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ABSTRACT 

Urinary incontinence (UI) is a prevalent condition with a wide range of 

psychosocial impact. Behavioral therapies such as pelvic floor muscle exercises, bladder 

training, and dietary modification are generally considered to be the first line of treatment 

because of their non-invasive nature, yet little is known about the ability/motivation of 

individuals to maintain them and current evidence suggests performance may be sporadic 

at best. The purpose of this qualitative descriptive study was to enhance understanding 

about the strategies people with UI perform at home, factors that influence their self-care 

choices, and factors that facilitate or impede on-going performance of behavioural 

therapies. Three major themes emerged from qualitative content analysis of individual 

(n=25) and focus group (n=3) interviews. First, participants' self-care efforts were 

motivated by the desire for a normal lifestyle. Strategies perceived to be personally 

disruptive (for example bladder training) were either not initiated or not maintained. 

Second, seeing enhanced believing. Participants were motivated by first or second-hand 

experience of UI, by experiencing the positive or negative consequences of their self-care 

behavior, and by heightened awareness of progress through biofeedback and follow-up. 

Finally, barriers to UI care persist at personal and societal levels. Social stigmatization, 

self-blame, financial cost, and unclear care pathways had negatively impacted 

participants' help-seeking behaviour and care. Findings suggest the need to focus on 

individual as well as social realities of UI and UI care and develop therapeutic 

interventions that enable sufficient choice and flexibility to promote quality of life. 
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CHAPTER ONE 

INTRODUCTION TO RESEARCH PROBLEM 

Urinary incontinence (UI), the "complaint of any involuntary loss of urine" 

(Abrams et al., 2002, p. 168), is a prevalent condition that affects ten to forty percent of 

community-dwelling women (Sommer et al., 1990; Sandvik et al., 1993; Hannestad, 

Rortveit, Sandvik, & Hunskaar, 2000; Moller, Lose, & Jorgensen, 2000) and three to ten 

percent of community-dwelling men (Bortolotti et al, 2000; Schluman, Claesm, & 

Mattijs, 1997). Although figures vary according to definitions of incontinence and 

populations sampled, it is generally acknowledged that women are more than twice as 

likely to be incontinent as men and that UI is most prevalent among older 

institutionalized women, with estimates running as high as 72% (Cheater & Castledon, 

2000). The incidence of UI may be correlated with age, gender, and institutionalized 

living, as well as with certain neurological conditions and surgical interventions 

(Hunskaar et al., 2002). Yet it affects people of all ages and characteristics, with direct 

and indirect costs estimated at 2.6 billion dollars annually (The Canadian Continence 

Foundation [TCCF], 2001). 

There are a variety of treatment options for UI, ranging from behavioural 

therapies to pharmacological treatment and surgical intervention. Behavioural 

interventions, such as strategies for pelvic floor muscle rehabilitation, bladder training, 

and dietary modification, are often recommended as the first line of treatment because 

they are non-invasive and associated with few, if any, adverse effects (Sampselle, 2003). 

Pelvic floor muscle rehabilitation involves pelvic floor muscle exercise (PFME) routines 
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augmented, as necessary, with biofeedback, electrical muscle stimulation, and/or 

vaginal weight training. Described as the "mainstay of conservative treatment" (Wyman, 

2003, p. 28), clinicians generally recommend that individuals perform 36 to 50 pelvic 

floor muscle contractions divided into two or three sets daily for twelve to sixteen weeks 

to assess results (Wilson et al., 2002; Wyman). It may, however, take between six and 

twelve months to achieve optimal benefit and the exercises should be continued 

indefinitely to maintain strength (Wyman). Bladder training generally involves a strict 

regimen to progressively lengthen voiding intervals, often by 15 minutes at a time, in 

order to gradually increase bladder capacity (Sampselle). Finally, dietary modification 

consists of changes to ensure adequate daily fluid intake, minimize caffeine consumption, 

and avoid substances such as citric juices, alcohol, and spicy foods that can irritate the 

bladder lining (Wyman). 

There is varying empirical support for the effectiveness of behavioural therapies. 

A panel of continence experts recently examined this evidence to develop clinical 

guidelines for continence care in Canada (The Canadian Continence Foundation, 2001). 

The panel reviewed recommendations made by the U.S Agency for Health Care Policy 

and Research (Fanti et al., 1996) as well as subsequent literature (1995-2000) and 

concluded: ( 1) the treatment of stress UI by PFME and of urge/mixed U1 by bladder 

training is supported by well-designed controlled studies, (2) there is empirical evidence 

to support the relationship between reduction/elimination of caffeine and improvement in 

lower urinary tract symptoms, (3) there is clinical evidence to support the effectiveness of 

PFME in preventing or decreasing the incidence of UI, and ( 4) there is clinical evidence 

to support the effectiveness of adequate fluid intake in improving urinary symptoms. 
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A fundamental characteristic of these therapies is the need for active and on-

going client participation. Whether self-taught or initiated within a structured treatment 

program, behavioural strategies must be maintained at home. Yet there is a growing body 

of literature that suggests such maintenance may be sporadic at best (B~ & Talseth, 1996; 

Dattilo, 2001; Hahn, Milsom, Fall, & Ekelund, 1993; O'Brien, 1996). In fact, clients 

appear to adopt a greater number of coping strategies, such as limiting fluid intake and 

voiding frequently throughout the day (Brink, Wells, & Diokno, 1987; Klemm & 

Creason, 1991; Milne, 2000; Thomas & Morse, 1991), which may actually worsen the 

condition by contributing to a small capacity bladder (Engberg, McDowell, Burgio, 

Watson, & Belle, 1995). 

It is apparent that we have advanced further in our knowledge of the therapeutic 

efficacy of behavioural interventions than in our understanding of the behavioural uptake 

and maintenance of these interventions. Urinary incontinence is a chronic condition for 

many, yet relatively little is understood about the ability and/or motivation of clients to 

maintain behavioural strategies at home. It is important that we begin to close this 

substantive gap by exploring the strategies individuals pursue to manage and/or treat their 

UI as well as the factors that affect their self-care choices. We must strive, in particular, 

to understand factors that inhibit and facilitate the performance and maintenance of 

behavioural therapies. Most importantly, we must remain as open to learning from our 

clients as we are to teaching them if we are to work effectively toward the ultimate goal 

of enhancing human health. 
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Purpose of the Study 

The purpose of this research was to enhance our understanding about a) self-care 

strategies that individuals with UI perform and b) factors that influence their self-care 

choices. This understanding will be critical to the design and development of educational 

programs that are based in the contextual and perceptual realities of our clients. 

Research Questions 

The following research questions were designed to address the gaps in our 

understanding related to the performance of self-care strategies for Ul. 

1. What self-care strategies, related to their UI, do participants report they are 

performing at the time of the study? 

2. What are the perceived benefits of these self-care strategies? 

3. What factors do participants believe have influenced their choices of self-care 

strategies? 

4. What factors do participants believe have facilitated and/or impeded their 

performance of behavioural strategies? 

Context of the Study: The Research Program 

This study was designed as part of a larger research program that emerged from, 

and relates directly back to, clinical practice. The program originated with the 

researcher's involvement, as a staff nurse, in an unpublished study investigating the 

impact of behavioural treatment on older adults with UI (n=50). Although quantitative 

measures of UI outcome were not significant (likely due to the small sample size), the 

apparent impact of the behavioural interventions on the quality of participants' lives was 
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substantial. Yet most participants and their families had been completely unaware that 

UI could be treated prior to the study. 

This finding led the researcher to explore help-seeking behaviour among older 

incontinent community-dwelling adults within a Master of Nursing program (Milne, 

2000). Participants (n=45) received a brief educational intervention that included 

information about common causes of and treatments for UI and where they could go for 

professional help. When re-interviewed two to four months later the majority of 

participants had not sought help, citing their preference for self-care as the major reason. 

Yet, as discussed in the introduction, clinical as well as empirical evidence suggests 

many people experience difficulty maintaining treatment-based strategies at home. 

This study, therefore, focused on self-care among individuals with UI in order that 

we might better understand the strategies they initiate and maintain and the factors that 

influence these choices. Study findings should prove a useful addition to the larger 

research program and its ultimate goal of designing and implementing a client-focused 

educational program that is grounded in the perceptual and contextual realities of their 

daily lives. 

Definition of Terms 

The following terms appear throughout this thesis and are defined here for those 

readers who may be less familiar with them. All definitions have been extracted from the 

Report from the Standardization Sub-committee of the International Continence Society 

(Abrams et al. , 2002). 

1. Stress urinary incontinence: "The complaint of involuntary leakage on effort or 

exertion, or on sneezing or coughing" (Abrams et al., p.168). 
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2. Urge urinary incontinence: "The complaint of involuntary leakage accompanied 

by or immediately preceded by urgency" (Abrams et al., p.168). 

3. Bladder diary: A record recording the "times of micturition and voided volumes, 

incontinence episodes, pad usage, and other information such as fluid intake, the 

degree of urgency and the degree of incontinence" (Abrams et al., p.170). 

4. Pelvic floor muscle exercises (also known as pelvic floor muscle training): "the 

repetitive selective voluntary contraction and relaxation of specific pelvic floor 

muscles" (Abrams et al., p.176). 

5. Biofeedback: "The technique by which information about a normally unconscious 

physiological process is presented to the patient and/or the therapist as a visual, 

auditory, or tactile signal" (Abrams et al., p.176). 

6. Electrical Stimulation: "The application of electrical current to stimulate the 

pelvic viscera or their nerve supply" (Abrams et al., p.177). 
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CHAPTER TWO 

REVIEW OF RELEVANT LITERATURE 

The purpose of this chapter is to review relevant literature to explore what is 

currently understood and where gaps continue to be problematic. The chapter begins with 

discussion of the theoretical background and the Health Promotion Model (HPM) 

(Pender, Murdaugh, & Parsons, 2002) that informed the study' s conceptualization and 

design. It continues with exploration of relevant substantive background, beginning with 

perceptions of psychosocial impact that ultimately inform behaviour-specific cognitions 

(Pender et al.) and, as such, may impact self-care behaviour. The chapter concludes with 

a review of studies that have examined how individuals manage and/or treat their UI at 

home to establish, as clearly as possible, the rationale for this study. 

