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Abstract

Introduction: Urinary incontinence in women is a common medical and social problem affecting the quality of life and
increasing with age, especially after menopause. The main risk factors include age, obesity, childbirth, decreased estrogen
levels, chronic diseases, and social and behavioral conditions. Despite its high prevalence, the topic remains insufficiently
discussed, which leads to a delay in diagnosis and therapy and an aggravation of psychoemotional consequences [8].

Objective: to analyze the literature on the prevalence and risk factors of urinary incontinence in women in foreign
countries, as well as to assess the impact of this condition on the quality of life of women.

Search strategy: scientific publications from the past 10 years were reviewed through databases such as Scopus,
PubMed, Web of Science, CyberLeninka, among others.

Research results: the analysis showed that urinary incontinence in women occurs in 20-30% of the general population
and in more than 35% over the age of 55, with age, hormonal changes, multiple births, obesity and a sedentary lifestyle
being the most significant risk factors. A comparative analysis of international data revealed significant differences in
prevalence and access to treatment between high- and low-income countries, as well as the impact of cultural and social
barriers on access to care. It has been found that urgent and mixed forms of urinary incontinence worsen the quality of life
the most, causing anxiety, depression and decreased social activity. The identified gaps — a lack of longitudinal research,
poor adaptation of programs to the cultural context, and limited representation of vulnerable groups — highlight the need to
create sustainable, culturally sensitive models of women's care.

Conclusions: urinary incontinence in women is a global public health problem that requires an integrated approach. The
existing differences in epidemiology, access to diagnosis and treatment, as well as the lack of data on cultural and age
characteristics emphasize the need for interdisciplinary and cross-country research. The development of culturally sensitive
and evidence-based programs will increase access to care, improve women's quality of life, and reduce the global burden of
this condition.
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BeepeHue: HegepkaHue MOYM y OKEHWWH - pacnpocTpaHéHHas MeauunHCKas U - couuanbHas npobrema,
3aTparmBatoLLas Ka4yeCTBO XU3HM W YCUIMBAIOLLAsACS C BO3PAcTOM, 0coDeHHO nocne MeHonay3bl. OCHOBHbIe (hakTopbl pucka
BKIIOYAKOT BO3PACT, OXWPEHWe, pPOMbl, CHWKEHWE YPOBHA 3CTPOreHa, XpOoHWYeckue 3abormesaHus W couuanbHo-
noBeJeH4ecke ycnosns. HecMoTps Ha BbICOKYHO pacipoCTPaHEHHOCTb, TeMa OCTaéTC HEAOCTaTOMHO OBCYXAaeMoN, YTo
NPUBOANT K 3aA€pKe AMArHOCTUKW 1 Tepanum 1 yCyrybreHmo NCMXo3MoLMoHarbHbIX NocneacTsui [8].

Llenb nccnepoBanus: aHanus nutepatypbl O PacnpoCTPAHEHHOCTM W (hakTopax pUCKa HEAEPKAHWUS MOYN Y KEHLLMH B
3apy0OexHbIX CTpaHax, a Takke OLEHUTb BIINSIHIE 3TOTO COCTOSIHUS Ha KAYECTBO KM3HMW XKEHLLMH.

Crparerna noucka: nouck Hay4Hon nutepatypbl B 6asax gaHHbix Scopus, PubMed, Web of Science, CyberLeninka
ap., rybuHoii noucka B 10 ner.

Pe3ynbTatbl MccneaoBaHuA: aHann3 nokasan, uto HeAepxaHne Mouu y xeHwuH BcTpevaetcs y 20-30 % B obue
nonynsiummn u 6onee yem y 35 % crapwie 55 net, npuyém Hanbonee 3HauMMbIMK (pakTOpamu pucka SBASIOTCS BO3pacT,
OPMOHarbHbIE U3MEHEHMUS,, MHOTOKPATHbIE POAbl, OXKMPEHWE M ManonoaBWKHbIN 06pa3 n3HW. CpaBHUTENBHBIA aHanu3
MeXAyHapOAHbIX [aHHbIX BbISBUIN CYLIECTBEHHbIE Pa3NnyUs B PACcMpOCTPAHEHHOCTM M AOCTYNe K MEYEHWo Mexay
CTpaHaMi C BbICOKMM UM HM3KAM YPOBHEM [0XOHa, a Takke BIUSHWE KyMbTYPHbIX W COLManbHbIX BapbepoB Ha
0bpallaeMoCcTb 3a MOMOLLBK. YCTAHOBMEHO, YTO YpreHTHas M CMellaHHas opMbl HEAEPXaHUsi MOYM CUNbHEe BCEro
YXYALIAIT Ka4eCTBO KM3HW, BbI3biBas TPEBOXHOCTb, LENPECCUMI0 W CHUXEHWE COLMarbHOM akTUBHOCTW. BbisiBNEHHbIE
npobenbl — HexeaTka IOHMUTIOAHBIX MCCredoBaHWi, cnabas ajantauus nporpaMM K KyNbTYPHOMY KOHTEKCTY W
OrpaHNYeHHOE NMPEACTaBUTENLCTBO YA3BUMBIX MPYNN — NOAYEPKMBAKOT HEOBXOAUMOCTbL CO3AaHNUA YCTONUMBLIX, KyNbTYPHO-
UYBCTBUTEMNbHbIX MOLENEN MOMOLL KEHLLUHAM.

