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incontinence on quality of life, mental health, 
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Purpose: Male urinary incontinence (UI) is a global health issue associated with bothersome symptoms which affect daily life. This 
study aims to evaluate the prevalence of male UI in China, Taiwan, and South Korea and to determine if UI is an independent risk 
factor affecting the health-related quality of life (HRQoL), mental health, work limitations, and healthcare seeking behavior.
Materials and Methods: A post-hoc analysis was conducted on the LUTS Asia database which was collated from a cross-sectional, 
population-based internet survey in China, Taiwan, and South Korea. Prevalence of male UI was assessed, and the effect on HRQoL, 
Hospital Anxiety and Depression Scale (HADS) depression and anxiety scores, work performance, and healthcare seeking behaviors 
was determined using univariate and multivariate analyses. 
Results: A total of 4,076 male participants were surveyed. Prevalence of male UI was 17.3%. UI adversely affected the HRQoL in 
both physical and mental domains. Both multivariate and univariate analyses showed that male UI could be correlated with a 
negative effect on the HADS anxiety and depression scores. Multivariate analysis suggested that work difficulties were correlated 
to the presence of UI. Up to 28% of participants who reported urge UI only did not adopt any management measures.
Conclusions: UI is common in men over 40 years and adversely impacts HRQoL. It is an independent risk factor for anxiety and de-
pression and may cause significant work limitations. Despite these negative effects, many men still do not seek any intervention.
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INTRODUCTION

Urinary incontinence (UI) or involuntary leaking of 
urine is a commonly encountered health issue which has a 
significant negative impact on the physical, mental, emo-
tional, social and economic wellbeing of a patient [1,2]. The 
International Continence Society (ICS) classifies the condi-
tion as stress urinary incontinence (SUI) and urge urinary 
incontinence (UUI), among other types. SUI is the complaint 
of involuntary loss of urine on effort, physical exertion in-
cluding sporting activities, or on sneezing or coughing. UUI 
is defined as involuntary leakage of urine associated with a 
sensation of a sudden, compelling desire to void. The condi-
tion occurs due to weakness of the pelvic floor muscles that 
support the urethra or the urinary sphincter muscles that 
control the release of urine [3].

The prevalence of UI is considerably lower in men (3%–
11%) compared to women (3%–17%). Though incontinence 
increases with age in males as well, severe UI in the 7th and 
8th decade of life is still about half of that in women [4]. 
UUI accounts for 40% to 80% of cases, followed by mixed UI 
(MUI) seen in 10% to 30% of cases. A significant contribut-
ing factor to UUI incontinence in males is bladder outlet 
obstruction leading to bladder overactivity. Isolated stress 
incontinence is responsible for only about 10% of cases and is 
mainly attributed to prostate surgery, trauma, or neurologi-
cal injury [4]. Incontinence in men is associated with bother-
some lower urinary symptoms, decreased quality of life (QoL), 
depression and interrupted sleep due to nocturia [5].

The prevalence and impact of male incontinence (includ-
ing urge incontinence, stress incontinence, overflow inconti-
nence, and mixed incontinence) on QoL, mental health and 
workplace limitations have rarely been investigated through 
large scale studies. In the few population-based studies that 
have been done, there are variations in symptom definitions, 
with few studies using the ICS recommended definitions 
[6]. The Epidemiology of Lower Urinary Tract Symptoms 
(EpiLUTS) study published in 2009 was a large cohort study 
conducted in US, UK, and Sweden that provided comprehen-
sive data correlating lower urinary tract symptoms (LUTS) 
to various aspects of QoL [7]. It provided a separate analysis 
of SUI only for mental health factors (depression and anxi-
ety) but did not offer a correlation of the physical aspects of 
health-related quality of life (HRQoL) with UI [7]. Likewise, 
other large-scale studies involving patients with LUTS, such 
as the Epidemiology Urinary Incontinence and Comorbidi-
ties (EPIC) study released in 2006 [8], have not provided a 
separate analysis based on UI types.

The LUTS Asia study (NCT02618421) was a cross-section-

al, population-based study of LUTS in Taiwan, China, and 
South Korea consisting of 8,284 male and female partici-
pants. Our study is a post-hoc analysis of the male cohort of 
the LUTS Asia study database to gain insights into the im-
pact of male UI on QoL, mental health, work limitation, and 
healthcare seeking behaviors [6]. A significant advantage of 
the LUTS Asia database is that confounding factors such as 
age, diabetes, hypertension, and hyperlipidemia (Tables 1, 2) 
can be controlled.

