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Abstract

Background Most epidemiological studies have not systematically identified or categorized risk factors for urinary
incontinence (Ul) in older men, despite a higher prevalence than in younger men. Considering the burden of Ul

an understanding of risk factors can inform cost-effective prevention/treatment programs. This scoping review aimed
to identify and categorise risk factors for Ul in older men, identify gaps in the evidence, and opportunities for future
research.

Methods The Joanna Briggs Institute (JBI) method for scoping reviews guided the conduct and reporting of this
review alongside the Preferred Reporting Items for Systematic Reviews and Meta-analyses extension for scoping
reviews checklist. JBI's Population, Concept, and Context approach framed the inclusion criteria (all evidence sources
on Ul risk factors that included older men [65 +]). We employed JBI's three-step search strategy, which included

a limited initial search in Ovid MEDLINE, a detailed comprehensive database search, and a search of reference lists

of included studies, Google Scholar and grey literature. There were no restrictions on language, study type, or publica-
tion date. Two independent reviewers screened, selected, and extracted eligible studies. Data were analyzed using
descriptive statistics and qualitative content analysis.

Results Forty-seven articles that met the inclusion criteria identified 98 risk factors across six categories. Behavioural
risk factors, reported by only two studies, were the least investigated of all the categories, whereas medical factors/
diseases were the most investigated. No genetic factors were documented. The top five risk factors were increas-
ing age/advanced age (n=12), Benign Prostatic Hyperplasia (n=11), Diabetes Mellitus (n=11), Detrusor overactivity
(n=10), limitation in physical function/ADL disability (n=10), increased Body Mass Index (BMI)/overweight/obesity
(n=8), Dementia (h=8), and Parkinson’s disease (n=7).

Conclusion There is a dearth of evidence to describe the role behavioural risk factors have in Ul in older men. These
factors may play a role in health promotion and disease prevention in this area.

Registration A protocol detailing the methods was developed and published, and is registered in the Open Science
Framework [Feb 07 2023; https://osf.io/xsrge/].
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Background

The International Continence Society defines urinary
incontinence (UI) as the complaint of any involuntary
leakage of urine [1]. It affects both men and women of all
ages, initially affecting more women than men, but this
difference in prevalence decreases in association with
increasing age. Moreover, one in three older men have
problems maintaining continence [2]. Epidemiological
studies suggest that Ul prevalence among community-
dwelling men ranges between 4.81% and 32.17%, and
among older men (defined here as men 65+) between
21% and 32% [3].

In Canada, Ul costs to individuals, employers, and
the health care system were calculated at $8.5 billion
annually in 2014 [4]. The economic burden of UI in the
United States has been estimated at more than $7000
(2009 USD) per individual per year, and it totals at least
$39 million for male Medicare beneficiaries over 65 [5].
In 2001, US Census Bureau data estimated that approxi-
mately 3.4 million American men over the age of 60,
either in the community or in nursing homes, suffered
from UI, which was also associated with an increased risk
of early death [6].

UI is under-reported and under-treated [6], particu-
larly in older men, and there have been calls for more
targeted research focusing on this specific group [7, 8].
A mindset that feminizes urinary incontinence has led to
health inequalities and disparities in continence services
for men [9], coupled with the fact that men are less likely
to seek healthcare in general [10]. Although the impact
of UI on health-related quality of life in older men and
women is similar, most funded research has focused on
women [11].

The limited research on male UI has mainly focused on
its prevalence [3, 12, 13] and associated risk factors gen-
erally [3, 13, 14]. The majority of epidemiological studies
of Ul have neither systematically identified nor catego-
rized risk factors for Ul in older men.

In light of the medical, psychosocial, and financial
burdens of UI, understanding risk factors can inform
cost-effective prevention and treatment programs like
self-management, a promising and proven intervention
for managing chronic conditions [15]. Identifying the
factors that can be modified will allow for the develop-
ment of evidence-based interventions to help older men
manage their own UI, a strategy previously found to be
effective for women [16, 17]. Self-management inter-
vention packages for men currently focus on uncompli-
cated lower urinary tract symptoms (LUTS) associated
with prostate disease. Due to the heterogeneity of these
recommendations [18-20], the lack of clarity regard-
ing what might constitute an optimal self-management
package, and the need to address the older population
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specifically [7], a scoping review of risk factors for Ul in
older men is necessary for a comprehensive mapping of
the evidence [21].

