -1.52 to -0.89) (data from 4 trials) 
 
Women with any incontinence doing PFMT experienced about one leakage episode less per 
24 hours compared to controls (RR -0.80, 95% CI -1.26 to -0.34) (data from 1 trial) 
 
General health status measures and psychological distress 
 

No statistical difference between PFMT and control groups in general health status (data 
from 1 trial) or psychological distress (data from 1 trial) in either women with SUI or with all 
types of incontinence.  
 
Sexual function 
Women with SUI suggested that sexual function was improved (less spoiled by PFMT) 
compared to control group (RR 0.38, 95% CI 0.15 to 1.0) (data from 1 trial) 
 
Women with SUI suggested that there was reduction of urine leakage during intercourse by 
PFMT compared to control group (RR 0.25, 95% CI 0.06 to 1.01) (data from 1 trial) 
 
Adverse effects 

Four trials reported adverse events, and three did not report any in the PFMT group. No 
serious adverse events reported.  
 
Clinician-reported measures 

 
Number cured or improved based on pad weights in short office-based pad test (objectively 
diagnosed urinary incontinence) 
 
It was over 7 times more likely for women with SUI to be cured with PFMT (dry pads up to 1 
hour) than the control(RR 7.50, 95% CI 2.89 to 19.47) (data from 3 trials) 
 
It was 8 times more likely for women with SUI to be cured or improved with PFMT (dry pads 
up to 1 hour) than the control(RR 8.22, 95% CI 3.17 to 21.28) (data from 3 trials) 
 
There was no statistically significant difference between PFMT and control on 24-hour dry 
pad tests. 
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Recommendation 1: ACP recommends first-line treatment with PFMT in women with stress 
UI. (Grade: strong recommendation, high-quality evidence). (p 434) 
Nonpharmacologic therapy with PFMT should be first-line treatment for women with UI.(p 
435) 
 
Recommendation 2: ACP recommends bladder training in women with urgency UI. (Grade: 
strong recommendation, moderate-quality evidence). 
Bladder training improved UI for women with urgency UI. The addition of PFMT to bladder 
training did not improve continence compared with bladder training alone for urgency UI. (p 
435) 
 
Recommendation 3: ACP recommends PFMT with bladder training in women with mixed UI. 
(Grade: strong recommendation, moderate-quality evidence) 

“Clinicians should use 
nonpharmacologic management for 
UI, such as PFMT for stress UI, 
bladder training for urgency UI, and 
PFMT with bladder training for 
mixed UI, because these therapies 
are effective, have few adverse 
effects, and are cheaper than 
pharmacologic therapies” (p 435) 
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Pelvic floor muscle training combined with bladder training improved continence and UI in 
women with mixed UI. (p 435) 
 
Recommendation 4: ACP recommends against treatment with systemic pharmacologic 
therapy for stress UI. (Grade: strong recommendation, low-quality evidence) 
Treatment of stress UI with standard pharmacologic therapies used for urgency UI has not 
been shown to be effective. Vaginal estrogen formulations improved continence and stress 
UI, but transdermal estrogen patches worsened UI. (p 435) 
 
Recommendation 5: ACP recommends pharmacologic treatment in women with urgency UI if 
bladder training was unsuccessful. Clinicians should base the choice of pharmacologic 
agents on tolerability, adverse effect profile, ease of use, and cost of medication. (Grade: 
strong recommendation, high-quality evidence)(p 435) 
 
Recommendation 6: ACP recommends weight loss and exercise for obese women with UI. 
(Grade: strong recommendation, moderate-quality evidence)(p 435) 

ACP = the American College of Physicians; 95% CI = 95% confidence interval; MUI = mixed urinary incontinence; PFMT = pelvic floor muscle training; RR = risk ratio; 

SUI = stress urinary incontinence; UUI = urgency urinary incontinence. 

 


