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Overview
Neurotransmitters serve many roles and
have many functions in disease etiology. 
This audio home study program focuses 
on their roles in stress urinary incontinence.

Urinary incontinence is a major cause of
embarrassment and inconvenience for an
estimated 30 million Americans, most of
whom are women, and the number of 
people afflicted is likely to rise in the future.
Stress urinary incontinence (SUI) affects
approximately 30% of the US female popula-
tion and refers to urine leakage that occurs
with mild physical activity, such as bending
forward, laughing, coughing, or exercise. SUI
is usually the result of childbirth, obesity, or
surgical procedure, all of which can cause
weakened pelvic muscles and diminished
urethral sphincter muscle strength. It is not
surprising that many women suffer silently
and are too embarrassed to consult their
practitioners. As a result, they may avoid
regular social interactions, leading to a decline
in their quality of life. Moreover, some women
may eventually suffer from depression if the
problem is left untreated. Attempts to cope
with SUI are common, and may include con-
trolling fluid intake and the use of absorbent
products. These remedies do not attack the
root of the problem, however.

Because the pathological pathways respon-
sible for SUI differ from those of other forms of
incontinence, different therapeutic approaches
are necessary. The basis of this program is
to offer education on the neurourology of
SUI and possible treatment solutions for
practitioners to eventually share with their
patients. 

Needs Assessment
Stress urinary incontinence is a major cause
of embarrassment and inconvenience for an
estimated 25 million women – a figure that is
likely to rise in the future. However, due to
the reluctance of women to speak about
their disease to their physicians, SUI remains
a “silent” disease. The pathological pathways
responsible for SUI are often misunderstood
or confused with other incontinence prob-
lems by many practicing physicians.
Because the pathways responsible for SUI
are distinct from those of other incontinence
problems, different therapeutic approaches
are necessary. This program will identify
these differences and offer possible solutions
for physicians to bring back to their practices.
In order to increase physician awareness of
the needs of patients with SUI and promote
optimum therapy, the Center for Bio-Medical
Communication, Inc. has created this CME
audio home study program based on infor-
mation from surveys, literature searches,
and scientific meetings.

Who Should Participate
This program is intended for primary care
physicians, general practitioners, family
physicians, urologists, gynecologists, and
other health care providers who may treat
patients with stress urinary incontinence.

Learning Objectives
After reviewing this audio home study 
program, participants should be able to:

1. Explain the prevalence and impact of
stress urinary incontinence

2. Define the typical patient with stress 
urinary incontinence

3. Understand the neurourologic component 
of SUI and new pharmacotherapy
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Who Is Your SUI Patient?

Patient Profile: Stress vs Urge
Urinary Incontinence

Urge=Overactive bladder.

ICS* Definition of Urinary Incontinence:

Complaint of any involuntary leakage of urine1

Predominant Risk Factors for SUI

Childbirth GenderObesity

Childbirth is the most common primary risk factor for SUI
Race, muscular or nerve injury, and aging are secondary factors6

Prevalence of Stress Urinary Incontinence (SUI)

• Five years after first childbirth, overall prevalence of SUI is 30%2

• More prevalent in white women than in black or Hispanic women3,4

• Prevalence of SUI in women increases with age5

1. Abrams et al. Neurourol Urodyn. 2002;21:167. 
2. Viktrup et al. Am J Obstet Gynecol. 2001;185:82.
3. Sze et al. Obstet Gynecol. 2002;99:572.
4. Graham, Mallett. Am J Obstet Gynecol. 2001;185:116.
5. Hannestad et al. J Clin Epidemiol. 2000;53:1150.
6. Bump, Norton. Obstet Gynecol Clin North Am. 1998;25:723. *ICS=International Continence Society

Patient Profile: How to Identify
Patients With SUI

Differentiating Disease Conditions
Is a Prerequisite to Defining the
Treatment

Ask your patient: Stress Urge
In the last week…
Did you have loss of urine Yes No
with coughing, sneezing, 
lifting, or exercise?