Theoretical Background 

Health Promotion 

The concept of health promotion has been central to nursing care since 

Nightingale advanced social and health care reform in recognition of the numerous 

environmental issues affecting health (Young, 2002). Yet the term was not formally 

introduced to Canadian health care until the 1970's, when Lalonde (1977) emphasized 

the limitations of a biomedical view of health and advocated "elevating care to the same 

level as cure" (Rafael, 1999, p.30). Of particular relevance, in his report entitled A New 

Perspective on the Health of Canadians, Lalonde pointed to lifestyle factors as key 

determinants of health and emphasized the importance of individuals assuming 

responsibility for their health by initiating behavioural change as necessary. 
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Ten years later, an international conference on health promotion culminated in 

the Ottawa Charter for Health Promotion (World Health Organization, 1987), a 

document that endorsed a broader vision of health as a resource for living. The charter 

comprised a definition of health promotion as "the process of enabling people to increase 

control over, and to improve, their health" (World Health Organization, p.iii), and 

identified the prerequisites to health as: (1) a secure foundation, including such basic 

requirements as shelter and food, (2) access to relevant information, (3) necessary life 

skills, and ( 4) opportunities to make healthy choices. Although the onus to make healthy 

choices still fell to the individual, the emphasis on access and opportunity refocused 

health promotion from an individual to a collective responsibility. 

The World Health Organization continues to espouse a health promotion focus 

and to emphasize social responsibility for health in the 21 st century (Young, 2002). 

Numerous nurse scholars (Liaschenko, 2002; Lowenberg, 1995; Salsberry, 1993) have 

supported this view, arguing Lalonde's (1977) emphasis on individual lifestyle places the 

responsibility for health squarely on the shoulders of many who lack the resources for 

change. Lowenberg suggested it advances the "ideology of choice" (p.320) and implies 

health-related decisions are individual, conscious, and intentional, shifting the focus away 

from genetic, environmental, and social determinants of health and health behaviour. 

Moreover, according to Liaschenko, the linkage between behaviour and health-related 

outcomes subjects the client to moral judgment by society and members of the health care 

profession. 

There has, therefore, been on-going discourse and debate suggestive of two 

diverse perspectives of health promotion. The social perspective has portrayed the 
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individual at the mercy of the system, unable to effectively influence it or choose freely 

among health behaviours (MacDonald, 2002). In contrast, the individual-behaviourist 

perspective has placed responsibility for health on individual behaviour, based on the 

assumption that individuals are "capable of forethought, planning, and rational decision-

making" (Brawley & Culos-Reed, 2000, p. 158S) and choose to initiate and maintain 

certain health behaviours while avoiding others. 

Numerous studies have explored health behaviour from the individual-

behaviourist perspective. Guided by theoretical frameworks such as the Health Belief 

Model (HBM) (Rosenstock, Stretcher, & Becker, 1988), most have explained only small 

to moderate amounts of behavioural variance (Harrison, Mullen, & Green, 1992; Janz & 

Becker, 1987; Michenbaum & Turk, 1987). Many factors impacting health behaviour 

have remained unexplained, and perhaps more distressingly, we know less about what 

clients do than what they don't do. 

To enhance our understanding of health behaviour, Michenbaum and Turk (1987) 

stressed the importance of combining individual and treatment-related variables with 

relevant social variables. This ecological perspective (MacDonald, 2002) emphasizes the 

interdependence among individual and environmental factors including family, 

community, cultural, economic, and socio-political influences. Proponents recognize 

"human behaviour both shapes and is shaped by the environment" (Kidd and Altman, 

2000, p. 186S). Although analysis generally begins at the individual level it must 

ultimately be extended to interpersonal relationships as well as community and societal 

influences. 
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The ecological perspective is of particular relevance to this study. If the goal of 

health promotion is, in fact, "to improve and maintain health" (Young, 2002, p.3), it must 

involve a collaborative process among health professionals and clients that seeks to 

understand the personal as well as the social, organizational, and even political patterns 

affecting health (Wright, 2000). The importance of dialogue, of open communication, 

cannot be underestimated as a necessary first step in understanding health behaviour. As 

noted by Thorne (2002), there is a need to recognize clients as experts in their own social 

context and their health-related conditions, and the interrelationships between the two. 

The Health Promotion Model 

The conceptualization and design of this study was guided by the RPM (Pender et 

al., 2002). Developed by a nurse theorist (Pender, 1996) to explain and/or predict why 

people engage in health-promoting behaviours, the model enables an ecological 

perspective through exploration of individual characteristics and experiences, contextual 

and environmental influences, and health-related behaviour. 

The RPM has its foundation in two well-known social-psychological theories: 

Social Cognitive Theory (Bandura, 1977), and The Expectancy-Value Theory (Feather, 

1982). According to Social Cognitive Theory cognitions,. environmental factors and 

behaviour are interactive; behaviour can modify cognitions, for example, as 

environmental factors can alter behaviour. Beliefs are powerful behavioural influences. 

Formed through observation and self-reflection, they include self-attribution, self-

evaluation, and self-efficacy. A central concept in Social Cognitive Theory (Bandura), 

self-efficacy is the perception of one's ability to carry out a behaviour that develops and 
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can be modified through personal experience, vicarious learning (awareness of others' 

experiences and successes), verbal persuasion, and/or somatic response. 

The major premise underlying The Expectancy-Value Theory (Feather, 1982) is 

that individuals are rational human beings who weigh the information available to them 

to decide on the most appropriate course of action. Individuals are therefore more likely 

to engage in behaviours when the anticipated outcome has positive personal value and to 

the extent that they believe the behaviour can produce the desired outcome. Moreover, 

the more dissatisfied they are with the present situation, the more likely they are to value 

change. 

The HPM also shares certain concepts with the frequently cited Health Belief 

Model (HBM) (Rosenstock et al., 1988). The HBM was developed to explain why some 

people take action to prevent illness (specifically tuberculosis), while others do not 

(Young, 2002). The four cognitive-perceptual dimensions proposed to impact health 

behaviours are: (1) perceived susceptibility to a health-related condition, (2) perceived 

severity of the condition, (3) perceived benefits of taking action, and (4) perceived 

barriers. Janz and Becker (1987) reviewed 46 studies that had tested the HBM in various 

forms and reported perceived barriers was the most powerful dimension across studies, 

explaining or predicting the most variance in behaviour, while perceived severity was the 

least powerful. 

Cognitive-perceptual factors are also central to the HPM. The HPM differs, 

however, in its overall focus, which extends beyond behaviour motivated by avoidance of 

a health threat to health promoting behaviour directed toward attainment of high-level 

wellness (Pender, 1996). Perhaps more importantly, the model emphasizes the 
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simultaneous role that personal characteristics, human perception, and contextual 

factors play in health-related decisions and health behaviour. In reality, the HPM may be 

best described as a "mixed motivation model" (Pender et al., 2002, p. 34) that enables 

more holistic exploration of health protecting and health promoting behaviour. 

The HPM comprises three main components: individual characteristics and 

experiences, behaviour-specific cognitions and affect, and behavioural outcome. 

Individual characteristics proposed to impact behaviour are prior related behaviours as 

well as personal biological, psychological, and socio-cultural factors that form the 

foundation for health-related decisions (Grubbs & Carter, 2002). Behaviour-specific 

cognitions and affect include perceived barriers, perceived benefits, perceived self-

efficacy, activity-related affect, and interpersonal as well as situational and societal 

influences. 

A relevant assumption underlying the HPM is that perceived barriers, real or 

imagined, can constrain a client's commitment to, and initiation of, action while 

anticipated and actual benefits can motivate action. The theorists (Pender et al., 2002) 

also posited that positive affect towards a behaviour can enhance feelings of self-efficacy, 

which in turn may reduce perceived barriers. They suggested social support increases 

commitment to action if others (family, friends, or health care professionals) model the 

behaviour, facilitate it with assistance or support, or if a client simply believes others 

expect the behaviour to occur. Finally, they posited that greater commitment to a plan of 

action increases the likelihood it will be maintained, however competing demands and/or 

more desirable behaviours or opportunities may interfere. 
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The HPM, in short, was designed to "explain the thought processes" (Grubbs & 

Carter, 2002, p.76) behind health behaviour and decision-making. It maintains a broad 

and multidimensional focus that is particularly relevant to the exploration of self-care 

behaviour for Ul. As will be discussed shortly, there is a growing body of evidence that 

suggests those affected consider UI a personal or social inconvenience rather than a 

health threat (Goldstein, Hawthorne, Engberg, McDowell, & Burgio, 1992; Harrison & 

Memel, 1994; Milne, 2000). Furthermore, the frequently chronic nature of the condition 

and the challenge older adults face maintaining continence increase the importance of 

health promoting strategies, while maintaining these strategies requires lifestyle changes 

that may be motivated by an overall desire for well-being rather than fear of illness. 

Research involving the HPM. 

The explanatory and predictive ability of the HPM has been tested in relation to 

both general and condition-specific health behaviours. Pender, Walker, Sechrist, & 

Frank-Stromberg (1990) examined the ability of the HPM to explain general health-

promoting lifestyle among employees (n=589) enrolled in workplace health promotion 

programs. When they regressed scores from the Health-Promoting Lifestyle Profile 

(HPLP) (Walker, Sechrist, & Pender, 1987) on demographic variables, exercise phase 

(acquisition or maintenance), and five cognitive variables (importance of health, 

perceived control of health, general self-efficacy, definition of health, and perceived 

health status), 31% of the variance was explained. Weitzel (1989) reported a weaker 

relationship when she tested the explanatory ability of the HPM among blue-collar 

factory workers (n=l 79). Among four cognitive-perceptual variables investigated (health 

locus of control, health status, importance of health, and self-efficacy), high self-efficacy 
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and positive health status accounted for the most variance, but explained only 15% of 

health promoting lifestyle scores. 

Researchers exploring specific health behaviours have explained larger amounts 

of variance, focusing particularly on the impact of perceived barriers, perceived benefits, 

and behaviour specific self-efficacy. When Lusk, Ronis, Kerr, & Atwood (1994) 

examined the relationship between six cognitive-perceptual factors and employees' use of 

hearing protection, those that correlated most highly were perceived barriers (r =-0.61), 

perceived benefits (r = 0.65), and behaviour-specific self-efficacy (r = 0.59). Their 

theoretical model, including modifying variables, accounted for 49.3% of the variance, 

while an exploratory model that allowed for direct and indirect pathways between 

modifying and outcome variables accounted for 52.7% of the variance. Similarly, when 

Jones and Nies (1996) examined the association between self-reported exercise levels, 

perceived importance of exercise, and perceived benefits and barriers to exercise among a 

convenience sample of older African-American women (n=30), they reported a 

significant relationship between exercise and perceived benefits and barriers, explaining 

41 % of the variance. Although their sample size was small, findings supported the 

importance of perceived benefits and barriers to health-promoting behaviour. It is also 

noteworthy that 30% of participants listed additional barriers related to time, 

accessibility, and other health conditions. 