Urinary incontinence and risk factors

UI may be classified as potentially reversible or estab-
lished [22]. Potentially reversible UI has a treatable cause
and is more common among hospitalized older patients,
and residents in long-term care [22] while established UI
is chronic, and it may not be possible to identify a revers-
ible cause. The five major types of established UI are
urgency, stress (exertional), overflow, functional (disabil-
ity associated), and mixed urinary incontinence [23].

Risk factors are characteristics, conditions, behaviours,
or exposures that can increase the possibility of disease
or injury [24]. Generally, risk factors can be grouped into
categories: Behavioural risk factors relate to individuals’
actions, and can be eliminated or modified through life-
style or behavioural changes [24]. Physiological risk fac-
tors are those relating to an individual’s body. They may
be influenced by an interplay of genetics, lifestyle, and
other broad factors. Demographic risk factors relate to
the overall population. Environmental risk factors include
social, economic, cultural, political, physical, chemical,
and biological factors. Genetic risk factors are based on
genetic makeup [24].

Although age groups were not specified, the Sixth
International Consultation on Incontinence and the
European Association of Urology document some estab-
lished risk factors predisposing men to UL They include
increasing age, the presence of LUTS, urinary tract infec-
tions, functional and cognitive impairment, diabetes,
alcohol intake, neurological disorders, and prostatectomy
[8, 25]. The aetiology of UI, particularly in older adults, is
multifactorial; risk factors coexist and interact to perpet-
uate the condition [24]. For example, Resnick described
the case of an 80-year-old incontinent man whose eval-
uation confirmed the coexistence of multiple factors
including Parkinson’s disease with limited mobility, con-
gestive heart failure, and anticholinergic (haloperidol)
use that caused faecal impaction and urinary retention
and caused discomfort and confusion [22].

As part of a larger study, this scoping review aimed to
synthesise evidence on risk factors as the starting point in
the creation of a self-management intervention targeting
older men [21].

Objectives

This scoping review aimed to identify and categorise risk
factors for Ul in older men and identify gaps in the evi-
dence. The overarching question addressed was “what are
the risk factors for urinary incontinence in older men?”.
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Methods

This review was conducted in accordance with the Joanna
Briggs Institute (JBI) method for scoping reviews [26],
and reported in line with the Preferred Reporting Items
for Systematic Reviews and Meta-analyses extension for
scoping reviews (PRISMA-ScR) checklist [27]. A protocol
detailing the methods was developed and published [21],
and is registered in the Open Science Framework [Feb 07
2023; https://osf.io/xsrge/].

Eligibility criteria

JBI's Population, Concept, Context (PCC) framework,
which highlights the relevant characteristics of the
review’s participants (older men 65+), the concept
(UI risk factors), and refines the scope of the review by
specifying a context (settings for older men), was used
to develop the eligibility criteria. The PCC framework is
detailed in the review protocol [21]. In brief, all data on
UI risk factors stratified by age and sex, data on UI risk
factors of 65+ males and females stratified by sex, male
UI risk factors stratified by age, and data on UI risk fac-
tors of 65+ men only were included. The concept of risk
factors for urinary incontinence was examined in all set-
tings (community, acute care, post-acute care and con-
tinuing care). The sources eligible for inclusion were all
study designs, including grey literature, without restric-
tions on publication date. For languages other than
English, which comprised 10% of search results, we com-
pared translations from two validated online language
translators; DeepL translator and Google translator
(https://www.deepl.com/en/translator and https://trans
late.google.com/).

