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Abstract: Stress urinary incontinence is still a frequent problem for women and men, which leads to
pronounced impairment of the quality of life and withdrawal from the social environment. Modern
diagnostics and therapy improved the situation for individuals affected. But there are still limits,
including the correct diagnosis of incontinence and its pathophysiology, as well as the therapeutic
algorithms. In most cases, patients are treated with a first-line regimen of drugs, possibly in com-
bination with specific exercises and electrophysiological stimulation. When conservative options
are exhausted, minimally invasive surgical therapies are indicated. However, standard surgeries,
especially the application of implants, do not pursue any causal therapy. Non-absorbable meshes and
ligaments have fallen into disrepute due to complications. In numerous countries, classic techniques
such as colposuspension have been revived to avoid implants. Except for tapes in the treatment of
stress urinary incontinence in women, the literature on randomized controlled studies is insufficient.
This review provides an update on pharmacological and surgical treatment options for stress urinary
incontinence; it highlights limitations and formulates wishes for the future from a clinical perspective.

Keywords: stress urinary incontinence (SUI); urodynamics; urethral hypermobility; intrinsic sphinc-
ter deficiency; pharmacological intervention; pelvic floor muscle training (PFMT); bulking agents;
tension-free vaginal tape (TVT); male sling; artificial urinary sphincter

1. Introduction

Urinary incontinence is a profound problem in everyday life for those affected and
often leads to social withdrawal and massive restrictions in various areas of life. The
incidence and prevalence are often only vaguely understood, as urinary incontinence
remains a major taboo subject despite our open society. Broome reported a prevalence of
between 15% and 35% of the adult population in 2003 [1]. Thus, it becomes evident that the
problem of urinary incontinence is a major challenge for the health system. This concerns
not only the necessary capacity to adequately treat this number of patients but also requires
corresponding financial resources.

Urinary incontinence (UI) can be broken down into different forms, of which stress
urinary incontinence (SUI) and urge urinary incontinence (UUI) are the most common
entities. Whereas SUI dominates in women, UUI is the focus in men [1,2]. For SUI, intrinsic
and extrinsic incontinence are discussed as they offer different options for therapy [3].
The prerequisite for diagnosis and treatment of incontinence is the courage of patients
affected to present themselves to a doctor. Regrettably, in everyday life, many patients
lack adequate supplies of pads and diapers. A structured and successful treatment of
incontinent patients is made possible by numerous guidelines [2,4], including the guidelines
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of the European Association for Urology, which is constantly updated [5–7]. Consistently,
primarily conservative therapies are recommended before interventional therapies are
suggested.

Despite standardization and recommendation guidelines, nowadays, urinary inconti-
nence is still not causally curable [8]. With regard to stress urinary incontinence, currently,
only pelvic floor exercises can provide the advantage of targeted and long-term improve-
ment of muscle function. This therapy yields mild to moderate success with its causal
approach. Most of the interventional therapy options for SUI can lead to an improved
function of the sphincter, and therefore, relevant symptomatic improvement. But they do
not directly improve the sphincter muscle fibers, nor its vascularisation or enervation. In
addition, numerous procedures rely on the implantation of prosthetic materials in patients.
As shown below, this is often associated with far-reaching complications for those affected,
and this has led to a paradigm shift in the last decade with regard to the use of meshes
and tapes in prolapse and incontinence surgery [9]. This review article reflects the current
standards of clinical diagnostics and therapy of SUI and provides insight into the current
limitations of the options available.

2. Definition and Epidemiology of Stress Urinary Incontinence

Urinary incontinence is defined as the involuntary loss of urine, which is perceived as a
social and hygienic problem and which can be clinically objectified [2]. SUI is characterized
by urine loss during physical activity and can be divided into three degrees of severity:
Grade 1 with urine loss when coughing, sneezing, and laughing, Grade 2 with urine loss
when getting up, when walking, or under physical activity, and Grade 3 with urine loss
while lying [2,10]. Risk factors for SUI differ between the sexes. Whereas pregnancy, vaginal
delivery, and age are the main risk factors in women, SUI in men is less common and often
associated with surgeries in the lower urinary tract [1,11].

Incidence and prevalence of UI are reported very differently [12]. Current reports assume
that 10 million people are affected in Germany [13]. For adult women, a prevalence of UI of
23% in Spain, 44% in France, 41% in Germany, and 42% in the UK was reported [14,15]. In
Norway, a prevalence of 25% among women, with 7% reporting moderate to severe UI,
was seen [16]. In Canada, the prevalence of incontinence in women was of 28.8%, with a
68% share of SUI, while in men the overall UI prevalence was only 5.4%, with a 27% share
of SUI reported [17]. Comparable figures were found in the USA [18].

The high prevalence is associated with high expenditure in the health system due to
medical consultation and supply of incontinence materials. However, due to low social
acceptance of the disease, numerous patients bear the financial burden of incontinence
pads themselves, and only 25% to 40% of women affected consulted a doctor to improve
their condition and less than 5% received surgery to treat SUI [14,19]. An average demand
of $ 750 per year for managing incontinence for an individual woman was computed [20],
and the socio-economic burden of UI was evaluated in a meta-analysis in 2004 with a
cumulative annual expenditure of about EUR 7 billion for Canada, Germany, Italy, Spain,
Sweden, and the UK each, and EUR 66 billion for the USA in 2007 [21].

3. Stress Urinary Incontinence—Diagnostics and Limitations
3.1. Diagnostics of Stress Urinary Incontinence

Correct assessment of the type of incontinence and the extent of incontinence is essen-
tial for therapy planning. For all forms of incontinence, a careful anamnesis is the essential
basis for the first assessment. In addition to the assessment of risk factors, the effects on
different areas of life, including sexuality, should also be examined. In men, attention
should also be paid to symptoms of benign prostate syndrome [5–7]. Questionnaires to
assess the extent and form of incontinence are endorsed [22]. To quantify the exact amount
of urine loss, a 24 h pad test is recommended, whereby the patient’s compliance is essential.
The same applies to a drink and voiding diary, which should be performed for 48 to 72 h [6].

The following basic diagnoses should be carried out in all patients:
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• Physical examination

# Women: including vaginal examination and stress test (Bonney test)
# Men: including prostate examination and stress test

• Urine analysis
• Ultrasound

# Post-void residual urine volume remaining in the bladder
# Men: prostate volume in case of lower urinary tract symptoms (LUTS)

• Men: uroflowmetry in case of LUTS
• Questionnaire (optional)
• Drink and voiding diary (optional)

Special diagnostics can be added if it is very likely that they will influence the clinical
decision, including:

• Urodynamics
• Cystoscopy
• Pelvic floor ultrasound
• Q-Tip test to identify female urethral hypermobility
• Marshall–Bonney test
• Dynamic magnetic resonance imaging

Urodynamics are useful if UUI is suspected. Filling cystometry can identify hyper-
sensitivity and overactivity of the bladder muscle, the detrusor. To evaluate the closure
mechanism of the urinary bladder, the urethral pressure profile at rest and under stress
was described [23]. This is considered a limitation of urodynamics, since the significance of
urethral pressure profile measurements were critically assessed [24].

3.2. Limitations of Diagnostics of Stress Urinary Incontinence

The limitations in the diagnosis of SUI lie mainly in the fact that the pathophysiology
has not been conclusively clarified. Looking at the current literature, a distinction is made
between intrinsic sphincter insufficiency and hypermobility of the urethra, particularly in
women [2]. In the case of intrinsic sphincter insufficiency, a reduction in muscle cells or their
strength is assumed, whereas in the case of hypermobility, the fixation to the symphysis is
impaired. Figure 1 gives an overview of urethral hypermobility [25].

Colposuspension and other methods of minimally invasive therapy for women are
aimed particularly at the correction of a hypermobile urethra [26–28]. During the Burch
colposuspension, the bladder neck and the proximal part of the urethra are elevated
behind the pubic symphysis to improve the pressure transmission to the urethra. The
differentiation between muscular weakness and hypermobility has also gained importance
in men. The use of retrourethral functional slings addresses the hypermobile sphincter in
particular [29,30].

The difficulty now lies in clarifying the pathophysiology in the context of diagnostics.
In men, the perineal elevation test is valued in post-prostatectomy incontinence. Here,
external pressure is applied to the perineum under endoscopic vision to visualize the effect
of a surgical elevation of the bulbar urethra on the external sphincter. For women, the
pelvic floor ultrasound and the Q-Tip test are available. During pelvic floor ultrasound,
the mobility of the urethra can be measured in relation to the pubic symphysis and should
not be above 2 cm during a Valsalva manoeuvre. The Q-Tip test is performed through the
insertion of a Q-Tip in the female urethra; subsequently, the change in the angle of the
Q-Tip during a Valsalva manoeuvre is measured. Again, surveying the sphincter complex
in such patients by urodynamics is problematic [31], and clinical evidence alone seems to
be sufficient to diagnose uncomplicated SUI [32].
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[25]. IVP: intravesical pressure; Pabd: intrabdominal pressure; Pdet: detrusor pressure; Fs: shearing 

Figure 1. Hypermobility of the proximal female urethra caused by the release of the attachments
to the symphysis pubis/pubic bone. Published by Bergstrom under Creative Commons CC BY
license [25]. IVP: intravesical pressure; Pabd: intrabdominal pressure; Pdet: detrusor pressure; Fs:
shearing force; Fd: outflow distending force; v. clitor: vena clitoridis; v.p: vaginal point 1: right
anterior pubourethral ligament; 2: right posterior pubourethral ligament; 3: right intermediate
pubourethral ligament; 4: pubocervical fascia.

4. Strategies to Prevent Stress Urinary Incontinence

Considering all diagnostic and therapeutic limitations, the prevention of urinary
incontinence is particularly important. This should by no means be a plea for caesarean
delivery. Pregnancy by itself bears a corresponding risk due to the continuous load on the
pelvic floor [33]. During surgical interventions in the pelvis, the anatomy and function
of nerves and muscles should be considered [2,34]. Figure 2 shows the structure of the
external urethral sphincter, consisting of striated and smooth muscular components [35].
The horseshoe-shaped sphincter with a pronounced ventral component, in men spanning
the prostate and in women lying distally, coincides with the publications of other working
groups.
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posterior; a: anterior. Permission granted by Elsevier [35].
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Based on these data, appropriate surgical techniques were adapted for maximum sphinc-
ter protection. In addition, innervation should also be considered in terms of SUI preven-
tion [36], and nerve-sparing surgeries that enable continence after interventions [37,38].

