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Article Addendum 

ADDENDUM A: PILOT STUDY 

The primary aim of the pilot questionnaire was to assess if the questionnaire was easily 

understood and interpreted appropriately. A secondary aim was to assess how long it takes to 

complete the questionnaire. 

Private practice GP’s and nurses were included. Contact was made via email (Addendum B) 

to request for practitioners to assist with piloting the questionnaire and answer follow up 

questions. The email explained that the questionnaire was about practitioner’s knowledge, 

attitudes, beliefs and practices towards UI management, and provided instructions for 

completing the questionnaires. The primary investigator emailed the questionnaires and 

further instructions to those HCPs willing to participate. An offer was made to call 

practitioners and explain the procedure for completing the questionnaire, however no-one 

requested this. Practitioners were requested to fill in the PHC practitioner questionnaire 

regarding UI management (Addendum C) and the facility demographics questionnaire 

(Addendum D). Thereafter, practitioners were requested to fill in a form (Addendum E) 

regarding the questionnaire. The primary investigator continued to contact practitioners 

regarding participation, until 10 private practice GPs, and 10 private practice nurses 

completed the questionnaire.  

The mean time to complete the questionnaire was 12 minutes. Suggestions were taken into 

consideration regarding the flow of questions as well as wording. Elaborations on 

practitioner’s facility setting, type and the district municipality in which they practice was 



also included.  Further, an Excel spreadsheet was developed to ensure that the correct data 

could be extracted from the questionnaire. The questionnaire was adapted (Addendum F) and 

the finalized version was sent to Stellenbosch University’s language department for 

translation. The questionnaire was only translated after piloting as there was insufficient 

funds available to translate the questionnaire multiple times. This however, poses as a 

limitation, as the questions may have been interpreted differently in other languages and 

could have led to misinterpretations. In an attempt to address this, the Afrikaans and isiXhosa 

versions of the translated questionnaire was reassessed by a Tygerberg hospital doctor 

specializing in UI, and changes were made accordingly. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

ADDENDUM B: PILOT STUDY INVITATION EMAIL 

To whom it may concern 

RE: Permission to participate in a pilot questionnaire 

Research question:  What is the Knowledge, Practice, Attitudes and Beliefs in the 

Primary Health Care practitioners with regards to Urinary Incontinence 

Management in the Western Cape 

The above-mentioned study will be using a self-designed questionnaire to collect data 

regarding the knowledge, attitudes, belief and practice towards the evaluation and 

management of urinary incontinence.  

The primary investigator, Anika Janse van Vuuren will call practitioners willing to volunteer 

for the pilot questionnaire. The primary investigator will explain the pilot test and the reason 

behind the study via telephone. The volunteers will be asked to sign informed consent. The 

pilot will be used to test the questions used, as well as the language it is asked in, to ensure it 

is appropriate and easy to interpret to the sample population. The pilot will also be used to 

estimate the length of time it takes to fill in the questionnaire. The primary investigator will 

ask to what extend questions asked were understood, and how they were interpreted. Based 

on the feedback received, the questionnaire will be modified as necessary. 

The questionnaire will comprise of six sections.  

Section A: To be filled out by the facility manager, including questions on facility 

demographics.   



The rest of the questionnaire is to be filled in by primary health care practitioners. 

Section B will ask questions regarding the primary health care practitioner’s demographics. 

Section C-F questions are based on the NICE 2013 guideline (1) and the Incontinence 6th 

edition (31) as well as what was done in previous studies in different countries of what is 

expected of initial management with urinary incontinence in women, questions will address 

knowledge, attitude, beliefs and practice of practitioners. 

Section C will ask questions regarding screening for urinary incontinence with all patients. 

Section D will ask questions regarding screening and evaluation specific to patients that have 

come in complaining of urinary incontinence symptoms or have been previously diagnosed 

with urinary incontinence. 

Section E enquires about the management of urinary incontinent patients. 

Section F asks about the referral of patients with urinary incontinence. 

The questionnaire will be translated into Afrikaans and isiXhosa.  

With this information we request permission to send you the pilot questionnaire and follow 

up questions via email.  

Kind Regards 

Anika Janse van Vuuren 

ajvanv45@gmail.com 

0767762810 

Stellenbosch University student number 18385389 

 

mailto:ajvanv45@gmail.com
tel:0767762810
tel:18385389


 

ADDENDUM C: ORIGINAL PILOT HEALTH CARE PRACTITIONER QUESTIONNAIRE  

Knowledge, Attitude, Belief and Practice of the Primary Health Care practitioners 

regarding Urinary Incontinence – Primary Health Care Practitioner Questionnaire 

Background: 

Thank you for taking the time to take part in this study! 

The aim of this study is to describe current practice regarding management of urinary 

incontinence at primary health care facilities, and to report on knowledge, practice, attitude 

and beliefs of primary health care doctors and nurses in the Western Cape primary health care 

facilities. 

