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Abstract

Purpose: The purpose of the study was to identify the prevalence and characteristics of
urinary incontinence among pregnant women attended at a private hospital in Savar.
Obijectives: To identify the prevalence and characteristics of urinary incontinence among
pregnant women, to find out the vulnerable age group and to explore the gestational age
when pregnancy related urinary incontinence arises more frequently. Methodology:
Method of the study was a quantitative research model in the form of a prospective type
survey and cross sectional study design was carried out in this study. Data was collected
from conveniently chosen 50 pregnant women from a private hospital in Savar, by using
questionnaire with informed consent of the participants. Data were numerically coded
and captured in Excel, using an SPSS 16.0 version software program. The researcher
used descriptive statistics in this research. Results: In this study it was found that, the
prevalence of urinary incontinence among the pregnant women was 74% (37). Of this
62% (23) pregnant women suffered from stress incontinence, 27% (10) from urge urinary
incontinence and 11% (4) from mixed urinary incontinence. It was mostly occurred in 18-
28 years old pregnant women. The housewives were mostly complaints of urinary
incontinence. Most of the participants 56% (28) were primigravida and rest of the 44%
(22) participants were multigravida in this study. The prevalence of urinary incontinence
among primigravida and multigravida in this study was 68% (19) & 82% (18). The onset
and frequency of urinary incontinence were depends on the gravida, previous delivery
route, types of urinary incontinence and different gestational age of the pregnant women.
Conclusions: The prevalence of urinary incontinence during pregnancy was very high
especially in stress urinary incontinence. The housewives, multigravida especially whom
had history of previous vaginal delivery route and advanced gestational age contributed
the major risk factor. But the pregnant women were not aware about existing
physiotherapy services. Proper physiotherapy could be helpful to minimize this urinary
incontinence and prevent other pregnancy related complications also.

Keywords: Urinary incontinence, stress urinary incontinence, urge urinary incontinence,

pregnancy, gestational age, gravid.




CHAPTER- | INTRODUCTION

1.1 Background

The standardization committee of the International Continence Society (ICS) defines
urinary incontinence (Ul) as “any involuntary urine leak complaint” (Abrams et al.,
2012).This condition is more common in women than in men. Ul can significantly impair
quality of life, restricting social activity in women and usually accompanied by medical
complications. Though urinary incontinence is not life-threatening, it is a very
debilitating condition. “Incontinence is a condition that will not kill me, but it took my
life away,” is an emotional quote that aptly describes the impact of urinary incontinence

on the patient (Gartley, 2006).

Ul caused health problems, personal hygiene and social problems. Several physiologic
changes including enlargement of uterus, engagement of fetus, and detrusor muscle
instability resulting from changes in hormone levels have been acknowledged as factors

associated with Ul during pregnancy (Peschers et al., 2005).

The magnitude of this problem is usually underestimated owing to the fact that the
majority of pregnant women with Ul did not report to their providers (Adaji et al., 2010).
In previous studies, some still were not clear about causes of Ul in pregnant women but
some confirmed that the pregnancy has been associated with Ul. The prevalence of Ul
during pregnancy in China, Turkey, Brazil, Denmark and Taiwan varied from 26.7 to
37.5% (Liang et al., 2012). One study in Thai pregnant women, which data collected in
only late third trimester, showed very high prevalence rate (53.8%)
(Tanawattanacharoen&Thongtawee, 2013). SUI was reported by most of pregnant
women (13.7 — 60.5%) (Fritel et al., 2012).

The elevated levels of oestrogen and progesterone are known to make the bladder more
squamous. The detrusor muscle undergoes hypertrophy and hypotonia with increased
bladder capacity (Chaliha& Stanton, 2005). The bladder also undergoes anatomical
changes favorable to lower urinary tract symptoms. Such changes include upwards and




anterior displacement of thebladder, making it to become abdominal. It’s base also
enlarges and the trigone becomes more convex than concave. Distortion of the bladder by
the uterus fundus in pregnancy has also been shown in radiological investigations
(Malpas et al., 2007). Several studies have linked these anatomical changes in pregnancy
with lower urinary tract symptoms. In a study of 123 pregnant women that mean daily
urine output, mean number of voids per day increased with gestational age and declined
after delivery, while episodes of Ul peaked in the third trimester of pregnancy and
improved after birth (Thorp et al., 2009). The majority of urogynaecological problems
can manifest during pregnancy or as a direct result of pregnancy and delivery. Those
most commonly occurring during pregnancy are urinary tract infection, filling and
voiding disorders, urinary incontinence, pelvic organ prolapse and fecal incontinence.
The development of these may be a result of physiological changes that occur in

pregnancy or a result of previous pregnancies (Law &Fiadjoe, 2012).

Age, parity, history of Ul symptoms, constipation, history of Ul in the mother and sister,
history of Ul during pregnancy and postpartum period, frequency of exercise, alcoholic
intake, smoking, body mass index, waist circumference, the change of metabolic and
hormonal system during pregnancy were reported as associated factors of Ul by many
studies (Kocadz et al., 2010, Zhu et al., 2012, Liang et al., 2012, Fritel et al., 2012).



1.2 Rationale

In Bangladesh the promotion of proper maternity care is still remains a great
challenge(World Bank Report, 2010).Women experience some anatomical and
physiological changes during pregnancy which causes different type of Ul during
prenatal period and sometimes also in postnatal period. Obstetrics physiotherapists can
help a woman during pregnancy to adjust and cope with the physical problems and also
support a woman and her birth partner throughout the prenatal, labor and postnatal period
(Dinc et al., 2009). In developed countries, obstetrical physiotherapy is an essential part
of maternal health care. But in Bangladesh it is not well known yet. The study aimed to
address the prevalence and characteristics of urinary incontinence among pregnant
women attended at a private hospital in Savar. After completing this study the patients
was benefited because they were aware about their maternal problems and physiotherapy
services for prevention and treatment of those problems. Maternal health care is an
emerging area in perspective of Bangladesh and physiotherapists can work by gather
information about the prevalence of common pregnancy related incontinence complaints
of women. This study is helpful for physiotherapists to aware them about the Ul in
women during their prenatal period and by giving them a clear reflection of the
prevalence of those complaints, the most affected age group and gestational period when
most of the problems occur. So it is also helpful for physiotherapists for working in
maternal health care by delivering treatment service with multi professional team. This
study is also helpful for different organizations working in this area by including
physiotherapy service in their program for delivering a comprehensive treatment service.
Research makes the profession strongest and this study can show the need to establish the
skills of physiotherapists particularly in the gynecology and obstetrics area and a base for
expanding the scope of practice and also create a future prospect of physiotherapy
profession in this country (Walton & Schbley, 2013). However, for fulfillment the 4™
year of B.Sc in Physiotherapy | had to carried out a research of my interest which
accomplished the professional body of interest.



1.3 Research question
What is the prevalence and characteristics of urinary incontinence among pregnant
women attended at a private hospital in Savar?



1.4 Objectives

1.4.1 General objective

To explore prevalence and characteristics of urinary incontinence among pregnant

women attended at a private hospital in Savar.

