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Urinary incontinence (Ul) and fecal incontinence (FI) are among the most prevalent yet underreported
conditions in older adults. Despite their high burden on quality of life, functional independence, and
caregiver capacity, both conditions are frequently dismissed as an inevitable consequence of aging —
a misconception that modern geriatric medicine firmly rejects.
* Urinary incontinence affects an estimated 50-84% of nursing home residents and 15-35% of
community-dwelling older adults.
* Fecal incontinence affects approximately 10—-15% of adults over age 65, rising to over 50% in
long-term care settings (Rao, 2004).
*  Women are disproportionately affected, though the prevalence gap narrows with advancing
age.
» The majority of affected individuals never disclose their symptoms to a healthcare provider,
often due to shame, embarrassment, or a false belief that nothing can be done.

Types and Mechanisms

Effective prevention requires an understanding of the physiological mechanisms underlying different
forms of incontinence. The lower urinary tract functions through a complex interplay of neurological
signaling, muscular coordination, and anatomical integrity. Age-related changes at each level
contribute to vulnerability.

Type Mechanism Common Triggers

Stress Incontinence Weakened pelvic floor / urethral sphincter Coughing, sneezing, laughing, exercise
Urge Incontinence Overactive detrusor muscle; reduced bladder capacity Sudden strong urge; hearing water, cold
Mixed Incontinence Combination of stress and urge Both of the above

Overflow Incontinence Incomplete bladder emptying; detrusor underactivity Benign prostatic hyperplasia, neurogenic bladder
or outlet obstruction

Functional Incontinence Intact bladder function but impaired ability to reach Mobility limitations, cognitive impairment, medication
toilet sedation

Transient/Reversible Temporary causes (see DIAPPERS mnemonic below) Infection, medication, constipation, delirium

Incontinence

Age-Related Physiological Changes
Normal aging — independent of disease — produces several changes relevant to continence:
* Reduced bladder capacity (from approximately 600 mL in youth to 300—400 mL in older
adulthood)
* Decreased detrusor contractility, leading to incomplete emptying and increased post-void
residual volume
* Increased detrusor overactivity, producing urgency symptoms
* Weakening of urethral sphincter tone in women following menopause (estrogen decline)
* Prostatic enlargement in men, causing outlet obstruction
* Reduced central and peripheral nervous system efficiency in coordinating micturition reflexes
» Altered circadian antidiuretic hormone secretion, increasing nocturnal urine production
(nocturia)
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Dietary Strategies

Dietary choices exert a powerful influence on both bladder and bowel function. A targeted nutritional
approach can substantially reduce incontinence frequency, particularly when combined with behavioral
training. The following substances are well-documented bladder irritants or diuretics:

» Caffeine (coffee, tea, cola, energy drinks, chocolate): Increases detrusor excitability and acts
as a mild diuretic. Reducing caffeine intake by 25-50% is recommended as a first-line
measure for urge Ul.

* Alcohol: Acts as a diuretic and suppresses anti-diuretic hormone (ADH), dramatically
increasing urine output.

» Carbonated beverages: The carbonic acid component may irritate bladder mucosa.

» Citrus fruits and juices (orange, grapefruit, lemon): High acidity may provoke urgency in
sensitive individuals.

» Tomato-based products: High acid content; a common trigger in patients with urge
incontinence.

+ Spicy foods: Capsaicin can stimulate bladder C-fiber afferents, provoking urgency.

» Artificial sweeteners (aspartame, saccharin): Some evidence of bladder irritant effects, though
data are less robust.

Patients can use a 3—7 day bladder diary combined with dietary elimination to identify personal
triggers, as individual sensitivity varies considerably.

Dietary Fiber and Bowel Health
Adequate dietary fiber is fundamental to both fecal continence and urinary continence, as constipation
and straining exacerbate bladder neck displacement and increase intra-abdominal pressure.
» Target intake: 25-38 grams of fiber per day for older adults (Institute of Medicine)
* Soluble fiber sources: Oats, legumes, psyllium husk, apples, and pears slow colonic transit and
add bulk to stool
* Insoluble fiber sources: Whole grains, wheat bran, vegetables, and nuts accelerate colonic
transit and prevent constipation
* Probiotic-rich foods (yogurt, kefir, fermented foods): May improve bowel regularity and reduce
flatulence and urgency

Anti-Inflammatory and Nutrient-Dense Diet
A Mediterranean-style dietary pattern has been associated with lower rates of pelvic floor disorders in
population studies. Key elements include:
* Omega-3 fatty acids (fatty fish, flaxseed, walnuts): Anti-inflammatory effects may support
smooth muscle function.
» Vitamin D: Deficiency has been associated with increased urinary incontinence risk;
supplementation should be guided by serum levels.
* Magnesium: May reduce detrusor overactivity; found in nuts, seeds, dark leafy greens, and
whole grains.
* Antioxidant-rich fruits and vegetables: Support tissue integrity and reduce oxidative stress in
bladder and pelvic structures.
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Weight Management

Given the strong association between elevated BMI and stress urinary incontinence, dietary
modification for weight management is among the most impactful preventive strategies available. A
structured weight loss program producing a 5—10% reduction in body weight has been shown to
reduce weekly incontinence episodes by over 50% in overweight women.

Fluid Management

A common but counterproductive response to urinary incontinence is voluntary fluid restriction. While
this may reduce urine volume in the short term, it creates several harmful consequences:

* Concentrated urine acts as a bladder irritant, worsening urgency and frequency

* Risk of urinary tract infection increases

* Constipation is exacerbated

» Systemic dehydration impairs cognitive function, mobility, and kidney health

Recommended Fluid Intake

* General target: 1.5-2 liters (approximately 6—8 cups) of non-irritating fluids per day, adjusted
for body size, activity level, climate, and medical conditions (e.g., heart failure, chronic kidney
disease may require restriction under physician guidance).

