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Abstract

Background: Patients with neurologic diseases often have neurogenic detrusor overactivity (NDO), which can result
in a loss of voluntary bladder control and uncontrollable urinary incontinence (UI).The impact of UI due to NDO on
patients’ lives has not been well studied. The objective of this review was to assess the health-related quality of life
(HRQoL) and economic burden in patients with urgency UI due to NDO in select countries in North America, the
European Union, Asia, and Australia.

Methods: Systematic literature searches and reviews of articles published in English (January 2000 to February
2011) were conducted using MEDLINEW, EMBASEW, and the Cochrane Library. Studies assessing the impact of UI on
HRQoL of patients with an underlying neurologic condition of interest (i.e., multiple sclerosis, spinal cord injury,
Parkinson’s disease, stroke, or spina bifida) were included. Economic studies in urgency UI also were included.

Results: Of 876 citations generated in the initial search, a total of 27 articles were deemed relevant: 16 articles presented
HRQoL data and 11 articles presented information on the economic burden of UI. Humanistic studies used a range of
HRQoL instruments to measure HRQoL burden, and the economic studies included different cost components to
quantify the economic burden, making meaningful comparisons challenging. Despite this heterogeneity, the literature
suggests that HRQoL in patients with UI due to NDO is worse than patients with UI in general or those with the same
underlying neurologic condition without UI. In addition, urgency UI also results in substantial economic costs.

Conclusions: Incontinent patients with underlying neurologic conditions have impaired HRQoL as well as substantial
economic burden attributable to UI due to NDO. There is a need for urgency UI treatments that improve HRQoL of
these patients and alleviate the economic burden of this condition.

Keywords: Urinary incontinence, Overactive bladder, Quality of life, Burden of illness, Health resources,
Economic burden
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Background
Patients with neurologic diseases such as multiple scler-
osis (MS) or spinal cord injury (SCI) often have a loss of
bladder control. This may result from involuntaryblad-
der contractions during the filling and storage phase of
the urination process, which is referred to as neurogenic
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detrusor overactivity (NDO) [1,2]. Symptoms of NDO
mirror those of overactive bladder (OAB), and include
urgency, urinary frequency, and urgency urinary incon-
tinence (UI), and may lead to serious medical sequelae
such as urinary tract infections and skin decubiti if inad-
equately managed [3-8].
Although numerous studies have quantified both the

economic and quality-of-life impact of OAB and general
incontinence symptoms, the impact of UI specifically
due to NDO has not been well characterized. Due to
their underlying neurologic conditions, patients with UI
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and NDO may view their urinary symptoms differently
than their otherwise healthy counterparts, and urgency
UI due to NDO is secondary to numerous neurologic
conditions that vary not only with respect to their pres-
entation but also in the characteristics of affected pa-
tients. A better understanding of the negative effects of
urinary symptoms on the economic outcomes and qua-
lity of life of patients with neurologic conditions is im-
portant in order to optimize treatment when potential
pharmacologic therapies may be appropriate, as the uti-
lization of outcomes data together with clinical as-
sessments best reflects the patients spectrum of disease
[1]. A systematic review of the published literature was
therefore conducted in order to describe the health-
related quality of life (HRQoL) and estimate the per-
patient economic burdens of urgency incontinence due
to NDO secondary to any of the following neurologic
disorders: MS, SCI, Parkinson’s disease, stroke, or spina
bifida.

Methods
Study design
Literature searches were conducted using MEDLINEW,
EMBASEW, and the Cochrane Library, which included
Cochrane Reviews, the Database of Abstracts of Reviews
of Effects (DARE), the Cochrane Central Register of
Controlled Trials (CENTRAL), the Health Technology
Assessment Database, and the National Institute for
Health Research Economic Evaluation Database (NHS
EED), to identify relevant articles that assessed the
humanistic and economic burden of UI due to NDO.
Relevant search terms for UI, such as incontinence, neu-
rogenic bladder, detrusor overactivity, and urgency, were
cross-referenced with outcome concepts (HRQoL bur-
den of illness and economic burden of illness) as ap-
propriate and with terms for the following underlying
neurologic conditions: MS, SCI, Parkinson’s disease, stro-
ke, and spina bifida. The search was limited to titles and
abstracts of human studies conducted in the United
States, the European Union 5 (EU 5: United Kingdom,
France, Germany, Italy, and Spain), Canada, Australia,
Thailand, South Korea, and Taiwan that were published in
English from January 2000 to February 2011. Selected
studies were ranked and assigned levels of evidence in ac-
cordance with the 2011 Oxford Centre for Evidence-
Based Medicine (CEBM) Levels of Evidence [9].

Study selection criteria
The search failed to identify burden of illness studies in
individuals with urodynamically confirmed NDO. Since
the literature suggests that UI among patients with un-
derlying neurologic conditions is attributable to detrusor
overactivity in the majority of cases, [10,11] the inclusion
criteria were slightly modified to include any burden of
illness studies in individuals with UI who had one of the
underlying neurologic conditions of interest.
In addition, the search identified only one interven-

tional study that assessed the economic burden of UI
specifically resulting from NDO.assessed the economic
burden specifically resulting from Therefore, these inclu-
sion criteria were modified to include any economic stu-
dies that assessed the economic burden of UI in general
and reported per-patient costs of care, as it was de-
termined that costs associated with leakage of urine,
irrespective of the underlying cause, would not differ
substantially by UI etiology. Recognizing that the UI
population is much larger and distinct from the NDO-
related UI population, only studies that presented per-
patient costs (vs. total costs for the UI population) were
ultimately included to conservatively assess the econo-
mic impact of UI on patients with NDO.

Literature selection and data extraction
The selection and appraisal of the titles, abstracts, and
literature were completed by two independent reviewers.
The reviewers documented the reason for exclusion for
every article that was not included in the analysis. Any
discrepancies in the selection and appraisal of the ar-
ticles were discussed between the reviewers and resol-
ved with the help of a third reviewer, where necessary.
Full articles were retrieved for the remaining documents
from this round of review. The inclusion/exclusion cri-
teria were applied to the review of full articles and key
relevant articles were selected for data extraction. The
key data, including a description of the study design, stu-
dy population, baseline characteristics, and a summary
of the economic and humanistic burden measures and
related findings, were extracted from each publication.
In order to compare costs related to the per-patient
economic burden of UI reported across studies from dif-
ferent years and in various countries, all non-acute costs
were annualized by multiplying weekly costs by 52 and
daily costs by 365, and all costs were converted to US
dollars for the year 2010, using consumer price indices
for medical resources [12-14].

