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ABSTRACT

Urinaryincontinence can be distressful and may affect the quality of life to a great extent. Common
types of Ul are stress incontinence, urge incontinence and mixed incontinence. Ul is more prevalent
in older people and more frequently diagnosed in females than males. Efforts are made to investigate
the primary disorder which causes incontinence, as Ul is mostly secondary to an underlying medical

condition.

This study included patients diagnosed with Ul and was conducted during one year period
extending from February 2013 to January 2014. The data also constituted of a self-administered
questionnaire to access the patient’s knowledge regarding their disease. Ethical consent was obtained
from the hospital where data were collected and oral and written consents were taken from all the

participants prior to their participation.

The study included 332 patients with a response rate of 73.7%. Overall, 254 males and 278 fe-
males participated. 64.9% of the male participants had urge incontinence followed by 26.6% having
stress incontinence, while only 8.44 % of the males were diagnosed with mixed incontinence. In fe-
males 77.2% had stress incontinence followed by urge incontinence (15.1% )and only 7.3% had Mixed
urinary incontinence. 24% of males and 44.3 % of females believed that pelvic exercises can prevent
or treat UI. 34.6% of the total participants (40% females,27.9% males) had an understanding that
weak anatomy contributes to the development of UL

Stress incontinence is more common in women, while the dominant type in men is urge conti-
nence. All patients, espectally pregnant women should be provided information regarding Ul in order
to efficiently cope up with the condition if encountered.
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INTRODUCTION

Urinary incontinence (UI) is an involuntary loss of
urine, it is common and can negatively impact one‘s
quality of life.! The most prevalent type of urinary
incontinence in women is stress incontinence followed
by urge incontinence.? Another common type is mixed
incontinence, when the patient has both stress and
urges incontinence simultaneously.® Stress inconti-
nence occurs due to damage to urethral support which
is supported by pelvic muscles and usually manifests
as an uncontrolled leakage of urine during coughing,
straining, laughing or any condition that increases
pressure on the bladder.* Common causes of stress in-
continence are pregnancy, childbirth and menopause.’
Urgeincontinence results from uninhibited contractions
of the detrusor muscles.® Uncontrolled diabetes, anx-
iety, medications and other factors may worsen urge
incontinence.”

Pakistan Oral & Dental Journal Vol 34, No. 3 (September 2014)

515



Urinary Incontinence and oral health analysis

Bladder problems are more frequent in women than
men.® It has been estimated that every third women
aged more than 60 years has a bladder related problem
orisurinaryincontinent.®’ Compromised Bladder control
function has been seen more frequently in obese and
can cause significant mental stress.?

Mental health status plays an important role in
patients with urinary incontinence. They should visit
psychiatrist of psycho mental evaluation for depres-
sion, Mania, anxiety. A condition known as Burning
Mouth syndrome which is associated with anxiety and
depression mayindicate an underlying mental disorder.
Specific symptoms of burning mouth syndrome include
burning and tingling of tongue however no medical or
dental cause is identified.! ‘Burning mouth syndrome’
can also lead to symptoms of xerostomia or dysgeusia.

Like women, men tend to have incontinence or
bladder problems, more at older ages. According to
National Institutes of Health (NIH), more than 16
percent of men over the age of 60 years, experience
bladder control problem.!? Advancing age has a strong
relationship with the development of urinary inconti-
nence, as caused by neurological injuries and physical
problems such as enlarged prostate.

Ul is diagnosed by a thorough history and care-
ful physical examination to observe any clinical sign
directing towards the primary condition causing in-
continence.’® Certain tests and investigations aid the
diagnosis such as stress test, cystoscopy, ultrasound,
urinalysis and urodynamic.'* The precise diagnosis of
the type of Ul is critical for treatment, which include
multiple options varying from conservative treatment to
surgery. The most frequently recommended treatment
for urinary incontinence is the Kegel exercise, which
strengthens the pelvic muscles.! Multiple medications
are used but the efficacy remains limited. Besides of
the disease’s physical, oral and mental manifestations,
the drugs used in the treatment carry risks of multiple
adverse effects. The commonly used drugs in urinary
incontinence are tolterodine and oxybutynin. Common
side effects of these drugs include xerostomia, headache,
constipation, dry eyes, vomiting, decreased gut motility
and sleeplessness.!®

Saliva is important for digestion, antimicrobial
and buffer functionand lubrication as it provides phys-
iological coating the inner mucosa. This vital process
of lubrication, functions against oral ulcers and sore.
Saliva neutralizes acids and acts against multiple in-
fectious processes. A patient using drugs for urinary
incontinence is venerable for countering side effects
of drugs as the drugs are used for a longer duration of
time. Drug induced Xerostomia or dry mouth can lead
to a number of secondary oral complications due to
limited secretion of saliva by the salivary gland such

as dental caries, oral candiasis, Ascending (suppura-
tive) sialadenitis, Dysgeusia, Fissured tongue with
atrophy of the filiform papillae. A patient suffering
from Xerostomia can experience stickiness of food to
their teeth and altered taste sensations.'”-1#

