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ABSTRACT

Objectives: To analyze the risk factors for urinary incontinence (UI) in institutionalized elderly. Methods: Cross-sectional,
analytical, documentary study done by collection in 203 medical records of a long-stay institution in northeastern Brazil.
An instrument for sociodemographic and health characterization and the values of the Mini Mental State Examination
(MMSE) were used. The data were analyzed from the descriptive, inferential and multiple logistic regression. Results: The
prevalence of UI was 42.36% and higher in women (66.28%), older (mean: 79.62 years) and dependent (89.53%). There
was an association between age (p = 0.01), sex (p = 0.024), marital status (p = 0.007), religion (p = 0.015), with whom
resided before institutionalization (p = 0.033), degree of dependency (p < 0.001), MMSE values (p < 0.001) and cardiovascular
(p < 0.001) and neurological diseases (p < 0,001). The risk factors for UI were number of diseases (OR = 1.17; 95%
CI = 1.02-1.34), consumption of five to nine medications (OR = 4.07, 95% CI = 1.14-14.52), single (OR = 2.09, 95% CI = 1.30-8.01),
dependent (OR = 3.27, 95% CI = 1.33-8.04) and had a low MMSE score (OR = 0.88, 95% CI= 0.85-0.93). Conclusion: The results
reveal the importance of studying UI in this population to identify early risk factors that can be prevented.
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RESUMO

Objetivo: Analisar os fatores de risco para incontinência urinária (IU) em idosos institucionalizados. Métodos: Estudo transversal,
analítico, documental realizado por coleta em 203 prontuários de uma instituição de longa permanência no nordeste do Brasil. Foram
utilizados um instrumento para caracterização sociodemográfica e de saúde e os valores do Mini Exame do Estado Mental (MEEM). Os
dados foram analisados a partir da estatística descritiva, inferencial e por regressão logística múltipla. Resultados: A prevalência de IU
foi de 42,36% e maior em mulheres (66,28%), mais velhos (média: 79,62 anos) e dependentes (89,53%). Houve associação entre idade
(p = 0,01), sexo (p = 0,024), estado civil (p = 0,007), religião (p = 0,015), com quem residia antes da institucionalização (p = 0,033), grau
de dependência (p < 0,001), valores do MEEM (p < 0,001) e doenças cardiovasculares (p < 0,001) e neurológicas (p < 0,001). Os fatores
de risco para IU foram quantidade de doenças [odds ratio (OR) = 1,17; intervalo de conﬁança de 95% (IC95%) = 1,02-1,34], consumo
de cinco a nove medicamentos (OR = 4,07; IC95% = 1,14-14,52), ser solteiro (OR = 2,09; IC95% = 1,30-8,01), dependente (OR = 3,27;
IC95% = 1,33-8,04) e ter baixa pontuação no MEEM (OR = 0,88; IC95% = 0,85-0,93). Conclusão: Os resultados revelam a importância de
estudar IU nessa população para identiﬁcar precocemente os fatores de risco passíveis de prevenção.

DESCRITORES: Incontinência urinária; Idoso; Instituição de longa permanência para idosos; Fatores de risco; Prevalência; Estomaterapia.

