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ORIGINAL ARTICLE
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Abstract: Background: Urinary incontinence is a problem that creates both physical and psychological
nuisance to a woman. This problem needs to be studied in detail in Indian population because of lack of precise
data. The present study looked at the types of complications of these practices which present to a large
metropolitan women's hospital in order to determine how we can appropriately treat and support affected
women. The objective is to find out the prevalence of urinary incontinence in multigravida females. Methods:
A cross-sectional study was undertaken interviewing 100 multigravidas who attended Gynaecology and
obstetrics department of Hakeem Abdul Hameed Centenary Hospital, New Delhi. All the multigravida were
screened and those who fulfilled the inclusion criteria were taken as subject in the study. Result: The Mean
stress score of all the patients was 12.13+6.5 with a minimum stress score of 1 and maximum of 26. Similarly,
the mean urge score of all the patients was 8.33+£6.23. The minimum urge score was 0 whereas maximum urge
score was 26. Discussion: Results showed that the prevalence of stress incontinence was highest (49%) in the
selected sample (N=100). The stress incontinence was highest in age group of 41-45 years whereas the
incidence of urge incontinence was highest in 31 to 35 years as well as 36-40 years. Conclusion: The findings
will help increase the awareness of health care workers involved in the care of multigravida women about
urinary incontinence and aid the design of more intensive education programmes. Knowing about prevalence
and risk factors of urinary incontinence is very important, so that necessary steps in its prevention, it’s
awareness and treatment can be taken.
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Introduction loss of urine during increased intra-abdominal
pressure not caused by a contraction of the
detrusor muscle, this is defined as urodynamic
stress incontinence. The involuntary leakage
of urine, accompanied by or immediately
preceded by a strong desire to pass urine
(void), is described as urge incontinence.
Urgency, with or without urge urinary
incontinence and usually with frequency and
nocturia, is also defined as overactive bladder
syndrome (OAB) [3].

Urinary stress incontinence is the complaint of
involuntary leakage of urine on effort or exertion,
such as sneezing or coughing [1]. Urinary
incontinence (UI) is a common problem in
women and has been associated with significant
physical morbidity, loss of independence,
decreased quality of life and decreased
participation in social and domestic activities. It
is a distressing condition that affects at least 14%
of women aged 30 years or older, and is defined
by the International Continence Society (ICS) as
the complaint of any involuntary leakage of urine

[2].

Mixed urinary incontinence is when women
have symptoms of both types of incontinence.
Usually, one of these is predominant; that is,
either the symptoms of urge incontinence, or
those of stress incontinence, are most
bothersome. A substantial proportion of
patients with urinary incontinence are
postmenopausal.  Evidently, a  hypo-
oestrogenic state in a woman is associated

It can result from a variety of different conditions
and it is useful to classify them accordingly. The
most common types of urinary incontinence in
women are stress and urge incontinence. When
urodynamic studies demonstrate the involuntary
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with thinning of the urethral mucosa, reduction in
urethral closure pressure from loss of sphincter
tone, and alteration of the urethro-vesical angle
[4-5]. Estimates of the prevalence of urinary
incontinence in women vary between 10% and
40% of the female population [6]. Brummen et al.
(2007) showed that the antenatal development of
stress incontinence lead to an 18-times higher risk
of developing stress incontinence during the year
following child birth, and that this was most
prevalent in the group that delivered vaginally

[7].

However prevalence of different types of urinary
incontinence is not very well known. Based on
these lines of evidences it is essential to study the
prevalence of female Ul in different populations
for quantification of the problem within that
given population, as well as projections of
healthcare needs. Therefore the present study was
designed to determine the prevalence of urinary
incontinence in multigravida females.

Material and Methods

This single-centre cross-sectional study was
conducted and a total 100 out of 520 multigravida
females of age between 25-55 years, presenting in
the OPD of OPD of Hakeem Abdul Hameed
Centenary Hospital, New Delhi were recruited for
the study. The subject were screened for urinary
incontinence by a doctor based on history and
then included in the study using convenience
sampling method. The purpose of the study was
explained, and informed consent was obtained
from all respondents. The entry question was
whether or not the participant experienced
involuntary loss of urine. Subsequently, a pre-
designed questionnaire was administered by the
researcher to know the clinical and demographic
profile:

(1) Socio-demographic profile

(i1) Incontinence, its types and severity,
(iii) Obstetric history

(iv) Type of labour/ complication [8].