5. Non-Surgical Treatment of Stress Urinary Incontinence

The non-interventional therapy options for SUI include behavioural therapy measures,
pelvic floor training, biofeedback, electrotherapy, and drug therapy approaches [5–7]. Men
have the option of penis clamps, although their acceptance has fallen significantly [39]. The
behavioural therapy options are more limited in SUI than in UUI. The essential aspect here
is weight loss [40].

5.1. Pelvic Floor Muscle Training

Pelvic floor training aims to strengthen and also target coordination of the muscles of
the sphincter complex [41]. It is particularly important in the context of regression after
delivery as well as in the context of rehabilitation after radical prostatectomy. An update of
the Cochrane database review on the subject of pelvic floor training in women demonstrated
its effectiveness, as well as its favourable cost aspects [42]. However, recent reviews on post-
prostatectomy incontinence in men failed to come to a clear statement [39,43]. Nevertheless,
in clinical practice, pelvic floor exercises after prostatectomy are essential for adequate
rehabilitation.

5.2. Use of Pessary

A pessary is a device that is inserted into the vagina to treat pelvic organ prolapse or
SUI. In pelvic organ prolapse it has shown comparable efficacy in the treatment to pelvic
floor muscle training in a randomized controlled trial [44]. While both treatments showed
an improvement, surgery was significantly more effective in a recent prospective cohort
trial on pelvic organ prolapse [45]. A pessary may also be used in the absence of a prolapse
to treat SUI in cases of urethral hypermobility [46]. The device elevates the urethra and
results in an increased urethral length through a similar mechanism to colposuspension or
slings.

5.3. Electrical Stimulation of the Pelvic Floor and Biofeedback

Both electrotherapy and biofeedback are often used in routine clinical practice to
exhaust non-interventional measures. In contrast to pelvic floor exercises in women alone,
the evidence here must be viewed much more critically. A meta-analysis reported an
advantage for electrotherapy as opposed to no or SHAM treatment [47]. But a large,
randomized study on pelvic floor training versus pelvic floor training with biofeedback
yielded no difference in outcome between the two groups [48].

5.4. Medicinal Treatment of Urinary Incontinence

Drug therapy for SUI is clearly limited. In contrast to UUI, with the options of
anticholinergics (multiple substances), ß-3 agonists (mirabegron), and the use of a botulinus
toxin derivate, onabotulinumtoxin, injected into the detrusor muscle, only one substance
is clinically applied to treat SUI nowadays [6]. Duloxetine has been approved for female
SUI based on phase III studies comparing duloxetine to a placebo with an improvement in
urinary incontinence and quality of life [49,50], and an additional positive effect of pelvic
floor training in combination with duloxetine [51]. Although studies show the effectiveness
in patients with post-prostatectomy incontinence [52], duloxetine is still not approved for
SUI in men.

Due to the health risks, there are clear limits to the use of duloxetine to treat SUI.
The same side effects exist as with other selective serotonin reuptake inhibitors in the
therapy of depression, which can also be therapy-limiting in the case of marginal urinary
incontinence [52]. In addition, the patient must be given detailed information that the
therapy is purely symptomatic (stimulation of the innervation from the Onuf’s nucleus)
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and that no cure can be achieved here. Therefore, a permanent therapy is necessary; this
aspect should be taken into account when deciding on a form of therapy [2,6].

5.4.1. Treatment of Urge Urinary Incontinence by Anti-Cholinergic Drugs

Muscarinic receptors play an important role in signal transduction in the body. Mus-
carinic receptors are integrated in G-protein-coupled complexes in cell membranes, and
relay acetylcholine signals into cells by secondary messengers such as cAMP, diacylglycerol
(DAG), inositol-1,4,5-trisphosphate (Ins3P or IP3), or others. In the detrusor muscle, the
main subtypes are M2 and M3. The main function of M2 receptors in the bladder is micturi-
tion. The binding of acetylcholine to the receptor triggers the contraction of the detrusor to
enable voiding. An overactivity of the detrusor, irrespective of its origin, can result in the
sensation of urgency and UUI. Selective anticholinergic drugs that can act as competitive
antagonists at the receptor have been established as medical treatments.

During the storage phase, the stretching of the urothelium will induce a release
of acetylcholine. This might be responsible for spontaneous contraction in overactive
bladders. The relatively low amount of acetylcholine compared to the release through
parasympathetic nerves can be inhibited by a competitive antagonist. In comparison, the
release of acetylcholine during voiding contraction is so high that anti-muscarinergic drugs
in the therapeutic dose range have no effect on micturition.

5.4.2. Treatment of Urge Urinary Incontinence by ß-3 Agonists

Storage of urine in the bladder is facilitated by the sympathetic nervous system.
Adrenalin or noradrenalin binds to ß-adrenoreceptors expressed on different cells, including
smooth muscle cells. Smooth muscle tissue is part of the urethral closure complex and
is also found in the detrusor muscle. Therefore, ß-3 agonists constitute an alternative
in the medical treatment of urge urinary incontinence. In the human bladder, the ß3-
adrenoreceptor subtype is mainly responsible for effectuate relaxation of the detrusor
muscle. The active substance mirabegron acts as a selective agonist to the ß-3 receptor.
Through this, mirabegron achieves increased bladder capacity. The ß-3-adrenoceptor is
expressed in both the detrusor muscle and the urothelium. The function of the receptors
in the epithelium is not yet known, but the intravesical instillation of ß3-adrenoceptor
agonists decreased the voiding frequency in rats and had an additive effect on intravenous
application [53]. This suggests that, comparable to muscarinic antagonists, ß3-agonists
achieve effects both in the afferent and efferent limb of the voiding process.

5.4.3. Treatment of Urge Urinary Incontinence by Injections of Botulinum Toxin A

If anticholinergic drugs and ß-3 adrenoceptor agonists are ineffective, injection of
botulinum toxin A is a third option in current clinical practice. The neurotoxin is produced
by different bacteria, primarily Clostridium difficile, and especially the suborder A is used in
human medicine. Botulinum toxin inhibits the release of acetylcholine in the presynaptic
neuron and, thus, generates paralysis in the affected muscle.

The best-studied effect is the cleaving of SNARE proteins, which are essential for the
binding of the synaptic vesicles containing acetylcholine to the plasma membrane. Recent
studies have shown that repeated botulinum toxin injection into the detrusor muscle not
only reduces the expression of SNAP-25, as part of the SNARE complex, but also reduces
inflammation. Decreased tryptase activity, fewer apoptotic cells, and the apoptotic signaling
molecules Bax and p-p38 were observed after three repeated botulinum toxin injections [54].

5.4.4. Future Pharmacological Regimen in Research or under Preclinical Investigation

Most current studies focus on new ways to deliver active ingredients to the urothelium
and detrusor muscle, and some new forms of treatments are being investigated. A liposomal
formulation of botulinum toxin A as an instillation therapy has shown a clinical effect on
an overactive bladder, but no effect was seen on the expression of SNAP-25. This suggested
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that the effect on the paralysis of the detrusor is limited, and the results might be caused by
reduced afferent signals from the urothelium [55].

Bethanechol is a direct-acting parasympathomimetic medication that stimulates the
detrusor muscle. So far, it is not recommended by the international continence society
guidelines in non-obstructive urinary retention or underactive bladder, but might help in
decatheterization tests. Further tests in the dosage of 50mg/BID are warranted [56].

An entirely new approach is URO-902, a plasmid vector expressing the human large-
conductance Ca2+-activated K+ channel. Activation of this channel has been shown to
reduce smooth-muscle cell excitability. A phase I study promises first efficacy and safety
data through either instillation or injection of URO-902; possible therapy costs due to this
medication will have to be evaluated [57].

5.4.5. Novel Approaches to Treat Stress Urinary Incontinence

Recently, a web-based study investigated molecular targets to treat lower urinary tract
(LUT) dysfunction in the future [58]. Three main targets—the bladder, urethra, and nerves—
were explored. The status of possible future drugs or targets was included: proof of concept
studies versus promising data based on preclinical studies [58]. It is not surprising that
for future LUT therapies, several molecular targets, including receptors for adenosine A1,
neurotensin, bombesin, and cannabinoids were discussed. They may act on the bladder
wall, and/or urethra, and via modulating the nervous regulation of voiding. However, as
stated above, the etiology of SUI is associated with mechanical stress, tissue injury, and
aging. SUI, therefore, develops at least in part due to insufficient wound healing after an
injury or impact and it progresses in time during aging. Structural changes such as loss of
muscle tissue and fibrosis are among the consequences and, thus, reduce contraction and
control of the urethral sphincter. Therefore, for a long time and until recently, treatment
of SUI with low molecular weight drugs including hormones was not even considered
a treatment option by experts in the field [4,6]. Moreover, earlier trials along these lines
were not encouraging. For instance: the chance of suffering from an SUI was raised in
multiparous women in menopause. It is known that the expression of elastin and other
components of the extracellular matrix changes in the elderly. In women, this change is
associated with hormonal changes in menopause. Therefore, administration of, for instance,
estrogen was investigated to treat SUI or at least to ameliorate SUI symptoms. Although the
women treated reported subjective improvement, objective urological parameters (e.g., urinary
diary, pad test, quality of live reports by patients, etc.) did not reach significance [15,59,60].
These studies were, therefore, not continued.

