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Urinary incontinence (UI) is a 

common problem, estimated to 

affect one in four Australians, and 

the most common types are urge, 

stress or mixed incontinence.

But UI is under reported, under 
screened and under treated. As a 
result, many people are suffering 
in silence, not only affecting their 
quality of life, but also significantly 
impacting their psychological and 
emotional wellbeing that can have 
major economic consequences.

It’s a condition that stands alone 
or is often associated with a wide 
range of medical conditions, 
lifestyle, and environmental factors.

The Continence Foundation of 
Australia has identified some 
staggering statistics. By 2030, 
more than 6.2 million Australians 
will be living with incontinence, and 
80% of people in the community 
with UI are women.

Almost half of the people with 
incontinence are under the age 
of 50, and one in three women 
experience leakage post-
pregnancy.

Untreated, the number of people 
in residential aged care living with 
incontinence is expected to almost 

double, from 129,000 in 2010 to 

more than 250,000 in 2030.

In the 2020 annual survey by 

the National Association for 

Continence, more than 40% of 

people with bladder leakage waited 

two or more years after their 

symptoms first appeared before 

seeking help from their doctor.

As GPs, we have an important role 

to identify any patients at risk, and 

provide treatments and follow-up 

of patients with UI. However, there’s 

a lot of uncertainty and debate 

around how involved or well UI is 

being managed by GPs.

More options

While some patients receive 

effective care, others report 

suboptimal care and high referral 

rates to specialists. A recent 

survey showed that only 50% of 

primary care physicians talked 

about the treatment options 

available with absorbent products 

and medications as the most 

recommended, without any other 

alternatives.

Traditionally there are many 

common options as the first line of 

treatment.

GPs’ vital role treating 
urinary incontinence

Medication is effective, however, 
as with all prescribed medication, 
efficacy and side effects must be 
discussed and may not be suitable 
after assessment.

Lifestyle changes such as losing 
weight, reducing alcohol and 
caffeine, limiting fluid intake and 
constipation management can help.

Vaginal electrical stimulation can be 
useful, but it can come with higher 
risk of adverse effects such as 
infection, pain and burns.

Bladder training, pelvic floor muscle 
training (PFMT) or Kegel exercises 
have been shown to be effective 
when performed correctly.

The combination of medication, 
lifestyle modification, and 
bladder training in conjunction 
with effective PFMT has been 
proven successful and is best 
recommended before considering 
the invasive option of surgery.

But while PFMT has been 
recognised as effective, it can 
be quite harmful if performed 
incorrectly.

Those who have any pelvic 
floor muscle weakness or 
dysfunction are less likely to 
perform effective PFMT even 
after trained instructions from the 
physiotherapist. 

Pelvic floor woes

Over 30% of women with urinary 
incontinence are unable to identify 
and activate the levator ani muscles 
of the pelvic floor when instructed 
to perform, and instead mistakenly 
contract their diaphragm, 
abdominal, gluteal muscles, or hip 
adductor muscles. It’s also hard to 
motivate patients into maintaining 
this routine for a minimal three 
months.

Wembley Downs GP Dr Gina Messiha says doctors

need to think outside the square when it comes to treating

urinary incontinence.
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New research has found that high-
intensity, focused electromagnetic 
(HIFEM) technology is an option 
that can non-invasively treat UI. 

The HIFEM energy is distributed 
through a chair-like device where 
the patient sits fully clothed, 
receiving a 28-minute treatment.

The energy stimulates the entire 
pelvic floor muscle region by 
depolarising the motor neurons 
to generate 11,000 supramaximal 
contractions in a single session. 
These supramaximal contractions 
bypass the central nervous system 
and sustain the muscles at a 
much longer and higher tension 
strength than maximal voluntary 
contractions.

It can be a key factor towards 
restoring the neuromuscular 
control of the pelvic floor muscle 
and educates patients on how 
to selectively contract these to 

maintain muscle tone and long-
term function.

New options

Since implementing HIFEM into my 
own practice as the foundation tool 
prior to PFMT, this new approach 
has bridged the gap and many 
challenges from the conventional 
methods.

I had an 87-year-old female patient 
with severe mixed UI. At baseline 
assessment she was using six pads 
a day, four pads a night, and would 
get up at least three times during 
the night with fully soaked pads. 
Selective anticholinergics didn’t 
work, and guided physiotherapy 
made no difference. Post-HIFEM 
treatment, her improvements 
reduced to two pads/day (only 
damp), one pad/night and getting 
up only once during the night.

I took her off Vesicare and the 
results were maintained at two 
months review with an addition 
of topical estrogen therapy. For 

my less severe patients, there was 
a significant improvement with 
no leakage upon assessment and 
marked improvement of the pelvic 
floor muscle tone reported from 
the physiotherapist.

PFMT has long been recognised 
as the gold standard solution to UI 
problems, but recent studies have 
now shown that HIFEM can improve 
the pelvic floor integrity. 

It can help patients to regain 
strength in their pelvic floor muscles, 
enabling them to achieve better 
health outcomes and avoid further 
problems and complications down 
the line such as bladder control, 
organ prolapse, pain and discomfort 
and sexual dysfunction. 

GPs’ vital role treating urinary incontinence
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