Finally, Ali (1996) examined behaviours related to osteoporosis prevention 

among college women (n=167). She regressed daily calcium intake on behaviour-specific 

perceived benefits and barriers, knowledge of healthy behaviours, general self-efficacy, 

health locus of control, and the practice of skipping meals (a variable with theoretical and 
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empirical support). Three factors: perceived barriers, knowledge of healthy behaviours, 

and skipping meals, explained 36% of the variance. The same factors ( without the 

practice of skipping meals), however, explained only 8% of the variance in weekly 

exercise. 

These findings may reflect the researcher's (Ali, 1996) use of a benefits and 

barriers scale, originally designed for a younger population (Ali & Tibwell, 1995), on 

older adults. They may also, however, reflect the unique characteristics of health 

behaviour. Ajzen and Fishbein (1980) argued two decades ago for the need to identify 

factors specific to the health behaviour explored and population of interest. Their 

argument was supported when Kurtz (1996) tested the ability of the HPM to 

explain/predict health promoting behaviours in women with rheumatoid arthritis (n=215). 

Health promoting behaviours were measured by the HPLP (Walker et al., 1987), while 

predictor variables were condition-specific and included perceived health status, meaning 

of the illness, and six demographic factors. Using hierarchical multiple regression, Kurtz 

reported that a single factor, appraisal of coping outcome, explained 29% of the variance 

in her sample's health promoting lifestyles. Of particular interest, Kurtz also suggested 

the lack of predictive value of the HPLP' s symptoms or physical subscales implied the 

type and/or severity of a disease stressor may not be related to psychosocial adjustment of 

individuals with chronic illness. 

Finally, in another study of women with rheumatoid arthritis (Gecht, Connell, 

Sinacore, & Prochaska, 1996), researchers explored the relationship among behaviour-

specific variables and exercise participation. Focus group interviews guided scale 

development and resulted in four dimensions: (1) self-efficacy for exercise, (2) perceived 
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benefits, (3) perceived barriers, and (4) beliefs about the impact of arthritis. Data 

analysis suggested age and perceived severity were not related to exercise. Beliefs about 

exercise, however, accounted for 39% of the variance in participation with perceived 

benefits and self-efficacy having significant effects (p= .001 and .047). Although the 

perceived barriers subscale lacked power it comprised only three items that did not tap 

setting, competing obligations, or pain. 

Researchers are turning increasingly to behaviour-specific factors for their 

predictive and explanatory power and, in particular, to behaviour-specific cognitions such 

as perceived barriers, perceived benefits, and perceived self-efficacy. In her systematic 

review of 38 studies testing the HPM, Pender (1996) reported perceived benefits, 

perceived barriers, and perceived self-efficacy had significant explanatory power in 61 %, 

79%, and 86% (respectively) of studies that had included them. More recently, Grubbs 

and Carter (2002) reported a significant relationship among perceived benefits and 

barriers, and college students' participation in regular exercise (p<0.01 for both). 

Moreover, when McCullogh, Lusk, and Ronis (2002) examined the use of hearing 

protection by Mexican American factory workers, they reported perceived self-efficacy 

was the most significant factor, explaining 23% of the variance. When the specific 

regulatory requirements for hearing protection and the plant site were added as modifying 

factors, 55% of the variance was explained. 

In summary, empirical support for the HPM in general, and cognitive-perceptual 

factors in particular, has been generally positive. The model's explanatory and/or 

predictive power, however, varied by as much as 47% within studies reviewed (Ali, 

1996; Gecht et al., 1996; Jones and Nies, 1996; McCullogh et al., 2002; Kurtz, 1996; 
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Lusk et al., 1994; Pender et al., 1990; Weitzel, 1989). This variability may reflect the 

combinations of factors explored, the research designs, or the specificity of the behaviour 

and/or health-related condition, but it may also reflect the multidimensionality and 

complexity of health and adherence behaviour (Michenbaum & Turk, 1987). Following a 

recent review of the literature, Wright (2000, p. 704) concluded the lack of adherence to 

treatment regimens is so widespread that "no combination of sociodemographic variables 

or personality characteristics is reliably predictive." Wright implored health care 

professionals to keep in mind how little we truly know about the therapeutic process, and 

that for many individuals, particularly those coping with a chronic illness, adhering to a 

particular regimen may be far less important than dealing with the daily challenges of 

their condition. 

Of particular relevance to this study was the broad and flexible framework the 

RPM provides for exploring UI self-care and participants' health-related decisions at 

individual, situational, contextual, and societal levels. The RPM has its roots in social-

psychological theories that have contributed significantly to our understanding of human 

health behaviour, yet it affords the opportunity to advance this understanding by 

encouraging a more holistic and ecological perspective of the factors at play. As such, it 

laid the groundwork for understanding why and how individuals make the choices they 

do in managing and treating their UL 

Substantive Background 

As reported in the introduction, the remainder of this chapter comprises a review 

of relevant substantive literature. While the importance of reviewing what is known about 

self-care strategies for UI is self-evident, literature related to psychosocial implications 
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has been included due to the important link it forges between the theoretical and 

substantive components of this chapter. Condition and behaviour-specific cognitions and 

perceptions have been described as fundamental components of the HPM (Pender et al., 

2002). Moreover, there is increasing evidence that subjective perceptions of UI impact on 

daily lifestyle and quality of life are more relevant to understanding health behaviour than 

objective measures of disease severity (Harrison & Memel, 1994; Michenbaum & Turk, 

1987). Exploring what is known about the psychosocial implications of UI may therefore 

be fundamental to understanding UI self-care behaviour. 

Psychosocial Implications 

Mastery of continence and modesty related to bladder function are socially 

emphasized and reinforced from early childhood through adulthood and old age (Umlauf, 

Goode, & Burgio, 1996). According to Bush, Castellucci, and Phillips (2001), when 

children are successfully toilet-trained they are congratulated and applauded and from 

that point onward incontinence may be perceived as loss of self-control, leading to 

stigmatization and shame. There is increasing evidence, however, that UI may be 

associated with a much broader range of personal impact, from increased anxiety and 

embarrassment (DuBeau, Levy, Mangione, & Resnick, 1998; Veter, Jones, & Victor, 

1981), to decreased self-esteem and well-being (Kinn & Zaar, 1998; Lukaz, 1995), and 

finally to self-imposed social isolation (Grimsby, Milsom, Molander, Wiklund, & 

Ekelund, 1993). As summarized by Cochran (1997), some of those affected describe UI 

as awkward and inconvenient and others as personally traumatic. 

The diversity of research findings has supported Cochran's assertion. Wyman, 

Harkins, Choi, Taylor, & Fantl (1987) administered their Incontinence Impact 
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Questionnaire, a 26-item scale measuring the impact of leakage on activities of daily 

living, social interactions, and self-perspective, to 69 older community-dwelling women 

with UL The percentage of participants who believed UI had either no, or slight impact 

was 78.1 % for daily activities, 86.9% for social interaction, and 78.6% for self-

perception. In contrast, the percentages reporting moderate to severe impact were 21.9%, 

12.0%, and 2.4% respectively. The researchers concluded incontinence might not prevent 

most women from carrying out their usual activities and/or social relationships. 

Other researchers have supported this finding. Thomas and Morse (1991) 

conducted in-depth interviews with 60 incontinent women, aged 50 and older, and 

reported 83% of participants did not believe the condition had significantly reduced or 

limited their social or physical activity. Most, in fact, described UI as a nuisance you get 

used to. Their "passive perspective" (Thomas & Morse, p. 12) implied UI is unpleasant at 

times, but manageable. When Jeter and Wagner (1990) surveyed 10, 427 American adults 

with UI, they found that although 62% were incontinent more than once a day, only 17% 

described their UI as a major problem. Recently, Dugan et al. (1998) administered short 

forms of the Incontinence Impact Questionnaire (IIQ-7) and Urogenital Distress 

Inventory (UDI-6) (Uebersax, Wyman, Shumaker, McClish & Fantl, 1995) to 435 

community-dwelling older participants with UL Less than 17% of participants believed 

UI had a moderate to severe impact on their quality of life, while 33% reported very little 

to no distress despite a mean of three incontinent episodes per day. Finally, when Keller 

(1999) mailed questionnaires to community-dwelling older adults in a rural area of the 

Midwestern United States, 81.9% of respondents with UI (n=120) reported their 

condition had only minor impact on their lifestyle, while none reported severe impact. 
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Other researchers have reported greater psychosocial impact among 

participants. When McDowell, Engberg, Rodriguez, Engberg, & Sereika (1996) 

interviewed homebound older adults (n=90) more than 50% described their condition as 

extremely disturbing, with negative impact on their activities of daily living. It should be 

noted that 35 of these participants experienced more than ten UI episodes a week. 

Similarly, Alewijnse, Mesters, Metsemakers, Adriaans, & van den Borne (2001) reported 

that 76.7% of participants (n=133) with symptoms of stress, urge, or mixed incontinence 

believed their wetness negatively impacted their lifestyle, particularly in terms of 

physical activity. 

While this apparent variance in psychosocial impact may reflect issues related to 

research design, such as sample characteristics and questions asked, it might also reflect 

specific factors such as the type and severity of the incontinence, individual lifestyle, 

and/or cultural values. Researchers have investigated an array of factors, however 

relationships appear complex and are as yet poorly understood. Wyman et al. (1987) 

reported only modest correlations (r= 0.08 to 0.34) among perceived impact of UI and 

objective measures of frequency and volume of loss, while Dugan et al. (1998) found 

participants with larger volumes of urine loss had increased likelihood of experiencing 

negative impact on quality of life. The latter researchers (Dugan et al.) suggested a 

functional threshold must be crossed before individuals perceive UI impact as severe. 

Demographic factors such as gender, age, and education have traditionally shown 

weak relationships with UI impact (Dugan et al., 1998). Recent findings, however, 

suggest age may be associated with social impact, particularly in relation to employment 

and interpersonal relationships. Brown et al. (1998) conducted six focus groups with 
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incontinent women 35 years of age and older, and reported younger participants (under 

70 years of age) spoke more often about UI' s impact on dating, sexual relationships, and 

employment. 