Search strategy

Following the JBI method, the three-step search strat-
egy comprised an initial search in Ovid MEDLINE on
May 24, 2022, a detailed search in all included databases
on May 28, 2022, and lastly, a search of reference lists
of included studies in February and March 2023. The
medical librarian (JYK) developed and executed com-
prehensive searches over 4 h in Ovid MEDLINE, Ovid
Embase, CINAHL, Scopus, Web of Science Core Collec-
tion, Cochrane Library (via Wiley), and ProQuest Dis-
sertations & Theses Global. Keywords and controlled
vocabulary were carefully selected to capture all relevant
literature pertaining to risk factors for UI in older men.
Appendix I (Additional file 1) describes full-text search
strategies. Relevant studies published since the incep-
tion of the databases to the date of the detailed search
were included. In addition to subscription databases,
the research team reviewed the first 200 results from
Google Scholar for inclusion. This is a reasonable num-
ber of results to screen since Web of Science and Google
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Scholar overlap heavily [28]. In the third step, bibliog-
raphies of the included studies were reviewed, as well
as grey literature. When searching for grey literature in
electronic format at different points in the review pro-
cess, we used Google and websites of national and inter-
national organizations addressing the subject matter.
All identified citations from the subscription databases
were imported into Covidence (Veritas Health Innova-
tion Ltd, Melbourne); a web-based collaboration software
platform that streamlines the production of systematic
and other literature reviews [29]. Following automatic
removal of duplicates, two reviewers (OO and BO) inde-
pendently screened all titles and abstracts identified with
our literature search, after pilot-testing with a random
sample of 5% of studies, which showed an almost perfect
inter-reviewer agreement [30] (Cohen kappa coefficient;
k value) of 0.898. The Covidence database indicated mod-
erate inter-reviewer reliability (k value=0.709) based
on full text review. Potential reasons for exclusion were
defined a priori, categorised, recorded, and reported in
the scoping review. The full text of included citations was
assessed in detail against the inclusion criteria by two
independent reviewers (OO and BO). Conflicts detected
by Covidence during the selection process were resolved
through discussion and consensus.

Data extraction

A customisable Covidence structure was used to develop
the data extraction form (Appendix II/Additional file 1).
Two reviewers (OO and AW) checked the draft extrac-
tion form through a calibration exercise to ensure the
form captured all relevant data. The draft data extraction
tool was modified and revised as necessary. Studies from
Google Scholar and other sources were analysed and
manually incorporated into the consensus data down-
loaded from Covidence. Table 1 summarizes the scoping
review process and timelines.

Risk of bias

Following the JBI guidance, no quality appraisal was
conducted, since the objective was to map the body of
evidence without restriction in order to gain a deeper
understanding and identify gaps, without testing hypoth-
eses or trying to influence policy or practice [26].

Data analysis and presentation

Using a predetermined framework, we extracted and
analysed data deductively. The data were analysed qual-
itatively and quantitatively, using qualitative content
analysis and descriptive statistics respectively. Results
were stratified by the economic status of the country
where the study was conducted, ethnicity/race, health
context, inclusion criteria, types of Ul and categories
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Table 1 Tabular presentation of the scoping review process and timelines

Stages Actions Timelines

First step of the search strategy An initial limited search in Ovid MEDLINE May 24, 2022

Second step of the search strategy A detailed comprehensive search in all included databases May 28, 2022

Screening
on Excel.

Full text review
Data extraction

Screening of titles and abstracts in Covidence and Google Scholar articles

Review of full articles in Covidence and Google Scholar articles.
[i] Extraction of data in Covidence

June - October 2022

November - January 2023
January - March 2023

[ii] Extraction of data from articles outside Covidence into the data master sheet

after step 3 below.

Third step of the search strategy
and grey literature.

Data analysis and report writing

Search, screening and full article review of bibliographies of included articles

Descriptive statistics, qualitative content analysis and manuscript preparation

February — March 2023

March — April 2023

of risk factors. Tables, charts, and figures are employed
to present quantitative data while qualitative data are
organised into categories and presented as narrative
summaries.

Results/evidence synthesis

Forty-seven articles met the inclusion criteria for this
review. Among the 491 eligible articles, 331 (67.4%)
were excluded due to the lack of stratification of Ul
risk factors by age, sex, or age and sex, making them

ineligible. Figure 1 shows the detailed selection process
and exclusion reasons.

Characteristics of the included studies

In Table 2, thirty-seven (79%) of the included arti-
cles were primary research articles. Of the 47 evidence
sources, 21 (45%) were cross-sectional studies, 12 (26%)
were cohort studies, 9 (19%) were review articles and
the rest included an experimental study (2%), case series
(n=2, 4%), a report summary (2%) and a prevalence
study (2%). Eighteen (38%) evidence sources were pub-
lished in the past 10 years.