Our analysis included 4,076 men comprising 49% of the 
total LUTS Asia database. The aim of  the study was to 
determine whether UI in men is an independent predictor 
for changes in HRQoL in both the physical and mental do-
mains, work difficulties, and healthcare seeking behaviors.

We present the following article in accordance with the 
STROBE reporting checklist.

MATERIALS AND METHODS

1. Study design
The LUTS Asia study was a cross-sectional, population-

based, internet-administered survey conducted between 2nd 
June 2015 and 20th July 2015 among men and women aged 
at least 40 years in China, Taiwan, and South Korea. Due 
to the survey’s text-only, web-based mode of administration, 
the other relevant inclusion criterion was the ability to ac-
cess the Internet, to use a computer and to read the local 
language. The study excluded pregnant females and patients 
with urinary tract infection within the preceding month [6].

As the study was of a survey format, it was not deemed 
necessary to submit for ethics committee review. However, 
the principles of the Declaration of Helsinki were observed 
and the study was performed in compliance with the Good 
Clinical Practice guidelines. All patients had to provide their 
informed consent prior to participating in the study.

Standard survey techniques were used for the male 
cohort of  the study. The underlying LUTS Asia respon-
dent body consisted of individuals who were approached 
via pre-validated consumer survey panels that deployed e-
mail invitations randomized to recipients representing the 
target population, with respect to age, sex, and socioeconomic 
factors. Proprietary algorithms and browser finger-printing 
technology involving IP address recognition were used to 
block the same person from responding multiple times to 
the survey by using different user credentials (avoiding the 
need to analyze log file data) and for anyone proceeding too 
fast through the survey (completion time less than 30% of 
the median length of the survey). Checking for contradicto-
ry answers was completed by healthcare analysts’ post-data 
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collection to ensure validity of responses. Additional quality 
checks and survey management were described by Chapple 
et al. [6].

The survey instruments used included the International 
Prostate Symptom Score-Voiding (IPSS-V), Patient Percep-
tion of Bladder Condition (PPBC) score, Work Limitation 
Questionnaire-8 items (WLQ), generic health-related quality 
of life 12-item short-form survey version 2 (HRQoL-SF12v2), 
Hospital Anxiety and Depression Scale (HADS) and Overac-
tive Bladder Symptom Score (OABSS).

2. Objectives
The primary objective of  the study was to assess the 

prevalence of UI in males and its impact on the HRQoL, 
mental health and work limitations. The study evaluated if 
frequency of UI was an independent predictor for changes 
in HRQoL, HADS, WLQ score, and healthcare seeking be-
haviors. The secondary objective was to determine the effect 
of UI type on health seeking behaviors.

The independent variables were defined as follows: 
within the questionnaire UUI and SUI were defined based 
on a score of 2 to 5, in the order of increasing frequency 
from “a few times a month” to “many times a day”, for ques-
tion 30 (Urgency incontinence: Over the past month, did 
you leak urine in connection with a sudden need to rush to 
urinate?) and question 31 (SUI: Over the past month, did you 
leak urine in connection with any of the following situa-
tions [laughing, sneezing, coughing, exercising, lifting heavy 
objects]?). The subparts of questions 30 and 31 probed re-
spondents about the degree of bother in connection with the 
occurrence of urine leakage (Supplementary Files 1, 2). MUI 
was defined as having both UUI and SUI. Endpoints mea-
sured were HRQoL physical health domain, HRQoL mental 
health domain, HADS anxiety score ≥8, HADS depression 
score ≥8, and difficulty in working in ≥50% of time (Supple-
mentary File 3).