Finally, researchers have explored the relationship between the type of UI and 

perceived impact. Sandvik, Kveine, & Hunskaar (1993) administered a 38-item 

questionnaire to 187 community-dwelling incontinent women in Norway. They reported 

symptoms of urge incontinence were associated with more mental distress, practical 

inconveniences, and social restrictions, and posited the unpredictable nature and larger 

volumes of loss associated with urge UI may make it more difficult to manage. Similarly, 

when Kelleher and Khullar (1997) administered a condition-specific quality of life 

questionnaire to 293 women in England, UI impact scores were significantly higher 

(p<0.05) for women with detrusor instability (n=80) than genuine stress incontinence 

(n=133) in all domains but physical limitations. Once again, the researchers suggested the 

unpredictable nature of bladder instability might make adaptation more difficult. 

It is clear that individuals with UI experience a varied range of psychosocial 

impact, however we do not sufficiently understand the factors that may influence their 

perceptions. Umlauf et al. ( 1996) posited the insidious onset of UI enables gradual 

development of coping mechanisms that reduce perceived impact and subsequently affect 

the range of self-care behaviours initiated and maintained. There is also increasing 

evidence that individuals are more likely to seek treatment when their coping 

mechanisms are no longer effective; that is, when the UI begins to impact their quality of 

life (Milne, 2000; Skoner, 1994). 
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Self-Care for Urinary Incontinence 

Self-care has been described as an intrinsic mechanism in health promotion (Epp, 

1987). It is broadly conceptualized as clients acting on their own behalf to achieve, 

promote, or maintain maximum health (Steiger & Lipson, 1985, p.12). Pender (1996) 

identified self-care as a universal requirement of life and health that requires adherence to 

therapeutic regimens in times of illness. For many, however, it is often more than a 

requirement; it is the desired means of obtaining, maintaining, and regaining health. 

Individuals with UI are no exception (Milne, 2000). Self-care is a vital component of 

strategies to manage as well as treat the condition. Whether initiated with or without the 

advice and instruction of health care professionals, the vast majority of these strategies 

must be maintained in the home environment. 

A review of self-care strategies for UI suggests they can be conceptually 

classified as management or treatment-focused. The former include the use of protective 

padding, frequent voiding, and other strategies that facilitate coping (Mitteness, 1987) but 

do not treat the underlying causes. They are often innovative and derived through trial 

and error (Skoner & Haylor, 1993), but may actually worsen symptoms. Attempts to keep 

the bladder empty, for example, can contribute to reduced bladder capacity and increased 

voiding frequency (Engberg et al., 1995). In comparison, treatment-focused strategies, 

which are generally considered to include pelvic floor muscle rehabilitation, bladder 

training, and dietary modification, are directed at improving or eradicating the underlying 

problem (Wilson et al., 2002). The following sections explore what is known about the 

range of strategies individuals pursue at home and the factors that may impact their self-

care behaviour. 
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Management-focused strategies. 

A review of the literature suggests individuals with UI employ a predominance of 

management, as opposed to treatment-focused, strategies. Containment pads were the 

most commonly reported strategy in four studies (Brink et al., 1987; Klemm & Creason, 

1991; Milne, 2000; Thomas & Morse, 1991), used by 62 to 100% of participants. Other 

strategies have included always knowing where the bathrooms are and staying close to 

them when out (Brink et al.; Diokno, Brock, Brown, Fultz, & Herzog, 1988; Engberg et 

al., 1995; Fonda, Woodward, D' Astoli, & Chin, 1996; Klemm & Creason; Thomas & 

Morse). Although individuals frequently describe their UI as a minor problem (Dugan et 

al., 1998; Jeter & Wagner, 1990; Keller, 1999), much of their time seems to revolve 

around its management and the "constant vigilance" of toileting to stay dry (Thomas & 

Morse, p.13). 

As reported by Engberg et al. (1995), self-care strategies are generally 

individualized in response to personal and contextual characteristics. The goal, however, 

is often the same: to normalize the condition by performing strategies that can be 

incorporated into daily routines and keeping the incontinence a secret (Dowd, 1991; 

Engberg et al.; Skoner & Haylor, 1993; Talbot & Cox, 1995). Moreover, successful 

management may be judged by how well this goal is met regardless of the effort required. 

One research participant considered it normal to void every 45 minutes throughout the 

day and was pleased with the success of this strategy (Klemm & Creason, 1991), while 

another was voiding hourly but did not believe her UI had impacted her daily lifestyle 

because she had maintained dryness between voids (Milne, 2000). 
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It is difficult to assess if the predominance of management-based strategies 

reflects participant preference or lack of awareness of treatment options. In a survey of 

clients (n=200) attending a continence clinic (Brink et al., 1987), 62% wore protective 

pads, 53% voided frequently, and 25% restricted their fluid intake. These findings may 

have been biased by the question: "How do you manage this urine control problem" 

(italics added), but data were collected prior to treatment and it is therefore possible 

participants were unaware of alternative options. Similarly, when Engberg et al. (1995) 

administered a validated questionnaire to 147 rural community-dwelling older women, 

they reported self-care strategies were aimed at decreasing urine production, keeping the 

bladder empty, and containing leakage rather than treating the condition. Fifty-one 

percent of participants used protective padding, 55.1 % voided frequently, and 55.8% 

stayed near bathrooms when out. Only 21.8% had experience with pelvic muscle 

exercises and less than half of these believed the exercises were effective. The authors 

(Engberg et al.) reported participants seemed unclear about the exercises, however they 

apparently did not investigate the source of their information and whether or not they had 

sought professional help. 

There is some evidence management strategies may predominate among clients 

who have sought professional help. Fonda et al., (1996) reported their participants' 

strategies were management focused in spite of the fact that 33% (n=78) had previously 

consulted a specialist. Seventy-six percent reported voiding whenever they felt the urge 

and 46% wore protective padding. Only 9% were taking medication for their 

incontinence and none were performing PFME. Similarly, Thomas & Morse (1991) 

conducted in-depth interviews of older community-dwelling women in Alberta (n=60) 
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and found that although 75% of participants had sought professional help, the 

strategies they had pursued were generally self-taught. The most common was the use of 

protective padding (n=43; 71.67% ). Eleven participants (18.32%) admitted to voiding 

frequently while only five (5.33%) had ever performed PFME. Again, although help-

seeking behaviour was investigated its relationship with subsequent self-care strategies 

was not explored. 

It is evident that individuals with UI adopt a variety of management-focused 

strategies that may facilitate coping but do not treat the underlying condition. What is still 

not clear, however, is whether the performance of these strategies is based on informed 

decision-making or a lack of knowledge regarding treatment options. In an attempt to add 

clarity, the following section examines what is known about the performance of 

behavioural strategies following professional help-seeking, based on the assumption that 

the behaviours identified may reflect, at least in part, informed choice. 

Treatment-focused strategies. 

Treatment of UI, as previously suggested, is generally classified as surgical, 

pharmaceutical, or behavioural. As emphasized earlier, behavioural strategies such as 

pelvic floor muscle rehabilitation, bladder training, and/or dietary modification, are 

generally considered by specialists to be the first line of treatment because they are non-

invasive and have few side effects (Sampselle, 2003). They are also the preferred 

intervention for many individuals experiencing UI. Diokno & Yuhico (1995) presented 

150 female patients experiencing urge, stress, and mixed incontinence with options for 

treatment, including information about what each option involved and current success 

rates. Forty-three percent of participants experienced severe incontinence, defined as two 
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episodes or more a day, yet 61 % opted for behavioural strategies while 25% and 14% 

chose pharmaceutical and surgical options respectively. 

There are varying yet encouraging degrees of support for the effectiveness of 

behavioural interventions. As noted earlier, the treatment of stress UI by pelvic floor 

muscle exercises and of urge/mixed UI by bladder training has been supported by 

randomized controlled studies, and there is empirical evidence to support the relationship 

between reduction/elimination of caffeine and improvement in lower urinary tract 

symptoms (TCCF, 2001). There is also clinical evidence to support the effectiveness of 

pelvic muscle exercises in preventing or decreasing the incidence of UI and the 

effectiveness of adequate fluid intake in improving urinary symptoms (TCCF). Most of 

what we know, however, is based on short-term outcomes (six months or less) of 

supervised interventions; participants are assessed in clinical settings, instructed on 

relevant strategies, and seen at regular intervals throughout the treatment phase. For 

example, O'Brien (1996) reported that 71 % of community-dwelling participants in 

England were cured (dry) or significantly improved following four sessions of PFME 

and/or bladder training with a registered nurse. In a Swedish study (Hahn et al., 1993), 

participants (n=l 70) attended a weekly clinic for PFME training and supervision for one 

month, then monthly as required for up to a year and a half. They were also instructed to 

perform their pelvic exercises six to eight times daily at home. At treatment end, 70.5% 

reported they were cured or much improved. While it has been argued that such 

subjective findings do not correlate well with more objective measures of UI (Fonda, 

Woodward, D' Astoli, et al, 1994), others have suggested they may more effectively 
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represent the impact of interventions on quality of life and as such are relevant to 

behavioural change (Tannenbaum, Bachand, DuBeau, & Kuchel, 2001). 

Although such short-term findings are encouraging, Ul is a chronic concern for 

many and requires that strategies be maintained beyond completion of treatment 

programs. A review of studies that have investigated the long-term effectiveness (>6 

months) of behavioural strategies, however, suggests we know little about clients' on-

going self-care behaviour. This may be due, in part, to the variability in research designs 

and measures. Participants' performance of PFME has been subjectively assessed at 6 

months (Tannenbaum et al., 2001), 13 months (Dattilo, 2001), five years (Bo & Talseth, 

1996), and between two and seven years (Hahn et al., 1993), making it difficult to 

compare findings. Moreover, measurement tools have been generally inconsistent and, at 

times, of questionable validity. For example, Weinberger, Goodman, and Carnes (1999) 

investigated the effectiveness of a behavioural treatment program. At program 

completion participants (n=53) reported their condition as dry (22%), improved (47%), or 

unchanged (16% ), yet twelve months later they reported their UI as mild ( 43% ), 

moderate (33% ), or severe (21 % ). Although researchers suggested findings were positive, 

the inconsistency of measurement makes them difficult to interpret. Finally, since few 

researchers have identified the self-care recommendations given to participants at 

conclusion of treatment programs, it is impossible to assess their ability to maintain 

behavioural strategies. 

