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Abbreviations: UI, urinary incontinence; WHO, world health 
organization; PMR, post-micturition residue

Introduction
Irrespective of the volume, any kind of involuntary urination is 

defined as urinary incontinence.1 Urinary incontinence is emerging 
as an important problem increasing in frequency with aging. Even 
if it seems to be a more common problem in the elderly, it is not a 
natural consequence of aging and it shows a pathological condition 
at all ages.2 Since it is a social problem that is not usually mentioned 
by the elderly patient, it is not well recognized and addressed by the 
clinicians.3 However, while the incidence rate in the population over 
60 years is 15-30%, this rate reaches 60-70% in the elderly in nursing 
homes.4 Detection and proper treatment or guidance of this problem, 
which is so frequent and can be cured or reduced in frequency with 
supportive or specific treatments, by primary care physicians is the 
most important step in the solution of this problem.

Although urinary incontinence (UI) is seen 1.5-2 times more in 
women up to 80 years and after that age it is observed in both sexes in 
similar rate5 Urinary incontinence is an important problem that leads 
to hygiene loss, pressure sores, sleep disturbance, sexual dysfunction, 
depression, social isolation, increased risk of fracture, impaired 
quality of life, and increase in the risk of being placed in a nursing 
home.6,7 Many patients limit their social activity and this causes them 
to go away from their environment.8 In addition, economic cost is 
higher in the United States than the money spent on dialysis and 
coronary bypass surgery and is gradually increasing. The total cost of 
incontinence, especially in nursing homes, reaches significant figures.9 
Why this problem, which has such negative effects on the elderly 
health and quality of life, and which is a serious cost to the countries, 
is not being treated adequately or cannot be detected? This is partly 
because elderly people see this problem as a natural consequence 
of aging, and partly because they do not raise this problem due to 
feeling of ashamed and concerns such as need for surgical treatment 
or they will not be treated etc. Many doctors are reluctant to scrutinize 
this issue, do not adequately question it, or do not have sufficient 

information of the treatment. However, it should be known that aging 
alone does not lead to incontinence and can be successfully cured.10 

For these reasons, this matter should be made known, questioned and 
treatment be provided. The purpose of this article is to help realize 
these patients in primary care and give proper treatment or guidance.

As a result of a number of physiological changes that occur in the 
urinary system with aging, incontinence development gets easy. These 
physiological changes:

a.	 Prostate hypertrophy in men

b.	 Tendency of decrease in urethral pressure with age

c.	 Atrophic changes caused by menopause in women, decrease in 
connective tissue surrounding the urethra

d.	 Decrease in detrusor contractility

e.	 Detrusor over activity

Increase in post-micturition residue and deterioration of diurnal 
rhythm of antidiuretic hormone4 Apart from these, there are many 
factors other than genitourinary system which makes the development 
of urinary incontinence easier. Among these, the drugs used for the 
chronic diseases are the most important. In addition, diabetes mellitus, 
heart failure, cerebrovascular diseases, some neurological and 
metabolic disorders cause incontinence or facilitate this.11‒13

Clinical evaluation
Although UI is a frequent problem in geriatric patients, it is much 

less common for the patients to apply to a doctor with this complaint. 
Patients often do not express these complaints unless they affect 
their lives much. In Norton and ark studies 25-30% of women with 
UI complaint waited more than 5 years to ask for medical support. 
Although almost half of them had complaints seriously limiting their 
lives they did not apply to doctor because they were embarrassed. 
For this reason, clinicians should question patients in terms of UI 
especially in primary care even if they are admitted with another 
complaint.
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Abstract