In contrast, recent studies investigated the molecular pathways involved in SUI ther-
apy employing electrophysiological stimulation of the lower pelvic floor muscles. In sports,
electrophysiological stimulations are well known for their efficacy in relaxing muscles
after exercise, activation of local blood circulation, and reduction of pain symptoms, thus
supporting the athletes’ regeneration. This knowledge was now relayed back to pre-clinical
animal studies of SUI therapy. In mice, SUI-like symptoms were induced by vaginal disten-
sion. Then, electrophysiological stimulation was performed for a follow-up period of up
to seven days [61]. The effects of vaginal distension and its regeneration by electrophysio-
logical stimulation in this SUI model were monitored and standard measures employed
in the clinical routine were applied. Accordingly, the maximum bladder capacity and the
leak point pressure were determined. The voiding upon sneezing served as a surrogate
for a pad test [61]. The electrophysiological stimulation of incontinent mice improved
the maximal bladder capacity, leak point pressure, and urine loss upon sneezing signifi-
cantly. This animal model allowed, in addition, histological analyses of the tissue treated.
Here—depending on the electrophysiological stimulation regimen—a robust to significant
induction f expression of type I collagen was recorded. The expression of transforming
growth factor beta-1 (TGF-β1) and the activation of Sma-and-mothers-against-decaplegic-2
and -3 (SMAD-2; SMAD-3) were significantly reduced after vaginal distension. However,
the phosphorylation of the SMADs increased significantly after electrophysiological stim-
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ulation [61]. The reduction of activated phospho-SMAD-2 (p-SMAD2) and p-SMAD-3 is
not unexpected, as these intracellular second messengers are specific intracellular modules
involved in signal transduction of the TGF-ß pathway (Figure 3). Moreover, TGF-β1 is a
key regulator affecting cell differentiation and proliferation and promotes expression of
components of the extracellular matrix [62].
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Along these lines, TGFs have been shown to stimulate smooth muscle differentiation 
and chondrogenesis from mesenchymal progenitor cells, at least in vitro [63,64]. These 
processes take, under optimal conditions in vitro, at least 3–4 weeks of induction. Moreo-
ver, there is excellent experimental evidence that mesenchymal stromal cells, also referred 
to as mesenchymal stem cells, do not undergo efficient differentiation along the chondro-
genic or myogenic or in other lineages in vivo, with the exception of osteogenesis [65]. 
Differentiation of cells is therefore unlikely to contribute to the amelioration of SUI-like 

Figure 3. Activation of cells by TGF-beta using the SMAD signaling pathway. The homodimer of
TGF-beta binds first with low affinity to the TGF-beta receptor 2 (TGFbRII) (top left). This causes a
conformational change facilitating an approximation of the TGFßRII molecule to TGFßRI (top middle).
Adjoining TGFßRs form a high-affinity receptor binding TGFß at the binding epitopes of both receptor
components (top right). The close heterodimeric receptor enables the intracellular kinase domain of
TGFRII to phosphorylate and thereby activate the corresponding domain of TGFßRI (yellow arrow).
Activated TGFßRI interacts with SMAD-2 (or SMAD-3) and phosphorylates SMAD-2 or -3 (below).
Phosphorylated SMAD-2 then interacts with SMAD-4. The pSMAD-2/SMAD-4 complex translocates
in the cell nucleus and there interacts with transcription initiation and elongation factors to activate
the gene expression of the respective target genes. The TGF-mediated intracellular signaling via
MAP-kinases (e.g., ERK, p38) and Pi3 kinase, regulating downstream AKT and TOR, are omitted in
the graph, but play an important role in the anti-apoptotic action of TGF.

Along these lines, TGFs have been shown to stimulate smooth muscle differentiation
and chondrogenesis from mesenchymal progenitor cells, at least in vitro [63,64]. These
processes take, under optimal conditions in vitro, at least 3–4 weeks of induction. Moreover,
there is excellent experimental evidence that mesenchymal stromal cells, also referred to
as mesenchymal stem cells, do not undergo efficient differentiation along the chondro-
genic or myogenic or in other lineages in vivo, with the exception of osteogenesis [65].
Differentiation of cells is therefore unlikely to contribute to the amelioration of SUI-like
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symptoms described above [61]. But other mechanisms come, here, into play: TGF is
well described as a cytokine promoting the expression of type I collagen [66]. The en-
hanced amounts of TGF after electrophysiological stimulation may, therefore, enhance
the expression of collagen. But it is not clear how electrophysiologic stimulation caused
the increase in TGF available locally in the urethra. Several mechanisms may contribute
here: electrophysiological stimulation causes enhanced circulation and, thereby, may make
TGF available locally. Wound healing processes may cause tissue degradation, thus setting
matrix-bound TGFs free. This mechanism was described in bone regeneration [67] and may
contribute to the TGF-mediated SMAD phosphorylation in this SUI model as well. But
more studies are required to fully understand the mechanism of enhanced wound healing
after electrophysiological stimulation on a molecular level.

Recently, a study corroborated that electrophysiological stimulation of human vaginal-
wall-derived fibroblasts enhanced the mRNA transcription of TGF- β1 and type I and
type III collagens [68]. Interestingly, in fibroblasts derived from SUI patients, expressions
of integrin β1 (alias CD29), TGF- β1, and type I collagen were significantly lower when
compared to fibroblasts derived from donors not suffering from SUI [68]. This indicated
that the changes observed in the expression and regulation of collagen and TGF in the
urethra were not locally restricted but were detectable in fibroblasts from neighboring
sites as well. Pretreating these fibroblasts with an antibody to integrin β1 was associated
with a reduced response of the cells to the electrophysiological stimulation. This indicated
that the integrity of cell–matrix interactions may contribute to the sensitivity towards
electrophysiological stimulation. Intracellular integrin signaling may play a role in this
context (Figure 4). Integrins are heterodimeric receptors consisting of 1 of 18 alpha and
1 of 8 beta chains. Integrin β1 is part of many such heterodimers binding, for instance, to a
peptide consisting of arginine–glycine–aspartic acid (RGD). The RGD peptide provides a
positive charge, a kink, and a negative charge, ideal for strong electrostatic interactions of
the peptide with its corresponding receptors. This RGD motif is found in many proteins of
the extracellular matrix, including collagen, fibronectin, vitronectin, bone sialoprotein, and
others. Using other peptide motives, the integrin β1 is also part of receptors for fibrinogen,
tenascin, and VCAM-1. Thus, reacting integrin β1 with a specific antibody interferes with
structural changes, attachment, and migration of cells, and with gene expression involved
in the regulation of cell survival and gene expression (Figure 4). The molecular link between
the reduced sensitivity of cells toward electrophysiological stimulation after incubation
with an anti-integrin antibody remains to be explored in future studies.

Activation of blood circulation may also contribute to another regimen of experimental
SUI treatment. In adipose versus lean rats, urinary leak point pressure was compared, and
fat rats had a reduced leak point pressure [69]. Treatment of the lower body of adipose rats
with mechanical pulses significantly increased the leak point pressure, although significant
changes in the muscular thickness of the urethral sphincter complex were not observed
by immunohistochemistry in lean rats. In adipose rats, the gain of muscle tissue did
not reach significance. But the number of muscular progenitor cells increased in the
urethra significantly [69]. We hypothesize that mechanical impulses may have activated
resident satellite cells to initiate proliferation and differentiation. This aspect may be
important for ongoing clinical studies using a combined therapy of myoblast injections and
electrophysiological stimulation (see Schmid et al. in this Special Issue).
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gene expression. Peptides (light blue) bind first to the integrin α chain, causing a conformational
change, thus facilitating an approximation to the integrin β chain. A high-affinity integrin complex is
generated (green), and both cytoskeletal components (e.g., f-actin; black) as well signal transduction
proteins (e.g., vinculin, paxillin, talin, focal adhesion kinase; red) bind to the intracellular domain
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Yet another preclinical study investigated the role of myostatin in sphincter regenera-
tion. Myostatin is a soluble member of the TFG-β family of proteins. It is a 43 kDa protein
that forms a homodimer that binds to receptors of the TGF receptor family. Myostatin
activates SMAD signaling and kinase pathways (Figure 5). In serum or outside the cell, it
may also interact with soluble inhibitors that then prevent binding to the ActRIIB receptor
on cell surfaces (not shown). Myostatin negatively regulates myoblast proliferation and
differentiation to myofibers. Mutations affecting its binding to the receptors are therefore
associated with muscle hypertrophy [70]. Myostatin modulates the expression of MyoD,
myogenin, and Myf5, key factors required for the differentiation of skeletal muscle cells
from myogenic progenitors, also referred to as satellite cells (Figure 6). In a recent study,
obese rats were subjected to a functional knock-out of myostatin, thus enhancing the expres-
sion of myogenic differentiation factors [71]. As shown above, obese rats presented with
reduced leak point pressure, corroborating other studies [69]. After silencing the expression
of myostatin, enhanced myogenesis was observed, and the leak point pressure, urethral
continence, and thickness of the striated urethral muscle, as well as the ratio of smooth
versus striated sphincter muscles, were significantly improved [71]. Tissue engineering
with myostatin silenced or knock-out cells is regarded as a technically very demanding
regimen and, therefore, will possibly not be accepted for entry in clinical feasibility studies.
However, the animal experiments with obese rats may pave the way for future medical
treatment aiming at transient and local reduction of myostatin to enhance the proliferation
and differentiation of urethra resident satellite cells [72].
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Figure 5. Myostatin-dependent cell signaling involves SMAD and mitogen-activated protein (MAP)
kinase pathways. Myostatin id, a member of the TGF-beta family, therefore uses basically the same
signal transduction pathways (compare Figure 1). A significant difference to other members of
the TGF family of cytokines is that myostatin inhibits proliferation and differentiation of myogenic
progenitor cells. In addition to the classical SMAD-dependent signaling, myostatin binding to the
Act receptor II B induces activation of two kinase pathways relaying signals via Ras–Mek-Erk1/2
and Tak1–Mkk to p38MAP kinases or through Jnk. Erk, p38MAP kinase, and Jnk interact in the cell
nucleus with transcription factors and there modulate the expression of myostatin target genes.
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Figure 6. Simplified scheme of muscle cell differentiation. Muscle-derived stem cells are quiescent
cells but already pre-programmed towards myogenic differentiation. Upon activation of transcrip-
tion factor Pax7, muscle stem cells become satellite cells. Satellite cells reside in skeletal muscles.
Activation by hypoxia, stress (muscle injury), or by certain cytokines activates satellite cells to then
express myogenic differentiation factors such as MyoD. After continued stimulation by cytokines
and tissue regenerative signals, proliferation of myogenic precursor cells is elevated, and such cells
form myoblasts that fuse to multinuclear myofibers.
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6. Surgical Treatment of Stress Urinary Incontinence
6.1. Interventional Treatment of Female Stress Urinary Incontinence

Interventional procedures for the treatment of SUI in female patients include different
surgical options [2,6,8]. But a prolapse of an SUI patient should be treated in advance or in
an experienced center, contemporaneously [73]. The potential of laser therapy cannot be
conclusively assessed at present. This technique needs further studies [74].