At the very least, a growing body of evidence suggests long-term performance of 

behavioural strategies is sporadic and varied. The impact of this inconsistency on UI 

outcome, however, remains unclear. B~ and Talseth (1996) investigated the five-year 
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outcome of a pelvic floor rehabilitation program and reported that 70% (n=14) of 

participants were still practicing pelvic exercises at least once a week. The relevance of 

the finding is questionable in light of the fact that participants who exercised at least three 

times a week had significantly less leakage on the pad-test. O'Brien (1996) examined 

self-care behaviours of clients (n=229) four years after completion of a three-week 

instructional program for PFME and/or bladder training. Only 27% (n=61) had continued 

their exercises for longer than one year, 61 % (n=141) had exercised for less than one 

year, and 12% (n=27) had stopped at program completion. O'Brien also reported that 

91.8% of participants who had continued their exercises believed they had maintained the 

improvement or improved further, compared to 60.71 % of those who had not. 

Other researchers have reported a non-linear relationship between the frequency 

of PFME performance at home and long-term UI outcome (Cammu & Van Nylen, 1995; 

Dattilo, 2001; Hahn et al., 1993; Hayn, Greco, Capuano, & Byrnes, 2001). Hahn, et al. 

examined the outcome of a PFME treatment program two to seven years after 

completion. Only 16 (15.4%) of 104 participants reported they were exercising four to six 

times daily as advised, 29 (27.9%) were exercising once a day, 53 (51%) once a week, 

and 6 (5.7%) not at all. Of interest, 26.9% of participants who were exercising once a 

week reported cure or improvement, compared to 16.3% of those exercising once a day 

and 8.6% of those exercising four to six times a day. More recently, Dattilo conducted a 

retrospective study to evaluate the effectiveness of a behavioural program involving 

PFME, biofeedback, and dietary counseling 13 to 20 months after completion. Outcome 

was measured subjectively by perceived improvement as well as bladder diary. At 

follow-up, 85.41 % of the 40 participants who had not had additional surgical or 
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pharmaceutical interventions reported they had maintained their post-treatment 

improvements. Yet only 57.1 % had maintained their behavioural strategies daily or 

several times a week and 30.61 % admitted to performing them less often than every two 

weeks. Although no direct relationship was detected between continued performance of 

the strategies and maintenance of improvement, findings must be interpreted cautiously; 

outcome variables measured on the bladder diary included pad use, which may not be a 

valid proxy for continence status (Cammu & Van Nylen). 

It is clear that self-care behaviour following behavioural treatment may be 

inconsistent at best, however physiologic and demographic variables such as age, gender, 

UI frequency, and UI severity have consistently failed to explain this variability (Datillo, 

2001; Fonda et al., 1996; Mouritsen, Frimodt-Moller, & Moller, 1991; Weinberger at al., 

1999). As such, researchers are increasingly turning to the explanatory potential of 

psychosocial factors. For example, to explain the non-linear relationship between the 

regular performance of PFME and subjective outcome, Cammu and Van Nylen (1995) 

suggested individuals strive to maintain UI at an acceptable level, and therefore may 

perform PFME only as they believe necessary. 

The impact of psychosocial variables has been explored in relation to preventative 

UI behaviour (Dolman & Chase, 1996), completion of behavioural treatment programs 

(Kartha, 1989; Kincade, Johnson, Ashford-Works, Clarke, & Busby-Whitehead, 1999), 

and uptake and maintenance of behavioural therapies (Chiarelli & Cockburn, 1999; Hayn 

et al. , 2000). Dolman and Chase explored the impact of perceptual variables on 

preventative performance of PFME among antenatal and postnatal women (n=.56). They 

reported that 31 % of the variance in intention to perform, and compliance with, exercises 
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was explained by the perceived cost of exercises (particularly the cost of remembering 

to perform them) and information about UL Thirty percent of the variance in compliance 

with daily performance was explained by remembering to do the exercises, information 

from media, and information from health care practitioners. Perceived cost was the only 

variable predictive of performance of the exercises over the past month, explaining 21 % 

of the variance. 

Kartha (1989), and more recently Kincade et al. (1999), investigated psychosocial 

factors affecting completion of a UI treatment program. Using a quantitative design with 

multiple regression, Kartha reported 22% of the variance in participant completion was 

explained by perceived barriers, perceived seriousness of UI, and perceived health. 

Furthermore, when participants (n=151) were asked why they had not completed the 

treatment program, 20% said they did not like pelvic muscle exercises, 14% said the 

exercises took too much time and energy, and 19% had experienced death or illness in the 

family. Kincade et al. conducted in-depth interviews with 10 individuals who had not 

completed treatment programs. Once again contextual and perceptual factors, such as 

difficulties with location and timing and competing demands and priorities, had 

negatively impacted attendance. Participants further commented the exercises were 

boring and it was difficult to know if they were doing them properly. The researchers 

posited that due to the insidious nature of UI, the condition can become an accepted part 

of life for many and, as such, time-consuming treatment can be de-motivating and 

problematic. 

The impact of psychosocial factors on clients' abilities to maintain behavioural 

therapies has also been explored. Hayn et al. (2000) investigated the relationship between 
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on-going performance of behavioural therapies and maintenance of symptom 

improvement one to two years after pelvic floor rehabilitation. Sixty-six percent (n=21) 

of participants reported they were still performing the pelvic muscle exercises daily, 

however participants who had discontinued them stated they were not helpful, they could 

not remember how to do them properly, and/or they could not remember to do them at 

all. Findings from focus groups convened in Australia (Chiarelli & Cockburn, 1999) 

supported the impact of psychosocial variables in general, and perceived barriers, in 

particular. Recurring themes among post-partum participants, aged 23 to 38, included the 

difficulty of remembering to do the exercises and lack of knowledge regarding normal 

bladder function or the role of pelvic musculature. 

Finally, researchers have recently begun to explore ways to facilitate positive self-

care behaviour and to enable on-going performance of behavioural therapies. Paddison 

(2002) reviewed relevant literature in search of common themes, and suggested frequent 

contact with health care professionals may be related to increased performance and 

higher rates of UI improvement. Few of the studies reviewed, however, had explored the 

relationship among such factors and behavioural outcomes and findings, though useful, 

are speculative at best. 

In a study not reviewed by Paddison, Kim (2001) conducted a randomized clinical 

trial to examine the effect of education, follow-up, and encouragement on PFME 

performance. The intervention program administered to participants (n=48) comprised 

"adherence enhancing strategies" (Kim, p. 71) such as a calendar and schedule guideline, 

an informational pamphlet and audiotape to take home, and regular telephone follow-up 

for encouragement, counseling, assessment, and confirmation of method. Results 
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indicated that significantly more participants in the intervention than control group 

reported their UI cured at three months of therapy (p<0.05). Moreover, there was a 

significant difference in the frequency of PFME performance (p<0.001). On average, 

those in the control group were performing 30 to 40 contractions a day, while 50% of 

those in the intervention group were performing 90 to 100 a day. Participants reported the 

message their incontinence would be improved by doing the exercises was the most 

important influence on their performance of PFME, and that the schedule outlining 

PFME performance and calendar for recording practice were very useful. 

In summary, it is clear individuals with UI perform a range of self-care 

behaviours. Although research findings suggest these strategies are predominantly 

management-focused, they may reflect a lack of knowledge regarding treatment options 

rather than informed decision-making. They may also, however, reflect behaviour-

specific cognitions such as perceived barriers. Participants who have sought professional 

help have demonstrated frequently inconsistent and/or irregular performance of 

behavioural strategies that has been poorly explained by demographic or physiological 

variables. In contrast, there is increasing evidence that psychosocial factors may impact 

both short and long-term behaviours and, more importantly, that some of these factors 

may be amenable to change. Recent findings suggest perceptions related to the strategies 

themselves and realities of daily living may be very useful (Kincade et al., 1999; Hayn et 

al., 2000). There is no doubt, however, that exploring these multidimensional factors 

should be a collaborative project involving open dialogue between health care 

professionals and the true experts, individuals coping on a daily basis with UL 
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It has been suggested that, "the quest for a useful organizational map of 

qualitative methods is not unlike the search for the Holy Grail" (Miller & Crabtree, 1992, 

p.13 ). While this may be true, it also holds that research methods should be selected 

based upon their ability to most effectively and completely answer the research question 

(Downe-Wamboldt, 1992). The purpose of this chapter is to describe and explain the 

method employed throughout this study. It begins with a description of the overall 

research design and an explanation of the rationale for selecting fundamental qualitative 

description as the method (Sandelowski, 2000) and individual as well as focus group 

interviews as data collection strategies. The chapter continues with a description of how 

participants were recruited and assigned to interviews, and an explanation of how and 

why individual and focus group interviews proceeded as they did. Analytical procedures 

are identified to illustrate how codes were assigned, categories established, and how 

patterns as well as themes were captured. Finally, a brief description of relevant ethical 

considerations is provided. 

Overview of Research Design and Rationale 

This study, as previously reported, was part of a larger research program whose 

ultimate aim is to design, implement, and evaluate educational programs for UI that are 

realistic and client-focused. The purpose of the study was to enhance understanding about 

(a) the self-care strategies that individuals who have sought professional help for UI 

perform to treat/manage their UI and (b) the factors they believe have influenced their 

self-care choices. 
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Since the phenomenon of self-care for UI is poorly understood, fundamental 

qualitative description (Sandelowski, 2000) was selected as the method of choice. As 

noted by Miller and Crabtree (1992, p.6), qualitative description enables exploration of 

the "meanings, variations, and perceptual experiences of phenomena." As a research tool, 

it facilitated going to the source, that is individuals experiencing UI, to identify and 

describe their perceptions of UI self-care, the measures they had and had not initiated, 

and the factors they believed had influenced their decisions. Moreover, as a "low 

inference" method (Sandelowski, p. 335), qualitative description allowed the researcher 

to stay close to the surface of the data in describing these perceptions. As will be further 

discussed, it enabled participant-driven data and data analysis to ensure findings 

represented, as accurately as possible, participants' experiences and perceptions of UI 

self-care. 

Data were collected through qualitative interviewing to generate a fair and full 

representation of participants' beliefs and perceptions (Mason, 1998). The assumptions 

underlying this technique are that perceptions are "meaningful properties of social 

reality" (Mason, p.40) and are accessible through personal interaction. Phase One of data 

collection consisted of individual semi-structured interviews to provide depth of 

understanding, complexity, and roundedness of data (Mason). Phase Two involved focus 

group interviews designed to enhance depth as well as breadth of understanding 

(Robinson, 1999). Assuming that opinions and perceptions are not always readily 

available, focus groups can stimulate discussion and reflection as participants respond to 

each other and are reminded of situations that might have been overlooked (Robinson). 

