
Measure #1: Complete Workup for Assessment of Stress Urinary Incontinence  

Stress Urinary Incontinence 

Measure Description  

Percentage of female patients, aged 18 years and older, who had stress urinary incontinence 
(SUI) surgery for whom a complete workup for assessment of SUI, in which SUI is objectively 
demonstrated, was completed within 12 months prior to surgery 

Measure Components 

Numerator 
Statement 

Patients for whom a complete workup for assessment of SUI was completed 
within 12 months prior to surgery. 
 
Definition 
A complete workup for assessment of SUI includes the following: 

• Characterization of incontinence: focused history (questions asked of 
patient: duration of incontinence; number of episodes; use of protective 
products; i.e. “bother”) 

• focused physical exam 
• objective demonstration of stress incontinence 
• post void residual analysis 
• urinary analysis and urine culture, if indicated 

 

Denominator 
Statement 

All female patients 18 years of age or older who had SUI surgery  

Denominator 
Exclusions 

Concomitant surgery for prolapse 
 
Patients with concomitant surgery for prolapse were excluded from the 
denominator because they complicate the interpretation of the quality 
measures for SUI surgery.  For example: 
 
• Dallenbach et al found risk of reoperation following SUI surgery to be greater 

in women with a history of pelvic organ prolapse repair.  Other risk factors 
were > 1 vaginal deliveries, presence of intrinsic sphincter deficiency at 
urodynamics, associated hysterectomy, Burch colosuspension; use of facial 
slings and use of periureteral bulking agent.21  Joo et al. excluded patients 
with pelvic organ prolapse, suspected intrinsic sphincter deficiency, and 
suspected urinary obstruction from a study of outcomes of SUI surgery) .22 

• Mostafa  et al. excluded patients with pelvic organ prolapse (stage > or = 2), 
previous incontinence surgery or concomitant surgery.23 
 

If pelvic organ prolapse surgery is performed, symptoms of SUI could increase 
because a large prolapse may “…contribute to mechanical kinking of the 
urethra that provides a paradoxical protective effect against SUI.”  That is, the 
patient may actually have more symptoms of SUI following a surgery in which 
pelvic organ prolapse is also addressed. 24 



• Kim et al. (2010) found previous pelvic organ prolapse to be a risk factor of 
lower success rates in older patients undergoing retropubic midurethral 
sling placement.25 

Denominator 
Exceptions 

Documentation of medical reason(s) for not performing a complete workup for 
assessment of SUI (cognitive impairment limiting characterization of SUI). 

Documentation of patient reason(s) for not performing complete workup for 
assessment of stress urinary incontinence 

Supporting  
Guideline &  
Other 
References 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Supporting  

The following evidence statements are quoted verbatim from the referenced 
clinical guidelines: 

American Urological Association (2009)16: 

Standard: The evaluation of the index patient should include the following 
components: focused history, focused physical examination, objective 
demonstration of SUI, assessment of postvoid residual urine volume, and 
urinalysis and culture if indicated.  

Recommendation: Elements of the history should include the following: 
characterization of incontinence (stress, urgency, etc.), frequency, bother and 
severity of incontinence episodes, impact of symptoms on lifestyle, and 
patient's expectations of treatment. 

 

French College of Gynaecologists and Obstetricians (2009)31: 

(Guideline section 1.1) In a patient consulting for urinary incontinence, it is 
recommended that the circumstances, frequency and severity of leaks of urine 
be  specified … The cough test is recommended for documenting stress 
urinary incontinence prior to surgery … It is recommended to assess urethral 
mobility prior to urinary incontinence surgery. (Grade B). 

(Guideline section 1.2) In case of pure stress urinary incontinence, urodynamic 
investigations are not essential prior to surgery provided the clinical 
assessment is fully comprehensive (standardised questionnaire, cough test, 
bladder diary, establishment of postvoid residual volume) with concordant 
results.  (Grade C) 

National Institute for Health and Clinical Excellence (2006)19: At the initial 
clinical assessment, the woman’s UI should be categorised as stress UI, mixed 
UI, or urge UI/OAB. Initial treatment should be started on this basis. (Grade D 
(GPP)) 

American College of Obstetricians and Gynecologists (2005)17:  Patients with 
urinary incontinence should undergo a basic evaluation that includes a history, 
physical examination, measurement of postvoid residual volume and 



Guideline &  
Other 
References 

urinalysis. (Grade Level C) 

Scottish Intercollegiate Guidelines Network (2004)32 (Grade D):  

(Guideline section 2.1.1) Healthcare practitioners should consider using a 
validated quality of life and incontinence severity questionnaire to evaluate the 
impact of urinary symptoms and to audit the effectiveness of any management 
strategy.  

