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Abstract
Background
New venues are currently being explored to predict disease progression in Parkinson’s disease (PD), as non motor subtypes and models merging motor and non motor symptoms (NMS).
Objectives
By involving a subgroup of 585 patients from the PRIAMO (PaRkinson dIseAse non MOtor symptoms) study, the present 24-month longitudinal prospective analysis aims to demonstrate that urinary dysfunction is an early marker of higher motor and non motor burden as well as lower health-related quality of life. 
Methods and results
Multivariable mixed-effect logistic regression models controlling for demographic and clinical variables showed that the following NMS domains were associated with urinary dysfunction: gastrointestinal (OR:2.57,95%CI:1.67-3.97,p<0.001),cardiovascular (OR:2.22,95%CI:1.18-4.17,p=0.013),skin (OR:1.81,95%CI:1.06-3.08,p=0.029),sleep (OR:2.06,95%CI:1.34-3.16,p=0.001),pain (OR:1.85, 95%CI:1.21-2.83,p=0.004),fatigue (OR:2.40, 95%CI:1.56-3.68, p<0.001),apathy (OR:2.79,95%CI:1.72-4.52,p<0.001) and respiratory (OR:1.82,95%CI:1.02-3.23,p=0.039). Analysis also demonstrated that urinary dysfunction was associated with higher motor disability (coeff.:1.73, 95%CI:0.68–2.78, p=0.001) and lower health-related quality of life (coeff.:-0.05, 95%CI:-0.08 - -0.02, p<0.001 and coeff.:-3.49, 95%CI:-5.21 - -1.77, p<0.001), but not with more severe cognitive disability (coeff:-0.34, 95%CI:-0.92–0.24, p=0.251). 
Conclusion
This is the first prospective longitudinal study involving a large cohort of PD patients demonstrating the relevance of urinary dysfunction as an early marker of higher motor and non motor disability as well as lower health-related quality of life. These findings support a role for urinary dysfunction as an early marker of more severe disease progression.


Introduction
According to prevalence studies, urinary dysfunction is present in 30-65% of patients with Parkinson’s disease (PD), being significantly more frequent than in healthy controls [1]. Urinary symptoms (US) in PD include nocturia, urgency, frequency, incontinence and difficulty in voiding, all attributable to bladder overactivity and thought to reflect an alteration in frontal–basal ganglia circuits that normally suppress the micturition reflex [2-5]. US may occur since the premotor phase of PD and are associated with higher motor disability, more severe dopaminergic denervation and poorer quality of life [6-11].
The complexity of phenotypes and pathophysiology of PD cannot be entirely depicted considering motor symptoms alone; thus, new venues are currently being explored and novel classifications anchored to non motor symptoms (NMS) and/or models merging motor and non motor symptoms have been proposed to predict disease progression [12-16]. In this scenario, NMS act as clinical biomarkers foreseeing disease trajectory and, thus, may represent valuable markers in neuroprotection clinical trials. Accordingly, we recently demonstrated that the presence of US feature a subgroup of de novo PD patients who are more prone to manifest a rapid functional decline, as demonstrated by an increased likelihood to be started on L-dopa therapy, irrespective of gender, age and motor features [17]. However, little is known about the natural history of early PD patients with urinary dysfunction.
By further analysing prospectical data from a subset of patients of the PRIAMO (PaRkinson dIseAse non MOtor symptoms) study [18], the present work aims to demonstrate that urinary dysfunction identifies a subgroup of PD patients with worse prognosis in terms of motor and non motor disability. In detail, our goals were to evaluate whether urinary dysfunction: 1) associates with other NMS; 2) is a marker of higher motor and cognitive disability as well as lower quality of life. Finally, results of a detailed semistructured interview focused on a variety of US are reported. 

Patients and methods
Patients and assessments
This study involves a subgroup of patients from the PRIAMO study. The PRIAMO study is
a large Italian multicentre observational study, including a cross sectional and a longitudinal
prospective 24-month phase, designed to assess the prevalence and evolution of NMS in patients affected by different parkinsonian syndromes [19,20]. 
Study methods and patient baseline features have been extensively described elsewhere [19,20]. Each patient underwent a baseline (T1) and two follow-up visits, at 12 months (±4) after the baseline visit (T2) and 9-16 months after the first follow-up visit (T3), respectively. Diagnosis of idiopathic PD was based on Gelb et al. criteria [21]. PD-associated urinary dysfunction was evaluated with a clinician rated questionnaire and was defined by the presence of at least one of the following symptoms: 1)urgency; 2)frequency (need of voiding every 2 hours or less); 3)nocturia. Furthermore, patients were administered a semistructured interview exploring other 11 NMS domains (gastrointestinal, pain, cardiovascular, sleep, fatigue, apathy, attention/memory, skin, psychiatric, respiratory and other symptoms including smell and taste impairment, diplopia, weight change and sexual disturbances), each one including 2 to 10 specific questions with dichotomus (yes/no) answers (see supplemental material online)[19]. 