1.4.2 Specific objectives

1. To identify the prevalence and characteristics of urinary incontinence among
pregnant women of both primigravida& multigravida.

2. To find out the vulnerable age group of having incontinence problems during
pregnancy.

3. To explore the gestational age when pregnancy related urinary incontinence
arises more frequently.

4. To find out the characteristics or frequency of urinary symptoms in pregnant
women.

5. To determine about the frequency of physiotherapy treatment received by

pregnant women for urinary incontinence.



1.5 Conceptual framework

Independent variable Dependent variable

Socio- demographic factors
(age, occupation)

Gestational age

Pregnancy

Gravida

Obesity q Urinary incontinence

v

History of trauma or
accident in pelvic region

Reduced mobility

Urinary tract infection

Constipation

Alcohol and tea intake

Table 1: Conceptual framework



1.6 Operational definitions

The definitions of Ul were updated in 2010 in the report from the standardization
subcommittee of the International Continence Society and International Urogynecology
Association (Haylen,2010).

Urinary incontinence: The complaint of any involuntary leakage of urine.

Stress urinary incontinence: The complaint of any involuntary leakage of urine on
effort or exertion or sneezing or coughing.

Urge urinary incontinence: The complaint of any involuntary leakage of urine
accompanied by or immediately proceeded by urgency.

Mixed urinary incontinence: The complaint of any involuntary leakage of urine
associated with urgency and also with effort or exertion or sneezing or coughing.
Pregnancy: Pregnancy is the condition of having a developing embryo on fetus in the
body after successful conception. The length of pregnancy according to recent
embryologist is 266 days. Total pregnancy divided into 3 trimesters.

First trimester: 1st 3 months of pregnancy (1 to 12 weeks)

Second trimester: 4 to 6 months (13 to 24 weeks).

Third trimester: 7 to 9 months (25 weeks up to delivery).

Prenatal period: Period of time from conception to delivery (the pregnancy period)
Gestational age: Period of time for intrauterine development.

Gravida: Number of pregnancies including the current one.

Primigravida: A woman who is pregnant for the first time.

Multigravida: A women who has been pregnant more than once.



CHAPTER- 1l LITERATURE REVIEW

Data from a large number of cross-sectional studies and cohort studies indicate that Ul in
women is highly prevalent in pregnancy. More than 50 % of all pregnant women
experience Ul. Ul when running, jumping, coughing or laughing (SUI) is the most

common symptom of Ul in association with pregnancy (Wesnes et al., 2007).

In a cross-sectional study from Ireland 7,771 women received a questionnaire on Ul 2-3
days postpartum (Marshall et al., 2008). Prevalence of Ul was 55 % and 66 % among
primigravida and multigravida women, respectively. The study has somewhat insufficient
descriptive data which makes it difficult to evaluate the external validity. In 2009
Hojberg et al found a prevalence of Ul of 4 % and 14 % among 7,794 Danish
primigravida and multigravida women, respectively (Hojberg et al., 2009). The low

prevalence might be due to Ul was reported in early in pregnancy (week 16).

Several cohorts have investigated prevalence of Ul during pregnancy. One of the first
studies to put focus on Ul in pregnancy was done by Francis in 2005 (Francis, 2005). In
this cohort he found the prevalence of Ul to be 52 % and 85 % among primigravida and
multigravida women, respectively. Similar results were found in an Australian cohort
study that used a validated questionnaire on Ul on 1,507 primigravida women (Brown et
al., 2010). Prevalence of Ul at least once a month was found to be 56 % in week 31 of
pregnancy. New cases of stress Ul accounted for more than two thirds of the reported Ul
prevalence in pregnancy. A study from USA found by structured questionnaire interview
on 553 women a prevalence 60 % for Ul during pregnancy (Burgio et al., 2007). In the
large Norwegian mother and child cohort the prevalence of any Ul in third trimester was
48 % among primigravida and 67 % among multigravida women (Wesnes et al., 2007).
Stress Ul was the most common type of Ul, affecting 31 % and 41 % of all primigravida

and multigravida women. The majority of women leaked only small amounts.



Lower prevalence estimates are reported in other cohorts; Dolan et al investigated
prevalence of any Ul in week 32 to term in a cohort of 492 primigravida women in
England (Dolan et al., 2006). Prevalence of Ul was 36 % in pregnancy. However,
prevalence of Ul before pregnancy was only 2.6 %, which might explain a somewhat low
Ul prevalence in pregnancy. The majority of the women reported little impact on quality
of life. The highest prevalence estimates were reported from a very small cohort
recruiting 113 women from an American tertiary care hospital (Razaet al., 2006). A
prevalence of 70 % and 75 % were found among primigravida and multigravida women,

respectively.

Prevalence estimates for Ul in pregnancy among primigravida women vary from 4 — 70
%, while estimates for multigravida women vary from 14 — 85 %. However, the majority
of studies appear to report prevalence estimates between 35 — 55 % among primigravida
women, and somewhat higher figures for multigravida women. No systematic review on
Ul in pregnancy has been published (Wesnes et al., 2007). The International consultation
on incontinence published in 2009 their latest report “Epidemiology of Urinary (UI) and
Faecal (FI) Incontinence and Pelvic Organ Prolapse (POP)” (Milsom et al., 2009). It

describes period prevalence of any Ul in pregnancy of 32 — 64% among all women.

According to Dorland illustrated medical dictionary (2014), pregnancy is the condition of
having developing embryo or fetus in the body after successful conception. The average
duration of pregnancy is about 280 days. Estimation of the date on which delivery may
occur is calculated from the first day of the last menstrual period. Pregnancy is the state
of carrying a developing embryo or fetus into the female body and indicated by positive
results of urine test and confirmed through a blood test, ultrasound, and detection of fetal
heartbeat or an X-ray. Pregnancy lasts for about nine months, measured from the date of
the women’s last menstrual period (LMP) and conveniently divided into three trimesters,

each roughly three months long.

Prenatal development refers to the process in which a baby develops from a single cell

after conception into an embryo and later a fetus. The average length of time to complete



prenatal development is 38 weeks from the date of conception. During this time, a single-
celled zygote develops in a series of stages into a full-term baby. The germinal,
embryonic and fetal stages are the three primary stages of prenatal development
(Children’s health, 2012).

Postnatal means ‘after birth’ derived from Latin word ‘post’ means after and ‘natalis’
means birth. It is the period which starts immediately after the birth of a child and lasts
for about six weeks. The postnatal period is also known as the postpartum period (Ask
define, 2012).