Figure 7 gives (except for bulking agents) an overview of the various operational
techniques that are presented below. It should be noted that tension-free tapes and col-
posuspension address urethral hypermobility, whereas bulking agents, autologous fascia
slings, and artificial sphincter muscles focus on intrinsic sphincter insufficiency.
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6.1.1. Use of Bulking Agents in Female Stress Urinary Incontinence

The idea of bulking agents is to coaptate the insufficient sphincter muscle with a
“collar” so that a corresponding active muscular effect can be achieved again. The long-
term benefits of bulking agents seem limited [76]. The main advantage is the low level
of invasiveness [6]. A retrospective study with a seven-year follow-up showed relief or
reduction of incontinence in 67% of patients, in 11.1% there was no change, and 2.3%
worsened. 19.5% needed additional surgical treatment for persistent SUI [77].

6.1.2. Minimally Invasive Slings to Treat Stress Urinary Incontinence in Females

For several decades, transvaginal tension-free tapes (TVT) have become an established
therapy for female UI. Comparable results between colposuspension and TVT implantation
were observed [78]. Several products for retropubic or transobturatoric application are
available, each with its advantages and disadvantages [79,80]. But transvaginal access
yields side effects affecting sexuality, and the implantation of non-absorbable slings or
meshes for descensus may cause complications by material stiffness or corrosion [81].
Therefore, the US Food and Drug Administration issued a warning. This led to a change in
surgical strategies for women and yielded a revival of classic surgical techniques such as
colposuspension [9]. The use of tapes for incontinence treatment is regarded as a sensible
and legitimate alternative, provided that patients are informed accordingly [82,83].
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6.1.3. Open and Laparoscopic Intrapelvic Surgery to Treat Stress Urinary Incontinence
in Females

Originally, colposuspension was the standard treatment for SUI in women. The Burch
colposuspension is one of the most common procedures: non-resorbable sutures lift the
lateral vaginal ligament to the upper pubic bone fascia like a hammock. Publications
underline the effectiveness of open colposuspension, but also emphasize the lack of long-
term data on laparoscopic operations [84]. Other studies reported no differences in terms of
effectiveness, patient satisfaction, or complications, although patients with colposuspension
had an increased prolapse risk [85].

6.1.4. Artificial Urinary Sphincter in Female Patients with Stress Urinary Incontinence

The artificial urinary sphincter (AUS) has been the established procedure for treating
SUI in men since 1973. In women, AUS implantation is carried out on the bladder neck via
a completely retropubic approach. The pump is inserted into one of the labia majora for
operation. Artificial urinary sphincter implantations vary in frequency between countries.
A small study achieved success in more than 84% of patients treated at a follow-up of
18 months [86]. In summary, the artificial sphincter is currently considered a salvage option
for the treatment of SUI in women. Possibly, complication rates could be reduced if an
earlier application takes place, with which fewer adhesions in the vesicovaginal space are
to be expected.

6.2. Surgical Treatment of Male Stress Urinary Incontinence

Surgical therapy options are only used when conservative options are exhausted. In
particular, after radical prostatectomy, incontinence operations including bulking agents,
band systems, periurethral balance, and artificial sphincters should be indicated after
12 months at the earliest [30]. For many years, the artificial sphincter has been the gold
standard of therapy for stress urinary incontinence (see below) [87].

6.2.1. Use of Bulking Agents in Male Stress Urinary Incontinence

Injections of bulking agents were often used in men after post-prostatectomy incon-
tinence [76]. Our own sobering experiences coincide with the literature: the outcome
of bulking agents in patients with incontinence after radical prostatectomy is poor [88].
Although the procedure impresses with low invasiveness, the long-term successes, in
particular, seem low. In addition, injections close to the sphincter have potentially bad
effects on urethral mobility.

6.2.2. Minimally Invasive Slings to Treat Stress Urinary Incontinence in Males

Minimally invasive slings can be offered in adjustable and non-adjustable forms for
patients with mild to moderate post-prostatectomy incontinence, a sufficiently mobile
urethra, and a morphologically intact sphincter [29]. Figure 8 illustrates such an implant
and the retrourethral positioning with transobturatoric routing. Cure or improvement was
reported in 76.9% of patients 12 months and in 76.8% of men three years after treatment.
The complication rate was low [89]. A history of radiation therapy to the prostatic bed has
a negative impact on success.

In contrast to the functional non-adjustable sling, all adjustable band systems are
placed suburethrally. They have an obstructive effect but no influence on urethral mobility.
Currently, there are no randomized controlled trials published comparing the different
slings. An example of such a sling is presented in Figure 9. In a meta-analysis of data
from 1919 patients from 29 studies, some slings appeared to be more effective and resulted
in fewer explanations when treating post-prostatectomy incontinence [90]. Other studies
compared other implants and reported on low incontinence and explanation rates as
well [91]. In summary, adjustable ligaments offer patients the option of adaptation in
the longer term; however, compared to artificial sphincters, the data are sparse, and
comparative studies are pending.
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6.2.3. Artificial Urinary Sphincter in Male Patients with Stress Urinary Incontinence

The first description of the artificial urinary sphincter (AUS) was presented in 1973 [92].
Since then, a variety of implants have been developed. Some became the gold standard for
treating male SUI for many years. Figure 10 shows an example of such an implant and the
positioning of its components.

Sphincter implants are available either with or without antibiotic coating, although a
significant reduction in infections by such coating was not observed [93]. But data suggest
that the surgeon’s experience has a significant influence on the outcome, as complications
were significantly lower in high-volume centers [94]. AUS reduces any degree of inconti-
nence with a success rate of 80% with grade 2 and grade 3 incontinence. Prior irradiation
is not a general contraindication. The main disadvantage is the high revision rate, which
is sometimes over 20% [6]. In addition to erosions requiring explanations, revisions often
necessitate further complex surgeries to gain at least some sort of continence. Novel im-
plants address this aspect with an improved design [95]. Figure 11 demonstrates such a
novel implant and its genitourinary positioning. Current studies show promising results,
but long-term data are still missing [96,97].
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7. Summary of Limitations of Current Stress Urinary Incontinence Treatment

Little has changed in the last decade with regard to the basic therapy options [8].
One of the main focuses of research was on the development of adjustable incontinence
implants in view of the knowledge that the reduced success rates would otherwise make
surgical interventions necessary. Nevertheless, the published case numbers for individual
implants, especially in men, are too low to be able to make clear statements about long-
term success and the rate of complications. The lack of randomized controlled studies,
which are essential for the assessment of a form of therapy and for adequate approval
according to current standards of the Medical Devices Act, is particularly critical [98]. The
decision of the FDA to provide tapes and meshes with a very clear safety warning was
certainly far-reaching. In the area of incontinence, this mainly affected the colposuspension
techniques.
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None of the therapy options listed above—with the exception of pelvic floor training—
has the potential to causally cure stress urinary incontinence with a high success rate. The
last two decades have shown that approaches in regenerative medicine or cell therapy cannot
easily be established in clinical routine, despite many preclinical studies and efforts, partly due
to a lack of success and partly due to a lack of compliance with regulatory aspects. But more
recently, promising feasibility studies with small cohorts were conducted [3,99,100]. Thus, cell
therapies may become an option in the future.

Finally, it should not go unmentioned that numerous approaches to therapy for stress
urinary incontinence focus either on intrinsic sphincter insufficiency or on hypermobility of
the urethra. Aspects of the innervation of the sphincter muscle that are partly responsible
for incontinence in some of the patients (neurogenic underlying disease, stretching of the
pudendal nerve during childbirth. . .) are left completely out of focus. At best, drug therapy
should be mentioned here, which, by strengthening the neurogenic component, brings
improvement for some of the patients [101].

8. Conclusions

Current therapy options for stress urinary incontinence in men and women can
improve continence and, thus, optimize quality of life. Often, this goal is only possible with
the use of implants, which, in turn, present risks perioperatively, but also in the long term.
However, the fundamental problem does not concern the forms of therapy alone; rather,
diagnostics are often not able to clearly work out the pathophysiology of incontinence in
the individual patient. The wishes for the future are therefore both the further development
of diagnostic possibilities and the focus on a causal curative therapy approach—be it
with conventional possibilities or the promising options of stem cell therapy or tissue
engineering [102,103].

Author Contributions: All authors contributed to writing and revising of the manuscript, and to
the preparation of the artwork. All authors have read and agreed to the published version of the
manuscript.

Funding: This study was supported in part by grants to B.A., W.K.A. and A.S. by the DFG (KFO273,
PoTuS, MyoRepair), to W.K.A. by the BMBF (Multimorb-INKO) and to W.K.A. by the EU (MUS.I.C.)
and by institutional funds.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Broome, B.A. The impact of urinary incontinence on self-efficacy and quality of life. Health Qual. Life Outcomes 2003, 1, 35.

[CrossRef] [PubMed]
2. Abrams, P.; Cardozo, L.; Waag, A.; Wein, A. (Eds.) Incontinence. 6th International Consultation on Incontinence; ICI-ICS, International

Continence Society: Bristol, UK, 2017.
3. Schmid, F.A.; Williams, J.K.; Kessler, T.M.; Stenzl, A.; Aicher, W.K.; Andersson, K.E.; Eberli, D. Treatment of Stress Urinary

Incontinence with Muscle Stem Cells and Stem Cell Components: Chances, Challenges and Future Prospects. Int. J. Mol. Sci.
2021, 22, 3981. [CrossRef] [PubMed]

4. Kobashi, K.C.; Albo, M.E.; Dmochowski, R.R.; Ginsberg, D.A.; Goldman, H.B.; Gomelsky, A.; Kraus, S.R.; Sandhu, J.S.; Shepler,
T.; Treadwell, J.R.; et al. Surgical Treatment of Female Stress Urinary Incontinence: AUA/SUFU Guideline. J. Urol. 2017, 198,
875–883. [CrossRef]

5. Blok, B.; Castro Diaz, D.; Del Popolo, G.; Groen, J.; Hamid, R.; Karsenty, G.; Kessler, T.; Pannek, J. EAU Guidelines on Neuro-
Urology. Edn. presented at the EAU Annual Congress Amsterdam 2020. In EAU Guidelines; EAU Guidelines Office: Arnhem,
The Netherlands, 2020.

