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Abstract

Introduction: urinary incontinence (UI) is defined as any involuntary leakage of urine and their symptoms
can affect women'’s quality of life (QoL). Objectives: to compare incontinent women's QoLin reproductive
age (G1) with those in post menopausal period(G2). Material and methods: a descriptive and retrospec-
tive study involved 86 women with Ul complaints. Clinical, sociodemographic, obstetrical and gynecological
antecedents were collected. Pelvic floor evaluation was conducted by digital palpation and QoL was evalu-
ated by King’s Health Questionnaire (KHQ). Mann-Whitney and t Student test were used to compare QoL
domains. Results: 36 women in reproductive age (G1) 42.9 (+ 7,4) years and 50 women in postmenopausal
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period (G2) 61,6 (* 9,3) years were assessed. The G2 showed significantly more nocturia (p = 0,0057), urge
incontinence (p = 0,0061) and enuresis (0,0021) symptoms, whereas in G1 bladder pain and voiding dif-
ficulties were more significant. KHQ domains showed statistical differences in: general health perception
(G1 26,4 + 16,8 versus G2 38,0 + 16.2; p = 0,0019) and emotions (G1 15,1 + 31,3 versus G2 38,9 + 37,5; p =
0,0051). Conclusion: Ul affects negatively QoLin women. Women on postmenopausal period showed higher
impact on the QoLdomains related to general health perception and emotions.

Keywords: Urinary incontinence. Quality of life. Pelvic floor. Physical therapy.

Introducdo: a incontinéncia urindria (IU) é qualquer perda involuntdria de urina e seus sintomas podem afetar a
qualidade de vida (QV) das mulheres. Objetivo: comparar a QV de mulheres incontinentes no menacme e na pos-
-menopausa. Materiais e métodos: foi realizado um estudo descritivo-retrospectivo envolvendo informagées de
86 mulheres com queixas de IU e que foram encaminhadas para tratamento fisioterdpico. Foram coletados infor-
magoes socio-demogrdficas, clinicas, antecedentes obstétricos e ginecoldgicos. A forca de contragdo do assoalho
pélvico (AP) foi avaliada pela palpagdo e a QV avaliada pelo King’s Health Questionnaire (KHQ). Foram utilizados
o teste de Mann-Whitney e teste t de Student para comparagdo dos dominios da QV. Resultados: foram selecio-
nadas 36 mulheres no menacme (G1) e 50 na pds-menopausa (G2), com média de idade de 42,9 ( + 7,4) anos e
61,6 ( + 9,3) anos respectivamente. O G2 apresentou significativamente mais sintomas de noctiria (p = 0,0057),
urge-incontinéncia (p = 0,0061) e enurese noturna (0,0021), enquanto que no G1 foi mais significativa a presenga
de dor na bexiga e dificuldade para urinar. Entre os dominios do KHQ, o G2 apresentou mais comprometimento
na percepgdo geral de satide G1 26,4 + 16,8 versus G2 38,0 + 16,2; p = 0,0019) e emogdes (G1 15,1 + 31,3 versus
G2 38,9 + 37,5; p = 0,0051). Conclusdo: na amostra estudada, a IU afetou negativamente a QV de mulheres no
menacme e na pos-menopausa. As mulheres menopausadas demonstraram maior impacto na QV em dominios
relacionados com a percepgdo geral de satide e as emogées, além da presenga de sintomas irritativos como noctu-
ria, urge-incontinéncia e enurese noturna.

Palavras-chave: Incontinéncia urindria. Qualidade de vida. Assoalho pélvico. Fisioterapia.

Introduction

International Continence Society (ICS) and the
International Urogynecological Association (IUGA)
defines Urinary incontinence (UI) as any involuntary
complaint of urine leakage (1). Due to anatomical
reasons, hormonal alterations, pregnancies and de-
liveries consequences, which may compromise pel-
vic floor muscles, ligaments, fascia and local nerves.
Urinary incontinence is more common in women,
as a proportion of two women to each man affected
(2,3, 4). Risk factors as age, obesity, menopause, gy-
necological surgery, constipation, smoking and low
level of physical activity are taken into account to Ul
development (4, 5, 6, 7, 8).