Urinary Incontinence has a high prevalence and large financial burden. Data collected from 

this study will be used to develop an intervention to improve the service delivery of urinary 

incontinence management at a primary health care level. 

Instructions: 

Primary health care practitioners in a position to have initial contact with patients, with the 

appropriate qualifications enabling them to screen, evaluate, manage or refer urinary 

incontinent patients will be kindly requested to complete this questionnaire. 

Please fill in the questions below as honestly as possible. 

This questionnaire is not a test to try and catch anyone out, or discriminate based on the 

findings. If you are unsure of an answer, please do not guess, rather fill in the “I am unsure” 

box, or skip to the next question.  



Please tick only one box per question, unless otherwise specified in the question. 

Section B: Participant demographics (To be filled in by Primary health care 

practitioner) 

1. Gender 

Male Female 

2. Age 

 

3. Job Qualification  

Doctor 

(MBChB) 

Advanced 

diploma in 

Midwifery 

Higher 

certificate 

Auxillary 

nursing 

qualification 

Diploma 

in 

nursing: 

staff 

nurse 

Bachelor’s 

degree in 

nursing and 

midwifery 

Post graduate 

diploma in nursing/ 

midwifery/ 

accoucheur/ 

Primary care 

nursing 

4. Years in practice  

 

5. Years practicing at current facility 

 

 

END OF THIS SECTION. PLEASE CONTINUE TO SECTION C   



Section C: Screening 

If you answered Yes, please continue with question 2- 5, please don’t fill in question 6-9. If 

you answered No, please continue with question 6-9 please don’t fill in question 2-5.  

 

 

 

1. I ask female patients if they have Urinary Incontinence (involuntary urine leakage)  

Yes No 

2. I feel comfortable managing female patients with Urinary Incontinence  

True False 

3. If you selected False to question 2, please indicate why (Please tick applicable 

answers) 

I don’t fully understand what management consists of  

UI is an awkward topic  

UI does not fall under my scope of practice  

None of the above  

4. It’s not necessary to ask elderly female patients about urinary incontinence as it is a 

normal part of aging that nothing can be done for  

True False I am unsure 

5. The following factors are risk factors for urinary incontinence: (please mark with 

X, can select more than one)  

Age  Obesity  

Pregnancy  Urinary tract infection  

Menopause  
Functional or cognitive 

impairment 

 

Hysterectomy  Smoking  

Diet  Family history  

Diabetes Mellitus  None of the above  



 

 

 

6. I would like to learn more about Urinary Incontinence management  

True False 

7. If you selected False to question 6, please indicate why (Please tick applicable 

answers) 

I don’t have time  

UI does not fall under my scope of practice  

I don’t feel comfortable treating female patients 

with UI 

 

None of the above  

8. It’s not necessary to ask elderly female patients about urinary incontinence as it's a 

normal part of aging that nothing can be done for 

True False I am unsure 

9. I don’t ask female patients if they have Urinary Incontinence because: (Please tick 

applicable answers) 

I don’t have time  

Female patients have other co morbidities that 

are more important to be addressed 

 

UI is an awkward topic to bring up  

I don’t feel comfortable managing UI  

I am unsure how to screen for UI  

None of the above  

 

END OF THIS SECTION. PLEASE CONTINUE TO SECTION D   



Section D: UI specific evaluation 

If a female patient comes in with a specific complaint/ diagnosis of Urinary 

Incontinence  

10. I ask female patients to what extent Urinary Incontinence effects their quality of 

life: 

Yes No 

11. I ask about urinary tract infection symptoms when female patients report urinary 

incontinence:  

Yes No 

12. For Urinary Incontinence symptoms I ask about: (Circle more than one if 

necessary) 

Urgency Nocturia 

Urine 

leakage 

with effort/ 

exertion/ 

sneezing/ 

coughing 

Duration 

of 

symptoms 

Frequency 

of 

urinating 

Protective 

behavior 

(pad use) 

Fluid 

intake 

daily 

I am 

unsure 

what to 

ask 

13. Diabetes Mellitus has an effect on urinary incontinence:   

True False I am unsure 

14. I initiate bladder diaries when female patients complain of Urinary Incontinence: 

Yes No 

15. If you answered “NO” to question 14, why do you not initiate bladder diaries 

I am unfamiliar with bladder 

diaries 

I don’t have time to initiate 

bladder diaries 

Bladder diaries are not 

necessary for urinary 

incontinence evaluation 

None of the above 

16. I conduct a pelvic assessment if Urinary Incontinence is suspected: 

Yes No 
Not applicable to my 

practice 

17. If you answered “NO” to question 16, why do you not conduct a pelvic assessment 



  

END OF THIS SECTION. PLEASE CONTINUE TO SECTION E   

I am unsure how to 

conduct a pelvic 

assessment 

I am 

uncomfortable 

with pelvic 

assessments 

Pelvic assessments 

are too time 

constraining 

Pelvic assessments 

are not necessary for 

initial evaluation 

None of the Above 



Section E: Management 

18. I have managed female patients with Urinary Incontinence before.  

Yes No 

If you answered Yes to question 18, please continue with question 19- 25, please don’t fill in 

question 26-28. If you answered No, please continue with question 26-28 please don’t fill in 

question 19-25.  

