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Abstract

Objective: Urinary incontinence (UI) subtypes may have some effects on sexual func-

tion because of diverse pathophysiological mechanisms. The objective of our study is

to compare UI subtypes’ effects on women's sexual function and quality of life (QoL).

Methods: In this descriptive and comparative study, a total of 239 women with UI

were included (89 with stress urinary incontinence [SUI], 65 with urge urinary incon-

tinence [UUI], and 85 with mixed urinary incontinence [MUI]). Sexual function was

assessed with the Pelvic Organ Prolapse/Urinary Incontinence Sexual Questionnaire

(PISQ-12), and QoL was assessed with the Incontinence Impact Questionnaire-7

(IIQ-7).

Results: In our study, the mean total PISQ-12 score for the UI subtypes was 29.49

± 6.38 for SUI, 31.43 ± 5.46 for UUI, and 23.12 ± 5.54 for MUI. Women with MUI

had significantly more sexual dysfunctions than the other groups (P < .001). The

mean total IIQ-7 score according to UI subtypes was 60.61 ± 31.49 for SUI, 64.40

± 28.20 for UUI, and 70.51 ± 25.09 for MUI. As regards the scores of the IIQ-7, UI

had a negative impact on QoL for women of all groups, especially for women with

MUI and UUI, but was not significantly different between the groups (P > .05).

Conclusion: The sexual function of women with MUI was affected more adversely

than the other UI subtypes. There was no statistically significant difference between

the UI subtypes according to IIQ-7 scores, but when we examined the scores, MUI

and UUI were found to have more negative effects on QoL. Clinicians and continence

nurses should make routine evaluations of sexual function and QoL for women

according to UI subtypes.
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1 | INTRODUCTION

Worldwide, urinary incontinence (UI) is a widespread public health

problem that affects adult women.1 The global prevalence of UI is

reported as varying from 15% to 69%.1,2 In population studies in a

large number of countries, the prevalence of UI ranges from 5% to

70%; most authors report that the prevalence of any UI is in the range

of 25% to 45%. The prevalence of daily UI ranges from 5% to 15% for

middle-aged and older women.3,4 Studies conducted in Turkey report

that the prevalence of UI is 20.5% to 68.8% among women ages

15 and older.5-7 The most common types of UI are stress urinary

incontinence (SUI), urge urinary incontinence (UUI), and mixed urinary

incontinence (MUI).8 In the last decade, the number of studies

describing the incidence of UI has increased in general, but these are
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largely focused on UI in general rather than on the specific UI types.

On video urodynamics, urodynamic stress UI is 56%, detrusor overac-

tivity (DO) is 15%, and MUI is 19%.9

SUI is defined by the International Continence Society (ICS) and

the International Urogynecological Association (IUGA) as the involun-

tary loss of urine on effort or physical exertion (eg, sporting activities),

or on sneezing or coughing.10 SUI occurs when there is increased

intra-abdominal pressure without micturition desire. This depends on

the functional adequacy of the urinary sphincter, muscle, and ligament

structures supporting the female pelvic floor. When these mecha-

nisms fail, an increase in intra-abdominal pressure (from laughing,

lifting weights, coughing, sneezing, etc) and SUI is observed.11 UUI is

defined by the ICS/IUGA as the involuntary loss of urine associated

with urgency. Overactive bladder (OAB) urgency is defined by the

ICS/IUGA as urinary urgency, usually accompanied by frequency and

nocturia, with or without UUI in the absence of a urinary tract infec-

tion or other obvious pathology. Also, UUI is not always correlated

with DO.10 DO occurs as a result; it may be sensory (developed as a

result of inflammation, local irritation, and infection of the bladder) or

neurological (the most common cause is detrusor contractions and the

loss of cerebral inhibition). In the presence of urinary urgency symp-

toms, a flow-pressure study may demonstrate hyperactivity of the

detrusor. There are no sufficient data for the complete clarification of

the physiologic mechanism that generates detrusor hyperactivity,

which is felt as urgency. Except for neurologic lesions, there are four

mechanisms of detrusor hyperactivity in idiopathic OAB syndrome.