Results
The initial literature search generated 876 citations
(Figure 1). After title review, 591 articles were excluded;
the majority of these articles were clinical trials evaluat-
ing various treatments, which focused primarily on clin-
ical endpoints, rather than HRQoL or economic burden.
Abstracts of the remaining articles were then review,
after which 92 articles were considered relevant and 87
full-text articles were retrieved (four articles were not
available in English and one article was not available
from the library or electronic source). Of 87 references,
60 were further excluded because they were not for the
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population of interest or did not discuss the humanistic
or economic burden of UI. Figure 1 presents the article
selection criteria for the publications identified from the
MEDLINEW, EMBASEW, and the Cochrane Library data-
bases, along with details regarding exclusion criteria.
A total of 27 full text articles fulfilled all of the revised

criteria and are summarized in this literature review. No
studies assessing the HRQoL burden in patients with UI
due to urodynamically confirmed NDO were identified.
Sixteen references on the impact of UI on HRQoL in in-
dividuals with MS, SCI, Parkinson’s disease, stroke, or
spina bifida were identified (Additional file 1: Table S1).
As mentioned above, our initial search identified only
one study in patients with SCI, spina bifida or MS on the
per-patient economic burden of UI in patients with NDO
[15]. Our modified search identified 10 additional studies
that presented patient-level information surrounding the
economic burden of UI in general (Table 1).

Impact of UI on the HRQoL of individuals with underlying
neurologic conditions
Studies that assessed the impact of UI resulting from un-
derlying neurologic conditions on the HRQoL of indi-
viduals used a variety of generic and/or disease-specific
instruments and focused on different domains of HRQoL.
However, the studies generally indicated that UI negatively
affects HRQoL among individuals with underlying neuro-
logic conditions of interest (Additional file 1: Table S1).

Multiple sclerosis
Four studies provided information on the impact of UI
in individuals with MS [16-19]. Two of these studies
[16,17] assessed general health status as measured by the
Medical Outcomes Study 36-Item Short Form Health
Survey (SF-36) [20], a subjective measure of health status
across eight domains with scores ranging from 0 (worse
HRQoL) to 100 for each scale. The conclusions of the two
studies differed, with the first study concluding that UI
was not associated with SF-36 scores (independent of the
impact of MS itself ) [16] while the second study found
that for the physical functioning and role-emotional do-
mains, those with UI had lower SF-36 scores compared to
those without UI (physical functioning: 42.67 vs. 62.42;
role-emotional: 27.13 vs. 42.39, respectively; p < 0.05) [17].
The third study assessed the impact of bladder problems

on HRQoL in individuals with MS using disease-specific
measures, including the Incontinence Impact Question-
naire (IIQ-7), Urogenital Distress Inventory (UDI-6), and
American Urological Association (AUA) Symptom Index.
[18] Approximately 96% of individuals reported having
bladder problems, with 41% reporting they were “moder-
ately” or “greatly” bothered by frequent urination, 39% by
UI associated with urgency, and 26% by activity. Further-
more, a substantial number of patients reported
“somewhat” or “a great deal of” interference caused by
bladder problems, and urinaryu problems impacted emo-
tional health (31%), ability to perform household chores
(22%), and physical recreation (28%). In addition, almost
half of the patients reported that they would feel “mostly
dissatisfied,” “unhappy,” or “terrible” if they had to spend
the rest of their lives with their current urinary condition.
These results indicate that UI is not only bothersome and
troubling to people with MS but also results in substantial
disability.
The fourth study compared HRQoL of OAB patients

with MS (OAB+MS group) versus OAB patients with-
out MS (OAB group) using select domain scores of
the Kings Health Questionnaire (KHQ; another disease-
specific HRQoL measure) and found that urinary symp-
toms had more impact on HRQoL in the OAB+MS group
compared with the OAB group [19]. KHQ scores were
significantly higher (indicating greater impairment) in the
OAB+MS versus the OAB groups (respectively) in five do-
mains: general health perception (56.3 vs. 33.3, p = 0.02),
role limitations (50 vs. 36.1, p = 0.03), physical limitations
(56.3 vs. 33.3, p = 0.02), social limitations (45.8 vs. 18.5,
p = 0.002), and urinary symptoms (17 vs. 14, p = 0.05). Pa-
tients in the OAB+MS group, however, felt that their blad-
der symptoms had a lesser impact on their lives than
those in the OAB group and perceived their incontinence
symptoms to be less severe compared with the OAB
group. Urinary symptoms in both groups were also shown
to adversely affect including physical activities, sleep/en-
ergy, emotions, and relationships; however, this impair-
ment was generally greater in patients with MS.

Spinal cord injury
Four studies were identified assessing the impact of UI
among patients with SCI [21-24]. The first study com-
pared SF-36 scores of 132 incontinent SCI patients using
clean, intermittent catheterization (CIC) with those of
the general population [22]. Incontinent SCI patients
had significantly lower SF-36 scores across all domains
(except for the energy and vitality scores in female cases)
when compared with the general population (p < 0.05).
The greatest detriments in incontinent SCI patients were
in the physical functioning domain for both male and fe-
male patients (male patients vs. controls, 18.4 ± 3.2 vs.
85.3 ± 1.7, respectively, p < 0.001 and female patients vs.
controls, 28.3 ± 4.4 vs. 72.0 ± 2.3, respectively, p < 0001).
Scores for all other domains were also lower among SCI
patients compared with the general population (detri-
ments ranged from 7.7 to 55.6 points).
Similar results were reported in a separate cross-sec-

tional study in 142 SCI patients in the UK [21]. SF-36
scores and KHQ scores of SCI patients with normal
voiding function were compared with scores of incon-
tinent SCI patients who were using various methods of
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Figure 1 Article selection flow chart for UI due to NDO publications. Reasons for exclusion: A. Editorials, letters, case reports, lectures, news,
comment, legal cases, newspaper article, technical report, and clinical trial studies. B. Studies on urinary incontinence (UI) due to idiopathic
detrusor overactivity or idiopathic overactive bladder.* C Studies in patients with neurogenic detrusor overactivity (NDO) with urgency but
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apply to economic studies.
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Table 1 Studies on the economic burden associated with incontinence

Citation; CEBM Evidence
grade [9]

Study design/methodology Cost data source Country Populations

Frantz et al. 2003 [39]; 2 Secondary data analysis Medical records US Residents of long-term care facility

• N = 63

• Mean age 87 ± 7 yr

• 77% were female

• 54% were incontinent

Green et al. 2003 [34]; 3 Retrospective analysis Registry Australia 6773 episodes of care provided to 6455
rehabilitation and geriatric evaluation and
management patientsNew Zealand

Irwin et al. 2008 [36]; 3 Economic cost of illness model; included
costs for 2002 ICS-defined OAB and urgency
UI-related comorbidities and nursing home costs

Economic model Canada EPIC survey population with OAB or urgent UI

Germany

Italy • Aged 18+ yr

Spain

Sweden

UK

Morris et al. 2005 [33]; 3 Prospective burden of illness study Prospective chart data Australia Incontinent patients

• Mean age 85 (range 74–91) yr

Papanicolaou et al. 2005 [35]; 3 Prospective urinary incontinence research (PURE)
is a non-interventional, longitudinal, prospective,
observational, multicentre, multinational study to
determine the direct cost for patients with UI

Prospective survey data Germany Patients with UI

Spain • Germany: n = 2696, mean age 65.1 ± 13.4 yr

UK/Ireland • Spain: n = 2127, mean age 57.9 ± 12.7 yr

• UK/Ireland: n = 1070, mean age 60.1 ± 14.3 yr

Prasopsanti et al. 2007 [41]; 3 Economic model using diagnostic and treatment
algorithms from clinical practice guidelines and
current disease prevalence data

Economic model Thailand Patients with UI (prevalence estimates used in
model derived from elsewhere)