19. Initial Management of Urinary Incontinence can be carried out at a primary 

health care level 

True False 

20. I feel comfortable managing female patients with urinary incontinence.  

True False 

21. If you selected False to question 20, please indicate why you do not feel 

comfortable (Please tick applicable answers) 

I don’t fully understand what management consists 

of 

 

UI is an awkward topic  

It does not fall under my scope of practice  

None of the above  

22. Initial Management of Urinary Incontinence can include (Please tick applicable 

answers) 

Pelvic floor muscle training  

Medication  

Absorbent products (pads/ diapers)  

Bladder Training Education  

None of the above  

I am unsure  

23. I follow up on female patients after initial management for Urinary Incontinence 

has been initiated  

Yes No 

24. If you answered NO to question 23, please indicate why you don’t follow up 

(Please tick applicable answers) 



I do not have time  

It is not necessary  

It is the female patient’s responsibility to follow up  

None of the above  

25. Failure to adequately manage Urinary Incontinence will have an effect on the 

female patient’s quality of life  

True False I am unsure 

 

26.  Initial Management of Urinary Incontinence can be carried out at a primary 

health care level  

True False 

27. If I had to manage a female patient with Urinary Incontinence, I would feel 

comfortable  

                        True False 

28. If you selected False to question 27, please indicate why (Please tick applicable 

answers) 

I don’t fully understand what management consists of  

UI is an awkward topic  

It does not fall under my scope of practice  

None of the above  

END OF THIS SECTION. PLEASE CONTINUE TO SECTION F  

Section F: Referral  

29. I am aware of the referral pathway for Urinary Incontinence in my clinic 

Yes No 
We don’t have a referral 

pathway 

30. All female patients with Urinary incontinence should be referred to a specialist 

True False I am unsure 

31. I refer female patients with failed initial management for Urinary Incontinence to: 

(Please tick applicable answers) 



Urologist  
Specialist UI 

physiotherapist 

 

Gynecologist  Occupational Therapist  

Urogynecologist  
I am unsure who to refer 

to  

 

Specialist UI nurse  

Urinary Incontinence 

doesn’t need to be 

referred 

 

None of the above 

 

End of Questionnaire. 

Thank you for taking the time to complete this questionnaire it is greatly appreciated! 

The final study will be sent to all primary health care facilities involved in the study. The 

primary health care facility can then inform all primary health care practitioners 

regarding the availability of the results.  

 

 

 

 

 

 

 



ADDENDUM D: ORIGINAL PILOT FACILITY DEMOGRAPHICS QUESTIONNAIRE 

Knowledge, Attitude, Belief and Practice of the Primary Health Care practitioners 

regarding Urinary Incontinence – Facility Demographic Questionnaire 

Background: 

Thank you for taking the time to take part in this study! 

The aim of this study is to describe current practice regarding management of urinary 

incontinence at primary health care facilities, and to report on knowledge, practice, attitude 

and beliefs of primary health care doctors and nurses in the Western Cape primary health care 

facilities. 

Urinary Incontinence has a high prevalence and large financial burden. Data collected from 

this study will be used to develop an intervention to improve the service delivery of urinary 

incontinence management at a primary health care level. 

Instructions: 

This Facility Demographics questionnaire only needs to be completed by the facility 

manager.  



Section A: Facility demographics: (To be filled in by facility manager) 

Facility Name  

Facility Area  

Facility manager contact details (telephone and email address)  

Setting Type: (please tick) Clinic  

 Community 

day center 
 

Is the facility near a secondary/ tertiary referring hospital Yes No 

Number of nurses at the facility with the following 

qualifications: 
 

• Advanced diploma in Midwifery  

• Higher certificate Auxillary nursing qualification  

• Diploma in nursing: staff nurse, Bachelors degree in 

nursing and midwifery  
 

• Post graduate diploma in nursing/ midwifery/ 

Accoucheur/ Primary care nursing 
 

Number of doctors at facility  

Is Urinary Incontinence managed at your facility Yes No 

Is there a Urinary Incontinence guideline allocated to be used 

in your facility 
Yes No 

If there is a guideline which one is used (Please write name)  

Is there a Urinary Incontinence referral pathway in your 

facility 
Yes No 

Is there currently any Urinary Incontinence education 

program in your facility for staff/ patients 
Staff/ Patients No 

Is there regular general education sessions given in your 

facility 
Yes No 

If yes in what form: (please tick) Tutorials  

 Reading 

material 
 

 Practical 

demonstrations 
 



 ADDENDUM E: PILOT FEEDBACK QUESTIONNAIRE 

  

Thank you for your time! 