BbiBoAbI: HegepkaHe MOYM Y KEHLUMH siBnseTcs rnobanbHoi Npobnemoii obLLecTBEHHOTO 300poBbs, Tpebytowlei
komnnekcHoro mogxoga. CyllecTBylolMe pasniuyns B SNMOEMMONONAW, JOCTyNe K AWarHOCTUKE M NeYeHnto, a Takke
HeJoCTaTOK [AaHHbIX O KyMbTYPHbIX M BO3PACTHbIX OCODEHHOCTAX MOAYEPKMBAKOT  HEOOXOAMMOCTb MPOBEAEHNS
MEXOMCLMNIMHAPHBIX W MEXCTPAHOBLIX MCCnenoBaHniA. PaspaboTka KynbTypHO YyBCTBUTENbHbIX M HAy4YHO 0BOCHOBAHHbIX
MporpaMM MO3BOMMUT MOBBLICUTH JOCTYMHOCTb MOMOLLM, YYYLWNTb KAYECTBO XN3HU KEHLLMH U CHW3MTL rnobanbHoe 6pems
3TOr0 COCTOSIHUS.

Knrouesble crnosa: xeHuwuHbl, HedepXaHue MOYU Y XEHWUH, (hakmopbl pucka, pacnpocmpaHéHHOCMb; Cmpeccogoe
HedepxaHUe MOYU, Ka4ecme0 XKU3HU.
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Tywingeme
WET ENAOEPAOETI aﬁEﬂﬂEP APACBIHOA 3°P WbLIFAPYAODbI
YCTAMAYAbIH KAYIN-KATEP ®AKTOPJIAPbI MEH TAPAJYLL.
O9AEBMETTIK LLOMNY.

XKanbinceiH A. PeicnaeBa?”, https://orcid.org/0000-0003-1748-6548

3autyHa A. XucmeToBal, https://orcid.org/0000-0001-5937-3045

Ayman Bepikynbil, https://orcid.org/0000-0002-9738-7453

AOvHapa C. CepukoBa-EceHrenbguHa?, https://orcid.org/0000-0002-9470-9488
WonnaHx K. KuHaaroeal, https://orcid.org/0000-0003-1178-2848

Xanupa K. lWapunoeaz2, https://orcid.org/0000-0001-5553-8156

lWonnaHx X. OcnaHoBaz?, https://orcid.org/0000-0003-3500-3906

1 «Cemeit MeguumnHa yHuBepcuTeTi» KeAK, Cemelt K., Kazakctan Pecny6nukacsbl;
2 «ActaHa meguuuHa yHuBepcuteTi» KeAK, AcTtaHa K., KazakctaH Pecny6nukachbl.

Kipicne: 9itengepgeri 3apgi yctamay- emip canacbiHa acep €TETIH XaHe KapTalFaH CalbiH, aCipece MeHonay3aaaH
KemiH KyLue/AeTiH annbl MeauUMHanbIK XoHe aneyMeTTik Macene. Herisri kayin daktopnapbiHa xac, cemisgik, 6ocaHy,
3CTPOreH JeHreiiHiH, TeMeHaeyi, Co3binManbl aypynap XsHe afneyMeTTiK-MiHe3-KySblk, Xafgainapel xatagpl. Xorapsbl
TapanyblHa KapamacTaH, TakbIpbin XETKIMIKTI Typae Tankbinanbangbl, Gyn AMarHOCTUKa MEH TepanusHbIH, KeLWiryiHe XaHe
NCUX03MOLMOHaNAb! canaapablH, HalapnayblHa akenegi [8].

3epTTeyaiH, Makcatbl: WeT engepaeri anennepaiH, 3ap WhlFapyabl yCTamayablH, Tapanybl MeH kayin aktoprapb
Typansl afebueTTepai Tangay, Oyn xaraainsiH senaepaiH emip canacbiHa acepiH baranay.

Isgey ctpaterusicbl: coHfbl 10 Xbin iWiHAEe Xapblk KepreH fuinbiMu aaebuettep Scopus, PubMed, Web of Science,
CyberLeninka xaHe backa ga manimeTTep 6asanapbiHaa isgengi.
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3epTTey HaTUXenepi: Tanaay kepceTkeHaeln, aiengepae 3apai ycramay xannbl XanbikTblH, 20-30% - kesgecemi, 55
XacTaH ackaH 35% - AaH acTamblHAa Ke3aecedi, eH, MaHbI3abl Kayin dakTopnapbl xac, ropMoHanbl earepictep, OipHele
peT BocaHy, CeMi3fiik xaHe OTbIPbIKLLbI eMip canTbl 6onbin Tabbinagsl. Xanbikapansik 4epekTepai cCanbicTbipmMans! Tangay
TabbiCbl XOFapbl XaHE TeMEH enaep apacbiHhasbl Tapany MeH empeyre KOm JKeTKisyderi aiTapnbiKTai
aibipMaLLbInbIKTapAbl, COHOAN-aK MOAEHM XaHe aneyMeTTiK KedeprinepaiH, KeMekKke XyriHyre aCepiH aHbikTagbl. 3apai
yCTamayablH, YPreHTTi XaHe apanac Typrepi emip Cypy canacbiH HallapnaTtbin, Mas3acbi3AblKTbl, AENPEeCCUsHbI XKaHe
aneymeTTik 6enceHminikTiv, TeMeHaeyiH TyablpaTbiHbl aHbIKTangbl. AHbIKTanFaH OfKbIIbIKTAP- y3aK 3epTTeynepmin,
XeTicneywwiniri, 6argapnamanapgbls, MSEHN KOHTEKCTKe Halap Gemimzenyi xsHe ocan TONMTaphblH, LIEKTEYNi eKingiri
amenaepre KeMekTecydiH, TypakTbl, MafleHU-CesiMTan MOZENbAEPIH Kypy KXKETTINIMH KepceTeai.