Shih et al. 2003 [40]; 3 Prospective study Prospective survey data US Patients with UI in long-term care facilities

Subak et al. 2006 [42]; 3 Cross-sectional study Prospective survey data US Women with UI

• N = 293

• Mean age 56 ±11 yr

Tediosi et al. 2000 [37]; 3 Cross-sectional study/home interview with costs
quantified for stress UI and other types of UI
separately

Interview data and retrospective database
(Italian National Health Service tariffs)

Italy Women with UI

• N = 229

Age >40 yr
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Table 1 Studies on the economic burden associated with incontinence (Continued)

Thom et al. 2005 [38]; 3 Database study Retrospective database US Women with UI

• N = N/A (combination of large public and private
population data sources, including CMS, MEPS, NHANES,
NCHS, VA, NACHRI, and MarketScan)

• Age >60 yr

Wefer et al. 2010 [15]; 2 Multicentre, cross-sectional, retrospective cohort
study

Retrospective chart review Germany Neurological disorders:

SCI, 80.8%

MS, 5.2%

Spina bifida, 14.0%

• N = 214

• Mean age 38 (14.8) yr

UI = urinary incontinence; OAB = overactive bladder; CEBM = Oxford Centre for Evidence-Based Medicine; CMS = Centers for Medicare and Medicaid Services; MEPS = Medical Expenditure Panel Survey;
NHANES = National Health and Nutrition Examination Survey; VA = Department of Veterans Affairs; NACHRI = National Association of Children’s Hospitals and Related Institutions.
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bladder management. Incontinent SCI patients scored
significantly lower than continent patients on the physi-
cal functioning and mental health domains of the SF-36,
as well as on the physical component summary (PCS) and
mental component summary (MCS) scores (p < 0.05).
Moreover, incontinent SCI patients who were using CIC
by an attendant, indwelling transurethral catheterization,
or indwelling suprapubic catheterization had the lowest
mental health domain and MCS scores compared with
SCI patients who were continent or SCI patients using
other forms of bladder management, such as self-CIC, re-
flex trigger, or bladder expression. KHQ scores corrobo-
rated these findings. SCI patients without UI had higher
KHQ scores compared with incontinent patients requiring
bladder management, with significant differences observed
in the physical limitations, social limitations, personal re-
lationships, and emotions domains (p < 0.05). The fre-
quency of UI also had a substantial impact on HRQoL.
Worse HRQoL scores were associated with increased fre-
quency of incontinence, and SCI patients who experienced
daily UI episodes had the worst SF-36 and KHQ scores.
Mental health domain and MCS scores significantly de-
creased as the frequency of UI episodes increased (mental
health: 77.4, no incontinence vs. 60.7, daily incontinence;
p = 0.01; MCS: 42.2, no incontinence vs. 27.7, daily incon-
tinence; p = 0.01). Significantly worse KHQ scores were
also observed in the incontinence impact, social limita-
tions, emotions, and severity measures domains as the fre-
quency of UI increased (p < 0.05).
Baseline data from a recent interventional, randomized

controlled trial in SCI patients with incontinence due to
NDO further suggest that the HRQoL of these patients
is greatly impaired [23]. HRQoL was assessed with the
Incontinence Quality of Life (I-QOL) questionnaire and
SF-36 before treatment with botulinum toxin A. I-QOL
is a 22-item disease-specific HRQoL questionnaire with
possible scores ranging from 0 (worse HRQoL) to 100
(higher HRQoL). At study baseline, the mean I-QOL
score was 44 (range 9–82), with the greatest decre-
ment noted on the social embarrassment domain (mean
score = 33), and SF-36 scores ranged from 51 to 65, ex-
cept for physical functioning, the average of which was
32. TheT authors noted that the physical functioning
score might be more reflective of the physical impact of
the neurologic condition rather than that of incontin-
ence. However, significant improvements in the role-
physical and role-emotional domains of the SF-36 were
observed following botulinum toxin A treatment, imply-
ing that some degree of their general HRQoL impair-
ment could be attributed to incontinence.
In addition to physical, mental, and psychological im-

pairments, the final study in SCI patients suggests that UI
also negatively affects sexual life [24]. Study participants
with traumatic SCI reported via questionnaire that UI
caused inconvenience with regards to sexual life. Those
reporting that UI was more of an inconvenience in their
lives were also more dissatisfied with their sexual life com-
pared with those reporting that UI was less of an incon-
venience. This correlation was significant for men but not
for women (Spearman’s rho = 0.29, p = 0.021 vs. –0.18,
p = 0.236, men vs. women, respectively).

Parkinson’s disease
Two relevant studies that assessed the impact of UI
in people with Parkinson’s disease were identified. One
study in Italy used the symptom bother component of
the OAB questionnaire Short Form (OAB-Q SF) to as-
sess the frequency and bother of frequency, urgency,
nocturia, and incontinence symptoms in patients with
Parkinson’s disease compared with healthy controls [25].
Scores ranged from 8 to 48, with higher scores indicat-
ing greater symptom bother. The study found that pa-
tients with Parkinson’s disease and urinary symptoms
were significantly more bothered compared with healthy
controls without Parkinson’s disease or urinary symp-
toms (18.71 vs. 12.37, respectively; p = 0.0001).
A study in Canada compared HRQoL of patients with

Parkinson’s disease and UI versus Parkinson’s patients
without UI [26]. The study utilized data from the Canadian
Community Health Survey in which health status was
assessed using the Health Utilities Index Mark 3 (HUI3), a
31-item questionnaire that assesses usual health status
with the following eight attributes: vision, hearing,
speech, ambulation, dexterity, emotion, cognition and
pain, and discomfort. HUI3 scores range from −0.36
(worst possible health) to 1.0 (1.0 = perfect health). Over-
all utility scores were significantly lower in persons afflic-
ted with both Parkinson’s disease and UI compared with
those with Parkinson’s disease who did not have UI (0.39
vs 0.61, respectively, p < 0.05) or the general population
(0.39 vs 0.83, respectively, p < 0.05). Furthermore, clinic-
ally important and statistically significantly lower scores
were reported for the ambulation (−0.22 [CI −0.42 to
−0.02, p < 0.05]), and emotion (−0.28 [CI −0.43 to −0.12,
p < 0.05]) attributes by respondents with Parkinson’s dis-
ease and UI compared with those who were continent.
The study thus suggests that UI has detrimental effects on
both the physical and mental health of patients with
Parkinson’s disease.

