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ABSTRACT 

Background: 

Urinary incontinence is a common problem that is frequently under-reported due to its 

embarrassment and social stigma. Many women with UI do not seek care for their 

condition as they are embarrassed to speak with a health care provider about their 

condition or fear that treatment will require surgery. The problem of urinary 

incontinence is more pronounced in India, as women usually do not seek treatment for 

their reproductive health problems and do not vocalize their symptoms. There is a 

culture of silence and a low consultation rate among Indian women regarding such 

problems Hence, the present study is undertaken to identify the quantum of the problem 

in the given population so that efforts can be made to create awareness and early 

diagnosis and conservative treatment of identified women with urinary incontinence 

and thus may reduce the prevalence of UI among women. This study was conducted to 

identify the types of urinary incontinence and its impact on QOL of Post-menopausal 

women. 

Objectives:  

To identify the prevalence of Urinary incontinence in the studied population 

To evaluate the effect of UI on quality of life of post-menopausal women with urinary 

incontinence.  

Methods:  

This cross-sectional study was conducted in SDM hospital, Dharwad, Karnataka. 

Convenient sampling was done.100 eligible postmenopausal women participants were 

included in the study. The duration of the study was November 2021- May 2022. The 

participants were evaluated on the QUID scale for the diagnosis of UI type, ICIQ for 

Severity of UI, and IIQ for quality of life.                                                                                                                     

Results:  

Our Study found a prevalence of UUI 13 percent, SUI 10% and MUI 9% in the studied 

population. With an overall prevalence of 32% for UI. IIQ-7 showed the impact on the 

QOL- in the affected women where household duties (cooking, housecleaning, and 

laundry), were affected in approximately 12% of the population, while 11% of the 

population reported that it was moderately affected. 14% of those who commuted by 
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car or bus more than 30 minutes from home were slightly affected, and 1% were 

moderately affected. 

Interpretation & Conclusion:  

There is a high prevalence of UI in postmenopausal women in the studied population, 

which is around 32%. Urge incontinence was the most common type of UI, followed 

by mixed and stress incontinence. Urinary incontinence has an impact on women's 

quality of life, as well as on emotional health, productivity and activity levels.  

Keywords: Urinary Incontinence, Postmenopausal women, QUID, ICIQ, IIQ, QOL, 

Hysterectomy, BMI. 
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INTRODUCTION 

Urinary Incontinence (UI) is a social health problem and has consequential effect on 

physical, psychological, and economic health of women. (1) There is no conclusive data 

on natural history of urinary incontinence, although increasing age is found to be a 

significant predictor of incontinence. (2)  

To discuss the impact of incontinence, it is important to understand prevalence which 

is the “probability of having a defined disease or condition, in this case Urinary 

Incontinence, within a defined population at a defined point in time”. (3) 

Urinary Incontinence is defined by The International Continence Society (ICS) as 

“involuntary loss of urine that is a social or hygienic problem and is objectively 

demonstrable."(1) 

Stress incontinence is leaking of urine which cannot be easily controlled (if at all) when 

performing a physical activity. Physical activities could include coughing, sneezing, 

sporting activities or suddenly changing position, which can lead to increase in 

abdominal pressure thus stressing the pelvic floor muscles. 

Urgency incontinence happens with a sudden, strong need to urinate. This can lead to 

not making it to the toilet in time to urinate, resulting in leakage. Mixed incontinence is 

where someone has both stress and urgency incontinence. UI is a very incapacitating 

condition, affects quality of life of millions worldwide.  

World Health Organization estimates that the bladder problems affect more than two 

hundred million people worldwide. The worldwide prevalence of UI in women is 

estimated at 25% to 45% and prevalence peaks around midlife years of 50 to 54. (3-8) 

 Literature from various Indian studies indicate prevalence of urinary incontinence 

between 19% to 46% (3-8). The study conducted by ICS concluded that the prevalence 

of stress incontinence and mixed incontinence (stress and urge incontinence) is higher 

as compared to, urge incontinence, but tends to be considerably more bothersome than 

similar degrees of stress incontinence. Overall prevalence of 17% among women aged 

20 years or older.  

Sandvik et al reported that severe incontinence comprises only a small portion of the 

population in the younger years.(1,9) Whereas nearly 50% of adult women (<60 years) 

experience UI in their lifetime, which peaks at menopause, and then steadily and rapidly 

increases in the later years of life, found to be 38% among women aged 60 years or 
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older.(10,11) Despite of this high prevalence UI remains under screened, under 

diagnosed and undertreated.(10,12) It is estimated that only 25–37.3% of affected 

women seek care and, out of these only less than half receive treatment. (10-12) 

Urinary incontinence is known to be associated with female sexual dysfunction, viz 

impaired body image, fear of coital UI, avoidance of sex, decreased desire, lubrication, 

and satisfaction, as well as increased pain (10,13). Untreated incontinence is associated 

with fear of falls, falls and fractures sleep disturbances, depression, and urinary tract 

infections (10-15). This concern constitutes an important psychosocial and economic 

burden, with significant consequences on quality of life (10,16). Individual perspectives 

and narratives concerning UI are as important as one’s life experiences, and emotional 

needs, and must be considered when treating the individual (10,17). Various studies 

abroad have reported how UI affects women’s activities of daily living, their social 

roles, and their feelings of intimacy and sexual satisfaction, as well as their expectations 

of pelvic floor Rehabilitation (10,17-19). From cultural context some authors have 

reported that women experience and perceived (20,21) stigma, which is defined as a 

“label that associates a person to a set of unwanted characteristics that changes behavior 

and shapes their emotions and beliefs” (22). Stigma enhances the creation of negative 

attitudes towards help seeking behavior for urinary Incontinence. (23-25). Additional 

factors that influence the delay in seeking medical help or consulting medical 

professionals are the presence of preconceived notions and myths about UI and its 

inevitability as part of a woman’s life cycle (26,27); difficulty to gain access of 

specialized care services; fear that professionals may not give importance or overlook 

UI. 

The higher risk of developing SUI is associated with BMI >30 regardless of age and 

number of deliveries and is twofold compared to underweight women. People 

diagnosed with SUI are likely to suffer from mental and social disorders such as 

insomnia, depression, and other related problems. These factors negatively affect their 

sexual and social life.(28,29) Increasing age brings in the functional and structural 

changes of the pelvic floor in women. The process of ageing plays a deleterious role on 

structure and function of PFM in aged women. Age related changes may add to 

worsening of pre-existing pelvic floor dysfunction as there is a decrease in the muscle 

fiber to connective tissue ratio and muscle fiber diameter in the urethral sphincter. Thus, 

age related changes may affect the pelvic floor, leading to poorer support in old women. 

(30,31) 
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Obesity in elderly population is associated with an increased risk of stress UI. 