1. Did you understand the questionnaire? 

Yes No 

2. If No which part/ section did you not understand? 

 

3. Did you feel comfortable answering the questions? 

Yes No 

4. If No which part/ section made you uncomfortable? 

 

5. Was the language/ wording used clear and understandable? 

Yes No 

6. If No which words/ section were not clear/ understood? 

 

7. Did any of the questions make you feel irritated? 

Yes No 

8. If Yes which questions, and why? 

 

9. Is the questionnaire too long? 

Yes No 

10. If yes which questions? 

 

11. Do you think the questionnaire should include any other questions? 

Yes No 

12. If yes please list questions you think should be included? 

 



ADDENDUM F: FINAL QUESTIONNAIRE AFTER ADAPTATION ENGLISH 



 



 

 

 

 

 

 

 

 

 

 

 



 

 

 



 

 



 

 

 



 

 

 

 

 

 

 

 

 



ADDENDUM G: FINAL QUESTIONNAIRE AFRIKAANS 



 



 

 

 

 

 

 

 

 



 



 



 



 

 

 

 

 

 

 

 

 



ADDENDUM H: FINAL QUESTIONNAIRE ISIXHOSA 

 



 

 

 

 

 

 

 

 

 

 

 

 



 



 

 

 

 

 

 

 

 

 

 



 



 



 

 

 



 

 

 

 

 

 

 



ADDENDUM I: ETHICAL APPROVAL FROM THE HEALTH RESEARCH AND ETHICS 

COMMITTEE AT STELLENBOSCH UNIVERSITY 

 



 

 

 

 

 

 

 



 

 

 

 

 



ADDENDUM J: ETHICAL APPROVAL FROM THE WESTERN CAPE DEPARTMENT OF HEALTH 

 



 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ADDENDUM K: FREE CONTINUOUS PROFESSIONAL DEVELOPMENT ACTIVITY: “INITIAL UI 

MANAGEMENT AT A PHC LEVEL” TALK TRANSCRIPT 

SLIDE 1 

Good day everyone.  

Thank you so much for your time and your willingness to participate with our data collection. 

It is really appreciated and we would just like to say thank you by giving you this free CPD 

course, on what urinary incontinence management should consist of at the Primary Health 

care level and what you can do. 

SLIDE 2 

First off, what is urinary incontinence? It’s defined as the complaint of any involuntary 

urinary leakage. Occurring as a result of a number of abnormalities in the lower urinary tract 

or due to other illnesses, which tends to cause leaking in different situations. 

SLIDE 3 

The big question. Can urinary incontinence be managed at a Primary Health care 

Level? And the answer is definitely YES! 

By who? 

In your situations, it will be any of the nurses or doctors who come into first contact with the 

patient’s. Further, the multidisciplinary team consists of urogynaecologist, urologist, 

specialist nurses, specialist physiotherapists, colorectal surgeons with a subspeciality interests 

in functional bowel problems for women. And then a member of the elderly care team or an 

occupational therapist. 



SLIDE 4 

Urinary incontinence effects women of all ages physically, psychologically and socially, with 

the prevalence in South Africa being between 27.5% to 35.4%. 

The economic burden in 2000 in the USA was 19.5 billion dollars, which is huge. 

Unfortunately, there is no economic studies done in South Africa yet, however it's expected 

to be similar. 

SLIDE 5 

Screening for urinary incontinence is affected by many factors.  

Firstly, previous studies done showed that patients don't know that urinary incontinence is a 

problem, and they therefore don’t seek medical attention for it. A lot of patients think it's just 

a normal part of aging. They're scared to talk about it, as talking about private things is not 

part of their culture. There's also a taboo and stigma behind urinary incontinence, so patients 

don't look for help.  

Secondly, healthcare professional’s knowledge, attitudes, beliefs or practices towards Urinary 

incontinence also has a big effect on screening. 

SLIDE 6 

Knowledge factors regarding how to manage urinary incontinence, not knowing if it can be 

managed at a Primary Health care level or any level, and also who is responsible for actually 

managing urinary incontinence. 

 



SLIDE 7 

Attitudes like being uncomfortable with urinary incontinence due to the stigma or the taboo 

and seeing urinary incontinence as a burden to manage. Also not viewing urinary 

incontinence as a priority as patients have more important conditions such as hypertension 

and diabetes, and health care practitioners being too busy or not having enough time to 

manage urinary incontinence. Lastly viewing it that patient should be the ones initiating 

urinary incontinence conversations if they have the problem, are attitudes that affect 

screening for urinary incontinence. 

SLIDE 8 

Believing that Urinary incontinence is a normal part of age, gender, pregnancy and medical 

conditions is also limiting or preventing the screening 

SLIDE 9 

Practices also interfere with screening and management, such as not referring urinary 

incontinence when unsure of the management, not screening for urinary incontinence daily, 

managing it with absorbent product's, not following up with patients that have reported to you 

that they have incontinence. And not managing preventatively or conservatively. 

These are all factors that can affect urinary incontinence management on a primary health 

care level. 

SLIDE 10 

OK, so before we go into the management some important definitions: 

Urinary incontinence can be different types of incontinence.  