Table 1. Demographic data

Total participants (n=4,076) No UI (n=3,369) UUI only (n=222) SUI only (n=206) Mixed UI (n=278)
Age (y)
    40–44 665 (19.7) 32 (14.4) 29 (14.1) 31 (11.2)
    45–49 656 (19.5) 35 (15.8) 21 (10.2) 39 (14.0)
    50–54 571 (16.9) 33 (14.9) 29 (14.1) 26 (9.4)
    55–59 468 (13.9) 30 (13.5) 24 (11.7) 44 (15.8)
    ≥60 1,010 (30.0) 92 (41.4) 103 (50.0) 139 (50.0)
Education
    High school or less 868 (25.8) 48 (21.6) 63 (30.6) 62 (22.3)
    Some college 671 (19.9) 40 (18.0) 53 (25.7) 71 (25.5)
    College graduate 1,516 (45.0) 116 (52.3) 84 (40.8) 130 (46.8)
    Postgraduate 313 (9.3) 18 (8.1) 6 (2.9) 15 (5.4)
Marital status
    Single 277 (8.2) 16 (7.2) 5 (2.4) 9 (3.2)
    Divorced 106 (3.1) 5 (2.3) 3 (1.5) 3 (1.1)
    Married/living with partner 2,892 (85.8) 194 (87.4) 189 (91.7) 264 (95.0)
    Widow/widower 68 (2.0) 8 (3.6) 9 (4.4) 3 (1.1)
    Prefer not to answer 28 (0.8) 0 (0.0) 1 (0.5) 0 (0.0)
Work status
    Working, full-time 2,389 (70.9) 134 (60.4) 116 (56.3) 153 (55.0)
    Retired 613 (18.2) 50 (22.5) 69 (33.5) 102 (36.7)
    Homemaker 27 (0.8) 0 (0.0) 3 (1.5) 0 (0.0)
    Working, part-time 155 (4.6) 20 (9.0) 8 (3.9) 18 (6.5)
    Other 71 (2.1) 7 (3.2) 4 (1.9) 2 (0.7)
    Unemployed 48 (1.4) 3 (1.4) 0 (0.0) 1 (0.4)
    Other work for pay 58 (1.7) 5 (2.3) 1 (0.5) 1 (0.4)
    Permanently disabled/cannot work due to ill health 6 (0.2) 3 (1.4) 4 (1.9) 1 (0.4)
    Student 2 (0.1) 1 (0.5) 1 (0.5) 0 (0.0)

Values are presented as number (%).
UI, urinary incontinence; UUI, urge urinary incontinence; SUI, stress urinary incontinence.
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3. Statistical analyses
Multivariate and univariate logistic regression models 

were used to demonstrate the impact of UI on QoL, work 
productivity, and mental health. Pharmacologic and non-
pharmacologic treatment seeking behaviours were delin-
eated with descriptive analysis.

The influence of  important risk factors (age, marital 
status, diabetes, hypertension, cardiac disease, hyperlipidae-
mia, neurological disorder, height, weight, body mass index 
[BMI], smoking, alcohol, PPBC, IPSS, OABSS) and SUI on 
the HADS depression score and the HADS anxiety score was 
also correlated using logistic regression models. The effect on 
work limitation (WLQ) of various risk factors (hypertension, 
cardiac disease, hyperlipidaemia, neurologic disorder, BMI, 

smoking, alcohol, IPSS-V score) and SUI, was likewise anal-
ysed with multivariate logistic regression models.

RESULTS

A total of 4,076 male participants in the LUTS Asia da-
tabase were analyzed, of which 3,369 (82.7%) had no UI, 222 
(5.4%) had only UUI, 206 (5.1%) had only SUI and 278 (6.8%) 
had MUI (Table 1).

1. Overall prevalence
Prevalence of UI in males was 17.3%. Majority of the pa-

tients with UI were married or living with partners indicat-
ing that there was no impact on marital relations. The per-

