
Saini et al.                                                                       European Journal of Biomedical and Pharmaceutical Sciences 

www.ejbps.com 

 

377 

 

 

 

URINARY INCONTINENCE: PREVALENCE AND RISK FACTORS 
 
 

1
*Dr. Vandana Saini, 

2
Dr. Swati Kumari and 

3
Dr. Mamta Gupta 

 
1
Sn Specialist,

 2
DNB Resident, 

3
Consultant Gynaecologist, Ex HOD, 

Obst. & Gynae Deptt., Hindu Rao Hospital & Associated NDMC Medical College, Delhi. 

 

 

 

 

 
Article Received on 25/05/2020                               Article Revised on 16/06/2020                                    Article Accepted on 07/07/2020 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Urinary incontinence (UI) is a common problem with 

widespread human, social and economic implications 

causing discomfort, low self esteem, and loss of self-

confidence. It not only affects quality of life but also has 

significant cost implications.  

 

Urinary incontinence is defined by the International 

Continence Society as any involuntary leakage of 

urine.
[1]

 It can affect women’s physical, psychological, 

and social well-being and sometimes can impose 

significant lifestyle restrictions. 

 

The main types of urinary incontinence are stress and 

urgency UI. Many women have features of more than 

one type. Urogenital fistulas, and ectopic ureters, spinal 

cord disorders are uncommon causes for UI. Spinal cord 

disorders and other neurologic disorders ie. stroke, 

Parkinson disease, and normal pressure hydrocephalus 

can lead to UI. Overflow incontinence and poor urinary 

stream can be present in patients with diabetic autonomic 

neuropathy. 

 

Incontinence is both underreported and underdiagnosed. 

The prevalence of incontinence may be significantly 

underestimated since doctor rarely asks patient about the 

problem and the patient seldom initiate discussion about 

incontinence with the doctor. Fewer than half of the 

persons with urinary incontinence living in the 

community consult health care providers about their 

problem.
[2]

 

 

Estimates of the prevalence of urinary incontinence vary 

depending on the population studied, and the operational 

definition used. Various studies have reported various 

prevalence rate from 12% - 21.8% Singh U et al.
[3]

  

 

Urinary incontinence mainly affects women, of different 

age groups, but with a higher prevalence in elderly 

women and postmenopausal women. Approximately 

25% of young women, 44–57% of middle-aged and 

postmenopausal women, and 75% of older women 

experience some involuntary urine loss.
[4] 

 

Urinary incontinence can be slightly bothersome or 

totally debilitating. Women experience it twice as often 

as men. Pregnancy, childbirth, menopause account for 

this difference. The risk factors include: age, parity, 

obesity, and menopause.
[5]

  

 

The present study is aimed to determine the prevalence 

and epidemiological risk factors for urinary incontinence 

amongst women coming to gynecological outpatient 

department, risk factors and type of incontinence. 

 

AIMS AND OBJECTS 

To determine the prevalence and epidemiological risk 

factors for urinary incontinence in women coming to 
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outpatient department with complaints of UI or other 

gynaecological complaints.  

 

METHODOLOGY 

This is a prospective observational study conducted on 

500 consecutive women over 20 years of age attending 

gynecology OPD in Department of Obstetrics and 

Gynecology NDMC Medical College and associated 

Hindu Rao Hospital from Dec 2016 - May 2018 fulfilling 

eligibility criteria after taking informed consent. 

 

Inclusion Criteria-Married women of age 20 years and 

above, women who gave informed consent for the study 

 

Exclusion Criteria-Pregnant women, women below 20 

years of age, unmarried women, women who did not 

gave consent for the study, women with vesico-vaginal 

fistula, neurogenic bladder, functional bladder.  

 

Five hundred women were enrolled after exclusion and 

inclusion criteria. Study was approved by ethical 

committee of institute. Their demographic profile (age, 

parity, socioeconomic status and BMI), gynaecological 

complaints, obstetric and menstrual history were 

recorded. Urinary incontinence complaints if any, 

symptoms related to urinary tract infection, stress and 

urge incontinence were inquired from all the women. 