(Guideline section 3.2) Healthcare professionals should recognise the difficulty 
that some patients have in raising concerns about continence and should be 
proactive in questioning patients about continence during consultations. 

The following evidence statements are quoted verbatim from the referenced 
journal articles or book chapters: 

Patients suspected of having SUI need to undergo a thorough work-up 
including a detailed history, physical examination and voiding diary.  
Although not fool-proof, a complete history can help differentiate SUI from 
other types of urinary leakage such as urge, mixed or overflow incontinence. 

Concomitant medical conditions can contribute to SUI.  Diabetes, vascular 
insufficiency, high output renal failure and congestive heart disease may 
cause excessive urine production and, therefore, worsen a patient’s SUI 
symptoms.  Peripheral neuropathies, diabetes, obesity, chronic constipation 
can unmask or contribute to SUI by weakening the external urinary 
sphincter or increasing intra-abdominal pressure.  As a result, recognition 
of co-existing pathology is important in the work up of female incontinence. 

Medications may exacerbate voiding dysfunction and SUI.  Alpha-adrenergic 
blockers, benzodiazepines and statins can decrease bladder outlet 
resistance and unmask SUI.  Other drugs can indirectly worsen SUI 
symptoms such as diuretics (increased urine output), narcotics (incomplete 
bladder emptying) and angiotensin converting enzyme inhibitors (cough). 

Physical examination is important in the evaluation of SUI.  Speculum 
examination is useful to assess vaginal estrogenization and presence of 
pelvic organ prolapse.  Simple urinary stress tests can confirm the diagnosis 
of SUI.  Determination of a post void residual urine volume by either 
bladder ultrasonography or straight catheterization will rule out urinary 
retention and overflow incontinence.33  

Evaluation of patients with symptoms of urinary incontinence and OAB 
should include detailed medical history, voiding diary, physical examination, 
provocative test, and urinalysis.34  

History/symptoms 

Evaluation of the nature and duration of symptoms, previous surgical 
procedures, social and cultural issues, mobility, physical status (degree of 



physical activity), mental status (e.g., ability to understand the proposed 
management plan), disease status and comorbidities, medications and 
sexual function. 

Physical examination 

Routine abdominal, pelvic, and perineal examinations.  Vaginal examination 
to assess pelvic floor muscle function, pelvic organ prolapse, or urogential 
atrophy and measurement of PVR by abdominal examination (or optional 
ultrasound).   

Urinalysis with or without culture to rule out infection.  If present, the 
infection should be treated, and the patient’s condition should be 
reassessed. 

Assessment of QOL or perceived impact of leakages on daily activities and 
mood as well as on the patient’s desire for treatment. 

Stress test (Cough and strain) to detect leakage likely to be caused by 
sphincter incompetence or bladder neck hypermobility.34 

Measure Importance 
Relationship to 
desired outcome 

Avoidance of unnecessary SUI surgery; confirmation that SUI surgery was 
indicated 

A complete workup within 12 months prior to surgery for stress urinary 
incontinence (SUI) results in improved determination of whether the 
patient suffers from SUI and improved diagnosis of the severity of SUI 
leading to avoidance of unnecessary SUI surgery; helps the 
provider/patient select the most appropriate treatment resulting in 
maximized patient functioning and decrease in SUI symptoms. The 
indication to perform SUI surgery includes multiple factors such as 
responsiveness to previous therapy, and patient expectations and desires, 
so this is a “preference-sensitive” surgery. Therefore, it is difficult 
to identify “appropriate” or “inappropriate” use of the surgery. The 
requirements for objective identification of incontinence do address this 
at least in part because of the avoidance of unnecessary surgery for 
patients who do not have stress incontinence.  SUI is a very subjective 
condition and the concept of “bother” is important. Some women are very 
bothered by minimal incontinence and others are not bothered by severe 
amounts of leakage. This is elective surgery driven by patient desire for 
symptom improvement or resolution; this predicates surgery. Also, if 
different types and intensities of interventions (i.e. sling vs. bulking) are 
offered, this is clearly a patient choice balanced against expectations and 
risks/benefits. 
 



Opportunity for 
Improvement 

There is a significant opportunity for improvement.  The proposed 
measure is expected to encourage a more thorough evaluation of patients 
with suspected SUI. This improvement in quality for the initial assessment 
of the patient will more accurately determine if the patient does in fact 
have SUI and if so, the corresponding degree of severity. Ultimately, this 
enhanced information will better guide treatment decisions, preventing 
over- or under-treatment of the condition.  

The following data from peer-reviewed literature demonstrate a 
performance gap/opportunity for improvement in establishing more 
consistent and complete workup protocols for assessment of SUI by 
practitioners. 