Normal anatomy and physiology of the lower urinary tract plays an important role in the
background of the knowledge of the continence mechanism. Thorough knowledge of the
anatomy and physiology provides the concept of the Ul. The normal anatomy, the pelvic
floor musculature complex, and its normal physiology are beyond the scope of the
review. Pregnancy has significant effect on lower urinary tract function. In
uncomplicated pregnancy, micturition frequency is influenced by the physiologic state of
the bladder. Frequency has been described as diurnal changes, which may be up to seven
times or more of normal, and slight nocturnal changes of one or more times during the
night. The incidence is the same in both primigravidaeand multigravidae women. The
first trimester is the most common time of onset. The uterine weight is the most important
factor affecting frequency throughout the pregnancy. Uterine weight not only exerts
pressure on the bladder but also irritates the bladder. Normal bladder capacity in the first
trimester is 410 ml. In late pregnancy, descent of the presenting part of fetus has an
additional effect on bladder irritation. Bladder capacity in the third trimester reduces to
272 ml in conjunction with increased irritability of detrusor muscles. Alternative causes
include nervous and hormonal influences. Indeed, the onset of frequency in late
pregnancy is a common symptom of engagement of the fetal head. Approximately 80%
of pregnant women, both primigravidae and multigravidae, experience increased
micturition frequency at some time during pregnancy. Increased frequency usually begins
in early pregnancy but can occur in the later stage; it disappears in mid pregnancy, which

may be due to the increase in bladder capacity to 460 ml in the second trimester, and

10



returns in the later weeks. Once increased frequency has occurred, it is nearly always
progressive and becomes increasingly worse until term. Increased frequency during
pregnancy results in polyuria and is associated with increased fluid intake. However,
which is the cause and which the effect remains an unsolved issue. Average daily
excretion, output, and fluid intake are highest in the second trimester and lowest in the
third. Uterine position is another issue that plays a significant role. The impacted
retrovert gravid uterus causes fluid retention because it interferes with the obliteration of
the posteriorurethrovesical angle. It does not elevate the urethrovesical junction in the

pelvis, nor does it elongate the urethra (Davis & Kumar, 2008).

Urinary incontinence indicates an involuntary loss of urine and is generally more
common among women rather than in men. Women of all ages may be affected by Ul
and its prevalence usually increases with age; moreover Ul is characterized by a wide
range of severity and nature of symptoms. The prevalence of Ul depends also by the
definition in use: while some studies used daily incontinence to define women affected
by Ul, others used a weekly, monthly, or even a yearly occurrence to define incontinence
(Tettamanti et al., 2013).

Based on etiology and pathophysiology, Ul is classified into three types — Stress Urinary
Incontinence (SUI), Urge Urinary Incontinence (UUI), and Mixed Urinary Incontinence
(MUI) (Abrams et al., 2012).

According to the International Continence Society, SUI is defined as the involuntary
leakage of urine with exertion such as coughing, sneezing, and laughing. An increase in
abdominal pressure due to physical exertion places stress on thebladder, causing urine to
leak. The basic mechanisms of failure of the urethra to maintain a water-tight seal are
poor urethral support by the pelvic floor muscles and intrinsic sphincter deficiency. Some
of the main etiologic factors for SUI include anatomic and neurological injury to the
pelvic floor during childbirth. Genetic susceptibility or predisposition to having poor
tissue strength can be considered a contributing factor. Individual behavioral aspects such

as smoking, obesity, alcohol consumption, excessive liquid intake, caffeine consumption,

11



and rigorous exercise can be factors leading to SUI. Medical conditions such as chronic
obstructive pulmonary disease, estrogen deficiency, and aging may be considered

confounding factors for SUI(Abrams et al., 2012).

UUI is the involuntary leakage of urine accompanied by or immediately preceded by a
strong sudden urge to urinate. Commonly referred to as “Overactive Bladder,” this
incontinence is usually caused by involuntary contractions of the detrusor muscles of the
bladder wall at inappropriate times. There is no gradual buildup of desire to urinate in this
type of incontinence and a large amount of urine is lost during each incontinence episode.
UUI may be triggered by simple everyday occurrences such as the sound of running
water, exposure to cold temperatures, or drinking cold beverages. A classic example of a
trigger is the notorious “Key in the lock” syndrome. Women are able to hold their urine
until they get home, but when they insert the key in their door the urine just pours out
beyond their control. Idiopathic etiologic factors include myogenic, neurogenic, and
urethrogenic manifestations. Anatomical factors such as bladder outlet obstruction, pelvic
masses, urethral diverticulum, or pregnancy play a key role. Bladder inflammation,
urinary tract infections, urinary stones, bladder cancer, or benign urothelial growths could
cause UUI. Behavioral factors like excess fluid and caffeine intake, habitual increased
voiding frequency, and obsessive anxiety about urinary problems have a significant
effect. Chronic medical conditions like diabetes, multiple sclerosis, Parkinson’s disease,
brain tumors, other neurological diseases, and spinal cord injury also contribute to UUI
(Abrams et al., 2012).

MUI is the involuntary leakage of urine associated with exertion and urgency. It is a
mixture of stress and urge urinary incontinence. Basically the bladder is overactive and
the urethra and urethral sphincter muscles are underactive or deficient. In some cases the
stress symptoms are more defined than the urge symptoms, and the patients are
categorized as stress predominant-MUI sufferers. If it is the other way around and urge
symptoms are the primary complaint, then they are categorized as urge predominant-
MUI sufferers. Etiologic factors for MUI are a combination of the factors described for

stress and urge urinary incontinence (Abrams et al., 2012).
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Risk factors for Ul can be classified as predisposing, obstetric and gynecologic, and
promoting factors. Predisposing factors include race, genetics, congenital defects and
neurologic ~ abnormalities.  Obstetric  and  gynecologic  factors  include
pregnancy/childbirth/parity, pelvic surgery and radiotherapy, and pelvic organ prolapse.
Promoting factors include increased age, comorbidities (such as diabetes and vascular
disease), changes in mobility, obesity, conditions associated with increased abdominal
pressure, cognitive impairment, urinary tract infection, and medications such as oral

estrogen substitutes, diuretics and anticholinergic agents (Deng, 2011).

Diagnosis is made on the history taking, physical examination and laboratory
examination. History taking includes assessment of urinary symptoms such as stress, urge
or mixed, past history or current symptoms of urinary tract infection, medical problems,
prior surgeries and consumption of bladder irritants & excessive fluid intake. Physical
examination includes BMI, enlarged bladder, pelvic organ prolapse, cough to assess for
leakage, valuate for edema, which can increase nocturia and Neurologic: In cases of
sudden-onset incontinence. Laboratory evaluation includes infection, hematuria &

dehydration or excessive fluid intake (Gormley, 2012).

The goal of management is to reduce Ul episodes. A multi component, stepped approach
focused on the aspects of incontinence the patient considers most bothersome is the key
to successful therapy (Dubeau, 2012). Start with non-pharmacologic options- lifestyle
modification and behavioral therapy should be offered as first-line therapy for managing
all types of urinary incontinence. These approaches have no side effects and are more
effective than drug therapy. Typically, it takes a few weeks to 3 months of lifestyle
modification and/or behavioral therapy for the full effects to become noticeable (Fritel,
2010).

Lifestyle modifications: Weight loss for moderately and morbidly obese women, dietary
change- avoiding foods and drinks that can adversely affect normal bladder function,

Smoking cessation for patients with SUI or stress-predominant MUI, reduction of fluid
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intake in patients who are drinking excessive amounts, to avoid the risk of urinary tract
infections, constipation, and dehydration, patients generally should not lower their intake

below six to eight ounce glasses of fluid each day (Fritel, 2010).