Preliminary evidence of weight loss as a treatment to reduce UI among obese women 

is insufficient but is noteworthy. (32,33) Obesity may increase the intraabdominal 

pressure, distresses the pelvic floor support structures and organs to a chronic state of 

PFM fatigue, secondary to increased pressure. This could place obese patients at a risk 

of being non-benefiter from anti-incontinence procedures. (28) 

Studies found that the PFM Strength decreased slightly over pregnancy and this loss of 

PFM strength followed even up to the end of the postpartum period. This reduction in 

PFM strength in each pregnancy, even of low intensity, over the course of various 

pregnancies, would become exacerbated, causing morbidities and women may present 

with morbidities in genitourinary tract in later years. (28,34) 

A reduction in perineal muscle tone is observed in women who delivered vaginally. 

Prenatal complication and childbirth can damage the pudendal nerve, caudal aspects of 

the levator ani muscle, fascial pelvic organ supports, and the external and internal anal 

sphincters. (28,35-37) This impairment reduces PFM strength and may lead to increased 

bladder-neck and urethral mobility, causing mobility of the urethrovesical junction. (36) 

Chronic constipation is a likely risk factor for overactive bladder and UUI due to 

associated straining, and treatment may reduce this effect. In frail elderly individuals, 

constipation may cause difficulties in emptying bladder or result in delirium, which may 

worsen incontinence. This is particularly pertinent in the acutely hospitalized elderly 

persons. (32,38,39) 

The problem of urinary incontinence may be more noticeable in India, where women 

usually do not seek treatment for their reproductive health problems and do not vocalize 

their symptoms. There is a culture of silence among Indian women regarding such 

problems. Women in India are reported to have a high tolerance threshold for seeking 

treatment. Shyness, Embarrassment, lack of money/time, pain, fear of surgery are 

usually the reasons given by women for non-consultation.  

The inability to control urine is quite an unpleasant and distressing problem. Although 

it does not lead to death, it causes substantial morbidity, social seclusion, and 

psychological stress resulting in impaired QoL. Many women are too embarrassed to 

talk about it and some believe it to be untreatable. (35,41,) Possible risk factors 

identified for UI include obesity, vaginal deliveries, parity, surgery, constipation 

increasing age, and chronic respiratory problems such as cough. (35,42) 
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Indian, women with urinary incontinence suffer silently with symptoms even when 

these symptoms are major source of distress and pose hinderance to daily activities. 

Reports from literature suggests that ill-informed on the condition, psychosocial 

awkwardness, financial constraints for consultations, and unawareness of treatment 

options were the few factors influencing low health-seeking behavior and poor QOL 

among women with UI. (43) In addition, fear and shame of leakage of urine in public, 

feeling wet and foul odour, not finding a bathroom when they need to change clothes 

or their protective pad involve inadvertent consequences in QOL of women (43,44). 

Reduction in quality of life is a consequence of Urinary incontinence, may cause social 

isolation and life styles restrictions. UI is identified as a cause of shifting of older people 

to nursing home thus a social issue. (45-49) 

UI especially in older adults, is rarely reported, because of the notion that it’s a natural 

consequence of ageing and, primarily, due to a sense of shame. Often, individuals deny 

and hide UI, which results in physical and psychosocial restrictions in participation in 

society. Consequentially decrease in physical activity, anxiety, depression, affectation 

of sexual life, social isolation, employment, education and loss of self-confidence leads 

to shame and causes rejection from society. Thus, individual perceives herself at a poor 

health which eventually affects the aspects of wellbeing (42,50) Women are reported 

avoiding social activities and lose self-reliance, which has an impact on their 

psychological health and social interactions. Along with the emotional and social 

repercussions, urinary incontinence possess risk for other infections, diseases and 

physical conditions, simultaneously being a financial burden on their family (42,50-52).  

All these conditions are associated with poor quality of life (QoL), an umbrella term 

that, includes various domains such as Physical, psychological, social relationship and 

environment in human life and describes the outlook of an individual or society for a 

good life. (53,54) 

Urinary incontinence is one of the major economic burdens to the society, as females 

are contributors to the domestic and financial growth. A systematic review by Shripad 

Hebbaron economic burden due to urgency urinary incontinence in the United States 

revealed loss of $65.9 billion in 2007, and possibly may cost $82.6 billion in 2020. 

(54,56) 

Physiotherapy specifically PFMT is said to improve the SUI and all other types of UI 

as suggested in a study published in Cochrane Database of Systematic Reviews in the 

year of 2018 by Chantale Desmoulin et al, which included 31 trials (10 of which were 
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new for this update) involving 1817 women from 14 countries. It may reduce the 

number of leakage episodes, the quantity of leakage on the short pad tests in the clinic 

and symptoms on UI-specific symptom questionnaires. (57) 

The authors of one economic evaluation identified for the Brief Economic Commentary 

reported that the cost-effectiveness of PFMT looks promising. The findings of the 

review suggest that PFMT could be included in first-line conservative management 

program for women with UI. (53) 

UI is said to cause lot of inconvenience in women and simple questionnaire can help 

identify and differentiate the types of UI in Post-Menopausal women. The scale used 

for, screening of urinary incontinence, are Incontinence Quality of Life (I-QOL) 

questionnaire, ICIQ, and QUID these are validated and specific tool for evaluating 

urinary incontinence in women. 

The involuntary leakage of urine is a distressing and disabling condition that affects the 

psychological, sexual, physical, domestic, social, and occupational, lives of 15% to 30% 

of women across their lifetime. Under reporting is a major disadvantage in India, with 

a disinclination of women to seek medical consultation, and interestingly, the caginess 

of healthcare professionals to discuss topic concerning the UI problem. (54) 

After studying the world reports the percentage of UI in post-menopausal women ranges 

from 19 to 45% while in India the and in our hospital the reported cases in last three 

years are only 37. Multiple studies have shown that UI is associated with a reduction in 

overall and health-related quality of life (QoL). QoL is considered as a significant 

predictor of medical treatment-seeking behavior for UI. There exists this critical 

relationship between UI and QoL and it plays a pivotal role to the efficacy of routine 

screening and early intervention.  

Despite know high prevalence rates of UI and growing concern about the under 

diagnosis of incontinence, our understanding of the impact of UI on QOL and the 

determinants of treatment-seeking for this problem are limited in India. Despite of valid 

and reliable generic and condition-specific tools for measuring HRQoL, debate 

continues about the effect of UI on HRQoL, how best to measure and interpret the data, 

and how to extend the findings of HRQoL research to clinical practice.  