6. Burkhard, F.C.; Bosch, J.L.H.R.; Cruz, F.; Lemack, G.E.; Nambiar, A.K.; Thiruchelvam, N.; Tubaro, A. EAU Guidelines on Urinary
Incontinence in Adults. Edn. presented at the EAU Annual Congress Amsterdam 2020. In EAU Guidelines; EAU Guidelines
Office: Arnhem, The Netherlands, 2020.

7. Gravas, S.; Cornu, J.N.; Gacci, M.; Gratzke, M.C.; Herrmann, T.R.W.; Mamoulakis, C.; Rieken, M.; Speakman, M.J.; Tikkinen,
K.A.O. EAU Guidelines on Management of Non-Neurogenic Male LUTS; EAU Guidelines Office: Arnhem, The Netherlands, 2020.

8. Amend, B.; Reisenauer, C.; Stenzl, A.; Sievert, K.D. Treatment of female and male stress urinary incontinence. Current aspects.
Urologe. Ausg. A 2009, 48, 1059–1060, 1062–1067. [CrossRef] [PubMed]

https://doi.org/10.1186/1477-7525-1-35
https://www.ncbi.nlm.nih.gov/pubmed/12969511
https://doi.org/10.3390/ijms22083981
https://www.ncbi.nlm.nih.gov/pubmed/33921532
https://doi.org/10.1016/j.juro.2017.06.061
https://doi.org/10.1007/s00120-009-2095-0
https://www.ncbi.nlm.nih.gov/pubmed/19690827


Biomedicines 2023, 11, 2486 17 of 20

9. FDA. UPDATE on Serious Complications Associated with Transvaginal Placement of Surgical Mesh for Pelvic Organ Prolapse:
FDA Safety Communication. Available online: http://www.fda.gov/MedicalDevices/Safety/AlertsandNotices/ucm262435.htm
(accessed on 13 July 2011).

10. Abrams, P.; Cardozo, L.; Fall, M.; Griffiths, D.; Rosier, P.; Ulmsten, U.; van Kerrebroeck, P.; Victor, A.; Wein, A. The standardisation
of terminology of lower urinary tract function: Report from the Standardisation Sub-committee of the International Continence
Society. Neurourol. Urodyn. 2002, 21, 167–178. [CrossRef] [PubMed]

11. Beutel, M.E.; Hessel, A.; Schwarz, R.; Brahler, E. Prevalence of urinary incontinence in the German population. Urologe. Ausg. A
2005, 44, 232–238. [CrossRef] [PubMed]

12. Holroyd-Leduc, J.M.; Straus, S.E. Management of urinary incontinence in women: Clinical applications. JAMA J. Am. Med. Assoc.
2004, 291, 996–999. [CrossRef]

13. Insenio_GmbH. Available online: https://www.insenio.de/ratgeber/inkontinenz-zahlen-und-fakten/ (accessed on 2 August
2023).

14. Hunskaar, S.; Lose, G.; Sykes, D.; Voss, S. The prevalence of urinary incontinence in women in four European countries. BJU Int.
2004, 93, 324–330. [CrossRef]

15. Jackson, S.; Shepherd, A.; Abrams, P. Abstracts from the 26th Annual Meeting of the International Continence Society: The
effect of oestradiol on objective urinary leakage in post-menopausal stress incontinence; a double blind blacebo controlled triak.
Neurourol. Urodyn. 1996, 15, 322.

16. Hannestad, Y.S.; Rortveit, G.; Sandvik, H.; Hunskaar, S. A community-based epidemiological survey of female urinary inconti-
nence: The Norwegian EPINCONT study. Epidemiology of Incontinence in the County of Nord-Trondelag. J. Clin. Epidemiol.
2000, 53, 1150–1157. [CrossRef]

17. Herschorn, S.; Gajewski, J.; Schulz, J.; Corcos, J. A population-based study of urinary symptoms and incontinence: The Canadian
Urinary Bladder Survey. BJU Int. 2008, 101, 52–58. [CrossRef]

18. Markland, A.D.; Goode, P.S.; Redden, D.T.; Borrud, L.G.; Burgio, K.L. Prevalence of urinary incontinence in men: Results from
the national health and nutrition examination survey. J. Urol. 2010, 184, 1022–1027. [CrossRef] [PubMed]

19. McGrother, C.W.; Donaldson, M.M.; Shaw, C.; Matthews, R.J.; Hayward, T.A.; Dallosso, H.M.; Jagger, C.; Clarke, M.; Castleden,
C.M. Storage symptoms of the bladder: Prevalence, incidence and need for services in the UK. BJU Int. 2004, 93, 763–769.
[CrossRef] [PubMed]

20. Subak, L.L.; Brubaker, L.; Chai, T.C.; Creasman, J.M.; Diokno, A.C.; Goode, P.S.; Kraus, S.R.; Kusek, J.W.; Leng, W.W.; Lukacz, E.S.;
et al. High costs of urinary incontinence among women electing surgery to treat stress incontinence. Obstet. Gynecol. 2008, 111,
899–907. [CrossRef] [PubMed]

21. Milsom, I.; Coyne, K.S.; Nicholson, S.; Kvasz, M.; Chen, C.I.; Wein, A.J. Global prevalence and economic burden of urgency
urinary incontinence: A systematic review. Eur. Urol. 2014, 65, 79–95. [CrossRef] [PubMed]

22. ICIQ.net. The International Consultation on Incontinence Questionnaire. Available online: https://iciq.net/iciq-ui-sf (accessed
on 2 August 2023).

23. Schultz-Lampel, D.; Goepel, M.; Haferkamp, A. Urodynamik; Springer: Berlin/Heidelberg, Germany, 2012.
24. Klarskov, N.; Lose, G. Urethral pressure reflectometry and pressure profilometry in healthy volunteers and stress urinary

incontinent women. Neurourol. Urodyn. 2008, 27, 807–812. [CrossRef] [PubMed]
25. Bergstrom, B.S. The urethral hanging theory and how it relates to Enhorning’s theory and the integral theory. Int. Urogynecol. J.

2020, 31, 1175–1180. [CrossRef] [PubMed]
26. Delancey, J.O. Why do women have stress urinary incontinence? Neurourol. Urodyn. 2010, 29 (Suppl. 1), S13–S17. [CrossRef]
27. Delancey, J.O.; Ashton-Miller, J.A. Pathophysiology of adult urinary incontinence. Gastroenterology 2004, 126, S23–S32. [CrossRef]
28. DeLancey, J.O.; Trowbridge, E.R.; Miller, J.M.; Morgan, D.M.; Guire, K.; Fenner, D.E.; Weadock, W.J.; Ashton-Miller, J.A. Stress

urinary incontinence: Relative importance of urethral support and urethral closure pressure. J. Urol. 2008, 179, 2286–2290.
[CrossRef]

29. Bauer, R.M.; Gozzi, C.; Hubner, W.; Nitti, V.W.; Novara, G.; Peterson, A.; Sandhu, J.S.; Stief, C.G. Contemporary management of
postprostatectomy incontinence. Eur. Urol. 2011, 59, 985–996. [CrossRef]

30. Bauer, R.M.; Oelke, M.; Hubner, W.; Grabbert, M.; Kirschner-Hermanns, R.; Anding, R. Urinary incontinence in men. Urologe.
Ausg. A 2015, 54, 887–900. [CrossRef] [PubMed]

31. Lemack, G.E. Urodynamic assessment of patients with stress incontinence: How effective are urethral pressure profilometry and
abdominal leak point pressures at case selection and predicting outcome? Curr. Opin. Urol. 2004, 14, 307–311. [CrossRef]

32. Nager, C.W.; Brubaker, L.; Litman, H.J.; Zyczynski, H.M.; Varner, R.E.; Amundsen, C.; Sirls, L.T.; Norton, P.A.; Arisco, A.M.; Chai,
T.C.; et al. A randomized trial of urodynamic testing before stress-incontinence surgery. N. Engl. J. Med. 2012, 366, 1987–1997.
[CrossRef] [PubMed]

33. Li, Z.; Xu, T.; Li, Z.; Gong, J.; Liu, Q.; Zhu, L. Lower urinary tract symptoms 7 years after the first delivery: Correlation to the
mode of delivery. Neurourol. Urodyn. 2019, 38, 793–800. [CrossRef]

34. Jung, J.; Ahn, H.K.; Huh, Y. Clinical and functional anatomy of the urethral sphincter. Int. Neurourol. J. 2012, 16, 102–106.
[CrossRef] [PubMed]

35. Wallner, C.; Dabhoiwala, N.F.; DeRuiter, M.C.; Lamers, W.H. The anatomical components of urinary continence. Eur. Urol. 2009,
55, 932–943. [CrossRef] [PubMed]

http://www.fda.gov/MedicalDevices/Safety/AlertsandNotices/ucm262435.htm
https://doi.org/10.1002/nau.10052
https://www.ncbi.nlm.nih.gov/pubmed/11857671
https://doi.org/10.1007/s00120-005-0791-y
https://www.ncbi.nlm.nih.gov/pubmed/15742205
https://doi.org/10.1001/jama.291.8.996
https://www.insenio.de/ratgeber/inkontinenz-zahlen-und-fakten/
https://doi.org/10.1111/j.1464-410X.2003.04609.x
https://doi.org/10.1016/S0895-4356(00)00232-8
https://doi.org/10.1111/j.1464-410X.2007.07198.x
https://doi.org/10.1016/j.juro.2010.05.025
https://www.ncbi.nlm.nih.gov/pubmed/20643440
https://doi.org/10.1111/j.1464-410X.2003.04721.x
https://www.ncbi.nlm.nih.gov/pubmed/15049987
https://doi.org/10.1097/AOG.0b013e31816a1e12
https://www.ncbi.nlm.nih.gov/pubmed/18378749
https://doi.org/10.1016/j.eururo.2013.08.031
https://www.ncbi.nlm.nih.gov/pubmed/24007713
https://iciq.net/iciq-ui-sf
https://doi.org/10.1002/nau.20617
https://www.ncbi.nlm.nih.gov/pubmed/18551560
https://doi.org/10.1007/s00192-019-04170-x
https://www.ncbi.nlm.nih.gov/pubmed/31848661
https://doi.org/10.1002/nau.20888
https://doi.org/10.1053/j.gastro.2003.10.080
https://doi.org/10.1016/j.juro.2008.01.098
https://doi.org/10.1016/j.eururo.2011.03.020
https://doi.org/10.1007/s00120-015-3826-z
https://www.ncbi.nlm.nih.gov/pubmed/26081822
https://doi.org/10.1097/00042307-200411000-00002
https://doi.org/10.1056/NEJMoa1113595
https://www.ncbi.nlm.nih.gov/pubmed/22551104
https://doi.org/10.1002/nau.23922
https://doi.org/10.5213/inj.2012.16.3.102
https://www.ncbi.nlm.nih.gov/pubmed/23094214
https://doi.org/10.1016/j.eururo.2008.08.032
https://www.ncbi.nlm.nih.gov/pubmed/18755535