KopbITbIHABI: alengepaeri 3apai yctamay-Oyn KeleHai TaCingi KaKeT eTeTiH XanaHAblk, OEeHCaynblK MaCeneci.
Onuaemvonorusgassl, AMarHocTka MeH emaeyre Kon xeTkidyderi 6ap anblpmalubinbIKTap, CoOHAali-aKk MafeHU KaHe xac
epeKLLenikTepi Typanbl AepekTepaid, 60nMaybl NaHapanbIk XeHe enapanblk, 3epTTeynepai Xypridy KaxeTTiniriH kepceTeai.
MageHn cesimMTan xaHe fbinbIMM HerisgenreH Oafgapnamanapdbl 23ipney KeMekTiH, KOMKeTIMAINIfH - apTTbipyFa,
amnenaepai, eMip Cypy camacblH XakCapTyra XoHe OCbl XardalblH XanaHAblk ayblpTnanbiFblH asanTyra MyMKiHOIK
Gepegi.

Tyliindi ce3dep: aliendep, aliendepde 3apdi ycmamay, kayin hakmopnapbl, mapanybl; cmpeccmi ycmamay, emip
canace|.

[Moliekces ywiH:

Psicnaega X.A., Xucmemosa 3. A., bepikynbi [1., Cepukosa-Eceneenbduna [.C., Kunasmosa LK., Lllapunosa XK.,
OcnaHosa LU.X. WeT enpeppaeri snengep apacbiHaa 3ap Wbirapyabl ycTamaydblH, Kayin-katep (akropnapsl MeH Tapanybl.

2aebvetTik wony // FuinbiM xaHe AeHcaynblk cakray. 2025. Vol.27 (5), b. 203-213. doi 10.34689/SH.2025.27.5.024

Introduction

Urinary incontinence (Ul) in women is a significant
medical and social problem that affects both the physical
and psychoemotional state of women in different age
groups. According to the definition of the International
Continence Society (ICS), Ul is an involuntary leakage of
urine, which can be either a minor inconvenience or a
serious disorder that significantly worsens the quality of life.
In the context of rapidly aging population, an increase in
chronic diseases and lifestyle changes, the relevance of
studying the prevalence and risk factors of Ul increases,
especially in the international context, where rates may vary
depending on cultural, medical and socioeconomic
conditions [8, 11].

According to numerous studies, the prevalence of Ul
among women varies widely, from 5% to 70%, depending
on age, country, diagnostic methods, and study design [9].
The most common forms are stress urinary incontinence
(SUI), urge urinary incontinence (UUI), and mixed urinary
incontinence (MUI), each with unique causes, clinical
manifestations, and consequences for the patient [6]. The
prevalence of Ul increases significantly with age, especially
after menopause, with women over 60 years of age at much
greater risk [3].

Risk factors for urinary incontinence in women are
multifaceted and include physiological, behavioral, and
social aspects. The most well-known predictors are age,
obesity, multiple births, mode of delivery (vaginal birth),
decreased estrogen levels in the postmenopausal period,
surgical interventions (e.g., hysterectomy), and the
presence of chronic diseases such as diabetes or chronic
cough [10, 12]. At the same time, increasing attention in
recent years has been paid to social determinants of health
- level of education, physical activity, smoking, and even
access to sanitary conditions [2; 7].

At the same time, despite its high prevalence and
serious consequences, urinary incontinence remains an

under-discussed topic in society. Women often do not seek
medical help due to a sense of shame, fear of being
misunderstood, or the belief that it is a natural consequence
of aging that nothing can be done about [5]. This leads to
delays in diagnosis and treatment, as well as to a significant
decrease in quality of life. Women with Ul may experience
difficulties in social, professional, and intimate spheres,
suffer from anxiety and depression, limit their activity, which
in turn aggravates the severity of the condition [1, 4].

Modern research emphasizes the importance of a
comprehensive  approach to assessing not only
physiological symptoms, but also subjective experiences
and patient perceptions of their condition. The purpose of
this literature review is to comprehensively analyze
scientific data from the last 10 years (2015-2025) on risk
factors and prevalence of urinary incontinence among
women in foreign countries, as well as to consider the
impact of this condition on quality of life. The review focuses
on systematization of available epidemiological data,
classification of risk factors by their nature and modifiability,
analysis of differences in prevalence by regions and
cultures, and identification of research gaps that require
further scientific attention.

The review will cover the following key areas: definition
and classification of urinary incontinence types, biomedical
and social risk factors, statistical data on prevalence in
different countries and regions, as well as psychosocial
aspects and the impact of Ul on the quality of life of women.
Academic sources were used in preparing the review: peer-
reviewed articles, meta-analyses, systematic reviews,
international reports and clinical guidelines published no
earlier than 2015. Thus, the presented review is aimed at
forming a holistic and evidence-based understanding of
urinary incontinence in women, its main predictors,
epidemiology and consequences, which is important for
both clinicians and researchers, as well as for public health
specialists, policy makers and women's health programs.
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Definition and classification

According to the International Continence Society (ICS),
urinary incontinence (Ul) is “a complaint of any involuntary
leakage of urine” [15]—that is, a symptom that may occur
without necessarily being associated with a social or
hygienic problem [22]. This interpretation ensures
diagnostic sensitivity, but at the same time raises debate
about its effectiveness in linguistic and sociomedical
research [13].

