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Abstract

Objectives. The aim of this study was to determine the relationship between urinary incontinence (UI) and param-
eters such as pregnancy, mode of delivery and other factors.

Material and Methods. The study was based on a questionnaire administered to 761 patients. After their age,
menopausal status, number of pregnancies, number of deliveries and history of connective tissue disease (CTD)
were recorded, the data were analyzed using a ? test.

Results. In patients who are post-menopausal and over 40, both stress incontinence (SI) and urge incontinence
(URI) were found to be significantly higher. It was also established that both SI and URI increased with the number
of pregnancies. As the number of normal vaginal deliveries increased, the rate of both SI and URI increased, while
increases in the number of cesarean sections affected neither SI nor URI. Among women who had had abortions,
the rate of SI was higher, and it increased as the number of abortions increase. Neither the occurrence of abortions
nor increased numbers of abortions influenced the rate of URI. In patients with CTD, both SI and URI increase.
Conclusions. Urinary incontinence in women seems to be influenced by the mode of delivery, menopause, age and
CTD (Adv Clin Exp Med 2012, 21, 2, 207-213).

Key words: urge incontinence, stress incontinence, urinary incontinence.

Streszczenie

Cel pracy. Okreslenie zwigzkéw miedzy nietrzymaniem moczu (n.m.) a wskaznikami, takimi jak ciaza, rodzaj
porodu i inne.

Material i metody. Badanie zostalo oparte na kwestionariuszu, ktéry wypetnito 761 pacjentek. Po odnotowaniu
ich wieku, stanu menopauzalnego, liczby ciaz, liczby porodéw i choréb tkanki tacznej (CTD) w wywiadzie, dane
analizowano za pomocg testu x>

Wiyniki. U pacjentek, ktore s3 po menopauzie i powyzej 40 lat zaréwno wysitkowe nietrzymanie moczu (w.n.m.),
jak i nietrzymanie moczu spowodowane naglacymi parciami (n.m.) okazaly si¢ znacznie czgstsze. Ustalono row-
niez, ze czestotliwo$¢ w.n.m. i n.m. wzrasta wraz z liczbg cigz. Wraz ze wzrostem liczby porodéw sitami natury
zwigksza sie czestotliwo$¢ w.n.m. i n.m., podczas gdy wzrost liczby cie¢ cesarskich nie wplywa na czestotliwo$¢
w.n.m. i n.m. Wérdd kobiet, ktore dokonaly aborcji czestotliwo$¢ n.m. byta wieksza; tym wigksza, im wieksza byla
liczba aborcji. Ani wystepowanie aborgji, ani ich wieksza liczba nie mialy wplywu na czestotliwo$¢ n.m. U chorych
na CTD czegstotliwos¢ w.n.m. i n.m. byly wieksze.

Whioski. Na wystepowanie nietrzymania moczu u kobiet wplywa rodzaj porodu, menopauza, wiek i CTD (Adv
Clin Exp Med 2012, 21, 2, 207-213).

Stowa kluczowe: nietrzymanie moczu spowodowane naglacymi parciami, wysitkowe nietrzymanie moczu, nie-
trzymanie moczu.
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Urinary incontinence (UI) is defined by the
International Continence Society as involuntary
passing of urine [1, 2]. UT is one of the most com-
monly occurring conditions among women [3-6,
7]. It is more common in women than in men in
all age groups [5]. Hunskar et al. [2, 8] found the
prevalence of UT to be 20-30% among young adult
women and 30-40% among middle-aged women
[5]. It is a serious public health problem among
women, and has physical, social, psychological
and economic implications [9]. Most women do
not report this complaint to physicians, as they feel
ashamed [2, 8-9]. Although it is not a life threat-
ening condition, UI is important since it impairs
the quality of life.

The fact that Ul is more common in women
than in men indicates the contribution of factors
such as fecundity and pregnancy to Ul The pres-
ent study investigates the relation between UI and
parameters such as the number of pregnancies and
abortions, mode of delivery, age, menopausal sta-
tus and history of connective tissue disease.