Table 2. Baseline comorbidities and symptoms

Variable No UI (n=3,369) UUI only (n=222) SUI only (n=206) Mixed UI (n=278)
Age (y) 53.46±9.14 55.81±9.61 56.88±9.70 57.33±9.44
Diabetes 361 (10.7) 41 (18.5) 51 (24.8) 113 (40.6)
Hypertension 1,095 (32.5) 99 (44.6) 100 (48.5) 167 (60.1)
Cardiac disease 202 (6.0) 33 (14.9) 29 (14.1) 58 (20.9)
Hyperlipidemia 1,019 (30.2) 91 (41.0) 76 (36.9) 144 (51.8)
Neurological disorder 52 (1.5) 11 (5.0) 6 (2.9) 33 (11.9)
Height (cm) 170.54±6.10 169.76±5.81 169.55±7.71 170.55±5.98
Weight (kg) 70.38±10.76 68.91±11.72 68.13±10.43 69.57±9.59
Body mass index (kg/m2) 24.17±3.34 23.86±3.56 23.74±3.55 23.93±3.36
Smoking 1,184 (35.1) 108 (48.6) 92 (44.7) 169 (60.8)
Alcohol 1,013 (30.1) 100 (45.0) 64 (31.1) 156 (56.1)
IPSS, incomplete emptying 0.92±1.24 2.29±1.52 1.91±1.29 2.56±1.24
IPSS, frequency 0.99±1.19 2.37±1.32 1.91±1.17 2.58±1.27
IPSS, intermittency 0.61±1.03 1.96±1.49 1.62±1.24 2.47±1.25
IPSS, urgency 0.46±0.84 2.10±1.34 1.49±1.18 2.37±1.25
IPSS, weak stream 0.71±1.18 2.05±1.52 1.66±1.37 2.51±1.34
IPSS, straining 0.51±0.95 1.82±1.48 1.56±1.33 2.36±1.30
IPSS, nocturia 1.18±1.20 2.04±1.29 1.99±1.24 2.64±1.28
IPSS, total 5.38±5.46 14.62±6.95 12.15±6.3 17.48±6.85
IPSS, voiding score 1.83±2.71 5.82±3.79 4.85±3.42 7.33±3.37
ICS, splitting/spraying 0.79±1.13 1.88±1.45 1.68±1.31 2.44±1.30
ICS, hesitancy 0.52±0.89 1.62±1.40 1.45±1.30 2.21±1.28
ICS, terminal dribble 0.94±1.22 2.47±1.47 1.96±1.37 2.77±1.21
ICS, urgency with a fear of leaking 0.33±0.70 1.95±1.30 1.41±1.26 2.49±1.14
ICS, urgency incontinence 1±0 2.46±0.67 1±0 2.61±0.72
OABSS 1.96±1.76 5.52±2.30 4.59±2.43 7.07±2.56
Generic HRQoL-SF12 36.75±6.08 31.17±6.59 29.28±5.60 27.00±5.48
HADS, anxiety score 4.55±3.45 7.21±3.70 7.46±3.01 8.94±3.47
HADS, depression score 5.06±3.54 7.46±3.63 7.52±3.02 8.79±3.59
IIEF (male only) 16.55±7.38 12.91±7.24 12.19±6.56 12.07±5.54

Values are presented as mean±standard deviation or number (%).
UI, urinary incontinence; UUI, urge urinary incontinence; SUI, stress urinary incontinence; IPSS, International Prostate Symptom Score; ICS, Inter-
national Continence Society; OABSS, Overactive Bladder Symptom Score; HRQoL-SF12, health-related quality of life 12-item short-form survey; 
HADS, Hospital Anxiety and Depression Scale; IIEF, International Index of Erectile Function.
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centage of patients working full time was lower in patients 
with UUI (60.4%), SUI (56.3%), and MUI (55.0%) compared to 
individuals who did not have UI (70.9%) (Table 1).

Prevalence increased from 12.2% in men 40 to 44 years of 
age to 17.3% in men aged 55 to 59. In men ≥60 years of age 
prevalence was highest at 24.9%, with MUI being the most 
prevalent (10.3%), followed by SUI only (7.7%), and UUI only 
(6.9%) (Fig. 1).

Male UI is more prevalent in people with diabetes, high 
blood pressure, cardiac disease, hyperlipidemia, and neuro-
logical disorder (Table 2). Besides, men with MUI showed 
higher incidence of  diabetes, hypertension, and smoking 
than UUI only and SUI only.

There was no prominent difference in IPSS, ICS, HADS 
related parameters among men with no UI, UUI only, SUI 
only, and MUI (Table 2).

2. Impact on health-related quality of life and 
mental health
The study results demonstrated that HRQoL, in both the 

physical and mental domains, was significantly affected by 
UI (Table 3). The average transformed SF12 score for the 
physical health domain decreased from 71 for men without 
UI to 58 in men reporting UUI only, 52 in SUI only, 44 in 
MUI, and 51 in men with any UI. Average transformed SF12 
score for the mental health domain decreased from 40 for 
men without UI to 32 in men reporting UUI only, 29 in SUI 
only, 25 in MUI, and 28 in men with any UI (Fig. 2). Based 
on the univariate logistic regression analysis, age, being 
married, having co-morbid conditions (diabetes, hypertension, 
cardiac diseases, hyperlipidemia, and neurological disorder), 
smoking, and consuming alcohol were associated with higher 
likelihood of anxiety and depression as measured by HADS 

scores (Table 4). The results of multivariate analyses, how-
ever, indicated fewer factors with significant influence on 
anxiety and depression scores, i.e., hypertension, neurological 
disorder, smoking, PPBC score, and IPSS-V score. Age was a 
significant factor with respect to anxiety, but not depression 
(Table 4).

