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Treatment ofurinary incontinence in women in general practice:

observational study
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Abstract
Objective-To examine what is attainable when

treating urinary incontinence in women in general
practice.
Design-Observational study with 12 months'

follow up. Interview and clinical examination
before, during, and after treatment of women
seeking help for urinary incontinence in general
practice.
Setting-General practice in the rural district of

Rissa, Norway.
Subjects-105 women aged 20 or more with uri-

nary incontinence.
Interventions-Treatment with pelvic floor

exercises, electrostimulation, oestrogen, anti-
cholinergic drugs, bladder training, and protec-
tive pads.
Main outcome measures-Subjective and ob-

jective measures ofurinary incontinence; number
ofpatients referred to a specialist.
Results-After 12 months' follow up 70% (69199)

of the women were cured or much better; the
mean score on a 100 mm visual analogue scale de-
creased from 37 to 20 mm; and the proportion of
women who were greatly bothered by their incon-
tinence decreased by 62%. 20% (20/98) of women
became continent, and the percentage of women
with severe incontinence decreased from 64%
(63199) to 28% (27198). Mean leakage per 24 hours
measured by a pad test decreased from 28 g at the
start of treatment to 13 g after 12 months. The
number oflight weight pads or sanitary towels de-
creased from 1.6 to 0.6 a day. In all, 17/105 (16%)
patients were referred to a specialist.

Conclusions-Urinary incontinence in women
can be effectively managed in general practice
with fairly simple treatment. Most women will be
satisfied with the results.

Introduction
Urinary incontinence in women is a common,

distressing, and costly health problem. Studies have
shown that only about a quarter of affected women
consult a doctor for their symptoms,1-3 and the
treatment that they are offered is probably not optimal.4
The condition is thus a challenge for general practition-
ers, who often will be the first professionals to diagnose
and treat it.

Several treatment options are effective in the
treatment of urinary incontinence in women,5 and most
of these treatments are suitable in general practice,
although currently not in widespread use.46 Only a few
reports are available on interventions by general practi-
tioners and other primary care staff. In two controlled
trials from general practice most of the women had
improved or were cured after management"8; similar
results were found in a study in which treatments were
administered by nurses.9 Such studies, however, are

often performed by one dedicated doctor or specially
trained staff, so the results may not reflect what is
attainable in ordinary practices.
We conducted an observational study of treatment of

urinary incontinence in women in general practice in a
community where a group of general practitioners
serves the total population. The study was designed not
to test the efficacy of one technique or specific
treatment under ideal conditions but as a comprehen-
sively documented, although uncontrolled, effectiveness
study with 12 months' follow up of general practition-
ers' total interventions and treatment options. We used
both subjective and objective outcome measures.

Subjects and methods
We conducted the study during 1990-4 in the rural

community of Rissa, Norway, which at the time had
about 6400 inhabitants, of whom 2366 were women
aged 20 years or more. We included consecutively dur-
ing 36 months (1990-2) all women aged 20 or more
who consulted their general practitioner for urinary
incontinence (including those in whom the condition
had been previously diagnosed). All five general practi-
tioners in Rissa participated in the study. Because of
geographical conditions few patients from Rissa seek
doctors outside the municipality, and referral to special-
ists or outpatient clinics is possible only through a gen-
eral practitioner. We worked out a standardised
guideline for history taking, clinical examination, tests,
and treatment options by doing a thorough literature
study and holding discussions with specialists.
The women were informed about the study, and a

medical history and clinical examination were under-
taken once written consent to participate was received.
We collected the data during two consultations before
offering any treatment. After an interview, clinical
examination, and appropriate tests, we classified the
patients according to the International Continence
Society's definitions as having stress, urge, or mixed
incontinence10 and whether they were premenopausal or
postmenopausal.
The study was approved by the regional ethics

committee and the Norwegian data inspectorate.

INTERVENTIONS

We offered treatment to all patients (box). Oestrogen
(oestriol) was given to all postmenopausal women, who
could choose whether they wanted oral or vaginal
administration. The standard dose was either 3 mg oes-
triol orally daily for two to three weeks and later 1-2mg
daily or 0.5 mg vaginally each day for two to three weeks
and later two to three times weekly.