According to ICS and IUGA consensus, the follow-
ing types of Ul could be described: stress urinary
incontinence (SUI) is defined as urine leakage during

physical exertion, cough or sneeze; urge incontinence
(UI) is an urgency associated to involuntary urine
leakage which could be caused by a detrusor over-
activity during bladder filling; and mixed urinary in-
continence (MUI) presents symptoms of both urinary
incontinences SUI and Ul. There are also: postural
UI, continuous U], insensitive Ul and coital UI (1).

Ul prevalence varies depending on Ul definition,
diagnostic method and population surveyed charac-
teristics (9,10). In general, Ul affects 19% of women
between 19 and 44 years old, 25% of women between
45 and 64 years old and 30% of women above 65
years old (11). SUI is the most common type of Ul,
affecting younger women between 25 and 49 years
old (10, 12, 13, 14, 15) while Ul and MUI are more
prevalent in women above 60 years old.

Urinary symptoms may affect women routine
adversely, leading to limitation in physical, social,
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occupational, domestic and sexual activities. The
social and hygienic discomfort caused by the fear of:
urine lost, urine smell, and the need to use hygienic
protectors and clothes changes frequency may affect
negatively women quality of life (QoL) (6, 10, 17).
Younger women might have a different life style and
physical dynamics compared to the older women,
thus hormonal status may interfere on symptoms
intensity and, consequently, on their impingement
in women routine.

QoL is a concept that involves physical health, psy-
chologic status, independence level, social interaction,
personal believes, and their relationship with envi-
ronment Additional data, such as pelvic floor muscle
strength through Modified Brink Scale was assessed
(19). Hormonal status classification was obtained
through women individual report into two groups:
those with regular period were considered on repro-
ductive age and those who have reported amenorrhea
for atleast 12 months were considered on postmeno-
pausal period. Hence, group 1 (G1) was composed by
women on reproductive age and group 2 (G2) was
composed by women on postmenopausal period.

QoL evaluation was performed through King-s
Health Questionnaire (KHQ), that was translated and
validated to Portuguese language (20). It has thirty
questions, divided in nine domains: health percep-
tion, incontinence impact, daily activities limitation,
physical limitation, social limitation, personal rela-
tionship, emotions, sleep and energy, and severity
measures. There are symptoms scale related to: uri-
nary frequency, nocturia, urge incontinence, detrusor
hyperreflexia, stress urinary incontinence, nocturnal
enuresis, incontinence during intercourse, urinary
infections, and bladder pain. To each answer is given
anumeric value, added up and evaluated by domain,
thus, as higher the obtained value, lower is QoL (20).
The questionnaire was applied by the same investiga-
tor, responsible to the study.

Pelvic floor muscle strength was performed with
the patient in dorsal decubitus, flexed and abducted
hips and knees. The investigator used latex gloves
and water soluble gel. Strength was categorized as: 0
(absent); 1 (weak and not sustained contraction, with
no movement of the investigator’s fingers); 2 (moder-
ate contraction, sustained no more than 3 seconds,
with slight movement of the investigator’s fingers); 3
(strong contraction, sustained per 3 seconds or more,
with movement of the investigator’s fingers) (6, 19).

Statistical analyses was performed through SPSS
software (Statistical Package for Social Science) 12,0.
Data analysis include central tendency measures (av-
erage), dispersion (standard deviation), relative and
absolute frequency. Normality test Shapiro- Wilkwas
was applied to evaluate sample distribution. Chi-
square and McNemar tests were adopted to categori-
cal variables. Mann-Whitney and Student tests were
used to compare QoL evaluation domains.

Results

One hundred and three women were selected be-
ing excluded 17 due to: 1 neobladder, 1 neurologi-
cal disease, and 15 pregnant women. Among the 86
women referrals, 36 were on reproductive age (G1)
average age 42.9(% 7.4) years old, and 50 were on
postmenopausal period (G2) average age 61.6 (+ 9.3)
years old.

Table 1 shows sociodemographic data, clinical and
obstetrical background. Most women in both groups
were housewives, married and Caucasian. BMI aver-
age on G1 was 26.5kg/m? and on G2 was 26.8kg/
m?with no statically difference (p = 0.3211). Most
women were multiparous, mainly through vaginal
deliveries. Pelvic floor strength did not present sig-
nificant difference (p = 0.9318) between groups, be-
ing grade 1 more frequently (Table 2).

