
SYMPOSIUMWOMEN’S HEALTH
URINARY INCONTINENCE

History
The history should include the
circumstances in which the incontinence
occurs, the duration and how it affects
the patient’s quality of life. 

Stress UI is associated with an
increase in abdominal pressure. 
Ask the patient:
•Do you leak when coughing,
sneezing or during physical activity? 

OAB is associated with urgency,
frequency and nocturia. OAB symptoms
are often excerbated by caffeinated
drinks, red wine and acidic or spicy food. 
Ask the patient:
•Do you go to the toilet every 1, 2 or 
3 hours? 
•Do you have urgency?
•Do you have an accident if you have
to hold on?
• If so, how many accidents do you
have in a week?
•Do you have to wear pads? 
• If so, how many do you change a day? 
• Is this affecting your social and
personal life?
•On a scale of one to ten how much 
is your incontinence bothering you?

When there is an acute onset of UI, 
a full neurological examination is
needed. Any new medication should
be reviewed. 
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incontinence. Routine enquiry by GPs
about urinary incontinence or bladder
complaints is likely to increase the
early detection of these problems,
improving patients’ quality of life.

A well structured community
referral system and network provides
these patients with the necessary
support and expertise. 

Physiotherapists, continence
advisers and specialist nurses also
have a central role. Women are often
uncertain about how to do pelvic floor
exercises correctly and may need
instruction or reassurance. Likewise
patients may also need advice on
bladder retraining.

ASSESSMENT
The diagnosis of UI is based on history,
basic investigations and examination.
The updated NICE guideline, published
in September 2013, highlights the
importance of taking a good history;
being guided by the patient's
symptoms and the effect on their
quality of life.4 It recommends the use
of bladder diaries and routine digital
pelvic floor assessment.

Most cases will fall into the categories
of stress UI, overactive bladder (OAB)
and mixed UI, see box 1, below.

Restricted mobility, cognitive
impairment and depression also need
to be excluded as causes of UI.

Examination
The initial assessment should include
enquiring for symptoms of urinary
tract infection and carrying out a urine
dipstick test,6 see table 1, p23.

At examination the patient should
ideally have a comfortably full bladder. 
Abdomen
•Exclude a large pelvic-abdominal
mass. Any pelvic mass warrants an
urgent two-week referral. An ultrasound
scan will be needed but should not
delay the referral
•Exclude palpable bladder post
micturition
Vulva-vagina
• Inspection, assess for atrophic
vaginitis and prolapse
•Speculum, assess for prolapse
•Bimanual, assess for masses
•Digital examination, assess pelvic
floor muscle contraction using the
Oxford scale (1-5/5) 

The bladder diary provides a
functional assessment of the bladder
capacity; it should be completed for 
at least three days, including a normal
working day and a normal resting day. 

TREATMENT
Patients should be managed by a
multidisciplinary team involving the
GP, community continence adviser,
specialist physiotherapist and/or
specialist nurse, see figure 1, p21.

General measures include:
•Fluid intake limited to 1.5-2 L/day4

•Weight reduction for patients who
have a BMI ≥ 30 
• In those with cognitive impairment,
timed voiding can be used to reduce
the number of episodes of UI4

Stress incontinence
•Pelvic floor muscle training (PFMT).
At least eight contractions performed
three times per day
•Educational leaflets4

•Supervised PFMT for at least 3 months4

•Management of other exacerbating
conditions such as constipation, and
smoking cessation.

When standard PFMT has not
produced a satisfactory result, other
therapies to maximise pelvic floor
strength can be tried such as:
biofeedback PFMT, electrical
stimulation or weighted vaginal cones.

These measures are generally
undertaken under the supervision of
the community continence adviser,
specialist nurse or physiotherapist.

Box 1

Classification of urinary incontinence

Common types
Stress UI 

Overactive bladder or 
urge UI

Mixed UI

Less common types
Overflow UI

Functional UI

Nocturnal enuresis

Continuous UI

Postural UI

Insensible UI
Coital UI

Involuntary loss of urine that occurs in association with an increase in
intra-abdominal pressure. Possible causes are bladder neck weakness,
poor pelvic floor muscle strength, nerve damage or obesity
Overactive bladder is caused by overactivity of the detrusor muscle. This
may be idiopathic or secondary to lesions affecting the motor or sensory
pathways to the muscle e.g. MS, neurological injury, diabetes, stroke,
Alzheimer's disease or Parkinson's disease
This is a combination of stress UI and overactive bladder

The bladder leaks as a result of overflow. Causes include detrusor muscle
atony or bladder outlet obstruction, this may be secondary to previous
incontinence surgery or to a prolapsed uterus
The patient has difficulty reaching the toilet in time because of restricted
mobility or altered mental capacity
Involuntary loss of urine during sleep. Causes include delay in the
development of bladder control,  inadequate toilet training, urinary
infections or emotional distress. It has a strong familial association
This is the involuntary and continuous loss of urine. It may be caused by
a fistula or distorted anatomy
Involuntary loss of urine that occurs in association with a change in body
position
The patient is unaware of the occurrence and origin of the loss of urine
The involuntary loss of urine with coitus. It can occur during penetration
or orgasm