This is of particular relevance to individuals with UI, a condition of insidious onset 
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involving minor and on-going lifestyle changes that may be difficult to recognize 

and/ or recall. 

Focus groups are also helpful in facilitating disclosure among disempowered or 

stigmatized individuals through recognition of shared experience (Goss, 1998; Robinson, 

1999). There is evidence UI sufferers are not only ashamed but often blame themselves 

for their condition (Milne, 2000), and as such are hesitant to discuss it with others. As 

noted by Carey (1995, p. 491), a common experience can "prove a strong bond" that 

overrides potential barriers. Focus groups also enable a safe environment because they 

do not require that participants respond to every question (Chiarelli & Cockburn, 1999; 

Higginbottom, 1998; Stevens, 1996). Less inhibited members commonly initiate 

discussion and provide a supportive environment for others to continue (Kidd and 

Parshall, 2000). 

Focus group interviews are not without issues. Analysis can be difficult and 

attention must be paid to group dynamics such as censoring of views held by less 

confident members, conformity, or dominance by more articulate/assertive members 

(Carey, 1995; Sim, 1998). Combined with individual interviews in this study, however 

they afforded the opportunity to enhance breadth of understanding, to further explore 

patterns and themes (Krueger, 1994) and to inform their resonance or theoretical 

generalizability (Mason, 1998). 

Selection of Participants 

Participant recruitment. 

Individuals were invited to participate in this study based on the following 

inclusion criteria. Participants had a history of UI and were: 
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1. 18 years of age or older 

2. independent in their activities of daily living 

3. able to provide informed consent in English 

4. able to articulate the self-care strategies they have initiated to manage/treat the 

condition. 

Participants were required to be independent in their activities of daily living to 

ensure the potential for some degree of self-care. Prior professional help-seeking was not 

mandatory as individuals with UI seek health-related help in diverse ways including, for 

example, the Internet. Including only those who had sought professional help could have 

biased our understanding of their self-care behaviour. 

Individuals self-selected to participate by telephoning the researcher, and had the 

opportunity to ask additional questions related to the research process. Potential 

participants answered screening questions over the phone to confirm eligibility for 

inclusion, to assess suitability and preference for individual or focus group interviews, 

and to collect information, such as self-care strategies initiated, that would assist with 

focus group assignment (Appendix A). 

Recruitment strategies included placing posters in various health clinics 

throughout Calgary, advertising in The Calgary Herald and Kerby News, and introducing 

the study at educational sessions held monthly at Grace Women's Health Centre. It was 

anticipated that 50 to 70 participants would be recruited to enable ten to twenty one-on-

one interviews and five focus groups of six to ten participants each. Following seven 

months of advertising, however, fourteen eligible individuals had self-selected to 

participate. To hasten recruitment and ensure the participation of individuals who had 
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experience with behavioural therapies, ethical approval was obtained to mail 

information about the study (Appendix B) to clients of three Calgary-based continence 

care services. Three clinics agreed to be of assistance: a physiotherapy clinic specializing 

in UI treatment, a nurse-led continence clinic caring for adults 55 years and older, and a 

multidisciplinary hospital-based continence clinic. To maintain confidentiality, letters 

were mailed directly from the clinics; the researcher did not know to whom they were 

mailed and those working at the clinics did not know who responded. 

Anticipating a low response rate from a single mailing (Polit & Hungler, 1995), a 

target of 300 past and current continence care clients was established. Physiotherapy 

clients were stratified according to the year they initiated treatment, to enhance 

representation from each of the years the clinic had been operating (1994 to 1999, and 

2002). Thirty-two clients from each cohort were then randomly selected (n=160) to 

enable exploration of both short and long-term behaviour. Those initiating treatment 

between 1994 and 1996 were treated as a single cohort due to their smaller number, and 

because as a group they represented clients with more than five years of potential 

experience with behavioural therapies for Ul. Advertisements were mailed to all clients 

who had attended the nurse-led clinic (n=80), in operation for approximately one and a 

half years. Finally, health professionals at the multidisciplinary hospital-based clinic 

agreed to distribute the letters to active clients at a rate of approximately ten per week for 

six weeks. 

Twenty-four participants were recruited within two weeks of mailing the 

advertisement. Recognizing that the existing sample size would enable approximately 20 
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individual and three focus group interviews, and in the interest of time and feasibility, 

recruitment endeavors were terminated with a final sample size of 38 participants. 

Participant assignment. 

Participants were assigned to individual or focus group interviews based on (1) 

the order of their phone call to the researcher, (2) individual preference, and (3) perceived 

suitability. As per the research design, individual interviews were conducted first to 

enable in-depth exploration and initial development of patterns and themes to guide focus 

groups. The first fifteen eligible participants were therefore assigned to one-on-one 

interviews, while subsequent callers were invited to attend group interviews. Interested 

individuals were informed that focus groups would consist of approximately four to eight 

participants with a history of UI and they would be free to contribute as they felt 

comfortable. They were also informed of the unavoidable loss of anonymity in a group 

setting (Sharts-Hopko, 2001), but that only first names would be used. 

Individual interviews continued as necessary to accommodate personal 

preference. Willing participants were purposively assigned to one of three groups to 

ensure relative homogeneity with respect to variables that could impact their openness 

and the opportunity for dialogue (Sharts-Hopko, 2001; Vaughn, Schumm, & Sinagub, 

1996), such as gender and experience with particular self-care strategies. However, while 

homogeneity is important to ensuring comfort as well as content for discussion, a certain 

amount of heterogeneity is helpful to stimulating active dialogue (Higginbottom, 1998). 

Participants with differing perceptions of behavioural therapies, as suggested through 

screening, were therefore purposively assigned to the same group whenever possible. 
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Finally, pragmatic issues including the availability of participants and their willingness 

to wait until sufficient members had been recruited for group formation, impacted 

decisions regarding assignment. 

Data Generation 

Individual interviews. 

Individual face-to-face interviews were conducted at participants' residences. 

Each interview began with additional explanation of the study, following which willing 

participants provided informed consent (Appendix C) and completed a brief 

questionnaire comprising relevant demographic data and UI characteristics (Appendix 

D). 

All interviews were audio-recorded with permission from participants. Field notes 

were taken during and immediately following interviews to record information related to 

context and non-verbal communication and facilitate understanding of the complexities 

of the interaction (Mason, 1998). The researcher also noted points to address following 

the interview, to avoid assuming a clinical role that could alter the direction of the 

interview. 

Interviews lasted one to one and a half hours and were semi-structured, guided by 

a loosely structured topic guide (Appendix E) to ensure focused yet participant-driven 

discussion (Miller and Crabtree, 1992; Sandelowski, 2000). The discussion moved from 

general topic areas to more specific areas as necessary for elaboration and/or clarification 

(Sharts-Hopko, 2001). To open discussion, participants were asked to talk about their UI 

history: when they first noticed the problem, how it had/had not progressed, and what 

they had done to cope with and/or treat the condition. This overview enabled the 
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researcher to probe further into relevant areas and contributed to a more relaxed 

atmosphere by avoiding the question/answer format. 

At the end of each interview the researcher summarized key points to obtain 

participant feedback and clarification. Immediately following interviews, a written 

summary of procedural details and the researcher's impressions of relevant substantive 

content was developed to assist with analysis and to inform subsequent interviews. 

Focus group interviews. 

Focus group interviews were conducted at times and locations that were suitable 

to those involved. One occurred at a participant's home, since all members lived in close 

proximity, while two were held at the University of Calgary. Participants were called the 

day before to remind them of the upcoming session and to ensure clarity with directions 

that had been mailed out. Those attending interviews at the university were guided by 

strategically placed posters identifying the date and time of the interview and the 

researcher's name. The topic of discussion was omitted to protect their privacy. 

To stimulate comfort and conversation, university rooms were warm and 

comfortable but not cramped, offered adequate lighting, and were free of potential 

distractions or interruptions. Refreshments were available at the start and throughout 

interviews. Participants were told the location of bathrooms at the beginning of each 

interview and "bathroom breaks" were offered to all. As Goss (1998, p. 32) emphasized, 

however, "defining the emotional space can be more challenging." To promote a safe and 

relaxed atmosphere, chairs were arranged around a table so participants could see each 

other, and to encourage sharing of ideas (Krueger, 1994). The researcher, acting as 

moderator, was situated within the group rather than at the head of the table (Dilorio, 
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Hockenberry-Eaton, Maibach, & Rivero, 1994). Participants were introduced by their 

first names and encouraged once again to talk about their UI experiences to date. They 

were assured that there were no right or wrong responses, that the purpose of the 

discussion was to reflect on experiences and learn from each other, and that all 

viewpoints mattered (Sharts-Hopko, 2001). 

The role of the moderator was primarily to guide the discussion, to ensure all 

participants had the ability to contribute (Robinson, 1999), and, particularly when 

experiences were similar, to ensure the full range had emerged (Diiorio et al., 1994). 

Probes were used as necessary to clarify responses, obtain added detail, and encourage 

participation. Careful attention was paid, however, to avoid interrupting the flow of 

discussion, and notes were taken as necessary to facilitate return to certain points as 

appropriate. The moderator also took brief notes to enable summarization of key points at 

the end of each session and to obtain participant feedback and clarification. 

A colleague with focus group experience acted as observer and took 

comprehensive notes diagramming seating, detailing who was talking, summarizing 

content, and noting contextual issues such as group dynamics, environmental conditions, 

and non-verbal communication (Harvey-Jordan & Lang, 2001). At the end of each 

interview, the moderator and observer discussed issues that could affect analysis, such as 

participants who dominated the conversation, productive versus non-productive parts of 

the interview, and possible modifications to the interview guide (Kidd & Parshall, 2000). 

Data Analysis 

Analytical procedures must ultimately reflect the goals of a particular study. The 

broad goal in this study was to describe participants' perceptions related to UI self-care in 
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a way that captured patterns and enabled the emergence of themes while remaining as 

true to these perceptions as possible. Content analysis, the "least interpretive of the 

qualitative analysis procedures" (Sandelowski, 2000, p. 338), was selected as the method 

of choice. Demographic data collected at the beginning of interviews, however, were 

analyzed descriptively and presented as frequencies, percentages, means, and ranges to 

enhance understanding of sample characteristics and provide contextual information, 

such as the frequency of incontinent episodes, which could inform other findings. 