3. Impact on work limitation
Multivariate analysis suggested variables having signifi-

cant impact on men’s ability to perform work included the 
presence of diabetes, hypertension, hyperlipidemia, cardiac 
disease, neurological disorders, smoking, alcohol use, PPBC, 
IPSS-V score, OABSS, UUI, SUI, and daily SUI. UI signifi-
cantly impacted work limitation across WLQ measures 
(Table 5).

4. Trigger factors for stress urinary incontinence
The role of various trigger factors in SUI is illustrated 

in Fig. 3. The percentage of patients experiencing SUI symp-
toms many times a day, daily, a few times a week, or a few 
times a month was evaluated for each of the five trigger 
factors: sneezing, coughing, exercising, laughing, and lifting 
heavy objects. Sneezing and coughing were the most promi-
nent triggers of incontinence in males, with a prevalence of 
5.9% and 4.8%, respectively. Laughing, exercising, and lifting 
heavy objects played minor roles, with prevalence of 2.2%, 
3.9%, and 3.4%, respectively.

5. Management approaches
Utilization of prescription medications varied from 48% 

in MUI, to 42% in UUI only, and 38% in SUI only. Mean-
while, 18% of men with no UI used prescription medications 
for their symptoms. Other management approaches such as 
physical therapy were used by 17% of men with UUI only 
and 42% of men with MUI. A similar trend was observed 
for “limiting intake of fluids” as well as “self-treatment.” No-
tably, up to 28% of participants who reported UUI only did 
not adopt any treatment/management approach (Fig. 4).

DISCUSSION

The results of this post-hoc analysis in 4,076 men with 
LUTS in Taiwan, China, and South Korea demonstrated 
that UI is common in men greater than 40 years of age, and 
is associated with reduced QoL in both the physical and 
mental health domains. The analysis also showed that UI 
was an independent risk factor for anxiety and depression 
and could negatively impact work performance.
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Prevalence & impacts of male UI: LUTS Asia Study

1. Overall prevalence
Prevalence of UI in our study is higher than other stud-

ies in the West which report a 3% to 11% prevalence of UI in 
men [4]. The EPIC study which surveyed 19,165 participants 
from a cross-section of population from Canada, Germany, 
Italy, Sweden, and UK reported a prevalence of 5.4% in men 
[8]. Other studies have reported prevalence of moderate to 
severe LUTS in men over 40 years to be 16.2% in Korea, 
19.2% in France, 20.7% in Netherlands, 25.1% in UK, 38% in 
USA, and 56% in Japan [9]. An overall prevalence of UI of 
7.4% was observed in a small study of 451 Portuguese men 
over age 40, conducted by telephone interviews [10]. Another 
survey involving 5,297 non-institutionalized men in the US 
demonstrated a prevalence of 4.5% for moderate/severe UI, 
and prevalence increased noticeably with age from 0.7% in 
men 20 to 34 years old, to 16.0% in men 75 years or older [11]. 
A survey in men from France, England, Korea, and Neth-
erlands reported incidence of UI ranging from 8% to 23% in 
the four countries; however, the variations were attributed 
to cultural disparities rather than actual differences [5].

The main reasons for higher prevalence rates shown 
in our study may be attributed to the features of directly 
worded questions in the questionnaire and higher privacy 
protection conferred by online surveys compared with per-
sonal or telephonic interviews. The former might have mo-
tivated the respondents to answer the questionnaire more 
candidly and without reservation.

2. Health-related quality of life
UI affects various spheres of  a patient’s life impair-

ing daily life at home, workplace, exercise, and sports. As 
the problem is regarded a social taboo in many cultures, it 

results in social isolation [12]. Few studies separate out the 
effects of UI on QoL, especially in the physical domain. One 
smaller study of 519 Chinese men showed that those males 
suffering from UI had reduced QoL compared with conti-
nent men when measured by using SF12v2 score for both 
physical and mental health domain [13].

Other large studies have also documented this signifi-
cant difference in HRQoL in terms of the type of UI. In a 
secondary analysis of the EpiLUTS database, the research-
ers used the Overactive Bladder Questionnaire Short Form 
(OAB-q SF) HRQoL scores to determine the impact of UI 
on HRQoL. Men and women with SUI only had the highest 
HRQoL while patients with MUI and UI plus other inconti-
nence had lowest HRQoL [7,14].