RESUMEN

Objetivo: Analizar los factores de riesgo para la incontinencia urinaria (IU) en ancianos institucionalizados. Métodos: Estudio
transversal, analítico, documental realizado por colecta en 203 prontuarios de una institución de larga permanencia en el nordeste
de Brasil. Se utilizó un instrumento para caracterización sociodemográfica y de salud y los valores del Mini Examen del Estado Mental
(MEEM). Los datos fueron analizados a partir de la estadística descriptiva, inferencial y por regresión logística múltiple. Resultados:
La prevalencia de IU fue de 42,36% y mayor en mujeres (66,28%), más viejos (promedio: 79,62 años) y dependientes (89,53%).
Hubo asociación entre edad (p = 0,01), género (p = 0,024), estado civil (p = 0,007), religión (p = 0,015), con quienes residía antes de
la institucionalización (p = 0,033), grado de dependencia (p < 0,001), valores del MEEM (p < 0,001) y enfermedades cardiovasculares
(p < 0,001) y neurológicas (p < 0,001). Los factores de riesgo para IU fueron la cantidad de enfermedades [odds ratio (OR) = 1,17; el
intervalo de confianza del 95% (IC95%) = 1,02-1,34], el consumo de cinco a nueve medicamentos (OR = 4,07, IC95% = 1,14-14,52),
ser soltero (OR = 2,09; IC95% = 1,30-8,01), dependiente (OR = 3,27; IC95% = 1,33-8,04) y tener baja puntuación en el MEEM (OR
= 0,88; IC95% = 0,85-0,93). Conclusión: Los resultados revelan la importancia de estudiar IU en esa población para identificar
precozmente los factores de riesgo pasibles de prevención.

DESCRIPTORES: Incontinencia urinaria; Ancianos; Hogares para ancianos; Factores de riesgo; Prevalencia; Estomaterapia.

INTRODUCTION
Urinary incontinence (UI) is a common problem
among institutionalized elderly, with relevant consequences
for the quality of life (QoL) and health costs1. Research
indicates that UI may be the reason for admission to
long-term institutions for the elderly 2 or can be easily
developed after institutionalization.
The prevalence of UI at these sites can range from
35.93 to 72%4, considerably higher when compared to
the elderly in the community, in which the prevalence
is 3.55 to 10,3%6. This problem represents high costs for
society, the family and the elderly. In the United States,
it is estimated that in 2007, about US$ 65.9 billion was
spent in 2015, US$ 76.2 billion, and projections for
2020 are about US$ 82.6 billions for the health system
and for patients to purchase personal items for routine
care with UI7.
2

The causes of UI in the elderly are diverse and in
women, they are more associated with age, body mass
index, parity, smoking, hysterectomy 8, hypertension,
diabetes, and menopause 9. In men, it can occur due
to age 9 , to benign prostatic hyperplasia 10 or in the
postoperative of surgeries, such as transurethral resection,
open prostatectomy, and retropubic radical11.
By definition, UI means involuntary loss of urine 12.
There are two types of IU: transient and persistent.
The first is reversible, coming from external conditions
that can be treated13. The second one occurs even after
transient problems are solved and divided into four
groups: urgency (abrupt loss of urine after strong urge
to urinate); (involuntary loss associated with physical
exertion); overflow (when urine leakage and leakage
occurs after exceeding total bladder storage capacity);
and functional (relates to the inability or unwillingness
to go to the bathroom)13.
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UI has disastrous consequences for the individual’s
life, especially the elderly, who often believe that UI is
part of natural aging and neglects the problem. However,
this is a chronic and debilitating condition that causes
physical, social and emotional losses. UI is an important
marker of mortality and is related to geriatric syndromes
and fragility, and may be a real determinant of survival
in the institutionalized population1.
It is important to identify the risk factors for UI
so that prevention strategies and effective treatments
are implanted early in order to avoid or control UI 3. It
is recommended to perform the functional and health
evaluation of the elderly, including mobility, transfer,
toilet, disease and medication profile and causes of UI, in
order to plan behavioral therapies such as programmed
urination 14. These measures combined with physical
activities and specific exercises can improve functional
status and UI status among the elderly 3. Thus, based on
the wide evaluation of the multi-professional team, it is
possible to detect the type of UI and to individualize the
care plan according to the needs of each elderly person.
In addition, the nursing team has an important role
in care for the incontinent elderly. There are numerous
nursing interventions that can be determinant for the
quality of care in institutions, such as the presence
of nurses with continence training, provision of UI
leaflets to residents and caregivers, bladder training
and relaxation and the feasibility of organized and
documented management protocols to guarantee UI
products - disposable diapers, comfortable clothes and
disposable or washable cushions15. Nurses must abandon
the idea that UI is always a normal consequence of aging
and believes that it is necessary to actively prevent it in
nursing practice15.
The objective of this study is to analyze the risk
factors for UI in institutionalized elderly.