Did you have a sudden, No Yes
uncontrollable urge to urinate?

Stress Leakage with physical 
exertion or on sneezing 
or coughing

Urge Leakage with a strong 
and urgent desire to void

Mixed Combination of stress 
and urge
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Epidemiology

Expenditures for Urinary Incontinence Are Similar to Other Chronic Diseases

• The annual cost of urinary incontinence ranges from $16 to $26 billion5,6

• In comparison, Alzheimer’s disease, which requires total care, costs $100 billion each year7

• Annual costs for depression are approximately $44 billion8

SUI Is the Most Common Type 
of Incontinence in Women

• In women, SUI is the most common type 
until approximately age 659

• 3 of 4 women with incontinence have stress 
symptoms (pure stress + mixed)10

• Nearly half of all patients have pure stress 
symptoms11

• Median age of the female patient with SUI 
is 48 years11

Prevalence of SUI in the United States,
Based on Recent Survey12

• 24,581 female respondents

• 37% incontinent (≥1 leakage per month)

• Overall prevalence estimate: 39.6 million

• 85% of women bothered by their symptoms

• Only 45% consulted a physician

Data include stress, mixed, and urge UI defined by at least 1
leakage per month. 
*Other=279 reported symptoms of incontinence but were not
specific for stress or urge incontinence.

Stress
Mixed
Urge

49%
29%

22%

Stress
Mixed
Urge
Other*

3%

41%

45%

11%

1. Hunskaar et al. Brit J Urol. 2004;93:324.
2. American Heart Association. Heart Disease and

Stroke Statistics–2004 Update. Dallas, Tex: 
American Heart Association; 2003.

3. US Department of Health and Human Services–National
Institute of Mental Health. NIMH publication No. 01-4584.
Printed Jan 2001; Revised May 2003.

4. The DECODE Study Group. Diabetes Care. 
2003;26:61.

5. Wilson et al. Obstet Gynecol. 2001;98:398.
6. Wagner, Hu. Urology. 1998;51:355.
7. Ernst, Hay. Am J Pub Health. 1994;84:1261.
8. Greenberg et al. J Clin Psychiatry. 1993;54:419.

SUI Prevalence in the United States

SUI Is the Most Common Type of UI

Urinary Incontinence Is More Prevalent 
Than Other Chronic Diseases in Women1-4
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9. Resnick, Griffiths. JAMA. 2003;290:395.
10.Weidner et al. Am J Obstet Gynecol. 2001;184:20.
11. Hampel et al. Urology. 1997;50(S6A):4.
12.Diokno et al. Am J Manag Care. 2004;10:69.
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Living With Incontinence

Recommended Instruments for Evaluating
Your Patient’s Quality of Life3

• Incontinence Quality-of-Life Instrument (l-QoL)
• Kings Health Questionnaire
• Incontinence Impact Questionnaire (IIQ)
• IIQ-7
• Urge IIQ

Long-Term Considerations 
of Untreated Incontinence

• Significant decline in quality of life

• Depression

• Skin conditions

• Hygiene issues

• Increased costs

Lifestyle Changes in Patients With Urinary Incontinence

Patients have to
limit physical activity

Patients become
socially isolated

Patients have
decreased 
productivity

Patients avoid
sexual encounters

Patients’ personal
hygiene is affected

Patients may become
depressed and lose
self-esteem

Incontinence 
Negatively Affects:

• Quality of life

• Social activity

Incontinence Is:

• Misunderstood

• Underreported

“I worry about my incontinence getting worse 
as I grow older.”

“I don’t feel free to leave my house for long 
periods of time.”

“I get less enjoyment out of life because of my UI.”

“Incontinence is always on my mind.”

“I’m embarrassed to discuss my UI with anyone.”