The classification of Ul includes three main types:
stress urinary incontinence (SUI), urge urinary incontinence
(UUI) and mixed urinary incontinence (MUI). These
categories are based on differences in clinical
manifestations,  pathophysiological mechanisms  and
treatment approaches. This typology is recognized by
leading international organizations and is widely used in
clinical and epidemiological studies [10, 17].

Stress urinary incontinence (SUI) is defined as
involuntary leakage of urine during physical effort,
coughing, sneezing or other stress accompanied by an
increase in intra-abdominal pressure (ICS, 2018). The most
common cause of SUl is urethral hypermobility associated
with weakening of the muscles and connective tissue of the
pelvic floor, especially after vaginal childbirth and in the
postmenopausal period. The second pathogenetic
mechanism is considered to be intrinsic sphincter
deficiency, in which the pressure in the urethra decreases,
and it is unable to hold urine even in a normal position
[17,19]. SUl is the most common form of Ul in young and
middle-aged women, accounting for up to 40% of all cases
of urinary incontinence [10].

Urge urinary incontinence (UUI) is characterized by a
sudden and strong urge to urinate, accompanied by urine
leakage. It is associated with overactivity of the detrusor, a
muscle layer of the bladder that contracts involuntarily
before the required volume is reached (American Urological
Association [AUA], 2019). UUI can have both idiopathic
mechanisms and organic causes, including neurological
diseases  (Parkinson's disease, multiple sclerosis,
consequences of stroke), as well as urinary tract infections
and innervation disorders [19]. UUl is more common in
older women and can significantly reduce quality of life,
especially when accompanied by social anxiety.

Mixed urinary incontinence (MUI) combines symptoms
of both stress and urge incontinence, i.e. leakage can occur
both during physical activity and during strong urges. MUl is
often diagnosed in older women and requires an
individualized approach to treatment, with an emphasis on
the dominant type of symptomatology (AUA, 2019; 18].
Differential diagnosis and accurate determination of the
predominant form are especially important for choosing
effective therapy.

In addition to the three main types, ICS also
distinguishes  additional  clinical forms: postpartum
incontinence, nocturnal enuresis, coital incontinence, and
functional incontinence [38]. Postpartum incontinence
occeurs during the first 12 months after childbirth and may be
due to damage to the pelvic floor. Coital urinary
incontinence occurs during or after sexual intercourse and
is often associated with the presence of pelvic organ
prolapse. Nocturnal enuresis in adult women is rare, but
may accompany neurogenic diseases. Functional

incontinence is associated with cognitive or physical
limitations, in which the patient does not have time to get to
the toilet in time, despite the preserved ability to control
urination [19].

A clear classification of urinary incontinence is
necessary not only for correct diagnosis, but also for
choosing the optimal treatment strategy. Thus, in case of
stress incontinence, the first line of therapy is considered to
be exercises for the pelvic floor muscles, while urgent
incontinence often requires drug intervention aimed at
reducing the activity of the detrusor. In case of the mixed
form, a combined approach is used. Thus, the typology of
Ul has important practical significance and directly affects
the quality of medical care for women suffering from this
disorder.

The use of international definitions and typologies
developed by the ICS and endorsed in clinical guidelines
helps standardise approaches to the diagnosis, treatment
and investigation of urinary incontinence. This consistency
allows for cross-national comparisons, adaptation of
treatment protocols and development of effective prevention
and intervention programmes, particularly in the context of
the increasing prevalence of this condition among women
worldwide.

Risk factors

Urinary incontinence (Ul) in women is a multifactorial
condition, the development of which is caused by the
interaction of physiological, medical, behavioral and
socioeconomic factors. Scientific research in recent years
confirms that the risk of Ul increases under the influence of
both unchangeable factors, such as age, and modifiable
factors, including lifestyle, body weight, reproductive history
and the presence of chronic diseases. A comprehensive
assessment of these factors allows not only to clarify the
prognosis, but also to develop personalized prevention
strategies.

One of the most significant risk factors is age. Modern
studies show a clear relationship between the aging of the
body and the increased prevalence of urinary incontinence,
especially after 50 years. The postmenopausal period is
accompanied by a decrease in estrogen levels, which leads
to atrophic changes in the genitourinary system: tissue
elasticity deteriorates, urethral pressure decreases, and
pelvic floor muscles weaken. These changes contribute to
the development of stress incontinence and other forms of
urinary retention disorders [18, 24].

Reproductive factors play an equally important role.
Scientific data demonstrate that with an increase in the
number of births, especially vaginal, the likelihood of
developing Ul increases significantly. Parity is an
independent predictor of stress incontinence, since each
subsequent vaginal birth increases the risk of damage to
the supporting structures of the pelvic floor, in particular the
fascia and muscles responsible for urinary continence. In
addition, surgical interventions in gynecological practice,
including hysterectomy, are also associated with an
increased likelihood of Ul, especially in cases where the
anatomical integrity of the pelvic floor is disrupted [17, 19].

Overweight and obesity are among the most studied
and clinically significant modifiable risk factors. Meta-
analyses confirm that body mass index (BMI) is closely
associated with the likelihood of developing both stress and
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urge incontinence. Increased intra-abdominal pressure in
obese women contributes to deterioration of urethral
sphincter function and weakening of pelvic support, which
makes urinary continence less effective. In addition, obesity
is often accompanied by metabolic syndrome, insulin
resistance, and type 2 diabetes, conditions that also
increase the risk of Ul [18, 23].