Material and Methods

A total of 761 patients from various age groups
who had been referred to the Kecioren Education
and Research Hospital gynecology clinic between
January and September 2010 were included in this
study. Patients with communication problems,
mental retardation and neurological disturbances,
as well as those who had previously undergone sur-
gery for urinary incontinence were excluded from
the study. Approval for the study was obtained
from the Ethics Committee of Kecioren Education
and Research Hospital, and all patients consented
to participate in the study in accordance with the
principles of the Helsinki Declaration.

For the study, each patient’s name, age and
menopausal/menstruation status was recorded.
If the patient was post-menopausal, its duration
was recorded. The patients were asked about
the presence of rheumatoid arthritis (RA), lupus
and other collagen and rheumatic diseases. The
presence of stress incontinence (SI) was inquired
into by asking if the patient passed urine when
laughing, coughing or sneezing; if so, the patient
was listed as SI positive. The question “do you
experience an urgent need to urinate and leak
then urine before you reach a toilet?” was asked
to determine the presence of urge incontinence
(URI). The overall number of pregnancies, over-
all number of deliveries, mode of delivery and the
number of induced and spontaneous abortions
were recorded.

The data obtained was evaluated using SPSS

software. For the descriptive statistics, percentage
distribution figures were used, and in the analysis
of relations, a y?* analysis was used.

Results

Among the total of 761 patients, SI was de-
tected in in 272 (35.7%), and URI in 312 (41%).
There were 135 patients with CTD (connective tis-
sue disease) (17.7%).

Regarding the number of pregnancies, 7.6%
had never been pregnant (n = 58); 11.4% had been
pregnant once (n = 87); 22.5% had had two preg-
nancies (n = 171); 21.9% had had three pregnan-
cies (n = 167); 14.5% had had four pregnancies (n
=110); and 22.1% (n = 168) had had five or more
pregnancies (Table 1).

See Table 1 for the frequency of the parameters
investigated: urinary incontinence, age, number of
pregnancies, mode of delivery, number of abor-
tions, menopausal status and age, and Table 2 for
the analysis of relations among the parameters.

It was established that higher the age, the
higher the rate of SI and URI. While the rate of
URI was 20.2% between the ages of 20 and 29, it
was 33.5% between the ages of 30 and 39 and 52%
in the group aged 40 or more. This increase was
statistically significant (p = 0). As to the rate of SI,
it was 17% in the 20-29 age group, 33.5% in the
30-39 age group and 43.8% in the 40+ age group,
which represents a statistically significant differ-
ence (p < 0.01)

In the comparison of pre- and post-menopaus-
al patient groups, the rate of SI was significantly
higher in post-menopausal women (46.7%) than
in pre-menopausal women (31.1%; p = 0). The rate
of URI was also significantly higher in post-meno-
pausal women (67.4%) than in pre-menopausal
women (29.8%; p = 0).

The rate of SI and URI increased significantly
with the number of pregnancies as well (p = 0 in
both cases).

In the analysis of the relation between the
mode of delivery and incontinence, a significant
positive correlation was found between SI and
normal vaginal delivery (NVD). As the number of
normal deliveries increased, so did the rate of SI:
after one NVD the rate of SI was 7.7%; after two
NVDs it was 25%; after three NVDs it was 31.3%;
and after four 4 NVDs: it was 15.8% (p = 0). No
significant relation was found between SI and the
number of caesarean sections (C/S): After one C/S
the SI rate was 9.9%; after two C/S it was 4.8%;
after three C/S it was 0.4% (p = 0.132).