Biomedicines 2023, 11, 2486 18 of 20

36. Sievert, K.D.; Hennenlotter, J.; Dillenburg, T.; Toomey, P.; Wollner, J.; Zweers, P.; Pannek, J.; Andersson, K.E.; Amend, B. Extended
periprostatic nerve distributions on the prostate surface confirmed using diffusion tensor imaging. BJU Int. 2019, 123, 995–1004.
[CrossRef]

37. Covas Moschovas, M.; Bhat, S.; Onol, F.F.; Rogers, T.; Roof, S.; Mazzone, E.; Mottrie, A.; Patel, V. Modified Apical Dissection and
Lateral Prostatic Fascia Preservation Improves Early Postoperative Functional Recovery in Robotic-assisted Laparoscopic Radical
Prostatectomy: Results from a Propensity Score-matched Analysis. Eur. Urol. 2020, 78, 875–884. [CrossRef]

38. Erdogan, B.; Berg, S.; Noldus, J.; Muller, G. Early continence after ileal neobladder: Objective data from inpatient rehabilitation.
World J. Urol. 2021, 39, 2531–2536. [CrossRef]

39. Campbell, S.E.; Glazener, C.M.; Hunter, K.F.; Cody, J.D.; Moore, K.N. Conservative management for postprostatectomy urinary
incontinence. Cochrane Database Syst. Rev. 2012, 1, CD001843. [CrossRef]

40. Wing, R.R.; Creasman, J.M.; West, D.S.; Richter, H.E.; Myers, D.; Burgio, K.L.; Franklin, F.; Gorin, A.A.; Vittinghoff, E.; Macer, J.;
et al. Improving urinary incontinence in overweight and obese women through modest weight loss. Obstet. Gynecol. 2010, 116,
284–292. [CrossRef]

41. Perucchini, D.; DeLancey, J.O.L. Pelvic Floor Re-Education: Principles and Practice; Springer: Berlin/Heidelberg, Germany, 2008.
42. Dumoulin, C.; Cacciari, L.P.; Hay-Smith, E.J.C. Pelvic floor muscle training versus no treatment, or inactive control treatments, for

urinary incontinence in women. Cochrane Database Syst. Rev. 2018, 10, CD005654. [CrossRef] [PubMed]
43. Anderson, C.A.; Omar, M.I.; Campbell, S.E.; Hunter, K.F.; Cody, J.D.; Glazener, C.M. Conservative management for postprostatec-

tomy urinary incontinence. Cochrane Database Syst. Rev. 2015, 1, CD001843. [CrossRef]
44. Panman, C.; Wiegersma, M.; Kollen, B.J.; Berger, M.Y.; Lisman-Van Leeuwen, Y.; Vermeulen, K.M.; Dekker, J.H. Two-year effects

and cost-effectiveness of pelvic floor muscle training in mild pelvic organ prolapse: A randomised controlled trial in primary
care. BJOG 2017, 124, 511–520. [CrossRef] [PubMed]

45. van der Vaart, L.R.; Vollebregt, A.; Milani, A.L.; Lagro-Janssen, A.L.; Duijnhoven, R.G.; Roovers, J.W.R.; van der Vaart, C.H. Effect
of Pessary vs Surgery on Patient-Reported Improvement in Patients with Symptomatic Pelvic Organ Prolapse: A Randomized
Clinical Trial. JAMA J. Am. Med. Assoc. 2022, 328, 2312–2323. [CrossRef] [PubMed]

46. Al-Shaikh, G.; Syed, S.; Osman, S.; Bogis, A.; Al-Badr, A. Pessary use in stress urinary incontinence: A review of advantages,
complications, patient satisfaction, and quality of life. Int. J. Womens Health 2018, 10, 195–201. [CrossRef]

47. Stewart, F.; Berghmans, B.; Bo, K.; Glazener, C.M. Electrical stimulation with non-implanted devices for stress urinary incontinence
in women. Cochrane Database Syst. Rev. 2017, 12, CD012390. [CrossRef] [PubMed]

48. Hagen, S.; Elders, A.; Stratton, S.; Sergenson, N.; Bugge, C.; Dean, S.; Hay-Smith, J.; Kilonzo, M.; Dimitrova, M.; Abdel-Fattah,
M.; et al. Effectiveness of pelvic floor muscle training with and without electromyographic biofeedback for urinary incontinence
in women: Multicentre randomised controlled trial. BMJ 2020, 371, m3719. [CrossRef] [PubMed]

49. Dmochowski, R.R.; Miklos, J.R.; Norton, P.A.; Zinner, N.R.; Yalcin, I.; Bump, R.C. Duloxetine versus placebo for the treatment of
North American women with stress urinary incontinence. J. Urol. 2003, 170, 1259–1263. [CrossRef]

50. Millard, R.J.; Moore, K.; Rencken, R.; Yalcin, I.; Bump, R.C.; Duloxetine, U.I.S.G. Duloxetine vs placebo in the treatment of stress
urinary incontinence: A four-continent randomized clinical trial. BJU Int. 2004, 93, 311–318. [CrossRef] [PubMed]

51. Hagovska, M.; Svihra, J.; Breza, J., Jr.; Dubravicky, J.; Vargovcak, M. A randomized, intervention parallel multicentre study to
evaluate duloxetine and innovative pelvic floor muscle training in women with uncomplicated stress urinary incontinence-the
DULOXING study. Int. Urogynecol. J. 2021, 32, 193–201. [CrossRef] [PubMed]

52. Kotecha, P.; Sahai, A.; Malde, S. Use of Duloxetine for Postprostatectomy Stress Urinary Incontinence: A Systematic Review. Eur.
Urol. Focus 2020, 7, 618–628. [CrossRef] [PubMed]

53. Furuta, A.; Suzuki, Y.; Igarashi, T.; Koike, Y.; Kimura, T.; Egawa, S.; Yoshimura, N. Additive effects of intravenous and intravesical
application of vibegron, a beta3-adrenoceptor agonist, on bladder function in rats with bladder overactivity. Naunyn-Schmiedebergs
Arch. Pharmacol. 2020, 393, 2073–2080. [CrossRef] [PubMed]

54. Shie, J.H.; Liu, H.T.; Wang, Y.S.; Kuo, H.C. Immunohistochemical evidence suggests repeated intravesical application of botulinum
toxin A injections may improve treatment efficacy of interstitial cystitis/bladder pain syndrome. BJU Int. 2013, 111, 638–646.
[CrossRef]

55. Kuo, H.C.; Liu, H.T.; Chuang, Y.C.; Birder, L.A.; Chancellor, M.B. Pilot study of liposome-encapsulated onabotulinumtoxina for
patients with overactive bladder: A single-center study. Eur. Urol. 2014, 65, 1117–1124. [CrossRef] [PubMed]

56. Walter, J.; Wheeler, J. Use of Bethanechol, 50 mg/BID, for a Failed Decatheterization Test: A Position Statement. URO 2022, 2,
134–136. [CrossRef]

57. Rovner, E.; Chai, T.C.; Jacobs, S.; Christ, G.; Andersson, K.E.; Efros, M.; Nitti, V.; Davies, K.; McCullough, A.R.; Melman, A.
Evaluating the safety and potential activity of URO-902 (hMaxi-K) gene transfer by intravesical instillation or direct injection into
the bladder wall in female participants with idiopathic (non-neurogenic) overactive bladder syndrome and detrusor overactivity
from two double-blind, imbalanced, placebo-controlled randomized phase 1 trials. Neurourol. Urodyn. 2020, 39, 744–753.
[CrossRef]

58. Andersson, K.E.; Fry, C.; Panicker, J.; Rademakers, K. Which molecular targets do we need to focus on to improve lower urinary
tract dysfunction? ICI-RS 2017. Neurourol. Urodyn. 2018, 37, S117–S126. [CrossRef]

59. Fantl, J.A.; Bump, R.C.; Robinson, D.; McClish, D.K.; Wyman, J.F. Efficacy of estrogen supplementation in the treatment of urinary
incontinence. The Continence Program for Women Research Group. Obstet. Gynecol. 1996, 88, 745–749. [CrossRef]

https://doi.org/10.1111/bju.14508
https://doi.org/10.1016/j.eururo.2020.05.041
https://doi.org/10.1007/s00345-020-03514-3
https://doi.org/10.1002/14651858.CD001843.pub4
https://doi.org/10.1097/AOG.0b013e3181e8fb60
https://doi.org/10.1002/14651858.CD005654.pub4
https://www.ncbi.nlm.nih.gov/pubmed/30288727
https://doi.org/10.1002/14651858.CD001843.pub5
https://doi.org/10.1111/1471-0528.13992
https://www.ncbi.nlm.nih.gov/pubmed/26996291
https://doi.org/10.1001/jama.2022.22385
https://www.ncbi.nlm.nih.gov/pubmed/36538310
https://doi.org/10.2147/IJWH.S152616
https://doi.org/10.1002/14651858.CD012390.pub2
https://www.ncbi.nlm.nih.gov/pubmed/29271482
https://doi.org/10.1136/bmj.m3719
https://www.ncbi.nlm.nih.gov/pubmed/33055247
https://doi.org/10.1097/01.ju.0000080708.87092.cc
https://doi.org/10.1111/j.1464-410X.2004.04607.x
https://www.ncbi.nlm.nih.gov/pubmed/14764128
https://doi.org/10.1007/s00192-020-04516-w
https://www.ncbi.nlm.nih.gov/pubmed/32852574
https://doi.org/10.1016/j.euf.2020.06.007
https://www.ncbi.nlm.nih.gov/pubmed/32605820
https://doi.org/10.1007/s00210-020-01921-2
https://www.ncbi.nlm.nih.gov/pubmed/32556396
https://doi.org/10.1111/j.1464-410X.2012.11466.x
https://doi.org/10.1016/j.eururo.2014.01.036
https://www.ncbi.nlm.nih.gov/pubmed/24555904
https://doi.org/10.3390/uro2020016
https://doi.org/10.1002/nau.24272
https://doi.org/10.1002/nau.23516
https://doi.org/10.1016/0029-7844(96)00281-5