The definitive treatment of refractory cases is
surgery, which includes slings, bladder repositioning
and Marshall-MarchettiKrantz procedure.®

METHODOLOGY

This study was conducted during the time period of
one year starting from February 2013 to January 2014.
The data was collected from two tertiary care hospitals
located in Karachi, Pakistan. The patients presenting
with urinary incontinence were included in the study.
There was no gender restriction to participate in the
study. Diagnosis of the type of urinary incontinence
was made through clinical history, complete physical
examination and required investigations in each case.
The awareness regarding Ul was evaluated through a
self-administered questionnaire which included ques-
tions accessing the basics of UT and patients perception
of the disease and outcomes. At the end of the filling
of the questionnaire they were briefed about Ul, its
types, complications, diagnosis, treatment and other
required information.

Oral and written consent was obtained from all the
participants and ethical approval was taken from the
ethical board of both the hospital prior to the start of
the study. The data was analyzed through Statistical
Package for Social Sciences (SPSS) version 17.

RESULTS

Ofthetotal 450 patients with urinary incontinence,
332 individual consented to participate in the study,
the response rate was 73.7%. This study included 254
male and 278 female participants. Maximum number
of male patients were in the age group between 65-74
years (39.6%). The maximum number of female par-
ticipants were in the age group 55-64 years (24.7%).
Amongstthe male participants with UI, 64.9% had urge
incontinence followed by 26.6% of stress incontinence
while 8.44 % of the male participants were diagnosed
with Mixed incontinence. In male patients, stress in-
continence was more prevalent in the age group 55-64
years, while urge incontinence was in 65-74 years. In
contrast to males, female participants demonstrated
a different trend with 77.2% of females having stress
incontinence followed by 15.1% of urge incontinence and
only 7.3% had mixed urinary incontinence. In females,
stress incontinence was more prevalent in the age
group 45-54 years and urge incontinence was equally
prevalent in age groups 65-74 and 75 and above (3.9%
of total female patients).
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TABLE 1: URINARY INCONTINENCE IN MALE PARTICIPANTS

Age Group Stress Incontinence Urge incontinence Mixed incontinence Total
35-44 1(0.64) 3(1.94) 1(0.64) 5(3.24)
45-54 6(3.89) 10(6.49) 2(1.29) 18(11.68)
55-64 18(11.68) 35 (22.72) 5(3.24) 58(37.66)
65-74 13(8.44) 44(28.57) 4(2.59) 61(39.61)
75 and Above 3(1.94) 8(5.19) 1(0.64) 12(7.79)
41(26.62) 100(64.93) 13(8.44) 154(100)

TABLE 2: URINARY INCONTINENCE IN FEMALE PARTICIPANTS

Age Group Stress Incontinence Urge Incontinence Combined Total
35-44 27(15.16) 3(1.68) 2(1.12) 32(17.97)
45-54 38(21.34) 6(3.37) 1(0.56) 45(25.2)
55-64 35(19.66) 4(2.24) 5(2.80) 44(24.71)
65-74 29(16.29) 7(3.93) 3(1.68) 39(21.91)
75 and Above 9(5.05) 7(3.93) 2(1.12) 18(10.11)
138(77.52) 27(15.1) 13(7.30) 178(100)

TABLE 3: KNOWLEDGE REGARDING URINARY INCONTINENCE IN PATIENTS WITH U.I

Questions Males Females Total P-Value
U.Iis more common in females 45(29.22) 78(43.8) 123(37.0) 1.32
Always require surgery 35(22.72) 43(24.1) 78(23.4) 7.18
Ul Is curable 89(57.79) 76(42.6) 165(49.6) 0.02
DM can cause U.I 56(36.36) 68(38.2) 124(37.3) 8.84
HTN can cause U.I 34(22.07 29(16.2) 63(18.9) 3.38
Can be prevented or treated by pelvic exercises 37(24.02) 79(44.3) 116(34.9) 0.03

TABLE 4: ETIOLOGY OF STRESS INCONTINENCE

Etiologies Males Females Total P-Value
Infectious 29(18.8) 19(5.0) 48(14.4) 1.08
autoimmune 32(20.7) 42(23.5) 74(22.2) 9.86
Weak anatomy 43(27.9) 72(40.4) 115(34.6) 0.03
Don’t know 50(32.4) 45(25.2) 95(28.6) 2.56
TABLE 5: ASSOCIATED SYMPTOMS OR ed that UI always require surgery (22.7% male and