Behavioral factors and lifestyle also play a significant role.
Low physical activity and prolonged sitting (more than 7 hours
per day) have been shown to correlate with an increased
prevalence of both stress and urge incontinence. The
mechanisms include deterioration of blood circulation in the
pelvic area, decreased muscle tone, and general physical
inactivity. Studies based on NHANES (2007-2018)
demonstrated a significant association between a sedentary
lifestyle and an increased risk of Ul in women [25]. Smoking,
as another lifestyle factor, can increase Ul symptoms through
the development of chronic cough and increased intra-
abdominal pressure, as well as due to vascular damage and
ischemia of the pelvic floor muscles [23].

A recently published study from Hungary found that the
risk of sarcopenia (reduced muscle mass and function) is a
significant independent factor for the development of urinary
incontinence in women over 50 years of age. In addition to
age factors and complications of childbirth, the SARC-F
score was significantly associated with the presence of Ul
(turnOsearch5) - women with a high risk of sarcopenia had a
significantly higher probability of incontinence [69]. This
highlights the need to include biomuscular parameters in
multivariate risk models.

In recent years, there has been growing interest in the
use of machine learning methods to predict the risk of
developing Ul. One such study by Benitez-Andrades et al
[20] found that the most significant variables associated
with postpartum incontinence were body weight, physical
activity, lifestyle, age, and voiding habits. This opens up
prospects for early intervention and prevention, especially in
high-risk groups.

It is important to note that systematic differences in the
level and structure of risk between regions and countries
require further study. International reviews indicate that risk
factors are similar in developing countries, but the
prevalence of Ul may be higher due to limited access to
treatment, higher birth rates, and lack of prevention
programs [21, 26]. In addition, cultural differences in the
perception of women's health and the taboo nature of the
topic of incontinence may reduce the likelihood of seeking
help, and, as a result, increase the burden of the disease.

hus, risk factors for urinary incontinence in women are
multicomponent and interrelated. They include age,
hormonal changes, obstetric and gynecological history,
body weight, chronic diseases, lifestyle characteristics and
social determinants. Given the high prevalence of Ul and its
negative impact on quality of life, timely identification and
control of modifiable risk factors, as well as the
development of individualized prevention and treatment
strategies, are of particular importance.

Prevalence and statistics

Urinary incontinence (Ul) among women is a global
problem, and its prevalence varies significantly depending
on the region, age structure of the population, study
methodology, and diagnostic tools used. Recent meta-

analyses cover dozens of countries and show that in
developing  countries, the global prevalence s
approximately 31.2% (95% Cl: 29.0-33.4), with stress Ul
recorded in 20.7%, urgency Ul in 13.1%, and mixed Ul in
17.8% of women [27, 33]. In countries with higher incomes
and developed health care systems, overall Ul rates are
about 25.7% (95% Cl: 22.3-29.5) [27].

In older women, the prevalence of Ul is even higher:
according to a meta-analysis of 29 population-based
studies involving 518,465 women aged 55 to 106 years, the
rate was 37.1% (95% CI: 29.6-45.4), with maximum values
of up to 45.1% in Asian countries and minimum values of up
to 9.5% in Mexico [28, 31]. There is also a tendency for the
prevalence of Ul to increase in studies of a later period,
which is recorded by meta-regressions over time [28]. A
global prevalence analysis of overactive bladder (OAB) as a
syndrome closely associated with urgency incontinence
showed that it occurs in 21.9% of women (95% Cl: 20-
24%), with a higher risk in women over 60 years of age (OR
= 28.3) and in obese individuals (OR = 18.6) [29]. Since
OAB is often associated with UUI, these data indirectly
confirm the increased prevalence of the urgency form in the
elderly and women with high BMI. Data from the United
States, obtained using representative samples and
standardized questionnaires, show that approximately
61.8% of the adult female population in the United States
has ever experienced Ul, and 32.4% of women experience
symptoms monthly. Among women with Ul, 37.5% suffer
from the stress form, 22.0% from the urgent form, 31.3%
from the mixed form, and approximately 9% from the
indeterminate form (Sandvik Severity Index = moderate)
[30].

A review of sexual and professional behavior in women
in the Persian Gulf revealed unique regional characteristics:
in the Gulf countries (Saudi Arabia, UAE, Kuwait, etc.), the
prevalence of Ul varied from 10% to 50%, while a
significant proportion of women were embarrassed to
discuss the problem with health professionals, which could
lead to underestimation of the actual rates [32].

In Africa, based on the results of 22 studies covering
different regions of the continent, the pooled prevalence of
Ul was about 24% (95% CI: 17-33), with variability from 2%
to 80%. SUI was observed in 35% of women, UUI in 28%,
and MUl in 31% [62]. In North Africa and the Maghreb, the
overall rates were up to 41%, with some studies reporting
80% Ul in women in Egypt [35].

In a large-scale population-based study in southern
China (n=9584) conducted in 2022-2023, the prevalence of
Ul among women was 24.8%. The stress form was
observed in 12.7%, mixed form in 8.0%, and urgent form in
41% [70]. Key risk factors included urban lifestyle,
postmenopause, multiple vaginal births, fetal macrosomia,
and previous pelvic floor surgeries. Despite the significant
negative impact on quality of life, only 20.6% of women with
Ul sought medical help.

Regional reviews of Europe and Asia also show a range
of prevalence, from 5% in individual countries to 57.7% in
Iran, with an overall mean of about 25.7%. In these
countries, the most common forms are SUI (~12.6%),
followed by MUI (~9.1%) and UUI (~5.3%) [27].

Contemporary reviews of SUI in Saudi Arabia found a
mean prevalence of stress incontinence of 26% (95% CI:
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approximately 14-41), with a wide range from 3.3% to 50%
depending on the population and methodology. In women
postpartum or with underlying chronic conditions, the
prevalence was as high as 33%, and in the general
population, approximately 17% [34].