These are alterations in reflex mechanisms in micturition, reductions

in innervations of the muscular layer of the bladder, the release of

acetylcholine in parasympathetic neuronal plaque during urinary feel-

ing in the bladder with afferent activation of the bladder's smooth

muscle, and activation of the urothelial receptors (the mucosal layer

that coats the bladder).11,12 MUI patients experience incontinence

associated with an increase of intra-abdominal pressure and also a

loss of urine prior to or simultaneously to urgency without abdominal

effort. The pathologic mechanisms that generate symptoms together

with SUI and UUI are unknown.11

In recent years, assessments of quality of life (QoL) and self-

reported perceptions of QoL have gained importance. Sexual dysfunc-

tion, social isolation, depression, and poorer QoL for women with UI

are important issues. Sexual problems are reported widely among

women who have the condition. Because of UI during sexual inter-

course, nightly wetness, embarrassment, and depression, women with

UI tend to avoid sexual intercourse. A decrease in libido, an increase

in vaginal dryness, and pain during intimacy are higher in women with

UI than in women without it.13-17

Ensuring care for individuals with incontinence so that they main-

tain continence requires the collaboration of a multidisciplinary team.

Nurses are essential members of the team with roles that continually

develop. Continence nurses are in key positions and have various

roles and responsibilities. Their roles may be related to conducting

research, performing regular clinical duties, counseling, offering health

protection and development, training, making decisions, managing

care, providing general management, offering care coordination, and

communicating with the patient and other members of the health care

team.18,19 Because of the multifaceted needs of patients with UI and

the subsequent demands on the care team, treatment and manage-

ment of the condition require significant understanding of the forms

of UI and their effects on everyday living.

Although many studies have investigated the impacts of UI on

sexual function, the impacts of UI subtypes on sexual function are still

not fully understood. UI subtypes may have diverse effects on sexual

function because of diverse pathophysiological mechanisms.20 At pre-

sent, information as regards the effects of types of UI on sexual func-

tion is limited. UI subtypes affect sexual function negatively through

diverse pathophysiological mechanisms, but the number of researches

examining the impact of each subtype on sexual function is

limited.13,14,21,22

The purpose of our study was to compare UI subtypes' effects on

women's sexual functioning and QoL.

2 | METHODS

2.1 | Participants and procedures

This was a descriptive and comparative study. The study included

women who presented to Istanbul University's Urogynecology

Department between April 2015 and October 2015 with a complaint

of UI. During this time, 409 women were admitted to the clinic with

this complaint. Women who previously had a pelvic surgery (n = 30;

hysterectomy, anterior-posterior and apical repair, incontinence sur-

gery), were using depression or hypertension medication (n = 15),

were not sexually active (n = 25), had pelvic organ prolapse (POP)

grade 2 or higher (n = 50), had gynecological cancers (n = 10; such as

uterine myoma, pelvic mass), and/or those who did not want to fill

out the questionnaire (n = 40) were excluded from the study. A total

of 239 women who complained of UI and other lower urinary tract

symptoms (LUTS) (UI with or without complaints of LUTS such as

nocturia, urgency, frequency) had diagnoses that were confirmed by

urodynamic testing, were married or had a partner, and were sexually

active and having sexual intercourse were included in the study.

All participants were evaluated by the clinicians at the Urogyne-

cology Department of Istanbul University. In addition to providing a

medical history, participants underwent a gynecological examination

that included stress testing and POP measurement. The Pelvic Organ

Prolapse-Quantified (POP-Q) grade was determined using the scale

recommended by Baden and Walker.23 Those who were found to

have two or more cystoceles or rectoceles or had uterine descensus

as determined by a physician in the clinic during the examination were

diagnosed as suffering from pelvic prolapse. Women who described

UI complaints underwent pelvic floor muscle strength testing, a

urodynamic investigation, a pad test, a Q tip test, and ultrasonography

(bladder and urethra).

The sample size of our study was calculated by using the G-

Power 3.0.10 programme (Institut fűr Experimentelle Psychologie,

Heinrich Heine Universität, Dűsseldorf, Germany). The minimum
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required sample size was calculated as 211 women at 95% power,

95% confidence interval, and 0.22 effect size. The power analysis was

based on the results of a study performed by Asoglu et al.21

UI type groups were set up according to anamnesis and

urodynamic examination. Women who presented with a complaint of

SUI and had an anamnesis supporting it, underwent a general evalua-

tion (such as bladder diary, pad test, and urodynamic examination) to

confirm the diagnosis. Finally, 89 women were categorized as having

SUI. In addition to the history of urge incontinence complaints, to con-

firm the diagnosis, women underwent a general evaluation (such as

providing a bladder diary and undergoing a urodynamic examination),

and as a result 65 women were categorized as having UUI. Women

with both SUI and UUI, supported by the results of urodynamic test-

ing and/or clinical evaluation (involuntary leakage associated with

urgency) were defined as having MUI (n = 85).10

All the women who participated in the study were kept informed

about issues related to it. A written consent form was obtained from

the women before the study. Ethical approval was obtained from the

university clinical trials ethics committee. The participants were told

that the information they gave would be kept confidential and that

they could withdraw from the study at any time if they wanted to do

so. To ensure the confidentiality of the data, they were each asked

not to write their name on the questionnaire form. All procedures per-

formed in this study involving human participants were in accordance

with the ethical standards of the institutional and/or national research

committee and with the 1964 Helsinki Declaration and its later

amendments and comparable ethical standards.