Questionnaire consisted of 15 questions. The
answer to each questions were assigned a certain
no. of points, and depending on which answer
was given, included in the stress-score (s-s) or the
urge-score (u-s). The total s-s and u-s points were
added up separately, and the diagnosis was made
based on the zones into which each of the scores
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fell. Zones a, b, and c were designated as
stress incontinence zones, zones g, i, and j as
urge incontinence zones, zones e, f, and h as
mixed incontinence zones, and zone d as an
unclassified incontinence zone (Figure-1).
Questionnaire was filled by the therapist.
Filled questionnaire were assessed and the
result deducted from it. The subjects were
made to sign the consent form based on the
ethical clearance of the hospital and Hamdard
University.

The urinary symptoms for which they were
questioned were frequency of micturition,
amount voided, urgency, urine leakage and
voiding difficulties. Information obtained was
recorded and the symptoms were placed in the
order of their prevalence. The subjects with
altered mental state, any history of trauma to
spine and lower quarter or urinary fistula and
higher degree of pelvic organ prolapse were
excluded. Data analysis was done using SPSS
software, version 20.

Fig-1: Diagnostic criteria of the score urinary
incontinence questionnaire based on classification
suggested by Ishik et al. [8]. The vertical and
horizontal lines show the stress score (s-s,0-26)
and urge score (u-s, 0-26), respectively. Zone a
refers to the zone bounded by s-s of 19-26 and u-s
of 0-6. Stress. Stress incontinence is defined as
zones a,b and c. Urge incontinence is defined as
zone g, i, and j and mixed incontinence as zones
e,f, and h.
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Results

The mean age and weight of 100 females
having incontinence out of 520 multigravida
was 43.9 £ 6.2 years and 65.92 £ 6.46 kg
respectively. The results revealed the average
stress and urge score of all the patients was
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12.1346.5 and 8.33+6.23 respectively. Among the
obstetrical factors, parity, age at first delivery,
mode of delivery and prolonged labour were
significant for outcome of Ul as mentioned in
Table 1. Prevalence of urinary incontinence was
found significantly high in multiparous women
having 3 or more children (P= 0.038) and age at
delivery between 30-40 years (P= 0.021). The
mode of delivery like caesarean section (P=
0.045) yielded significantly more cases of urinary
incontinence along with prolong labour (P=
0.044).

The results based on the previously mentioned
classification are shown in Fig. 2 along with the
type and prevalence of each urinary incontinence.
The distribution showed 49 out of 100 (49%)
patients as stress incontinence, 22 out of 100
(22%) patients as Urge incontinence whereas 29
out of 100 (28%) were diagnosed as mixed
incontinence. Total number of patient in a, b and
¢ zone was found to be 49. Of these in 17 patients
were in a zone, 18 patients were in b zone and 14
were in ¢ zone. Similarly total number of patients
in g, i and j zone were 22. Of these 2 patients
were in g zone, 12 were in i zone and 8 patients
were in j zone. Results showed that of the
selected patients 28 patients were placed in the e,
f and h. 13 patients were categorised in e zone, 9
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patients in f zone and 6 were in h zone on the
described scale.

Table-1: Obstetrical factors playing a role in
urinary incontinence

Urinary
incontinence P value
(Percent
prevalence)
Parity
<2 children 74
0.038*
>3 children 26
Age at first delivery
20-30 years 13
0.021*
30-40 years 87
Mode of Delivery
Vaginal 36
0.045*
Caesarean 64
Prolonged labor
Yes 18
0.044*
No 82

*P<0.05 significant for student independent t test

Fig-2: Prevalence of stress, urge and mixed incontinence based on scoring
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The age wise distribution of the different patients
are described in Figure 3. Gives comparative plot
of age wise distribution of all patients. It was
evident from the result that the highest number of
patients diagnosed with stress incontinence were
from age group of 41-45 years (n=15). Minimum
number of patients diagnosed with stress
incontinence were from age group of 25-30 years
(n=2). Maximum patients with urge incontinence

were in the age groups of both 31-35 years
and 36-40 years (n=6). Where no patient in
the age group of 25-30 years was detected
with urge incontinence. Mixed incontinence
was most prevalent in the age group of 41-45
years and 46-50 years (n=8) whereas none in
the age group of 25-30 years were diagnosed
with mixed incontinence.
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Fig-3: Age wise distribution of patient diagnosed with
stress, urge and mixed incontinence (SI: Stress
Incontinence; UI: Urge Incontinence; MI: Mixed
Incontinence)

16
14 gsiouiaMmi
12
10
g 8
g
s 6 6 6
5 =
=
E i 4
z
2
.. I
0 0 1
0 | |
25-30 31-35 36-40 41-45 46-50 51-55
Age of Patient (years) ————m8 ——

Discussion

The aim of the study was to determine the urinary
incontinence in multigravida patients. Population
based studies estimate that a large proportion of
women report urinary incontinence (UI). There is
a wide range of estimates of the prevalence of Ul
in the literature, from as low as 2.5% to as high as
60% [9-12]. The reasons for the divergence in
estimates include variations in definitions of
urinary incontinence, sampling methodologies,
response rates and question formats [13-14]. Most
of the data regarding risk factors for the
development of incontinence have been derived
from studies of volunteer or clinical subjects.
This  provides information of  limited
generalizability and restricts the level of inference
regarding causality [15].