Urinary incontinence is a serious health problem increasing in frequency with age. 
It is not a natural consequence of aging it is a pathological condition and can be 
substantially improved even if it cannot be cured. The biggest problem in this regard 
is that patients do not adequately express these complaints and do not receive medical 
treatment. For this reason, primary care physicians have important duties in this 
regard. Clinicians should question the patients especially in terms of UI in primary 
care even if they apply with another complaint. Basic evaluation for etiology should 
be done after the diagnosis of IU, lifestyle changes and behavior therapies should be 
applied at this stage, other than urgent and specific treatment requirements. After a 
minimum of 3 months of treatment, medical treatments may be given where deemed 
necessary, or the patients may be referred to secondary care units.
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World Health Organization has identified UI as one of the four 
major problems of the elderly. WHO has developed a screening test 
regarding this, with the test which can also be done by a nonphysician 
personnel in 10-minute, 4 major problems including depression, 
dementia, fall, and UI can be screened.14 Two questions questioning 
urinary incontinence in this questionnaire:

A.	 Have you ever had urinary incontinence or got wet in the past 
year?

B.	 Did you have urine leakage in the last week?

Positive evaluation: The answer to both 
questions is yes

The answer yes to both questions is accepted as positive and 
reveals the need for detailed evaluation of the patient’s UI. After 
the detection of this problem, how much the patient is disturbed by 
this symptom and treatment request are revealed. The first goal of 
evaluating patients with urinary incontinence is to identify whether 
the condition is temporary or permanent and to plan treatment. 
The secondary purpose is to determine the need for more specific 
evaluation of the patient and if necessary referral for specialist care.15

When incontinence is detected it is important to determine 
whether it is due to transient causes. Transient causes of UI directly 
cause incontinence or they are causes that may aggravate existing 
incontinence and may be remembered with DIAPPERS initials. 
These are transient causes reminiscent with the initials of Delirium, 
infection, atrophic vaginitis, pharmaceutical, psychological, excess 
fluids, restricted mobility, stool impaction initials.5 If incontinence 
persists after these transient causes have been ruled out and conditions 
have been improved, permanent causes should come to mind. The 
types of incontinence caused by these persistent causes include 
functional continence, stress incontinence, urge incontinence, mixed 
and overflow incontinence. While mixed incontinence is observed in 
more than half of women, urge incontinence type is more common 
in men.

With a detailed anamnesis, frequency of incontinence, severity 
and its impact on quality of life should be questioned. Gynecological 
history, past surgeries, pelvic trauma, radiotherapy treatment, some 
neurological diseases, used medications should be questioned. The 
patients with incontinence should be questioned on the relation of 
incontinence to coughing, sneezing, weight lifting, bending and lifting 
and exercise. Whether s/he can reach the toilet in time or not when 
feeling of urge to urinate occurs is important in terms of showing both 
the mobility and the severity of the complaint.

Bladder diary is used for initial evaluation in patients with 
incontinence. While 3-day evaluation is more effective, the amount of 
intake output fluid in 24 hours and the time schedule are often sufficient 
at the beginning. It is known that nocturia detected in bladder diary 
contributes to the reduction of incontinence by controlling only the 
fluid intake habits.16

In physical examination fecal impaction gives important 
information about the causes of atrophic vaginitis, enlarged prostate. 
The presence of cystocele detection of stress incontinence, and 
pathologies such as urethral caruncle etc. may require referral to a 
relevant specialist.

Post-micturition residue (PMR) is a value that can also be easily 
checked in primary care and can tell us about the cause and severity 

of the incontinence. PMR is recommended to be measured in the 
patients with severe contraception, in complex neurological disorders, 
organ prolapse, and in the patients using anticholinergics. It can be 
easily measured with US, the amount increases with aging and further 
evaluation may be required if it is more than 100-150m.

Treatment
If incontinence in patients is not a sign of an important and 

urgent problem, initiation of treatment in primary care both increases 
efficiency and reduces cost. UI therapy is planned according to the 
severity of the disease, it is recommended that the least invasive 
and least risky method should be the first option for the patient with 
incontinence.17 After comorbidities, drugs and other facilitating 
factors are considered, evaluation of lifestyle changes, behavioral 
treatment, and of the chronic disease drugs taken by the patient both 
reduces the patient’s complaints and contributes to faster and more 
effective treatment when referred to the secondary care.