Biomedicines 2023, 11, 2486 19 of 20

60. Hextall, A.; Cardozo, L. The role of estrogen supplementation in lower urinary tract dysfunction. Int. Urogynecol. J. Pelvic Floor
Dysfunct. 2001, 12, 258–261. [CrossRef] [PubMed]

61. Min, J.; Li, B.; Liu, C.; Hong, S.; Tang, J.; Hu, M.; Liu, Y.; Li, S.; Hong, L. Therapeutic Effect and Mechanism of Electrical Stimulation
in Female Stress Urinary Incontinence. Urology 2017, 104, 45–51. [CrossRef]

62. Zhang, J.; Zhang, X.; Xie, F.; Zhang, Z.; van Dam, H.; Zhang, L.; Zhou, F. The regulation of TGF-beta/SMAD signaling by protein
deubiquitination. Protein Cell 2014, 5, 503–517. [CrossRef] [PubMed]

63. Brun, J.; Lutz, K.A.; Neumayer, K.M.; Klein, G.; Seeger, T.; Uynuk-Ool, T.; Worgotter, K.; Schmid, S.; Kraushaar, U.; Guenther,
E.; et al. Smooth Muscle-Like Cells Generated from Human Mesenchymal Stromal Cells Display Marker Gene Expression
and Electrophysiological Competence Comparable to Bladder Smooth Muscle Cells. PLoS ONE 2015, 10, e0145153. [CrossRef]
[PubMed]

64. Felka, T.; Schafer, R.; De Zwart, P.; Aicher, W.K. Animal serum-free expansion and differentiation of human mesenchymal stromal
cells. Cytotherapy 2010, 12, 143–153. [CrossRef]

65. Bianco, P.; Cao, X.; Frenette, P.S.; Mao, J.J.; Robey, P.G.; Simmons, P.J.; Wang, C.Y. The meaning, the sense and the significance:
Translating the science of mesenchymal stem cells into medicine. Nat. Med. 2013, 19, 35–42. [CrossRef] [PubMed]

66. Ignotz, R.A.; Endo, T.; Massague, J. Regulation of fibronectin and type I collagen mRNA levels by transforming growth factor-beta.
J. Biol. Chem. 1987, 262, 6443–6446. [CrossRef]

67. Wu, M.; Chen, G.; Li, Y.P. TGF-beta and BMP signaling in osteoblast, skeletal development, and bone formation, homeostasis and
disease. Bone Res. 2016, 4, 16009. [CrossRef]

68. Li, Y.; Li, B.S.; Liu, C.; Hong, S.S.; Min, J.; Hu, M.; Tang, J.M.; Li, S.T.; Wang, T.T.; Zhou, H.X.; et al. Effect of integrin beta1 in the
treatment of stress urinary incontinence by electrical stimulation. Mol. Med. Rep. 2019, 19, 4727–4734. [CrossRef] [PubMed]

69. Wang, B.; Ruan, Y.; Zhou, T.; Wang, L.; Li, H.; Peng, D.; Reed-Maldonado, A.B.; Sanford, M.T.; Lee, Y.C.; Zhou, J.; et al. The effects
of microenergy acoustic pulses on an animal model of obesity-associated stress urinary incontinence. Part 1: Functional and
histologic studies. Neurourol. Urodyn. 2019, 38, 2130–2139. [CrossRef]

70. Huang, Z.; Chen, X.; Chen, D. Myostatin: A novel insight into its role in metabolism, signal pathways, and expression regulation.
Cell Signal 2011, 23, 1441–1446. [CrossRef]

71. Yuan, H.; Ruan, Y.; Tan, Y.; Reed-Maldonado, A.B.; Chen, Y.; Zhao, D.; Wang, Z.; Zhou, F.; Peng, D.; Banie, L.; et al. Regenerat-
ing Urethral Striated Muscle by CRISPRi/dCas9-KRAB-Mediated Myostatin Silencing for Obesity-Associated Stress Urinary
Incontinence. CRISPR J. 2020, 3, 562–572. [CrossRef] [PubMed]

72. Yiou, R.; Dreyfus, P.; Chopin, D.K.; Abbou, C.C.; Lefaucheur, J.P. Muscle precursor cell autografting in a murine model of urethral
sphincter injury. BJU Int. 2002, 89, 298–302. [CrossRef] [PubMed]

73. Hofmann, R.; Wagner, U. Inkontinenz- und Deszensuschirurgie der Frau, 2nd ed.; Springer: Berlin/Heidelberg, Germany, 2014.
74. Pergialiotis, V.; Prodromidou, A.; Perrea, D.N.; Doumouchtsis, S.K. A systematic review on vaginal laser therapy for treating

stress urinary incontinence: Do we have enough evidence? Int. Urogynecol. J. 2017, 28, 1445–1451. [CrossRef] [PubMed]
75. Aoki, Y.; Brown, H.W.; Brubaker, L.; Cornu, J.N.; Daly, J.O.; Cartwright, R. Urinary incontinence in women. Nat. Rev. Dis. Primers

2017, 3, 17097. [CrossRef] [PubMed]
76. Bradley, G.C. Injectable Bulking Agents for Incontinence. 2018. Available online: https://emedicine.medscape.com/article/4470

68-overview (accessed on 2 August 2023).
77. Brosche, T.; Kuhn, A.; Lobodasch, K.; Sokol, E.R. Seven-year efficacy and safety outcomes of Bulkamid for the treatment of stress

urinary incontinence. Neurourol. Urodyn. 2021, 40, 502–508. [CrossRef] [PubMed]
78. Ward, K.L.; Hilton, P. A prospective multicenter randomized trial of tension-free vaginal tape and colposuspension for primary

urodynamic stress incontinence: Two-year follow-up. Am. J. Obstet. Gynecol. 2004, 190, 324–331. [CrossRef] [PubMed]
79. Engberts, M.K.; Schweitzer, K.J.; van Eijndhoven, H.W.F.; Cromheecke, G.J.; Naber, H.R.; Huub van der Vaart, C. A prospective

observational cohort study of the Ajust(R) single incision sling performed under conscious sedation with local infiltration.
Neurourol. Urodyn. 2019, 38, 1632–1639. [CrossRef]

80. Errando-Smet, C.; Ruiz, C.G.; Bertran, P.A.; Mavrich, H.V. A re-adjustable sling for female recurrent stress incontinence and
intrinsic sphincteric deficiency: Long-term results in 205 patients using the Remeex sling system. Neurourol. Urodyn. 2018, 37,
1349–1355. [CrossRef]

81. Deng, D.Y.; Rutman, M.; Raz, S.; Rodriguez, L.V. Presentation and management of major complications of midurethral slings: Are
complications under-reported? Neurourol. Urodyn. 2007, 26, 46–52. [CrossRef]

82. Chapple, C.R.; Cruz, F.; Deffieux, X.; Milani, A.L.; Arlandis, S.; Artibani, W.; Bauer, R.M.; Burkhard, F.; Cardozo, L.; Castro-Diaz,
D.; et al. Consensus Statement of the European Urology Association and the European Urogynaecological Association on the
Use of Implanted Materials for Treating Pelvic Organ Prolapse and Stress Urinary Incontinence. Eur. Urol. 2017, 72, 424–431.
[CrossRef] [PubMed]

83. Hofner, K.; Hampel, C.; Kirschner-Hermanns, R.; Alloussi, S.H.; Bauer, R.M.; Bross, S.; Bschleipfer, T.; Goepel, M.; Haferkamp, A.;
Husch, T.; et al. Use of synthetic slings and mesh implants in the treatment of female stress urinary incontinence and prolapse:
Statement of the Working Group on Urological Functional Diagnostics and Female Urology of the Academy of the German
Society of Urology. Urologe. Ausg. A 2020, 59, 65–71. [CrossRef]

84. Lapitan, M.C.; Cody, J.D. Open retropubic colposuspension for urinary incontinence in women. Cochrane Database Syst. Rev. 2012,
6, CD002912. [CrossRef]

https://doi.org/10.1007/s001920170049
https://www.ncbi.nlm.nih.gov/pubmed/11569655
https://doi.org/10.1016/j.urology.2017.02.005
https://doi.org/10.1007/s13238-014-0058-8
https://www.ncbi.nlm.nih.gov/pubmed/24756567
https://doi.org/10.1371/journal.pone.0145153
https://www.ncbi.nlm.nih.gov/pubmed/26673782
https://doi.org/10.3109/14653240903470647
https://doi.org/10.1038/nm.3028
https://www.ncbi.nlm.nih.gov/pubmed/23296015
https://doi.org/10.1016/S0021-9258(18)48258-0
https://doi.org/10.1038/boneres.2016.9
https://doi.org/10.3892/mmr.2019.10145
https://www.ncbi.nlm.nih.gov/pubmed/31059065
https://doi.org/10.1002/nau.24160
https://doi.org/10.1016/j.cellsig.2011.05.003
https://doi.org/10.1089/crispr.2020.0077
https://www.ncbi.nlm.nih.gov/pubmed/33346712
https://doi.org/10.1046/j.1464-4096.2001.01618.x
https://www.ncbi.nlm.nih.gov/pubmed/11856115
https://doi.org/10.1007/s00192-017-3437-x
https://www.ncbi.nlm.nih.gov/pubmed/28770296
https://doi.org/10.1038/nrdp.2017.97
https://www.ncbi.nlm.nih.gov/pubmed/29143807
https://emedicine.medscape.com/article/447068-overview
https://emedicine.medscape.com/article/447068-overview
https://doi.org/10.1002/nau.24589
https://www.ncbi.nlm.nih.gov/pubmed/33410544
https://doi.org/10.1016/j.ajog.2003.07.029
https://www.ncbi.nlm.nih.gov/pubmed/14981369
https://doi.org/10.1002/nau.24027
https://doi.org/10.1002/nau.23444
https://doi.org/10.1002/nau.20357
https://doi.org/10.1016/j.eururo.2017.03.048
https://www.ncbi.nlm.nih.gov/pubmed/28413126
https://doi.org/10.1007/s00120-019-01074-y
https://doi.org/10.1002/14651858.CD002912.pub5


