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Objectives

• After completing this program, participants will be better able 
to:
• Understand the prevalence and causes of stress incontinence

• Evaluate a woman with stress incontinence

• Counsel a woman on the non-surgical management of stress 
incontinence

• Understand some of the surgical options that are available to treat 
stress urinary incontinence





Female Stress Incontinence

• A common type of urinary dysfunction in women

• 1/7 women will have stress incontinence surgery during their 
lifetime
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permanent catheter placements also should be followed 
regularly for symptom level, QoL and any 
complications.  Patients who are using incontinence 

pads, regardless of whether or how they are being 
treated, should be followed for appropriate skin care 

and skin integrity. 

Section 7:  Research Needs and Future Directions  

Better Stratification of OAB.  OAB, because it is a 

symptom complex, is primarily a diagnosis of exclusion.  

Treatments are aimed at relieving symptoms and not 

necessarily at reversing pathophysiologic abnormalities.  
Understanding the pathophysiology and the risk factors 

for development of OAB is needed both to treat the 
syndrome as well as to prevent it.  Future research will 

need to address the entire spectrum of research 

endeavors including epidemiology, QoL measurements, 
treatment modalities and basic bladder physiology 

including sensory and motor signaling.  Within the field 
of OAB, research sometimes is dichotomized between 
OAB/lower urinary tract symptoms or LUTS (e.g., OAB-

dry) versus OAB/urgency incontinence (OAB-wet).  

However, this type of compartmentalization highlights 
our lack of understanding of OAB.  In other words, are 

OAB-dry and OAB-wet pathophysiologically related?  Is 

OAB-dry a milder manifestation of the OAB condition 
which progresses to OAB-wet over time? Or are OAB-

dry and OAB-wet two different conditions with different 
pathophysiologic mechanisms?  How can we better 

objectively measure bladder symptoms?  In addition, 
particularly in females, stress urinary incontinence 

(SUI) symptoms may exist concomitantly with OAB-
symptoms (dry or wet).  Further, isolated nocturia is a 
separate symptom entity, requiring different evaluation 

and management strategies.  This overlap in bladder 

symptoms is captured in the Venn diagram below with 

their potential to be concomitantly present.  This Venn 
diagram will appear different based on the gender and 
age of the population depicted; the diagram included 
here is intended to provide a point of reference for 

discussion.  Therefore, the phenotype of bladder 

symptoms should be carefully considered and declared 

in all research to clarify the particular patient group 
being studied.  

Epidemiology.  Studies assessing how OAB develops 

and its natural history and progression are required.  
The timing and circumstances around which OAB 

develops and associated risk factors are not yet well- 

 

 

 

 

 

 

 

 

 

 

 

 

 

u n d e r s t o o d .  

While not specifically 

targeting epidemiology of OAB, there are large 
community-based studies that assess prevalence of 

lower urinary tract symptoms and urinary 

incontinence.200, 201  By longitudinally studying these 
community cohorts, these investigators have developed 

a new hypothesis that lower urinary tract symptoms are 
likely related to other systemic diseases/conditions.202, 

203  Continuation of these types of studies could lead to 
potential preventive interventions for OAB symptoms 

and/or utilization of treatments that target the 

associated systemic conditions rather than the bladder.  
Epidemiologic studies provide a better cross sectional 

estimation of the overall population impact of OAB-type 
symptoms.204   

Clinical Research.  As discussed previously, several 
validated OAB-symptom and OAB-symptom bother 

tools have been developed.  However, objective 

measures   of   the   “cornerstone”   OAB-symptom of 
urgency205 remains poorly assessed.  As defined by the 

International Continence Society,27 “urgency   is   the  

complaint of a sudden compelling desire to pass urine 

which  is  difficult  to  defer.”    Investigators  have  tested  
urgency questionnaires to assess for validity and 

reliability;206-208 however, no single measure is used 

consistently across trials, making it difficult to compare 

findings.   

Clinical studies should use validated standardized 

measures to report subjective outcomes.  Objective 

outcomes should include frequency, nocturia, urgency, 
incontinence episode frequency and reporting of the 
variance for each of these measures.  Furthermore, the 
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Others:

• Fistula

• Overflow incontinence (retention)

10-40% of the 

female 

population

OAB: Overactive Bladder
SUI: Stress Urinary incontinence



Stress vs urge urinary incontinence

Stress Urge



Etiology of Stress Incontinence 

• Genetics

• Aging

• Vaginal delivery

• Others
• Obesity

• Smoking

• Fluid intake

• Hysterectomy

• Medications

McKenzie P et al. Curr Opin Urol. 2010 Jul.;20(4):291–295. 



Impact of urinary incontinence

• Worse quality of life1

• Grouped with dementia and stroke as the top three chronic conditions 
with highest impact on QOL

• Impacts concentration, physical activity, and self-confidence

• Associated with depression2

• ¼ take time off work due to their incontinence3

• 11.5 million person-days of lost work in Canada per year!