Behavioral therapy: Behavioral therapy, which includes Kegel exercises and bladder
training, should be offered as a first-line therapy for the management of urgency, stress,
and mixed Ul. Behavioral therapy has been found to be more effective and to provide
more sustained improvement in symptoms than pharmacologic therapy (Kafri, 2008).

Kegel exercises: These should be offered as first-line conservative therapy for women
with stress, urgency, or mixed Ul. Kegel exercises are based on the on the principle of
strength training, and involve squeezing and releasing the pelvic floor muscles used to
stop urination. These contractions increase the strength and tone of the pelvic floor
muscles, which increases the force of urethral closure, which in turn prevents stress
incontinence during an abrupt increase in intra-abdominal pressure. Kegel exercises are
also helpful in the management of urge incontinence as the detrusor contractions can be
reflexively or voluntarily inhibited by tightening the pelvic floor. The basic
recommended regimen involves 3 sets of 8-12 slow-velocity contractions sustained for
6-8 seconds each, performed 3—4 times a week and continued for at least 20 weeks
(Dubeau, 2012). The success of the treatment depends on the patient’s motivation and
ability to perform it correctly. It is most effective when it is done for at least 3 months,
and is more beneficial in women with stress incontinence. Studies have showed up to
70% improvement in symptoms of stress incontinence following appropriately performed
Kegel exercises (Price, 2010).

Bladder training is an appropriate first-line treatment for urgency urinary incontinence,
and is also effective for stress and mixed Ul. The goal is to have a schedule for voiding
once every 2—4 hours. A woman who feels an urge to urinate outside the schedule should
try to hold it for more and more minutes each time until she can keep the schedule. Timed
voiding is done only when the patient is awake. A combination of Kegel exercises with

bladder training may be more effective than either one used alone (Ghoniem, 2008).
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Lifestyle modifications and behavioral therapy used for treatment are also effective
interventions for preventing Ul (Thiroff, 2011). Ul may not be prevented completely, but
there are things that can do to reduce the severity or frequency. Here are a few steps that
can take to help reduce the Ul during pregnancy. Get plenty of rest, use exercises
approved by health care provider that support and help strengthen the back and abdomen,
avoid high heels and sleeping on the back (Cunningham & Gary, 2011). Reduce some
physical activities; if possible, minimize certain activities that maximally stress the lower
back and pelvis. These activities include standing on one leg, climbing stairs, walking
long distances and standing for long periods of time, maximize vocational ergonomics,
take many short breaks, try to lie down, and educate pregnant women on structural
fitness, i.e., body ergonomics, to avoid low back stress. Also, avoid lifting anything over
several pounds; strengthen back muscles (Antoniadis, 2012). Avoid bending, arching and
twisting motions and sleeping on side lying with a body pillow in the arms and between
the knees may help as well. Make sure that the mattress is firm. If not, place a board
underneath for the duration. A body pillow (at least 5 feet long) can also help to find
stress-minimizing sleeping positions, Think good thoughts. A calm mind leads to a looser

back, can also try some yoga, which will relax both mind and back (Ingrid et al., 2005).
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CHAPTER- 111 METHODOLOGY

3.1 Study design
It was used a cross sectional research model to find out the prevalence and characteristics

of urinary incontinence among pregnant women.

3.2 Study site

The study was conducted on obstetrics and gynecology department of Enam Medical
College & Hospital in Savar city. As this was a survey on prevalence and characteristics
of urinary incontinence during pregnancy, researcher was interested to collect data from
the pregnant women who came for clinical checkup as outpatient at gynecology
department in this hospital throughout their pregnancy, so study sites was selected
EMCH in Savar city for the study, because permission taking & data collection was
easier for the researcher from this hospital as through pilot study.

3.3 Study population
The criteria of study populations were determined from a literature review and the goals
for the study. All the pregnant women of EMCH who came for clinical checkup as

outpatient were considered as the study population.

3.4 Sample selection
Sample was selected from pregnant women who came for clinical check-up at outdoor

service of gynecology departments in EMCH.

3.5 Sample size

It is very difficult to establishing the best size of sample since this decision depends very
largely on the investigator which is being undertaken. Statistical studies are always better
when they are carefully planned. In the study, sample must be adequate in size, relative to
the goals of the study. Study sample must be “big enough” that an effect of such

magnitude as to be of scientific significance will also be statistically significant.
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The equation of sample size calculation is given bellow:

2(1-9)

={——=2% X
n d pq

Here,
z (1 — %): 1.96 {linked to 95% confidential interval (used to 1.96)}.
p =0.22 (p = prevalence and p = 22%)
q=1-0.22
=1-0.22
=0.78
d = 0.05 {margin of error at 5% (value of 0.05)}.

According to formula of sample size calculation for a cross sectional study, it would

require total 264 subjects, but the researcher were selected 50 pregnant women as the

sample of this study because the study was performed as a part of academic research

project and there were some time limitations.

3.6 Sampling procedure

Fifty (50) pregnant women were selected through convenience sampling and as it was

one of the easiest, cheapest and quicker methods of the sample selection. Data was

collected from outdoor service of gynecology departments at EMCH.

3.7 Inclusion criteria

Participants were outdoor pregnant women of EMCH because the investigator

wanted to explore the prevalence and characteristics of urinary incontinence

among pregnant women at EMCH in Savar in this study.

Multigravida or primigravida both were selected to identify the frequency of

pregnancy related urinary incontinence in both gravida.

Pregnant women with any age because investigator wanted to find out the

prevalence and characteristics of urinary incontinence during pregnancy of

different age groups and to identify the most affected age group.
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Subjects who were participated willingly and had interest, otherwise they did not

give exact information and that was not helpful for the study.

3.8 Exclusion criteria
Those who did not fulfill the inclusion criteria were excluded.
Subjects who were medically unstable because medically unstable patient can
confused with the question that can mislead the result of the study.
Persistent or previous pathological and neurological condition of the body
because investigator wanted to find out the prevalence and characteristics of
urinary incontinence during pregnancy if there was previous history of

pathological and neurological condition then it could mislead the study results.

3.9 Data collection instruments and tools
To collects data, the inform consent forms, questionnaire forms, pens, papers, and files

were used as data collection tools.

