
Measure #2: Patient counseling on treatment options 

Stress Urinary Incontinence 

Measure Description 
Percentage of female patients, aged 18 years and older,who had stress urinary incontinence (SUI) 
surgery for whom there was documentation that treatment options, including behavioral, 
medical and surgical, and expectations for treatment (cure/dry rates) were discussed 

Measure Components 

Numerator 
Statement 

Patients for whom there was documentation that treatment options, 
including behavioral, medical, and surgical, and expectations for treatment 
(cure/dry rates) were discussed 

Denominator 
Statement 

All female patients, aged 18 years and older, who had SUI surgery  

Denominator 
Exclusions 

Concomitant surgery for prolapse 

Denominator 
Exceptions 

Documentation of medical reason(s) for not counseling patient (e.g. patients 
who are severely cognitively impaired).   

Documentation of patient reason(s) for not counseling patient (patients who 
might be uncomfortable with the responsibility of making choices regarding 
their care) 

Supporting  
Guideline &  
Other 
References 

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

European Association of Urology (2012)42 : 

“Some generic principles apply to good surgical practice. Any operation for 
UI should be preceded by a discussion with the patient and/or carers, about 
the purpose of the operation, the likely benefits and possible risks. It is also 
important to explain when there are alternative approaches, even if these 
procedures are not available locally.” (p. 64) – This is not an official 
recommendation, but a comment from the guideline. 

Recommendations for surgery for uncomplicated stress urinary 
incontinence in women (p. 76-77) 

- Offer the mid-urethral sling to women with uncomplicated stress urinary 
incontinence as the preferred surgical intervention whenever available. 
(Grade A) 



- Offer colposuspension (open or laparoscopic) or autologous fascial sling to 
women with stress urinary incontinence if mid-urethral sling cannot be 
considered. (Grade A) 

- Warn women who are being offered a retropubic insertion synthetic sling 
about the relatively higher risk of peri-operative complications compared to 
transobturator insertion. (Grade A) 

- Warn women who are being offered transobturator insertion of mid-
urethral sling about the higher risk of pain and dyspareunia in the longer 
term. (Grade A) 

- Warn women undergoing autologous fascial sling that there is a high risk of 
voiding difficulty and the need to perform clean intermittent self-
catheterisation; ensure they are willing and able to do so. (Grade A) 

 

Recommendations for behavioural and physical therapies (p.46) 

- Offer supervised pelvic floor muscle training (PFMT), lasting at least 3 
months, as a first-line therapy to women with stress or mixed urinary 
incontinence. (Grade A) 

- Consider using biofeedback as an adjunct in women with stress urinary 
incontinence. (Grade A) 

 

American Urological Association (2009)43: 

Standard: The patient should be counseled regarding the surgical and 
nonsurgical options including both benefits and risks. Choice of the 
procedure should be made as a collaborative effort between the surgeon and 
patient and should consider both patient preferences and the surgeon’s 
experience and judgment. 

Option: The five major types of procedures (injectables, laparoscopic 
suspensions, midurethral slings, pubovaginal slings and retropubic 
suspensions), although not equivalent, may be considered for the index 
patient. 

National Institute for Health and Clinical Excellence (2006)19:  Any woman 
wishing to consider surgical treatment for UI should be informed about the 
benefits and risks of surgical and non-surgical options. Counselling should 
include consideration of the woman's childbearing wishes.  (Grade D (GPP)) 

American College of Obstetricians and Gynecologists (2005)17:  Long-term 
data suggest that Burch colposuspension and sling procedures have similar 
objective cure rates; therefore, selection of treatment should be based on 



patient characteristics and the surgeon's experience. (Grade Level B) 

Scottish Intercollegiate Guidelines Network (2004)32:  Patients with urinary 
incontinence should be offered information and advice on the treatment 
options available to them in both primary and secondary care. (Grade D) 

Measure Importance 
Relationship to 
desired 
outcome 

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

As with any counseling measure, there is concern that the patient is 
receiving appropriate counseling, appropriate treatment or receiving the 
treatment they want. This measure ensures that discussion of all 
management options occurs and is documented which is likely to encourage 
a detailed discussion between doctor and patient. 