3. Mental and emotional health
Symptoms of UI have a psychological impact involving 

loss of self-esteem, feelings of embarrassment, sadness, ir-
ritability and apathy. Men in particular tend to find it more 
difficult to verbalize and share the problem with friends 
and family. Stigmatization of the problem in society further 
aggravates its impact on mental health [12]. Our analysis 
using the HADS tool indicated that UI was an independent 
factor for anxiety and depression in men. There are few 
comparable studies about the topic of mental and emotional 
health in Asian men with UI. A study evaluating 10,723 
male workers in the French national power company, aged 
between 57 to 67 years, showed similar results [15]. Men with 
UI showed poorer result and impaired QoL in each Notting-
ham Health Profile dimension: energy, pain, physical mobil-
ity, sleep, emotional reactions, and social isolation than men 
who were continent [15]. The secondary analyses of the Epi-
LUTS database showed that men with MUI had the highest 
rate of clinically material anxiety (47.2%) and depression 
(42.1%) [7]. Declining mental health outcomes were observed 
in MUI and SUI and other incontinence subgroups in all 
genders compared to other UI subgroups [7].

4. Work limitations
The results of our study demonstrate that UI results in 

considerable limitations to work functioning. Other large 
studies of  Asians with LUTS have not provided a sepa-
rate analysis of relationships between UI and the quality 
of working state. A study in 1,843 Korean men reported a 
significantly lower level of general health status and worse 
work productivity in participants with at least one LUTS 
compared with those without LUTS [16]. Studies evaluating 
the impact of UI on work report that men and women with 
overactive bladder symptoms are more likely to worry about 
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Fig. 2. Impact of urinary incontinence on HRQoL. HRQoL, health-
related quality of life; UI, urinary incontinence; UUI, urge urinary incon-
tinence; SUI, stress urinary incontinence; MUI, mixed urinary inconti-
nence; SF12, 12-item short-form survey.
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interrupting meetings and that symptoms play a role in 
decisions regarding work locations and hours. Furthermore, 
men and women with OAB were more likely to report ab-
senteeism and reduced work productivity compared to con-
trols [17]. The impact of UI on work performance has been 
scarcely studied due to lack of relevant surveys and difficul-
ties in evaluating work productivity in elderly.

5. Healthcare seeking behavior
Surveys demonstrate that men are hesitant to consult 

their doctors for symptoms related to UI globally. Rates for 
seeking healthcare vary widely ranging from 4.4% in US, 
18% in UK, 22.2% in African-Americans, and 38.2% in Spain 
[9]. Healthcare seeking behaviors are known to be affected 

by the severity of LUTS and the degree of symptom bother. 
Perception of urinary symptoms being a part of normal ag-
ing process, embarrassment over a condition perceived to 
affect mainly women, cultural taboos, accessibility to health-
care and economic constraints are possibly factors affecting 
healthcare seeking behaviors. Although UI has major effects 
on QoL, physical and mental health and work functioning, 
in this analysis, our study revealed that up to 28% of male 
patients with UI did not seek intervention of any type. Ac-
cording to a Danish population-based study surveying the 
relationship between healthcare-seeking and bothersome 
LUTS, among the 23,240 participants, nocturia was the most 
frequently experienced LUTS (49.8%) but less often reported 
as bothersome (34.2%) whereas incontinence was most often 
described as bothersome (64.1%). Only about one-third of the 
men reporting a bothersome LUTS reached out to their phy-
sician [18]. In another study, men seeking consultation with 
a physician for LUTS was associated with age, total IPSS 
score, QoL and duration of symptoms, and the symptoms 
associated with a clear motivation for seeking consultation 
were nocturia and straining [9].

Strengths of this study include large sample size and the 
use of validated tools. Online surveys have the limitation 
of being accessible to only computer-literate population and 
being biased towards individuals of higher socioeconomic 
status.

CONCLUSIONS

UI is common in men at least 40 years of age and has a 
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negative impact on QoL in both physical and mental health 
domains. Along with some other urinary dysfunctions, it is 
an independent risk factor for anxiety and depression and 
may cause significant reduction in work productivity. De-
spite these unfavorable effects, many men still do not seek 
pharmacologic or nonpharmacologic treatments for UI and 
other LUTS that might improve their condition.
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