As Cavanagh suggested ( 1997) and a search of the literature has supported, there 

is no one set of procedural rules guiding content analysis. The following analytical trail 

therefore reflects procedures within this study that enabled distillation and assimilation of 

data into categories and sub-categories towards the ultimate emergence of "overarching 

ideas" and themes (Scherer & LaPier, 2001). It is important to reemphasize that due to 

the exploratory nature of this research interviews and therefore data were largely 

participant driven. Moreover, all codes were derived from the data, often reflecting 

quotations within, and were therefore subject to review as new data emerged 

(Sandelowski, 2000). 

Analysis of individual interviews. 

As reported earlier, interviews were audio-taped and transcribed word for word, 

including unfinished sentences, pauses, laughter, and audible gestures. Transcriptions 

were reviewed in entirety for accuracy and small errors corrected that could, in fact, alter 

meaning. During the first phase of analysis, the researcher conducted an in-depth reading 

of each transcribed interview and accompanying field notes. As part of a cursory case 

analysis (Patton, 1990), a summary (one to two paragraphs) was written presenting an 
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overview of each participant's relevant demographic characteristics and initial 

impressions regarding his/her perceptions. This overview promoted contextual 

understanding (Downe-Womboldt,1992), and returning to it throughout analysis 

facilitated staying true to the data and participant meaning. 

After two in-depth readings of transcribed data, the first level of coding was 

applied to identify broad substantive content; that is to capture the "varying emphasis of 

meaning" (Hickey & Kipping, 1997). Units of analysis were short phrases, sentences, and 

at times segments of discussion, as relevant and necessary to maintain context. Examples 

of first level codes were Help-Seeking, Psychosocial Impact, and Pelvic Floor Muscle 

Exercises. Codes, such as Perceived Benefits of Dietary Changes, were also applied at 

this level to define the data as completely as possible (Cavanagh, 1997). Using a 

Microsoft word program, data were cut and pasted into their relevant categories, 

including data from field notes. This was of particular importance, as data frequently 

emerged when, for example, participants walked the researcher to the door and reflected 

upon parts of the interview. 

The second level of coding involved re-examining the content within each 

category to identify commonalities and differences that reflected emerging patterns. Data 

were rearranged into as many sub-categories as necessary to reflect participants' 

perceptions. For example, perceptions relevant to the category "Help-Seeking" included 

(1) factors that motivate help-seeking, with sub categories such as perceived UI impact 

and fear/concern for the future; and (2) barriers to help-seeking, with sub categories such 

as embarrassment and responses of health care professionals. Codes at this level were 

both manifest and latent (Downe-Wamboldt, 1992).The former were more visible and 
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superficial , and often derived directly from quotations such as "it was embarrassing." 

The latter required that the researcher describe the emphasis of meaning in a passage 

when it was less visible. In all such cases coded passages were long enough to promote 

contextual understanding and to maintain a clear analytical trail for potential review, and 

the researcher again stayed as close to the surface of the data as possible (Sandelowski, 

2000). 

Finally, the categorical findings were reviewed numerous times to facilitate 

exploration of emergent themes. As will be discussed, this required a further level of 

interpretation to examine the unifying links within and across categories (Sandelowski & 

Barrossa, 2002). Consistent with all stages of the study, however, the researcher 

endeavored to stay true to the data by maintaining awareness of context and participant 

meaning. 

Analysis of focus group interviews. 

Once again, the purpose of the interview should dictate the relevant analytical 

procedures. While it has been suggested that focus groups aim to develop a group 

position or perspective (Reed and Payton, 1995), in this study they provided a means to 

facilitate disclosure and reduce inhibitions through the sharing of a common experience 

(Carey, 1995; Goss, 1998; Robinson, 1999), as well as a means to increase the breadth of 

data (Krueger, 1994). Analysis, therefore, proceeded according to the steps previously 

outlined for individual interviews with special attention to group dynamics. 

Transcriptions were reviewed as a whole and, again, a brief case analysis written 

for each participant. Although individual case studies cannot be completed from focus 

group data (Morrison-Beedy, Cote-Arsenault, & Fischbeck-Feinstein, 2001), these 
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summaries comprising demographic data and relevant perceptions/beliefs again 

enhanced understanding of the individual. Recognizing the importance of group effect 

(Kidd & Parshall, 2000), however, a "group case analysis" was also completed. This 

involved an in-depth reading of the transcription and observer/moderator notes. 

Reflections on group dynamics, including issues related to acquiescence, self-censoring, 

or coercion (Kidd & Parshall) were then summarized. Similarities and differences in 

perceptions were also noted, and initial impressions of the broad themes that emerged 

recorded. 

This review of the focus group as a whole enabled a more rigorous line-by-line 

coding of data by ensuring attention to context and group dynamics. Transcriptions were 

subsequently coded according to the procedure for individual interview data. Contextual 

understanding was further enhanced through coding and subsequent cutting and pasting 

of "narrative units" (Kidd & Parshall, 2000, p. 300) or chunks of conversations, as 

necessary. 

Summary of Methods 

This study was designed to enable understanding of self-care behaviour for 

urinary incontinence and factors that impact behavioural decisions. Due to the 

exploratory nature of the research, fundamental qualitative description (Sandelowski, 

2000) was selected as the method of choice. Participants chose to be interviewed 

individually or as part of a group. Phase One of data collection involved loosely 

structured individual interviews to facilitate open discussion of perceptions related to UI 

and self-care, while Phase Two comprised focus group interviews to stimulate discussion 

and enhance breadth as well as depth of understanding. 
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Participant-driven interviews were audiotaped and transcribed in entirety. 

Content analysis enabled organization of transcribed data into categories and sub-

categories based on codes that emerged from within, and were therefore subject to change 

throughout analysis. Special attention was paid to focus group dynamics. Perhaps most 

importantly, contextual understanding was promoted by cutting and pasting large enough 

units to remain true to participant meaning and ensure meaningful portraits of their 

experiences (Sandelowski, 1993). 

Ethical Considerations 

The Conjoint Health Research Ethics Board of Calgary, Alberta, provided ethical 

approval for this study in general (Appendix F), as well as additional approval to mail 

study advertisements to clients of three continence clinics (Appendix G). The 

comprehensive plan for protection of subjects participating in this study was as follows. 

Individuals self-selected to participate in the study and provided informed consent 

following full disclosure of the purpose and format of the study. Their anonymity was 

protected by insuring no possible link between the data and individual respondents 

(Lederman, 1991). Furthermore, although focus group members were known to each 

other by first names, they were asked not to discuss proceedings outside of the interview 

settings. 

The researcher and supervisory committee alone have access to the audiotapes 

and transcriptions. Audiotapes will be erased upon completion of the study. All other data 

have been stored in a locked filing cabinet that can be accessed only be the researcher, 

and will be destroyed after a seven-year period. 



Self-Care for UI 47 
Possible benefits of participation in the individual and focus group interviews 

included the ability to discuss perceptions and to gain information from other 

participants. The risks of participation were minimal. Participants might have felt unease 

at discussing a sensitive topic, however at no time were they obliged to share information 

or feelings. They were reminded at intervals of their rights to consult the relevant ethics 

committees and to withdraw from the study at any time. 
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The focus of this chapter is the analysis and presentation of qualitative findings. 

The first section comprises a description of the sample based on analysis of participants' 

relevant demographic and Ul characteristics, to provide context for subsequent findings. 

In the second section, qualitative findings are presented in terms of categorical patterns 

that emerged, including similarities and differences. 

Description of the Sample 

Thirty-eight individuals self-selected to be part of this study. As reported earlier, 

participants completed brief questionnaires describing themselves and their incontinence 

history at the beginning of each interview session. Descriptive findings related to relevant 

demographic data and characteristics of UI including duration, frequency and amount of 

urine loss, and use of protective pads, appear in Table 1 and Figures 1 through 4. 

Participants ranged in age from 24 to 86 years, with a mean age of 65.38 years. 

Thirty-three were female (86.84%) and five (13.16%) were male, while 57.89% had a 

minimum of college education. The majority had been incontinent for at least two years, 

and 63.16% for longer than five years. Fifty percent experienced leakage and wore 

protective pads most days or more often. 

Only two participants (5.26%) had never sought professional help, while the 

majority (n=26 or 68.42%) had sought help within five years prior to the study. The most 

common therapy that had been recommended by health care professionals was pelvic 

floor muscle exercises (n=26; 68.42% ), either alone (n=12) or in combination (n=14) 

with other therapies such as medication and dietary changes. 
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Finally, it should be noted that when participants completed a scale reflecting 

how they felt about their UI (Appendix D, question #10), 49.93% reported they would be 

delighted, pleased, mostly satisfied, or mixed about living the rest of their lives with it 

just as it was at the time of the study, while a similar 51.07% reported they would be 

mostly dissatisfied, unhappy, or would feel terrible without improvement. 

Participant Assignment 

As reported earlier, participants were assigned to individual or focus group 

interviews based in part on the order of their phone call to the researcher and, in part, on 

personal preference. Factors impacting these decisions will be discussed in the final 

chapter, however it is important to note that 25 individual and three focus group 

interviews (n=3, 3, & 7) were conducted. Participants were initially assigned to particular 

groups to promote homogeneity, as much as possible, of gender, age, and therapeutic 

experiences. All focus group participants were female for three reasons. Firstly, male 

participants joined the study at intervals that made it difficult to establish all-male groups. 

Secondly, the researcher believed mixed-gender groups would inhibit disclosure and 

thirdly, all male participants experienced UI in association with prostatic hypertrophy 

and/or surgical intervention, and appeared on screening to have had different experiences 

than female participants. 
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Table 1 
Sample Characteristics: Demographic Data 

Category Frequency Percentage 

Male 5 13.16 

Female 33 86.84 

Living alone 14 36.84 

Living with other(s) 24 63.16 

Grade 9 Education 1 2.63 

High School Education 15 39.47 

University/College Education 20 52.63 

Post-Graduate Education 2 5.26 



Figure 1. Duration of UI reported by participants 
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Figure 2. Frequency of UI reported by participants 
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Figure 3. Amount of wetness reported by participants 
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Figure 4. Participants' use of protective pad 
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Qualitative Findings 

The purpose of this study was to enhance understanding about the self-care 

strategies that individuals with UI perform and the factors they believe have influenced 

their self-care choices. Research questions therefore explored (1) the self-care strategies 

participants with UI were performing, (2) the perceived benefits of these strategies, (3) 

the factors participants believed had impacted their self-care choices, and ( 4) the factors 

participants believed had facilitated and/or impeded their performance of behavioural 

strategies. 