LO RES

1. Chiverton et al. Clin Nurse Spec. 1996;10:229. 
2. Abrams et al. Am J Manag Care. 2000;6(S11):580. 
3. Abrams et al. Incontinence: 2nd International Consultation on Incontinence; July 1-3, 2001; Paris, France; 2002.

The Emotional Costs of Incontinence Have a Negative Impact on Quality of Life2

Patients Aren’t Reporting
Their Incontinence
• Only ~20% of patients consulted their 

doctor in the past year for symptoms 
of SUI...why?

– Embarrassment

– Considered a normal part of aging

– Availability of absorbent products

– Poor knowledge of management options

– Low expectations for treatment

– Fear of surgery

– Practitioners rarely ask about SUI

SUI Is a Common Condition That 
Erodes a Patient’s Quality of Life1
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Controlling Continence

• Urethral sphincter 
contraction

• Bladder relaxation

• Vasoconstriction

• Gastrointestinal motility

• Pilomotor contraction

• Sadness 

• Anxiety

• Pain perception

• Thought processing 

• Irritability

Serotonin and Norepinephrine Act 
in Both the Central and Peripheral
Nervous Systems and Play Key Roles
in Many Common Bodily Processes

Normal Closure

Abnormal Closure

Normal

• Bladder pressure =
sphincter pressure

• Urine retention is
normal

Abnormal

• Bladder pressure > 
sphincter pressure

• Physical exertion by
coughing, laughing,
sneezing, lifting, or 
exercise causes 
leakage

Pressure 
builds here

Not enough 
pressure here

Neurourology of Bladder and Urethral
Sphincter Muscle Function

• Urine storage and release are controlled by
the central nervous system through reflexes
that coordinate the activity of the following:

– Bladder (smooth muscle)

– Urethra (smooth and striated muscles)

– Pelvic floor (striated muscle)

SUI Occurs When Bladder
Pressure > Sphincter Pressure

Serotonin and Norepinephrine 
Are Key in Many Bodily Processes

Loss of Sphincter Muscle Pressure
Is a Key Determinant of SUI
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Controlling Continence
Neurocircuitry

Dysregulation of 
5-HT and NE is
strongly associated
with depression3

5-HT and NE also
modulate pain 
sensitivity through 
their presence in 
the descending
pain pathway4,5

5-HT and NE play
a central role in
lower urinary tract
function1

1. Thor, Katofiasc. J Pharmacol Exp Ther. 1995;274:1014.
2. deGroat. Basic Neurophysiology and Neuropharmacology. In: Abrams P, et al, eds. Incontinence. Health Publishing Ltd.; 1999:105.
3. Fields. Neuropsychiatry Neuropsychol Behav Neurol. 1991;4:83.
4. Verma, Gallagher. Int Rev Psychiatry. 2000;12:103.
5. Blier, Abbott. J Psychiatry Neurosci. 2001;26:37.
6. Adapted from Thor, Katofiasc. J Pharmacol Exp Ther. 1995;274:1014.

• Blocking 5-HT and NE reuptake
increases pudendal nerve 
signaling (from Onuf’s Nucleus)

• Increased pudendal nerve 
activity by 5-HT and NE
strengthens urethral sphincter
contraction

• Urethral sphincter contraction
helps prevent urine leakage
when pressure is exerted on 
the bladder

ACh=acetylcholine 

Pelvic Nerve ACh 
(Parasympathetic)

Hypogastric Nerve NE
(Sympathetic)

Pudendal Nerve ACh
(Somatic)

5-HT and NE Mediate Contractions 
of the Urethral Rhabdosphincter6

+M3

-ß3

+N
+α1

Peripheral Nerve Secretion of 5-HT 
and NE Increases Pudendal Nerve 
Activity and Urethral Sphincter Muscle
Contraction1,2

Serotonin (5-HT) and
Norepinephrine (NE) Are
Involved in Pain Perception 
and Urinary Tract Function