Thus, despite methodological differences, it can be
stated that the prevalence of Ul among women ranges from
20% to 30% in the general population and exceeds 35% in
age groups over 55 years or in the presence of risk factors
such as obesity, high reproductive load and metabolic
diseases [42]. The stress form remains dominant in young
and middle age, while the urgent and mixed forms increase
with age, obesity and chronic pathology. This policy of
epidemiological trends emphasizes the need to adapt
national screening strategies, prevention programs and
information campaigns to raise awareness among women
and health professionals.

The Impact of Urinary Incontinence on Women's
Quality of Life

Urinary incontinence (Ul) has a significant negative
impact on women's quality of life, affecting both physical
and emotional and social well-being. A meta-analysis of
over 24,000 participants found that Ul was significantly
associated with poorer health outcomes as measured by
the SF-36 scale, with a strong effect size, especially for the
general mental and physical health scale [27]. This is
supported by local studies, in which women with Ul
symptoms demonstrated significantly lower quality of life
scores on the 11Q-7, UDI-6 and ICIQ-LUTSqol scales.

In a population-based study conducted in India, nearly
35% of women of reproductive age reported symptoms of
Ul. More than 95% of them said that Ul interfered with their
daily activities, limited their mobility, public places, and
family life. Women reported anxiety, decreased self-esteem,
and social isolation. This indicates that the impact of Ul
goes far beyond a medical problem, becoming a barrier to a
fulfilling social life.

Similar results were obtained in Saudi Arabia. A study
involving over 1,700 women aged 30 to 75 years
established a high prevalence of all forms of Ul. Moreover,
the most pronounced deterioration in quality of life was
recorded in women with urgent and mixed forms. The use
of validated questionnaires showed that women with severe
symptoms of Ul significantly more often experience
depressive disorders, psychological exhaustion, decreased
sexual satisfaction and social anxiety [36]. Similar data are
coming from Jordan: there, a pronounced link was also
found between the presence of Ul and decreased self-
esteem, social involvement and overall psychoemotional
well-being [37].

A UK study has shown that even in countries with high
levels of healthcare development, urinary incontinence
remains a stigmatised issue. Although around 40% of
women report symptoms, only 17% seek help, citing shame
and the belief that urinary incontinence is a natural part of
ageing. This highlights the global nature of the problem and
the importance of social support and awareness raising.

Asian data also confirm the global nature of the
problem. According to the large-scale LUTS Asia study
conducted in China, South Korea, and Taiwan, women with
SUl symptoms were 1.6 times more likely to suffer from
anxiety disorders and also reported decreased work and

home productivity [41]. In South Korea and Japan, even
mild Ul was found to impact self-esteem and confidence,
while severe forms significantly increased the risk of social
isolation.

Of interest are studies conducted among physically
active women. In a sample of female athletes and
participants in CrossFit programs, 36% reported symptoms
of Ul. This was accompanied by decreased confidence,
limited training, and avoidance of social events [71]. The
data indicate that Ul is not only a problem for older or
multiparous women, but also for younger, athletic, and
socially active groups.

An integrative review of Brazilian studies from 2015 to
2019 confirmed the widespread use of instruments such as
the I-QOL, ICIQ-SF, and KHQ. The authors identified four
key categories: women’s perception of Ul, impact on daily
life, association with depressive and anxiety symptoms, and
the need for a multidisciplinary approach [39]. Ul was
viewed not only as a physical problem but also as a factor
undermining women'’s identity and dignity.

In summary, the impact of Ul on women's quality of life
is universal but varies across cultural, economic and health
contexts. Key impacts include physical limitation of activity,
sleep deterioration, anxiety, depression, and decreased
sexual and social activity. Urgent and mixed incontinence,
as well as severe symptoms, are the most predictive factors
for decreased quality of life. Current approaches require a
comprehensive assessment of patients with Ul, including
not only physiological but also psychological and social
aspects. Providing access to treatment, reducing stigma
and raising awareness are key steps to improving the
overall health of women with Ul.

International approaches to screening, prevention
and treatment of urinary incontinence in women

Many countries around the world implement strategies
for screening and prevention of female urinary incontinence
(Ul), but approaches vary significantly in effectiveness,
coverage, and cultural context. In the United States, the
Women's  Preventive  Services Initiative  (WPSI)
recommends annual screening of all women for Ul,
including assessment of the impact of symptoms on daily
life and quality of life, and referral for further evaluation and
treatment when indicated [48]. This strategy is designed to
identify complaints that often go unreported by the woman
herself.

In the UK and Europe, the 2021 NICE Guidelines
recommend the implementation of screening and
prevention programmes, including monitoring of women in
age groups from pregnancy to menopause. NICE
emphasises the importance of women learning correct
pelvic floor exercise techniques under the supervision of
qualified professionals, ideally starting before birth and
continuing into the postnatal period [47]. The UK model also
includes assessment of family history and calculation of
individual risk using the UR-CHOICE algorithm, allowing for
proactive provision of PFMT to high-risk groups [47].

In the European Union, the European Association of
Urology (EAU) guidelines for non-mechanical LUTS
(including Ul) also support pelvic floor exercises (PFMT),
particularly to reduce symptoms of urge incontinence and
overactive bladder (OAB). PFMT has shown statistically
significant reductions in urge frequency and leakage
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episodes in most RCTs, although some studies note
heterogeneity of protocols and inconsistent results [50].

