
The International Continence Society has
recently redefined urinary incontinence in a

simple fashion. It now refers to it as a complaint of
any involuntary urine leakage.1 It is a highly preva-
lent condition and has been shown to occur in 10%
to 30% of women between the ages of 20 and 55
years, and in up to 40% of older women.2 Many of
these individuals have frequent episodes that are
troublesome. Although less common in men, uri-
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CASE 1
Mrs. R.H., 47 years old, is a married
physiotherapist who presents to your office
complaining of a 10-year history of gradually
worsening urinary incontinence. She has had
three normal vaginal deliveries, with the last one
occurring 12 years ago. Since her last
pregnancy, she has noticed urinary leakage with
exertion of most kinds, including coughing,
sneezing, bending, straining and running. She
has had a previous cholecystectomy, but no
other operations. She is a non-smoker and
takes no medications. Her periods are regular
and she has no perimenopausal symptoms. 

CASE 2
Mrs. T.W., 73 years old, is recovering from a mild
stroke four months ago. She has minimal residual
left arm weakness, but, otherwise, no disability.
She complains of a two-year history of urge
incontinence. It happens about one to two times
per day and she always has to wear pads. Upon
further questioning, she tells you she voids about
every hour during the day and gets up three to four
times at night. She has urge incontinence at night
as well. She also occasionally leaks when she
coughs, but that is not troublesome. Her main
bladder problem is frequency, nocturia and urge
incontinence.

Her other medications include hydrochlorothiazide
for hypertension and omeprazole for reflux
esophagitis. She admits to smoking a half-package
of cigarettes daily and drinking four cups of coffee,
the last one just before bed. She occasionally gets
constipated and knows that fluids improve her
bowel movements, but has restricted her water
intake because of her bladder problem. She voids
with a normal stream and feels that she empties her
bladder completely. She had two vaginal deliveries
45 and 48 years ago.

In this article:
1. What is the workup for urinary incontinence?
2. What are its types?
3. What are the treatment options?
4. When should the patient be referred to a

specialist?

Incontinence:
The silent scourge of
the young and old



nary incontinence can still occur frequently, rang-
ing from 2% in young men to 20% in elderly men.2

Urinary incontinence is a financial burden to
patients and society. It has been estimated to cost
between $16 billion and $26 billion per year in the
U.S. In Canada, the 10% proportion would almost
certainly apply (i.e., urinary incontinence costs
patients and society $1.6 billion to $2.6 billion
annually).3 The problem has also been shown to
have a severely adverse impact on quality of life. 

Urinary incontinence contributes significantly to
physical discomfort, restriction of physical, social
and work activities, shame and loss of self-esteem,
fear of institutionalisation, relationship/sexual prob-
lems and to a generally decreased quality of life.4

Although more prevalent in older people, it is
not a normal part of aging and should not be
regarded by patients and health-care providers as
inevitable and untreatable. Despite many recent
advances and innovations in treatment, some of
which will be illustrated below, an Angus-Reid
poll from 1997 revealed that up to 55% of the esti-
mated 1.9 million Canadian patients with inconti-
nence never spoke to their physicians about the
problem.5 Some of the reasons given in the survey
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Table 1

Workup of Urinary Incontinence

1. The history should include most of the following:

Duration and characteristics. 

Most bothersome symptom(s). 

Frequency, timing and amount of incontinent episodes. 

Precipitants of incontinence. 

Other lower urinary tract symptoms. 

Fluid intake pattern.

Alterations in bowel habits or sexual function. 

Previous treatments and their effects on incontinence. 

Amount and types of pads and protection. 

Expectations for outcomes of treatment. 

A bladder record. 

2. The physical examination should include the 
following: 

General examination.

Abdominal examination.

Pelvic examination. 

3. Other tests are:

Estimate of post-void residual urine. 

Urinalysis.

