


women with genuine stress meontinence on HRT may
have an mercase m therr urine loss m the second half of
therr eyveles (Benness et al 1991, Tt would therefore
appear that progesterone offsets the benelicial effects of
ocstrogen on the fower urinary tract. Androgen receptors
are found i both the female blader and urethra but their

role s at present unclear, (Blakeman et al 1997),

The prevalence of postimenopausal incontinence in the
community is thought to be between 16-294 (Barlow et
al, 1997 Thomuas ot al 1980, Jollevs 1988}, While the
agetng process 1s clearly astgnificant actiological factor
m the puthogenesis ol urimary meontinence, there is
conflicung evidence as to whether the menopause and
ocstrogen deficiency are independently important.
Jollevs (1988) surveyed 937 women registered with a
rural general pracuce and found the prevalence of
meontinence was most common the the 43-55 year age
sroup: d peviad which includes the menopause i most
cases. Hiltm ¢ 1981y tound a similar pattern i hospital
40 of

urogynaccology unit aged between 40-60 years with a

practice. with women referred tooa
mean comparable to the average age of the menopause.
losit and Bekassy (1984 also reported that 70% of
meontinent postmenopausal women related the onset of
theirurmary leakage to therr final menstrual period. Most
studies however show that many women develop
meontinenee at least 10 years betore the menopause with
Jotlevs (1988 finding that significantly more
women affected  than

premenopausal were
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Salmon ctal c194 D) was the first to report the successful
use o vestrogens o treat urinary incontinence over 50
vears ago. Intramuscular oestrogen therapy was
administered (o 16 women with dysuria. frequency,
ureency and incontinence for 4 weeks. Symptomatic
miprovement oceurred 2 women untl treatment was
discontinued, ac which time the symptoms recurred.
Unfortunately this and other studies ook place before
Jiewidespread introduction of urody namie mvestigation

md therefore almost certamly mcluded a heterogeneous

group of individuals with @ number of different
pathologics. Many studies were also observational. not
randomised. blinded or controlled with a lack of outcome
measures limiting their interpretation. The situation s
further complicated by the fact that a number of ditferent
nypes of oestrogen have been used with varying doses.

routes of administration and durations of treatiment

Two meta-analyses have helped to clarify the situation.
In the first, a report by the Hormones and Urogenital
Therapy (HUT) committee, (Fantl ctal. 1994). the use of
ocstrogens to treat all causes of tncontinence
postmenopausal women was examined. Of 166 articles
identified which were published in English between 1969-
1992, only 6 were controlled trials and 17 uncontrolled
series. The results showed that there was a significant
subjective improvement for all patients and those with
genuine stress incontinence. However, assessment ol the
abjective parameters revealed that there was no change
in the volume of urine Tost. Maxmum urcthral closure
pressure did increase significantly. but this result was
influenced by only once study showing a farge effect. In
the second meta-analvsis, Sultana and walters (1990)
reviewed 8 controlled trials and |4 prospective
uncontrolled trials and included all tvpes of oestrogen
treatment. They also found that oestrogen therapy did
not produce a significant improvement i stress
incontinence but may be useful for the often associated

symptoms of urgency and frequency.

Although oestrogen given alone does notappear to be an
effective treatment for stress incontinence, several studics
have shown that it may have a role m combination with
other therapies. Hilton et al (1990) used oestroven
(vaginal or oral) alonc or tn combination with
phenylpropanolamine to treat 60 postmenopausal women
with genuine stress incontinence in a double blind.
placcbo controlled study. Subjectively the symptom of
stress incontinence improved in all groups but objectinely
only in the women given combination therapy. This tvpe
of treatment may be particularly useful for women with

mild stress meontinence or those not suitable for surgery.

THE JOURNAND OF OBSTEIRICS ANDGYNABECOL OGY OF INDIA

.l






4. Blakeman PI, Hilton P, Bulmer JN. Neurourol Urodyn

13:325, 1996,

'

. Blakeman PJLHilton P, Bulmer IN. Int. Urogynecol )
88541997,

6. Burton G, Cardozo LD, Abdalla H. Neurourol Urodyn
FO:318, 1992,

7 Cardozo LD. Rekers HL Tapp A, Maturitas 18:47,
1993,

S, Cardozo Lo Benness C, Abbott DL Br J Obst. Gyn.
105:403, 199y,

o Fanth JAC Wy man JE Anderson RL, Obs. Gyn. 71:823;
TONN.

10, Fantl JAL Cardozo LD MceClish DK, Estrogen therapy

i the management of urinary incontinence n

postimenopausal women: a meta-analvsis. First report
of the Hormones and Urogenital Therapy Committee.
N3T2-18 1994
I Htton P Urethral pressure measurement by
microtransducer: observatons on the methodology,
the pathophysiology of stress incontinence and the
MD Thesis,

Uiversity of Neweastle - upon-Tyne, 1981,

cffects of treatment in the female.

12 Hilton P, Tweddel AL, Mayne C. Int Urogen J: 12:80.
1990

13. losif CS, Batra S, Ek A, Am J Obst. Gyn. 141:817,
1981.

14 Tosif CS, Bekassy Z. Acta Obst. Gynecol Scand
63:257, 1984.

15 Jackson S. Avery N. Shepard A, Neurourol Urodyn
15:327.199¢6. '

16.Jolleys JV. Br. Med J: 296:1300: 1988.

17. Kondo A. Kato K, Saito M, Neurourol Urodyn 9:330,
1990.

18.Raz R, Stamm WE. New Eng J Med 329:753: (993,

19. Salmon UL, Walter R, Gast SH, A, J Obst Gyn 14:2 3
1941.

20.Screiter F Fuchs P, Stockamp K. Urolint 31:13. 1970,

21.Smith PIB. Management of the menopause and post
menopausal years Lancaster: MTP Press 291, 1976,

22 Sultana CJ, Walters MD. Maturitas 20:129-138, 1990,

23. Thomas TM, Plymat KR, Blannin J: Br Med J
281:1243, 1980

24, Van Wagenen G, Jenkins RH. J Urol 42:1010: 1939

25.Versi E.Cardozo LD. Neurourol Urodyn 5:535: 1986

[HE JOURNAL OF OBSTETRIC S Anv GYNAECOLOGY OF INDIA

2(1]