METHODS
A cross-sectional, quantitative, documentar y,
retrospective study using 203 medical records of elderly
people living in a non-profit long-stay institution in
northeastern Brazil. The site serves elderly people of
all social classes, predominantly those in situations
of social vulnerability, being the admission of their own

will, violence or referral of public organs and institutions.
The collection took place between the 1st and the 30th
of September 2016.
Data were collected from a sociodemographic and
health characterization instrument that contained
questions about age, sex, marital status, schooling,
religion, motive and time of institutionalization, with
whom resided before institutionalization, visits, diseases,
medications, and degree of dependency. In addition, the
results of the last evaluation of the Mini Mental State
Examination (MMSE)16, which is performed quarterly
in this institution by health professionals.
UI, outcome variable, was defined according to the
specifications of the diagnoses and the list of medical
problems of the medical records. Although there is
information about the UI specification, for example,
emergency UI and mixed UI, in this study, for statistical
analysis, the UI variable was dichotomous, dividing into
presence or absence, regardless of the type
Regarding the variable with whom resided before
institutionalization, the category “other” referred to
friends, relatives, shelters or health institutions. Likewise,
the reason for institutionalization in the other category
evidenced elderly people who suffered violence were
street dwellers, were transferred from other shelters
or referred by the Public Prosecutor. The time of
institutionalization was measured in months and the
drugs were distributed in three categories, which were
divided according to the definition of polypharmacy (from
five to nine medications) and excessive polypharmacy
(more than 10 medications) 17.
The degree of dependence was characterized by
levels defined in I. independent elderly; II. elderly with
dependence on up to three basic activities of daily living,
with or without controlled cognitive alteration; III. elderly
people with a dependence on all self-care activities and/or
with cognitive impairment18. This classification is updated
monthly, since it is a mandatory item of the technical
regulation of the Agência Nacional de Vigilância Sanitária
- ANVISA (National Agency of Sanitary Surveillance) for
the operation of long-term institutions for the elderly, as
well as, constantly, the place is subject to the supervision,
evaluation, and social control and needs evaluation of the
actions and care of the residents.
MMSE is a test that assesses cognitive function
quickly, conveniently and simply16. It is used in different
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contexts of clinical practice for cognitive screening,
identifying the main functions that deser ve to be
investigated 19. The cut-off point of the MMSE was
not used in this study since the variable was numerical,
not categorical.
To prepare the table and categorize the types of
diseases, a list was made of the diseases of all the
elderly, which were distributed according to the classes:
cardiovascular, neurological, psychiatric, osteomuscular,
endocrine and renal.
The analysis was performed using the Stata version
11.0 program. Data were expressed as means, standard
deviation, minimum and maximum for continuous
variables, and frequencies and percentages for categorical
variables. The Shapiro-Wilk test was used, with a
significance level of < 0.05. It was concluded that all
continuous variables (age, institutionalization time
and the number of diseases) were not in the normality
pattern, rejecting the hypothesis. Therefore, for the
bivariate association between these and the UI, the
non-parametric Mann-Whitney test was applied. For
the association of UI and categorical variables, Pearson’s
chi-square test was used.
In the final analysis of the associated factors, the
logistic regression model was used. For modeling, marital
status (single and others), religion (Catholic and others),
the reason for institutionalization (alone and others)
and degree of dependence (independent/grade I and
dependent/grades II and III) were transformed into
dichotomous variables.
Firstly, an initial reduced model with basal categories
was constructed from simple logistic regression. Variables
with a descriptive level of up to 20% (p < 0.20) were
included in this model. At that time, the variables
institutionalization and visiting time were excluded.
The next step was the creation of the multivariate
model adjusted for the degree of dependence, with
those with p ≤ 0.2 being excluded, with gender excluded
(p = 0.275), institutionalization reason (p = 0.867) and
with those residing before institutionalization (p = 0.282).
It should be noted that the variable number of diseases,
at this stage, presented p = 0.246, but was maintained.
The overall adjustment of each model was verified
by the likelihood ratio test, the initial and final multiple
logistic regression model is considered equal (p = 0.43).
For this reason, the one with the least variables was
4