Patients may have completely different expectations of cure after surgery 
for SUI other than the anatomical cure, such as absence of odor, lack of 
disruption of routine activities, use of less pads, and/or improvement of 
emotional status. For patients, the improvement of these symptoms might 
be more important than the “objective” demonstration of leakage of urine.44 

SUI is not a life-threatening disorder but has a significant adverse impact on 
quality of life, and therefore treatment should be dictated by the 
preferences of women.44 

Brubaker and Shull (2005) described the new concept of patient-centered 
outcomes using the EGGS acronym (E: expectations; G: goal setting; G: goal 
achievement; S: satisfaction) that should be routinely assessed before any 
operations for SUI.44 

Following diagnosis, multiple options exist for the treatment of 
symptomatic female SUI.  Selection of the appropriate therapy will allow 
patients the highest degree of satisfaction.  Efficacy, durability, cost and 
potential complications of each management strategy are important aspects 
to discuss when counseling patients on various choices.33 

Although the overall complication rate remains low, anti-incontinence 
surgery for SUI is not without risk.  As a result, it is imperative that 
conservative measures be attempted prior to resorting to surgery.  Patients 
need to be counseled regarding the potential for urethral 
obstruction/urinary retention, irritability of the bladder with [urge urinary 
incontinence] UUI, bleeding, infection, perforation of the bladder/urethra, 
sling extrusion through the vagina or erosion into urethra/bladder.  Proper 
patient selection and operative technique help to minimize these 
uncommon but potentially devastating complications.33 

A variety of nonsurgical treatments for stress incontinence are available and 



can be highly effective, including behavioral therapies, and numerous 
devices have been developed to treat this problem.  Such options can 
significantly alleviate stress leakage and improve quality of life, and can 
typically be initiated exclusive of invasive testing.  These therapies should 
be considered first line treatment and should, at a minimum, be discussed 
with patients who have stress incontinence before considering surgical 
intervention.45 

Nonsurgical options should be thoroughly explored and discussed when 
counseling  patients regarding therapeutic options for stress urinary 
incontinence.45 

…urethral bulking continues to be a viable, conservative option for the 
treatment of SUI.  This is supported by a recent randomized prospective 
trial between slings and injection therapy that demonstrated that, despite a 
significant difference in success rates (surgery was 19% more effective than 
injection), the difference in quality of life between the two groups was not 
significant and the complication rate was higher in the sling group.24 

Opportunity 
for 
Improvement 

Gap data on patient counseling are not available, but the measure is 
considered important, and there is a significant opportunity for 
improvement.  

The proposed measure is expected to encourage practitioners to provide 
improved counseling for the range of possible treatment options for SUI. 
Through this more detailed guidance, the patient will develop more accurate 
expectations of treatment results, reflect on the potential consequences of 
each treatment choice, and feel more involved in her own medical decisions.  

The following data from peer-reviewed literature demonstrate a 
performance gap/opportunity for improvement in establishing more 
consistent and detailed counseling of patients on the range of treatment 
options for SUI. 

A Dutch study by Albers-Heitner and colleagues recognized that many UI 
patients get pads from their general practitioner (GP) without sufficient 
diagnostics or treatment. The authors used a postal survey to assess what 
further treatment UI patients receive from their GP in addition to pads and 
to measure patient satisfaction with their care. Out of 208 questionnaires, 
29.3% of pad users had no direct communication with their GP for a pad 
prescription. Of 147 UI patients who visited their GP, only 50.3% 
successfully obtained pads. One out of four patients were not satisfied with 
the information on UI received from their GP, especially younger female 
patients.36   