Firstly, overactive bladder syndrome is urgency with or without urge urinary incontinence. 

Usually with frequency and Nocturia. Nocturia is incontinence at night. Overactive wet is 

where urge incontinence is present, whereas in overactive dry incontinence is absent. 

Stress urinary incontinence is involuntary urine leakage on effort or exertion So that's where 

patient’s leak when their coughing, sneezing, jumping or running or any other activities 

placing stress on the pelvic floor. 

SLIDE 11 

Urgency urinary incontinence patients are women who are constantly feeling like they need 

to go to the bathroom even when the bladder is not full. This can be due to detrusor muscle 

instability. You want to find out if the bladder is overactive due to pelvic floor dysfunction or 

due to irritants inside the bladder, or infection or due to pressure from constipation or 

pregnancy. 

With urgency being the complaint of a sudden, compelling desire to pass urine, which is 

difficult to defer. 

SLIDE 12 

Mixed urinary incontinence is a mix between stress and urge urinary incontinence. Therefore, 

along with leakage during sneezing and coughing patients also constantly feel like they need 

to urinate even though the bladder is not full. 

 

 

 



SLIDE 13 

Alright, so initial management to be aware of, even if you can’t or you don't feel comfortable 

managing incontinence. This is just what you should be able to do, or advise to at least give 

the patient. 

SLIDE 14 

So, the screening process.  

This should occur with all patients that you come in contact with in your work environment. 

Risk factors for urinary incontinence include age, so more that elderly females (but urinary 

incontinence is not limited to the elderly), pregnancy, parity, patients that are smoking or if 

they have a family history of urinary incontinence. Other risk factors include having a poor 

diet. With diet, things like less fibrous diets increase the likelihood to get constipated. Also, if 

there is not as much fluid in their diet, dependant on what they're drinking. Further, 

menopause, hysterectomies, obesity, Lower urinary tract symptoms and functional and 

cognitive impairment place patients at risk of developing urinary incontinence. 

SLIDE 15 

Please ask these patients about defecation problems or constipation or when a patient has 

defecation problems with constipation, please also be aware of urinary incontinence that may 

be present as it's a predisposition due to the strain contributing to the loss of bladder control 

and weakness of the pelvic floor. The strain coming from pushing hard trying to get stool out. 

This is dependent on patient’s nutrition, their fluid intake and their gut peristalsis (which is 

dependent on immobility). Certain diseases and medication can also contribute to this. 



It’s important to educate these patients on how to sit properly during defecation with their 

knees higher than their hips, with their feet supported on a box 10 to 15 cm high. Patients 

should lean slightly forward in this position with a straight back, their abdomen hanging 

loose, relaxing their elbows on their knees and relaxing the pelvic floor. Patients shouldn’t 

hold their breath, they should open their mouth and whisper Pah-ha-ha, and keep deep 

breathing until the urge to push comes, whereafter they can gently push. 

If this is not successful, they can lean back and wait a few seconds before resuming to their 

position and trying again.  

It’s important not to strain as it increases the puborectalis muscle pressure making it more 

difficult to defecate. 

SLIDE 16 

Surgeries that may place patients at risk for urinary incontinence are low spinal surgeries, 

radical hysterectomies, low rectal surgeries and complex pelvic surgeries. 

SLIDE 17 

The medications associated with urinary incontinence are medications for the central nervous 

system, such as sedatives, hypnotic and smooth muscle relaxant. Autonomic nervous system 

medication like drugs with antimuscarinic action and medication affecting fluid balance such 

as diuretics or alcohol as it affects the fluid output. 

 

 

 



SLIDE 18 

Generally, patients will not share that they have urinary incontinence problems on their own. 

It's important to ask simple questions such as are you leaking during the day when you cough 

when you run or during sexual intercourse?  

Do you feel the urge to constantly go to the bathroom? How many times a day do you go to 

the bathroom? When you go, is your bladder full or are you emptying it completely? Or is 

there only a little bit coming out? And then after you go to the bathroom do you feel that the 

bladder is empty or not?  

Some patients will say no to all of these questions and then after multiple questions or 

multiple sessions, somewhere in the discussion patients will mention something about pad 

use and this is normally a good que to ask them. But why are they using pads? And this is 

normally where they tell you, but they're leaking all day long 

SLIDE 19 

So, the initial steps. 

SLIDE 20 

During the general evaluation, you find out about their urinary history, showing where their 

quality of life is affected.  

Ask about their frequency (the normal should be 7-8 times a day and 0-1 times at night), how 

many times a day are they leaking or wetting themselves? Is it happening at night? Do they 

have an urgency to go all the time? 

Is there constant leakage or not? This would normally indicate a fistula.  



Do they have hesitancy or straining to void or is there stopping and starting when their 

urinating?  

And then is there sometimes a sensation of incomplete emptying or, Post micturition dribble 

where they get up and then it's almost as if a little bit more comes out as they start moving. 