adopted. In the final model, those variables remained at
p < 0.05, in addition to the marital status variable that,
despite having p = 0.066, was conserved. The association
measure was represented by the odds ratio (OR), with
a 95% confidence interval (95% CI).
The ethical recommendations on research with human
beings were complied with, according to Resolution
466/2012 of the Ministério da Saúde (Ministry of
Health) 20. The research was approved by the Ethics
Committee of the Universidade Estadual do Ceará
(CAAE: 12390513.8.0000.5534; opinion: 1.532.812).

RESULTS
Prevalence of female elderly (57.14%) with a mean
age of 77.59 years (± 8.99). The prevalence of UI was
42.36% and higher in older women (66.28%), older
(mean: 79.62 years) and dependent (89.53%). Table 1
shows a statistically significant association between age
(p = 0.01), gender (p = 0.024), marital status (p = 0.007),
religion (p = 0.015) and whom lived with before
institutionalization (p = 0.033).
In Table 2, there was a relationship between degree
of dependence (p < 0.001) and values of MMSE
(p < 0.001).
Table 3 shows that there was a significant relationship
between UI and cardiovascular (p < 0.001) and neurological
diseases (p < 0.001).
In the univariate analysis, in the simple model, shown
in Table 4, only two variables, visit and institutionalization
time was not related to the UI outcome. In the multivariate
model adjusted for the degree of dependence, all
variables remained, except for gender, the reason for
institutionalization, time of institutionalization and
with whom resided before institutionalization.
In the final logistic regression model, the following
variables were preserved in civil status (OR = 2.09, 95%
CI= 1.30-8.01), diseases (OR = 1.17, 95% CI = 1,02-1,34).
Medicines [from one to four (OR = 3.90, 95% CI = 0.9815.46), and from five to nine (OR = 4.07, 95% CI = 1.1414.52)], degree of dependence (OR = 3.27, 95% CI = 1.338.04) and MMSE (OR = 0.88, 95% CI = 0.85-0.93). The
greatest amount of diseases, polypharmacy, being dependent
and unmarried are important risk factors for UI involvement.
The MMSE values were inversely proportional to the
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Table 1. Relationship between the social proﬁle and institutionalization of the institutionalized elderly and urinary incontinence
(UI), Fortaleza, Ceará State, Brazil, 2016.
Urinary incontinence

Independent variables
Age (minimum: 60; maximum: 103 anos)

Absence f (%)

Presence f (%)

76.09 (±7.89)*

79.62 (±9.99)*

Gender

p-value
0.01†
0.024‡

Male

58 (49.57)

29 (33.72)

Female

59 (50.43)

57 (66.28)

Marital Status

0.007‡

Single

49 (41.88)

52 (60.47)

Separated/divorced

39 (33.33)

11 (12.79)

Widowed

26 (22.22)

20 (23.26)

Married

03 (2.56)

03 (3.49)

Religion

0.015‡

Catholic

93 (79.49)

79 (91.86)

Others

24 (20.51)

07 (8.14)

Gets visited

0.848‡

Yes

75 (64.10)

54 (62.79)

No

42 (35.90)

32 (37.21)

With whom they lived before institutionalization

0.033‡

Alone

57 (48.72)

31 (36.05)

Children

13 (11.11)

22 (25.58)

Spouses

11 (9.40)

05 (5.81)

Others

36 (30.77)

28 (32.56)

Reason for institutionalization

0.062‡

Own will

43 (36.75)

Other reasons
Time of institutionalization (minimum: 6, maximum: 648 months)

21 (24.42)

74 (63.25)

65 (75.58)

91.94 (±88.50)*

105.73 (±120.83)*

0.685†

*: mean; †: Mann-Whitney test; ‡: chi-square test.