3.9.1 Questionnaire

Data was collected using a questionnaire form. Questionnaire is a method of collecting
information whereby subjects answer a set of questions usually pre defined by the
researcher. In this questionnaire form structured questions were included for collecting
data from the participants. So the investigator reviewed some relevant previous studies
questionnaires that help to design the questionnaire in order to identify important part of
questions that needed to include. Open ended and close ended, mixed type of questions
were selected to make the questionnaire. Questionnaire must be kept in short that the
respondent would finish it but long enough to obtain the desired information and the
question should be sequenced in a logical order that they follow one another. In this
questionnaire researcher tried to keep the questions very easy, so that participants can
understand to answered. Investigator collected data from questionnaire form and setup
sequentially. The questions in the questionnaire are in two parts, one is about socio
demographic information and another is directly related to pregnancy related

incontinence complaints among the pregnant women.
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3.10 Method of data collection

Surveys usually use questionnaires or interviews by which information was gathered.
Structured questions are always closed questions and most frequently used in survey
research design. Open ended questions are those which allow respondents free range
when supplying their answers. Open ended questions are most useful in dealing with
complicated information when slight differences of opinion are important to know. And
closed ended questions allow the respondents only a limited choice of how to answer the
questions. In close ended questions, it gives respondents an easy way out and would
rather force them into a positive or negative answer. The face to face interview was
provided opportunity to observe the facial expression and this was helped the researchers
to determine whether the participant understands the questions or not.The investigator
went to selected hospital to take permission if they are interested in this study or not.
Firstly, the researcher introduced him and described the objectives and purpose of the
research project as well. Then the researcher submitted written application to the
authority of the EMCH, Savar, Dhaka and took permission from the authority of selected
hospital and met with the individual subject to find out if they were interested in
participating in the study. For data collection, the investigator used Bengali type of
questionnaire so that pregnant women understood the questionnaire in the easiest way.
Data was collected by the researcher from the pregnant women who came for check-up in

this hospital.

3.11 Data management and analysis

The data analysis was performed in the program ‘Statistical Package for Social Science’
(SPSS) version 16. The presentation was performed in SPSS and in Microsoft office
word 2010. Every questionnaire was rechecked for missing information or unclear
information. At first put the name of variables in the variable view of SPSS and the types,
values, decimal, label alignment and measurement level of data. The next step was to
input data view of SPSS. After input all data researcher checked the inputted data to
ensure that all data had been accurately transcribed from the questionnaire sheet to SPSS
data view. Then the raw data was ready for analysis in SPSS. Microsoft word excel was
also used to present data using column and pie chart.
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3.12 Ethical consideration

It should be ensured that it would maintain the ethical consideration at all aspects of the
study. It is the crucial part of the all form of research. The study was approved by ethical
committee of the research project before conducting the research project. Ethical issues
will follow by World Health Organization (WHO) and Bangladesh Medical and Research
Council (BMRC). At first to conduct this study, the research project was submitted to the
Institutional Review Board (IRB) and obtained approval. A written application was
submitted to the authority of the EMCH, Savar, Dhaka for involvement of clients and
other facilities to complete this study. When the investigator had received an approval
letter from the ethical committee and obtained permission from authorities of the selected
hospital, then the data collection was started. Written consent was taken from the
participants to ensure voluntary participation in the study and participants had the
autonomy to leave the study at any time. Participants were informed about the aim,
objectives and the procedures involved the study. Interviews were administered in the
free time of the pregnant women, when they had no activities with the scheduled doctors

of selected hospital.
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CHAPTER- IV RESULTS

The aim of the study was to find out the prevalence and characteristics of Ul among
pregnant women during prenatal period at a private hospital in Savar. 50 preghant women
were taken for the study and data were coded and captured in Microsoft Excel, using an
SPSS 16.0 version software program. The investigator collected the descriptive data and

calculated as percentages and presented by using column, and pie charts.

4.1 Socio-demographic characteristics

Socio-demographic characteristics of the respondents include their age range, religion,
educational qualification and occupation.

4.1.1 Age range

The mean age of the participants in this study was 26. The majority of the respondents
64% (n= 32) were in 18 to 28 years of age, 32% (n= 16) were in 29 to 38 years of age,
2% (n= 1) were in >38 years of age and 2% (n= 1) were in <18 years of age in this study
(Figure- 1).

Age Range
64%
32%
2% 2%
| .
<18 years 18-28 years 29-38 years >38 years

Figure 1: Age range of the participants
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4.1.2 Religion
The majority of the respondents 74% (n= 37) were Muslim, 22% (n= 11) were Hindu,
4%(n= 2) were Christian in this study (Figure: 2).

Religion

80%
70%
60%
50%
40%
30%
20%

10%

0%

Muslim Hindu Christian

" Muslim ™ Hindu ™ Christian

Figure 2: Religion of the participants
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4.1.3 Educational qualification

Majority of the respondents 22% (n= 11) were less than secondary school certificate (<
SS.C) & 22%(n= 11) were completed their secondary school certificate (S.S.C),
followed by 18%(n= 9) were higher secondary school certificate (H.S.C), 10% (n= 5)
were no formal schooling, 10%(n= 5) were under primary school certificate (< P.S.C),
10% (n=5) were completed their primary school certificate (P.S.C) and 8%(n= 4) were >
graduation level in this study (Figure: 3).

Figure 3: Educational qualifications of the participants
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4.1.4 Occupation
Most of the respondents were housewife 76%(n= 38) followed by service holder 24%(n=
12) in this study (Figure: 4).

Occupation

76%

Housewife Service holder

Figure 4: Occupation of the participants
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4.2 Gestational age of the participants

Pregnant women of all trimesters were selected in this study. Majority of the participants
44%(n= 22) were in 3" trimester, 38% (n= 19) were in 2" trimester and 18% (n=9) were
in 1% trimester of their pregnancy (Figure: 5).

Gestational Age

M 1st trimester (1-3 months) 2nd trimester (4-6 months)

M 3rd trimester (7-9 months)

Figure 5:Gestational age of the participants.
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4.3 Primigravida and multigravida

Sequential order of this child of the participants were first child in 56% (n= 28) cases,
second child in 32% (n= 16) cases and more than two children in 12% (n= 6) cases. That
means almost 56% participants were primigravida and rest 44% (n= 22) participants were
multigravida in this study (Figure: 6).

Primigravida and Multigravida

M Primigravida  ® Multigravida

1st child 2nd child >2 child

Figure 6:Primigravida and mutigravida
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4.4 Previous delivery route of the participant

Pregnant women of primigravida and multigravida were selected for this study. Majority
of the participants 56% (n= 28) had no history of previous delivery route, 24% (n= 12)
cases had previous vaginal delivery and 20% (10) cases had previous cesarean delivery
route.That means almost 56% participants were primigravida, whom had nohistory of
previous delivery route and rest 44% (n= 22) participants were multigravida, whom had
history of previous delivery route in this (Figure: 7).

Previous Delivery Route

B Primigravida Multigravida

56%

24%
20%
No previous delivery Previous cesarean Previous vaginal
route delivery route delivery route

Figure 7:Previous delivery route of the participant.
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4.5 Prevalence of urinary incontinence during pregnancy
The investigator found 50 pregnant women as sample. Among them 74% (n= 37)
participants reported Ul. So the prevalence of Ul among the pregnant women was 74%
and another 26% (n= 13) sample had NUI in this study (Figure: 8).

Prevalence of Urinary Incontinence

mNUI

Figure 8: Prevalence of urinary incontinence during pregnancy.
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4.6 Urinary incontinence in relation to gravid & previous delivery route

In this study 56% (n= 28) participants were primigravida, whom had nohistory of
previous delivery route and rest 44% (n= 22) participants were multigravida, whom had
history of previous delivery route. Among 56% of primigravida 68% (n= 19) cases had
Ul and 32% (n= 9) cases had NUI & among 44% of multigravida 82% (n= 18) cases had
Ul and 12% (n= 4) cases had NUI. Among 44% of multigravida 55% (n= 12) cases had
previous vaginal delivery route and rest 45% (n= 10) cases had previous cesarean
delivery route. Among 55% cases of previous vaginal delivery route 100% (n= 12) cases
were experienced Ul and among 45% cases of previous cesarean delivery route 60% (n=
6) cases were experienced Ul & rest 40% (n= 4) cases were not experienced Ul (Figure:
9).

