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DESCRIPTION

Persistent stress urinary incontinence (SUI) affects 20% of 
men following prostatectomy, and up to 10% of men treated 
with pelvic radiation (Averbeck et al., 2019, Arcila-Ruiz et al., 
2018). Men with mild SUI (<1 pad per day, PPD) tend to benefit 
from transobturator sling placement, while men with severe SUI 
(>4 PPD) are clearly better served by artificial urinary sphincter 
(AUS) placement (Bauer et al., 2017, Chua et al., 2019, Ficarra 
et al., 2012). Counseling patients with so-called moderate SUI 
(2-3 PPD), however, is less straightforward as these men are 
technically candidates for either intervention but tend to have 
variable degrees of SUI, and thus, variable outcomes (Fuchs et 
al., 2018, Hoffman et al., 2019, Khouri et al., 2021).

Although surgical treatment of male SUI is highly effective, 
it is underutilized. The incidence of post-prostatectomy SUI is 
reported to be anywhere from 8-40% depending on the study, 
however only 3.6% of men undergo surgical SUI intervention 
within two years of prostatectomy (Kowalczyk et al., 1996, 
Morey et al., 2017). Over a third of men who ultimately undergo 
AUS implantation have suffered from incontinence for over 
five years prior to placement (Morey et al., 2017, Nelson et al., 
2020). Though best practices for obviously mild or severe SUI 
are clear, moderate SUI (2-3 PPD) is deemed appropriate for 
treatment with either a transobturator sling or an AUS, despite 
the fact that men in this subgroup actually exhibits highly 
variable degrees of SUI (Bauer et al., 2017, Chua et al., 2019, 
Ficarra et al., 2012, Khouri et al., 2021). It is possible that this 
controversy and uncertainty in how to surgically manage men 
leaking 2-3 PPD may contribute to underutilization and delays 
in intervention (Table 1). 
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Table 1. Appendix: Male Stress Incontinence Grading Scale 
(MSIGS)

Grade Definition
0 No leakage
1 Delayed drops only
2 Early drops, no stream
3 Early drops, delayed stream
4 Early and persistent stream

While patient reported PPD is the most widely used metric 
to gauge the severity of male SUI because of its simplicity 
and non-invasive nature, it is also highly subjective in that it 
does not account for variations in patient activity level, type 
of pad used, and degree of wetting before changing pads. 
Determining SUI severity by 24-hour pad weight is more 
accurate and objective; however, it is not widely utilized as it 
is burdensome for both the patient and physician (Hoffman et 
al., 2019). Similarly, while urodynamics is sometimes used in 
the evaluation of male SUI, this testing is quite invasive, and 
moreover, recent studies have suggested that its role may be 
limited (Resnick et al., 2013, Scott et al., 2017).

The standing cough test (SCT) was first described by 
Kowalczyk et al in 1996 as a means to determine a patient’s 
candidacy for tandem AUS cuff placement (Shakir et al., 2018). 
Though tandem AUS is no longer widely performed, given 
the recent AUA guidelines emphasizing the physical exam in 
evaluation of male SUI6, we began incorporating the SCT into 
our clinical practice in 2014 (Sandhu et al., 2019, Tutolo et al., 
2019). We then created the Male Stress Urinary Incontinence 
Grading Scale (MSIGS, Appendix A) to grade the severity 
of male SUI based on degree of leakage with in-office SCT 
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(Sandhu et al., 2019). MSIGS has been extensively validated 
and correlates closely with 24-hour pad weights. (Tutolo et al., 
2019) MSIGS 0-2 are favorable, representing mild to moderate 
SUI, while MSIGS 3-4 indicate severe SUI (Sandhu et al., 
2019).

Nearly 40% of men presenting to our practice with self-
reported mild-to-moderate SUI by PPD actually exhibit severe 
SUI on SCT (Khouri et al., 2021, Wilson et al., 2011). PPD, 
24-hour pad weights, and MSIGS have all been shown to 
predict sling success (Bauer et al., 2017, Wolfe et al., 2021). 
However, in our experience, men with “moderate” SUI that 
is upstaged to severe on SCT have significantly lower sling 
success rates than their counterparts who truly exhibit moderate 
SUI on SCT (Khouri et al., 2021). In fact, each point increase 
in MSIGS score (0-4) confers an equal negative effect on 
the probability of sling success (Wolfe et al., 2021). Given 
that many men specifically present to tertiary referral centers 
like ours for transobturator sling placement, in-office SCT is 
clinically important in identifying men considered appropriate 
for sling placement by PPD who in actuality would be better 
served by AUS placement (Khouri et al., 2021). With 25-35% 
of men experiencing persistent post-operative SUI after sling 
placement, identifying those patients who are not appropriate 
sling candidates pre-operatively is of utmost importance in 
minimizing failed sling surgeries (Yi et al., 2020).

The beauty of MSIGS lies in its simplicity and clinical 
practicality. SCT can be performed as part of a standard office 
visit without adding significant additional time or cost to 
the encounter. The test takes under a minute to perform and 
requires no additional equipment. Moreover, SCT places no 
burden on the patient and requires absolutely no preparation or 
diary-keeping in preparation for the visit. 