Table 2. Relationship between the health proﬁle of the institutionalized elderly and the urinary incontinence (UI), Fortaleza, Ceará,
Brazil, 2016.
Independent variables
Number of diseases (minimum: 2; maximum: 17)

Urinary incontinence
Absence f (%)

Presence f (%)

5.76 (±2.64)*

6.52 (±3.43)*

Medicines

p-value
0.219†
0.073‡

1 to 4

39 (33.33)

34 (39.53)

5 to 9

57 (48.72)

46 (53.49)

10 to 16

21 (17.95)

6 (6.98)

Degree of dependency

< 0,001‡

1

64 (54.7)

09 (10.47)

2

53 (45.3)

12 (13.95)

3
Mini Mental State Examination (minimum: 0; maximum: 30)

-

65 (75.58)

17.70 (±8.20)*

6.96 (±7.90)*

< 0,001‡

*: mean; †: Mann-Whitney test; ‡: chi-square test.
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Table 3. Relationship between disease classes and urinary incontinence (UI) in institutionalized elderly, Fortaleza, Ceará State,
Brazil, 2016.
Urinary incontinence

Diseases

p-value

Absence f (%)

Presence f (%)

Cardiovascul

86 (57.2)

42 (32.8)

< 0,001*

Neurological

46 (42.2)

63 (57.8)

< 0,001*

Psychiatric

57 (55.9)

45 (44.1)

0.611*

Osteomuscular

47 (54)

40 (46)

0.367*

Endocrine

46 (66.7)

23 (33.3)

0.62*

Renal

22 (73.3)

08 (26.7)

0.59*

*chi-square test

Table 4. Factors associated with the presence of urinary incontinence (UI) in institutionalized elderly in the simple logistic regression
model for each independent variable and the initial multivariate model adjusted for the degree of dependence, Fortaleza, Ceará
state, Brazil, 2016.
Simple model

Variables (basal category)

Adjusted multivariate model

ORg

CI

p-value

ORa

CI

p-value

Age

1.04

1.01-1.08

0.006

1.03

0.99-1.06

0.076

Gender (male)

1.93

1.08-3.43

0.025

1.04

0.75-2.73

0.275

Marital status (others)

2.12

1.20-3.74

0.009

1.73

0.92-3.26

0.088

Religion (others)

2.91

1.19-7.11

0.019

3.12

1.18-8.21

0.021

Gets visited (doesn’t)

0.94

0.53-1.68

0.848

-

-

-

With whom they lived before institutionalization (alone)

1.68

0.95-2.98

0.073

1.41

0.74-2.68

0.283

Reason for institutionalization (own will)

1.79

0.96-3.34

0.063

0.93

0.45-1.96

0.867

Time of institutionalization

1.00

0.99-1.00

0.350

-

-

-

Number of diseases

1.08

0.99-1.19

0.078

1.06

0.95-1.17

0.246

3.05

1.10-8.43

0.032

3.24

1.08-9.66

0.035

Medicines (10 to 18)
1 to 4

2.82

1.05-7.57

0.039

3.76

1.29-10.97

0.015

Degree of dependency (I)

5 to 9

10.33

4.73-22.54

0.000

10.33

4.73-22.54

< 0,001

Mini Mental State Examination

0.86

0.83-0.90

0.000

0.89

0.85-0.93

< 0,001

CI = Conﬁdence Interval; ORa = Odds Ratio adjusted; ORg = Odds Ratio gross.