Table 1 - Sociodemographic, clinical and obstetrical
data background of (G1) women on reproduc-

tive age and on (G2) postmenopausal period
(To be continued)

Gl(n =36) G2 (n=50) p
Age-average 429 (x74) 61.6(=9.3) <
(=SD) 0.0001a
BMI -average = 26.5(x5.5) 26.8 (x4.1) 0.
(+SD) kg/m2 kg/m2 3211b
Marital status n (%) n (%) 0.1484
Married 25 (69.4) 27 (54.0)
Single / Widow 11 (30.6) 23 (43.0)
Race 0.1068
Caucasian 16 (44.4) 32 (64.0)
Otherraces 20 (55.5) 18 (36.0
Level of 0.0015
education
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Table 1 - Sociodemographic, clinical and obstetrical
data background of (G1) women on reproduc-

tive age and on (G2) postmenopausal period
(Conclusion)

Gl(n=36) G2 (n=50) p

Incomplete 9 (25.0) 24 (48.0)

Elementary

school

Complete 6 (16.7) 17 (34.0)

Elementary

school

Incomplete 5(13.9) 2 (4.0

High school

Complete 16 (44.4) 7 (14.0)

High scholl

Pregnancies 0.0992
Nuliparous 1(2.8) 2 (4.0

Primiparous 5(13.9) 1(2.0)

Multiparous 30 (83.3) 47 (94.0)

Delivery type

Vaginal 29 (80.6) 43 (86.0) 0.1828
Cesarean 11 (30.5) 14 (28.0) 0.5641
Smokers 6 (16.7) 5(10.2) 0.5157
Constipation 8 (22.2) 18 (36.0) 0.699

Note: *Chi-square test, #Tstudent test, "Mann Whitney test, p < 0.05,
Standard deviation (SP).
Source: research database.

Table 2 - Pevic Floor strength of women on reproductive
age (G1) and on postmenopausal period (G2)

Pelvic floor Gl (n = 36) G2 (n = 50)
strength grade n (%) n (%)
Grade 0 — Absent 7(19.4) 7 (14.0)
Grade 1 — Weak 19 (52.8) 28 (56.0)
Grade 2 — Moderate 8 (22.2) 12 (24.0)
Grade 3 — Strong 2 (5.6) 3 (6.0)

Note: *Chi-square test, comparison between groups, p = 0.9318.
Source: research database.

The most frequent urinary symptoms evaluated
by KHQ on G2 were: nocturia (p=0,0057), urge incon-
tinence (p=0.0061), nocturnal enuresis (p =0.0021).
On G1, women reported nocturia, urge incontinence
and nocturnal enuresis as a slight or moderated dis-
comfort. The increase of urinary frequency and ur-
gency were also reported commonly as a symptom
between groups. More than half of women reported
Ul as a large discomfort, but there were not signifi-
cant difference to this symptom. The symptoms less
reported were incontinence during intercourse and
urinary infections. Bladder pain and difficult to urine
were more reported on G1 and presented significant
differences between groups (Table 3).

Related to KHQ domains, scores of general health
perception and emotions were the unique signifi-
cantly superior on G2 (p =0.0019 and p = 0.0051 re-
spectively). This is an indicator of greater impairment
of these aspects among women on postmenopausal
period. Others domains did not present significant
difference. However, G2 presented greater scores in
incontinence impact, daily activities limitation, sleep
and energy, and severity measures. G1 presented
discretely greater scores in physical limitation and
personal relationships (Table 4).

Discussion

The study verified that on these sample the pres-
ence of urinary symptoms cause negative impact on
QoL, independently of women hormonal status or
age. Ul does not offer imminent risks to women’s life,
but affect their QoL adversely, interfering in physical,
social, occupational, sexual and emotional aspects.
Schultz e Kopec (21), in their study about chronic
conditions impact on Canadian population, concluded
that Alzheimer disease, Ul and stroke sequelae af-
fected severally QoL subjects studied. Based on this
information, itis possible to understand the relevance
of measuring Ul effects on women routine.