Electrostimulation was offered to women with urge or
mixed incontinence and applied by nurses at the general
practice surgery. Two stimulators were used for vaginal
and anal stimulation simultaneously (50 Hz, current
intensity just below the patient's individual pain threshold
or a maximum of 100 mA). Stimulation was given for 20
minutes once or twice weekly, with 10-12 sessions
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altogether." Anticholinergic drugs were prescribed only if
the electrostimulation had no or insufficient effect after
two to three months. The type of anticholinergic
drug-terodiline, emepronium bromide, or imipramine-
was chosen individually.'2 Patients who underwent bladder
training received oral and written instructions from their
general practitioner." Instructions for pelvic floor exercises
were given by a primary care physiotherapist contracted to
the municipality. Instructions included information about
the function of the pelvic floor muscles and how to
exercise.'4 Active contraction was confirmed clinically or

by vaginal examination when appropriate. After one or two
individual consultations, instructions and training were

followed up with group sessions one hour a week for three
months. Each group had a maximum of eight patients. In
addition to the weekly groups the patients were

encouraged to do exercises at home: three daily sessions of
at least eight contractions of six to eight seconds through-
out the follow up period.

FOLLOW UP AND OUTCOME MEASURES

We evaluated the results of the management
programme in consultations after three, six, and 12
months.We used both subjective and objective outcome
measures-including a severity index," use ofprotective
pads, data on 48 hour frequency and volume of urine,
and a 48 hour pad test(box)-and the patients' subjec-
tive assessment of the treatment. At each consultation
the patients compared their incontinence with what it

Table 1-Patients' assessment of treatment results and impact of urinary incontinence
on visual analogue scale and five point scale before treatment and after three, six, and
12 months' follow up. Patients referred to specialist care are are included, with result that
they had at time of referral. Values are numbers (percentages) unless stated otherwise

Follow up
Before

treatment 3 Months 6 Months 12 Months
(n = 102) (n = 98) (n = 97) (n = 99)

Treatment results:
Cured NA 29 (30) 47 (48) 40 (40)
Much better NA 38 (39) 32 (33) 29 (29)

Impact of incontinence:
Five point scale*:
A great deal or moderate 43 (42) 11 (11) 9 (9) 16 (16)
Minimal, little, or none (patient cured) 59 (58) 87 (89) 88 (91) 83 (84)

Mean (95% confidence interval) score on 37 18 16 20
visual analogue scale (mm)t (33 to 42) (15 to 22)' (12 to 20)* (16 to 25)*

NA = not applicable.
*P<0.001 at 3, 6, and 12 months compared with before treatment (Wilcoxon's matched paired test and
McNemar's test).
tThe lower the score, the less impact the incontinence had on the patient.

was like before treatment on a five item scale-cured
(1), much better (2), a little better (3), unchanged (4),
or worse (5). During analyses this scale was

dichotomised into "good result" (1 or 2) and "poor
result" (3, 4, or 5). For the patients' assessment of
impact of their incontinence we used a five item scale
and a 100 mm visual analogue scale with end points
"not bothered by it at all" (lowest value) and "cannot
imagine anything worse" (highest value). The severity
index (with categories slight, moderate, and severe) was

calculated only before treatment and after 12 months.

EXCLUSION CRITERIA AND REFERRALS

The study protocol had no specific exclusion criteria.
Referral to a specialist was considered at each consulta-
tion. Patients were offered referral when response to
treatment was disappointing, if the doctor suspected the
incontinence to be secondary to a disease needing
assessment by a specialist, or if the incontinence could
not be satisfactorily classified. Even after referral the
patients were seen by the general practitioners, and data
were registered during the 12 months' follow up.

Referred patients were still included after referral, but
when outcome measures were analysed the value at the
point of referral was assigned for the rest of the study.

STATISTICAL ANALYSES

Descriptive analyses were used for the main results.
The X' test, Wilcoxon's matched pairs signed rank sum
test, and the McNemar test were used to analyse the
outcome measures. Results are given as means with
95% confidence intervals, and significance was

accepted at the 5% level.

Results
In all, 105 women were included in the study. The

mean age was 57 (median 55, range 20-87) years; 37
women were premenopausal, and 29 were over 70 years
old. Fifty two patients had stress incontinence, 10 had
urge incontinence, 42 had mixed incontinence, and one

had unclassified incontinence. Altogether, 17 patients
were referred to a specialist. Two patients were referred
at the time of inclusion owing to medical reasons other
than incontinence; they were excluded from the
analyses as they were not given any treatment by the
general practitioner. Five patients were referred after
three months, two after six months, and eight after 12
months. Five patients had incomplete datasets as they
failed to attend one or more consultations.
The women's assessment of their treatment showed

that taking part in the management programme was

associated with a high rate of cure and improvement,
and reduced impact of the incontinence (table 1). In all,
70% (69/99) of the women were cured or much better,
the mean score on the visual analogue scale almost
halved, and the proportion of women who were greatly
bothered by incontinence was reduced by 62%.
Changes in frequency, amount of leakage, and the
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Treatment offered by the general
practitioners for urinary incontinence
Stress
Pelvic floor exercises
Oestriol if woman is postmenopausal
Protective pads
Urge
Electrostimulation
Oestriol ifwoman is postmenopausal
Anticholinergic drugs
Bladder training
Protective pads
Mixed
Pelvic floor exercises
Electrostimulation
Oestriol ifwoman is postrnenopausal
Anticholinergic drugs
Bladder training
Protective pads