* Preferred fluids: Water remains optimal. Dilute herbal teas (non-caffeinated), milk, and broths
are appropriate alternatives.

* Fluid timing: Distributing fluid intake evenly through the day is preferable to large boluses.
Reducing fluid intake in the 2—3 hours before bedtime can help manage nocturia without
causing overall dehydration.

Urine Color as a Simple Guide
Urine color provides a practical, non-invasive hydration indicator:

Color Interpretation

Pale yellow (straw) Optimal hydration

Clear Possibly over-hydrated

Dark yellow or amber Underhydrated; increase intake

Orange or brown Significantly concentrated; medical review if persistent

Pelvic Floor Rehabilitation and Exercise

Pelvic floor muscle training (PFMT) represents the most robustly evidence-based conservative
intervention for urinary incontinence, with a Level | evidence rating from the International Continence
Society.

The pelvic floor is a hammock-like muscular and connective tissue structure stretching across the
base of the pelvis. It comprises three functional layers and serves to:

» Support the pelvic organs (bladder, uterus, rectum)

* Maintain urethral and anal sphincter closure

* Coordinate with intra-abdominal pressure changes during activity

* Facilitate normal urination, defecation, and (in younger adults) sexual function

Key muscles include the levator ani (pubococcygeus, iliococcygeus, puborectalis) and the coccygeus.
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Kegel Exercises: Technique and Protocol
Kegel exercises are contractions of the pelvic floor muscles. Despite their simplicity, they are
frequently performed incorrectly, which substantially reduces efficacy.

The "Knack" Maneuver

The knack (or stress strategy) involves voluntarily contracting the pelvic floor muscles just before and
during activities that increase intra-abdominal pressure (coughing, sneezing, lifting, rising from a
chair). This technique has been demonstrated to reduce stress incontinence episodes by
approximately 73—-98% in well-motivated patients.

Urge Suppression Techniques
For urge incontinence, behavioral urgency suppression strategies complement PFMT:
1. Pause and stand still when an urge arises — walking quickly to the toilet increases urgency.
2. Contract the pelvic floor (quick flicks, 5—6 rapid contractions) to inhibit detrusor contraction via
the guarding reflex.
3. Distract the mind with a mentally engaging task (counting backward, verbal tasks) to dampen
cortical urgency perception.
4. Do not rush to the toilet until urgency subsides; walk calmly and purposefully.

Pelvic Floor Physical Therapy
A trained pelvic floor physical therapist can provide:
* Internal and external pelvic floor assessment

» Biofeedback to confirm correct muscle activation

» Electrical stimulation for patients who cannot voluntarily contract weakened muscles

* Manual therapy for hypertonic (overactive) pelvic floor conditions, which paradoxically can
cause urgency and frequency

* Individualized exercise prescription and progression

Referral to a specialist is strongly recommended, particularly in the post-surgical, post-partum (even
decades later), or neurological patient population.

Behavioral and Habit-Based Interventions

Structured behavioral programs are highly effective, particularly for urge and mixed incontinence, and
are recommended as first-line therapy before pharmacological intervention.

Bladder Training
Bladder training (also termed bladder retraining or bladder drill) is a supervised program designed to
progressively extend the interval between voiding and increase functional bladder capacity.

Protocol:
1. Establish a baseline voiding interval using a bladder diary (typically 1-1.5 hours in patients with
significant frequency).
Add 15-30 minutes to the baseline interval each week.
Target a voiding interval of 2.5-3.5 hours during waking hours.
Use urgency suppression techniques (Section 6.4) to manage premature urges.
Program duration: 6—12 weeks minimum.
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Bladder training has been shown to reduce incontinence episodes by 57% and is as effective as
anticholinergic medication for urge incontinence in several randomized controlled trials.

Prompted Voiding
For older adults with cognitive impairment who cannot self-initiate bladder training, prompted voiding is
an evidence-based caregiver-directed approach:

» Caregiver checks individual every 2 hours

* Asks if the person is wet or dry (self-monitoring prompting)

* Prompts and assists with toileting regardless of response

* Provides positive reinforcement for continent episodes
Studies in nursing home populations show 25-40% reduction in incontinence frequency with prompted
voiding.

Timed Voiding
A fixed-schedule toileting program used primarily for persons who cannot participate in or benefit from
bladder training:

» Toileting at fixed intervals (every 2—3 hours) without attempt to delay

» Does not aim to improve underlying continence but prevents incontinence episodes

* Appropriate for severe cognitive impairment, physical frailty, or neurogenic bladder

Double Voiding
For patients with incomplete bladder emptying (elevated post-void residual):
» After initial urination, remain on the toilet for 20-30 seconds
* Lean slightly forward and apply gentle suprapubic pressure, or stand briefly and re-sit
* Attempt a second void
* Reduces post-void residual and overflow incontinence risk

The Bladder Diary
A bladder diary (voiding diary) is both an assessment and intervention tool. Patients record:
* Time of each void

* Volume voided (measured with a hat/collection device)
* Fluid intake (type and volume)

* Urgency episodes (rated 0-3)

* Leakage episodes and associated activity

* Pad usage

Minimum 3-day recording period is recommended. The diary raises patient awareness of patterns and
triggers, and provides objective baseline data for measuring treatment response.
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