SNRIs Block the Reuptake of Both 5-HT and NE 1,2

�
Onuf’s Nucleus is
richly innervated by
neurons that release
serotonin (5-HT) and
norepinephrine (NE)

�
Release of serotonin
and norepinephrine
stimulate the
pudendal nerve

�
Pudendal nerve
stimulates
contractions
of the striated
urethral sphincter
(rhabdosphincter)

�
Contractions of the
rhabdosphincter
increase urethral
closing pressure

�
Increased closing 
pressure helps
prevent urine
leakage
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Balanced Serotonin and
Norepinephrine Reuptake

Inhibition to Treat SUI
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For 80 mg dose (40 mg bid) of duloxetine. P<0.001 for all
placebo/duloxetine comparisons.

• Duloxetine is the first agent studied in
large, randomized trials that targets the
central nervous system for patients
diagnosed with SUI

• Duloxetine caused a significantly
greater decrease (50% vs 27% or 
52% vs 25% in patients with more
severe symptoms) in baseline IEF 
compared with placebo
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Duloxetine 
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Quality of Life Improves 
With Duloxetine1

For 80 mg dose (40 mg bid) of duloxetine. P<0.001 for all
placebo/duloxetine comparisons.

• Incontinence quality-of-life changes
were assessed by I-QoL questionnaire

• Patients’ perception of their quality 
of life significantly improved in the
duloxetine group compared with
placebo

Efficacy Summary of Duloxetine1

• IEF decreased by 50% from baseline

• Patients’ quality of life significantly improved (by I-QoL instrument)

• The change in mean time between voids (MTBV) increased 10-fold (20 minutes for duloxetine 
vs 2 minutes for placebo)

• Greater than 60% of patients felt that they had improved with duloxetine compared with 40% 
taking placebo (by Patient Global Impression of Improvement, [PGI-I])

• Discontinuation rates were 4% for placebo and 24% for the 80 mg dose of duloxetine (P<0.001).
Nausea was the most common symptom that led to discontinuation

1. Dmochowski et al. J Urol. 2003;170(4 Pt 1):1259. Erratum in: J Urol. 2004;171:360.

Incontinence Episode Frequency
(IEF) Decreases With Duloxetine1
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Balanced Serotonin and
Norepinephrine Reuptake

Inhibition to Treat SUI
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For 80 mg dose (40 mg bid) of duloxetine. P<0.001 for all
placebo/duloxetine comparisons.

• With pooled diary analysis, significant
changes in IEF were observed from
baseline values

• Again, patients with moderate 
or more severe symptoms had a 
significant reduction in incontinence
episodes
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+4.1
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(n=140)

Quality of Life Improves 
With Duloxetine1

For 80 mg dose (40 mg bid) of duloxetine. *P=0.03 and
†0.005 for duloxetine compared with placebo.

• Patients’ responses to I-QoL 
evaluations indicate that quality of life
improves significantly with duloxetine

• There was a trend for duloxetine to
have a greater impact on quality of
life for patients with more severe
symptoms

Efficacy Summary of Duloxetine1

• IEF decreased by 64% from baseline

• Quality of life significantly improved (by I-QoL instrument)

• Women’s perceptions of improvement were nearly 2 times greater for those treated with 
duloxetine than those treated with placebo (by Patient Global Impression of Improvement, [PGI-I])

• Response to treatment was maximized after 4 weeks

• The reduction in incontinence frequency with duloxetine had a positive impact on women’s 
quality of life

• Discontinuation rates were 5% for placebo and 15% for the 80 mg dose of duloxetine (P=0.04). 
Nausea was the most common symptom that led to discontinuation

1. Norton et al. Am J Obstet Gynecol. 2002;187:40.

IEF Decreases With Duloxetine1
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Pharmacologic Management 
of Your SUI Patient

* As of the release of this program, Duloxetine is not yet approved by the FDA.

Evaluating Treatment Options 
for Your SUI Patient

¥ How do we define success?