Adapted from Fantl JA, Newman DK, Colling J, et al: Urinary
incontinence in adults: Acute and chronic management. Clinical practice
guideline, No. 2, 1996 Update. Rockville, MD: U.S. Department of Health
and Human Services. Public Health Service, Agency for Health Care
Policy and Research. AHCPR Publication No. 96-0682. March 1996.
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Table 2

Types and Treatment Options for Urinary Incontinence

Types of Urinary Incontinence

Type Definition Cause(s)

Stress Small amounts of leakage with Weakness of urethral and pelvic floor supports.
exertion (or increase in 
intra-abdominal pressure.)

Urge Involuntary leakage associated Overactive bladder (uninhibited bladder 
with strong urge to urinate. contractions); secondary causes include pelvic 

floor weakness, BPH*, infection and aging.

Mixed Combination of stress and urge. Weakness of pelvic supports and overactive 
bladder.  

Overflow  Leakage associated with urinary Obstruction (BPH) or weak bladder (diabetes).
retention.

Nocturnal enuresis Involuntary leakage of urine Overactive bladder, nocturnal diuresis. 
during sleep. 

Continuous Continuous leakage. Abnormal fistulous connection between the 
urinary tract and the outside (post-surgical); non-
functioning sphincter or shrunken bladder; 
congenital anomaly.  

Treatment for Urinary Incontinence

Type Conservative Interventional/surgical

Stress Pelvic muscle exercises. Injectable agents (collagen).
Biofeedback. Stress incontinence surgery.
Fluid and caffeine restriction. 
Hormone replacement therapy. 

Urge Bladder training. Neuromodulation (sacral root stimulator).
Behavioural therapy. Bladder augmentation.
Pelvic muscle exercises.
Fluid and caffeine restriction.
Pharmacologic therapy. 

Mixed Same as above. If conservative therapy, including medication, 
is not successful, then consider surgical 
treatment (i.e., injectable agents, urethral 
suspension surgery).

*BPH = benign prostatic hypertrophy



included: “It’s part of life;” “I’m waiting for my
annual checkup;” “My doctor would say nothing is
wrong;” and “I’m embarrassed.”

Case 1 Discussion
The routine workup of a patient with inconti-
nence is shown in Table 1. The next step in man-
agement is to identify the type of urinary incon-
tinence (Table 2). Further questioning should
elicit other urinary symptoms, such as frequen-
cy, nocturia and urge incontinence. Mrs. R.H.
voids every four hours with a good stream and
does not have urge incontinence or nocturia. She
drinks one to two cups of coffee per day and has
limited her fluid intake to prevent the inconti-
nence. She has no bowel problems, such as con-
stipation or fecal incontinence. 

She needs one to two mini-pads per day to
control the leakage, and is very troubled by her
problem because it limits her activities. She
wants to do aerobics for weight control, but can-
not because the leakage becomes too severe. 

Upon physical examination, her abdomen is nor-
mal. Upon pelvic examination, her vulva and vagina
are well estrogenized. She is asked to cough in the
supine position with her legs up in stirrups. There is
some mobility and descent of the anterior vaginal
wall, but no urine leakage is observed. She is then
asked to cough and strain while standing upright with
one leg up on the step of the examining table. Urine
leakage is demonstrated. After voiding, she had no
complaints of incomplete emptying and her lower
abdomen was normal. Her urinalysis was also nega-
tive. The presumptive diagnosis is stress incontinence. 

The expectations of therapy and treatment options
are then discussed with the patient. She would like to
try conservative options rather than resorting to
surgery (Table 2). She is happy to try pelvic muscle
(i.e., Kegel) exercises and is willing to wait at least
three months before seeing tangible benefits. She is
also prepared to stop her caffeine intake.