CONCLUSION

MSIGS reproducibly and efficiently scores the severity of 
male SUI by in-office SCT and is clinically useful in stratifying 
patients with moderate SUI as defined by PPD. SCT is a quick 
and practical tool easily incorporated into a standard office 
visit. Moreover, it accurately predicts sling success, identifying 
those patients at high risk for sling failure who would be more 
appropriately treated with AUS placement.

CONFLICT OF INTEREST

None declared

REFERENCES

1.	 Averbeck MA, Woodhouse C, Comiter C, Bruschini 
H, Hanus T, Herschorn S, Goldman HB et al. (2019). 
Surgical treatment of post-prostatectomy stress urinary 
incontinence in adult men: Report from the 6th 
International Consultation on Incontinence. Neurourol 
Urodyn. 38: 398-406.

2.	 Arcila-Ruiz M, Brucker BM (2018). The Role of 
Urodynamics in Post-Prostatectomy Incontinence. 
Curr Urol Rep. 19: 21.

3.	 Bauer RM, Grabbert MT, Klehr B, Gebhartl P, Gozzi C, 
Homberg R, May F et al. (2017). 36-month data for the 
AdVance XP((R)) male sling: results of a prospective 
multicentre study. BJU Int. 119: 626-630.

4.	 Chua ME, Zuckerman J, Mason JB, DeLong J, 
Virasoro R, Tonkin J, McCammon KA (2019). Long-
term Success Durability of Transobturator Male Sling. 
Urology. 133: 222-228.

5.	 Ficarra V, Novara G, Rosen RC, Artibani W, Carroll 
PR, Costello A, Menon M et al. (2012). Systematic 
review and meta-analysis of studies reporting urinary 
continence recovery after robot-assisted radical 
prostatectomy. Eur Urol. 62: 405-17.

6.	 Fuchs JS, Shakir N, McKibben MJ, Scott JM, Morey 
AF (2018). Prolonged Duration of Incontinence for 
Men Before Initial Anti-incontinence Surgery: An 
Opportunity for Improvement. Urology. 119: 149-154.

7.	 Hoffman D, Vijay V, Peng M, Sussman RD, Rosenblum 
N, Brucker BM, Peyronnet B et al. (2019). Effect of 
Radiation on Male Stress Urinary Incontinence and the 
Role of Urodynamic Assessment. Urology. 125: 58-63.

8.	 Khouri Jr RK, Yi YA, Ortiz NM, Baumgarten AS, Ward 
EE, VanDyke ME, Hudak SJ et al. (2021). Standing 
cough test stratification of moderate male stress urinary 
incontinence. Int Braz J Urol. 47: 415-422. 

9.	 Kowalczyk JJ, Spicer DL, Mulcahy JJ (1996). Long-
term experience with the double-cuff AMS 800 
artificial urinary sphincter. Urology. 47: 895-7.

10.	 Morey AF, Singla N, Carmel M, Klein A, Tausch TJ, 
Siegel J, Tachibana I et al. (2017). Standing cough test 
for evaluation of post-prostatectomy incontinence: a 
pilot study. Can J Urol. 24: 8664-8669.

11.	 Nelson M, Dornbier R, Kirshenbaum E, Eguia E, 
Sweigert P, Baker M, Farooq A et al. (2020). Use of 
Surgery for Post-Prostatectomy Incontinence. J Urol. 
203: 786-791.

12.	 Resnick MJ, Koyama T, Fan KH, Albertsen PC, 
Goodman M, Hamilton AS, Hoffman RM, et al. (2013). 
Long-term functional outcomes after treatment for 
localized prostate cancer. N Engl J Med. 368: 436-45.

13.	 Scott FB, Bradley WE, Timm GW (2017). Treatment 
of urinary incontinence by an implantable prosthetic 
urinary sphincter. J Urol. 112:75-80.

14.	 Shakir NA, Fuchs JS, McKibben MJ, Viers BR, 
Pagliara TJ, Scott JM, Morey AF (2018). Refined 
nomogram incorporating standing cough test improves 
prediction of male transobturator sling success. 
Neurourol Urodyn. 37: 2632-2637.

15.	 Sandhu JS, Breyer B, Comiter C, Eastham JA, Gomez 
C, Kirages DJ, Kittle C et al. (2019). Incontinence after 
Prostate Treatment: AUA/SUFU Guideline. J Urol. 
202: 369-378.



16.	 Tutolo M, Cornu JN, Bauer RM, Ahyai S, Bozzini G, 
Heesakkers J, Drake MJ et al. (2019). Efficacy and 
safety of artificial urinary sphincter (AUS): Results of 
a large multi-institutional cohort of patients with mid-
term follow-up. Neurourol Urodyn. 38: 710-718.

17.	 Wilson LC, Gilling PJ (2011). Post-prostatectomy 
urinary incontinence: a review of surgical treatment 
options. BJU Int. 3: 7-10.

18.	 Wolfe AR, Khouri Jr RK, Bhanvadia RR, Dropkin BM, 
Joice GA, Sanders SC, Hudak SJ et al. (2021). Male 
stress urinary incontinence is often underreported. Can 
J Urol. 28: 10589-10594.

19.	 Yi YA, Keith CG, Graziano CE, Davenport MT, 
Bergeson RL, Christine BS, Morey AF (2020). Strong 
correlation between standing cough test and 24-hour 
pad weights in the evaluation of male stress urinary 
incontinence. Neurourol Urodyn. 39: 319-323.