- Improved quality of life

- Cure vs amelioration

- Benefits vs risks

- Short-term vs long-term

- Objective vs subjective

¥ Two types of patients may require 
therapy

- Those who require immediate
intervention

- Those who feel major 
improvements in quality 
of life can be made

¥ Both types of patients struggle to 
regain physical and emotional freedom

¥ New pharmacotherapies may help 
liberate women from the burden of SUI

Future Direction for Pharmacologically Managing Your SUI Patient

Determine if stress symptoms are present

Patient complains of leakage

Consider SNRI for patient

Consider alternate 
intervention

NO

YES

Summary

¥ SUI is the most common type of 
incontinence in women

¥ SUI negatively affects quality of life and
may lead to social isolation, depression,
and reduced productivity

¥ Duloxetine* is the first balanced, central-
acting serotonin and norepinephrine
reuptake inhibitor (SNRI) studied to
treat patients diagnosed with SUI

¥ Improvement in disease-specific 
quality-of-life instruments is a valid and
accepted measure of patient response
to a specific intervention

¥ Duloxetine* has been shown to alleviate
the severity of symptoms and improve
quality of life in patients with SUI

¥ SUI should be viewed as treatable; 
SUI should not be viewed as shameful
or a normal part of aging
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Instructions for Receiving CME Credit

The following examination provides the opportunity to assess your knowledge and 
understanding of the material presented in the audio home study program.

To obtain 1.0 hour of Category 1 CME credit, you must:

• Complete the following CME Posttest by circling the 
correct responses on the answer sheet on page 14

• Answer the Program Evaluation questions 

• Provide the requested personal information

• Mail or fax the Answer Sheet/Evaluation to the 
program sponsor by July 28, 2005

Center for Bio-Medical Communication, Inc. 

433 Hackensack Avenue, 9th Floor

Hackensack, NJ 07601

Attn: SUI Posttest

Fax: 201-342-7555

• If you would prefer to submit your Answer Sheet/Evaluation
electronically, please visit:
http://www.cbcbiomed.com/event/selfstudy/SUI6245171.asp
or follow the instructions provided on the CD-ROM.

Tests will be graded, and in approximately 6 weeks, a CME certificate will be sent 
to each participant who achieves a score of 70% or greater. 

For technical assistance with this audio home study program, please send an e-mail
request to techhelp@cbcbiomed.com. Be sure to include “SUI audio home study” in 
the subject line.

Expiration date: July 28, 2005

12



CME Posttest
1. The most common primary risk factor 

for SUI is

a. Childbirth

b. Obesity

c. Nerve damage

d. Muscular injury

e. None of the above

2. The overall prevalence of SUI in the 

first five years after childbirth is

a. 10%

b. 20%

c. 30%

d. 40%

e. 50%

3. SUI is the most common type of urinary

incontinence in

a. Women under 20 years of age

b. Men over 50 years of age

c. Women over 65 years of age

d. Women under 65 years of age

e. Men under 50 years of age

4. The distinguishing feature(s) of SUI is (are)

a. The sudden urge to void

b. Urine leakage with physical exertion

c. Bladder pressure > sphincter muscle pressure

d. b and c

e. None of the above

5. Stress urinary incontinence symptoms occur

when physical activity such as bending,

sneezing, coughing, or exercise causes

a. Bladder muscle contraction

b. Bladder hyperreactivity

c. Bladder pressure greater than sphincter pressure

d. Urethral sphincter muscle relaxation

e. None of the above

6. The neurotransmitters serotonin and norepi-
nephrine play a central role in urinary tract
function. Which of the following is true?

