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Urinary incontinence is a significant health problem with considerable social and
economic impact. It is important to distinguish between prevalence and incidence
with regard to incontinence, and prevalence—the probability of having incontinence
within a defined population at a defined point in time—is the more important
when considering its impact and the utilization of healthcare resources. There
are large variations in the severity and impact of incontinence, and its severity,
frequency, and predictability all need to be considered when evaluating its effects
on patients, The degree of bother is particularly significant when determining
who will need treatment. Incontinence may be a result of bladder dysfunction,
sphincter dysfunction, or a combination of both, but large-scale studies are not
designed to determine the etiology. In young women, the prevalence of incontinence
is usually low, but prevalence peaks around menopause, with a steady rise there-
after into later life. Although the prevalence of stress and mixed (stress and urge)
incontinence is higher than urge incontinence, the latter is more likely to require
treatment. In women, moderate and severe bother have a prevalence ranging from
about 3% to 17%. Severe incontinence has a low prevalence in young women,
but rapidly increases at ages 70 through 80. In men, the prevalence of incontinence
is much lower than in women, about 3% to 11% overall, with urge incontinence
accounting for 40% to 80% of all male patients. Stress incontinence accounts
for less than 10% of cases and is attributable to prostate surgery, trauma, or
neurological injury. Incontinence in men also increases with age, but severe
incontinence in 70-to 80-year-old men is about half of that in women. The most
effective therapy for incontinence will rely on targeting the correct populations
to be treated, which depends on how data is collected on prevalence and severity.
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and worldwide. It has a considerable social and economic impact on indi-

viduals and society. When discussing the epidemiology and impact of
incontinence, it is important to distinguish its between prevalence and incidence.
Prevalence is the probability of having a disease or condition, in this case
incontinence, within a defined population at a defined point in time. For example,
prevalence would be the number of 60-year-old women in the United States in the

U rinary incontinence is a significant health problem in the United States
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year 2001 experiencing the symptom
of incontinence.

Incidence, on the other hand, is the
probability of developing a disease or
condition during a defined period of
time. Thus, the percentage of conti-

who will need treatment. Thus, it is
very important to know precisely what
is being evaluated and how “inconti-
nence” is defined when reviewing stud-
ies on incontinence. The International
Continence Society (ICS) defines incon-

Even when patients are asked about specific symptoms, it is necessary
to rely on subjective reporting to determine the etiology of incontinence.

nent women in 2001 that will devel-
op incontinence over the next year
would define the incidence of incon-
tinence over a 1-year period.

In most discussions on inconti-
nence, especially when determining
social impact and allocation of health-
care resources, prevalence is the more
important parameter. Incidence can
be important when discussing diseases
or treatment where incontinence is a
possible outcome, for example, the
incidence of incontinence one year
after radical prostatectomy or the
incidence of incontinence in patients
one year after stroke.

Evaluating Incontinence
With a condition such as inconti-
nence it is not only important to
know how common it is, but also how
many patients with incontinence will
actually seek treatment. Severity and
impact on quality of life vary greatly.
Incontinence varies in degree of
severity from several drops to com-
plete bladder emptying. It may occur
daily, or many times a day, or only
occasionally, perhaps once a month. It
may be fairly predictable (low-grade
stress incontinence) or totally unpre-
dictable (urge incontinence). These
different factors—degree, frequency,
and predictability—all play a role in
evaluating the effect of incontinence
on a particular patient.

The impact of incontinence, or
degree of bother, is very important in
determining the number of patients

tinence as “involuntary loss of urine
that is a social or hygienic problem
and is objectively demonstrable.” This
is different from incontinence that is
defined by a person checking off “yes”
to a question of “have you ever lost
urine involuntarily” on a questionnaire.
Although the second may be defined as
an incontinence episode, it is not nec-
essarily a social or hygienic problem.