History of UTI, chronic illnesses including diabetes 

mellitus, hypertension, and neurological disorders was 

asked. Surgical history included caesarean deliveries, 

hysterectomy and incontinence surgery was recorded on 

a predesigned proforma. Stress incontinence was 

confirmed by local examination. Women with stress/urge 

incontinence were evaluated for residual urine by USG. 

 

Stress incontinence was defined as involuntary leakage 

of urine due to raised intra-abdominal pressure like 

coughing, sneezing, laughing, exercise or lifting heavy 

object
[6]

 Urge incontinence was defined as involuntary 

loss of urine occurring for no apparent reason while 

suddenly feeling the need or urge to urinate and was 

associated with urgency, frequency and nocturia.
[6]

 

 

RESULTS 

Table showing study data. 

S. 

No. 
Parameter 

Women without 

incontinence 

n=440 (100%) 

Women with stress 

incontinence 

n=43 (100%) 

Women with urge 

incontinence 

n=17 (100%) 

P 

value 

1. 

Age years          20-40 

                          41-60 

                           >60 

Mean age years 

331 (75.23%) 

94 (21.36%) 

15 (3.41%) 

35.04 ± 8.33 

19 (44.19%) 

21 (48.84%) 

3 (6.98%) 

45.98 ± 9.30 

6 (35.29%) 

8 (47.05%) 

3 (17.64%) 

48.77 ± 10.08 

 

< 0.01 

 

<0.01 

2. 

Socioeconomic  

status (BG Prasad) II 

                               III 

                               IV 

                               V 

 

76 (17.27%) 

290 (65.90%) 

38 (8.63%) 

36 (8.18%) 

 

12 (27.90%) 

14 (32.56%) 

15 (34.88%) 

2 (4.65%) 

 

2 (11.76%) 

9 (52.94%) 

6 (35.29%) 

0 (0%) 

 

<0.01 

3. 
BMI <25kg/m

3 

>25kg/m
3
 

350 (79.54%) 

90 (20.45%) 

23 (53.49%) 

20 (46.51%) 

14 (82.35%) 

3 (17.64%) 
<0.01 

4. 

Parity-                   Nullipara 

                              Para 1 

                              Multipara 

21 (4.77%) 

37 (8.40%) 

382 (86.81%) 

3 (6.98%) 

0 (0%) 

40 (93.02%) 

0 (0%) 

0 (0%) 

17 (100%) 

 

0.149 

 

5. Menopause attained 47 (10.68%) 8 (18.60%) 5 (29.41%) < 0.01 

6. 

Delivery mode- Normal 

                          Instrumental 

                          LSCS 

415 (94.32%) 

11 (2.50%) 

14 (3.18%) 

43 (93.02%) 

0 (0%) 

0 (0%) 

17 (100%) 

0 (0%) 

0 (0%) 

 

0.46 

0.187 

7. UTI symptoms 94 (21.36%) 21 (48.84%) 8 (47.05%) < 0.01 

8. History of DM 3 (0.68%) 0 (0%) 8 (47.05%) < 0.01 

9. History of HT 3 (0.68%) 2 (4.65%) 3 (17.64%) < 0.01 

10. Pelvic prolapse present 19 (4.31%) 12 (27.90%) 5 (29.41%) < 0.01 

11. 
Postvoid residual urine 

(mean ml
3
) 

34.86 ± 5.64  
 

37.56 ± 6.76  
 

45.59 ± 12.73  
 

 

 

DISCUSSION 

The overall prevalence of UI was 12% in our study. The 

prevalence of stress incontinence was 8.6% while that of 

urge incontinence was 3.4% among the overall study 

women (n=500). Among incontinent women 71.6% 

(n=43) had stress UI and 28.3% (n=17) had urge UI. In 

women who did not complaint of UI and came for other 

gynaecological complaints the incidence of UI was found 

to be 2.7% when inquired regarding UI symptoms in 

detail. These women did not come forward to reveal their 

problem regarding UI.  