Research on UI and QoL is scattered, inconsistent, and varies widely in methodological 

rigor and substantive focus. This creates a need to understand the reason of 

underreporting and the awareness of available treatment option in the general 
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population. Understanding the exact proportion of urinary incontinence and its impact 

on Quality of life in this population will be the first step to problem statement as well 

as awareness creation. Thus, there is a strong need to understand the impact on QOL of 

community dwelling postmenopausal women owing to UI. 
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REVIEW OF LITERATURE 

 

A review done by Victor W et al, published in Urology supplement in year 2001, 

focused on the demographic characteristics, incidence, and prevalence of urinary 

incontinence in women concluded that a large variability exists in reported prevalence 

rates for incontinence in men and women depending on chosen study designs, selected 

definitions, and other factors. There is insufficient data on incidence and progression is 

not explained, even in good epidemiologic studies. Studies on natural or post treatment 

remission rates of incontinence are also inadequate in number. To provide targeted 

patient specific care for patients with incontinence, it is of utmost importance that we 

target the specific populations to be treated. Also, the importance should be laid on 

determining the threshold for severity and concerns that should be comprised in the 

decision-making pertaining to distribution of resources for research and development 

and for treatment. (1) 

A review conducted by Milsom et al, published in Climacteric in the year of 2019, the 

authors reported prevalence of urinary incontinence (UI) among women varies widely 

in different studies due to the use of different definitions, the heterogeneity of different 

study populations, and population sampling procedures. Population studies from 

numerous countries have reported that the prevalence of UI ranged from approximately 

5% to 70%, with most studies reporting a prevalence of any UI in the range of 25– 45%. 

Prevalence figures increase with increasing age and in women aged ≥70 years more than 

40% of the female population is affected. The higher rates of prevalence were noted in 

the elderly-elderly and amongst nursing home patients. The mean annual incidence of 

UI has been reported to range from 1% to 9%, while estimates of remission are more 

varying, from 4% to 30%. The global prevalence of urge UI has been assessed in a 

systematic review. This systematic review identified 54 articles (50 studies); 22 were 

largescale, population-based surveys. The prevalence estimates for urge UI ranged from 

1.8% to 30.5% in European populations, from 1.7% to 36.4% in US populations, and 

from 1.5% to 15.2% in Asian populations. These prevalence estimates were highly 

associated with age and gender. (5) 

 

In a study published in the International Journal of Advanced Scientific Research and 

Management conducted by Sangeeta Jain, Urinary incontinence has an impact on the 
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quality of life and affects productivity and decreases activity levels in women. The study 

also signifies that in our society how neglected is women’s health particularly 

genitourinary health. The results of this study conclude that the prevalence of UI in 

females is very common (55.2%) in comparison to their continent peers. Stress Urinary 

Incontinence (74.1%) is more prevalent than any other type of urinary incontinence. In 

the younger age group, stress urinary incontinence was more prevalent (more than 84%) 

than in the mixed. In older women, the type of incontinence becomes mixed with urge 

urinary Incontinence. According to the parous level of women, stress urinary 

incontinence is much more prevalent (about 80%) in women of lower parity; as parity 

increases stress urinary incontinence becomes mixed with urge urinary Incontinence. 

Implication: The prevalence of urinary incontinence among women is of concern and 

needs to be addressed appropriately. Treating urinary incontinence appropriately would 

greatly improve the quality of life of females suffering from this problem. (57) 

A study conducted by Vinita Soni, Journal of Society of Indian Physiotherapists, in the 

year 2019, there is an extensive gap between the potential for referrals and current 

practice. Creating awareness about the potential of referrals for women with urinary 

incontinence among the stakeholders is required. Introduction to specific clinical care 

pathways is recommended to improve physiotherapy services for urinary incontinence 

and raise standards of the care delivery system. (3) 

A study published in DeutschesÄrzteblatt International 2010, Conducted by Mark 

Goepe, Urinary incontinence as a symptom of impaired bladder function is common in 

elderly people and poses a heavy burden on patients and their social environment. Non-

invasive interview or questionnaire-based diagnostic evaluation can provide initial 

understanding as to which treatment may be indicated. Chronic cases and those that are 

unresponsive to treatment will have to be examined invasively if a stringent approach 

is taken. Surgical intervention in elderly patients will have to be considered if a patient’s 

general condition is such that they can tolerate surgery, if a patient has stress 

incontinence or mixed incontinence with a high proportion of stress incontinence, and 

if conservative therapeutic approaches have reduced symptoms to an insufficient extent. 

(58)  

A study published in Neurourology and Urodynamics in 2017 Conducted by S. Mehata 

and Catherine S. concluded that Community Health Worker diagnosis after QUID 

administration correlated well with clinician diagnosis after 8 clinician questions. This 

suggests that the QUID can be an excellent screening tool for CHWs in rural 
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communities for triage, just as the 8 clinician questions are used to triage patients by 

physicians prior to physical examination and evaluation, also the QUID was able to 

identify high-risk women who should receive an evaluation by a physician for UI. The 

QUID is a short, valid and responsive instrument that can serve as a diagnostic tool to 

determine UI type and also as a measure of stress and urge UI symptom frequency 

before and after treatment. This versatility should prove useful to both clinicians and 

researcher. (59) 

A study conducted by Taruni Sharma published in International Journal of 

Contemporary Medical Research 2017 stated in the conclusion that UI is distressing 

and has a negative effect on HRQoL. Various factors predisposing to SUI are 

complications in pelvic floor muscles function and factors such as pregnancy, birth 

trauma, increasing age, and lifestyle. Many women with SUI do not seek care for their 

condition as they are embarrassed to speak with a health care provider about their 

condition or fear that treatment will require surgery. Another factor is lack of education 

of health care providers in evaluating and caring for the condition. Hence, identifying 

risk factors for SUI and education among health care providers can facilitate prevention 

strategies to decrease SUI prevalence among women. (28) 

A study published in American Academy of Physical Medicine and Rehabilitation, in 

the year 2007 conducted by Brigitte Schurch to test the Reliability and Validity of the 

Incontinence Quality of Life Questionnaire in People with Urinary Incontinence. 

Indicated that the I-QOL is a valid, responsive, and reliable measure Cronbach’s alpha 

statistics were estimated for all items and for the three subscales of the I-QOL. The 

overall I-QOL summary score showed internal consistency of 0.96 (Cronbach’s alpha). 

The alpha value for each subscale included 0.92 for avoidance behaviour, 0.87 for social 

embarrassment, and 0.93 for psychosocial impacts. The intra class correlation 

coefficient (ICC) assessing reproducibility at 3 weeks was 0.96 for the total score and 

0.89, 0.91, and 0.84 for the psychosocial impact, avoidance behaviours, and social 

embarrassment subscales respectively for evaluating the impact of treatment on QOL 

associated with urinary incontinence in patients with Neurogenic bladder disease.(60) 

A study conducted by Alan D, published in www.researchgate.net 2020 now in its 22nd 

year, the ICIQ International Consultation on Incontinence Questionnaire project 

continues to successfully achieve the main objectives of developing and disseminating 

robust patient-completed questionnaire in clinical practice through a new website, an 
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online library and by increasing social media presence. The ICIQ questionnaires are 

internationally used for research with a greater focus on promoting clinical use. 