Etiology

There are several different etiologies
that underlie the symptom of incon-
tinence. In simple terms, inconti-
nence may be a result of bladder

dysfunction, sphincter dysfunction,
or a combination of both. Many
large studies reporting on the preva-
lence of incontinence in a specific
population do not distinguish
between the different types or causes
of incontinence. There have been a
number of large surveys where ques-
tionnaires are the primary tool for
evaluating the presence of inconti-
nence. In these studies it is often
difficult if not impossible to deter-
mine cause of incontinence. Even
when patients are asked about spe-
cific symptoms, it is necessary to rely
on subjective reporting to determine
the etiology of incontinence. It is not
always easy or accurate to sort out
those patients with stress inconti-
nence (sphincteric dysfunction), urge
incontinence (bladder dysfunction),
or mixed incontinence (both sphincter
and bladder dysfunction) based on
symptoms alone.

Incontinence in Women
A 1995 review on the prevalence of
incontinence in the general popula-

Table

Prevalence Of Stress, Urge And Mixed Incontinence
In Women Of Varying Age Groups®

Author Age N
losif, 1984* 61 912
Hording, 1986’ 45 515
Elving, 1989* 30-59 2631
Sommer, 1990° 20-79 414
Harrison, 1994° 20+ 314
Yarnell, 19817 18+ 1000
Diokno, 1986° 60+ 1995
Holst, 1998° 18+ 851
Burgio, 1991"° 42-50 541
Lara, 1994" 18+ 556
Sandvik, 1995" 20+ 1820

Mean (range)

Stress (%) Urge (%) Mixed (%)
40 27 33
75 11 14
48 7 45
38 33 45
48 9 44
50 19 31
29 10 61
52 25 23
50 12 38
48 27 21
51 10 39
48 (29-75) 17 (7-33) 34 (14-61)

*Reprinted from Hunskaar et al,"” with permission.
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Figure 1. Prevalence of incontinence in general population of females reported in 13 different studies. Young
adult, 20% to 30%; Middle age, 30% to 40%; Elderly, 30% to 50%. Reprinted from Sandvik," with permission.

tion summarized 11 studies conducted
with a mixed population of females
of various ages and a variety of
causes of incontinence.' Figure 1
shows that the prevalence is relatively
low early in life, has a peak around
the time of menopause, and then

rises steadily between the ages of 60
and 80 years. The prevalence of 10%
in 15-19-year-olds and 18% in
20-24-year-olds seems a bit high
when one considers the number of
young women who actually seek
treatment for incontinence. This may

Prevalence (%)
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Figure 2. Prevalence of urinary incontinence when different thresholds of bother are considered. Data from
Sandvik et al.”> Reprinted from Dionko et al,'* with permission
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be a result of including a large num-
ber of young women with “insignifi-
cant” or non-bothersome inconti-
nence in the survey.

Many studies have looked at the
relative prevalence of stress, urge,
and mixed incontinence in specific
populations (Table).>'> The overall
prevalence of stress incontinence
and mixed incontinence (stress and
urge incontinence) is quite high,
whereas the overall percentage
of urge incontinence is lower. When
looking at such data, it is important
to consider that although a majority
of patients have the symptom of
stress incontinence, urge incontinence
(including lesser degrees of urge
incontinence), tends to be consider-
ably more bothersome than similar
degrees of stress incontinence.

Stress Versus Urge Incontinence
Epidemiological studies are usually
done on general populations and not
necessarily on those seeking treat-
ment. 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 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.

When severity and bother are
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Figure 3. Prevalence of urinary incontinence when different thresholds of severity are considered. Data from
Sandvik et al." Reprinted from Dionko et al,’* with permission.

included in the assessment of the
prevalence of incontinence, the pic-
ture dramatically changes. Sandvik
et al reported that when only moderate
and severe bother are considered, the
variability in prevalence ranges from
approximately 3% to 17%, with most
studies reporting 4% to 8% (Figure 2)."
Sandvik et al also looked specifically
at the threshold of severity from
slight to moderate to severe." They
showed that severe incontinence
comprises only a small portion of the
population in the younger years,
peaks at menopause, and then
steadily and rapidly increases in the
elderly population (through the 70’s

and 80’s) (Figure 3). Finally, when
moderate to severe incontinence is
combined with the impact of consid-
erable bother, this defines a segment
of patients in the general population
that are most likely going to require
medical attention.'