Stroke
Five studies in stroke patients with UI were identified,
which suggest that incontinent stroke patients have im-
paired functioning, lower life satisfaction, and higher
rate of institutionalization compared with stroke patients
who are continent.
Edwards et al. [27] interviewed 361 individuals 6

months post stroke and evaluated the impact of UI on
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functioning,life satisfaction, and social participation. In
all, 16% of individuals were incontinent at 6 months,
and these individuals were more impaired with respect
to basic and instrumental Activities of Daily Living
(ADL) scales. Incontinent stroke survivors were signifi-
cantly less independent with respect to basic self-care,
functional communication, and cognition compared with
continent survivors (p < 0.0001), as measured by the
Functional Independent Measure (FIM). Incontinent in-
dividuals also experienced significantly lower HRQoL
and well being than continent individuals, as assessed by
all other measures, and survivors had significantly lower
emotional well-being (SF-12 MCS score) and signifi-
cantly lower levels of life satisfaction (as measured by
the Reintegration to Normal Living Index, RNL) com-
pared with continent individuals (p < 0.0001). On aver-
age, incontinent individuals retained only 40% of their
pre-stroke activities, whereas continent individuals retai-
ned 70%. UI in stroke patients was thus associated with
greater dependence in basic and instrumental ADL, de-
creased participation in normal living, and lower life sat-
isfaction. In a cross-sectional, clinical survey conducted
in patients at least 1 month after their incident stroke
(n = 407) at an acute stroke and neurological unit in
Denmark [28], found that activity limitations were closely
related to incontinence. Mobile velocity was significantly
associated with severity of urinary symptoms (mean effect
= 0.37, p = 0.01), and low Barthel Index (a measure of dis-
ability status) scores and reduced mobility velocity in-
creased the risk of the prevalence (OR = 2.08, p = 0.03,
and OR = 1.87, p = 0.05, respectively) and severity (mean
effect = 0.21, p = 0.03 and mean effect = 0.22, p = 0.04,
respectively) of incontinence symptoms.
The remaining three studies assessed the impact of UI

on long-term outcomes in stroke patients, including dis-
ability, rate of institutionalization, and mortality [29-31].
Kolominski-Rabas et al. [29] reported that, according to the
Barthel Index, patients who were incontinent after a stroke
were severely (39%) or moderately (18%) disabled at 2 years,
whereas those who were continent after their strokes were
only mildly disabled (26%) or independent (51%).
The rate of institutionalization among incontinent

stroke patients ranged from 34% at 3 months post stroke
[30] to 45% at 12 months post stroke [29], and was
found to be significantly higher among incontinent stroke
patients institutionalized at 1 year (45%) compared with
those who were continent (5%; p = 0.001). [31] The risk of
mortality at 2 years was also greater among stroke patients
with UI compared with those without UI (odds ratio 4.43;
95% CI: 1.76 to 11.2; p = 0.002) [31].

Spina bifida
The literature search identified two studies that assessed
the impact of UI on HRQoL in people with spina bifida;
however, neither study found a strong association be-
tween UI and HRQoL.The study by Valtonen et al. [24]
(described above, which assessed sexual satisfaction and
level of inconvenience due to UI among SCI patients)
also assessed the impact of UI on the sexual life of in-
dividuals born with meningomyelocele and found that
although UI caused some inconvenience, this inconve-
nience did not affect sexual satisfaction. The only other
study that assessed the relationship between UI and
HRQoL in spina bifida was a cross-sectional study in
460 patients at six centers in France using the SF-36 and
VSP (Vecu et santé percu, a French generic HRQoL in-
strument) [32]. HRQoL scores in incontinent adults with
spina bifida were not significantly different from those
patients without UI, except for the bodily pain domain
of the SF-36, in which the continent patient group had a
higher score (p = 0.05). No significant differences were
observed in the VSP scores among adolescent patients
with UI compared with those without UI [32].

Economic burden of UI
Our search identified one article that assessed the eco-
nomic burden of patients with urodynamically confir-
med NDO, and 10 articles that presented per-patient
costs of UI in the general population, 2 of which re-
ported results of subgroups of patients with neurologic
disease [33,34] (Table 1). These studies were diverse in
terms of perspective (payer, provider, patient, society),
the type of data used (electronic medical records,
surveys, interviews, model), cost components assessed
(labor costs, nursing home costs, office visits, surgery,
medications, diagnosis, pad usage), country of data
origin (US, Australia, Italy, Spain, Germany, Sweden,
UK, Thailand, Ireland), and study design (retrospect-
ive, cross-sectional, prospective). The heterogeneity of
these economic studies did not allow for direct compari-
sons of findings across patient populations or countries,
yet taken together, they suggest that UI results in signifi-
cant economic burden from the perspective of the payer,
provider, patient, and society as a whole.
One study found the total annual per patient cost of

UI to be $613.10 in Germany, $779.76 in Spain, and
$427.38 in the UK/Ireland when medication, incontin-
ence products, clinic/physician visits, and hospital stays
related to surgical interventions for incontinence were
included. The highest contribution to the overall cost
was pad usage in Germany (51%), diagnostic procedures
in Spain (27%), and health care provider visits in the
UK/Ireland (27%) [35]. In another cross-sectional, po-
pulation-based survey conducted in Canada, Germany,
Italy, Sweden, and the UK, direct medical cost estimates
(US$) for physician office visits and surgery related to UI
from the payer perspective ranged from $62.05 (in the
UK) to $259.20 (in Spain) per patient per year in Europe
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(Table 2) [36]. A study that interviewed women in six
areas across Italy found that the most burdensome costs
associated with UI from the Italian National Health
Service was for diapers, which was estimated to be
$148.30 annually [37]. These wide ranges can be attrib-
uted to the heterogeneity with respect to the different
types of medical resources incorporated into the cost es-
timates for each study and medical resource utilization
patterns across different countries.
The one study that assessed the economic impact of

NDO suggests that direct costs of conservative care per
patient in European countries may be higher in patients
with UI due to NDO compared with patients with UI in
general or due to other causes [15]. In this study, which
evaluated medical resource use before and after treat-
ment with botulinum toxin A in patients with NDO, the
direct costs of NDO (reported from a third-party payer
perspective prior to treatment) included urinary tract in-
fection (UTI) pharmacotherapy and incontinence aids
(pads, urinary reservoirs).Annual per-patient pharma-
cotherapy costs for UTI were calculated to be $230.10,
whereas incontinence aids were calculated at $2.97 per
patient per day, which could be as much as $1,085.68
per year if extrapolated to annual cost in US dollars. The
estimated annual payer costs per patient for pad usage
was $727.02, which is much higher compared with pad
costs reported in other European countries (Table 2) [15].
Irwin et al. [36] reported costs from the payer perspec-

tive in various countries reporting annual direct costs
for OAB and urgency UI. Associated costs included phy-
sician office visits, hospital outpatient services, surgeries,
emergency room services, nursing home care, conserva-
tive care and devices, pad usage, and medications for
symptoms of OAB, including UI. Annual payer costs per
patient for incontinence pad usage ranged from $72.97
(in the UK) to $152.24 (in Spain). The study also repor-
ted per-patient costs for UTIs, skin infections, fractures,
and nursing home admissions associated specifically
with urgency UI. The annual costs per patient for ur-
gency UI–related comorbidities ranged from $10.12 (in
Spain) to $50.61 (in Sweden), whereas the annual urgen-
cy UI–related nursing home costs per patient ranged
from $43.37 (in Spain) to $2,284.22 (in Italy).
When acute hospitalization and long-term care costs

