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A stench of urine stronger than usual is apparent when Mrs Lee enters your office with her
wheelchair-bound father-in-law for their chronic condition reviews. You decide to see the
elderly Mr Lee first, exploring his micturition habits at home. After their domestic helper
helped Mr Lee out of your office, you continue the discussion on micturition with Mrs Lee
and screen her for urinary incontinence.

H OW C O M M O N I S T H I S I N M Y PR AC T I C E?
What is urinary incontinence?
Urinary incontinence is the involuntary loss of urine resulting
from pathologic, anatomic or physiologic factors. The two major
types of urinary incontinence are stress and urge incontinence.
Stress urinary incontinence (SUI) involves the loss of small
quantities of urine during an increase in intra-abdominal
pressure, which is produced by coughing, sneezing, laughing
or exercising. SUI is characterised by outlet incompetence. Urge
urinary incontinence (UI) involves urine loss due to abnormal
detrusor muscle contractions and is, to some degree, associated
with urinary retention. UI is a major component of overactive
bladder syndrome, and is characterised by an abrupt and
strong desire to void.
Other types of urinary incontinence include overflow,
functional and mixed. Overflow incontinence involves a
variety of symptoms such as urgency, frequent urination and
constant dribbling, and is characterised by urine loss due to overdistension and ineffective emptying of the bladder. Functional
incontinence refers to the inability to get to the toilet in time
due to acute or chronic physical or mental impairment. Mixed
urinary incontinence is the term used to describe the condition
in which the symptoms of both SUI and UI are present.

How relevant is this to my practice?
The prevalence of urinary incontinence in Singapore has been
reported to range from 4.6%(1) to 14.5%.(2) However, this rate
might arise from significant underreporting in the community,
as institutional studies often report a higher prevalence.(3)
As patients rarely initiate a discussion on urinary continence, the
onus is on the astute clinician to elicit information, such as
symptoms suggestive of urinary incontinence, from their highrisk patients.
Patients at high risk include the elderly, especially menopausal
women with a history of pregnancy and childbirth, medical
conditions such as chronic cardiac disease, diabetes mellitus,
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hypercalcaemia, chronic lung disease, constipation with faecal
impaction, neurological conditions (e.g. multiple sclerosis,
stroke, spinal cord injuries, lumbar disc disease, Parkinson’s
disease) and cognitive impairment, and/or other disabilities
affecting mobility.
Although urinary incontinence is more common in the
elderly and female populations, it is not part of the natural ageing
process. Urinary incontinence is also not simply a urological
problem – if untreated, it can lead to skin irritation and
worsen bed sores. The condition is a common source of social
embarrassment, often resulting in adaptive behaviour that may
be restrictive and tormenting. This loss of control can damage
self-esteem, result in anxiety disorders or even lead to major
depression. The care required for an individual with urinary
incontinence can increase the caregiver’s burden and may lead
to premature institutionalisation of elderly family members.
Some nursing homes impose a higher charge for applicants with
urinary incontinence, reflecting the higher amount of care required
for such individuals.

W H AT C A N M Y PR AC T I C E D O?
Actively screen high-risk patients
Clinicians can screen high-risk patients for symptoms of urinary
incontinence during the course of regular clinical consultation.
An opening question from the clinician typically gives most
patients the nudge they need to tell the clinician more about
their condition. Depending on the patient’s duration and severity
of symptoms, as well as predisposing risk factors, the consultation
can progress to either identify reversible causes (DIAP(P)ERS;
Table I(4)), especially in the geriatric population, or discuss further
investigation and management options. A review by Weiss outlines
the drugs that can cause or contribute to urinary incontinence
(Table II).(5)
As with many urological conditions, quick surveys on how
the patient or caregiver is coping with the symptoms and the
level of inconvenience experienced by either party are equally
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Table I. Causes of transient incontinence in the elderly (adapted
from Resnick(4)).

Table II. Drugs that can cause or contribute to urinary incontinence
(adapted from Weiss(5)).

Cause

Notes

Drug class

Delirium

Results from medical illness or medication.
Incontinence is secondary and abates when
the cause of delirium has been corrected.

Cause overflow incontinence
Anticholinergics
• Antidepressants

Infection (urinary)

Asymptomatic bacteriuria does not usually
cause incontinence.

Atrophic urethritis

May cause or contribute to incontinence.
Vaginitis responds to topical oestrogen
therapy.

Pharmaceuticals

Many drugs can cause or contribute to
incontinence (see Table II), including
non-prescribed agents.

CNS depressants
• Narcotics

Psychological

Severe depression is rarely the cause of
incontinence.