The Unified Parkinson’s Disease Rating Scale-part III (UPDRS-III) was used to evaluate motor disability, while cognitive abilities were investigated with the Mini-Mental State Examination (MMSE). Health-related quality of life (HRQol) was investigated using the EuroQol 5-Dimension (EQ-5D) and the EuroQol visual analogue scale (EQ-VAS) [22]. All those scales are available for the Italian population. 
In addition, only patients reporting urinary dysfunction in the PRIAMO clinician rated questionnaire were administered a modified version of the American Urological Association Symptom Index [23], specifically investigating the occurrence of several US during the past month (see supplemental material online). All the clinicians involved were expert in movement disorders and participated in a training session before starting enrolment for the PRIAMO study.
For this subanalysis, only patients with early stage PD [namely, Hoehn and Yahr (H&Y) stage≤2] at baseline and with no missing answers to questions related to US in the clinician rated questionnaire for at least two assessments were considered. The study was approved by the ethic committees of the participating centres and all patients provided written informed consent.
Statistical analysis
Of 1142 PD patients enrolled in the PRIAMO study, 585 PD patients had H&Y stage≤2 at baseline and with no missing answers in the questions evaluating urinary dysfunction in the clinician rated questionnaire for at least two assessments, and, thus, were eligible for the present study. Included subjects were divided in PD with (PD-UD) and without urinary dysfunction (PD-NUD) over a follow-up of 24 months and were confronted for demographics and clinical assessments. 
After checking normal distribution of variables, comparisons between groups were performed using χ2, t-test and analysis of variance (ANOVA) as appropriate. Accordingly, descriptive statistics are presented as proportions, or mean and standard deviation (SD). In order to test a possible association between NMS and PD-associated urinary dysfunction (i.e., the outcome) over time multivariable mixed-effect logistic regression models were computed controlling for gender, age, age at onset and disease duration, UPDRS-III and L-dopa treatment. To test whether urinary dysfunction mirrors motor and cognitive disability and HRQol, multivariable mixed-effect linear regression models were used, considering UPDRS-III, MMSE, EQ-5D and EQ-VAS as outcome variables and gender, age, age at onset and disease duration and L-dopa treatment as covariates. All covariates used for the adjusted analyses were tested for multicollinearity. The multicollinearity diagnostics (VIF) were all less than 5, indicating an assumption of reasonable independence among predictor variables. Results are presented as adjusted odds ratio (OR), regression coefficients (coeff.), as appropriate, and 95% confidence intervals (95%CI) and considered statistically significant if p≤0.05. Statistical analyses were performed with STATA software (version 14.0; Stata-Corp LP, College Station, TX).
Results
Demographic and clinical features of the included cohort at T1,T2 and T3 are displayed in Table 1. Prevalence of urinary dysfunction was stable all over the longitudinal phase (from 49.06% at T1 to 51.74% at T3), while 12- and 24-month incidences were 11.6% and 8.0%, respectively.
PD-UD were older, more frequently men and with higher UPDRS-III compared to PD-NUD. Moreover, at T3 PD-UD were more frequently on L-dopa and had lower MMSE scores than PD-NUD. As for NMS, all domains were more frequently affected in PD-UD at all visits (Table 1).
Multivarable mixed-effects logistic models showed that the following NMS domains were more likely associated with urinary dysfunction: gastrointestinal (OR:2.57, 95%CI:1.67-3.97, p<0.001), cardiovascular (OR:2.22, 95%CI:1.18-4.17, p=0.013), skin (OR:1.81, 95%CI:1.06-3.08, p=0.029), sleep (OR:2.06, 95%CI:1.34-3.16, p=0.001), pain (OR:1.85, 95%CI:1.21-2.83,p=0.004), fatigue (OR:2.40, 95%CI:1.56-3.68, p<0.001), apathy (OR:2.79, 95%CI:1.72-4.52, p<0.001) and respiratory (OR:1.82, 95%CI:1.02-3.23, p=0.039).