Table 3 - Urinary symptoms scale by King’s Health Questionnaire (KHQ) in women on reproductive age (G1) and on post-

menopausal period (G2)

(To be continued)

Urinary symptoms Low n (%) Moderate n (%) High n (%) p?
Frequency G1 16 (44.4) 3(8.3) 14 (38.9) 0.1878
G2 13 (26.0) 8 (16.0) 27 (54.0)
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Table 3 - Urinary symptoms scale by King’s Health Questionnaire (KHQ) in women on reproductive age (G1) and on post-

menopausal period (G2)

(Conclusion)

Urinary symptoms Low n (%) Moderate n (%) High n (%) p?

Nocturia G1 10 (27.8) 7(19.4) 7(19.4) 0.0057
G2 21 (42.0) 17 (34.0) 8 (16.0)

Urinary Urgency G1 11 (30.6) 12 (33.3) 12 (33.3) 0.5088
G2 11 (22.0) 13 (26.0) 22 (44.0)

Urge incontinence G1 12 (33.3) 10 (27.8) 7(19.4) 0.0061
G2 18 (36.0) 2 (4.0) 22 (44.0)

Stress incontinence G1 11 (30.6) 3 (8.3) 19 (52.8) 0.2167
G2 7 (14.0) 9 (18.0) 28 (56.0)

Nocturnal enuresis G1 3(8.3) 3 (8.3) 1(2.8) 0.0021
G2 8 (16.0) 3 (6.0) 15 (30.0)

Incontinence during G1 7 (19.4) 0 (0.0 5(13.9) 0.0879

intercourse G2 3 (6.0) 3 (6.0) 4 (8.0)

Frequent urinary tract G1 2 (5.6) 0(0.0) 4 (11.1) 0.0675

infection G2 11 (22.0) 1(2.0) 8 (16.0)

Bladder pain G1 15 (41.7) 6 (16.7) 3(8.3) 0.0273
G2 10 (20.0) 3 (6.0) 7 (14.0)

Voiding difficulties G1 8 (22.9) 3(8.6) 0 (0.0 0.0024
G2 2 (4.5) 0 (0.0) 3(6.8)

Note: aChi-square test, p < 0.05. Source: research database.

Table 4 - Scores of quality of life, according to King’s
Health Questionnaire (KHQ) domains in women
on reproductive age (G1) and on postmeno-
pausal period (G2)

Gl(in=36) G2 (n = 50) p
Average = SD  Average + SD

General 26.4 = 16.8 38.0 = 16.2 0.0019

health

perception

Incontinence 52.8 = 28.0 58.7 = 32.0 0.3405

impact

Daily 16.2 = 32.5 30.3 = 42.3 0.1484

activities

limitation

Physical 25.5 + 38.1 23.3 = 39.6 0.7536

limitation

Social 10.5 + 31.9 10.1 = 29.0 0.6790

limitation

Personal 50.0 + 26.6 41.7 = 33.3 0.4387

relationship

Emotions 151 +£ 31.3 389 + 375 0.0051

Sleep / 6.9 + 26.8 16.3 = 28.7 0.0769

energy

Severity 289 =214 35.9 + 23.4 0.16122

measures

Note: Mann-Whitney test, ¢T student test, p < 0.05

Study sample was homogeneity to sociodemograph-
ic, clinical and obstetrical data. There was significant
difference only in age. Patients presented overweight in
both groups, this is a factor described on previous stud-
ies as risk to Ul development (4, 12, 14-16, 22, 23,24).
Multiparity and vaginal delivery, found in G1 and G2,
are also considered risk factors to Ul and to symptoms
severity (4, 8, 12, 14, 16, 22, 23, 25).

Women on G2 presented significantly more symp-
toms of: nocturia, urge incontinence and nocturnal
enuresis. Itis accept that women on postmenopausal
period could report these symptoms more frequently
due to estrogenic deprivation and it affects negatively
urinary tract (26). Estrogen reduction compromise
continence mechanism because of blood reduction
flow in urethra and a-adrenergic receptors sensibil-
ity, resulting in an impairment to the urethral clo-
sure pressure. Moreover, it is common among older
women irritative symptoms in result of the senility
alterations as decrease of bladder capacity, loss of
ability to postpone urination, greater difficulty in
structural and functional alterations of urethral
sphincter face to an involuntary contraction of low
magnitude, sleep alteration and associated diseases

Fisioter Mov. 2016 Jan/Mar;29(1):71-8

@



@

Rett MT, Wardini EB, De Santana JM, Mendonca ACR, Alves AT, Saleme CS

(16,17, 27, 28). Dedicacio et al (28) observed QoL
impairment in women with Ul between 34 and 85
years old, being those with mixed symptoms who
presented worst scores.