2.2 | Instruments

The women's demographic features, obstetric and gynecological fea-

tures, general health status, and present pelvic floor dysfunction (PFD)

symptoms were obtained through an individual information form.

The Pelvic Organ Prolapse/Urinary Incontinence Sexual Ques-

tionnaire (PISQ-12), developed by Rogers et al with the aim of evalu-

ating sexual functions specific to the urogynecology field, consists of

12 items.24 The questionnaire investigates sexual function within the

last 6 months. PISQ-12 is divided into three domains: behavioral emo-

tive, physical, and partner related. Scores from the questionnaire

range from 0 to 48. The results are generally indicated by the total

score or at the item level. Higher scores indicate better sexual func-

tion.24 A test of Turkish validity and reliability was performed, and

Cronbach's alpha coefficient was calculated; results were 0.89 and

0.74, respectively, for the entire questionnaire.25,26 In this study, the

PISQ-12 Cronbach's alpha coefficient was defined to be 0.67.

The Incontinence Impact Questionnaire-7 (IIQ-7) is a 7-item ques-

tionnaire used to evaluate the effects of UI on a patient's QoL.27 The

rating system has a scale from 0 to 3: 0 = not at all, 1 = slightly,

2 = moderately, and 3 = greatly. The questionnaire has four subscales:

physical activity, travel, social relationships, and emotional health. The

minimum and maximum possible scores from the IIQ-7 are 0 and

21, respectively. The total scores and subscale scores of forms are

calculated out of 100 points. Low scores obtained from the IIQ-7 indi-

cate that QoL has increased.

The validity and reliability studies of the Turkish version of the

IIQ-7 were conducted by Cam et al. Its Cronbach's alpha coefficient

was found to be 0.87.28 In this study, the IIQ-7's Cronbach's alpha

coefficient was determined to be 0.90.

2.3 | Statistical analysis

Statistical analyses were performed using the SPSS 22.0 soft-

ware (IBM Corp, Armonk, New York). One-way analyses of variance

and Pearson's chi-squared tests were performed where appropriate.

One-way analyses of variance were used to compare patient charac-

teristics and questionnaire results between incontinence subtypes.

As advanced analysis, post hoc tests (Tukey HSD [honestly signifi-

cant difference] and Scheffé test) were performed. Data are given as

mean SD or percentage. The statistical significance was accepted

as P < .05.

3 | RESULTS

After urodynamic testing and clinical evaluation, this study included

239 women (SUI: 89 women, 37.2%; UUI: 65 women, 27.2%; MUI:

85 women, 35.6%). The average ages of women with SUI, UUI, and

MUI were 48.22 ± 7.7, 50.08 ± 10.0, and 49.02 ± 8.2, respectively.

The demographic characteristics such as age, parity, number of births,

type of delivery, body mass index, UI duration, and the frequency dis-

tribution of the women are shown in Table 1. There was no significant

difference in demographic characteristics among the three groups

according to the subtype of UI (P > .05).

Table 2 shows the mean total PISQ-12 and IIQ-7 scores and their

subdimension scores between UI types. The mean total points and

subscale scores of the PISQ-12 and the IIQ-7 were compared among

the SUI, UUI, and MUI subgroups (Table 2). According to our results, a

statistically significant difference was noted among the subgroups in

terms of total PISQ-12 scores (SUI 29.49 ± 6.38; UUI 31.43 ± 5.46;

MUI 23.12 ± 5.54 [P < .001; F = 43.265]). Patients with MUI had sig-

nificantly higher numbers of sexual dysfunctions than those with UUI

or SUI alone. In advanced analyses, based on the results of the post

hoc analysis (Tukey HSD and Scheffé), it was found that the differ-

ences between groups originated from MUI. The PISQ-12 subscale

scores for the behavioral emotive (SUI 7.03 ± 3.43; UUI 7.60 ± 3.04;