Multivariable mixed-effects linear models showed that urinary dysfunction was associated with higher motor disability (coeff.:1.73, 95%CI:0.68–2.78, p=0.001) (Figure 1A) and lower HRQoL (EQ-5D:coeff.:-0.05, 95%CI:-0.08- -0.02, p<0.001; EQ-VAS:coeff.:-3.49, 95%CI:-5.21- -1.77, p<0.001) but not with more severe cognitive disability (coeff.:-0.34, 95%CI:-0.92–0.24, p=0.251) (Figure 1B). 
The results of modified version of the American Urological Association Symptom Index administered to PD-UD are showed in Figure 2 and in the supplemental material online.
Discussion
This is the first prospective longitudinal study involving a large cohort of PD patients demonstrating the relevance of urinary dysfunction as an early marker of higher motor and non motor disability as well as lower HRQol. 
In line with previous evidence [1], our cohort of early PD patients presented a prevalence of urinary dysfunction of approximately 50%, which remained stable during the observation period. Accordingly, the incidence of US at both T2 and T3 was relatively low (11.6% and 8.0%, respectively), suggesting that urinary dysfunction occurs very early and its frequency remains stable through the initial phase of the disease. Urgency, nocturia and frequency (i.e., storage symptoms) were the most common US, followed by weak urinary stream, incomplete bladder emptying and incontinence episodes (i.e., voiding symptoms)[24]. Normal urinary storage is dependent on the sacral autonomic reflex as well as the spino-bulbo-spinal autonomic reflex, which is controlled by the midbrain and pontine nuclei, the basal ganglia and the frontal cortex [2]. In PD, the disruption of the frontal cortex-basal ganglia circuits is thought to cause bladder overactivity, thus resulting mainly in storage symptoms [24]. Each US remained stable, except urgency and nocturia which showed a mild increase over the follow-up (Figure 2), further supporting the early impairment of the autonomic reflexes in the course of the disease.
The most novel finding of our analysis was that, irrespective of disease severity as evaluated with the H&Y, PD-UD displayed distinctive demographic and clinical features compared to PD-NUD [12]. 
Confirming previous studies using either questionnaires or urodynamic tests [11,25], PD-UD were more frequently men and older at the time of the assessments compared to PD-NUD. On the other hand, urinary dysfunction was not linked to age at onset further suggesting it might truly reflect the severity of disease irrespective of disease duration [10]. As for clinical features, urinary dysfunction was associated with greater motor disability and increasing L-dopa treatment rate over the longitudinal phase, reflecting a faster motor impairment and disease progression of PD-UD (Figure 1A)[17].
In addition, by analysing data from a large dataset, we confirmed that PD-UD complain of a higher number of NMS compared to PD-NUD, supporting a role for urinary dysfunction as a marker of both motor and non motor disability [17]. Intriguingly, we found several NMS domains associated with urinary dysfunction, namely gastrointestinal, cardiovascular, skin, sleep, pain, fatigue, apathy and respiratory. The aggregation of a variety of autonomic symptoms including urinary, gastrointestinal (i.e., constipation), cardiovascular (i.e., postural hypotension) and skin (i.e., excessive sweating) disturbances is not entirely surprising and support the existence of a “Park Autonomic subtype” of the disease, a broad definition classifying a group of PD patients with dominant autonomic dysfunction since the earliest stages [12]. Indeed, our findings are in line with previous data suggesting that autonomic dysfunction appears in the earliest phase of the disease and, as such, should be considered as a risk factor for PD development or severer progression in PD patients [12,25,26]. A body of evidence shows that US may foresee incident PD in community-dwelling older adults [9,28]. Accordingly, neuropathological studies report pathological findings in the sacral and thoracic segments of the spinal cord as well as paravertebral sympathetic ganglia in 70–100% of cases incidental Lewy Body disease (i.e., autoptic cases Lewy-related pathology but without clinical history of parkinsonism)[29]. The coexistence of urinary dysfunction with sleep disorders is consistent with the brainstem involvement early in the course of the disease demonstrated by neuropathological studies [12,30]. On the other hand, the association with pain, fatigue, apathy and respiration symptoms (i.e., dyspnoea) may be explained in light of a more diffuse involvement of the central nervous system in these patients [31]. Alternatively or complementary, the higher prevalence of motor fluctuations in PD-UD compared to PD-NUD (14.28% versus 5.70%, p<0.001) may also account for the higher prevalence of NMS in PD-UD [32].
Confirming previous data [11], we showed that US have a detrimental effect on HRQoL. This finding is in line with a robust body of evidence demonstrating that HRQoL in PD mainly relies on non motor burden [20,33].