are added, the annual cost estimates increase further for
patients with UI. A study evaluating the cost of UI in 54
subacute medical facilities in Australia and New Zealand
found that stroke patients with high FIM motor scores
were more expensive to treat if they were incontinent
[34]. Another study conducted among a consecutive se-
ries of patients admitted to one of two sub-acute care
facilities in Australia who had UI found that the total
median daily cost of caring for UI among patients with
UI of neurological origin was $19.76 [33]. One study in
the United States reported that a payer spends as much
as $12,357.43 per female UI patient annually for hos-
pitalizations, physician office visits, outpatient services,
and emergency department services, with hospitalization
accounting for a majority of the costs [38]. Two other
studies assessed the provider costs associated with UI in
patients in long-term care facilities in the United States.
Franz et al. [39] reported that 6-month nursing staff costs
were $2,416.94 per UI patient. Six-month incontinence
management costs per patient were also substantial, with
toileting (time spent to toilet a patient by a nursing assist-
ant) accounting for the highest cost component (Table 2).
Shih et al. [40] analyzed the annual incremental cost of
labor associated with UI in the long-term facilities alone
and found that the annual cost of labor per UI patient to
be $6,741.87.
Few studies reported per-patient costs for UI from the

societal or patient perspective. A study of costs associ-
ated with OAB, including UI, in Thailand reported that
the weekly cost for pad usage was $4.45 for a patient
with UI, which, if extrapolated to annual cost, could be
as much as $232.20 per year [41]. In the United States,
the weekly cost for personal care for a patient with UI
(includes pads, paper towels, laundry, and dry cleaning)
was $7.90, which, if extrapolated to annual costs, could
be as high as $412.20 per year [42].

Discussion
To our knowledge this is the first study to characterize
the HRQoL and economic burden of UI in patients
with different underlying neurologic conditions. We found
that UI in individuals with MS, SCI, Parkinson’s disease,
and stroke has a substantial negative impact on pa-
tients’ HRQoL. Physical, mental and psychological impair-
ments were consistently observed, with patients reporting
detriments in physical function, emotional well being, and
social relationships. UI also had a negative effect on the
sexual lives of patients with neurologic conditions, and
may adversely affect long-term outcomes. Not surpris-
ingly, we also found that incontinent individuals with un-
derlying neurologic conditions also typically report worse
HRQoL compared with their continent counterparts and
the general population.
Three studies suggested that UI has little or no impact

on the HRQoL of patients with MS or spina bifida
[16,24,32]. Two of these studies used the SF-36, which
suggests that a general HRQoL instrument may not al-
ways be sensitive to capturing the impact of UI in popu-
lations that already have very debilitating conditions.
Another study which used the KHQ reported that in-
continent MS patients did not consider their incon-
tinence to be severe [18]. This could be attributed to an
accommodation that occurs in patients with chronic
conditions such as MS. These patients often need to



Table 2 Total costs per patient, associated with incontinence in general

Citation Country Perspective Time-
frame

Cost components reported Cost
year

UI costs Inflated 2010 Costs per year
(2010)Total costs

Labor Costs

Green 2003 [34] Australia,
New Zealand

Provider 1 day Rehabilitation staff 1996 $185.60/day AUD $267.40/day AUD *

Geriatric evaluation staff $164.62/day AUD $237.27/day AUD *

Morris 2005 [33] Australia Provider 1 day Nursing staff supervision 2003 $32.4 AUD $39.42 AUD *

Frantz et al. 2003 [41] US Provider 1 day Nursing staff supervision 1995 $112 $197.30 $72,014.50

Nursing assistant time for
toileting

$1,361 $2397.56 $5,208.55

($8.10/day) ($14.27/day)

Prasopsanti et al. 2007 [41] Thailand Society 1 yr Incremental labor costs in LTC 2002 $4.52/shift $6.15/shift $6,741.87/yr

$13.57/day $18.56/day

$4,957/yr $6,741.87/yr

Shih et al. 2003 [40] US Provider 1 yr Labor costs in LTC 2005 UI = $9.96 Urinary
Incontinent = $13.55

UI = $13.55

Occasionally
Incontinent = $11.90

Occasionally
Incontinent = $8.75

Occasionally
Incontinent = $11.90

Frequently
Incontinent = $14.42

Frequently
Incontinent = $10.60

Frequently
Incontinent = $14.42

Diagnosis

Papanicolaou 2005 [35] Germany Payer 1 yr Diagnosis 2004 €42 €46.14 $61.27 USD

Spain Diagnosis €186 €216.12 $286.98

UK/Ireland Diagnosis €6 €7 $9.30

Tediosi 2000 [37] Italy Payer 1 yr Diagnosis 1997 L76.142 L100.27 $133.15 USD

Routine Incontinence Management (Supplies and Medication)

Frantz et al. 2003 [39] US Provider 6 mo Barrier cream 1995 $745 $1,312.40 $2,624.80

Disposable briefs $723 $1,273.65 $2,547.30

Bed pads $304 $535.53 $1,071.06

Incontinence management $9.09/day $16.01 $5,843.65

Total incontinence management $1,372 $2,416.94 $4,833.88

Irwin et al. 2009 [36] Canada Provider 1 yr Incontinence pad usage 2005 €56 €60.97 $80.96

Germany Incontinence pad usage €66 €71.41 $94.82

Italy Incontinence pad usage €102 €112.12 $148.88

Spain Incontinence pad usage €102 €114.65 $152.24

Sweden Incontinence pad usage €80 €86.26 $114.54
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Table 2 Total costs per patient, associated with incontinence in general (Continued)

UK Incontinence pad usage €48 €54.95 $72.97

Morris 2005 [33] Australia Provider 1 day Consumables 2003 $6.8 AUD $8.27 AUD *

Total median daily cost for UI $36.2 AUD $44.04 AUD *

Papanicolaou 2005 [35] Germany Payer 1 yr Pad usage 2004 €235 €258.14 $342.78

Conservative care €0 €0 $0

Medications €107 €117.54 $156.08

Spain Pad usage €235 €273.05 $362.58

Conservative care €19 €22.08 $29.32

Medications €88 €102.25 $135.78

UK/Ireland Pad usage €55 €64.26 $85.33

Conservative care €42 €49.07 $65.16

Medications €125 €146.04 $193.93

Prasopsanti et al. 2007 [41] Thailand Patient 1 wk Pad usage 2005 $3.7 USD $4.45 USD $231.40

Subak et al. 2006 [42] US Patient 1 wk Personal care resources 2005 $6.57 USD $7.90 USD $410.80 USD

Tediosi 2000 [37] Italy Payer 1 yr Conservative care 1997 L353.523 L465.526 $618.17

Medications L25.412 L33.463 $44.44

Wefer et al. 2010 [15] Germany Payer 1 yr Urinary reservoir 2006 €0.70/day €0.74 $358.66

Pad usage €1.41/day €1.50 $727.02

Comorbidities

Irwin et al. 2009 [36] Canada Payer 1 yr Comorbidities 2005 €19 €20.69 $27.47

Germany Comorbidities €21 €22.86 $30.36

Italy Comorbidities €9 €9.80 $13.01

Spain Comorbidities €7 €7.62 $10.12

Sweden Comorbidities €35 €38.11 $50.61

UK Comorbidities €13 €14.15 $18.79

Wefer et al. 2010 [15] Germany Payer 1 yr UTI medications 2006 €162.71/yr €173.28 $230.10