• Average women with incontinence spends $1,400-2,100/year 
on incontinence products3

1. Sinclair AJ et al. The Ob & Gyn 2011;13:143–148.

2. Bogner HR, et al J of Am Ger Soc, 2002

3. Fultz N et al. (2005). Occup Med-c 55:552-557



Impact of urinary incontinence
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Evaluation

• History
• Storage and voiding symptoms

• The type and severity of incontinence and degree of bother

• Review of relevant background:
• Urinary tract infections

• Pelvic pain

• Smoking history

• Hematuria

• Previous urologic and gynecologic surgery or pelvic radiation

• Obstetrical history

• Pelvic organ prolapse

• Fluid intake

• Bowel function

Bettez et al. CUAJ, 2012



Evaluation

• Voiding symptoms (“WISHED”)

• Weak stream

• Intermittent stream

• Straining to void

• Hesitancy

• Emptying the bladder incompletely

• Double voiding

• Storage symptoms (“FUNI”)

• Frequency

• Normal: 5-7 voids/day

• Urgency

• Nocturia

• Incontinence



Evaluation

• Physical exam
• General status (mental status, obesity, physical dexterity and mobility)

• Abdominal examination

• Focused neurological examination when indicated

• Pelvic examination

• Cough stress test

Bettez et al. CUAJ, 2012

At the time of pelvic exam

Moderately full bladder

Ask the woman to cough and observe for incontinence



Evaluation

• Investigations
• Urinalysis (culture if indicated)

• A voiding diary 

Bettez et al. CUAJ, 2012

 

 

 

DAY 4       Date:         

Time 
Amount Voided 

(in ccs) 
Leak Volume 
(scale of 1-3*) 

Activity during leak Was there an urge 
Fluide intake 

(Amount in ounces/type) 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

Patient Name:  

Instructions: 

1. Choose 4 days (entire 24 hours) to complete this record – they do not have to be in a row. Pick days in which will be convenient for you to measure every void. 
2. Begin recording when you wake up in the morning–continue for a full 24 hours. 
3. Make a separate record for each time you void, leak, or have anything to drink. 
4. Measure voids (using cc measurements) using the hat. 
5. Measure fluid intake in ounces. 
6. When recording a leak – please indicate the volume using a scale of 1-3 *(1=drops/damp, 2=wet -soaked, 3=bladder emptied), your activity during the leak, and  
    if you had an urge (“yes” or “no”). 

 



Evaluation

• Red Flags
• Hematuria

• Full bladder
• Beware the radiologist’s post void residual!

• Other pelvic mass

• Neurologic disease/symptoms

• Acute back pain/lumbar disc disease

• Recent urologic/gynecologic surgery or prior 
pelvic radiation



Conservative treatment

• Conservative options
• Reduce caffeine, fluid intake, or change the times they are taken

• Review medications (ie diuretics)

• Treat constipation

• Quit smoking

• Weight loss
• RCT demonstrated that an 8% weight loss translated into a 47% reduction in 

incontinence

• Bladder training: more frequent voiding

• Pelvic floor exercises

Subak et al. N Engl J Med 2009; 360:481-490



Conservative treatment

• Bladder training (scheduled voiding)

• Schedule based on an interval the patient can manage in daytime

• Void at scheduled time even if urge not present

• Increase voiding interval by 30 min each week until continent for 3-4 hr



Conservative treatment

• Pelvic floor muscle therapy
• Effective for stress incontinence

• Strengthening

• Also effective for urgency incontinence
• Urge suppression (10sec contraction, or 5 rapid contractions)

• 15-30% of women do Kegel’s wrong!1

• Easy! Referral to a pelvic floor physiotherapist
• For example, in Ontario: https://pelvichealthsolutions.ca/

• Online resources for patients:
• https://www.urologyhealth.org/educational-materials/bladder-control

• https://www.uptodate.com/contents/pelvic-floor-muscle-exercises-beyond-the-
basics

Henderson JW, et al. FPMRS.  19(1) 8-12, 2013

https://pelvichealthsolutions.ca/
https://www.urologyhealth.org/educational-materials/bladder-control
https://www.uptodate.com/contents/pelvic-floor-muscle-exercises-beyond-the-basics


Conservative treatment

• Pessaries
• Incontinence vs prolapse

• Disposable ones available over the counter



Surgical treatment

Oliphant SS et al.. YMOB. 2009 May 1;200(5):521.e1–521.e6. 

Almost 90% of stress 

incontinence procedures 

were mesh-based 

midurethral slings



Surgical treatment - Midurethral slings

• Advantages:
• Shorter operative time

• Quicker recovery

• Good results

• Can be used in almost all patients



Transvaginal mesh controversy



Transvaginal mesh controversy

• Numerous class action lawsuits

• Rare but serious complications
• Chronic pelvic pain

• Voiding dysfunction

• Dyspareunia/sexual dysfunction

• Urogenital fistulas

• Vaginal mesh extrusion

• Erosion into the lower urinary tract

2000’s 2020’s

Transvaginal mesh pendulum



Transvaginal mesh controversy

• When a transvaginal SUI procedure is offered to a patient, they must be informed of 

potential procedure-specific and mesh-specific complications.

• The 2014 Health Canada Advisory should be disclosed to patients. 

• Surgeons performing these procedures should be adequately trained in SUI surgery and 

specifically trained in the sling technique they use.

• They should be capable of recognizing, diagnosing, and treating potential mesh-

related complications associated with their procedure. 



Surgical treatment

Pubovaginal Sling Burch Colposuspension

Albo et al. NEJM, 2007, 356:2143-2155



Surgical treatment

Albo et al. NEJM, 2007, 356:2143-2155

Postoperative complications that a family physician 

may see from these procedures:

1. Urinary tract infection

2. Wound infection

3. Urinary retention/overflow incontinence

4. Vaginal discharge/bleeding



Conclusions

• Stress incontinence is a common problem among women

• When evaluating a patient, consider the

• Treatments that can be offered by a family physician:

• Bladder training, weight loss, smoking cessation

• Advice on fluid intake, treatment of constipation

• Referral to a pelvic floor physiotherapist

• Incontinence pessaries

• Referral to a urologist for further assessment and potential surgical treatment
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