Table 5. Factors associated with the presence of urinary incontinence (UI) in institutionalized elderly in the initial and ﬁnal multiple
logistic regression model, Fortaleza, Ceará state, Brazil, 2016.
Variables (basal category)

Initial multivariate model
ORg

CI

p-value

Final multivariate model
ORa

CI

p-value

Age

1.00

0.96-1.04

0.777

-

-

-

Marital status (others)

1.99

0.95-4.17

0.066

2.09

1.00-4.33

0.047

Religion (others)

1.91

0.66-5.54

0.231

-

-

-

Number of diseases

1.16

1.01-1.33

0.034

1.17

1.02-1.34

0.023

1 to 4

3.78

0.94-15.20

0.061

3.90

0.98-15.46

0.052

5 to 9

Medicines (10 to 18)
3.73

1.03-13.49

0.044

4.07

1.14-14.52

0.030

Degree of dependency (I)

3.19

1.28-7.97

0.013

3.22

1.30-8.01

0.012

Mini Mental State Examination

0.89

0.84-0.93

0.000

0.88

0.84-0.93

< 0,001

CI = Conﬁdence Interval; ORa = Odds Ratio adjusted; ORg = Odds Ratio gross.

6

ESTIMA, Braz. J. Enterostomal Ther., São Paulo, v17, e0619, 2019

Risk factors for urinary incontinence in institutionalized elderly

presence of UI, so that the fewer points in the cognitive
test, the greater the chances of having UI.

DISCUSSION
The prevalence of UI did not appear to be inconsistent
with other national and international studies 1,3,4,21,22.
Although the literature presents significant differences
about the UI between the genders in the community,
females have a relatively double frequency of acquiring
UI compared to the male 23,24, in institutions, on the
contrary, is similar to the variation of prevalence between
the genders. In the elderly men, it varies from 33.94 a
60,3%21, and, in elderly women, from 31,54, 47,522 and
59,2% 21. It is believed that this difference from the
community to the long-term institution is justified
because the elderly men are more prone to a greater
number of comorbidities, polypharmacy and physical
restrictions that interfere with the mobility, nutrition, and
use of the bathroom14. In this study, women (p = 0.024)
and older (p = 0.01) predominated.
Although there is no great difference in the frequency
of UI among the elderly male and female, it is worth noting
that the risk of death associated with UI of institutionalized
elderly men, users of polypharmacy and with some degree
of dependence is higher than among elderly women in
the same condition1. It should be emphasized that the
length of stay is also a predictor of UI severity4.
UI is reported by many as a disabling and embarrassing
condition. Being ill or ashamed of having the disease
and asking for help can negatively aff ect care seeking
behaviors25. However, by living with the problem for a
long time, stigma and social rejection can no longer be a
substantial barrier and become key factors in the search
for health care25. In institutions of a long stay, even by
the emotional and social fragility that surrounds these
environments, the policy of prevention must be redoubled.
Professionals should not only wait for the elderly to report
the problem spontaneously, but to stimulate self-care, to
be available for the demands, and to actively seek out the
common signs and symptoms that cover UI in a subtle
way and in dialogue with the seniors.
In the coming years, the number of elderly people
living in long-term institutions living alone will increase.26.
Living alone has a direct impact on the health status of

the elderly, who may have more illnesses and disabilities27.

