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WELCOME TO EXPERT BRIEFINGS
Parkinson’s Disease and the Bladder

The program will begin at the top of the hour
Meeting attendees will be muted and off video
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Better Lives. Together.
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Today’s topic is:
Parkinson’s Disease & the Bladder

James Beck, PhD
Chief Scientific Officer, Parkinson’s Foundation
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Better Lives. Together.
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Our Mission

The Parkinson’s Foundation

makes life better for people with
Parkinson’s disease by improving care
and advancing research toward a cure.
In everything we do, we build on the
energy, experience and passion of our
global Parkinson’s community.

We have everything you need to
live better with Parkinson’s.




Parkinson's

Foundation

Our Goals

To help our global community
live better with Parkinson'’s, Improve care for everyone
we pursue three goals: with Parkinson’s

Advance research toward
a cure

Empower and educate our
global community
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Poll: Getting to Know You

® Person with PD ® Physician/Clinician

® Spouse/Partner ® Scientist/Researcher

® Parent has/had PD ® Nurse/Nurse Practitioner
® Other family ® Other

[ J

Healthcare Professional




Parkinson's

Foundation

For Your Convenience

Recording

Expert Briefings are recorded and archived on
www.Parkinson.org/ExpertBriefings
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Meet Your Experts

MD, MHS

* Movement Disorders Neurologist and
Assistant Professor of Neurology

* University of Cincinnati

MD, MPH, FACOG

* Associate Fellowship Director, Female
Pelvic and Reconstructive Surgery

* University of Louisville
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An Essay on the Shaking Palsy by james parkinson -

1817

UK Parkinson’s Disease Society Brain Bank clinical diagnostic criteria

1 Diagnosis of Parkinsonian syndrome
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Hughes et al. 1992, MDS 2015
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“When you see one person with PD, you see one person with PD”

Motor and Non-Motor Parkinson Disease Symptor

Fewer <

Tremor, rigidity, bradykinesia, dystonia and/or gait isst
Autonomic, psychiatric, and/or cognitive symptoms

“Off" time

Armstrong and Okun. 2020
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4 Pre-motor/prodromal period Parkinson’s disease diagnosis
Early Advanced/late
Complications
2
g Fluctuations
\g Dyskinesi Motor
& Dysphagia
& Postural instability
= Bradykinesia Freezing of gait
Rigidity Falls
Tremor
EDS Pain Urinary symptoms i
Hyposmia Fatigue Orthostatic hypotension
Constipation RBD Depression Mdl Dementia
I I 1 | | ’
=20 -10 0 10 20
Time (years)

Kalia and Lang, 2015



What is pelvic floor dysfunction? parkinsons

“..a broad constellation of symptoms and anatomic changes related
to abnormal function of the pelvic floor musculature.”

A wide variety of conditions are attributed to PFD due to hypertonicity, hypotonicity, loss of pelvic support, or mixed

concerns.

e Urolosic
« Difficult urination: hesitancy, delay in the urinary stream.
o Cystocele: bulging or herniation of the bladder into the vagina (anterior).
o Urethrocele(urethral prolapse): bulging of the urethra into the vagina (anterior)
« Urnary incontinence: involuntary leakage of urine.
¢ Gynecologic
o Dyspareunia: pain with or following sexual intercourse.
o Uterine prolapse: herniation of the uterus via the vagina beyond the introitus.
o Vaginal prolapse: herniation of the vaginal apex beyond the introitus.
o Enterocele: bulging or herniation of the intestines into the vagina (apical/posterior).
o Rectocele: bulging or herniation of the rectum into the vagina (posterior).
e Colorectal

o Constipation: paradoxical contraction or inadequate relaxation of the pelvic floor muscles during
attempted defecation (dyssynergic defecation).[3]

o Fecal incontinence: involuntary leakage of stool (not related to sphincter disruption).

o Rectal prolapse: intussusception of the rectum beyond the anal verge (Procedentia) or proximal to the
anus (Occult).

o General
o Pelvic pain: chronic pain lasting more than three to six months. unrelated to other defined conditions.
o Levator spasm: another term for chronic pelvic pain related to the levator ani musculature.

o Proctalgia fugax: fleeting spastic pain related to the levator ani musculature.