• Alcohol

Excessive urine
output

Results from large fluid intake, consumption
of diuretic agents, metabolic disorders (e.g.
hyperglycaemia, hypercalcaemia). Nocturnal
incontinence may result from the mobilisation
of fluid from peripheral oedema.

• Calcium channel blockers

Restricted mobility

Often results from overlooked, correctable
causes such as arthritis, postural
hypotension or fear of falling.

Stool impaction

Disimpaction restores continence.

important. Clinicians may choose to do this via either a quality
of life tool or an unstructured interview. The impact of the
symptoms on the patient or main caregiver is an independent and
overriding reason for definitive care, even when the condition is
clinically early or mild. The two most common causes of urinary
incontinence are urinary tract infection and constipation.
Both of these causes can be easily diagnosed and managed at the
primary care setting. Behavioural therapy and dietary changes
are often dismissed by many clinicians and patients as not being
impactful enough to be suggested or attempted.

Take a dietary history
Clinicians can encourage patients to keep a simple dietary
diary that records the total amount of fluid and bladder
irritants, such as caffeinated beverages, chocolate, alcohol,
acidic fruits, tomatoes, sugar, spicy foods and carbonated
beverages, consumed within a 24-hour period. This diary can
be reviewed together with the patient in order to jointly identify
areas of change and decide on lifestyle modifications to work
on before the next clinical review. The lifestyle modifications
‘prescribed’ to the patient with mild to moderate urinary
incontinence can be in the form of annotations in the dietary
diary or a simple written action plan.

Review medication records
A review of the patient’s current prescription medications,
especially cardiology and antihypertensive agents, and all
supplements, including alternative medications or herbal
treatments, should be done. Medications such as diuretics,
which may worsen incontinence (Table II (5)), should be

• Antipsychotics
• Sedative-hypnotics
• Antihistamines

• Alpha-adrenergic agonists
Cause stress incontinence
• Alpha-adrenergic
antagonists
Cause urge incontinence
• Diuretics
• Caffeine
• Sedative-hypnotics
• Alcohol

Mechanism of incontinence

Decreased bladder
with retention
Decreased bladder
with retention
Decreased bladder
with retention
Decreased bladder
with retention

contractions
contractions
contractions
contractions

Decreased bladder contractions
with retention
Decreased bladder contractions
with retention
Decreased bladder contractions
with retention
Sphincter contraction with
outflow obstruction
Sphincter relaxation with
urinary leakage
Contractions stimulated by high
urine flow
Diuretic effect
Depressed central inhibition of
micturition
Diuretic effect and depressed
central inhibition

CNS: central nervous system

reviewed for their indications, and the introduction of a
substitute considered.

S O M E U S E FU L I N V E S T I G AT I O N S
Clinicians need to conduct a general examination of the patient,
as well as examinations of the lower abdomen, genitalia/
perineum and lumbosacral spine. Through these examinations,
common causes of urinary incontinence, such as the presence
of an enlarged prostate in older men or the presence of fistulas
and faecal impaction in the rectum secondary to constipation,
can be excluded. Most primary care set-ups are able to perform
simple urinalysis to exclude or treat urinary tract infection. A basic
serum check for renal function can be considered in selected
cases. Patients with repeated urine samples that contain traces
of blood or persistent abnormalities will need to be referred to
a urologist for urinary cytological study, intravenous pyelography
and cystourethroscopy. ‘In-and-out’ urinary catheterisation can
also be conducted in the clinic within 5 mins of voiding to assess
post-void residual (PVR) urine volume. A PVR urine volume of
> 150 mL indicates incomplete emptying of the bladder and
a PVR of > 400 mL is likely to be indicative of overflow
incontinence. Assessment of PVR urine volume via ‘in-and-out’
urinary catheterisation can be performed as an alternative to
urodynamic studies, which can only be conducted in clinics
with an ultrasonography set-up or support.
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What are Kegel exercises?
These are exercises designed to strengthen the pelvic muscles and are named after Dr Kegel, who developed the exercise. The goal of Kegel
exercises is to tighten the major muscles that stretch across the pelvic floor.
It is important to activate the right muscles. The following are methods to confirm that the right muscles are used:
1. Try to stop the flow of urine when you are passing urine in the toilet. If you can do it, you are using the right muscles.
2. Imagine that you are trying to stop passing gas. Squeeze the muscles you would use. If you sense a ‘pulling’ feeling, those are the right