a. Pelvic nerve signaling promotes urethral
sphincter muscle contraction

b. Pudendal nerve signaling promotes urethral
sphincter muscle contraction

c. Pudendal nerve signaling prevents urethral
sphincter muscle contraction

d. None of the above are true

e. All of the above are true

7. Blocking the reuptake of both serotonin and
norepinephrine with duloxetine has been
shown to

a. Stimulate pudendal nerve activity

b. Cause increased sphincter muscle contraction

c. Relax urinary bladder smooth muscle

d. Decrease IEF in patients with SUI

e. a, b, and d

8. Unreported and untreated SUI may lead to
____________ in women.

a. Depression

b. Loss of productivity

c. Social isolation

d. All of the above 

9. In both reported studies of patients with SUI,
quality of life, as measured by I-QoL question-
naire, significantly improved in all patients
after treatment with duloxetine compared
with placebo.

a. True

b. False

10. In the Dmochowski study, the change in mean
time between voids increased ______ fold in
duloxetine-treated patients compared with
placebo-treated patients.

a. 5

b. 10

c. 12

d. 15

e. None of the above
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Please evaluate this CME Audio Home Study Program using the following scale:

1 = poor 2 = fair 3 = average 4 = good 5 = excellent 

1. How successfully did this program meet its stated learning objectives?

Explain the prevalence and impact of stress urinary incontinence 
1 2 3 4 5

Define the typical patient with stress urinary incontinence 
1 2 3 4 5

Understand the neurourologic component of SUI and new pharmacotherapy
1 2 3 4 5

2. How would you rate the clinical usefulness of this program?
1 2 3 4 5

3. How well did this learning format work with your learning style?
1 2 3 4 5

4. Overall, how satisfied were you with this activity?
1 2 3 4 5

5. Accredited CME programs must be “free from commercial bias for 
or against any product.” In this regard how would you rate this program?
1 2 3 4 5

6. Do you expect to make any changes in your practice or attitudes as a result of this activity?
❒ Yes ❒ No 

If yes, please explain ____________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

7. Suggestions for future audio home study programs

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

Name ________________________________________________________________ Degree ______________________________________________

Signature ____________________________________________________________ Specialty ____________________________________________

Date _________________ Institution/Affiliation __________________________________________________________________________________

Address _____________________________________________________________ City ___________________________________________________

State ________________ Zip ____________________________________________ E-mail _______________________________________________

CME Posttest Answer Sheet

1. a b c d e

2. a b c d e

3. a b c d e

4. a b c d e

5. a b c d e

6. a b c d e

7. a b c d e

8. a b c d

9. a b

10. a b c d e

✂

SUI Program Evaluation



15

Clinical Management of Patients With Stress Urinary Incontinence

Abrams P, Cardozo L, Fall M, et al, and the Standardisation
Sub-committee of the International Continence Society. The
standardisation of terminology of lower urinary tract function:
report from the Standardisation Sub-committee of the
International Continence Society. Neurourol Urodyn.
2002;21:167-178.

Abrams P, Kelleher CJ, Kerr LA, Rogers RG. Overactive
bladder significantly affects quality of life. Am J Manag Care.
2000;6(Suppl 11):S580-590.

Abrams P, et al. Incontinence: 2nd International Consultation
on Incontinence; July 1-3, 2001; Paris, France; 2002.

American Heart Association. Heart Disease and Stroke
Statistics–2004 Update. Dallas, Texas: American Heart
Association; 2003.

Blier P, Abbott FV. Putative mechanisms of action of 
antidepressant drugs in affective and anxiety disorders
and pain. J Psychiatry Neurosci. 2001;26:37-43.  

Bump RC, Norton PA. Epidemiology and natural history 
of pelvic floor dysfunction. Obstet Gynecol Clin North Am.
1998;25:723-746. 

Chiverton PA, Wells TJ, Brink CA, Mayer R. Psychological
factors associated with urinary incontinence. Clin Nurse
Spec. 1996;10:229-233. 

DECODE Study Group. Age- and sex-specific prevalences
of diabetes and impaired glucose regulation in 13 European
cohorts. Diabetes Care. 2003;26:61-69.