The analysis established that the rate of URI
increased with the number of normal vaginal
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Table 1. The frequency of the characteristics analysed
Tabela 1. Czg¢stotliwo$¢ wystepowania badanych cech

Characteristic Category Percent and number (N)
(Cecha) (Kategoria) (Odsetek i liczba)
Urinary incontinence (UT) stress incontinence (SI) 35.7% (N:272)
(Nietrzymanie moczu) urge incontinence (URI) 41% (N:312)
CTD (Connective tissue disease) yes 17.7% (N:135)
(Choroba tkanki tacznej) no 82.3% (N:626)
Number of pregnancies (G) 0G 7.6% (N:58)
(Liczba cigz) 1G 11.4% (N:87)
2G 22.5% (N:171)
3G 21.9% (N:167)
4G 14.5% (N:110)
5G 22.1% (N:168)
The number of cesarean sections (C/S) 1C/S 9.7% (N:74)
(Liczba cie¢ cesarskich) 2C/S 6.8% (N:52)
3C/S 1.4% (N:11)
4C/S 0.1% (N:1)
The number of vaginal deliveries (NVD) INVD 12.4% (N:94)
(Liczba porodéw sitami natury) 2NVD 28.6% (N:218)
3NVD 22.6% (N:172)
4NVD 9.5% (N:72)
The number of abortions (A) 1A 17% (N:129)
(Liczba aborcji) 2A 10.5% (N:80)
3A 3.9% (N:30)
4A 1.2% (N:9)
Age 20-29 21.5% (N:163)
(Wiek) 30-39 23.2% (N:176)
40 and above 52% (N:418)
Menopausal status pre-menopausal 70.2% (N:531)
(Stan menopauzalny) post-menopausal 29.8% (N:227)

deliveries up to three NVD: After one NVD the
URI rate was 8.7%; after two NVDs it was 27.2%;
after three NVDs it was 27.6%. After four NVDs
the rate dropped to 13.1%; after five NVDs it was
6.1%. No significant relation was found between
URI and cesarean delivery: After one C/S the URI
rate was 8%; after two C/S it was 4.5%; after three
C/S it was 1% (p = 0.066).

When the rate of SI was compared between
the C/S-only group and the NVD+C/S groups,
the rates of SI were found to be 5.5% and 9% re-
spectively, which represents a statistically signifi-
cant difference (p = 0). The URI rate was 6.45%
in the C/S-only group and 7.15% in the NVD+C/S
group, which is also a statistically significant dif-
ference (p < 0.01).

The rate of ST was 30.6% in the group that had
never had an abortion and 45.7% in the group
that had had at least one abortion, which repre-
sents a statistically significant difference (p = 0).
As the number of abortions increased, the rate
of SI increased as well (p = 0). The URI rate was

41.7% among women who had had no abortions
and 39.5% among those who had had at least one
abortion. This difference was not statistically sig-
nificant (p = 0.557). The rate of URI did not in-
crease with the number of abortions.

In the analysis of the relation between CTD
and urinary incontinence, the rate of SI was found
to be 33.9% in women without CTD and 44.4% in
those with CTD, which is a statistically significant
difference (p = 0.020). The rate of URI was 39.6%
in the group without CTD and 48.9% in the group
with CTD, which is also a statistically significant
difference (p = 0.040).

Discussion

Urinary incontinence is a serious public health
problem which is quite common in women. It
markedly impairs quality of life and leads to physi-
cal, social and psychological problems even though
is not life threatening [7, 9].
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Table 2. Results of the statistical analysis

Tabela 2. Wyniki analizy statystycznej

Characteristic Category ST (%) P URI (%) P
(Cecha) (Kategoria)
Age - years 20-29 17 0 20 0
(Wiek - lata) 30-39 33.5 33.5

40 and above 43.8 52
Menopausal status pre-menopausal 31.1 0 29.8 0
(Stan menopazuzalny) post-menopausal | 46.7 67.4
The number of pregnancies (G) 0G 15.5 24.1 0
(Liczba ciaz) 1G 19.5 33.3

2G 19.9 0 31.6

3G 39.5 449

4G 51.8 48.2

5G or more 54 45.2
The number of vaginal deliveries (NVD) INVD 7.7 0 8.7 0
(Liczba porodéw sitami natury) 2NVD 25 27.2