For many elderly males, living alone results in a lack of
social support, cognitive disorders, depression, chronic
illness, and falls27. For the elderly, living alone and being
single may represent the occurrence of falls, multiple
diseases, depression, and chronic pain 27. Being single,
too, is key to restraining the elderly at home 5. In this
study, being single corresponded to a 2.09 higher odds
of having UI compared to widowed, separated, divorced,
and married. And living alone before institutionalization
(p = 0.033) was related to UI.
Several studies report that the presence of multiple
comorbidities, especially cardiovascular and neurological,
is a risk factor for UI. A Brazilian study found that stroke
(OR = 1.62) and Alzheimer’s disease (OR = 1.38) were
the only positively associated with UI 21 and that elderly
residents of institutions with severe cognitive decline had
an increased risk (OR = 1.92) for developing UI 21. In
Spain, a cohort found that 80.6% of elderly incontinent
residents had dementia (p <0.001) 1 and that elderly
patients with heart failure (OR = 1.88) and arrhythmias
(OR = 1.51) had a higher risk of mortality related to
UI1. The present study detected a significant association
between UI and the cardiovascular and neurological
diseases class and risk of 1.17 to develop UI in those
with more diseases.
Polypharmacy, defined as the use of multiple drugs or
the use of more than one unnecessary drug, is a growing
concern in the geriatric population 28. Current evidence
indicates that use is greater in long-term institutions
and that nearly 50% of the elderly take one or more
dispensable medications 28. Many of these can cause
increased urinary frequency29.
In the multiple regression model, polypharmacy
(OR = 4.07) was a risk factor for UI. The assessment
of health professionals is essential in order to identify
whether UI is manifested as a potential side effect of
prescribed drugs. This is because it contributes to the
reduction of prescribing cascade, which occurs when
a new drug is added to treat essentially a side-factor
of therapy already implemented 30. This finding calls
attention to intensifying the supervision of drugs that
can corroborate the problem.
In long-term care facilities, a dependency is a direct
determinant of UI. In the present study, a triple risk
was observed among dependent elderly people for UI
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development. One study confirms the risk of 3,6 and
5,34 dependent elderly people acquiring UI and indicates
that 90.47% of the elderly dependents had UI21.
Functional and mobility decline may justify the
appearance of UI as a result of inaccessible toilets,
inability to remove clothing in time, pelvic muscle
incoordination, and other multifactorial causes 3. UI can
also limit patients’ mobility, favoring a less active lifestyle,
compromising personal relationships, generating, in the
long term, depression, disability, and death1.
It is emphasized that the pelvic floor muscles act
as part of the abdominopelvic unit, so exercises that
integrate strength and coordination of the trunk or
abdominal muscles provide efficient functioning of
the pelvic floor muscle, preventing IU episodes 3; in
addition, they contribute to minimizing the advance of
dependency levels and improving mobility.
UI may precede or accompany the onset of
neurological conditions, including Alzheimer’s disease,
multi-infarct dementia, stroke, and Parkinson’s disease31.
The function of the micturition center in the brainstem
is controlled by the frontal lobe and, in the context of
neurodegenerative diseases or cerebrovascular accident,
frontal cortex dysfunction occurs, giving rise to IU32.
Other evidence agrees with this study when they
report that the prevalence of UI increases with decreasing
MMSE scores 31. The effect of cognitive performance
on UI and the bidirectional aspect between these two
conditions are well defined in the literature32.In addition,
older and dependent elderly residents of institutions have
lower cognitive status compared to the community 33.
It is revealed that nursing care to the UI, in all cases
performed by trained professionals, positively affects the
severity of UI and the impact of QoL34. The nurse should
know the aspects associated with UI, as well as proceed
to early intervention, understanding that the results in
the elderly are slow, but must be sustained to provide
independence, autonomy, and better living conditions.
The association between IU and some variables
studied may be a two-way street. From this research,
the risk factors for UI were studied. However, additional
longitudinal studies should be performed to establish
this relationship, considering that factors that are often
considered innocuous can trigger several negative clinical
outcomes in long-term institutions.
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The limitations of this study were: 1) a cross-sectional
study which does not allow the establishment of a causeeffect relationship between the variables and, therefore,
the data should be carefully analyzed; 2) the research
institution is a non-governmental organization, lacking
resources and constantly receives elderly people with
poor general health, so it is not possible to establish if
incontinent elderly people have already been admitted
to the problem or have developed in the institution; 3)
the MMSE depends on the variable schooling collected,
but was not evaluated in this study; 4) UI subtypes were
not explored, although defined in the medical records;
5) the set of variables for fit could have been a bit more
comprehensive, as it is still possible to have residual
confounding factors in the analysis.

CONCLUSION
It was observed a relationship between the independent
variables being single, having multiple comorbidities,
being a user of polypharmacy, dependent and presenting
cognitive decline, predominant determinants for UI in
institutionalized elderly.
The results reveal the importance of studying UI in
institutionalized elderly, considering the scarce amount
of research in Brazil and the reduced clinical approach
by health professionals. In addition, the risk factors
detected are avoidable, preventable, as long as they are
identified early.
Preventing or improving UI through care and
attention minimizes mortality rates in institutionalized
older people and contributes to better QoL and functional
independence.
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