Outcome measures used in study
48 Hour pad test (to determine leakage of urine)
48 Hour frequency/volume chart:

Voidings per day
Voidings per night
Volume of voidings

Number of protective pads used
Frequency and amount of leakage
Severity index (frequency x amount)
Treatment results by five point scale
Impact of incontinence by visual analogue scale
Impact of incontinence by five point scale
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Table 2-Frequency, amount of leakage, and severity
index before treatment and after 12 months. Values are
numbers (percentages) of patients

Before
treatment At 12 months
(n = 102*) (n = 99t)

Frequency of leakage
Day:

Continent or less than
once a month 7 (7) 28 (28)

A few times a month 19 (19) 33 (33)
A few times a week 32 (31) 23 (23)
One to two times a day 32 (31) 13 (13)
More than twice a day 12 (12) 2 (2)
Significance P<0.001 t

Night:
Continent or less than

once a month 75 (74) 86 (87)
A few times a month 11 (11) 5 (5)
A few times a week 8 (8) 5 (5)
One to two times a night 7 (7) 2 (2)
More than twice a night 1 (1) 1 (1)
Significance P<0.001 t

Amount of leakage
Continent 0 20 (20)
Drops 23 (23) 38 (39)
A little 62 (63) 34 (35)
More than this 14 (14) 6 (6)
Significance P<0.001 t
Severity Index
Continent 0 20 (20)
Slight 8 (8) 26 (27)
Moderate 28 (28) 25 (26)
Severe 63 (64) 27 (28)
Significance P<0.001 t

*n= 99 for amount of leakage and severity index.
tn = 98 for amount of leakage and severity index.
tCompared with before treatment (Wilcoxon's matched pairs signed
rank sum test).

severity index confirmed the women's subjective assess-
ments (table 2). There was a major shift towards less
severity as 20 women became continent, and the
number of women with severe incontinence decreased
from 63 to 27. Calculation of severity index (with the
categories, continent, slight, moderate, and severe
incontinence) showed that 62 women had improved (37
had improved by one category, 14 by two categories,
and 11 by three categories), whereas 33 women either
remained the same or deteriorated (27 remained the
same, 5 deteriorated by one category, and 1 by two
categories).

Table 3 shows the results from 48 hour frequency and
volume charts and 48 hour pad tests. In most measures

highly significant changes occurred after 12 months'
follow up compared with the start point.
The results of treatment varied depending on the

type of incontinence, as measured by the change in the
severity index. Only 29% (two out of the seven) of
patients with urge incontinence for whom data were
complete improved, while 73% (36/49) of patients with
stress incontinence and 77% (30/39) of patients with
mixed incontinence improved (P<0.05, X2 test). Using
patients' subjective assessments on the five item scale,
we found that more women with incontinence of less
than five years' duration reported "good" treatment
results (score of 1 or 2) than did those with more
than five years' duration (85% (41/48) v 56% (28/50);
P<0.01, %2 test). More women with a score <50 on the
visual analogue scale before treatment reported good
results than did those with a score > 50 (78% (54/69) v
52% (15/29); P<0.01, X2 test). No significant cor-
relation was- found between treatment results and
menopausal status, age, and parity.

Discussion
This study confirms that urinary incontinence in

women can be effectively managed in general
practice.78 After 12 months almost 70% of the women
stated that they were cured or much better. This result
was confirmed by several measures, both subjective and
objective, and most of the measures followed the same
course during the 12 months. We believe that our trial
reflects what is attainable in general practice if the doc-
tors are interested in continence care, gain competence
in a few fairly simple treatment options, and preferably
work in a team, including a nurse or physiotherapist.