Regarding cognition, although there is a trend for lower MMSE in PD-UD as the disease progresses (Figure 1B), the regression analysis failed to detect a significant association between urinary dysfunction and cognitive deterioration. The low sensitivity of the MMSE as well as the lack of further cognitive tests may account for this finding and prevent us from drawing firm conclusions on this point. 
The present data further support the concept that H&Y as well as all the motor assessments alone are insufficient to subtype PD patients, highlighting the need for more comprehensive instruments, including both motor and non motor features for foreseeing disease progression [14]. Complementary, our data represent an argument in favour of recent proposals for the non-motor subtyping of PD patients [12,13]. In this scenario, we propose urinary dysfunction as a marker capable of envisaging disease trajectory and, thus, possibly representing a valuable variable in neuroprotection clinical trials. 
We acknowledge our study has limitations. First, the lack of a longer longitudinal phase precludes the possibility of describing the complete natural history of PD patients with urinary dysfunction. Notwithstanding, this is the largest study to date evaluating prospectively both motor and non motor burden in patients with urinary dysfunction compared to those without. Second, we recognize that a small proportion of the baseline cohort might be contaminated by Multiple System Atrophy cases as urinary dysfunction early in the course of the disease should alert the clinician toward this diagnosis [34]. However, this bias should have been minimized as more than 90% of patients were re-assessed after 24 months since baseline and PD diagnosis was confirmed in all of them. Furthermore, the presence of urinary tract infections may in part account for certain urinary symptoms. Although culture data were not available in our population, during the clinical interview patients were asked to report on the presence of symptoms suggestive of urinary tract infections as burning with urination, hematuria, malodorous urine, and cystitis over the previous month.  In PD-UD, burning with urination was present in 10.06% at T1, 10.04% at T2 and 8.49% at T3; hematuria was reported by 1.33% at T1, 0.84% at T2 and 0.94% at T3; malodorous urine was described by 8.85% at T1, 8.37% at T2 and 9.91% at T3; cystitis was reported by 10.45% at T1, 11.55% at T2 and 10.25% at T3. Our analysis was repeated excluding those subjects and results were confirmed (data not shown). Indeed, we cannot exclude urinary tract infections have a role in determining certain urinary symptoms in PD, however, it is unlikely they represent a significant source of bias in our study, given also the 2-year longitudinal follow up. Finally, the lack of a control group from the general population represents another drawback as urinary dysfunction may be experienced by general population as well. However, several case-control studies already showed that urinary symptoms are more prevalent in PD patients compared to healthy controls [1,2]. In addition, the large sample size of our study should attenuate this bias. 
In conclusion, our 24-month longitudinal prospective study showed that urinary dysfunction is a marker of higher motor and non motor burden and worse disease progression in early PD. Specific NMS associate with urinary dysfunction, mainly gastrointestinal, cardiovascular, skin and sleep disturbances. These findings support a role for urinary dysfunction as a marker of disease progression and constitute arguments in favour of non motor subtyping of PD patients. 
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Figures’ legends
1)Grey line: PD-NUD; Black line: PD-UD
Abbreviations: MMSE: Mini-mental state examination; UPDRS-III: Unified Parkinson’s disease rating scale part III; T1: baseline; T2: first follow-up visit; T3: second follow-up visit.
2)Asterisk indicates significant differences (p≤0.05). Abbreviations: T2: first follow-up visit; T3: second follow-up visit.
Table’s legend
T2 and T3 were conducted after a mean of 1.03 (SD 0.08, range 0.82-1.34) and 2.04 (SD 0.10, range 1.74-2.42) years, respectively. Other symptoms include olfactory and taste dysfunction, diplopia, weight change and sexual dysfunction. Data are shown in mean (standard deviation) unless otherwise specified. * Fifty-one patients (9.2%) were lost at T3.




APPENDIX: THE PRIAMO STUDY GROUP
Steering Committee
Angelo Antonini, IRCCS Fondazione Ospedale San Camillo Venice; Paolo Barone, University of Salerno; Carlo Colosimo, Department of Neurology, Santa Maria University Hospital; Roberto Marconi, Ospedale della Misericordia, Grosseto; Letterio Morgante, Dipartimento di Neuroscienze, Scienze Psichiatriche ed Anestesiologiche, Universita` di Messina, Italy.