MUI 6.14 ± 2.48 [P < .05; F = 4.508]), physical (SUI 15.30 ± 3.94; UUI

15.84 ± 2.92; MUI 11.11 ± 3.50 [P < .001; F = 43.171]), and partner

related categories (SUI 7.15 ± 2.18; UUI 7.98 ± 1.86; MUI 5.87 ± 2.04

[P < .001; F = 20.404]) for the MUI group were significantly lower

than those of the SUI and UUI groups (Table 2, Figure 1). According to

the total and subscale scores of the IIQ-7, incontinence had a greater

impact on QoL and social functions of women with MUI than on the

SUI or UUI groups, but there were no significant differences among

the groups (P > .05) (Table 2).
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Table 3 shows the distribution of the women's PISQ-12 item

scores according to UI type. Particularly, women with MUI had lower

sexual desire (SUI 1.49 ± 0.91; UUI 1.82 ± 0.84; MUI 1.36 ± 0.75

[P < .05; F = 5.432]) and sexual satisfaction (SUI 1.96 ± 1.08; UUI

2.23 ± 1.10; MUI 1.73 ± 1.06 [P < .05; F = 3.958]). Participants with

MUI reported more pain during sexual activity (SUI 2.40 ± 1.43; UUI

2.51 ± 1.31; MUI 2.00 ± 1.14 [P < .05; F = 3.347]). At the same time,

it was determined that because of more UI during sexual activity (SUI

3.03 ± 1.16; UUI 3.54 ± 0.79; MUI 2.13 ± 1.11 [P < .001; F = 35.022])

and restriction of sexual activity because of UI (SUI 3.15 ± 1.23; UUI

3.34 ± 0.92; MUI 2.07 ± 1.03 [P < .001; F = 31.554]), women with

MUI also had lower-intensity orgasms within the last 6 months (SUI

1.21 ± 0.73; UUI 1.55 ± 0.93; MUI 1.18 ± 0.65 [P < .05; F = 5.199]).

4 | DISCUSSION

In our study, the sexual function of women with MUI was affected

more adversely than those with other UI subtypes. Women with MUI

had low sexual desire and sexual satisfaction. Participants with MUI

also reported more pain during sexual activity. At the same time, it

was determined that because of more UI during sexual activity and

TABLE 1 Demographic characteristics and UI duration and frequency distribution of women with SUI, UUI, and MUI

Characteristicsa SUI (n = 89) mean ± SD UUI (n = 65) mean ± SD MUI (n = 85) mean ± SD P value

Age (y) 48.22 ± 7.78 50.08 ± 10.53 49.20 ± 8.22 .428

BMI (kg/m2) 30.46 ± 5.67 30.46 ± 6.56 30.99 ± 5.43 .797

Parity 4.19 ± 1.93 4.02 ± 2.17 4.12 ± 2.10 .873

Number of deliveries 2.70 ± 1.04 2.58 ± 1.32 2.95 ± 1.39 .176

UI duration (y) 6.13 ± 5.58 5.12 ± 4.07 6.34 ± 5.54 .331

Type of delivery (n, %)

Vaginal 83 (93.3) 55 (88.7) 73 (86.9)

Cesarean 2 (2.2) 5 (8.1) 3 (3.6) .189

Both 4 (4.5) 2 (3.2) 8 (9.5)

Frequency UI (n, %)

Sometimes (weekly) 24 (27.0) 26 (40.0) 19 (22.4)

Generally (daily) 21 (23.6) 20 (30.8) 25 (29.4) .056

Always (several times a day) 44 (49.4) 19 (29.2) 41 (48.2)

Sexual intercourse frequency (weekly) (n, %)

2 or more 20 (22.5) 19 (29.2) 24 (28.2)

1 or less 69 (77.5) 46 (70.8) 61 (71.8) .570

Abbreviations: ANOVA, analysis of variance; BMI, body mass index; MUI, mixed urinary incontinence; SUI, stress urinary incontinence; UI, urinary inconti-

nence; UUI, urge urinary incontinence.
aContinuous characteristics were compared by one-way ANOVA test; chi-square test, P < .05.