In a meta-analysis conducted by Albaet al. benefits of physiotherapy on Urinary 

Incontinence in female Athletes with an objective of identifying the scientific evidence 

of pelvic floor (PF) dysfunctions that are associated with urinary incontinence (UI). In 

athletes’ effect of pelvic floor physiotherapy (PT) to correct UI in female athletes 

concluded that there is pelvic floor dysfunction in high-performance athletes associated 

with athletic activity and urinary incontinence. Eating disorders, constipation, family 

history of urinary incontinence, history of urinary tract infections, and decreased 

flexibility of the plantar arch are associated with an increased risk of UI in elite female 

athletes. Pelvic floor physiotherapy as a treatment for urinary incontinence in elite 

female athletes, former elite female athletes, and pregnant athletes who engage in 

regular aerobic activity leads to a higher continence gain than that obtained by 

nonathletic women. (4) 

An article published in Journal of Family and Reproductive Health in the year of 2014 

conducted by Fatemeh Mullah. Incontinence Impact Questionnaire-Short Form (IIQ-7): 

It is a seven-item questionnaire designed to assess different domains of QOL 

impairment. The domains evaluate: travelling far from home, social activities, 

emotional health, entertainment activities, household chores, feelings of frustration, and 

physical recreation (Uebersax 1995). It includes a four-point rating scale: rating scale, 

like: (i) 0=not at all, (ii)1=slightly, (iii) 2=moderately, and (iv) 3=greatly, thus a thus a 

composite score can be computed with higher score indicating poorer QOL. The score 

for the scale ranges from 0 to 100 where 0 are the findings demonstrated that the patients 

with UI had inferior mental health and quality of life; furthermore, the negative impact 

of incontinence on mental health and quality of life was greater among patients with 

mixed urinary incontinence. So, health care professionals should consider the 

psychological effects of this disease and evaluate the mental health along with the 

medical treatments of UI presents the best condition, while 100 the worst quality of life. 

(45) 

A study Reviewed by E. Nystrom Neurourology and Urodynamics published by Wiley 

Periodicals, in the year 2014. The symptom questionnaire (ICIQ-UI SF) consists of 

three scored questions, concerning frequency, amount of leakage, and overall 

inconvenience. In addition, there is a fourth, unscored diagnostic question, aimed to 

determine the type of urinary incontinence. The first three items render an overall score 
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from 0 to 21 points, where a higher score indicates greater symptom severity. The ICIQ-

UI SF is considered fully validated. Each item provided four choices, which were rated 

1 ¼ ‘‘not at all’’/‘‘never,’’ 2 ¼ ‘‘slightly’’/‘‘sometimes,’’ 3 ¼ ‘‘moderately’’/ ‘‘often,’’ 

or 4 ¼ ‘‘a lot’’/‘‘very much’’/‘‘all the time.’’ The points are summed to an overall score 

ranging from 19 to 76 points. A higher score indicates a larger impact on quality of life. 

(61) 

A Prospective Study of the Natural History of Urinary Incontinence in Women done by 

Kaitlin A. in year of 2018 among women age 39-56 years, 39% had slight, 45% had 

moderate, and 17% had severe urinary incontinence at onset. Among women age 56-81 

years, 34% had slight, 45% had moderate, and 21% had severe urinary incontinence at 

onset. Across ages, most women reported persistence or progression of symptoms over 

follow-up; few (3-11%) reported remission. However, younger women and women with 

less severe urinary incontinence at onset were more likely to report remission or 

improvement of symptoms. We found that increasing age was associated with higher 

odds of progression only among older women (age 75-81 versus 56-60 years, odds 

ratio=1.84, 95% confidence interval: 1.51, 2.25). Among all women, higher body mass 

index was strongly associated with progression (younger women: odds ratio=2.37, 95% 

confidence interval: 2.00, 2.81 body mass index ≥30 vs. < 25 kg/m2; older women: odds 

ratio=1.93, 95% confidence interval: 1.62, 2.22). Additionally, greater physical activity 

was associated with lower odds of progression to severe urinary incontinence (younger 

women: odds ratio=0.86, 95% confidence interval: 0.71, 1.03, highest vs. lowest 

quartile of activity; older women: odds ratio=0.68, 95% confidence interval: 0.59, 

0.80).(62) 

A study done by ÖzlemÇinarÖzdemir in year2019 of Physiotherapy in Women with 

Urinary Incontinence. It is not only a serious medical condition but also an undeniable 

psychosocial problem creating embarrassment and negative self‐perception, and it has 

a severe impact on a patient's quality of life. Today, there are wide different treatment 

options in urinary incontinence from surgery to conservative modalities. Among these, 

conservative management approaches are recommended as the first‐line treatment to 

manage with urinary incontinence. The choice of the most suitable option to treat for 

urinary incontinence differs according to the underlying pathophysiological mechanism 

defining subtypes of urinary incontinence and severity of symptoms. In this chapter, we 

addressed the different components of physiotherapy management of urinary 

incontinence, including pelvic floor muscle training, electrical stimulation, 
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biofeedback, vaginal cones, mechanical devices and magnetic stimulation. We 

concluded that the optimal physiotherapy care should be individualized to ensure 

applicability the clinic setting for each patient Even though there is a high prevalence 

of UI it still remains under screened, under diagnosed and undertreated. It is estimated 

that only a quarter percent of the women suffering from UI seek care and, out of these 

only less than half receive treatment. (63) 

A Systematic Reviews Conducted by Dumoulin C, published in Cochrane Database of 

systematic reviews Concluded that Pelvic floor muscle training versus no treatment, or 

inactive control treatments, for urinary incontinence in women (Review) in 2018.A 

wide range of treatments have been used in the management of UI, including 

conservative interventions (such as physical therapies, lifestyle interventions, 

behavioral training and anti-incontinence devices), pharmaceutical interventions and 

surgery. This review will focus on one of the physical therapies, specifically pelvic floor 

muscle training (PFMT). Pelvic floor muscle training PFMT has been part of exercise 

programmes in Chinese Taoism for over 6000 years (Chang 1984). It first entered 

modern medicine in 1936, when a paper describing tensing and relaxing of the pelvic 

floor muscles introduced the use of PFMT as a prevention and treatment option for 

urinary and fecal incontinence to the British physiotherapy profession (Morris 1936). 

However, PFMT as a treatment for SUI did not become widespread until after the mid-

1900s when American gynaecologist Arnold Kegel reported on the successful treatment 

of 64 cases of female SUI using pelvic floor muscle exercises with a pressure 

biofeedback perineometry (Kegel 1948). More recently, PFMT was defined by an 

international standardization committee as an exercise to improve pelvic floor muscle 

strength, endurance, power, relaxation or a combination of these parameters (Bø 2017). 