From a medical economic perspec-
tive, it is critical to realize that studies
in the general population that are
based on questionnaires will often
include patients with degrees of
incontinence that are not significant
enough to cause bother or to have
patients seek treatments. This means
that epidemiological data that
attempts to determine the prevalence

of incontinence in the general popu-
lation, as opposed to those who have
sought or are seeking treatment, may
be irrelevant with regard to allocating
healthcare resources. Of significance
in this regard is the data by Dionko et
al, who showed that only 40% of
incontinent patients would actually
bring the issue of incontinence to the
attention of their physicians.”® It is
not clear, however, whether this is
40% of patients who are bothered or
merely 40% of elderly individuals.

Incontinence in Men

The prevalence of incontinence in
men of all ages is certainly lower
than that for women. Large studies
have indicated that there is a 3% to
11% overall prevalence rate of
incontinence in the male population
with urge incontinence being the
prominent symptom reported in
40% to 80% of patients."* Next, mixed
incontinence is the most prevalent at
10% to 30%, whereas isolated stress
incontinence accounts for less
than 10% of incontinence in male
patients. Stress incontinence in men
is rare unless the patient has under-
gone some type of prostate surgery
or has suffered neurological injury
or trauma. Incontinence in men
increases with age and appears to
rise more steadily than it does in
women. That is, there are no spikes

Main Points

e When discussing the epidemiology and impact of incontinence, it is important to distinguish between prevalence and incidence.

e Prevalence is the probability of having incontinence within a defined population at a defined point in time; incidence is the
probability of developing incontinence during a defined period of time.

e In most discussions on incontinence, especially when determining social impact and allocation of healthcare resources,
prevalence is the more important parameter.

¢ Incontinence may be a result of bladder dysfunction, sphincter dysfunction, or a combination of both.

e In women, the prevalence is relatively low early in life, has a peak around the time of menopause, and then rises steadily

between the ages of 60 to 80 years.

e The prevalence of incontinence in men of all ages is lower than that for women, with urge incontinence being the prominent

symptom.

e [t is important to target the correct population of patients—those with the most severe, bothersome incontinence—to make the
proper allocations of heath resources for research and treatment.
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in prevalence similar to those that
occur for women around menopause.
However, the estimates for severe

patients present with incontinence
and asks for a prognosis, that is,
whether they will get better or worse

A major consideration in the incontinent male patient, especially with urge
incontinence, is the potential contribution of bladder outlet obstruction

to bladder overactivity.

incontinence in men in their 70’s and
80’s is still only about half of that
in women."* A major consideration
in the incontinent male patient,
especially with urge incontinence, is
the potential contribution of bladder
outlet obstruction to bladder overac-
tivity. Many men suffering from
bladder overactivity will also have
bladder outlet obstruction. Such
a situation can affect therapeutic
options for patients.

Conclusions

There is certainly a large variability
in reported prevalence rates for
incontinence in men and women
depending on study designs, defini-
tions, and other factors that have
been discussed. There is little data on
incidence and not a great deal about
the natural history of incontinence, at
least in good epidemiologic studies.
Data on remission rates of inconti-
nence are also limited. Because of
this lack of information, it is difficult
to provide concise answers when
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without treatment. To provide better
care for incontinent patients, it is
critical that we target the correct
populations to be treated. In defining
those targets, it must be decided
whether to collect data on all incon-
tinent patients or only those seeking
treatment. It is also important to
determine the threshold for severity
and bother that should be included
in decision-making pertaining to
allocation of resources for research and
development and for treatment. =
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