 

Bodhare.N et al observed a prevalence of UI as 10%, 

57% women had stress UI, 23% had urge UI and 20% 

had mixed type UI.
[7]

 Our study findings were consistent 

with reports of Kumari et al (12%) Sumardi et al. (13%) 
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and Abiola et al (12.6%).
[8,9,10]

 Compared to our study 

Singh U et al in a study of 3000 women, observed a 

higher frequency of incontinence as 21.87%
[3]

; highest 

numbers were found to have stress incontinence (73.8%) 

followed by mixed (16.8%) and urge incontinence 

(9.5%). A higher prevalence of UI have been reported in 

some studies from 22% to 37%.
[11,12,13,14,15]

 This variance 

in the prevalence may be due to different study 

population, settings and sample size used.  

 

In our study, the prevalence of incontinence was 

observed to be significantly higher (p < 0.01) in women 

above 60 years of age (28.6%) as compared to below 40 

years of age (7%). The mean age of women with stress 

and urge UI was 45.98 years & 48.77 years respectively 

which was also statistically significant (p < 0.01). Hence, 

the prevalence of urinary incontinence has been observed 

to increase with age. This might be due to loss of muscle 

tone with age and change in hormonal status. 

 

Singh U et al in their study observed that in women 

above 30 years of age, the prevalence ranged from 27.8% 

to 42.8% with maximum prevalence in the age group of 

61–70 years of age.
[3]

 All types of urinary incontinence 

were found to be significantly higher among women 

above 40 years of age (P < 0.001).
[3]

 Similar study was 

done by Geeta G et al and they found 51.81% were 

having stress UI in age group of 40 to 60 years and 

83.33% women had stress UI at more than 60 year 

age.
[16]

 

 

A significant association was observed in our study 

between socio-economic status (SES) and urinary 

incontinence. The prevalence being more in lower socio-

economic classes (III/ IV) than classes I and II. Bodhare 

N et a found no significant association between socio-

economic index of respondents and the outcome of UI.
[7]

 

 

Singh A et al found UI amongst menopausal women as 

20.74%.
[17]

 This was similar to the present study. 

 

High BMI was found to be significantly associated with 

urinary incontinence in our study (p value 0.01). 

Prevalence of UI being significantly higher in case with 

BMI> 25 kg/ m2 (20.3%) as compared to women with 

BMI below 25 kg/m2 (9.5%). Obesity is one of the major 

factor for incontinence.
[13]

 In a study done by Singh U et 

al the prevalence was reported as 20.77% and 26.25% 

with BMI < 25 and >25 kg/m2 respectively.
[3]

 The odds 

of incident urinary incontinence during 5 to 10 years 

increased by approximately 30% to 60% for each 5-unit 

increase in body mass index.
[18]

 However, Bodhare N et 

al. found no significant association between BMI and 

UI.
[7]

 Studies have shown greater chance of remission for 

stress incontinence than urgency incontinence on losing 

weight.
[19]

 With increasing body weight, there is rise in 

intra-abdominal pressure and urethral mobility. This 

causes detrusor instability and stress incontinence.
[20]

  

We observed a higher prevalence of incontinence in 

multi-parous (12.9%) women though, the difference was 

statistically non-significant. None of the nulliparous and 

primiparous women complaint of incontinence. Singh U 

et al observed that incontinence was found to be 

positively associated with increasing parity.
[3]

 

Differentially stress incontinence showed an increasing 

trend with increasing parity. However, in women with 

urge incontinence, the prevalence was high only in grand 

multiparous women, while it was similar in nulliparous 

and women of low parity (p-0.244 and 1.35).
[3]

 Similar 

study was done by Bodhare N et al, 64 % of incontinent 

women had more than 2 children.
[7]

 Kilic M et al in their 

study revealed a significant correlation between parity 

and incontinence.
[21]

  

 

We did not observe any association of UI in women who 

had undergone caesarean section (p value 0.187). A 

prevalence of 7.1% and 13% was seen in women with 

and without caesarean section respectively. Also, no 

association was observed between history of 

instrumental deliveries and urinary incontinence (p-

0.46). There were only 11 instrumental deliveries in our 

study and none of them had UI. 