{ Identification of studies via other methods }

{ Identification of studies via datab and regi

Studies identified from Databases

(n=5410)
c =
o MEDLINE (_n 1662) — Studies removed before
= Embase (n=2343) i
] CINAHL (n=501) Soreening:
© . - Duplicate records removed
g Cochrane Library (n=142) (n=1414)
2 Scopus (n=400)
= Web of Science Core Collection (n=357)

ProQuest Dissertations & Theses Global

— (n=5)

= l

Records identified from:
Google Scholar (n=200)
Citation searching (n =13)
Organisations (n=2)

)

Fig. 1 PRISMA flow chart

Studies screened »| Studies excluded
(n=3996) (n=3719)
v
l Re‘?°”s sought for Reports not retrieved
»| Studies not retrieved ret_rleval (n=0)
@ Studies sought for retrieval (n=0) (n=215)
= (n=277)
: !
G
@ J, Studies excluded:238 Reports assessed for Reports excluded:207
No age stratification of data (n=88) eligibility Duplicates (n=54)
Studies assessed for eligibility » No sex stratification of data (n=72) (n=215) No age stratification of data (n=31)
(n=277) No age and sex stratification of data No sex stratification of data (n=46)
on risk factors (n=51) No age and sex stratification of data
Wrong outcomes (n=10) on risk factors (n=43)
Wrong patient population (n=6) Wrong outcomes (n=14)
Negative results - No evidence (n=5) Wrong patient population (n=12)
__J No data on Ul risk factors (n=6) No data on Ul risk factors (n=7)
F y
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Primary evidence sources were sparsely distributed
across 12 of 195 countries. North America contributed
almost half of the studies (=2, 5.3% from Canada and
n=15, 39.5% from the United States). Ten articles (26.3%)
came from four Asian countries (China, Japan, Taiwan,
and Singapore), and 10 articles (26.3%) came from six
European countries (Austria, Finland, Italy, Romania,
Spain, and the United Kingdom). None were from Afri-
can and South American countries (Fig. 2).

Figure 3 shows that the majority (=29, 62%) of evi-
dence sources were sex-stratified combined risk factor
datasets for men and women 65 years and older, whereas
one third focused solely on older men. Only a small per-
centage of included studies (n=1, 2%) reported age-strat-
ified data only in male samples.

Twenty-one (45%) evidence sources were community-
based studies, while eight (17%) and six (13%) originated
from samples from multiple settings and tertiary care
facilities. Evidence from primary care settings was the
least (n=1, 2%) in Fig. 4.

Risk factors for Ul in older men

Table 3 shows the details of 98 risk factors identified
across six categories. A total of four behavioural risk
factors, reported by only two studies, were the least
investigated of all examined by these evidence sources,
whereas 34 medical factors/diseases (with 111 frequency
counts) were identified from 39 articles (83% of evidence
sources). A total of 34 risk factors belonging to the other
factors category were reported from 29 studies (62%)
and were mostly medically-related entities that were not
disease diagnoses. Nine physiological risk factors/age-
related physiological changes were found in five studies
(11%) with a frequency of 13. Four demographic factors
with a frequency count of 15 were found in 14 studies
(30%) and 13 environmental factors with a frequency of
18 were reported in eight studies (17%). Genetic factors
were not documented. Figure 5 shows frequency counts
across categories.

The top five risk factors were increasing age/advanced
age (mn=12), Benign Prostatic Hyperplasia (n=11), Dia-
betes Mellitus (n=11), Detrusor overactivity (n=10),
limitation in physical function/ADL disability (n=10),
increased Body Mass Index (BMI)/overweight/obesity
(n=8), Dementia (n=8), and Parkinson’s disease (n=7).

For qualitative content analysis, findings are organised
into categories according to the PCC framework.

Ul risk factors and contexts

Five of the 20 articles focusing exclusively on the com-
munity setting suggested that age was a significant
demographic risk factor [36, 46, 58, 60, 65]. Five com-
munity-based studies documented urgency UI (UUI)
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as the most common established Ul type [31, 32, 65,
67, 68], while stress UI (SUI) was less prevalent [42,
46, 47, 69]. Physiological factors associated with UUI
included increased fat mass (participants’ mean total fat
mass =24 kg), greater waist circumference (mean waist
circumference=100.6 ¢cm) and decreased grip strength
(5% or greater decrease in maximum grip strength) [31].
In this longitudinal study, higher fat mass percent and
greater waist circumference were marginally associated
with prevalent Ul at least monthly, but strongly associ-
ated with prevalent UI at least weekly [31]. An associa-
tion between UUI and medical factors/diseases (diabetes,
heart disease, anxiety, depression, constipation, and brain
injury) was found in a recent community-based study
[32]. Gerst et al. found that prostate problems (unspeci-
fied), a higher number of comorbid conditions (mean
number of chronic conditions=2.5) and other factors
such as limitations in Activities of Daily Living (ADL)
were significant independent predictors of UUI [65]. UUI
was also linked to frailty, faecal incontinence and depres-
sive symptoms [67]. Increased BMI/overweight/obesity
was a common medical factor in community-based stud-
ies [31, 32, 45-47, 68], whereas hypertension was less
common [32, 68]. Tsui et al. identified increased BMI and
high blood pressure as vascular risk factors for UUI [68].
At 43%, UUI was the most frequently documented type
of established Ul in this review [31-33, 40, 42, 46-48, 51,
54, 59, 65, 67-69, 72, 73, 75]. Detrusor overactivity (DO)
ranked first in the other medically-related risk factors
category/third overall [35, 39, 40, 51, 54, 55, 57, 71, 72,
74] and was associated with UUI [40, 51, 72] and noctur-
nal enuresis [39].