SLIDE 21 

It's important to categorize urinary incontinence as we mentioned before, as stress mixed or 

urge urinary incontinence. If it's mixed, you treat the predominant symptoms, so if it's more 

stress but there's a little bit of urgency, it's treated as stress incontinence, and if there's more 

urgency than there is stress incontinence you would treat it more as urge incontinence. 

Urodynamic testing is not required before initiating conservative management. Please this is 

also a big area where economic burden comes in. Don’t do it before conservative 

management has started. 

It's important to look at medical history so things that are contributing or exacerbating the 

incontinence such as mental health, cognitive impairments and disorders of the neurologic 

system like multiple sclerosis, spinal cord injury or Parkinson's disease, cerebral vascular 

accident, cauda equina syndrome and pelvic plexus injury. Metabolic system disorders like 

diabetes are a big one. And then also cardio respiratory system disorders as these patients will 

be coughing a lot and it puts a lot of strain on their pelvic floor muscles and eventually 

weakness occurs. Lastly also be aware of Renal system disorders such as lower urinary tract 

dysfunction that can contribute to urinary incontinence. 

 

 



SLIDE 22 

Obstetrics and gynaecology history is important, so the number and type of deliveries they’ve 

had, menstrual history, menopausal status and urovaginal prolapse symptoms. 

General assessments about the social and functional impacts that urinary incontinence has 

and their desire for treatment is big because a lot of people will have the problem but they 

don't want treatment for it. Education is a big thing there and then patient’s expectation for 

treatment and their motivations. 

Consider their social circumstances, so their home environment, their personal relationships, 

the Occupational History and their lifestyle factors. Where can you make changes? What 

would you need to consider so on?  

It's important to undertake a urine dipstick test for all your urinary incontinence patients to 

detect the presence of blood, glucose, protein or leucocytes and nitrites. And then you will 

continue treatment as per the dipstick results. 

SLIDE 23 

Then bladder diaries, in the initial assessment is so important. So, this is where you would 

document the cycle of voiding and filling over a minimum of three days. Patients will write 

down how frequently and how urgently they're going to the bathroom, day and night time 

urinating or leaking. Patients can measure this by urinating in a cup or a bucket, and then 

measuring how much they are urinating out (the normal bladder capacity is 400ml in 

women). Patients also record how much they drink that day and exactly what their drinking. 

So, was it coffee was it water was it tea? This allows you to investigate if what their 

consuming may be irritating the bladder, like caffeine, alcohol, acidic drinks, carbonated 



drinks, chocolate, dairy and artificial sweeteners? And then how many times are they 

changing their pad? Which can indicate to you how wet they are during the day and this is 

normally a good way to also monitor if the treatment is working.  It is also important to note 

medications patients are taking as diabetic medication, diuretics and heart dysfunction 

medication influences incontinence.  

Pad tests are not a routine part of normal evaluation, so please don’t use this as it’s another 

big economic contribution. 

In the initial assessment. Please don't use multi-channel cystometry, ambulatory 

urodynamics, video urodynamics, Q Tips, Bonney Marshall and fluid bridge tests cystoscopy, 

imaging like MRI and CT scans or X Ray’s as this is not necessary before conservative 

treatment has occurred. 

SLIDE 24 

So, when to refer, the most important objective is our patients should not be getting lost in the 

system, even if you are uncomfortable managing urinary incontinence or you're unaware of 

how to manage urinary incontinence. Please just make sure that you address the condition by 

referring the patient to someone that's capable of treating the condition. 

SLIDE 25 

So, when to refer to a specialist? So again, this is not always needed. Urinary incontinence 

can be managed at a Primary Health care level. 

But in the cases of haematuria, persistent bladder or urethral pain, and recurrent urinary tract 

infections you can refer. 



Refer woman with urinary incontinence with symptomatic prolapse, that is visible at or below 

the vaginal introitus to a specialist.  

And further indications for consideration for referral is clinically benign pelvic masses, 

associated faecal incontinence, suspected neurological disease, symptoms of voiding 

difficulty, suspected urogenital fistulae, so that's the constant leaking that they have, previous 

continence surgeries, previous pelvic cancer surgeries and previous pelvic radiation therapy. 

SLIDE 26 

Then, general management. 

So, woman presenting with urinary incontinence needs information to help them understand 

the various types of urinary incontinence, the symptoms that they have, the investigations 

possible to them, and the treatments that can be recommended. 

They should also be given information on where else to go look for support. If they don't 

want it from you.  

The International Continence Society defines conservative treatment as therapies that are 

usually low cost and managed principally by the person with your urinary incontinence. So, 

our patients with instruction and supervision from the health care professional. So, it's a very 

hands off. You are just advising and just being supportive. 
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So, conservative management. 

Firstly, lifestyle interventions. You will trial caffeine reduction to overactive bladder patients. 

Or other bladder irritants, such as citrus or alcohol. This can be replaced by non-caffeinated 

drinks such as rooibos tea. 