Three months later, Mrs. R.H. reports that her
incontinence is better and that she has leakage only
with severe sneezing. She needs one or fewer pads per
day and can live comfortably with her problem. She is
going to try aerobics.
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Table 3

Medications for Overactive Bladder Control

Drug Type of Drug Usual Dosage

Oxybutynin (short-acting) Anticholinergic and smooth muscle relaxant 2.5 mg to 5 mg three times daily

Oxybutynin (long-acting) Anticholinergic and smooth muscle relaxant 5 mg to 10 mg once daily

Tolterodine (short-acting) Anticholinergic 2 mg twice daily

Tolterodine (long-acting) Anticholinergic 4 mg once daily  

Flavoxate Smooth muscle relaxant 200 mg three to four times daily

Imipramine* Multiple central and peripheral effects 10 mg to 25 mg two to four 
times daily

*May also be used in combination with an anticholinergic.



Case 2 Discussion
Upon physical examination, Mrs. T.W. is in no dis-
tress. She has a normal gait and mentation. Her
abdominal examination is negative, and her vagi-
nal examination demonstrates atrophic changes in
the vulva and vagina. With coughing in the supine
position, and with the patient’s legs in stirrups, the
anterior vaginal wall descends to the introitus, but
no incontinence is seen. She also does not leak
with coughing in the upright position. After Mrs.
T.W. voids, her suprapubic region is soft upon
examination. Her urinalysis is negative. The pre-
sumptive diagnosis is mixed incontinence, with
urge being the major component. 

To provide an accurate assessment of
her bladder problem, Mrs. T.W. is asked
to fill out a three-day voiding chart or
bladder record that she brings back to
the office the next week. It confirms her
daytime and nighttime voiding frequen-
cy, but also shows that she has at least
three to four episodes of incontinence
during the day. She drinks five to six
mugs of coffee between 9:00 a.m. and
11:00 p.m. Her fluid intake is otherwise
small. She also takes hydrochloroth-
iazide in the evening.

Mrs. T.W. is then given some guide-
lines and recommendations for her
bladder management. She is asked to
increase her daily water intake to
improve her bowel management. She is
also asked to stop drinking coffee and
to take the hydrochlorothiazide in the
morning. Smoking cessation is strong-
ly recommended. The possibility of
hormone replacement therapy is dis-
cussed, but she refuses. She is given
instructions on how to do Kegel exer-

cises. She asks about medication for her bladder
problem and is given a prescription for oxybu-
tynin 2.5 mg three times daily. The side effects
are explained, especially the gastrointestinal
effects, because of her hiatus hernia.

She returns to her doctor one month later and
says she has cut out the evening mugs of coffee and
her nocturia has improved. She still voids every hour
during the day and is up only two or three times at
night. Her urge incontinence is down to one episode
per day. Because of the dry mouth, she would like to
try a different medication, but is otherwise satisfied
with her outcome to date. She is given a prescription
for tolterodine 2 mg twice daily and will be seen in
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another month to assess the result. Other com-
monly used medications for bladder overactivity
are in Table 3. 

These cases illustrate a primary-care
approach to patients with urinary incontinence.
The reasons to refer the patient to a specialist are
listed in Table 4. 
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Table 4

Reasons for a Referral

Before trial of therapy

Hematuria without an infection.

Neurologic conditions, such as Parkinson’s disease,
multiple sclerosis or spinal cord injury.

Symptomatic genital prolapse.

Abnormal post-void residual volume.

Incontinence related to recurrent urinary tract infections.

History of previous incontinence surgery.

Overactive bladder symptoms with pain.

After trial of therapy

Failure of initial therapy.

Adapted from Canadian Consensus Conference on Urinary
Incontinence: Working models of continence care. Canadian
Continence Foundation, Montreal, 2001.

Take-home message
Urinary incontinence is a highly prevalent and morbid problem that affects men and women of all
ages. A large percentage of patients who suffer do not express their problem to their family physi-
cians. Many aspects of urinary incontinence, however, can be readily identified and treated in the pri-
mary-care setting. The initial management is straightforward, and effective non-surgical and phar-
macologic options are readily available to the family physician. This can result in a definite improve-
ment in your patient’s quality of life. In case initial management fails, or if complicating features
coexist, referral to a specialist is suggested.
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