Based on the data available, we can be confident that PFMT can cure or improve 

symptoms of SUI and all other types of UI. It may reduce the number of leakage 

episodes, the quantity of leakage on the short pad tests in the clinic and symptoms on 

UI-specific symptom questionnaires. The authors of the one economic evaluation 

identified for the Brief Economic Commentary reported that the cost-effectiveness of 

PFMT looks promising. The findings of the review suggest that PFMT could be 

included in first-line conservative management programmes for women with UI. The 

long-term effectiveness and cost-effectiveness of PFMT needs to be further researched. 

(57) 
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Research Question 

Is the quality of life of post-menopausal women affected due to urinary incontinence? 
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AIMS and Objectives 

1) To identify the prevalence of Urinary incontinence in the studied population 

2) To evaluate the effect of UI on the QOL of postmenopausal women with urinary 

incontinence.  
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METHODOLOGY 

Study subjects: Postmenopausal women visiting SDM hospital, Patient caretaker, 

attender, or relatives. 

• Inclusion Criteria: 

1) Post-Menopausal women after 12 months of amenorrhea (Naturally/Surgically) 

2) Age group of more than 45 years 

• Exclusion Criteria: 

1) Women with acute illness,  

2) Recent abdominal surgery (6 months) 

3) Musculoskeletal injuries and recent fractures which impede day-to-day activities 

4) Spinal cord injury resulting in quadriplegia or paraplegia 

5) Cognitive impairment  

6) Neurogenic bladder  

7) Mental or neurological Disorders  

8) Inability to answer the question  

9) Person not willing to participate 

Study Area: Shri Dharmasthala Manjunatheshwara Medical College and Hospital, 

Dharwad Karnataka 

Study period: One year 

Study design: Cross-sectional study 

Sample size: Considering the available data of diagnosed cases of Urinary incontinence 

reported in the last three years to SDM College of Medical Sciences and Hospital was 

40 (Source Of information MRD). 

The minimum sample size of 100 was screened. 

Sampling procedure: Convenient Sampling  

The QUID (Appendix) identifies the presence and frequency of stress and urge UI 

Symptoms (3). Three items focus on stress incontinence symptoms and three on urge 

Incontinence symptoms. Each item includes 6 frequency-based response options, 

ranging from “none of the time” to “all of the time”, which are scored from 0 to 5 points. 

Scores are calculated in an additive fashion, resulting in separate Stress and Urge scores, 
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each ranging from 0 to 15 points. Compared to a formal clinical evaluation performed 

in urogynaecology patients, the use of QUID scores (Stress scores ≥ 4 for SUI and Urge 

scores ≥ 6 for UUI). 

Study instrument:  

1) Demographic data collection sheet  

2) Questionnaire For Urinary Incontinence Diagnosis (QUID) 

3) International Consultation on Incontinence Questionnaire Short Form (ICIQ-UI SF)  

4) Incontinence Impact Questionnaire (IIQ-7)  

5) Pen, Pencil 

Study Method and Data Collection: Ethical clearance was obtained from the 

Institutional ethical committee of SDM college of medical sciences and Hospital. 

Dharwad. 

The post-menopausal women reporting to SDM medical college and Hospital from June 

2021 to December 2021 to obstetricians and gynaecologists OPD were referred to 

Physiotherapy OPD. 

The information about the study was provided to the interested subjects and consent 

was sorted and the participants meeting the inclusion criteria were included in the study. 

Their demographic characteristics were collected and screened for urinary incontinence. 

Participants responding positively were given a “Questionnaire for female urinary 

incontinence Diagnosis” (QUID) to identify the type of UI. 

After identifying the type of incontinence, the severity score was calculated using the 

ICIQ-UI SF questionnaire. 

The Impact on the QOL due to urinary incontinence was identified using Incontinence 

Impact Questionnaire, Short Form (IIQ-7) 

Data thus collected were analyzed descriptively 

Study analysis: Descriptive statistics. 
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RESULTS 

Data analysis 

Table: 1 Percentage-wise distribution of prevalence of types of incontinence 

Types of incontinence No of respondents 

N=100 

% of respondents 

Stress incontinence 10 10.00 

Urge incontinence 13 13.00 

Mixed 9 9.00 

Total 100 100.00 

 

Figure:1 Prevalence of types of incontinence 
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Table 1 is describing the background characteristics of the studied women population. 

The total number of participants was N=100, Majority of the population belonged to the 

45-54 years of age range. Making the mean age of the population 54.03 +7.34. 

Nearly 25% were DM while 35% of them were hypertensive 6% had a history of 

hysterectomy and other causes may have 2%. The majority of them had 90%, 9% had 

LSCS, and 1%had an abortion. 

Thirty-two out of 100 women were found of having UI. The most prevalent type of UI 

was UUI13%, SUI 10%, and MUI9%.  
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Table:2 Comparison of types of incontinence with mean age, Age at menarche Age at 
menopause and BMI by one way ANOVA 

Variables   None Stress 
incont
inence 

Urge 
incont
inence 

Mixed Total F-
value 

p-
value 

Age in years Mea

n  

52.82

4 

59.30

0 

56.23

1 

54.11

1 

54.03

0 

2.872

2 

0.040

3* 

  SD 6.711 9.719 7.812 6.112 7.344   

Age at 

menarche 

Mea

n  

12.85

3 

12.80

0 

13.30

8 

14.11

1 

13.02

0 

3.441

3 

0.019

8* 

  SD 1.188 0.919 1.182 1.269 1.214   

Age at 

menopause 

Mea

n  

45.36

8 

44.40

0 

44.38

5 

42.66

7 

44.90

0 

1.641

2 

0.185

0 

  SD 3.176 5.522 2.902 5.362 3.689   

Height Mea

n  

151.3

53 

150.5

00 

153.3

08 

149.4

44 

151.3

50 

0.881

6 

0.453

6 

  SD 5.299 6.399 7.718 6.044 5.814   

Weight Mea

n  

58.83

8 

59.80

0 

60.07

7 

58.55

6 

59.07

0 

0.063

2 

0.979

1 

  SD 11.80

0 

8.162 8.500 14.28

4 

11.21

5 

  

BMI Mea

n  

25.77

9 

26.41

0 

25.67

7 

26.22

2 

25.86

9 

0.080

4 

0.970

5 

  SD 4.690 3.344 4.142 5.462 4.521   

         

*p<0.05 
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 A significant difference was observed between types of incontinence with mean 

age (F=2.8722, p=0.0403).  It means that the mean age is significantly higher in 

respondents with incontinence as compared to respondents without incontinence 

 A significant difference was observed between types of incontinence with mean 

Age at menarche (F=3.4413, p=0.0198).  It means that the mean age is 

significantly higher for respondents with Stress and urge incontinence as 

compared to respondents with Mixed incontinence and without incontinence 

 No significant difference was observed between types of incontinence with 

mean Age at menopause (F=1.6412, p=0.1850) and BMI (F=0.0804, p=0.9705).  