In addition, it was verified greater QoL impair-
ment in health perception and emotions domains on
G2. General health perception domain describes the
perception of patient about her health in the moment
and emotions domain describes the feeling of depres-
sion and anxiety. Taking in account these domains,
it is a hypothesis that irritative symptoms as urge
incontinence and nocturnal enuresis, that could not
be anticipate by women, may compromise emotion-
ally them, resulting in anxiety.

Moreover, the fact of most women present pel-
vic floor strength grade 1 involves an impairment of
these muscles causing an incapacity to avoid urinary
leakage by pelvic floor contraction. It is common to
find incontinent women with decreased pelvic floor
strength (25). Thereby, this is also a fact involved in
UI physiopathology. In agreement with this study,
Padroés et al (27) evaluated pelvic floor strength in
92 incontinent women around 60 years old, they con-
clude that most of women (65,7%) presented grade
0 of contraction according to Oxford Scale.

UI domains more affected were sleep and energy,
and severity measures. Although scores in G2 were
more elevated, there was not significant difference
among the domains and groups. Regardless of age, the
presence of urinary symptoms affects women routine,
sleeps damage and disposition. This occurs due to the
need of getting out of bed to go to toilet after sleeping,
as well as, the concern about the quantity of ingested
liquid. Lopes and Higa (10) observed among 164 wom-
en with Ul that domestic and occupational restrictions
leads to feelings of low self-esteem and social isolation.

Women on reproductive age (G1) presented greater
impairment in the domains of physical limitation and
personal relationships, though without significant dif-
ference. These result might be a consequence of being
a younger group with a daily routine frequently with
more physical activity, travels, and social activities.
Studies report that women with Ul on reproductive
age present a huge impact in QoL (6, 29, 30, 31).

Related to personal relationships domain, there
was not significant difference and scores were simi-
lar to scores reported previously in studies (28, 30).
These item involves aspects of personal and sexual
life, as it is less affected, it is probable that women
do not talk with their family about urinary leakage

problem. This occurs due urinary leakage intensity
does not affect the relation with her partner or due to
women not have a sexual active life during the study,
especially women on postmenopausal period. This
could be confirmed in urinary symptoms scale, that
normally urinary leakage during sexual relation dis-
turbed only 12 women on G1 and 10 on G2. The data
of our study differ from literature data, which report
sexual life and partner relationship seriously compro-
mised by the impact of Ul in this aspect, as seen in
KHQ evaluation (31). Despite of a common condition
among women, Ul and sexual relation is a subject that
causes embarrassment leading to not revealing the
problem or treatment searching (17, 29)

In our study some women reported bladder pain
and voiding difficulties, especially in G1. This infor-
mation is observed in previous studies (31). Perhaps,
these symptoms may occur due to the intense rou-
tine of younger women with long periods out home
and consequently, the need of using public toilet.
However, it is not possible to conclude that through
our questionnaire.

One limitation of this study is to consider inclu-
sion criteria any clinical complaint of urinary incon-
tinence once no women have performed urodynamic
study. This is public health services reality, which is
not common to have this as a routine exam. Given
the situation, these women were selected through
medical referral and were evaluated clinically.

The impact of these symptoms in women life is
closely linked to individual perception of severity,
type and quantity of urinary leakage and cultural
context where this women are inserted. In conse-
quence of Ul discomfort women routine assessment
should considered QoL in clinical practice. QoL will
be increasingly a central parameter to guide, to sup-
port and to justify therapeutic interventions. These
information are useful to delineate prevention strate-
gies and integral and humanized treatment to reduce
Ul impact in different aspects of QoL. Therefore, the
health professional should always be careful to guar-
antee self-esteem and to decrease negative aspects
of Ul in personal, physical and social relations, inde-
pendently of patient hormonal status.

Conclusion

Ul affects negatively QoL of women on reproduc-
tive age as on postmenopausal period. There is a
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significantly higher impact of Ul in postmenopausal
women Qol especially on the following domains: gen-
eral health perception and emotions, besides symp-
toms as nocturia, urge incontinence, and nocturnal
enuresis.
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