3NVD 31.5 27.6

4NVD 15.8 13.1

5NVD 6.1
The number of cesarean sections (C/S) 1C/S 9.9 0.132 8 0.066
(Liczba cig¢ cesarskich) 2C/S 4.8 4.5

3C/S 0.4 1
C/S+NVD (Cigcie cesarskie + sitami natury) | yes 9.6 0 7.1 0
C/S only (Tylko cigcie cesarskie) yes 5.5 6.4
Abortions (A) no 30.6 0 41.7 0.712
(Liczba aborcji) yes 45.7 39.5
Connective tissue disease yes 64.4 0.02 48.9 0.040
(Choroba tkanki facznej) no 33.9 39.6

Urinary incontinence is more common in
women than in men [2]. Based on the idea that
factors associated with fecundity (pregnancy, de-
livery, abortion, menopause) may be associated
with this, the authors investigated the relation be-
tween the aforementioned factors, as well as con-
nective tissue disease, and urinary incontinence in
a total of 761 patients.

It is well known that incontinence increases
with advancing age and menopause [10, 11]. The
weakening of the muscles in the pelvic floor (as
in the rest of the body) with increasing age may
cause this. In this respect, the results of the current
study are congruent with those reported in the
literature: The investigation showed that both SI
and URI rates in women increase with advancing
age (p = 0). In addition, in menopausal women,
the rate of URI was significantly higher than that
in pre-menopausal women. Moreover, when the
rates of SI and URI were compared in menopausal
patients, URI was established to be more common
than SI, which indicates that urge incontinence
may become more common with menopause.

The current study also established that the
rates of both SI and URI increased with increas-

ing number of pregnancies (p = 0 in both cases).
These results are consistent with the literature and
confirm that pregnancy is a risk factor irrrespec-
tive of the mode of delivery [12, 13]. With each
pregnancy, a woman’s body is exposed to repro-
ductive hormones to a greater degree, and some
of these hormones - especially relaxin - increase
urinary incontinence in due to the relaxation of
connective tissue [14, 15]. During pregnancy, the
rate of urinary incontinence increases, indepen-
dent of infection [10, 16-21]. Although a previ-
ous study suggested that the first birth has the
most impact on urinary continence, in the pres-
ent study it was determined that the rate of uri-
nary continence has a positive correlation with
the number of pregnancies [22, 23]. Even if they
do not culminate in delivery, each increase in the
number of pregnancies increases the rate of UL In
some previous studies, the relation between mode
of delivery and urinary incontinence was inves-
tigated and it was determined that in some cases
vaginal delivery increased the rate of urinary in-
continence [12, 23-31]. In the present study, the
relations between mode of delivery and URI and
SI were analyzed separately. Although a signifi-
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cant increase in SI was established with increasing
numbers of pregnancies (p = 0), there was no sig-
nificant relation between SI and caeserean deliv-
ery (p = 0.132). The same was true for URI. As the
number of normal deliveries increased, the rate of
URI increased as well (p = 0), while the number
of C/S did not have any such effect (p = 0.066),
which is consistent with the literature [23-31].
These results suggest that pelvic floor impairment
may occur during normal delivery [12, 32-34]. In
the Norwegian EPINCONT study, the risk of URI
was found to be higher in normal vaginal deliv-
ery [24]. Urinary leaks immediately after birth are
a risk factor for the development of long-term in-
continence [12, 35]. In the present study, cesarean
section seems to offer protection from urinary in-
continence; when elective C/S, post-labor C/S and
pushing/expulsion C/S were compared, the risk
of urinary continence was found to be the same
in all of them [23]. The later stages of the fetus’s
descent through the vagina during delivery seem
to cause the major negative effect on continence,
possibly because of connective tissue damage due
to episiotomy [23]. Hypoxic muscle damage due
to mechanical pressure may also play a role [23].
When muscle-relaxing factors, which are already
increased during pregnancy, are added to all of
these, incontinence following vaginal delivery
seems inevitable. All of these factors should be in-
vestigated in more detail.