Physician Visits and Hospitalizations

Papanicolaou 2005 [35] Germany Payer 1 yr Office visits 2004 €45 €49.43 $65.64

Surgery €95 €104.35 $138.57

Spain Office visits €168 €195.20 $259.20

Surgery €103 €119.68 $158.92

UK/Ireland Office visits €95 €110.99 $147.38

Surgery €40 €46.73 $62.05
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Table 2 Total costs per patient, associated with incontinence in general (Continued)

Tediosi 2000 [36] Italy Payer 1 yr Hospitalizations 1997 L19.814 L26.09 $34.64

Thom et al. 2005 [38] US Payer 1 y Hospitalizations, physician
visits, ED visits

1998 $7,702 USD $12,357.43 USD $12,357.43

Accommodations

Irwin et al. 2009 [36] Canada Payer 1 yr Nursing home 2005 €385 €419.15 $556.59

Germany Nursing home €1,038 €1,130.10 $1,500.65

Italy Nursing home €1,580 €1,720.19 $2,284.22

Spain Nursing home €30 €32.66 $43.37

Sweden Nursing home €562 €611.87 $812.50

UK Nursing home €381 €414.81 $550.82

Prasopsanti et al. 2007 [41] Thailand Patient 1 yr Transportation 2002 $198.12 $238.11 $238.11
* Costs were not extrapolated for this study because costs from the study were costs for sub-acute care, not routine care.
UI = urinary incontinence; LTC = long-term care facility; UTI = urinary tract infection; ED = emergency department.
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cope with other symptoms of MS that may be more de-
bilitating when compared with UI. These findings point to
the need for additional research, using disease-specific
instruments to further understand the impact of UI on
the HRQoL of patients with MS or spina bifida.
Evaluating the economic impact of a disease or disease

intervention is becoming increasingly important and
is often one of the factors considered in determining
access to treatment for patients. However, very little eco-
nomic information regarding UI due to NDO or in pa-
tients with MS, SCI, Parkinson’s disease, stroke, or spina
bifida was available, pointing to a need for further re-
search to assess the economic burden of UI in these spe-
cific neurologic populations. Nevertheless, the results do
suggest that the economic burden of UI due to NDO is
substantial for patients, providers and payers, including
direct medical costs, as well as costs for conservative
care, physician/hospital/emergency room services, medi-
cation and complications.
Furthermore, existing studies that describe the eco-

nomic burden of UI have mixed populations, where
costs for UI are lumped with that for OAB as a whole.
We were primarily interested in the economic impact of
UI on an individual level rather than on a population
level, recognizing that the general OAB population is
substantially larger and distinct from patients with un-
derlying neurologic conditions who experience bladder
dysfunction. The studies that provided per-patient an-
nual direct costs for UI from a payer perspective were
mostly conducted in European countries, with annual
costs ranging from $488 to $949 per patient [36]. Mean-
while, studies in the United States indicate that payers
spend as much as $12,353 annually per UI patient for
hospitalizations, physician office visits, outpatient servi-
ces, and emergency department services [38]. Assuming
that 72% (n = 288,000) of the approximately 400,000 MS
patients in the United States have UI [43,44], the esti-
mated direct costs of UI attributable to MS for payers
can be as much as $3.5 billion annually. This represents
substantial incremental costs to an already costly condi-
tion, which has an estimated total annual cost of $10 bil-
lion (2010 US$ inflated from $6.8 billion 1994US$) [45].
Further research on the economic burden of UI in these
patients with chronic, neurologic diseases may be neces-
sary to ensure access to novel therapies that could treat
this condition.
We found a great deal of heterogeneity in the studies

we identified with respect to study design, patient char-
acteristics, and the types of outcome measures used to
characterize the humanistic and economic burden of UI.
This was true both within and across the neurologic
conditions of interest. For example, studies examining
the impact of UI on the HRQoL in MS patients often
used different instruments than studies that assessed the
impact of UI in SCI patients. Similarly, the economic
studies that we identified and reviewed applied different
cost components (e.g., medication costs, diagnostic costs,
office visit costs, labor costs) when quantifying the eco-
nomic burden of UI. As such, the ability to compare the
humanistic and economic impact of UI across neurologic
conditions and across countries was limited. Our results
thus suggest the need for the medical community to reach
a consensus on which tool(s) should be used to assess
HRQoL in patients with neurologic diseases, so that re-
searchers have a standard guideline to follow when de-
signing clinical trials. Use of the same tool across studies
will also facilitate future comparisons.
Our search was limited by the inconsistent termino-

logy used across the literature to describe this subset of
patients with UI due to NDO. As such, studies that used
terms different from ours may not have been generated
in our search. No relevant studies were found in patients
with UI due to urodynamically confirmed NDO, which
is not surprising given that urodynamic evaluations are
not routinely done in patients with urinary symptoms
and that the terminology surrounding lower urinary
tract function has constantly evolved in the last decade
[1]. Furthermore, because the studies we reviewed to as-
sess the economic burden of UI were largely conducted
in the general UI population and not in patients with
MS, SCI, Parkinson’s disease, stroke, or spina bifida, the
results presented here are exploratory and, with the ex-
ception of Wefer et al. [15], not necessarily reflective of
costs associated with treatment of UI due to NDO. Stud-
ies evaluating the economic impact in this subset of pa-
tients are needed.
Important goals of therapy for neurogenic lower urin-

ary tract dysfunction should focus on improving patient
HRQoL by decreasing the most bothersome symptoms
as much as possible [46,47]. Future research is still nee-
ded to clearly assess the burden of UI due to NDO in
patients with MS, SCI, Parkinson’s disease, stroke, spina
bifida, and other neurologic conditions in which UI is
an associated symptom of the disease. These studies
should be carefully designed to include urodynamic
observations to confirm the presence of NDO, consis-
tent and validated HRQoL instruments, and clearly de-
fined cost components.

Conclusion
Incontinent patients with MS, SCI, Parkinson’s disease,
stroke, or spina bifida have impaired HRQoL. In particu-
lar, detriments in physical function, emotional well be-
ing, and social relationships were generally noted across
studies. HRQoL of incontinent patients with neurologic
conditions is also significantly worse compared with
#patients with UI in general or patients with the same
underlying neurologic condition without UI. Our results
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also suggest that the economic burden of UI due to
NDO is substantial, and that there is a need for UI treat-
ments that improve HRQoL and alleviate the economic
burden of this condition.

Additional file

Additional file 1: Table S1. Studies on the Impact of UI on the HRQoL
of Patients with Underlying Neurological Conditions and Key Findings.

Abbreviations
ACS: Activity Card Sort; ADL: Activities of daily living; AUA: American
Urological Association; CI: Confidence interval; CIC: Clean intermittent
cauterization; FAM: Functional Assessment Measure; FIM: Functional
Independence Measure; HRQoL: Health-related quality of life; HUI3: Health
Utilities Index Mark; IIQ-7: Incontinence Impact Questionnaire; I-
QOL: Incontinence Quality of Life questionnaire; KHQ: Kings Health
Questionnaire; MS: Multiple sclerosis; MCS: Mental component summary;
NDO: Neurogenic detrusor overactivity; OAB: Overactive bladder; OAB-Q
SF: Overactive Bladder Questionnaire Short Form; PCS: Physical component
summary; RNL: Reintegration to Normal Living Index; SCI: Spinal cord injury;
SIP: Sickness Impact Profile; SF-12: Medical Outcomes Study-12-Item Short
Form Survey; SF-36: Medical Outcomes Study 36-Item Short Form Health
Survey; UDI-6: Urogenital Distress Inventory; UI: Urinary incontinence;
UTI: Urinary tract infection; VSP: Vecu et santé percu.