HISTORY OF DIAGNOSED CONDITIONS IN 24.1% female). In acquiring knowledge regarding the
THE PARTICIPANTS curable nature of Ul, almost half of the participants

: (49.6%) asserted that the Ul is curable ( 57.9% male,
Mouthbflrmngsyndrome 4(1.2%) 42.6% female). In total 37.3% and 18.9% considered
Depression 28(8.4%) that Diabetes Mellitus and Hypertension respectively,
Mania 11(3.3%) can cause Ul 34.9% of the participants, with 24% of
Stool incontinence 16(4.8%) males and 44.3% of females were convinced that pelvic

exercises can prevent or treat Ul

In response to the question that if UI is more Inresponsetothe question regarding the etiology of
common in females than males, 29.2% of the male and the stress incontinence, 40% of the females and 27.9%
43% of the female participants believed that was the of the males (34.6% 'total participants) believed that
case. Overall, 23.4% of the study participators assert- weak anatomy contributes to the development of UL
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22.2% considered stress incontinence as autoimmune
mediated while 14.4% regards it as an outcome of an
infectious process. A large number of the participants
(28.6%) did not know the etiological cause of Ul

The participants were inquired regarding associ-
ated symptoms and diagnosed condition, 1.2% of the
patients were previously diagnosed with Mouth burning
syndrome, 8.4% with depression, 3.3% with Mania,
while 4.8% of the participants had stool incontinence
as well ( Table 5).

DISCUSSION

Urinary incontinence is frequently encountered by
general physicians, family practitioners and urologists.
Both male and female patients complain regarding
UI and the prevalence increases as the age advances.
Different types of Ul have various well established risk
factors. Stress incontinence is the most frequent type
in female and it is associated with the pelvic muscles
weakness. Pelvic muscle often compromise during the
childbirth, hence multiparity is a major risk factor for
stressincontinence. In our study it is shown that 77.5%
of the female participants had stress incontinence
in all cases of Ul. In addition to it, the most affected
age group is between 45-54 years. It is the age group
where the childbirth ceases and the reproductive cycle
terminates. In a study by Hanskaar et al, it was noted
that stress incontinence is the most prevalent type of
Ulin women , with 44% in France, 42 % in the UK and
41 % in Germany.?

In another study conducted in Japan showed that
the most prevalent type of Ul is stress incontinence,
occurring in 33.9% of the Japanese women and the age
group most affected was between 40-49 years. Therefore
it is observed that the stress incontinence is highly
prevalent in women after 40 years of age.?°

Results ofthis study demonstrate that urge inconti-
nence is the most prevailing type of Ul in men with the
age group of 65-74 years having maximum number of
cases. Ueda et al showed that urge incontinence is the
commonest type Ulin men. In comparison to our finding
it was observed that the most affected age group of men
was 70 years and above.?’ A reason for high prevalence
of Urge incontinence in older age group could be due to
increase in chronic diseases which tend to initiate or
worsen urge incontinence, such as Diabetes Mellitus.
In a study by Lifford et al, it was delineated that inci-
dence of DM-2 increases with age and the prevalence
of urge incontinence is significantly associated with
it, and the longer the patient had DM-2 the more the
association.”

In this study it was observed that 44.3% of the
female participant knew that the pelvic exercises are
related to decrease incidence of UI, however a lesser

number of male participants were aware of this fact.
Results of a study by Chiarelli et al showed that the
majority of the women had correct understanding of
the pelvic floor exercises, their duration and the re-
quired frequency.? The greater level of awareness of
females than male regarding pelvic exercise could be
due to the fact that they may be educated during their
pregnancies and post partum. Another factor which
may lead to greater understanding of the issue is that
Ul is more prevalent in women than men, so women
impel more towards learning the etiology, prevention
and treatment of their disease.

Our results demonstrated that the almost half
of the participant believed that Ul is a curable con-
dition. A Brazilian study showed that the majority
of the participants (66%) considers Ul as a treatable
condition.??2 Another study demonstrated that 38%
of the participants thought that UI is treatable and
completely curable.’® Low level of awareness regarding
the cure of UI in many countries may be due to lack of
proper health education provided by the health care
personals and ineffective health promotion policies at
the government level.

This study evaluated certain mental conditions as-
sociated with Urinaryincontinence. The results showed
that a few patient had been previously diagnosed with
‘Burning mouth syndrom’e, it may be an underlying
symptoms of depression or anxiety which is a common
complication of urinary incontinence. Burning mouth
syndrome should be evaluated in every patient with
urinary incontinence, hence it is provital to identify
conditions which would necessitates a psychological
evaluation in these patients.?

CONCLUSION

The patients should be provided with proper edu-
cation regarding Ul at every outpatient hospital visit
to fill the gaps in essential knowledge required for this
health concern. Health promotion regarding pelvic
exercise particularly to the pregnant should be made
at every level.
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