In the present study, there was a group of wom-
en who had delivered both vaginally and by C/S. In
the C/S-only group, the rate of SI was found to be
5.5%, while in the C/S+NVD group it was 9.6% -
a significant difference (p = 0). The same was true
for URI. These results suggest that in the patient
group with two modes of delivery, both types of
incontinence occur at significantly higher rates.
This means the longterm efects of vaginal deliv-
ery after C/S are open to debate. After undergoing
C/S once, vaginal delivery does not seem to be very
reasonable for the woman’s comfort.

In addition, in the present study, patients who
had undergone induced or spontaneous abor-
tion were compared with those who had not. In
the abortion group, the risk of SI was found to be
significantly higher than among patients who had
had no abortions (p = 0). In the rate of URI, no dif-
ference was found between the groups (p = 0.557).
In addition, there was a correlation between the

References

number of abortions and the rate of SI (p < 0), but
the rate of URI was not affected (p = 0.712).

The increase in the rate of SI with an increas-
ing number of abortions may be due to the increase
in the number of pregnancies, which suggests that
pregnancy by itself may have an adverse effect on
urinary incontinence [12]. The negative effect of
induced abortion on the pelvic floor may also be
influential.

In the present study, the effect of the presence
of connective tissue disease on the rate of urinary
incontinence was also investigated, which is an
issue that has not been addressed before. SI was
found to be significantly higher in women with
connective tissue disease (p = 0.020); so was URI
(p = 0.040). These results suggest that pelvic liga-
ments may be weaker in patients with connective
tissue disease.

The authors concluded that urinary inconti-
nence is quite an important clinical condition which
influences women’s quality of life. Its incidence
increases with age, menopausal status, increasing
number of pregnancies, the number of normal vagi-
nal deliveries, the number of abortions, and also in
the presence of connective tissue disease. Patients
with these risk factors can be helped through exer-
cise programs strengthening the pelvic floor. This is
an important issue for women’s health.

The present study emphasized some issues
which had not previously been highlighted. One of
them is the increase in the risk of urinary inconti-
nence among women who have had both cesarean
and normal deliveries. Although spontaneous vag-
inal delivery after a cesarean section seems to be
useful for the patient’s comfort in the short term,
the risk/benefit ratio is debatable when the effect
of pelvic floor damage on urinary incontinence is
considered. This is especially worth attention giv-
en that an increase in the number of C/S does not
increase the rate of incontinence.

In addition, patients with connective tissue
disease may also usefully be included exercise pro-
grams for pelvic floor strengthening in addition to
undergoing specific treatment.

The results of the present study are consistent
with the literature with regard to pregnancy and
delivery, but further studies with larger patient
populations are required in order to clarify the ef-
fect of connective tissue disease and and induced/
spontaneous abortion on urinary incontinence.

[1] Abrams P, Cardozo L, Fall M, Griffiths D, Rosier P, Ulmsten U, Van Kerrebroeck P, Victor A, Wein A:
Standardisation Sub-Committee of the International Continence Society. The standardisation of terminology
in lower urinary tract function: report from the standardisation sub-committee of the International Continence

Society. Urology 2003 Jan, 61(1), 37-49. Review



212 R. BEDIR FINDIK et al.

[2] Boeun Y-JS:. Predictive Risk Factors for Impaired Quality of Life in Middle-Aged Women with Urinary
Incontinence. Int Neurourol J 2010, 14, 250-255.

[3] Hunskaar S, Lose G, Sykes D, Voss S: The prevalence of urinary incontinence in women in four European coun-
tries. BJU Int 2004, 93(3), 324-330

[4] Hannestad YS, Rortveit G, Sandvik H, Hunskaar S: A community-based epidemiological survey of female uri-
nary incontinence: the Norwegian EPINCONT study. Epidemiology of Incontinence in the County of Nord-
Trondelag. Norwegian EPINCONT study. Epidemiology of Incontinence in the County of Nord-Trendelag. ] Clin
Epidemiol 2000, 53(11), 1150-1157.