Reference: Grimes WR et al. StatPearls Publishing; 2020

o Perineal descent- bulging of the perineum below the boneyv pelvic outlet.




Pathophysiology of urinary troubles PorKinsons

( .
Frontal cortex, basal ganglia, thalamus,
and anterior cingulate gyrus may play a
role.
g

F
Severity of bladder dysfunction may be
associated with caudate degeneration.

. _J
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Micturation includes input from both
the lumbosacral spinal cord based on
bladder distention

J\_

(. .

Reduction in dopamine leads to
reduction in voluntary control leading
to uninhibited bladder contractions

References: Badri et al. 2014; Wikiiedia.ori




Overactive bladder (OAB) Parkinson's
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24-HOUR OABBLADDER DIARY
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References: Badri et al. 2014



Urinary troubles in PD Safaurie

Urinary dysfunction is common in PD with high
prevalence of urinary urgency and frequency

Inability to delay urination substantially increases
the morbidity in PD with difficulty in ambulation.

OAB is associated with worse quality of life,
dysautonomia, cognitive impairment and falls




Overlap with age for PD risk

Prevalence (%)
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- Urgency incontinence — Mixed incontinence — Stress incontinence ‘

Reference: Aoki et al. 2017



Prevalence: how widespread is it? e

More commonly associated with increasing age and worsening cognitive function in
PD.

How widespread? Unclear! “between 24-96% in PD”

Almost 50% of all women in the U.S. > 80 years report at least one symptom.

While LUTS is more bothersome in women, men are more likely to seek treatment
with increasing age and severity of symptoms. Treatment-seeking in women

Treatment-seeking in women driven only by increasing bother, regardless of age or
symptom severity

References: Badri et al. 2014, Picillo et al. 2017, Lin et al. 2018




Pelvic floor health in women with PD e

Urogynecology, geriatric medicine and neurology

We surveyed women with PD and age-matched controls
about pelvic floor health using validated questionnaires,
motor symptoms of PD and cognition

ldea was to find out if and how much PD contributed to
issues with incontinence



Results P Kinsons
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Women with PD have
worse pelvic health than

PROMIS 8a Scores by Age PFIQ.7 Scores by Age PFDI-20 Scores by Age
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\§ /0T TR A
' i ! ’ 8 -
(No difference in A HR 1 S
symptom reportingand | ¢ |7 [ ,I § E WA
health care utilization S T T
between the groups. o 41 43 s-
> L []l g | l
4 h =] - il é‘” N foud
Pelvic floor disorders are e wn . wn
oo R oo

undertreated in women
with PD
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UTl in PD

Primary reasons for admission (%) of all PD patients from 2002-2011
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Reference: Mahajan et al. 2016
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Types of Urinary Incontinence in Women

Chronic urinary retention—involuntary loss of urine when the bladder does not empty completely; associated with high residual urine volumes*

Coital urinary incontinence—involuntary loss of urine with sexual intercourse

Continuous urinary incontinence—continuous involuntary loss of urine

Extraurethral urinary incontinence—urine leakage through channels other than the urethral meatus (eg, vesicovaginal, urethrovaginal, or ureterovaginal genitourinary fistulas; ectopic ureter)
Functional urinary incontinence—involuntary loss of urine that is due to cognitive, functional, or mobility impairments in the presence of an intact lower urinary tract system*

Insensible urinary incontinence—involuntary loss of urine that occurs without awareness

Mixed urinary incontinence—involuntary loss of urine associated with urgency and with physical exertion, sneezing, or coughing

Nocturnal enuresis—involuntary loss of urine that occurs during sleep

Occult stress incontinence—stress urinary incontinence (see below) that is observed only after the reduction of coexistent pelvic organ prolapse