It means that the mean age at menopause and BMI are similar in respondents 

with incontinence and without incontinence 

Figure:2 Comparison of types of incontinence with mean age, Age at menarche age at 

menopause, and BMI 
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Table:3 Comparison of types of incontinence with QUID scores by Kruskal Wallis 

ANOVA 

Types of incontinence  Mean SD Median IQR 

None 0.00 0.00 0.00 0.00 

Stress incontinence 2.80 0.92 2.50 1.00 

Urge incontinence 3.23 0.60 3.00 0.50 

Mixed 6.44 1.51 6.00 0.50 

Total 1.28 2.14 0.00 1.50 

H-value 97.4875 

p-value 0.0001* 

Pair-wise comparisons of types of incontinence by Mann-Whitney U test 

None vs Stress incontinence P=0.0001* 

None vs Urge incontinence P=0.0001* 

None vs Mixed P=0.0001* 

Stress incontinence vs Urge incontinence P=0.2387 

Stress incontinence vs Mixed P=0.0003* 

Urge incontinence vs Mixed P=0.0001* 

*p<0.05 

 

The scoring of participants who were diagnosed of SUI had a mean of 2.80 + 0.92 

indicating that the complaints of leakage were more often present with coughing and 

sneezing, walking, and jogging. Similarly, UUI had a mean of 3.23 + 0.60 indicating 

that the complaints of leakage were more often present with the urge to use the toilet 

and uncomfortable need to urinate and that led to urine leak (even in small drops) or 

wet before using the toilet, sudden, strong need to urinate. MUI had a mean of 6.44 
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+1.51 indicates the complaints of SUI and UUI both had leakage of urine in few drops 

while coughing and sneezing, walking, and jogging accompanied by a strong need to 

urinate.  

A significant difference was observed between types of incontinence with QUID scores 

(H=97.4875, p=0.0001).  It means that the QUID scores are different in different types 

of incontinence.  Further, to know the pair-wise comparisons, the Mann-Whitney U test 

was applied and the results are presented in the above table. It also clearly showing that, 

A significant difference was observed between respondents with Stress incontinence 

and Urge incontinence at5% level.  It means that, the respondents with Stress 

incontinence have significant and lesser QUID scores as compared to respondents with 

Urge incontinence 

A significant difference was observed between respondents with Stress incontinence 

and mixed incontinence at5% level.  It means that, the respondents with Stress 

incontinence have significant and lesser QUID scores as compared to respondents with 

Mixed incontinence 

A significant difference was observed between respondents with Urge incontinence and 

mixed incontinence at5% level.  It means that, the respondents with Urge incontinence 

have significant and lesser QUID scores as compared to respondents with Mixed 

incontinence.  The mean scores are also presented in the following figure 
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Figure:3 Comparison of types of incontinence with QUID scores 
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Table:4 Comparison of types of incontinence with ICIQUI scores by Kruskal Wallis 
ANOVA 

Types of incontinence  Mean SD Median IQR 

None 0.00 0.00 0.00 0.00 

Stress incontinence 2.60 2.12 2.00 0.50 

Urge incontinence 4.38 1.98 4.00 1.50 

Mixed 6.89 2.15 7.00 1.00 

Total 1.45 2.58 0.00 1.00 

H-value 93.4011 

p-value 0.0001* 

Pair wise comparisons of types of incontinence by Mann-Whitney U test 

None vs Stress incontinence P=0.0001* 

None vs Urge incontinence P=0.0001* 

None vs Mixed P=0.0001* 

Stress incontinence vs Urge incontinence P=0.0324* 

Stress incontinence vs Mixed P=0.0025* 

Urge incontinence vs Mixed P=0.0194* 

*p<0.05, SD-Standard deviation, IQR-Interquartile range 

The scoring participants who were ICIQ-UI or SUI indicated that the severity had a 

mean of 2.60 + 2.12. similarly, the UUI indicates that the severity of the mean is 4.38 

+ 1.98, and the MUI severity indicates that 6.89 + 2.15  
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Figure:4 Comparison of types of incontinence with ICIQUI scores 
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Table:5 Comparison of types of incontinence with IIQ scores by Kruskal Wallis 

ANOVA 

Types of incontinence  Mean SD Median IQR 

None 0.00 0.00 0.00 0.00 

Stress incontinence 0.80 1.03 0.50 0.50 

Urge incontinence 2.08 2.43 1.00 2.00 

Mixed  5.44 3.09 5.00 2.00 

Total 0.84 2.05 0.00 0.00 

H-value 69.7782 

p-value 0.0001* 

Pair-wise comparisons of types of incontinence by Mann-Whitney U test 

None vs Stress incontinence P=0.0113* 

None vs Urge incontinence P=0.0005* 

None vs Mixed P=0.0001* 

Stress incontinence vs Urge incontinence P=0.2917 

Stress incontinence vs Mixed P=0.0007* 

Urge incontinence vs Mixed P=0.0135* 

*p<0.05 
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Figure:5 Comparison of types of incontinence with IIQ scores 
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DISCUSSION 

 

This study is unique as not only was the prevalence of different kinds of UI (SUI, UUI, 

MUI) identified, but the severity of incontinence was also rated as well as the impact 

on the QOL due to the type of incontinence was explored using ICIQ-UI, IIQ. We used 

the standard definition as urged by Mostafai et al in their meta-analysis that the usage 

of non-standardized definitions may be interpreted differently.  

In our study we found the prevalence of UI to be 32% in the studied population which 

is lower than the study by Saxena PM et.al they reported an overall prevalence at 53% 

in the urban and urban slum population. The reason for this difference could be the 

population studied in our study were volunteers visiting the tertiary care hospital as a 

support or the caregivers were well and active in the community as compared to the 

reported population. Though the prevalence in our study is similar to the findings of 

Mostafaei et al meta-analysis where they found the prevalence rate is 41%. (64) The 

reason for this could be the diagnostic instrument used is QUID which is a valid, 

reliable, and self-reported measure that made it easy to identify and relate to the 

symptoms in women with urinary incontinence. 