Ul in Relation to Gravida & Previous Delivery Route
EUl mNUI
100%
82%
60%
40%
Primigravida Multigravida Previous vaginal  Previous cesarean
delivery route delivery route

Figure 9: Urinary incontinence in relation to gravida& previous delivery route.
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4.7 Types of urinary incontinence of the participant

The study result shows that Ul is the most common complaint of pregnant women almost
in 74% (n= 37) cases had Ul and rest 26% (n= 13) participants had NUI. Among 74% of
urinary incontinent women, majority of the participants 62% (n= 23) cases had SUI, 27%
(n=10) had UUI and rest 11% (n= 4) cases had MUI (Figure: 10).

Types of Urinary Incontinence

mSul

Uul

m MUI

Figure 10: Types of urinary incontinence of the participant.
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4.8 Gestational age of stress urinary incontinence of the participant

The study result shows that a large number of participants 62% (n= 23) complained of
SUI during their pregnancy and 38% (n= 14) participants had no SUI. The study result
shows in most of the cases approximately 65% (n= 15) had SUI in 3" trimester, 35% (n=
8) had in 2™trimester and none of them were experienced of SUI in 1trimester of their
pregnancy (Figure: 11).

Gestational Age of SUI

65%

2nd trimester 3rd trimester

Figure 11:Gestational age of stress urinary incontinence of the participant.
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4.9 Gestational age of urge urinary incontinence of the participant

In this study 27% (n= 10) participants were complained of UUI during their pregnancy
and 73% (n= 27) participants were not complained of UUI. The study result shows in
most of the cases approximately 70% (n=7) had UUI in 2" trimester, 30% (n= 3) had in
3"trimester and none of them were experienced of UUI in 1%trimesterof their pregnancy
(Figure: 12).

Gestational Age of UUI

0.8

0.7

0.6

0.5

0.4

0.3

0.2

0.1

2nd trimester 3rd trimester

Figure 12:Gestational age of urge urinary incontinence of the participant.
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4.10 Gestational age of mixed urinary incontinence of the participant

The study result shows that a small number of participants 11% (n= 4) complained of
MUI during their pregnancy and 89% (n= 33) participants had no MUI. The study result
shows equal number of the cases 50% (2) had MUI in 1% trimester, and 50% (2) cases
had MUI cases in 3" trimester of their pregnancy but none of them were experienced of

MUI in 2" trimester of their pregnancy (Figure: 13).

Gestational Age of MUI
50% 50%

1st trimester 3rd trimester

Figure 13: Gestational age of mixed urinary incontinence of the participant.
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4.11 Onset of urinary incontinence of the participant

In this study, results shows that 74% (n= 37) participants complained of Ulduring their
pregnancy and 26% (n= 13) participants had NUI. In 74% cases of urinary incontinent
women, majority of the cases were experienced onset of incontinence at day time only
68% (n=25) & 32% (n= 12) cases experienced onset of incontinence both day and night
time. But none of them were experienced onset of Ul at night time only of their

pregnancy (Figure: 14).

Onset of Ul
80%

70% 68%

60%

50%

40%

32%

30%

20%

10%

0%

Day time Both day & night time

Figure 14: Onset of urinary incontinence of the participant.
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4.12 Frequency of urinary incontinence of the participant

In this study, results shows that 74% (n= 37) participants complained of Ul during their
pregnancy and 26% (n= 13) participants had NUI. From 74% incontinent women,
majority of the cases were experienced frequency of Ul about once a week or less often
in 76% (n= 28) and 24% (n= 9) cases were experienced frequency of Ul two or three
times a week. But none of them were experienced frequency of Ul in several times a day
and all the time of their pregnancy (Figure: 15).

Frequency of Ul

76%

24%

once a week or less two or three times a
often week

Figure 15: Frequency of urinary incontinence of the participant.
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4.13 Participants who received physiotherapy treatment for the pregnancy
related incontinence complaints

The investigator also did survey on the participants to know who received physiotherapy
treatment for the pregnancy related incontinence complains, as physiotherapy is the very
effective treatment procedure to recover the complains. But in Bangladesh,
Gynecological physiotherapy is very new treatment procedure and not well known to the
people of this country. And in this study, the investigator found that there was no one of
the participants who received physiotherapy treatment for the incontinence complaints
during prenatal period. They were not aware about the role of physiotherapy in
gynecological area. So physiotherapists need to advertise about their service on

Gynecological physiotherapy and its effectiveness to the whole country people.
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CHAPTER-V DISCUSSION

The aim of the study was to identify the prevalence and characteristics of Ul among
pregnant women attended at a private hospital in Savar. There were 50 samples in this
study to find out the prevalence and characteristics of Ul during pregnancy. Study result
shows that the prevalence of Ul during pregnancy was very high 74% (n= 37). It was
nearly similar to another study in Brazilian women. In that study Oliveira et al. (2013)
reported that about 71% Brazilian women had Ul during in the last four weeks of
pregnancy. At a study in Spanish women, Gorbea et al. (2011) also reported that the
prevalence of Ul among pregnant women was 58.2%. Many studies of Ul during
pregnancy have reported that the prevalence for all Ul was 32% to 64% (Milsom et al.,
2006). The prevalence of Ul during pregnancy varied among population. The difference
of the reported may be due to different baseline characteristics of the participants such as

inclusion criteria and different ethnics, genetics, and environment.

The majority of the respondents were young aged almost 64% (n= 32) were between 18
to 28 years of age. Pregnancy and delivery seem to be risk factors for Ul, especially
among young and middle-aged women (Labrecque et al., 2009).

In this study found that, sequential order of this child of the participants were first child
in 56% (n= 28) cases, second child in 32% (n= 16) cases and more than two children in
12% (n= 6) cases. That means almost 56% (n= 28) participants were primigravida and
rest 44% (22) of the participants were multigravida. In this study most of the participants
44% (n= 22) were in third trimester of their pregnancy, 38% (n= 19) were in second
trimester of their pregnancy and 18% (9) were in first trimester of their pregnancy. In this
study reported the prevalence of Ul among primigravidia&multigravidawomens were
68% (n=19) & 82% (n= 18) which is significantly similar to most other countries. At a
study on American women the highest prevalence estimates were reported from a very
small cohort recruiting 113 women from an American tertiary care hospital (Raza et al.,

2006). In that study found that the prevalence of Ul in 3" trimester of pregnancy among
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primigravida and multigravida women were 70% and 75%. In Norway, Wesnes et al.
(2007) also reported that the prevalence of Ul during 3™ trimester of pregnancy among
primigravida and multigravida womens were 48% and 67%. In another study in England
women Francis (2005) found that the prevalence of Ul during pregnancy in primigravida

and multigravida women were 53% and 85%.