Alterations in the flow characteristics of the
urinary stream are usually caused by obstruction.
This leads to a diminution in both calibre and
flow. In females, urethral diverticula and
cystoceles may lead to diminution in flow. In
both males and females, the flow pattern of the
urinary stream may be influenced by bladder
neoplasms, urethral diverticula, or neuropathic
changes of the bladder. All forms of incontinence
may be secondary to neuropathic disturbances of
the bladder. Stress incontinence classically occurs
in the multigravida or in the elderly female who
has pelvic relaxation with a cystocele or
urethrocele, or both [16]. Epidemiological studies
are usually done on general populations and not
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necessarily on those seeking treatment.
Consequently, the results are not always
useful with regard to allocating resources in
developing new treatments for incontinence.
That is, although the prevalence of low-grade
stress incontinence may be high amongst
postmenopausal women, often this condition
is not bothersome.

Urge incontinence may have a somewhat
lower prevalence, but is often extremely
bothersome. It is this second condition that
will more likely require treatment and
allocation of healthcare resources. Large
studies are also limited by the ability of
questionnaires and surveys to accurately
predict the etiology of incontinence.
Ouslander et al (1987) showed that symptoms
are less predictive of the actual type of
incontinence as patients get older. Therefore,
the older the patient the less predictive
symptoms are of the actual cause of
incontinence [17]. Data on the prevalence and
causes of urinary incontinence in Indian
multigravida women is scarce and therefore
present study was undertaken to find out
preliminary data on the prevalence of urinary
incontinence in multigravida women.

Results showed that the prevalence of stress
incontinence was highest (49%) in the
selected sample (N=100). This result has been
in accordance with previous reports. Diokno
et al (2003) have also reported that combining
the symptoms of stress and mixed
incontinence, majority of women have stress
incontinence. However the survey of Diokno
et al (2003) consisted of a multi-stage
probability sample of 13,912 households, to
estimate these prevalence [18]. Incidence of
urge and mixed incontinence were 22% and
28% respectively.

The results showed that the stress
incontinence was highest in age group of 41-
45 years whereas the incidence of urge
incontinence was highest in 31 to 35 years as
well as 36-40 years. This is contrary to the
results of Thom [19] where for older women,
the estimated prevalence of urinary
incontinence ranged from 17 to 55% (median
= 35%, pooled mean = 34%). Also in the
study conducted by Thom, the stress
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incontinence was predominated in younger
women, whereas urge and mixed incontinence
predominated in older women. It has been clearly
demonstrated that exposure to obstetrical risk
factors associated with pregnancy and delivery is
the principal pathophysiological factor behind the
wide diffusion of stress incontinence among
women of childbearing age. Though Thom [19]
has concluded that an accurate estimate of the
prevalence of urinary incontinence depends on
specifying the definition of incontinence and the
age and gender groups of interest. However,
Stress incontinence prevalence at 41-45 years
being highest can also be correlated with the
mean age of the selected population being in the
range of 41-45 years as well.

Relevance to the clinical practice: This study
reveals that the prevalence of stress incontinence
in multigravida women is very high (49%). The
findings will help increase the awareness of
health care workers involved in the care of
multigravida women about urinary incontinence
and aid the design of more intensive education
programmes directed towards the prevention of
urinary incontinence esp. stress incontinence in
multigravida women. In the context of primary
health care, assessing and managing urinary
incontinence should be included in care plans for
female patient with urinary incontinence.

Limitations of the study: The present study was
localised in one hospital and lacked geographical
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variation. Further the survey did not take into
consideration the etiology and hence the
actual cause cannot be identified from this
survey. Small sample size considered in the
study is another major limitation of the study.
This survey used a questionnaire based on
symptomatic analysis to determine the
prevalence. Ouslander et al showed that
symptoms are less predictive of the actual
type of incontinence as patients get older.
Therefore, the older the patient the less
predictive symptoms are of the actual cause of
incontinence [17].

Conclusion

The findings showed that the prevalence of
stress incontinence was highest (49%) in the
selected sample (N=100). The stress
incontinence was highest in age group of 41-
45 years whereas the incidence of urge
incontinence was highest in 31 to 35 years as
well as 36-40 years.

The findings will help increase the awareness
of health care workers involved in the care of
multigravida women about urinary
incontinence and aid the design of more
intensive  education  programmes.  For
generation of more conclusive evidence on
prevalence of urinary incontinence in India,
studies based on larger population is needed.
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