When comparing the prevalence of different types of urinary incontinence in our study 

was seen SUI 10%, UUI 13% MUI  9% which is different from the meta-analysis done 

by mostafaei et al where it is reported at SUI 12.6, UUI 5.5, MUI 9.1 this difference 

could be due to the inclusion criteria where we reported prevalence in the 45 years and 

above population and they reported it from 18 years and above.(64) They reported that 

in developing countries, Embarrassment, shame, lack of trust in the health system as 

well as the lack of knowledge and understanding of incontinence as a disease decrease 

the help-seeking behavior in the patients. While interviewing these patients many 

patients reported that they consider this as a part of aging and when asked about the 

awareness of possible treatment they said they are unaware of where should we seek 

treatment for this. It’s a shame to ask. Thus, patients hide their condition and others 

might consider it a natural process of aging. Our study reported lesser percentage as 

compared to the study by Sangeeta Jain et al they reported higher prevalence of 70 

percent it might be owing to the reports they have is of prevalence specific study with 

the larger population studied while we had a very small population who was community 

dwelling and active.(57) 

Though we have the UUI prevalence more than the other types of UI which is different 

from the studies that report stress urinary incontinence being highly prevalent. The 
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possible explanation for this difference could be the social activities and work culture 

and type of responsibilities for women is different in different geographical regions 

which are also mentioned by Diokno et al. Various studies mentioned about the 

prevalence of different UI types, including SUI, UUI, and MUI. The most prevalent 

type of UI in the individual studies and in mostafei meta‐analysis was SUI while UUI 

was reported as 74 percent with highest prevalence in Indian study. The prevalence 

ranged between 13% and 50% in younger and between 6.4% and 42.2% in older 

women. The number of participants included in the group with younger women ranged 

from 405 to 27 936 and the number of participants included in the group with older 

women from 227 to 142 651.4. As the mean age of women suffering from MUI was 54 

years while the UUI 56 year and SUI 59 year which is a similar study by Saxena PM 

the age for women suffering from different types of incontinence fall in 48-57years. 

Though the study by shewart 2003 reported elderly women were more affected but our 

study as the sampling was restricted to only women coming to the tertiary care hospital 

so it limits to the number of women who are community-dwelling and active in the 

community may be the cause of the difference observed. 

The study done by E.K. Bjelland reported the mean age of menarche varies from 15-16, 

in the population that we studied we found the mean age of menarche was 12.8. Cooper 

et.al., reported that menarche age is an important event in a woman’s reproductive life 

there’ study didn’t find recalled and actual ages at menarche and age at menopause but 

our study found that the exact age at menarche and menopause was remembered the 

given population.  while menopause age is 50 years in their study, while we found that 

menopause age was 45 years in our population. (65) 

Schoenaker et al., 2014 found that women with a low BMI reach menopause earlier 

than women with a high BMI. Our study reported the BMI suffering from SUI, UUI, 

and MUI mean was 26.4, 25.6, and 26.2 in the given population we found that no 

significant differences were observed. 

Hysterectomy and UI may be linked. The most biologically plausible explanation for  

this association is surgical trauma caused by the separation of the uterus and cervix  

from pelvic floor supportive tissues during hysterectomy. 

Hysterectomy may disrupt the delicate urethral sphincter mechanism by damaging dist

al branches of the pudendal nerves and the inferior hypogastric plexus, but it may also 

cause changes in bladder and urethral neck support. Similarly, to Burgio et al. and Eva 

Samuelsson, we found no significant relationship between hysterectomy and urinary 

incontinence in study Our findings were similar to those of Dayana Maia Saboia et al., 



42 | P a g e  
 

who discovered that evaluating UI types using the ICIQSF has been the subject of 

several studies, with MUI being identified as a condition with a greater impact on QoL. 

Women with MUI lost urine more frequently, in greater quantity, and with a greater 

impact on daily life than women with other UI subtypes, highlighting the severity of  

symptoms (amount of urine lost and frequency of loss) rather than the UI subtype as 

the most important predictor of a poorer QoL. (26-27). 

Mariana Luisa Versa Firmiano discovered, using the Incontinence Impact 

Questionnaire (IIQ7), that similar to our study results and indicated a higher impact of 

UI on the QoL of women with MUI compared to women with SUI and UUI. 

The same authors found no differences between the SUI and UUI groups, but our stud

y found differences between the MUI and the  

UUI and SUI. Women's behavior and Social Activities are restricted by UI, which 

prevents them from participating in social life and lowers their quality of life. 

In the current study, Y Yamur discovered that, despite the fact that one out of every th

ree women with UI stated that she did not consider the problem to be a problem, total 

and subscale QOL questionnaire scores were low. 

The study by Olajide O demonstrated that the women were unaware of the possible 

treatment for urinary incontinence thus choose to live with it, in our study, we found 

that the QOL of women with UI is significantly affected and they to were unaware of 

any solutions to the urinary incontinence problem and had accepted it as a part of 

menopause and ageing. According to the ISAO ARAKI study, the scores for those with 

mixed UI had a higher tendency than those with other types of UI (versus stress UI, P 

0.011 and versus urge UI, P 0.03). Also, those with mixed UI had a significantly higher 

ICIQ summed score than those with stress (P 0.0007) or urge (P 0.003) UI. The SF36 

did not detect these differences between types of UI. ICIQ-SF-36 was used to detect 

Stress incontinence vs Urge incontinence (P0.2917), Stress incontinence vs Mixed 

(P0.0007), and Urge incontinence vs Mixed (P0.013) among these types of UI. 
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LIMITATION 

 

There were some potential limitations to this study as well. First, because of covid-19,  

the number of people in the hospital was reduced, so we could only enrol 100 patients 

in the study. Another factor was that the SUI/MUI group had fewer participants than t

he UUI group, which could have influenced the results. 
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FUTURE SCOPE OF THE STUDY 

 

This study has introduced an understanding that community-dwelling postmenopausal 

women are silent sufferers, a study with a larger sample size to understand the actual 

magnitude of the problem and its impact should be conducted. 
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CONCLUSION 

Urinary incontinence is a significant health problem in the community with a 32 percent 

population in our study being identified as suffering from urinary incontinence. Among 

the various types of UI, urge incontinence (13%) was most common followed by mixed 

and stress incontinence. Urinary incontinence has an impact on the quality of life and 

affects productivity and decreases activity levels in women.  
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SUMMARY 

Urinary incontinence is a common problem that is frequently underreported due to its 

embarrassing nature and social stigma. The global prevalence of UI in women is 

estimated to be 25% to 45 percent, with a peak in prevalence between the ages of 50 

and 54.  

The purpose of this study was to determine the effect of urinary incontinence on the 

quality of life of postmenopausal women. The primary goals of this study was to 

identify women with UI and the impact of UI on postmenopausal women's QOL. 

Postmenopausal women visiting SDM hospital, patient caretakers, attendees, or 

relatives were recruited as study subjects.  

The study period was one year, with a cross-sectional study design and a minimum 

sample size of 100 was screened. (Easy Sampling Method). The information about the 

study was distributed to those who were interested, and consent was obtained. The study 

included consented participants who meet the inclusion criteria.  

Their demographic information was gathered, and they were screened for urinary 

incontinence. Participants who responded positively were given a "Questionnaire for 

Female UI Diagnosis" (QUID) to determine the type of UI they have. 