A recent evaluation of 100 participating gynecologists aimed to determine 
to what extent current clinical practice correlated with recommendations 
released by the International Continence Society.35  Responding to a 
scenario with a female patient exhibiting genuine SUI symptoms, ninety-
five participants (95%) requested a midstream urine sample for culture 
and sensitivity, 74% of the participants considered urodynamics an 
appropriate initial investigation, and 76% recommended physiotherapy as 
a first line treatment for the SUI patient. Overall, this study demonstrated 
a concerning degree of variability in the evaluation and management of 
patients who present with symptoms of stress urinary incontinence. 

One study evaluating adherence to the Guideline on Urinary Incontinence 
of the Dutch College of General Practitioners found that with respect to 
initial assessment, a bladder diary was only utilized by 35% of 
participating Dutch general practitioners.36  The authors concluded that 
overall compliance with diagnostic recommendations was “good,” but that 
guidelines are only followed partially by general practitioners.  

In 2009, a survey study investigating the opinions of members of the 
British Society of Urogynaecology regarding recommendations contained 
in the 2006 NICE guideline: The management of female urinary 
incontinence found that only 51% of responders strongly agreed that three-
day bladder diaries should be used in the initial assessment of patients.37  
Additionally, 80% of respondents disagreed or “strongly disagreed” that 
cystometry was not necessary in clinically pure SUI patients prior to 
treatment. Finally, the authors concluded that over half of the respondents 
would not modify their practice protocols to fully comply with the NICE 
recommendations. This suggests that even with modern practice 
guidelines, there can be significant disagreement over protocols for 
workup of the patient. 

Recently a standardized tool was developed to improve diagnosis of male 
and female patients with particular incontinence conditions.38  The 
questionnaire addressed issues associated with stress, urge, frequency, or 
urinary obstructive symptoms relevant to a complete clinical workup of 
the patient. This tool, called the Urinary Symptoms Profile, was only 



developed in 2008, reflecting the continuing advancement of workup 
strategies for patients with suspected urinary incontinence. 

In a systematic literature review by Rovner and colleagues39, the authors 
sought to assess whether the recommendations proposed by the American 
Urological Association (AUA) Female Stress Urinary Incontinence Clinical 
Guidelines were adhered to in published literature. With respect to 
preoperative evaluation, 100% of collected studies performed a history 
and physical examination on each patient. Office-based primary care 
physicians also display wide variation in the initial workup and diagnosis 
of potential SUI. A questionnaire study of 211,648 patients consulting 
office-based primary care physicians determined that patients with 
symptoms of stress incontinence (according to the questionnaire) were 
undiagnosed by their physician in 38.1% of cases.40  The authors believe 
that educational programs for patients and physicians are needed to 
improve the quality of diagnosis and treatment for urinary incontinence. 
This variability was supported by an additional study of 1,500 family 
physicians in Canada. Only 35.0% of respondents felt very comfortable 
dealing with incontinence. Physical examination, urodynamic studies, 
urinalysis, and testing blood sugar levels were all considered important 
investigations by more than 90% of the respondents.41   
 
 

IOM Domains of 
Health Care 
Quality 
Addressed  

Effective  
Efficient  
Timely  
Equitable 

Exception 
Justification 

A medical reason exception has been included so that clinicians can 
exclude patients for whom a complete workup may not be appropriate 

Harmonization 
with Existing 
Measures 

Harmonization with existing PQRI UI measure #49: Characterization of UI 
in women aged 65 and older 

Measure Designation  
Measure purpose • Accountability 

Type of measure • Process 

Level of 
Measurement 

• Individual practitioner  

Care setting • Ambulatory/Outpatient 

Data source • Paper medical record 
• Electronic health record 



• Claims data 

Technical Specifications: Administrative Data 

Denominator 
(Eligible Population) 

Surgical codes 
 
51840       
51841 
51845   
51990   
51992   
57287   
57288   
57289   
 

Numerator 51725 
51726 
51727 
51728 
51729 
51797 
51736 
51741 
51784 
51785 
51792 
51798 
76857 
76856 
81000 
81001 
81002 
81003 
81005 
81007 
87086 
87088 
99211 
99212 
99213 
99214 
99215 
99201 
99202 
99203 
99204 
99205 

Denominator 57240 



Exclusions 57250 
57260 
57265 
57267 
57280 
57282 
57283 
57425 

Technical Specifications: Electronic Health Record System 
Technical specifications for electronic health record systems are developed for all measures 
after they are approved. 

Technical Specifications: Prospective Data Collection Flowsheet 
Prospective data collection flowsheets are developed for measure sets after they are approved. 

Reference
See reference list. 


	Technical Specifications: Administrative Data
	Technical Specifications: Electronic Health Record System
	Technical specifications for electronic health record systems are developed for all measures after they are approved.
	Technical Specifications: Prospective Data Collection Flowsheet
	Prospective data collection flowsheets are developed for measure sets after they are approved.