TABLE 2 Comparison of the mean total PISQ-12 and IIQ-7 and their subdimension scores between UI types

SUI (n = 89) mean ± SD UUI (n = 65) mean ± SD MUI (n = 85) mean ± SD Pa value

PISQ-12 total 29.49 ± 6.38 31.43 ± 5.46 23.12 ± 5.54b .000

Behavioral emotive 7.03 ± 3.43 7.60 ± 3.04 6.14 ± 2.48 .012

Physical 15.30 ± 3.94 15.84 ± 2.92 11.11 ± 3.50 .000

Partner related 7.15 ± 2.18 7.98 ± 1.86 5.87 ± 2.04 .000

IIQ-7 total 60.61 ± 31.49 64.40 ± 28.20 70.51 ± 25.09 .072

Physical activity 59.49 ± 33.51 62.33 ± 31.86 69.34 ± 26.47 .099

Travel 57.62 ± 40.71 61.47 ± 41.72 70.90 ± 34.00 .072

Social relationships 60.98 ± 37.31 64.55 ± 38.99 69.34 ± 32.17 .311

Emotional 63.60 ± 34.37 68.90 ± 29.41 72.67 ± 28.70 .157

Abbreviations: ANOVA, analysis of variance; IIQ-7, Incontinence Impact Questionnaire-7; MUI, mixed urinary incontinence; PISQ-12, Pelvic Organ Pro-

lapse/Urinary Incontinence Sexual Questionnaire; SUI, stress urinary incontinence; UI, urinary incontinence; UUI, urge urinary incontinence.
aOne-way ANOVA test, P < .001.
bPost hoc test (Tukey and Scheffé).
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the restriction of sexual activity due to UI, women with MUI also had

lower-intensity orgasms in the last 6 months. UI subtypes have differ-

ent pathophysiological mechanisms; therefore, it is a mistake to sup-

pose that they all affect sexual function identically.

In some studies, subtypes of incontinence have been compared

using general sexuality questionnaires.22 However, PISQ-12 is specific

to the situation and is sensitive enough to define distinctions due to

UI and PFD. For this reason, many of the current study findings are

contradictory in terms of specific effects on sexual function by UI

types. In the current literature, some authors have reported that UI

types do not affect sexual function differently,29,30 whereas others

have reported that UI subtypes do in fact have differential effects on

sexual function.21,22 UI types have different symptoms because of

their different pathophysiology. Therefore, the different subtypes

might affect sexual function and QoL in different ways. For example,

SUI might appear with the rise of intra-abdominal pressure due to ure-

thral hypermobility and defective pelvic floor anatomy.31 Also, the

neuronal expression in the anterior vaginal epithelium decreases sig-

nificantly in SUI.32 UUI is an unpredictable condition caused by

reduced bladder capacity due to detrusor instability.31 Oh et al indi-

cated that women with SUI experienced more frequent pain during

intercourse and more coital incontinence than those with UUI.33 In a

study by Caruso et al, women with MUI showed a significantly higher

impairment of female sexual function (P < .05) compared to others.13

In this respect, according to the results of similar studies carried out in

our country, Coksuer et al14 and Do�gan et al22 reported that MUI had

F IGURE 1 Comparison of the
mean total PISQ-12 and IIQ-7 and
their subdimension scores
between UI types. IIQ-7,
Incontinence Impact
Questionnaire-7; MUI, mixed
urinary incontinence; PISQ-12,
Pelvic Organ Prolapse/Urinary
Incontinence Sexual

Questionnaire; SUI, stress urinary
incontinence; UI, urinary
incontinence; UUI, urge urinary
incontinence

TABLE 3 Distribution of PISQ-12 item scores of women according to UI types

PISQ-12
SUI (n = 89)
mean ± SD

UUI (n = 65)
mean ± SD

MUI (n = 85)
mean ± SD P valuea

Behavioral emotive Sexual desire 1.49 ± 0.91 1.82 ± 0.84 1.36 ± 0.75 .005

Orgasm 1.87 ± 1.25 1.78 ± 0.97 1.59 ± 0.89 .216

Sexual excitement 1.72 ± 1.14 1.77 ± 1.17 1.46 ± 0.83 .139

Satisfaction from sexual activity 1.96 ± 1.08 2.23 ± 1.10 1.73 ± 1.06 .020

Physical Pain during sexual intercourse 2.40 ± 1.43 2.51 ± 1.31 2.00 ± 1.14 .037

UI during sexual activity 3.03 ± 1.16 3.54 ± 0.79 2.13 ± 1.11 .000

Restriction of sexual activity because of UI 3.15 ± 1.23 3.34 ± 0.92 2.07 ± 1.03 .000