DeGroat WC. Basic Neurophysiology and
Neuropharmacology. In: Abrams P, et al, eds.
Incontinence. Health Publishing Ltd.; 1999:105.

Diokno AC, Burgio K, Fultz NH, Kinchen KS, Obenchain R,
Bump RC. Medical and self-care practices reported by
women with urinary incontinence. Am J Manag Care.
2004;10(Part 1):69-78.

Dmochowski RR, Miklos JR, Norton PA, Zinner NR, 
Yalcin I, Bump RC; Duloxetine Urinary Incontinence Study
Group. Duloxetine versus placebo for the treatment of
North American women with stress urinary incontinence. 
J Urol. 2003;170(4 Part 1):1259-1263. Erratum in: J Urol.
2004;171:360.  

Ernst RL, Hay JW. The US economic and social costs of
Alzheimer’s disease revisited. Am J Public Health.
1994;84:1261-1264.

Fields HS. Depression and pain: A neurobiological model.
Neuropsychiatry Neuropsychol Behav Neurol. 1991;4:83-92.

Graham CA, Mallett VT. Race as a predictor of urinary
incontinence and pelvic organ prolapse. Am J Obstet
Gynecol. 2001;185:116-120.

Greenberg PE, Stiglin LE, Finkelstein SN, Berndt ER.
Depression: a neglected major illness. J Clin Psychiatry.
1993;54:419-424.

Hampel C, Wienhold D, Benken N, Eggersmann C, Thuroff
JW. Definition of overactive bladder and epidemiology of
urinary incontinence. Urology. 1997;50(Suppl 6A):4-14; 
discussion:15-17.

Hannestad YS, Rortveit G, Sandvik H, Hunskaar S; Norwegian
EPINCONT study. Epidemiology of incontinence in the county
of Nord-Trondelag. A community-based epidemiological
survey of female urinary incontinence: the Norwegian
EPINCONT study. J Clin Epidemiol. 2000;53:1150-1157.  

Hunskaar S, Lose G, Sykes D, Voss S. The prevalence of
urinary incontinence in women in four European countries.
BJU Int. 2004;93:324-330.

Norton PA, Zinner NR, Yalcin I, Bump RC; Duloxetine
Urinary Incontinence Study Group. Duloxetine versus
placebo in the treatment of stress urinary incontinence.
Am J Obstet Gynecol. 2002;187(1):40-48. 

Resnick NM, Griffiths DJ. Expanding treatment options
for stress urinary incontinence in women. JAMA. 2003;
290:395-397.

Sze EH, Jones WP, Ferguson JL, Barker CD, Dolezal JM.
Prevalence of urinary incontinence symptoms among
black, white, and Hispanic women. Obstet Gynecol.
2002;99:572-575.

Thor KB, Katofiasc MA. Effects of duloxetine, a combined
serotonin and norepinephrine reuptake inhibitor, on central
neural control of lower urinary tract function in the chloralose-
anesthetized female cat. J Pharmacol Exp Ther. 1995;
274:1014-1024. 

US Department of Health and Human Services, National
Institute of Mental Health (NIMH). NIMH publication No.
01-4584. Printed January 2001; Revised May 2003.

Verma S, Gallagher RM. Evaluating and treating co-morbid
pain and depression. Int Rev Psychiatry. 2000;12:103-114.

Viktrup L, Lose G. The risk of stress incontinence 5 years
after first delivery. Am J Obstet Gynecol. 2001;185:82-87.

Wagner TH, Hu TW. Economic costs of urinary incontinence
in 1995. Urology. 1998;51:355-361.

Weidner AC, Myers ER, Visco AG, Cundiff GW, Bump RC.
Which women with stress incontinence require urodynamic
evaluation? Am J Obstet Gynecol. 2001;184:20-27.

Wilson L, Brown JS, Shin GP, Luc KO, Subak LL. Annual
direct cost of urinary incontinence. Obstet Gynecol. 2001;
98:398-406.

Bibliography