You will also advise them on modification of high and low fluid intake. So, if they have low 

fluid intake, they are more likely to be constipated, more likely to put strain on that pelvic 

floor and more likely to become incontinent somewhere. If they have high fluid intake, 

they're constantly running to the bathroom. They might develop urgency, and bladder training 

is required.  

Advice regarding weight loss for BMI over 30 because that's extra strain that’s placed on the 

pelvic floor. 

Then, behavioural training, so bladder training for a minimum of six weeks for mixed an urge 

incontinence. So that is where they become aware of, “It's not necessary to constantly be 

going to the bathroom even if there is an urge”, especially if they are not emptying their 

bladder completely, or if there's not a lot of urine coming out when they urinate.  

Training starts with patients only going every half an hour and then they build up to every 

hour or only after I've really had about 2 cups of water and there's something in my bladder to 

justify the urge to urinate. This helps to stretch the bladder, and encourages it to hold bigger 

volumes. 



Behavioural training involves quieting patient’s urgency by changing the sensory input, such 

as scrunching their toes or doing calf raises to distract the brain, pelvic floor contractions and 

abdominal breathing can also calm the bladder down. 

It’s important for patients to not restrict fluid intake due to fear of leaking as this leads to 

other problems, and if patients are waking up at night to empty their bladder, educate them to 

not drink 2 hours before going to bed. 

And then combine bladder training with overactive bladder drugs, if bladder training alone is 

not beneficial for frequency symptoms.  

Physical therapy is a very important treatment. Supervised Pelvic floor muscle training for at 

least three months for stress and mixed urinary incontinence and continue their exercise 

programs if pelvic floor muscle training is beneficial. This is where you would refer to the 

physiotherapists. 

SLIDE 28 

Absorbent products, handheld urinals and toileting aids, should not be considered as 

treatment for urinary incontinence.  Use them only as coping strategies pending definitive 

treatment or an adjunct to ongoing therapy.  

This type of long-term management for urinary incontinence is only after all treatment 

options have all been explored. Please don’t use any intravaginal and intraurethral devices for 

the routine, management of urinary incontinence in women. And do not advise women to 

consider such devices other than for occasional use when necessary to prevent leaking, like 

during physical exercise. 
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Prevention. 

Please offer pelvic floor muscle training, so these are your Kegels, to women during 

pregnancy, to prevent urinary incontinence or to any woman that will come into your practice 

with any of the previously mentioned risk factors. Please also educate these women on the 

potential effects that their diet may play in leading to urinary incontinence. 

If a woman chooses not to have further treatment for urinary incontinence. Offer her advice 

about how to manage urinary incontinence on her own and explain to her that if she changes 

her mind, she can book a review appointment or discuss tests and interventions and 

reconsider her treatment options. 

SLIDE 30 

Lastly these are lovely flow diagrams of what treatment should consist of, in what situations 

that can be accessed via this presentation. 

SLIDE 31 

It shows what not to do. 

SLIDE 32 

And then there's another more simplified version.  

SLIDE 33 

Thank you so much for your time again and have a lovely day. 



 

 



 

 

 



 

 



 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



ADDENDUM L: TABLE 1 - FACILITIES INCLUDED 

An overview of the names of the included facilities as indicated by participants, as well as the 

number of questionnaire responses received from each facility. 

District 

municipality 
Facility name 

Number of questionnaires 

received 

Cape town 

metropole 

Albow Gardens  1 

Albow Gardens CDC 1 

Bishop Lavis Day Hospital  1 

District 6 CDC  3 

Dr Abdurahman CDC 1 

Dr. J Visagie 1 

Eastridge 2 

Eastridge clinic 6 

Eerste River CHC 1 

Eerste River Hospital 1 

False Bay Hospital  1 

Kemtique pharmacy 1 

Kraaifontein 1 

Lady Michaelis CDC 1 

Michael Mapongwana CHC 1 

Occuprime 1 

Parow 1 

Ravensmead 2 

Ravensmead CDC 1 

Sarepta Clinic  8 

Spencer Road Clinic 1 

Tygerberg Hospitaal 3 

Tygerberg Hospital ID Clinic 1 

Vanguard CHC 1 



District 

municipality 
Facility name 

Number of questionnaires 

received 

Garden Route Knysna Hospital  1 

Central Karoo  - 0 

West coast 
Radie Kotze Hospital 2 

Vredenburg Provincial Hospital  1 

Cape 

winelands 

WCDC 1 

Worcester CDC 2 

Worcester daghosp  1 

Langberg sub-district facilities - several 1 

Stellenbosch subdistrik 1 

De Doorns Clinic 1 

Overberg 

Botrivier clinic 1 

Hermanus hospitaal 1 

Struisbaai Mediese Praktyk 1 

   

 

Random stratified sampling was used to select government facilities in the Western Cape. 