Biomedicines 2023, 11, 2486 20 of 20

85. Karmakar, D.; Dwyer, P.L.; Murray, C.; Schierlitz, L.; Dykes, N.; Zilberlicht, A. Long-term effectiveness and safety of open Burch
colposuspension vs retropubic midurethral sling for stress urinary incontinence-results from a large comparative study. Am. J.
Obstet. Gynecol. 2020, 224, 593.e1–593.e8. [CrossRef] [PubMed]

86. Chartier-Kastler, E.; Vaessen, C.; Roupret, M.; Bassi, S.; Cancrini, F.; Phe, V. Robot-assisted laparoscopic artificial urinary sphincter
insertion in women with stress urinary incontinence: A pilot single-centre study. BJU Int. 2020, 126, 722–730. [CrossRef]

87. Sandhu, J.S. Treatment options for male stress urinary incontinence. Nat. Rev. Urol. 2010, 7, 222–228. [CrossRef]
88. Nguyen, L.; Leung, L.Y.; Walker, R.; Nitkunan, T.; Sharma, D.; Seth, J. The use of urethral bulking injections in post-prostatectomy

stress urinary incontinence: A narrative review of the literature. Neurourol. Urodyn. 2019, 38, 2060–2069. [CrossRef] [PubMed]
89. Rehder, P.; Haab, F.; Cornu, J.N.; Gozzi, C.; Bauer, R.M. Treatment of postprostatectomy male urinary incontinence with the

transobturator retroluminal repositioning sling suspension: 3-year follow-up. Eur. Urol. 2012, 62, 140–145. [CrossRef]
90. Angulo, J.C.; Ruiz, S.; Lozano, M.; Arance, I.; Virseda, M.; Lora, D. Systematic review and meta-analysis comparing Adjustable

Transobturator Male System (ATOMS) and male Readjustment Mechanical External (REMEEX) system for post-prostatectomy
incontinence. World J. Urol. 2020, 39, 1083–1092. [CrossRef]

91. Loertzer, H.; Huesch, T.; Kirschner-Hermanns, R.; Anding, R.; Rose, A.; Brehmer, B.; Naumann, C.M.; Queissert, F.; Nyarangi-Dix,
J.; Homberg, R.; et al. Retropubic vs transobturator Argus adjustable male sling: Results from a multicenter study. Neurourol.
Urodyn. 2020, 39, 987–993. [CrossRef]

92. Scott, F.B.; Bradley, W.E.; Timm, G.W. Treatment of urinary incontinence by implantable prosthetic sphincter. Urology 1973, 1,
252–259. [CrossRef]

93. Husch, T.; Kretschmer, A.; Thomsen, F.; Kronlachner, D.; Kurosch, M.; Obaje, A.; Anding, R.; Pottek, T.; Rose, A.; Olianas, R.; et al.
Antibiotic Coating of the Artificial Urinary Sphincter (AMS 800): Is it Worthwhile? Urology 2017, 103, 179–184. [CrossRef]
[PubMed]

94. Queissert, F.; Husch, T.; Kretschmer, A.; Anding, R.; Kirschner-Hermanns, R.; Pottek, T.; Olianas, R.; Friedl, A.; Homberg, R.;
Pfitzenmaier, J.; et al. High/low-volume center experience predicts outcome of AMS 800 in male stress incontinence: Results of a
large middle European multicenter case series. Neurourol. Urodyn. 2020, 39, 1856–1861. [CrossRef] [PubMed]

95. Vakalopoulos, I.; Kampantais, S.; Laskaridis, L.; Chachopoulos, V.; Koptsis, M.; Toutziaris, C. New artificial urinary sphincter
devices in the treatment of male iatrogenic incontinence. Adv. Urol. 2012, 2012, 439372. [CrossRef] [PubMed]

96. Ostrowski, I.; Sledz, E.; Wilamowski, J.; Jozefczak, M.; Dys, W.; Ciechan, J.; Drewa, T.; Chlosta, P.L. Patients’ quality of life after
implantation of ZSI 375 artificial urinary sphincter due to stress urinary incontinence. Cent. Eur. J. Urol. 2020, 73, 178–186.
[CrossRef]

97. Weibl, P.; Hoelzel, R.; Rutkowski, M.; Huebner, W. VICTO and VICTO-plus—Novel alternative for the mangement of postprosta-
tectomy incontinence. Early perioperative and postoperative experience. Cent. Eur. J. Urol. 2018, 71, 248–249. [CrossRef]

98. Herschorn, S.; Bruschini, H.; Comiter, C.; Grise, P.; Hanus, T.; Kirschner-Hermanns, R.; Abrams, P. Surgical treatment of stress
incontinence in men. Neurourol. Urodyn. 2010, 29, 179–190. [CrossRef]

99. Schmid, F.A.; Prange, J.A.; Kozomara, M.; Betschart, C.; Sousa, R.A.; Steinke, N.; Hunziker, M.; Lehner, F.; Veit, M.; Grossmann,
R.; et al. Transurethral injection of autologous muscle precursor cells for treatment of female stress urinary incontinence: A
prospective phase I clinical trial. Int. Urogynecol. J. 2023. [CrossRef]

100. Garcia-Arranz, M.; Alonso-Gregorio, S.; Fontana-Portella, P.; Bravo, E.; Diez Sebastian, J.; Fernandez-Santos, M.E.; Garcia-Olmo,
D. Two phase I/II clinical trials for the treatment of urinary incontinence with autologous mesenchymal stem cells. Stem Cells
Transl. Med. 2020, 9, 1500–1508. [CrossRef]

101. Gill, B.C.; Damaser, M.S.; Vasavada, S.P.; Goldman, H.B. Stress incontinence in the era of regenerative medicine: Reviewing the
importance of the pudendal nerve. J. Urol. 2013, 190, 22–28. [CrossRef]

102. Aicher, W.K.; Hart, M.L.; Stallkamp, J.; Klunder, M.; Ederer, M.; Sawodny, O.; Vaegler, M.; Amend, B.; Sievert, K.D.; Stenzl, A.
Towards a Treatment of Stress Urinary Incontinence: Application of Mesenchymal Stromal Cells for Regeneration of the Sphincter
Muscle. J. Clin. Med. 2014, 3, 197–215. [CrossRef]

103. Amend, B.; Aicher, W.; Stenzl, A. Urogenital Tract. In Regenerative Medicine—From Protocol to Patient, 3rd ed.; Steinhoff, G., Ed.;
Springer International Publishing: Cham, Switzerland, 2016.

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.ajog.2020.11.043
https://www.ncbi.nlm.nih.gov/pubmed/33316277
https://doi.org/10.1111/bju.15147
https://doi.org/10.1038/nrurol.2010.26
https://doi.org/10.1002/nau.24143
https://www.ncbi.nlm.nih.gov/pubmed/31432568
https://doi.org/10.1016/j.eururo.2012.02.038
https://doi.org/10.1007/s00345-020-03300-1
https://doi.org/10.1002/nau.24316
https://doi.org/10.1016/0090-4295(73)90749-8
https://doi.org/10.1016/j.urology.2016.12.056
https://www.ncbi.nlm.nih.gov/pubmed/28093308
https://doi.org/10.1002/nau.24444
https://www.ncbi.nlm.nih.gov/pubmed/32567709
https://doi.org/10.1155/2012/439372
https://www.ncbi.nlm.nih.gov/pubmed/22567002
https://doi.org/10.5173/ceju.2020.0088
https://doi.org/10.5173/ceju.2018.1655
https://doi.org/10.1002/nau.20844
https://doi.org/10.1007/s00192-023-05514-4
https://doi.org/10.1002/sctm.19-0431
https://doi.org/10.1016/j.juro.2013.01.082
https://doi.org/10.3390/jcm3010197

	Introduction 
	Definition and Epidemiology of Stress Urinary Incontinence 
	Stress Urinary Incontinence—Diagnostics and Limitations 
	Diagnostics of Stress Urinary Incontinence 
	Limitations of Diagnostics of Stress Urinary Incontinence 

	Strategies to Prevent Stress Urinary Incontinence 
	Non-Surgical Treatment of Stress Urinary Incontinence 
	Pelvic Floor Muscle Training 
	Use of Pessary 
	Electrical Stimulation of the Pelvic Floor and Biofeedback 
	Medicinal Treatment of Urinary Incontinence 
	Treatment of Urge Urinary Incontinence by Anti-Cholinergic Drugs 
	Treatment of Urge Urinary Incontinence by ß-3 Agonists 
	Treatment of Urge Urinary Incontinence by Injections of Botulinum Toxin A 
	Future Pharmacological Regimen in Research or under Preclinical Investigation 
	Novel Approaches to Treat Stress Urinary Incontinence 


	Surgical Treatment of Stress Urinary Incontinence 
	Interventional Treatment of Female Stress Urinary Incontinence 
	Use of Bulking Agents in Female Stress Urinary Incontinence 
	Minimally Invasive Slings to Treat Stress Urinary Incontinence in Females 
	Open and Laparoscopic Intrapelvic Surgery to Treat Stress Urinary Incontinencein Females 
	Artificial Urinary Sphincter in Female Patients with Stress Urinary Incontinence 

	Surgical Treatment of Male Stress Urinary Incontinence 
	Use of Bulking Agents in Male Stress Urinary Incontinence 
	Minimally Invasive Slings to Treat Stress Urinary Incontinence in Males 
	Artificial Urinary Sphincter in Male Patients with Stress Urinary Incontinence 


	Summary of Limitations of Current Stress Urinary Incontinence Treatment 
	Conclusions 
	References