muscles to be used during pelvic exercises.
Important points to remember
• Don't squeeze other muscles at the same time. Be careful not to tighten your stomach, legs or other muscles, as squeezing the wrong
muscles can put more pressure on your bladder control muscles. Focus on squeezing just the pelvic muscle. Breathe!
• Repetition is important, but don't overdo it. When you’re first beginning Kegel exercises, find a quiet spot to practice so you can
concentrate. Many women choose their bedroom or bathroom. Lie on the floor. Pull in the pelvic muscles and hold for a count of three.
Then relax for a count of three. Perform up to 10 to 15 repetitions each time you exercise.
• Do your pelvic exercises at least three times a day. Use three positions every day: lying down, sitting and standing. You can exercise
while lying on the floor, sitting at a desk or standing in the kitchen. Using all three positions promotes maximum muscle strengthening.
Remember, just 5 mins, three times a day can make a world of difference.
• Be patient. Don't give up. You may not feel your bladder control improve for three to six weeks. Depending on the severity of your
condition, however, Kegels may not bring sufficient relief. If symptoms do not improve within three to six weeks, see your doctor.
• Be aware of when you should be using your pelvic muscles. Whenever stress is applied to the bladder (e.g. sneezing, lifting or
jumping), the pelvic muscles play a particularly important role. Squeezing the pelvic muscles before engaging in these activities can
prevent muscle damage and reduce the frequency of leakage and accidents.
Fig. 1 Char t shows infor mation on Kegel exercise s for patient s (adapte d from patient mater ials given out by the D epar tment of O bstetr ic s
and Gynae colog y, Singap ore G ener al H ospital, Singap ore).

N O N - PH A R M AC O LO G I C T H E R A P Y
Simple dietary advice, such as limiting caffeine intake by
cutting down on food and beverages like coffee, tea, colas
and chocolates, can be offered to affected patients. Caffeine
can overload the bladder, causing SUI and UI. Spicy foods
and carbonated beverages are bladder irritants and should be
avoided in patients with UI. Other useful dietary pointers include
adequate fluid intake to prevent constipation and concentrated
urine, which can potentiate the irritative effects of dietary
materials. For diet and fluid advice to be effective, it should
be personalised and targeted at the patient's self-reported diet
or the review of the patient’s formal dietary intake diary.
Excessive fluid intake may be suspected if the recorded
intake in an adult grossly exceeds the typical daily requirement of
1,500–2,400 mL. Restriction of fluid intake an hour or two before
bedtime is usually effective in reducing nocturia. Behavioural
modifications that can be employed include bladder training,
prompted voiding and scheduled toileting. Holding back a full
bladder for too long or frequent voiding when the bladder is not
full can result in abnormal bladder function. A voiding diary can
be issued to affected patients or their caregivers to document
each void and episode of incontinence daily. This diary can be
reviewed at the next consultation to characterise the type of
urinary incontinence affecting the patient.
Pelvic floor exercises such as daily Kegel exercises can
increase the strength, control and coordination of pelvic muscles
(Fig. 1). These exercises are most effective in women with SUI.
Clinical trials of pelvic floor exercises have shown 52%–72%
improvement of incontinence in elderly women with SUI.(6)
House calls can be offered to patients with functional urinary
incontinence, focusing on the patient’s ease of getting to or
using the toilet at home. These home visits can help the patient’s
422

family decide on changes that may improve living conditions
and optimise the patient’s urinary incontinence management.
This also provides an invaluable opportunity for the clinician
to become privy to the living conditions of the patient, which
will aid in understanding the patient’s current health status and
family situation, and to point out the presence of potential health
threats. Changes to improve the patient's living conditions can
come in the form of simple renovation that complements any
physical limitations that may impair the patient's ability to get
to the toilet, such as removing the kerb at the entrance to the
toilet, and installing anti-slip mats over wet floor and additional
grab bars in the toilet. If it is too difficult to modify the home,
families with sufficient support may also consider introducing a
bedside commode.
Nevertheless, the best prevention for urinary incontinence
is healthy weight management. Maintaining an optimum weight
may decrease urinary incontinence, secondary to decreases in
pressure exerted on the bladder and urethral mobility.

P H A R M AC O LO G I C T H E R A P Y
Pharmacologic therapy should be used in conjunction with
non-pharmacologic therapy.