One study found significant disagreement in the appropriate usage of the 
drug duloxetine to treat SUI. The recently released NICE guideline on 
management of female urinary incontinence advised that duloxetine should 
not routinely be utilized as a first-line treatment for women with stress 



predominant UI, or as a second-line treatment for stress UI, unless surgical 
treatment is contraindicated or declined.  A total of 25-39% of practitioners 
who responded disagreed with these statements. The authors agreed stating 
“in an era of patient choice, this limits the choice of using the only available 
option of drug therapy for women with SUI. This has the effect of limiting 
treatment options for both the clinician and patient”.37   

The importance of setting realistic expectations for the patient in the 
improvement of symptoms was a point of focus for several studies. In a 
study of patients who underwent Burch colpopexy or autologous fascial 
sling for treatment of SUI, 82% were completely or mostly satisfied with 
their surgery related to urine leakage. In multivariate analysis, patient 
satisfaction was associated with greater reduction in SUI symptoms and 
greater reductions in symptom distress (OR = 1.16). The authors concluded 
that women with SUI who also have urge incontinence symptoms may 
benefit from additional counseling to set realistic expectations.46  A second 
study of SUI patients undergoing fascial sling and Burch colposuspension 
procedures found that most women (98%) had an expectation that urine 
leakage would be completely or almost completely eliminated.47   

Another study evaluated changes in female sexual function after a 
transobturator vaginal tape operation and its correlation with patients’ 
expectations. Sexual dysfunction is often reported after vaginal surgery. 
Overall 52 out of 62 treated women resumed their sexual activity early 
within the 8 weeks after surgery.48  There was a difference between the 
patient's sensation of vaginal length abnormalities during coitus (n=2) and 
patient expectation (n=18). The authors recommend counseling the patient 
for this procedure to correct false ideas and expectations about future 
sexual activity. A similar study of the tension-free vaginal tape procedure 
(TVT) found that from the patients’ perspective, the overall success rate was 
79%, whereas the authors’ audit showed an overall success rate of 86%. Thus 
a patient's perception regarding the success of TVT often differed from that 
of the clinician, though not significantly (P = 0.22, McNemar test). Again the 
authors stated the importance of realistic cure rates when counseling 
patients for surgery.49   

In a prospective study of 100 women with SUI given options to select 
treatment, 22% patients chose major surgery, 39% minor surgery, 27% an 
office procedure and 12% medication. This was affected by age, symptom 
severity and quality of life influence. After clinical and urodynamic 
evaluation, 34% shifted to a different treatment modality; this correlated 
significantly with young age, severe symptoms, limited urethral mobility 
and low Valsalva leak point pressure. This study concluded that patients' 
initial choice for treatment of SUI is affected by age, symptom severity and 
quality of life; but more importantly, their final decision was more 
influenced by the clinical and urodynamic evaluation.50   

In a postal and email survey of American urologists who were members of 



the American Urological Association, Kim et al. assessed practice patterns in 
treating female incontinence.51  For type I, II, and III stress urinary 
incontinence, 44%, 68%, and 94% of surveyed urologists, respectively, 
recommended a sling procedure as treatment. For type I SUI, older 
urologists were more likely than younger urologists to perform needle 
bladder neck suspension (P=0.001). Therefore, even among American 
urologists, there is significant disparity in recommended treatments for 
patients with SUI, which is likely influenced by the level and type of training 
for each practitioner.   

IOM Domains 
of Health Care 
Quality 
Addressed  

Effective  
Patient-centered  
Efficient  
Equitable 

Exception 
Justification 

A medical reason exception has been included so that clinicians can exclude 
patients for whom counseling may not be appropriate (e.g. patients who are 
severely cognitively impaired).   

A patient reason exception has been included for patients who might be 
uncomfortable with the responsibility of making choices regarding their 
care. 

Harmonization 
with Existing 
Measures 

Harmonization with existing measures was not applicable to this measure. 

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) 

51840   
51841   
51845   
51990   



51992   
57287   
57288   
57289   
   

Numerator  99211 
99212 
99213 
99214 
99215 
99201 
99202 
99203 
99204 
99205 
 

Denominator 
Exclusions 

57240 
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. 
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