 

Bodhare N et al had found higher proportion of UI 

among women who had undergone caesarean section.
[7]

 

This may be explained by fact that in their study there 

were more emergency caesarean section and it may not 

be protective for UI. Boyles et al has done population-

based study of over 15,000 primiparous women surveyed 

within one year postpartum and found no significant 

difference in the incidence of UI in those who had 

elective cesarean deliveries (6.1%), women who had 

cesarean deliveries after laboring (5.7%), and women 

who had cesarean deliveries after laboring and pushing 

(6.4%).
[22]

 Parazzini studied that number of vaginal birth 

was associated with risk of stress and mixed UI, but not 

urge incontinence and overactive bladder.
[23]

  

 

Forceps delivery, perineal laceration, birth weight and 

episiotomy were associated with pelvic floor 

dysfunction.
[24]

 Forceps delivery appears to be associated 

with injury to the levator ani muscles and has been 

associated with pudendal neuropathy.
[25]

 Thus, operative 

vaginal delivery with forceps appears to increase the risk 

of developing pelvic organ prolapse, thereby increasing 

chance of incontinence.
[26]

 Johanson et al has reported 

that operative vaginal delivery does not appear to have 

significant impact on risk of UI
[27]

 similar to our study. 

A significant higher prevalence of UI was observed in 

women with urinary tract infection (UTI) symptoms or 

history of UTI (23.6%) as compared to those without 

(7%). Studies have shown significant association 

between urinary incontinence and recurrent urinary tract 

infections.
[15]

 UTI can present with symptoms of 

overactive bladder that exacerbate urinary incontinence 

symptoms. Not all women with a UTI will experience 

pain or hematuria.
[28]

 Moore E et al studied that basal 

rate of urine loss was higher in women who were 

experiencing UTI as compared to those who did not have 

UTI. Women with UTI may have more incontinence not 
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only during the episode but also immediately following 

the UTI.
[29]

  

  

We observed a significant association between 

associated comorbidities and urinary incontinence. The 

prevalence was 62.5% in women with associated 

diabetes mellitus (DM) or hypertension (HT) as 

compared to 10.3% in women without any co-morbidity. 

Similar observations have been made by Singh U et al.
[3]

 

Kilic et al observed that 21.9% of females with 

incontinence had diabetes.
[15]

 

 

DM has a remarkable role on UI, because of glycosuria, 

overactivity of the detrusor muscle, recurrent urinary 

infections, and diabetic cystopathy.
[30]

 Brown JS et al 

stated that hyperglycemia might cause incontinence if it 

increases urine volume and damages the nerve 

conduction of the bladder.
[31] 

 

In the present study, prevalence of UI was 47.2% and 

9.3% in women with pelvic organ prolapse and without 

prolapse respectively. Genital prolapse and UI might be 

seen concomitantly in the same patient.
[32]

 Kilic M et al. 

in their study found that pelvic organ prolapse was 

observed in 15.3% in women with incontinence.
[15]

 

Damage to the nerves and muscles in the pelvic floor 

probably is the main causative factor leading to 

development of the pelvic organ prolapse.  

 

In our study, mean post void residual volume was found 

to be lower in women without incontinence (34.86 ml
3
) 

and in women with stress UI (37.56 ml
3
) as compared to 

women with urge UI (45.59ml
3
). Huang et al found that 

elevated PVR was not associated with increased risk of 

stress UI, nocturnal frequency or UTI.
[33]

 

 

CONCLUSION 

The overall incidence of UI was 12% in our population. 

Out of these 8.6% had stress incontinence and 3.4% 

women had urge incontinence. The risk factors for UI 

were age, socio-economic status, menopause, pelvic 

prolapse, co-morbidities ie. diabetes mellitus and 

hypertension. Parity and mode of delivery were not 

found to be associated with UI.   
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