In Asian countries such as South Korea, Taiwan, and
China, digital technologies have been developed to
complement traditional methods. A review included 89
studies from 14 countries and found that mobile apps, web-
based programs, and telemedicine support women in
completing PFMT, increasing adherence to therapy and
making the intervention more convenient. However, these
technologies are often not adapted to cultural contexts and
the changing needs of women at different stages of life [44].

In Canada and Australia, national campaigns, World
Continence Week, have been organized under the auspices
of the International Continence Society (ICS), with
educational events, hotlines, media, and public campaigns
aimed at reducing stigma and raising awareness. These
efforts encourage women to seek help earlier and to
participate more actively in prevention programs [51].

Conservative prevention and treatment measures in
many countries are based on PFMT. Meta-analyses and
systematic reviews confirm that pelvic floor exercises are
effective for stress and mixed incontinence, being superior
to placebo or no treatment. The combination of PFMT with
biofeedback may improve muscle strength, but the overall
effect on reducing leakage episodes remains controversial
[45, 52]. Supervised PFMT during pregnancy reduces the
risk of developing PFD and is cost-effective in high-risk
groups [47].

In addition to PFMT, physiotherapeutic methods have
become widespread: biofeedback, electrical stimulation,
magnetic stimulation, vibration training. They are especially in
demand in contexts where women are unable to independently
initiate pelvic floor contractions, or with a combination of OAB
and UUI [49]. At the same time, innovative methods such as
laser therapy, plasma injections, stem cells and radiofrequency
exposure are still at the stage of clinical research and require
standardization of procedures and long-term evaluation of
effectiveness [46].

The transition to drug regimens for UUl is based on the
recommendations of the American Urological Association
(AUA) - treatment includes anticholinergic drugs and beta-3
agonists, but the AUA emphasizes that drug intervention
should be accompanied by behavioral therapy and PFMT
[43].

Surgical methods remain the last line of treatment for
SUl: the most commonly used are slang procedures,
colposupsions, injections of bulking agents (e.g.
Macroplastique). Recent studies confirm the effectiveness
under strict patient selection, but require long-term follow-up
due to possible complications and variability of results [46].

Barriers to the implementation of screening and
treatment programmes include lack of trained staff, cultural
stigma, low adherence to exercise among women, financial
constraints and low access to telemedicine platforms,
particularly in low-income countries. Research has
highlighted the need to tailor programmes to local realities,
taking into account linguistic, cultural and socio-economic
factors [44].

Thus, international models of Ul prevention and
treatment demonstrate a diversity of strategies: from
standardized  screening recommendations,  national
promotional campaigns and PFMT to the introduction of

digital technologies and complex conservative and surgical
methods. Early diagnosis, multidisciplinary approaches and
adaptation according to the culture and resources of the
country are always prioritized. The effectiveness of further
measures depends on strengthening the evaluation of the
real results of interventions, scaling up successful programs
and removing structural barriers to women’s access to
adequate care.

Research gaps and directions for future research
on urinary incontinence in women

The international scientific literature has seen many
advances in understanding the risk factors, prevalence, and
impact of urinary incontinence (Ul) on women'’s quality of life.
However, there are still a number of significant gaps that need
to be addressed to improve data accuracy and the
effectiveness of prevention and treatment. First, despite the
existence of screening recommendations, there are no
randomized controlled trials (RCTs) demonstrating that mass
screening improves clinical outcomes and women's quality of
life. Existing assessment tools—the Michigan Incontinence
Symptom Index, Bladder Control Self-Assessment, Overactive
Bladder Awareness Tool—show good sensitivity and
specificity, but their impact on symptom reduction requires
confirmation by large multicenter studies [55].

Second, most studies have focused on PFMT and basic
cognitive-behavioural interventions; but only recently have
the range moved from physical exercise to innovative e-
health tools. Despite the positive results of digital therapies,
there is little long-term data on the sustainability of effects
1-2 years after programme completion [54]. Furthermore,
current RKIs on the use of telemedicine are often limited by
small sample sizes, short follow-up periods, and are
conducted in high-income countries, limiting their
applicability to developing regions [61].

The third important area is surgical methods: there are
many types of interventions, including minimally invasive
slang procedures, colpospuspension, injections of bulking
agents. However, comparative studies of the effectiveness
and safety of different techniques in women of different
ethnic groups and ages are rare. Possible complications
(erosions, dysfunctions, recurrences) require long-term (>5
years) observation, which is often not carried out [53].

The fourth gap concerns cultural and socioeconomic
aspects. In most countries in Africa, Asia and Latin
America, data on perceptions of TM, willingness to seek
care and stigma barriers are extremely limited. There is a
particularly limited amount of research comparing
successful awareness-raising strategies across different
cultural contexts [56]. Without this, it is difficult to tailor
interventions and educational campaigns to local needs.

The fifth gap concerns age groups. Most studies focus
on either older women or women of reproductive age, while
pre- and perimenopausal women have received less
attention. Pilot studies suggest that menopause is a time
when unique hormonal and psychological triggers for Ul
occur [59], but this has not been confirmed in larger
samples.

The sixth aspect is the lack of studies on comorbidity
and multi-syndrome interactions: diabetes, asthma, obesity,
depression, pelvic organ prolapses. Most studies consider
factors in isolation, rather than in combination, while clinical
practice often encounters complex cases [57].
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The seventh gap concerns diagnostic methods: most
studies use self-report scales, while uroflowmetry, voiding
diaries, and bioimpedance measurements are rarely
integrated into epidemiological studies. Such biometric data
could improve risk stratification and diagnostic accuracy
[58]. The eighth gap is the lack of comparisons between
low-, middle-, and high-income countries regarding
treatment access, cost of PFMT, telemedicine, and surgery.
Economic barriers are often overlooked by researchers,
although they are critical for scaling up programs [60].