[5] Hampel C, Wienhold D, Benken N, Eggersmann C, Thiiroff JW: Prevalence and natural history of female incon-
tinence. Eur Urol 1997, 32 Suppl 2, 3-12.

[6] Chiarelli P, Brown WJ: Leaking urine in Australian women: prevalence and associated conditions. Women
Health 1999, 29(1), 1-13.

[7] Wesnes SL, Hunskaar S, Bo K, Rortveit G: The effect of urinary incontinence status during pregnancy and deliv-
ery mode on incontinence postpartum. A cohort study. BJOG 2009, 116(5), 700-707. Epub 2009 Feb 10.

[8] Hunskaar S, Burgio K, Clark A, Lapitan MC, Nelson R, Sillen U et al.: Epidemiology of faecal and urinary incon-
tinence and pelvic organ prolapse. In: Incontinence. Eds.: Abrams P, Cardozo L, Khoury S, Wein A. Plymouth:
Health Publication Ltd, 2005, p. 257-312.

[9] Kocak I, Okyay P, Dundar M, Erol H, Beser E: Female urinary incontinence in the west of Turkey: prevalence,
risk factors and impact on quality of life. Eur Urol 2005, 48(4), 634-641.

[10] Sharma JB, Aggarwal S, Singhal S, Kumar S, Roy KK: Prevalence of urinary incontinence and other urological
problems during pregnancy: a questionnaire based study. Arch Gynecol Obstet 2009, 279(6), 845-851. Epub 2008
Nov 19.

[11] Baydock SA, Flood C, Schulz JA, MacDonald D, Esau D, Jones S, Hiltz CB: Prevalence and risk factors for uri-
nary and fecal incontinence four months after vaginal delivery. ] Obstet Gynaecol Can 2009, 31(1), 36-41.

[12] Huebner M, Antolic A, Tunn R: The impact of pregnancy and vaginal delivery on urinary incontinence. Int
J Gynaecol Obstet 2010, 110(3), 249-251. Epub 2010 Jun 8.

[13] Foldspang A, Hvidman L, Mommsen S, Nielsen JB: Risk of postpartum urinary incontinence associated with
pregnancy and mode of delivery. Acta Obstet Gynecol Scand 2004, 83(10), 923-927.

[14] Tincello DG, Teare J, Fraser WD: Second trimester concentration of relaxin and pregnancy related incontinence.
Eur J Obstet Gynecol Reprod Biol 2003, 106, 237-238.

[15] Kristiansson P, Samuelsson E, von Schoultz B, Svardsudd K: Reproductive hormones and stress urinary incon-
tinence in pregnancy. Acta Obstet Gynecol Scand 2001, 80(12), 1125-1130.

[16] Hvidman L, Hvidman L, Foldspang A, Mommsen S, Bugge Nielsen J: Correlates of urinary incontinence in
pregnancy. Int Urogynecol J Pelvic Floor Dysfunct 2002, 13(5), 278-283.

[17] Wesnes SL, Rortveit G, Bo K, Hunskaar S: Urinary incontinence during pregnancy. Obstet Gynecol 2007, 109(4),
922-928.

[18] Sampselle CM, DeLancey JOL, Ashton-Miller J: Urinary incontinence in pregnancy and postpartum. Neurourol
Urodyn 1996, 15, 329-330.

[19] Viktrup L, Lose G, Rolff M, Barfoed K: The symptom of stress incontinence caused by pregnancy or delivery in
primiparas. Obstet Gynecol 1992, 79(6), 945-949.

[20] Hvidman L, Foldspang A, Mommsen S, Nielsen JB: Postpartum urinary incontinence. Acta Obstet Gynecol
Scand 2003, 82(6), 556-563.

[21] Glazener CM, Herbison GP, MacArthur C, Lancashire R, McGee MA, Grant AM, Wilson PD: New postnatal
urinary incontinence: obstetric and other risk factors in primiparae. BJOG 2006, 113(2), 208-217.