Pharmacologic options for stress incontinence
Localised oestrogen replacement therapy may be considered if
menopause or other relative oestrogen deficiency is identified
as the main cause of urinary incontinence in females with SUI.
Topical oestrogen such as vaginal oestrogen may be inserted as
a pessary every three months. Alternatively, an oestrogen cream
can be applied three times a week. The prescribed dose should
be initiated at the smallest recommended dose and slowly titrated
upward, based on patient response and tolerance.
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Pharmacologic options for urge incontinence
Anticholinergics are recommended as the first-line
pharmacotherapy in the treatment of urinary incontinence.
Tolerodine and oxybutynin are considered standard therapy,
but tolerodine can be first considered for use as a muscarinic
receptor antagonist, as it has a higher selectivity to bladder
receptors and a lower incidence of adverse effects like
headache, fatigue and symptoms involving the gastrointestinal
tract and central nervous system. Furthermore, tolerodine has not
been associated with significant changes in electrocardiogram,
blood pressure, or standard clinical chemistry or haematologic
variables. Oxybutynin can cause reduced saliva production
and worsening constipation that are severe enough to result in
up to one in ten children discontinuing its use.(7)

ABSTRACT Urinary incontinence is the involuntary

Mrs Lee returned to thank you for screening her for urinary
incontinence. She reported an improvement in her condition
after starting on antibiotics for her urinary tract infection
and reducing her coffee intake to a maximum of two servings
daily. She has also taken your advice to find out more about
minor home adjustments to facilitate her father-in-law’s
toileting. Her family has also decided to arrange an
appointment with you for a house call before confirming
the necessary renovations with their contractor.

Keywords: pelvic exercises, primary care, stress incontinence, urge
incontinence, urinary incontinence

Take H ome M essages
1. There are many investigatory and management options for the
varying types and severity of urinary incontinence that can be
managed at the primary care level.
2. Clinicians should actively screen for or initiate a discussion
on urinary incontinence, which can be underdiagnosed in
the community.
3. Common myths, such as urinary incontinence is part of the
normal process of ageing and only invasive or surgical treatment
exists for urinary incontinence, should be challenged.
4. Clinicians should seize every opportunity to screen patients
for urinary incontinence and render help to patients in the
community who have been diagnosed with this condition.

loss of urine. There are many types of incontinence
and different management options available, ranging
from lifestyle modifications, medication to surgical
intervention. Untreated urinary incontinence can result
in a myriad of problems, including skin irritations,
infections, social phobia, major depression and
premature institutionalisation of elderly family members.
Common barriers to optimal management include the
socially embarrassing nature of the condition, which
impedes open discussion, as well as the misperceptions
that management must be invasive and the condition
cannot be adequately managed within the community.
We discuss the common types of incontinence
encountered in the community and their management
in the primary care setting.
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True

False

1. Urinary incontinence refers to the involuntary loss of urine resulting from pathologic, anatomic or
physiologic factors.
2. Stress urinary incontinence is characterised by a strong desire to void.
3. Urge urinary incontinence is characterised by outlet incompetency.
4. Functional incontinence is characterised by an inability to get to the toilet and use it in time due to
acute or chronic physical or mental impairment.
5. Patients will initiate a conversation on urinary continence when it troubles them enough.
6. Patients at high risk for urinary incontinence include the elderly, especially menopausal women
with a history of pregnancy and childbirth, medical conditions such as chronic cardiac disease,
diabetes mellitus, hypercalcemia, chronic lung disease, constipation with faecal impaction,
neurological conditions (e.g. multiple sclerosis, stroke, spinal cord injuries, lumbar disc disease,
Parkinson’s disease), cognitive impairment and/or other disabilities affecting their mobility.
7. Urinary incontinence is not part of the natural ageing process.
8. Urinary incontinence is only a urological problem and seldom leads to other medical conditions.
9. Urinary incontinence, if left untreated, can lead to infected bed sores, major depression and premature
institutionalisation of elderly family members.
10. We can screen high-risk patients by asking an opening question to give them the nudge needed
to discuss more about their urinary conditions.
11. The common reversible causes of urinary incontinence can be summarised by the acronym
‘DIAP(P)ERS’.
12. In deciding management options, how an affected individual or caregiver copes with urinary
incontinence is more important than the severity of the condition's symptoms.
13. The two most common reversible causes of urinary incontinence are urinary tract infection and
constipation.
14. Behavioural therapy and dietary changes are seldom suggested or prescribed, as they are not
believed to be impactful in the management of urinary incontinence.
15. A simple dietary diary that records the patient's diet and fluid intake can be used to customise
dietary changes needed to improve mild to moderate urinary incontinence.
16. Caffeinated beverages, chocolate, alcohol, acidic fruits, tomatoes, sugar, spicy foods and carbonated
beverages are bladder irritants.
17. Cardiology and antihypertensive agents can worsen the symptoms of urinary incontinence.
18. Clinical examination can help to exclude the presence of an enlarged prostate, fistulas and faecal
impactation as contributory causes of a patient’s urinary incontinence.
19. Repeated urine samples with traces of blood can be observed every six months at the clinic till gross
haematuria is first noted.
20. Only a trained ultrasonographer with the necessary equipment can record post-void residual urine
volume, and this cannot be done at any clinic.
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