Competing interests
This study was funded by Allergan, Inc. CI and KB declare that they are
employees of Covance Market Access Services, Inc.; KK and DG declare that
they are employees of Allergan, Inc.; Dr Chancellor declares that he is an
advisor and consultant for Allergan, Inc. and has conducted studies funded
by Allergan, Inc., and Dr Carr declares that she is a consultant for Allergan,
Pfizer, Astellas, Triton, Watson, Cook Myosite, Gynecare and Ferring and has
conducted studies funded by Cook Myosite, Allergan, Astellas and Pfizer.

Authors’ contributions
CT, KK, DG, KB, MC, and LC participated in the design of the study, including
development of the literature search protocol. CT conducted the systematic
literature review. DG and KK conceived of the study, and participated in its
design and coordination. All authors helped to draft the manuscript, and all
authors read and approved the final manuscript.

Acknowledgments
This study was funded by Allergan, Inc. KK and DG are currently employed
by Allergan. CT, KB, MC, and LC were paid consultants to Allergan and
assisted in development of study design and manuscript execution.

Author details
1Health Economics and Outcomes Research, Covance Market Access Services,
Inc., 10300 Camput Point Dr, Suite 225, San Diego, CA 92121-1511, USA.
2Global Health Outcomes Strategy and Research, Allergan, 2525 Dupont Dr,
Irvine, CA 92612, USA. 3Health Economics and Outcomes Research, Covance
Market Access Services, Inc., 9801 Washingtonian Blvd, 9th Floor,
Gaithersburg, MD 20878, USA. 4Department of Neurourology, William
Beaumont Hospital, 3601 West 13 Mile Rd, Royal Oak, MI 48073-6769, USA.
5Division of Urology, Sunnybrook Health Sciences Centre, 2075 Bayview Ave,
Unit MG501, Toronto, ON M4N 3M5, Canada.

Received: 2 July 2012 Accepted: 25 January 2013
Published: 31 January 2013

References
1. Abrams P, Andersson KE, Birder L, Brubaker L, Cardozo L, Chapple C,

Cottenden A, Davila W, de Ridder D, Dmochowski R, et al: Fourth
International consultation on incontinence recommendations of the
international scientific committee: evaluation and treatment of urinary
incontinence, pelvic organ prolapse, and fecal incontinence. Neurourol
Urodyn 2010, 29:213–240.
2. Manack A, Motsko SP, Haag-Molkenteller C, Dmochowski RR, Goehring EL Jr,
Nguyen-Khoa BA, Jones JK: Epidemiology and healthcare utilization of
neurogenic bladder patients in a US claims database. Neurourol Urodyn
2011, 30:395–401.

3. Johansson C, Molander U, Milsom I, Ekelund P: Association between
urinary incontinence and urinary tract infections, and fractures in
postmenopausal women. Maturitas 1996, 23:265–271.

4. Wagner TH, Hu TW, Bentkover J, LeBlanc K, Stewart W, Corey R, Zhou Z,
Hunt T: Health-related consequences of overactive bladder. Am J
Managed Care 2002, 8:S598–607.

5. Balash Y, Peretz C, Leibovich G, Herman T, Hausdorff JM, Giladi N: Falls in
outpatients with Parkinson’s disease: frequency, impact and identifying
factors. J Neurol 2005, 252:1310–1315.

6. Harpe SE, Szeinbach SL, Caswell RJ, Corey R, McAuley JW: The relative
importance of health related quality of life and prescription insurance
coverage in the decision to pharmacologically manage symptoms of
overactive bladder. J Urol 2007, 178:2532–2536. discussion 2536.

7. Stewart WF, Van Rooyen JB, Cundiff GW, Abrams P, Herzog AR, Corey R,
Hunt TL, Wein AJ: Prevalence and burden of overactive bladder in the
United States. World J Urol 2003, 20:327–336.

8. Irwin DE, Milsom I, Hunskaar S, Reilly K, Kopp Z, Herschorn S, Coyne K,
Kelleher C, Hampel C, Artibani W, Abrams P: Population-based survey of
urinary incontinence, overactive bladder, and other lower urinary tract
symptoms in five countries: results of the EPIC study. Eur Urol 2006,
50:1306–1314. discussion 1314–1305.

9. The Oxford 2011 levels of evidence. http://www.cebm.net/index.aspx?o=5653.
10. Betts CD, D’Mellow MT, Fowler CJ: Urinary symptoms and the neurological

features of bladder dysfunction in multiple sclerosis. J Neurol Neurosurg
Psychiatry 1993, 56:245–250.

11. Berger Y, Blaivas JG, DeLaRocha ER, Salinas JM: Urodynamic findings in
Parkinson’s disease. J Urol 1987, 138:836–838.

12. Consumer Price Index. http://www.bls.gov/cpi/.
13. Consumer Prices. http://stats.oecd.org/Index.aspx?DataSetCode=MEI_PRICES.
14. fxHistory© Classic: Historical Currency Conversion Rates. http://www.oanda.

com/currency/historical-rates-classic?srccont=rightnav.
15. Wefer B, Ehlken B, Bremer J, Burgdorfer H, Domurath B, Hampel C,

Kutzenberger J, Seif C, Sievert KD, Berger K, Pannek J: Treatment outcomes
and resource use of patients with neurogenic detrusor overactivity
receiving botulinum toxin A (BOTOX) therapy in Germany. World J Urol
2010, 28:385–390.

16. Forbes A, While A, Mathes L, Griffiths P: Health problems and health-related
quality of life in people with multiple sclerosis. Clin Rehabil 2006, 20:67–78.

17. Goris S, Sungur G, Tasci S, Mirza M, Ceyhan O, Tekinsoy P: The effect of
urinary incontinence and sexual dysfunction on the quality of life
among women with multiple sclerosis. Pak J Med Sci 2010, 26:277–281.

18. Khan F, Pallant JF, Shea TL: Multiple sclerosis: prevalence and factors
impacting bladder and bowel function in an Australian community
cohort. Disabil Rehabil 2009, 31:1567–1576.

19. Quarto G, Autorino R, Gallo A, De Sio M, D’Armiento M, Perdonà S, Damiano
R: Quality of life in women with multiple sclerosis and overactive
bladder syndrome. Int Urogynecol J Pelvic Floor Dysfunct 2007, 18:189–194.

20. Ware JE Jr, Kosinski M, Bjorner JB, Turner-Bowker DM, Maruish ME: User’s
Manual for the SF-36v2™ Health Survey. 2nd edition. Lincoln, RI, USA:
QualityMetric; 2007.

21. Liu CW, Attar KH: The relationship between bladder management and
health-related quality of life in pts with spinal cord injury in the UK.
Spinal Cord 2010, 48.