The severity score was calculated using the ICIQUI SF questionnaire after the 

determination of type of incontinence. The Incontinence Impact Questionnaire, Short 

Form was used to assess the impact of urinary incontinence on QOL (IIQ7). The 

information gathered was analyzed descriptively. The prevalence of various types of 

incontinence is distributed as a percentage. The total number of participants was 100, 

with the majority of the population being between the ages of 45 and 54. A total of 32 

women out of 100 were found to have UI.  
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UUI was the most common type of UI (13%) followed by SUI (10%) and MUI (9%). 

One-way ANOVA was used to compare types of incontinence to mean age, age at 

menarche, age at menopause, and BMI.  

There was no statistically significant difference between types of incontinence and 

mean age at menopause or BMI. Kruskal Wallis ANOVA was used to compare different 

types of incontinence with QUID scores. 

The Mann-Whitney U test is used to compare pairwise QUID scores in different types 

of incontinence. A significant difference was found between SUI and UUI, UUI and 

MUI, and SUI and MUI. Our study concluded that UI is a significant health problem in 

the community. We were able to calculate the overall prevalence of female UI in the 

developing community, which is approximately 32%. Urge incontinence (13 percent) 

was the most common type of UI, followed by stress and mixed incontinence. Urinary 

incontinence reduces women's productivity and activity levels. 
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                                            ANNEXURE:1 

  INFORMED CONSENT FORM 

SR.NO of the participant: _________________   

STUDY TITLE: ________________   

Name of the Investigator: ______________ 

Telephone No: _______________ 

I Mr./Ms. ____________ M/F ______ Age _____  

Here by give my consent to include myself as a subject in the study and to publish the 

data obtained. I have been informed to my satisfaction by the attending physiotherapist 

the purpose and the method of the study. I am also aware of my right to opt myself out 

of the study at any time during the course of the study without having to give reasons 

to do so. I agree to adhere to the physiotherapists’ instructions and cooperate fully with 

those conducting the study. 

 

____________________________ 

(Signature/Left thumb impression) 

Name of the participant: ____________                                             Date: 

Complete postal address: ____________                                             Place: 

This is to certify that the above consent has been obtained in my presence 

 

______________________                                                                Date: 

(Signature of the Investigator)                                                          Place: 

Witness-1                                                                                          Witness-2 

______________                                                                              ______________ 

Signature:                                                                                          Signature: 

Name:                                                                                                 Name: 
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                                               ANNEXURE:2 

 

CONSENT FORM 

 

INFORMATION FOR PARTICIPATION OF THE STUDY 

 

Dear participants,  

We welcome you and thank you for your interest in participation in this study. Before 

you participate in the study it is important for you to know why this research is being 

carried out. This form will provide you all the relevant details of this research. It will 

explain the nature the purpose, the benefits and the risk and the information about how 

this project will be carried out. It is important that you read and understand the content 

of the form carefully. This form may contain certain scientific terms and hence, if you 

have any doubts or if you want more information, you are free to ask the study personnel 

or contact the person mentioned below before you give your consent at any time during 

the entire course of the project 

. 1) Project Title: “Prevalence of urinary incontinence and its effect on quality of life of 

postmenopausal women”. 

 2) Department and Institute: SDM College of Physiotherapy, Sattur, Dharwad.  

3) Name of the Investigator: Ms. Kavita.S. Waddar, M.P.T. 

 4) What is the purpose of this study?: To identify the Prevalence of urinary 

incontinence and its effect on QOL of post-menopausal women. 

 5) What is the selection procedure for the participant?: Urinary incontinence Patients, 

postmenopausal women from SDM hospital. 

 6) How will it carried out, Demography data will obtained which includes primarily 

data of the participant and questionnaire data on QUID ICIQ I-QOL questionnaire will 

be asked in the form of an interview (face to face) data available  

7) e will be collected and analysis. 

 8) What are the responsibilities of the participant ?: Participant must agree to adhere to 

the investigator’s instructions and cooperate with those conducting the study. 

 9) What are the expected risks for the participants? : There is no such risk in this study. 
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 10) Whether my participation in the study will be kept confidentiality? : Yes, 

participant’s privacy and confidentiality will be maintained during and after the study. 

 11) Whether my participation in the study will be kept confidential? : Yes, participants’ 

privacy and confidentiality will be maintained during and after the study. 

 12) If there is any new findings / information .will I be informed? : Yes participants 

will be informed about new findings or information of the study.  

13) Permission for publication? : Results obtained after the study may be published for 

scientific purpose. However, identify will not be disclosed even after the study or during 

the publication. 

 

For any study related queries, you are free to contact,  

Ms. Kavita.S. Waddar, M.P.T (CBR),  

SDM College of Physiotherapy,  

Sattur Dharwad-580009. 

Contact no: 7204376942 

 Email id: kavitawaddar2019@gmail.com  

Dr. Shweta Bhatbolan MPT, BPT. Assistance Professor. 

 SDM College of Physiotherapy,  

Manjushri Nagar, Sattur,  

Dharwad-580009. Karnataka, India. 

Contact no: 08362462253 

Email id: shwetabhatbolan@gmail.com  

Place:  

Signature of the Investigator: 

 Date:  

Witness: 
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ಸ ಯಕ ಪಕ   

 

-shwetabhatbolan@gmail.com  
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                                                  ANNEXURE:3 

                                                       DATA COLLECTION 

 

Demographic Data 

Name: 

Age: 

Hight: 

Weight: 

Age of Menarche: 

GPLAD: 

Menopause: Natural\Hysterectomy 

LSCS\FTVD 

Any other surgery: 

Any other medical condition: 

     Diabetics: 

     HTN: 

     Hypothyroidism: 

     IHD: 

Medication: 

     No. of Medications: 

H\O falls: 

     Age at: 

Are you aware of any treatment methods for Urinary Incontinence? 
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ANNEXURE:4 

 

OUTCOME MEASURES 
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ANNEXURE:5 

 

MASTER CHART 
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ANNEXURE:6 

Plagiarism was checked by using Dupli checker. At a time 1000 words were permitted 

to check for plagiarism.  

Hence, we divided the content and all the content was found to be unique and 

cumulative percentage came to 98%. 

Introduction: 

1st part- 94%unique content, 2nd part-97% content,3rd part-97%unique content. 

Methodology: 

100% unique. 

Discussion: 

1st part-97% unique content,2nd part-100% unique. 

Conclusion: 

100% unique. 

Summary: 

98% unique content. 

Using the software with default parameters, words 5573 were analysed. The mean rate 

of plagiarism was 2.13%. Hence the originality of the text is 97.8%. 

Plagiarism check was done in the presence of Dr. Shweta Bhtbolan, Assistance 

professor and PG guide, SDM College of Physiotherapy.  

Figure:6 Pie chart depicting the mean rate plagiarism report 
 

                                

 

 

Percentage

Unique Similar
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ANNEXURE:7 

ETHICS COMMITTEE CERTIFICATE 
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ANNEXURE:8 

 

Reference Number:  REF/2021/08/046083(DE) 
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ANNEXURE:9 
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ANNEXURE:10 
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