Overactive bladder—urinary urgency, typically accompanied by frequency and nocturia, with and without urge urinary incontinence in the absence of urinary tract infection or other obvious
pathology

Postmicturition leakage—involuntary passage of urine after the completion of micturition
Postural urinary incontinence—involuntary loss of urine associated with change of body position
Stress urinary incontinence—involuntary loss of urine with effort or physical exertion (eg, sporting activities) or when sneezing or coughing

Urgency urinary incontinence—involuntary loss of urine associated with urgency or a sudden, compelling desire to void that is difficult to defer

Urinary incontinence in women. Practice Bulletin No. 155. ACOG. Obstet Gynecol 2015
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Management of urinary incontinence ESEeons
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Patient complains of urinary incontinence

( 1 Refer to a specialist urologist
or urogynaecologist if
DIPPERS assessment Rule out Medical and family history there is:
e Delirium < reversible <= Physical examination >« Bladder pain
* Infection causes Incontinence questionnaire * Advanced pelvic organ
* Pharmaceuticals prolapse
* Psychological morbidity * Fistula

* Excess fluid intake

* Neurological symptoms
* Restricted mobility

* Urogenital malignancy

* Stool impaction Urinalysis with urinary microscopy * Urogenital surgery
and culture to exclude infection, L [ uTl
i glycosuria and haematuria acurment

* Sterile pyuria
Yes to any + * Haematuria
* Post-void resi
t Cough stress test st-vold residual

lume of >S50 m
\J Treat reversible Post-void residual volume L I :O cb(: f 50mi
causes and reassess Voiding diary nsensidie 1oss

}

Presumed type of incontinence

|
2 ¥ R}

Stress urinary incontinence Urgency urinary incontinence Mixed urinary incontinence
* Symptoms with coughing, sneezing * Symptoms of urgency * Symptoms with both physical

or exercise *» Variable volume loss on activity and urgency
* No nocturia voiding diary * Variable volume loss on
* Small-volume leakage on voiding * Frequency and nocturia typical voiding diary

diary (5-10ml) * Negative cough stress test * Positive cough stress test
* Positive cough stress test * Post-void residual volume of * Post-void residual volume of
* Post-void residual volume of <50ml <50mi <S0ml

Assessment Treatment or referral Diagnosis

Diagnostic work-up of women with urinary incontinence

The immtial management of unnary imncontinence includes a detatled history and physical examination to

identify potential reversible causes of symptoms, fi ved by urmalysis with microscopy, vo

assessment of post-voud ress

dual volume and cough stress 5 and mitial management

In cases of advanced pelvic organ prolapse, prior pelvic surgery, haematurna or urinary retention, patients ma,

be referred to a urologist or urogynaecologist. UTI, urinary tract mfection

Reference: Aoki et al. 2017




Office evaluation P Kinsons
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Thorough history, physical examination, symptom severity, and goals
for treatment.

- Y,
S
Everyone with symptoms of urinary incontinence should have
screening for UTI and post-void residual urine volume to rule out
kretention and overflow incontinence before initiating any treatment. )
4 )

A simple cough stress test is useful in the initial evaluation, especially
in women with stress incontinence symptoms.

\_ J

Urinary incontinence in women. Practice Bulletin No. 155. ACOG. Obstet Gynecol 2015



Urodynamic Testing: Measuring various
aspects of urine storage and evacuation Foundation

Parkinson's

a4 )
Cystometry

\_ _J

a4 )

Uroflowmetry and pressure-flow studies

\
(
Measures of urethral function, including urethral

pressure profiles and Valsalva leak point pressures
\ _J

J\

Urinary incontinence in women. Practice Bulletin No. 155. ACOG. Obstet Gynecol 2015
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Treatment options vary by Conservative options include Surgical treatment options include
incontinence type and pelvic floor muscle exercises (with anti-incontinence procedures,
effectiveness. After assessment, or without physical therapy), such as urethral bulking agents,
physicians should assess each behavioral and lifestyle retropubic colposuspension,
woman’s goals and expectations modifications, continence-support autologous fascial slings, sacral
for treatment to help her select pessaries, and pharmacotherapy neuromodulation and synthetic
the best treatment option. (including botulinum toxin). midurethral slings.