[22] MacLennan AH, Taylor AW, Wilson DH, Wilson D: The prevalence of pelvic floor disorders and their relation-
ship to gender, age, parity and mode of delivery. BJOG 2000, 107(12), 1460-1470.

[23] Boyles SH, Li H, Mori T, Osterweil P, Guise JM: Effect of mode of delivery on the incidence of urinary inconti-
nence in primiparous women. Obstet Gynecol 2009, 113(1), 134-141.

[24] Van Brummen HJ, Bruinse HW, van de Pol G, Heintz AP, van der Vaart CH: The effect of vaginal and cesar-
ean delivery on lower urinary tract symptoms: what makes the difference? Int Urogynecol J Pelvic Floor Dysfunct
2007, 18(2), 133-139. Epub 2006 Apr 21.

[25] Viktrup L: The risk of lower urinary tract symptoms five years after the first delivery. Neurourol Urodyn 2002,
21(1), 2-29.

[26] Snooks SJ, Swash M, Mathers SE, Henry MM: Effect of vaginal delivery on the pelvic floor: a 5-year follow-up.
Br J Surg 1990, 77(12), 1358-1360.

[27] Tincello DG, Adams EJ, Richmond DH: Antenatal screening for postpartum urinary incontinence in nulliparous
women: a pilot study. Eur J Obstet Gynecol Reprod Biol 2002, 10, 101(1), 70-73.

[28] Meyer S, Schreyer A, De Grandi P, Hohlfeld P: The effects of birth on urinary continence mechanisms and other
pelvic-floor characteristics. Obstet Gynecol 1998, 92(4 Pt 1), 613-618.

[29] Dolan LM, Hosker GL, Mallett VT, Allen RE, Smith AR: Stress incontinence and pelvic floor neurophysiology
15 years after the first delivery. BJOG 2003, 110(12), 1107-1114.

[30] Cardozo L, Cutner A: Lower urinary tract symptoms in pregnancy. Br J Urol 1997, 80 Suppl 1, 14-23. Review.

[31] Rortveit G, Daltveit AK, Hannestad YS, Hunskaar S: Vaginal delivery parameters and urinary incontinence: the
Norwegian EPINCONT study. Am ] Obstet Gynecol 2003, 189(5), 1268-1274.



213

Urinary Incontinence in Women

[32] Altman D, Ekstrom A, Forsgren C, Nordenstam J, Zetterstrom J: Symptoms of anal and urinary incontinence
following cesarean section or spontaneous vaginal delivery. Am ] Obstet Gynecol 2007, 197(5), 512.e1-7.

[33] Burgio KL, Zyczynski H, Locher JL, Richter HE, Redden DT, Wright: Urinary incontinence in the 12-month
postpartum period. Obstet Gynecol 2003, 102(6), 1291-1298.

[34] Hannah ME, Hannah WJ, Hodnett ED, Chalmers B, Kung R, Willan A, Amankwah K, Cheng M, Helewa M,
Hewson S, Saigal S, Whyte H, Gafni A: Term Breech Trial 3-Month Follow-up Collaborative Group. Outcomes
at 3 months after planned cesarean vs planned vaginal delivery for breech presentation at term: the international
randomized Term Breech Trial. JAMA 2002, 10, 287(14), 1822-1823.

[35] Viktrup L, Lose G, Rolff M, Barfoed K: The symptom of stress incontinence caused by pregnancy or delivery in
primiparas. Obstet Gynecol 1992, 79(6), 945-949.

Address for correspondence:

Rahime Bedir Findik

Kecioren Education and Research Hospital
Department of Obstetrics and Gynecology
Kecioren, Ankara

Turkey

Tel.: +90 50503166532

E-mail: drbedir75@yahoo.com

Conlflict of interest: None declared
Received: 24.07.2011

Revised: 12.12.2011
Accepted: 29.03.2012