Identified factors associated with SUI included Dia-
betes mellitus [42, 46], heart disease (unspecified), poor
vision and faecal incontinence [69].

Increased BMI [46, 47], increasing age [46], and other
factors including poor physical function (indicated by
lower Activities of Daily Living Scale (ADLS) scores) and
poor sleep quality (higher Pittsburgh Sleep Quality Index
(PSQI) scores) were also associated with SUT [69].

Four included studies focused exclusively on nursing
homes (NH) [34, 35, 61, 64], and documented environ-
mental risk factors such as poor lighting, cold weather, lack
of commodes, use of cot-sides/bedrails, reliance on draw
sheets and pads, and forgotten call bells [35]. UI was also
correlated with medical factors/diseases including Demen-
tia [34, 35], UTIL, BPH/bladder stones, Stroke, Parkinson’s
disease (PD), faecal impaction [35], and depressive symp-
toms [64]. Race, as a demographic factor [61], was reported
along with other factors like medications [35], poor physi-
cal function and poor cognitive status [64]. African-Amer-
icans, especially African-American men, had higher Ul
odds [61]. The development of nocturnal enuresis was
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Distribution Of Sources Of Evidence By Countries
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Fig. 2 Map visualization showing evidence sources distribution by countries
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Distribution of study settings/contexts

5,11%

Fig. 4 Distribution of study settings/contexts

associated with age-related physiological changes related
to detrusor instability/overactivity, reduction in functional
bladder capacity, increased post-void residual volume,
renal function decline, increased night-time urine produc-
tion, decreased awareness of bladder filling, and decreased
bladder emptying efficiency [35]. Diabetes was frequently
correlated with Ul in geriatric care facilities [42].

Studies in tertiary healthcare facilities identified behav-
ioural, demographic [49], disease-related [49, 52], and
other factors [50]. These are detailed below in relation to
their corresponding patient characteristics.

Ul risk factors and population characteristics

Among older men with frailty, Landi et al. found that
urinary tract infection, physical restraints, and environ-
mental barriers were potentially reversible risk factors.
Non-reversible Ul risk factors included advanced age,
physical limitations, cognitive impairment, and diabe-
tes mellitus [58]. Diabetes was also a primary risk factor
for urinary and faecal incontinence among the oldest old
men in a Canadian longitudinal study [76].

Among men with BPH, Prada et al. identified tobacco
smoking and alcohol use, urban dwelling and occupation
(work requiring a high degree of physical effort and jobs
that require sitting for longer periods), and medical/dis-
ease-related factors, such as Heart failure, Diabetes mel-
litus and having at least three other comorbidities [49].

Among men following post-robotic radical prostatec-
tomy, myosteatosis (low average total psoas density), low
obturator internus muscle thickness and short membra-
nous urethral length were recently reported by Yamashita

B Secondary Care

M Tertiary Care

B Community
Primary Care

W Multiple settings

mNA

B Nursing home

et al, with myosteatosis being considered a novel pre-
dictor of post-prostatectomy incontinence [50]. In a
cohort of older men with SUI, the majority of whom were
offered prostatectomy for prostate cancer, male SUI was
associated with multi-morbidity, functional dependence,
and frailty [77].

Among men undergoing artificial urethral sphincter
(AUS) placement post-prostatectomy, low serum testos-
terone was reported as a risk factor for stress Ul [44]. In
community-dwelling older male cancer patients, diagno-
ses of prostate and bladder cancers had the strongest asso-
ciations with UI, compared to colorectal and lung cancers
[43]. Furthermore, Kopp et al. identified prostatectomy,
post-radiation therapy, observation/watchful waiting in
prostate cancer (Ca) and androgen deprivation therapy for
prostate Ca as risk factors for post-prostatectomy inconti-
nence among elderly prostate Ca survivors [66]. Moore also
described prostatectomy-related neural injury, ischemia
during surgery, scar tissue immobilizing the sphincter,
short membranous urethral length, surgical technique and
preoperative radiotherapy as causative factors for post-
prostatectomy incontinence along with increasing age [74].