_ L L Y

Urinary incontinence in women. Practice Bulletin No. 155. ACOG. Obstet Gynecol 2015




Stress Urinary Incontinence
Treatment S
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Behavioral Incontinence

Nothing!
management pessary

Surgery




Stress Urinary Incontinence: D rkineene
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Behavioral Management

e Kegels

Pelvic floor

exercises

¢ |In office
4| ® Physical therapy

..’,' oy
Sy S .
":‘; -
" &
-ﬂ

ezl contraction of pelvic floor during times of stres

patient

e Goal: strengthen pelvic floor, train for ]
S




Incontinence Pessary porkinsons

Compression of urethra against posterior symphysis and
elevates bladder neck




Surgery: Stress Urinary Incontinence

Mid-urethal sling
Urethral bulking
Urethropexy




Urge Incontinence
Treatment Foundation

Parkinson's

Medications
Behavioral including bladder Sacral
management Onabotulinum neuromodulation
toxin A




Urge Incontinence
Behavioral Management

Pelvic

e Goal: suppress detrusor contraction
fI O0r e When urgency occurs, deep breathing with

. Kegel to suppress the detrusor contraction
exercises

B | a d d e r e Scheduled voiding with progressively

increasing intervals

ret ra | n | n g e Patient learns to suppress sensory stimuli

. e Reestablish normal voiding patterns
d Il | |S Avoid decreasing bladder capacity



Urge incontinence medications o

Anticholinergics: inhibit muscarinic receptors / detrusor contractions

e -Oxybutinin, tolterodine, solifenacin etc

Beta-3 agonist: relaxation of detrusor

e -Mirabegron, Virabegron

Botulinum toxin: inhibits release of acetylcholine, injected directly into bladder

Alpha agonists (pseudoephedrine)

Centrally acting agents (duloxetine)




Urge Incontinence
BOt OX Foundation
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BOTULINUM TOXIN (Botox) FOR OVERACTIVE BLADDER

L LA
Y

Risks:
urinary retention
infection




Urge incontinence:
Sacral Neuromodulation
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4 )
Insertion of an insulated wire into the S3 foramen and connecting the

wire to an electrical stimulation device
\_ Y,

( )

Rechargeable and non-rechargeable

\. J
( )

Unclear why this is effective

\. J
( )

Not a first line treatment

\ J

4 )
Expensive

\ J




Sacral Neuromodulation Bl
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Questions? P Kinsons

INCONTINENCE
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2023 Expert Briefings | Jsca
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Wednesday, March 8 Wednesday, April 12 Wednesday, May 10

A Balancing#ACt — Frecing and Fall Understanf@ing Gene ;

Prever@on in Based The inson’s
Col nor@PhD :

Wednesday, October 11 Wednesday, November 8
Parkinson’s & the Gut-Brain Do You See What | See?
Connection Hallucinations & Delusions in
Carley Rusch, MS, RDN, LDN Parkinson’s

Megan E. Gomez, PhD

Register at Parkinson.org/ExpertBriefings



Parkinson's

Foundation

Resources and Support

Aware in Care
Parkinson.org/AwarelnCare

Y PD lerary
— = Parkinson.org/PDLibrary

PD Health @ Home
Parkinson.org/PDHealth
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Resources and Support Continued

Podcast: Substantial Matters
Parkinson.org/Podcast

Professional Professional Education
Education Parkinson.org/ProfessionalEducation

Parkinson's Foundation

PD Generation
R Parkinson.org/PDGeneration
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We’re Here For You

Parkinson.org

1-800-4PD-INFO
Helpline@Parkinson.org
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Before You Go...

Your feedback is important to us!
Please complete the evaluation after the close of this webinar.

EXPERT BRIEFING EVALUATION

Peage Vol

1. What best your to P 's dis »o0)?