It is quite effective to give lifestyle changes in primary care. In 
obese patients, weight control alone can eliminate stress incontinence.18 
Constipation, limiting consumption of caffeinated beverages, sodas 
and alcohol can reduce incontinence.19 Regulation of the amount and 
timing of fluid intake, limiting activities that affect the pelvic floor, 
preventing constipation contribute to incontinence treatment as basic 
lifestyle changes.

When we look at behavioral treatments, bladder training and pelvic 
floor muscles exercises are frequently used in combination with urge, 
stress and mixed incontinence. The main purpose of bladder training 
is to reduce the number of urination and to control urination. Knowing 
the starting status with bladder diary contributes to this. When patients 
feel urgency to urinate, they want to go to the toilet immediately, run 
and bladder also accompanies that. Incontinence is inevitable at that 
moment. However, need for urgent urination comes like a wave, 
suddenly arrives, gets stronger, reaches maximum, and gradually 
disappears. Thus, when feeling of urge comes, preserving the position 
and contracting pelvic floor allows the urinary incontinence to cease 
after 10-15 seconds of hard period and allows the patient to urinate 
in the toilet without incontinence. Considering that these patients 
are elder, complications such as fall, fractures, etc. caused by the 
need to move fast will not occur. It takes time for the patient to learn 
to gradually delay the complaint of urge, yet it is a permanent and 
complicated treatment option20Another behavioral treatment method 
is to help patients who cannot have bladder training due to cognitive 
impairment go to the toilet before uncontrollable feeling of urge starts.

Here again bladder diaries provide us with the necessary 
information. The functional bladder capacity, which we can set as 
the maximum urine volume per day, tells us how often the patient 
should urinate. The objective here is to adapt the patient to his or her 
functional bladder capacity and to ensure that s/he urinates as often as 
needed before the feeling of urge to pee. Pelvic floor training is also 
an easy method that can be preferred in primary care and that gives 
positive results for the patients when applied regularly. The aim here 
is to make patient learn how to increase intraurethral resistance using 
periurethral muscles. Details of these exercises can be provided by 
telling the patient and, if necessary, by giving initial training in the 
presence of a physiotherapist. These exercises aim to activate the slow 
fibers of the pelvic floor muscles and to increase their resistance.21

Medical treatment should be started after lifestyle changes and 
behavior therapies of up to 3 months are applied and when there is no 
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benefit. At least this 3-month first-line treatment can be started easily 
and without worrying in primary care. In cases where these treatments 
are inadequate, starting medical treatments on the patients requires 
assessment at the level of expertise. However, -medical treatment can 
be given carefully by primary care physicians who are adequately 
interested and experienced in this regard. Among these treatments 
duloxetine selective serotonin used for stress incontinence has become 
reuptake inhibitor and has been approved.22 Antimuscarinic agents 
are used very effectively in urge incontinence. These drugs increase 
bladder capacity, and block the release of basal acetyl cholines 
during bladder filling. Many agents such as Oxybutynin, darifenacin, 
propiverine, fesoterodine, etc. are used.13 They should be used in 
elderly patients considering chronic diseases and the conditions where 
the drug is contraindicated. It is necessary to wait 4-6 weeks for their 
effects. They may lead to problems such as dry mouth, constipation, 
blurred vision, tachycardia, dizziness. They can make it difficult for 
the patients to urinate and may increase residual urine. For this reason, 
attention should be paid to these issues in follow-ups.

Conclusion
As a result, UI is one of the most important problems seen in the 

elderly. Especially in primary care even if the patients themselves do 
not apply with this complaint, questioning this patients in this respect 
must be the beginning in the detection of the problem. If the evaluation 
made afterwards according to the cause of the incontinence does not 
reveal a specific situation, lifestyle changes and behavior therapies 
should be applied in the first place. In this case, the patients who do 
not get effective results can preferably be referred to secondary care or 
the option of medical treatment that can be applied by an experienced 
and well-informed primary care physician in this area can be used.
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