Among relatively healthy older men, Cheng et al
showed a causal relationship between Ul and increasing
age, as well as diabetes mellitus [46].

Discussion

In this scoping review, evidence in all contexts was
systematically synthesised in relation to older men.
Despite the lack of systematically conducted reviews
identifying and categorising UI risk factors in older
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men, we found systematic reviews on Ul in nursing
home residents as well as on male UI risk factors in
general, although uncategorised, with which to com-
pare our findings [3, 78]. Our findings revealed that
behavioural risk factors were the least investigated.
Lifestyle factors including sedentary behaviour are
rarely the focus of UI research [79]. In an effort to fill
the evidence gap, Farrés-Godayol and colleagues found
that nursing home residents with Ul spent significantly
more sedentary time compared to continent residents
[79]. According to the Seventh International Consulta-
tion on Incontinence, rigorous studies on lifestyle inter-
ventions are needed [80]. This emphasises the need for
more research that explores the breadth of lifestyle/
behavioural factors to inform lifestyle interventions.

Age was the top risk factor, consistent with findings
from a systematic review of Ul and associated risk fac-
tors in nursing home residents, which found that age
and sex were the most frequently studied risk factors
out of 45 from 16 studies [78]. The pooled prevalence of
UI increased with age and functional dependency [3].
Many medical conditions have been implicated in the
multifactorial aetiology of Ul in older adults [40]. Simi-
lar to our findings, an association was found between
BPH and UI in men aged 60+ [81]. A systematic review
also reported associations between Ul in community-
dwelling men and stroke, diabetes, poor general health,
radiation, and prostate cancer surgery, although age
groups were not specified [3]. The European Patients’
Academy on Therapeutic Innovation noted the impor-
tance of the coexistence of multiple factors, an under-
standing of which is crucial to evaluating patients and
developing relevant interventions for older adults with
urinary incontinence effectively [24].
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Studies show that DO is the most common cystomet-
ric abnormality in patients with PD and is one of the
most common forms of urinary dysfunction in people
with idiopathic PD (IPD) [82, 83]. The finding of ADL
disability is consistent with reports on Hispanic lon-
gitudinal data from community-dwelling older adults,
which included functional impairment and ageing as risk
factors for incident incontinence [84]. A bidirectional
relationship between functional decline/disability and
UI was described by Coll-Planas et al., in which conti-
nence reduction leads to functional decline, and func-
tional decline leads to further continence decline [85]. In
other studies, obesity was associated with an increased
odds of UI [86]. Depression increased the odds of Ul
among elderly people in the Brazilian SABE study, and
UI prevalence was higher when there was high physical
dependence [87]. According to a German UI survey, five
or more comorbid conditions increased incontinence
risk to 100% [88].

Institutionalisation increased UI prevalence following
facility admission [72]. For NH, urinary incontinence is
a quality of care indicator and a high prevalence of Ul is
often regarded as a sign of poor quality care [61, 89].

Strengths and limitations

This scoping review focused on the collation, identifica-
tion and categorisation of risk factors for Ul in older men
by mapping and synthesising the breadth of evidence and
identifying knowledge gaps in a systematic and compre-
hensive manner. An exhaustive search across all sources
was conducted that produced robust evidence. Study
type or publication date was not restricted, and there was
no language restriction.

Risk factors by categories

Other factors

B

Behavioural risk factors

Physiological risk factors/age-related physiological
changes

Demographic factors
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The lack of age stratification in most data on men in
general and the paucity of data specifically on older men
limited the amount of eligible evidence sources.

Conclusions

This scoping review found limited evidence on factors,
other than those related to medical diagnoses, that might
contribute to Ul in older men. Available data are lim-
ited by the inability to extract data specific to older men,
rather than men or older adults in general. The primary
evidence sources originated from only 6% of countries in
the world, making generalisations difficult.

Recommendations for future studies

There is a need for more primary research focusing on
behavioural risk factors for UI in older men due to the
lack of evidence on this topic. These factors may play a
role in health promotion and disease prevention in this
area. It is imperative that more UI research be conducted
in areas where there are no existing data on the topic.
More research should be encouraged in primary care set-
tings since primary care is the first point of care for the
vast majority of patients.
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