Participating Centers
Benincasa D, Ospedale Sant’Andrea II Fac. Med. Chir., Universita` La Sapienza, Roma; Quatrale R, Biguzzi S, Ospedale Sant’Anna,; Braga M, Ospedale Civile, Vimercate; Ceravolo G, Capecci M, Ospedale Umberto I, Ancona; Meco G, Caravona N, Universita`La Sapienza, Roma; Scala R, De Falco FA, Ospedale S. Maria Loreto Nuovo, Napoli; Pezzoli G, De Gaspari D, Parkinson Institute, ICP, Milano; Bottacchi E, Di Giovanni M, Ospedale Regionale, Aosta; Cannas A, Floris G, Clinica Neurologica, Policlinico Universatario, Monserrato, Cagliari; Gallerini S, Grasso L, Ospedale della Misericordia, Grosseto; Gaglio RM, Gurgone G, Azienda Ospedaliera S.Giovanni di Dio, Agrigento; Volpe G, AOU S. Giovanni di Dio e Ruggi d’Aragona, Salerno; Zappulla S, Neurologia, Ospedale Umberto I, Enna; Ceravolo R, Kiferle L, Ospedale Santa Chiara, Pisa; Ramat S, Meoni S, Clinica Neurologica, Azienda Ospedaliera Universitaria,; Pisani A, Moschella V, Policlinico Tor Vergata, Roma; Morgante F, Savica R, Dipartimento di Neuroscienze, Scienze Psichiatriche ed Anestesiologiche, Universita` of Messina; Pepe F, Fondazione Poliambulanza, Brescia; Ciccarelli G, Petretta V, A.O.R.N. San Giuseppe Moscati, ; Giglia RM, Randisi MG, Azienda Ospedaliera S. Elia, Caltanissetta; Iemolo F, U.O. Neurologia, ospedale Guzzardi, Ragusa; Avarello TP, Romeno M, Ospedale Villa Sofia CTO, Palermo; Santangelo G, Universita` Federico II, Napoli; Stocchi F, IRCCS San Raffaele, Roma; Sciortino G, P.O. Guzzardi, Vittoria; Sorbello V, Policlinico Universitario, Nicoletti A, ; Tiple D, Fabbrini G, Universita` La Sapienza, Roma; Bentivoglio A, Pontieri FE, Guidubaldi A, Universita` Cattolica S. Cuore, Roma; Muoio R, Neuromed IRCCS, Pozzilli; Toni V, P.O. F. Ferrari, Casarano; Del Dotto P, Logi C, Ospedale Versilia, Camaiore; Ciacci G, Ulivelli M, Policlinico Le Scotte, Siena; Perini M, Lanfranchi S, Ospedale S. Antonio Abate, Gallarate; Griffini S, Troianiello B, Istituto Clinico Citta` di Brescia; Baratti M, Amidei S, Ospedale Ramazzini, Carpi; Consoli D, Iellamo M, Ospedale G. Iazzolino, Vibo Valentia; Cuomo T, Ospedale Civile Umberto I, Nocera Inferiore; Scaglioni A, Medici D, Ospedale di Vaio, Fidenza; Manfredi M, Fondazione Salvatore Maugeri IRCCS, Castel Goffredo, Mantova; Abbruzzese G, Di Brigida G, Universita` degli Studi di Genova, Genova; Cocco GA, Agnetti V, Universita` degli Studi di Sassari, Sassari; Cossu G, Deriu M, Azienda Ospedaliera G. Brotzu, Cagliari; Abrignani M, Modica C, Ospedale San Biagio di Marsala, Marsala; Albani G, Milan E, Istituto Scientifico San Giuseppe, Piancavallo; Martinelli P, Scaglione C, Universita` di Bologna, Bologna; Mucchiut M, Zanini S, Policlinico Universitario, Udine; Pennisi F, Ospedale di Castelvetrano, Castelvetrano, Trapani; Soliveri P, Albanese A, Istituto Nazionale Neurologico C. Besta, Milano; Pederzoli Massimo, Neurologia, Ospedale Civile, Vimercate, Milano; Bartolomei L, L’erario R, Ospedale Civile San Bortolo, Vicenza; Capus L, Ferigo L, Ospedale di Gattinara, Trieste; Marano R, Nastasi V, Azienda Ospedaliera Papardo, Messina; Luciano R, Maiello L, Ospedale Monaldi, Napoli; Simone P, Fogli D, Ospedale Casa Sollievo della Sofferenza, San Giovanni Rotondo; Lopiano L, Pesare M, A.S.O. Molinette, Torino; Nordera G, Pilleri E, Casa di Cura Villa Margherita, Arcugnano; Scaravilli T, Azienda Ospedaliera Padova, Padova; Giaccaglini E, Alesi C, Ospedale Civile, Jesi, Italy; Petrone A, Neurologia, Presidio Ospedaliero Annunziata, Cosenza; Trianni G, Neurologia, P.O.F. Ferrari, Casarano, Lecce. 