22. Oh SJ, Ku JH, Jeon HG, Shin HI, Paik NJ, Yoo T: Health-related quality of
life of patients using clean intermittent catheterization for neurogenic
bladder secondary to spinal cord injury. Urology 2005, 65:306–310.

23. Hollingworth W, Campbell JD, Kowalski J, Ravelo A, Girod I, Briggs A,
Sullivan SD: Exploring the impact of changes in neurogenic urinary
incontinence frequency and condition-specific quality of life on
preference-based outcomes. Qual Life Res 2010, 19:323–331.

24. Valtonen K, Karlsson AK, Siosteen A, Dahlof LG, Viikari-Juntura E: Satisfaction
with sexual life among persons with traumatic spinal cord injury and
meningomyelocele. Disabil Rehabil 2006, 28:965–976.

25. Iacovelli E, Gilio F, Meco G, Fattapposta F, Vanacore N, Brusa L, Giacomelli E,
Gabriele M, Rubino A, Locuratolo N, et al: Bladder symptoms assessed with
overactive bladder questionnaire in Parkinson’s disease. Mov Disord 2010,
25:1203–1209.

http://www.biomedcentral.com/content/supplementary/1477-7525-11-13-S1.doc
http://www.cebm.net/index.aspx?o=5653
http://www.bls.gov/cpi/
http://stats.oecd.org/Index.aspx?DataSetCode=MEI_PRICES
http://www.oanda.com/currency/historical-rates-classic?srccont=rightnav
http://www.oanda.com/currency/historical-rates-classic?srccont=rightnav


Tapia et al. Health and Quality of Life Outcomes 2013, 11:13 Page 15 of 15
http://www.hqlo.com/content/11/1/13
26. Pohar SL, Allyson Jones C: The burden of Parkinson disease (PD) and
concomitant comorbidities. Arch Gerontol Geriatr 2009, 49:317–321.

27. Edwards DF, Hahn M, Dromerick A: Post stroke urinary loss, incontinence
and life satisfaction: when does post-stroke urinary loss become
incontinence? Neurourol Urodyn 2006, 25:39–45.

28. Tibaek S, Gard G, Klarskov P, Iversen HK, Dehlendorff C, Jensen R: Are
activity limitations associated with lower urinary tract symptoms in
stroke patients? A cross-sectional, clinical survey. Scand J Urol Nephrol
2009, 43:383–389.

29. Kolominsky-Rabas PL, Hilz MJ, Neundoerfer B, Heuschmann PU: Impact of
urinary incontinence after stroke: results from a prospective population-
based stroke register. Neurourol Urodyn 2003, 22:322–327.

30. Patel M, Coshall C, Lawrence E, Rudd AG, Wolfe CD: Recovery from
poststroke urinary incontinence: associated factors and impact on
outcome. J Am Geriatr Soc 2001, 49:1229–1233.

31. Patel M, Coshall C, Rudd AG, Wolfe CD: Natural history and effects on 2-
year outcomes of urinary incontinence after stroke. Stroke 2001, 32:122–127.

32. Lemelle JL, Guillemin F, Aubert D, Guys JM, Lottmann H, Lortat-Jacob S,
Mouriquand P, Ruffion A, Moscovici J, Schmitt M: Quality of life and
continence in patients with spina bifida. Qual Life Res 2006, 15:1481–1492.

33. Morris AR, Ho MT, Lapsley H, Walsh J, Gonski P, Moore KH: Costs of
managing urinary and faecal incontinence in a sub-acute care facility: a
“bottom-up” approach. Neurourol Urodyn 2005, 24:56–62.

34. Green JP, Smoker I, Ho MT, Moore KH: Urinary incontinence in subacute
care–a retrospective analysis of clinical outcomes and costs. Med J Aust
2003, 178:550–553.

35. Papanicolaou S, Pons ME, Hampel C, Monz B, Quail D, Schulenburg MG,
Wagg A, Sykes D: Medical resource utilisation and cost of care for
women seeking treatment for urinary incontinence in an outpatient
setting. Examples from three countries participating in the PURE study.
Maturitas 2005, 52 Suppl 2:S35–S47.

36. Irwin DE, Mungapen L, Milsom I, Kopp Z, Reeves P, Kelleher C: The
economic impact of overactive bladder syndrome in six Western
countries. BJU Int 2008, 103:202–209.

37. Tediosi F, Parazzini F, Bortolotti A, Garattini L: The cost of urinary
incontinence in Italian women. A cross-sectional study. Gruppo di Studio
Incontinenza. Pharmacoeconomics 2000, 17:71–76.

38. Thom DH, Nygaard IE, Calhoun EA: Urologic diseases in America project:
urinary incontinence in women-national trends in hospitalizations, office
visits, treatment and economic impact. J Urol 2005, 173:1295–1301.

39. Frantz RA, Xakellis GC Jr, Harvey PC, Lewis AR: Implementing an
incontinence management protocol in long-term care. Clinical outcomes
and costs. J Gerontol Nurs 2003, 29:46–53.

40. Shih YC, Hartzema AG, Tolleson-Rinehart S: Labor costs associated with
incontinence in long-term care facilities. Urology 2003, 62:442–446.

41. Prasopsanti K, Santi-Ngamkun A, Pornprasit K: Estimated cost of overactive
bladder in Thailand. J Med Assoc Thai 2007, 90:2316–2320.

42. Subak LL, Brown JS, Kraus SR, Brubaker L, Lin F, Richter HE, Bradley CS,
Grady D: The “costs” of urinary incontinence for women. Obstet Gynecol
2006, 107:908–916.

43. Mahajan ST, Patel PB, Marrie RA: Under treatment of overactive bladder
symptoms in patients with multiple sclerosis: an ancillary analysis of the
NARCOMS Patient Registry. J Urol 2010, 183:1432–1437.

44. Atlas of MS Database. http://www.atlasofms.org/index.aspx.
45. Whetten-Goldstein K, Sloan FA, Goldstein LB, Kulas ED: A comprehensive

assessment of the cost of multiple sclerosis in the United States.
Mult Scler 1998, 4:419–425.

46. Stöhrer M, Castro-Diaz D, Chartier-Kastler E, Kramer G, Mattiasson A,
Wyndaele JJ: Guidelines on Neurogenic Lower Urinary Tract Dysfunction.
Arnhem, the Netherlands: European Association of Urology (EAU); 2003.

47. Kay GG, Granville LJ: Antimuscarinic agents: implications and concerns in
the management of overactive bladder in the elderly. Clin Ther 2005,
27:127–138. quiz 139–140.

doi:10.1186/1477-7525-11-13
Cite this article as: Tapia et al.: Health-related quality of life and
economic impact of urinary incontinence due to detrusor overactivity
associated with a neurologic condition: a systematic review. Health and
Quality of Life Outcomes 2013 11:13.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.atlasofms.org/index.aspx

	Abstract
	Background
	Methods
	Results
	Conclusions

	Review
	Background

	Methods
	Study design
	Study selection criteria
	Literature selection and data extraction

	Results
	Impact of UI on the HRQoL of individuals with underlying neurologic conditions
	Multiple sclerosis
	Spinal cord injury
	Parkinson’s disease
	Stroke
	Spina bifida

	Economic burden of UI

	Discussion
	Conclusion
	Additional file
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