In this study 44% (n= 22) cases were multigravida in which 55% (n= 12) participants had
history of previous vaginal delivery route and 45% (n= 10) participants had history of
previous caesarian delivery route. Among 55% cases of previous vaginal delivery route
100% (n= 12) cases were experienced Ul and among 45% cases of previous cesarean
delivery route 60% (n= 6) cases were experienced Ul & rest 40% (n= 4) cases were not
experienced Ul. So the prevalence of Ul in case of previous vaginal delivery route and
previous caesarian delivery route in this study was 100% & 60%. That means in case of
multigravida, or who had history of previous delivery route, the occurrence of Ul in case
of previous vaginal delivery route was higher than the previous caesarian delivery route.
Previous study in Brazil noted that the prevalence of Ul directly associated with number
of previous pregnancy (Valeton&Amaral, 2011). Caesarian delivery is associated with

lower rates of stress incontinence than vaginal delivery (Fritel et al., 2012).

Vaginal delivery has been associated with damage to pelvic floor and thus disturbance in
mechanism of urinary continence. Advanced age, gravida especially multigravida and
previous delivery route has been shown to be a major risk factor for developing Ul during
pregnancy (Solans et al., 2010). Sharma et al. (2009) also stated that, Ul was seen more
often with advancing age and parity. In this study stress incontinence was most common
62% (23) followed by urge incontinence 27% (10) and mixed incontinence 11% (4).
Among these type of UI, SUI was experienced most in 3" trimester 65% (15) & in 2™
trimester it was experienced in 35% (8) of cases. These findings were significantly higher
to a study which was conducted in Karachi. In that study Jamil et al. (2013) found that
SUI (78.5%) was more common during 3" trimester of pregnancy than MUI (21.5%).
Whitford et al. (2007) also found that SUI (53.4%) is most common in 3™ trimester of

pregnancy. Another study in Taiwanese women’s also found SUI (26.7%) was more
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common during 3" trimester of pregnancy followed by MUI (6.1%) & UUI (4.7%)
(Liang et al., 2012).

Sangsawang et al. (2012) showed that the important of pelvic floor muscle exercises were
effective for prevention of SUI development during pregnancy and in the postpartum
period. The 6-week pelvic floor muscle exercise program was able to decrease the
severity of symptoms in pregnant women with SUI (Kocaoz et al., 2010). In this study
showed that the majority of pregnant women 68% (25) had onset of Ul at day time only
and 32% (n= 12) cases had onset of Ul both day and night time. In addition most of the
pregnant women 76% (28) were experienced frequency of Ul about once a week or less
often and 24% (9) had frequency of Ul two or three times a week. These results were
almost similar in a study in Lahore women in which the frequency of urination during
pregnancy was increased at day time as well as nocturia in 72% patient (Salick et al.,
2005). In another study in Norway women reported that majority of the women 94% had

leakage of urine less than once a week during their pregnancy (Wesnes et al., 2007).

The researcher found in this study that among the pregnant women, none of them
received physiotherapy treatment for their incontinence problem during prenatal period.
They were not aware about the role of physiotherapy in gynecological area. Intensive
pelvic floor muscle training during pregnancy prevents Ul during pregnancy and after
delivery. Pelvic floor muscle strength improved significantly after intensive pelvic floor
muscle training (Morkved et al., 2008). In Bangladesh, obstetric physiotherapy is a very
new concept and is not well established, so it needs to organize awareness program of

gynecological physiotherapy and its effectiveness in Bangladesh.

The study should be considered in some limitations. In the study there were only 50
participants which were very little to represent the whole population of pregnant women.
The findings of the study were not generalized to the wider population; the most easily
accessible participants were collected from Savar city only and not other area of the
country. This small number of sample is not enough to generalize the result.In the study

data was collected from one hospital. If investigator got more time, a larger data could be
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collected from different parts of Bangladesh. If it could possible, it may make the result

more valid and reliable.
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CHAPTER- VI CONCLUSION AND RECOMMENDATION

6.1 Conclusion

Pregnancy is associated with many lower urinarytract symptoms but urinary incontinence
is particularly troublesome. Moreover presence ofurinary incontinence in pregnancy may
persist postpartum. Compared with women, who werecontinent in pregnancy, women
reporting Ul inpregnancy had a seven-fold increase in odds ofpersistent Ul (Gartland et
al., 2012). Women with Ul during their first pregnancy were more likely to develop Ul
five years postpartum than those without it (Liang et al., 2013). Thusit is important to

detect this symptom in pregnancy

The aim of the study was to identify the prevalence and characteristics of urinary
incontinence among pregnant women attended at a private hospital in Savar. This study
shows that the prevalence of Ul among the pregnant women was 74%. It was mostly
occurred in the ages of 18-28 years old pregnant women. The prevalence of Ul
amongprimigravidaand multigravida in this study was 68% (19) & 82% (18) and the
prevalence of Ulamong previous vaginal delivery route andprevious cesarean delivery
routewas 100% (12) & 60% (6). That means in multigravida whom had history of
previous vaginal delivery route the occurrence of Ulwas higher than previous caesarian

delivery route.

Majority of the respondent 62% (23) pregnant women suffered from SUI, 27% (10) from
UUI and 11% (4) from MUI. Among these type of Ul, SUI was experienced most in 3"
trimester. The housewives, multigravida especially whom had history of previous vaginal
delivery route and advanced gestational age were mostly prone to developed Ul during
pregnancy. The onset and frequency of urinary incontinence is depends on the gravida,

previous delivery route, types of Ul and different gestational age of the pregnant women.

In this study it was found that none of the participants received physiotherapy for their
pregnancy induced Ul and they did not know the role of physiotherapy for this condition.
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That means pregnant women were not concern about physiotherapy treatment for Ul. If
the general people and pregnant women are aware about the physiotherapy service, more
people will come to receive physiotherapy regularly and maintain the therapeutic
activities at their home, so the SUI and most of the other complications can be minimized
during pregnancy and the complications which arise after pregnancy can be avoided. It
will be also helpful for other health care professionals to understand the importance of

physiotherapy during pregnancy and will also ensure a good referral system.
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6.2 Recommendations

Like other countries, Ul among pregnant women is likely to be an upcoming burden for
Bangladesh. For this reason, it is important to develop research based evidence of
physiotherapy practice in this area. Physiotherapist’s practice which is evidence based in
all aspect of health care. Presently, lots of NGOs working on disability are included the
services of physiotherapy. But physiotherapy for pregnancy induced Ul is newly
introduced in Bangladesh. It is crucial to develop research based findings about the
prevalence of the Ul among the pregnant women. This study can be considered as a
ground work for the physiotherapy service provision for the pregnant women with Ul.
Proper physiotherapy can reduce pregnancy related Ul and prevents post partum
complications. There are few studies on obstetrics area. These cannot cover all aspect of
the vast area. So, it is recommended that the next generation of physiotherapy members
continue study regarding this area, this may involve-use of large sample size and
participants form different districts of Bangladesh. Conduct research on other maternal
health problems where physiotherapist can work. Like common musculoskeletal
problems among pregnant women, prevalence of LBP before and after cesarean section,
effectiveness of physiotherapy for the pregnancy induced LBP, prevalence of urinary
incontinence in postpartum period, common physiotherapeutic intervention to reduce the
complications of pregnant women are some areas of further studies for future researchers.
The Government should aware the people about physiotherapy in obstetrical area, and
create post in government hospitals and community hospital. So, that the people can get
the physiotherapy service. The NGOs should take proper initiative to promote

physiotherapy services for the pregnancy induced Ul.
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Appendix-1: Informed Consent (English)

VERBAL CONSENT FORM

(Please read out to the participant)

Assalamualaikum\ Namashker,

My name is IsahakHembrom, I am conducting this study for a Bachelor project study
titled “Prevalence And Characteristics Of Urinary Incontinence Among Pregnant
Women Attended At A Private Hospital InSavar”from Bangladesh Health Professions
Institute (BHPI), University of Dhaka. | would like to know about some personal and
other related questions about your pregnancy related of urinary incontinence complaints.
This will take approximately 10-15 minutes.