Future research perspectives include: conducting
multicenter RCTs of mass screening, including monitoring of
impact on quality of life and reimbursement of costs; long-term
follow-up of the effectiveness of digital and physical therapy
regimens; comparative studies of surgical procedures taking
into account ethnic and age differences; culturally contextual
studies in low-income countries to develop adaptive
educational programs; focused studies on the transition of
women from premenopause to menopause; and integration of
biometric data into the epidemiology of UI.

Global differences, migration and age-related
challenges in the context of female urinary
incontinence

This meta-analysis demonstrates differences in access
to and choice of surgical treatment for stress urinary
incontinence in women according to geographic region, age
and level of health infrastructure, highlighting that countries
with limited resources and migration barriers experience
less access to modern surgical options [38]. This highlights
global inequalities and the need to adapt interventions to
demographic realities.

Urinary incontinence in women is not only a clinical
problem, but also a phenomenon deeply rooted in the
social, cultural and economic context. Differences in access
to treatment, awareness, perception of symptoms and
willingness to seek help are influenced by many factors,
from geography and income level to migration status and
age [40]. This requires taking into account cross-cultural
and age-specific features in the development of care
programmes and research.

In low-income countries such as Nigeria, awareness
programmes on Ul have only recently been implemented at
the health care level. A cluster randomized trial found that
women’s education campaigns increased health care
utilization, improved knowledge about the causes and
prevention of Ul, and increased women’s self-efficacy in
urinary control [62]. However, stigma and lack of trained
personnel remain major barriers to the sustainability of such
programmes.

The lack of long-term longitudinal studies is another
systemic gap in understanding the dynamics and
development of urinary incontinence. A systematic review
found a lack of data on how the disease progresses over
time and the effectiveness of different prevention strategies
over decades [63]. Without reliable long-term data, it is
impossible to develop sustainable interventions and
evidence-based national policies.

Comparative analyses of invasive and non-invasive
treatments for Ul have shown that many studies are limited
to comparing individual methods within narrow populations,
without taking into account the social and cultural context
[64]. For example, women of migrant background or ethnic

minorities are often excluded from clinical trials, despite the
fact that they may face higher barriers to treatment.

A study in Bangladesh found that awareness of
symptoms and access to diagnosis remain very low among
older women. Even when symptoms are present, most
women do not seek medical care, citing the “naturalness” of
symptoms in old age, shame, and lack of time [65]. These
findings support the need for culturally sensitive programs
that address stigma and educate both women and health
care providers.

In the context of migration and cultural adaptation,
particularly in Western Europe and North America, migrant
women face particular barriers. A study of women of South
Asian descent living in the UK found that even when
symptomatic, they were unaware of the benefits of pelvic
floor exercise (PFMT), distrusted doctors, and had cultural
discomfort discussing intimate topics [66]. These barriers
highlight the need to tailor treatment programs to cultural
norms, language, and health literacy.

A comparative analysis of access to Ul care in Hong
Kong found that even in urbanised societies there are
significant gender and class differences in access to
diagnosis, particularly in public facilities. Women with low
incomes or without regular health insurance were less likely
to receive adequate diagnosis and PFMT [67]. This
suggests structural barriers in health systems that require
policy intervention.

Finally, postmenopausal Ul requires special attention. In
Asian countries, despite the high prevalence of urogenital
symptoms, there is an extremely low proportion of clinical
visits. In particular, a study in South Korea and China
demonstrated that a decrease in estrogen levels is often
interpreted as a normal sign of aging, and Ul is not
considered a pathological condition requiring treatment [68].
This limits the possibilities for early intervention and
prevention of complications.

Thus, global challenges in the context of female urinary
incontinence go beyond clinical diagnosis. Inequalities in
access to information, treatment and prevention are caused
not only by economic resources, but also by cultural,
migration and age barriers. Promising areas for future
research and interventions should include: longitudinal
studies in different populations, adaptation of PFMT and
screening programs to the cultural context, gender-sensitive
training of professionals, and reducing systemic barriers in
health care systems. Addressing these disparities will
improve the quality of life of millions of women worldwide
and ensure equitable access to health care.

Conclusion

Urinary incontinence in women is a significant global
public health problem with complex impacts on physical,
psychological and social well-being. The literature review
demonstrated that despite a wide range of studies on the
definition, classification and risk factors of incontinence,
there are still significant gaps in the scientific literature,
particularly regarding age and cultural differences, long-
term effectiveness of interventions and equitable access to
treatment.

A comparative analysis of international data revealed
not only the epidemiological features of Ul in different
countries, but also significant diversity in approaches to
screening, prevention and treatment. It was found that high-
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income countries have a more developed infrastructure for
diagnosis and intervention, while in low- and middle-income
countries, barriers include stigma and lack of resources, as
well as a lack of adapted programs.

Particular attention should be paid to the need for
culturally sensitive, accessible, and evidence-based
programs to help women, adapted to different age, ethnic,
and social groups. Challenges related to the lack of
longitudinal studies, the lack of biometric data in
epidemiological models, and the limited representation of
vulnerable groups in scientific papers remain relevant.

Addressing these gaps requires interdisciplinary and
cross-country collaboration, strengthening research in
diverse populations, and integrating innovative, sustainable
models of diagnosis and treatment. Only through such an
approach can equitable access to care be achieved and the
global burden of female urinary incontinence be
substantially reduced.
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