Execration, embarrassment, feeling guilty from

sexual activity

3.10 ± 1.27 3.25 ± 0.98 2.35 ± 0.98 .000

Partner related Erection in spouse/partner 3.20 ± 1.15 3.45 ± 0.88 2.54 ± 1.04 .000

Premature ejaculation in spouse/partner 2.74 ± 1.29 2.98 ± 1.08 2.15 ± 1.10 .000

Degree of intensity of orgasm in the last

6 months

1.21 ± 0.73 1.55 ± 0.93 1.18 ± 0.65 .006

Abbreviations: ANOVA, analysis of variance; MUI, mixed urinary incontinence; PISQ-12, Pelvic Organ Prolapse/Urinary Incontinence Sexual Questionnaire;

SUI, stress urinary incontinence; UI, urinary incontinence; UUI, urge urinary incontinence.
aOne-way ANOVA test, P < .001.
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the greatest impact on sexual function when compared to SUI and

UUI. However, in a study by Asoglu et al it was detected that SUI was

associated with greater sexual dysfunction than UUI or MUI.21

According to previous PISQ-12 results, urinary leakage during

sexual activity frequently occurs at the time of penetration in women

with SUI and during orgasm in those with UUI.14 In our study,

according to PISQ-12 item scores, women with MUI had lower sexual

desire, sexual satisfaction, and intensity of orgasm within the last

6 months. It was also determined that women with MUI experienced

UI more during sexual activity and were more likely to restrict their

sexual activity because of UI. Our results also show some parallels

with findings from previous literature.13,14,22 We found that patients

with MUI had lower PISQ-12 total scores and lower scores in each of

the subdomains than those with UUI or SUI. Because MUI is defined

as the combination of SUI and UUI, MUI can cause frequent and com-

plicated symptoms, including deterioration of satisfaction and increas-

ing life distress.

Patients with SUI have urethral hypermobility or weakness of the

urethral sphincter itself, whereas in patients with UUI, reduced func-

tional capacity of the bladder is dependent on involuntary detrusor

contractions during bladder filling.34 This structural deficiency may be

the reason for worsened sexual function in patients with UI. Since the

factors causing MUI are the combination of both SUI and UUI, MUI

could be more symptomatic and problematic. Health professionals

should be aware of the relationship between sexual dysfunction and

UI subtypes.

UI subtypes significantly impact women's QoL with respect to

both physical activities and their social lives. In our study, according to

IIQ-7 scores, although MUI seems to be the type of UI that has the

greatest effect on QoL, there was no statistically significant difference

among the UI subtypes. Jokhio et al found that the QoL of Pakistani

women with UI was greatly or moderately impacted.35 The authors of

some studies found that MUI and UUI had a significantly higher

impact on QoL.13,36-38 In our study, there was no statistically signifi-

cant difference between the UI subtypes according to IIQ-7 scores,

but when we examined the scores, MUI and UUI were found to have

more negative effects on QoL. Impacts of UI on QoL may vary

according to the severity of UI and women's main activities.

We did not study women who had undergone surgical treatment

for SUI. However, studies in the literature have reported improve-

ments in QoL and sexual function of women undergoing surgical pro-

cedures for SUI.39,40 Therefore, the QoL and sexual functions of

women undergoing SUI surgery should be monitored and evaluated.

Our study has two major limitations. First, our findings are limited

by the sample size and therefore cannot be generalized to the popula-

tion. Second, we lack a control group without UI.

5 | CONCLUSION

The effects of UI vary by UI type. Sexual dysfunction, social isolation,

depression, and poorer QoL for women with UI are important issues.

Symptoms of UI type can have a profound effect on QoL and sexual

function, negatively impacting daily activities and partner or marriage

relationships. According to our study, MUI has the greatest effect on

sexual function compared to SUI and UUI. Specific impacts may

depend on different pathophysiological mechanisms, risk factors, and

symptoms associated with the types of UI. For this reason, counseling

about sexual function and UI effects on women should become a

component of clinical management and each clinician's knowledge.

The results of our study show that all subtypes of UI can have severe

consequences on women's perceptions of their QoL. All types of UI

negatively affected the QoL of the participants, but QoL scores of

women with MUI were observed to be higher.

Ensuring the care of individuals with incontinence so that they

maintain continence is required of a multidisciplinary team. Conti-

nence nurses are in the prime position for providing information to

patients, relatives, and other health care professionals regarding the

condition and its treatment and management. Clinicians at all levels

should be aware of the relationship between sexual problems and

QoL related to UI. Routine evaluation of sexually active women with

UI should be conducted.
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