Department of health clearance was obtained for; Cape winelands (Op die berg clinic), Cape 

town metropole (Blue downs clinic, Sarepta clinic, Durbanville clinic, Albow Gardens clinic, 

Spencer Road clinic, Silvertown clinic, Eastridge clinic, Parkwood clinic) and the West coast 

(Citrusdal clinic, Darling clinic, Piketberg clinic, Saldanha clinic, Vanrhynsdorp clinic, 

Wesbank clinic). Cape winelands district (Drakenstein subdistrict: Simodium clinic and TC 

Newman community day centre) denied participation as they were preparing for a COVID 19 

wave and vaccinations.  Access to other facilities was done via snowball sampling. 



ADDENDUM M: TABLE 2 PRIVATE AND GOVERNMENT POPULATION DEMOGRAPHICS 

HCP demographics 

 

Private (n=5)   Government (52) 

  Doctors (n=3) Nurses (n=2)   Doctors (n=34) Nurses (n=18) 

Age: (Years) 

(Mean:48, SD:7.6) (Mean:52, SD:6.4) 

  

(Mean:35, SD:8.1) (Mean:40, SD:10.5) 

(Median:51, IQR:7) (Median:51.5, IQR:4.5)  (Median:36, IQR:14) (Median:39, IQR:14) 

Gender           

Male: n (%) 1 (33.3)  0 (0)    8 (23.5)  0 (0) 

Female: n (%) 2 (66.7)  2 (100)   26 (76.5) 18 (100)  

Job qualifications           

Doctor (MBChB): n (%) 3 (100)  0 (0)   34 (100) 0 (0) 

Advanced diploma in 

Midwifery: n (%) 
0 (0) 0 (0)   0 (0) 0 (0) 



Higher certificate Auxillary 

nursing qualification: n (%) 
0 (0) 0 (0)   0 (0) 3 (16.7) 

Diploma in nursing: staff 

nurse: n (%) 
0 (0) 0 (0)   0 (0) 2 (11.1) 

Bachelors degree in nursing 

and midwifery: n (%) 
0 (0) 1 (50)    0 (0) 7 (38.9) 

Post graduate diploma in 

nursing / midwifery/ 

accoucheur/ primary care 

nursing: n (%) 

0 (0) 1 (50)   0 (0) 5 (27.8) 

Not selected: n (%)  0 (0) 0 (0)   0 (0) 1 (5.6)  

Years in practice:  

(Mean:22.3, SD:10.8) (Mean:28.5, SD:9.2) 

  

(Mean:9.9, SD:7.9) (Mean:13.2, SD:9.5) 

(Median:27, IQR:10) (Median:28.5, IQR:6.5) (Median:15.5, IQR:12.5) (Median:12, IQR:14) 

Years at current facility 

(Mean:6, SD:2.6) (Mean:5.5, SD:4.9) 

  

(Mean:4, SD:4.5) (Mean:5.9, SD:7.7) 

(Median:7, IQR:2.5) (Median:5.5, IQR:3.5) (Median:2, IQR:5.8) (Median:3, IQR:7) 

District municipalities           

West Coast: n (%) 0 (0) 0 (0)   3 (8.8) 0 (0) 



Cape Winelands: n (%) 1 (33.3) 0 (0)   7 (20.6) 0 (0) 

Overberg: n (%) 1 (33.3) 0 (0)   2 (5.9) 0 (0) 

Garden Route: n (%) 0 (0) 0 (0)   1 (2.9) 0 (0) 

Central Karoo: n (%) 0 (0) 0 (0)   0 (0) 0 (0) 

Cape town Metropole: n (%) 1 (33.3) 2 (100)   21 (61.8) 18 (100) 

Setting Type:           

Clinic: n (%) 1 (33.3) 1 (50)   14 (41.2) 16 (88.9) 

Community Day Centre: n 

(%) 
1 (33.3) 0 (0)   16 (47.1) 2 (11.1) 

Doctors’ rooms: n (%) 3 (100) 0 (0)   3 (8.8) 0 (0) 

Other: n (%) 0 (0) 1 (50)   9 (26.5) 0 (0) 

Other setting type specified included: District hospitals (n=4) Hospitals (n=4) Specified infection clinic at Tygerberg (Ravens mead primary referral 

facility) (n=1) Private nurse practice (n=1) These participants were all still included in the study as they were visiting primary health care settings 

whilst being based at hospitals. 

Notes: (one doctor worked in both private and government, which is why all populations don’t compare directly to whole number).          

 (n=7) participants selected more than one setting type. SD: Standard deviation, IQR: Interquartile range 



Addendum Figure one elaborates on the risk factors for UI that HCPs selected. 

ADDENDUM N: FIGURE 1: RISK FACTORS FOR UI 

 

 

 

Addendum figure two demonstrates the initial treatment options for UI that HCPs selected.  

ADDENDUM O: FIGURE 2: INITIAL UI TREATMENT 
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Addendum figure three elaborates on specific UI symptoms HCPs asked about after UI was 

reported. 

ADDENDUM P: FIGURE 3: UI SYMPTOMS 

 

Addendum figure four indicates which UI specialists HCPs preferred to refer to. 

ADDENDUM Q:  FIGURE 4: SPECIALIST REFERRAL 
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