Only 17 of our 105 patients were referred to a
specialist. This low referral rate could be due to good
treatment results, low degree of severity, or fear of
surgery.'6`The calculated severity index shows, however,
that incontinence in our patients was more severe than
in women in the general population"' and almost as
severe as in patients attending the outpatient clinic at
the county hospital.17 Our experience was that most
patients were cured or satisfied to such an extent that
they did not want to be referred, even if objective
measures did not show fully successful treatment.
Jolleys reported that seven out of 65 patients receiving
treatment in her trial were offered referral to a
consultant, but none accepted.8 The low referral rate
may also be considered to be an outcome measure and
thus confirms that most incontinent women can be
diagnosed and treated with success in general practice.
Even if the improvement seems to be greatest during the
first three months, our experiences show that most

Table 3-Results from 48 hour pad test, 48 hour frequency/volume chart, and patients' information about use of pads
in women with urinary incontinence before treatment and after three, six, and 12 months' follow up. Patients referred
to specialists are included, with result they had at time of referral

Follow up

Outcome measure Before treatment 3 Months 6 Months 12 Months

48 Hour pad test n = 93 n = 73 n = 66
Leakage (95% confidence interval) per 24

hours (g) 28 (20 to 37) 10 (6 to 14)*** NI 13 (6 to 19)*"'
48 Hour frequency/volume chart n = 94 n = 82 n = 75
Voidings per day 6.1 5.3*** NI 5.6***
Voidings per night 0.56 0.30"' NI 0.38
Mean voided volume (ml) 214 244*** NI 246***
Largest single volume (ml) 429 439 NI 437
Protection n=101 n=98 n=97 n=98
No (%) of women using protection: 66 (65) 49 (50)* 37 (38)*"* 40 (41)***

Light weight pads 17 (17) 35 (36)*** 20 (21) 25 (26)
Sanitary towels 50 (50) 17 (17)*"* 19 (20)*** 16 (16)***

No of pads or sanitary towels used a day 1.6 0.5*** 0.4*** 0.6***

NI = not investigated at this follow up.
*P<0.05, ***P<0.001, compared with before treatment (Wilcoxon's matched paired test and McNemar's test).
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Key messages

* Urinary incontinence in women is a common,
distressing, and costly health problem
* General practitioners can treat urinary inconti-
nence fairly simply
* Treatment options in this study were pelvic floor
exercises, electrostimulation, oestrogen, anti-
cholinergic drugs, bladder training, and protective
pads
* After 12 months' follow up most of the women
were cured or much better

women should be given six to 12 months' treatment in
general practice before referral.
The use of light weight pads or of sanitary towels sig-

nificantly decreased after treatment, but there seems to
be a shift from use of sanitary towels to light weight pads
during the first three months, as the number of pad
users increased in this period. This supports previous
findings that many women with persisting incontinence
do not use optimal aids for protection3"8'9 and that
doctors prescribe pads at the first consultation.4
Women with urge incontinence did not seem to benefit

from treatment to the same degree as others. This group
was not given instructions for pelvic floor exercises. But
pelvic floor exercises have been shown to be effective also
in urge incontinence.20 As patients with urge incontinence
are in the minority (10% in our study), perhaps
instructions for pelvic floor exercises should be given to all
incontinent women treated in general practice.
Women with urinary incontinence still represent a great

challenge to general practitioners, and general practition-
ers should play an active part in treatment. Simple
treatment works, and most women will be satisfied.
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Knowledge of emergency
compulsory detention
procedures among general
practitioners in Edinburgh:
sample survey

Martin Humphreys, Ann Ryman

There is increasing concern about doctors' knowledge
of statutory provision for care of the mentally
disordered, particularly in relation to compulsory meas-
ures.' In Scotland any fully registered medical
practitioner may detain a patient in hospital for 72
hours given certain specific urgent circumstances, and
with consent only where practicable. More than 3000
such admissions are recorded annually, not uncom-
monly initiated by a family doctor. We interviewed a
sample of general practitioners working in Edinburgh to
determine their understanding of this provision.

Subjects, methods, and results
A 1 in 4 random sample of Edinburgh general prac-

titioners (n = 70) was selected. Eight declined to take

part and we could not contact 12 others. The 50 who
were interviewed represented a wide range of age and
seniority. Nineteen had had some experience in
psychiatry. Questions were asked only about matters
considered essential to lawful emergency detention.

Table 1 gives the results. Forty two believed that the
emergency order was intended to be the mainstay ofcom-
pulsory care. Although most were aware that standard
documentation was not necessary, none was able to
describe all the statutory requirements for emergency
detention. Asked if any conditions were specifically
precluded from being sole grounds for detention 10 said
intellectual impairment, eight psychopathic or antisocial
personality, and 13 intoxication with drugs or alcohol.

Comment
We interviewed 18.3% of general practitioners in the

area, from practices responsible for more than 300 000
patients. Those with a particular interest in mental
illness were equally likely to have been included in the
sample, and it is unlikely that the non-participants rep-
resented a group with particular knowledge of the law;
indeed our initial approach may have discouraged those
with more limited understanding from taking part. Of
concern is the possibility that others might have been
sufficiently indifferent to decline interview.2
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