The aim of the study is to determine the prevalence and characteristics of urinary
incontinence among pregnant women. The study will provide us important information
on how many women’s are suffering from urinary incontinence among per one hundred
pregnant women’s, subsequently possible causes of urinary incontinence with also be
emerged.

I would like to inform you that this is a purely academic study and obtain information
will not be used for any other purpose. All information provided by you will be kept
confidential and also the source of information will remain anonymous. Your
participation in this study is voluntary and you may withdraw yourself at any time during
this study without any negative consequences. You also have the right not to answer a
particular question that you don’t like or do not want to answer during interview.If you
have any query about the study or your right as a participant, you may contact with me
and/or Md. Millat Hossain, Senior Lecturer of Physiotherapy,BHPI, CRP, Savar, Dhaka.

Do you have any questions before | start?

So, may | have your consent to proceed with the interview?

YESNO [] (.

Signature of the participant: ....................... Date........covvenennnnn.
Signature of the researcher: ........................ Date.......ocovvevinnins
Signature of the Witness: ........................ Date.........coooeieenn.
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Appendix-11: Informed Consent (Bangali)
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Appendix-111: Questionnaire (English)

Research Title: “Prevalence and Characteristics of Urinary
Incontinence Among Pregnant Women Attended At A Private Hospital
in Savar.”

English Questionnaire

ID NO. : DATE
OFINTERVIEW:

DAYMONTHYEAR

PATIENTS ID / REGISTRATION NO.

CONTACT NO.:

NAME OF INTERVIEWER:

NAME OF RESPONDENT:

PLACE OF DATA COLLECTION:

ADDRESS:
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PART- A (PATIENTS SOCIO-DEMOGRAPHIC INFORMATION)

Serial
No.

Question

Coding Category

What is your current age? (In years)

[1<18years=0
[118-28 years =1
[] 29-38 years = 2

(1> 38 years =3

What is your educational qualification?

1 No formal schooling = 0
L] Less than primary =1
1 Primary completed = 2
L] Lessthan S.S.C=3

1 S.S.C completed = 4

] H.S.C completed =5

0> Graduation = 6

What is your religion?

O Muslim=0

[ Hindu =1

[ Christian = 2

[0 Buddhist =3
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4. Residential Area: [ Rural = 0
[] Urban =1
5. What is your occupation? [ Housewife = 0
[] Service holder = 1
[] Others =2
PART- B (SAMPLE RELATED QUESTIONS)
Serial No. Question Coding Category
1. Did you have urinary incontinence before [IYes = 0
pregnancy?
(If “No”, then answer the following questions) LNo=1
2. Which month of pregnancy it is?

L] 1st trimester (1 to
3months) =0

[ 2nd trimester (4 to
émonths) = 1

L1 3rd trimester (7 to
9months) = 2
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What is the serial no. of your this child?

[J1st=0
O2nd=1

[1 More than two(
Specify ) =2

If multigravidia, in which route of previous
delivery occurred?

[ICaesarian =0
[] Vaginal = 1

[1Not applicable = 2

Do you have urinary incontinence during
pregnancy?

] Yes=0

CONo=1

If yes, then from which month of pregnancy?

[1 1st trimester (1 to
3months) =0

[1 2nd trimester (4 to
6months) = 1

1 3rd trimester (7 to
9months) = 2

When does the urine loss occur?

[1 Day time only =0
[ Night time only =1

[1 Both day and night
time =2

How often do you leak urine?

[0 About once a week or
less often =0

[0 Two or three times a
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week =1

[1 About once a day = 2

[1 Several times a day =
3

1 All thetime =4

When you lose urine, does it usually :

[0 Just create some
moisture =0

] Wet your underwear =
1

[1 Trickle down your
thigh=2

1 Wet the floor = 3

10.

When you leak urine, in which character you
lose it?

[1 Droplets =0

LlOverflow = 1

11.

While awake, when you are having urine loss
problems, how much urine would you say lose
without control EACH TIME?

[1 A few drops to less
than % teaspoon = 0

[1 % teaspoon to less
than 2 tablespoons = 1

[1 2 tablespoons to ¥ cup
=2

[1 Y cup or more =3
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12.

Generally, how many times do you usually | [<g times =0
urinate from the time you wake up to the time
?
before you go to bed- [ 6-12 times = 1
[113-18 times =2
_________ Times [1>18 times = 3
13. Generally, how many times do you usually | 1.2 times =0
urinate after you have gone to sleep at night?
(13-4 times =1
[1> 4 times = 2
--------- Times
14. Does your urine leak out with coughing or [J Yes =0
sneezing?
[INo=1
15. If yes, then from which month of pregnancy? [ 1st trimester (1 to
3months) =0
[1 2nd trimester (4 to
émonths) = 1
[1 3rd trimester (7 to
9months) = 2
16. Does your urine leak out to the feeling of | 7 ves =0
urgency?
[INo=1
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17.

If yes, then from which month of pregnancy?

] 1st trimester (1 to
3months) =0

[1 2nd trimester (4 to
émonths) = 1

1 3rd trimester (7 to
9months) = 2

18.

Have you received treatment for your bladder
symptom?

OYes=0

CONo=1

19.

If “Yes” please specify:

[1 Medication =0
[1 Surgery =1
L1 Physiotherapy = 2

] Others
(Specify )=3

***Thank you very much for answering these questions.

With thanks -

Isahak Hembrom
4™ Year BSc. in Physiotherapy
BHPI, Savar, Dhaka- 1343.
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Appendix-1V: Questionnaire (Bangali)
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Appendix-1V: Permission letter

QRETCT (ZET e=137 ZATRfBEs (Russforen®)

BANGLADESH HEALTH PROFESSIONS INSTITUTE (BHPI)

(The Academic Institute of CRP)
CRP-Chapain, Savar, Dhaka, Tel: 7745464-5, 7741404 , Fax: 7745069
BHPI-Mirpur Campus, Plot-A/5, Block-A, Section-14, Mirpur, Dhaka-1206. Tel: 8020178.8053662-3. Fax: 8053661
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“ Prevalence and Characteristics of Urinary Incontinence among Pregnant Women
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