Data were generated within individual and focus group interviews and were 

largely participant driven. Findings therefore related indirectly, as well as directly, to the 

research questions and have been organized within the following four categories or 

substantive content areas: Perceptions of UI, Help-Seeking Behaviour, 

Management/Coping Strategies, and Treatment-Based Strategies. Participants' 

perceptions related to the perceived benefits of strategies, factors that impact care 

choices, and factors that facilitate or act as barriers to their performance, are presented 

within their relevant categories. The themes that emerged from these findings are 

presented and discussed in the following chapter. 

It is important to note that frequencies appear only to enable readers to assess the 

potential relevance of findings and should not be interpreted in terms of percentages or 

proportions (Hickey & Kipping, 1996). How often a comment was made may have been 

as much a factor of the direction of conversation as, for example, agreement or 

disagreement about an issue. 
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Perceptions of Urinary Incontinence 

At the start of both individual and focus group interviews participants were 

encouraged to talk about their experiences to date, including when their UI began, what 

contributed to it or caused it to worsen, and how it had progressed. Data also emerged 

throughout interviews as participants discussed, in particular, the psychosocial impact of 

their UL 

As the following findings suggest, participants recalled their UI onset with 

varying degrees of difficulty and some appeared to have normalized their UI for a time. 

Participants also had varied perceptions of factors that impacted their UI trajectory, while 

perceptions of psychosocial impact ranged from embarrassment to devastation and social 

isolation. 

Onset of Urinary Incontinence 

It was apparent that several participants had normalized their UI; that is, they had 

ignored their symptoms as long as possible, or attributed them to something other than 

bladder trouble. One said, "it wasn't from incontinence, it was just if I laughed or 

coughed." Another was aware of occasional leakage but had not thought it abnormal until 

a physiotherapist asked about her bladder function. 

The insidious nature of UI onset, however, was also apparent as 15 participants 

could not recall when their problems with bladder control actually began. One stated, for 

example, "I've always had a lot of trouble holding .. .it's been like that for years." 

Another said, "I think it probably just crept up on me," and a third, "I must have been 

having problems many long years ago and didn't know it." For the majority, the 

incontinence became noticeable only as it affected daily activities such as fitness classes, 
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running, playing baseball or soccer, swimming, and doing volunteer work. One 

participant stated, "I noticed that every time I reached for something on a high shelf I 

could feel a dribble," and another said, "I was playing baseball which I hadn't played in 

several years, I was absolutely soaked." Only three participants reported their UI onset 

had been acute, as described in the next section. 

Factors Contributing to Urinary Incontinence 

Three participants could not identify any potentially causative or contributing 

factors. Three others related the acute onset of their incontinence to trauma associated 

with childbirth and the use of forceps. The majority, however, had experienced more 

gradual UI onset and as such had varied perceptions about its relationship to childbirth, 

dietary intake, bowel status, diuretics, and stress. Several participants attributed their 

bladder trouble to childbirth in general, emphasizing such factors as the number of 

deliveries and the size of their babies. One participant noted, "I've had four pregnancies 

and they were all very big babies," while another said, "I've had three children, so that is 

the basis of falling apart." 

Several participants believed their dietary intake had impacted their continence 

status. One reported that while she was taking cayenne pepper pills her incontinence had 

worsened, although she was unaware of the connection until she stopped taking the 

medication. Another noted that sugar intake at night contributed to urinary frequency 

while a third reported that coffee was "a sure fire" recipe for trouble. Diuretics were a 

particular source of frustration, as three participants commented on the difficulty of 

maintaining continence while on "water pills." One described diuretics as a strike against 
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her, and another commented "they give you a water pill and then tell you you're not 

supposed to go to the bathroom every time you tum around." 

Three participants commented on the relationship between their bladders and 

bowels, associating constipation with an increased sense of urgency. Finally, several 

believed stress contributed to urinary symptoms noting, for example, "when I get anxious 

or nervous I tend to have to go more." 

Psychosocial Impact 

Participants made frequent reference to the perceived impact of their 

incontinence. The sub-categories that emerged included the following: psychological 

overlay, fear and embarrassment, and impact on daily lifestyle. 

Psychological overlay. 

Several participants reported that at one time, if not at the time of the study, they 

had believed their incontinence was a psychological rather than a physical condition; that 

it was "all in their heads." One spoke of the "tremendous psychological overlay" to UI, 

remarking that concern about wetting would lead to panic and panic to everything falling 

apart. Another participant remarked she had been incontinent on a train because she had 

been worried about not making it to a bathroom in time noting, "It's really 

psychological." A third associated her bladder problems with nerves, recalling a period in 

her life when her husband was ill and her UI worsened, while another participant who 

had a severe UI episode in an airport also put it down to nerves. 

It was apparent that the perceived relationship between urgency and triggers such 

as opening the front door furthered the belief that "it' s just a mental thing" rather than 
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illustrating the physiological connection between the nervous system and bladder. As 

one participant stated: 

I started thinking this is a psychological problem. It's not anatomical, 

it's in my mind ... every time I drove home and parked the car and 

stood up- good heavens- the floods came, and I thought you know, 

it's because there's a bathroom within easy reach. 

Information from health care professionals, however, seemed to relieve the self-

doubt and self-blame that accompanied the perception of UI as a psychological problem. 

For one participant, learning that her pelvic floor muscle strength was only 14% of what 

would be expected "reinforced that it's not in my head .. .I really do have a problem." 

Perhaps more dramatically, another who had experienced incontinence since childhood 

said, "I thought I was a freak, but he (the physician) explained everything so clearly ... I 

knew it's not just in my head." 

Fear and embarrassment. 

Six participants reported feelings of fear and/or embarrassment related to their UI. 

One reported panicking several times a day, whenever she felt the sudden urgency. Fear 

for a participant in her 30's was associated not only with her current condition, but also 

with the knowledge that for some people UI is a chronic condition. 

More commonly, however, participants spoke of being embarrassed by their UI, 

feeling there was something wrong with them. One, who had been incontinent for many 

years, said that her mental health was highly stigmatized by the condition, and recalled an 

incident from her childhood when a teacher had called her by an Olympic swimmer's 
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name because, she believed, of her notable wetness. A nurse remarked that even with 

medical background, "you're embarrassed .. .it's like you're a little kid." 

Embarrassment appeared to impact participants' abilities to discuss their 

condition with others. One commented, "When I had to talk to my doctor I was so 

embarrassed, and I thought now how ridiculous is this?" Another had avoided saying 

anything to her husband, but had been able to talk to a close friend with a similar 

condition. Finally, one participant summarized the impact of this embarrassment saying, 

"the not talking about it was probably the hardest part." 

Impact of UI on daily lifestyle. 

Participants remarked frequently on the effect UI had on their lifestyle. There was 

a definite range of perceived impact, from descriptions of UI as a nuisance to a 

dominating force in their lives. Those who described it as a nuisance had reportedly not 

altered their lifestyle in any meaningful way. As one stated, "You just adapt." Another 

remarked, "It was something I lived with, I guess." Others had learned to work around it. 

One participant commented, "You alter things, so you do walking instead of running, you 

don't do aerobics you do yoga." The ability to adapt was also apparent with three 

participants who reported getting up to void three to four times overnight. Although their 

sleep had been affected, they seemed to have accepted the routine and did not believe it 

was problematic. 

Eight participants, however, commented on ways in which UI had negatively 

impacted their lifestyle. Several had reduced their physical activity. A very active 

participant in her 50's reported "Running wasn't very much fun because I would tend to 

leak." As a result, she had given up what she perceived as high impact sports. Another 
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participant had given up aerobics, stating she couldn't "run or jump, or anything where 

there is any kind of bounce at all." Similarly, a grandmother remarked she could no 

longer skip rope or jog with visiting children or grandchildren. 

One participant, however, spoke more about the social impact of her UI, stating 

she had become more of a homebody. Two others, who according to their descriptions 

had experienced frequent large-volume episodes of UI, reported that their conditions 

dominated their lifestyles. One said, "it predominates your life ... every time I have to go 

to the bathroom, it 's right now," and the other remarked, "I'm just one person, but it's 

hugely consuming of my life." 

Finally, several participants emphasized the psychosocial impact of their UI by 

recalling specific incidents. One reported being soaked at a party, yet remarked, "It 

wasn't a devastating issue." For the majority, however, the incidents were humiliating. A 

male participant reported he had to carry his jacket in front of him following an accident 

in Safeway, and summarized the incident saying, "If I don't make it, I am in deep 

trouble." Another male recalled being unable to walk five blocks to his rotary club 

without being soaked. A female participant stated she had to leave exercise class early 

because she was wet, and another described sitting drenched and embarrassed on an 

airplane with her coat wrapped around her. 

Summary of participants' perceptions. 

Participants had varying perceptions related to the onset of their UI, contributing 

factors, and psychosocial impact. Those whose onset had been acute were generally 

younger and had experienced pelvic trauma. Several others with more gradual onset were 

unable to recall when their UI had started, but could remember when it had become a 
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problem and/or began to interfere with their daily lifestyle. Most, however, could 

identify at least one factor that negatively affected their bladder function, including 

dietary factors, stress, and diuretics. Several had blamed themselves for their UI, 

believing it was all in their heads until a health care professional assured them it wasn't. 

What was perhaps most evident was that all participants had been affected by their 

incontinence in some way. 

Help-Seeking Behaviour 

Only two participants in this study had not sought professional help. Others had 

seen between one and five health professionals specifically in relation to their UL It was 

clear numerous factors had impacted participants' help-seeking behaviour. Described 

below, these factors have been categorized as factors that motivate help-seeking and 

factors that act as barriers. 

Factors that Motivate Help-Seeking 

Individual characteristics, particularly generalized health promoting behaviour, 

appeared to play a role in participants' help-seeking tendencies. One participant, for 

example, portrayed a sense of personal responsibility for her health and had sought help 

from a public health nurse, not knowing where else to tum. She kept records of all her 

medications and appointments, stating, "I think it's the only way ... that I'm going to 

benefit" Two others were involved in regular exercise classes and nutritional counseling, 

and one had attended a class to learn about bladder health before experiencing symptoms. 

Still other participants seemed motivated by a need to learn about their health 

conditions and had previously sought UI information on the Internet and in public 

resources such as the city newspaper. The three factors that seemed to have most 



Self-Care for UI 61 
commonly motivated help-seeking, however, were UI impact, fear or concern for the 

future, and knowing others with Ul. 

Impact of UI. 

Numerous participants stated they had sought help because their UI was 

negatively impacting their lifestyle. One participant reported she was getting up three 

times a night to void, however the majority were no longer able to maintain what they 

perceived as their normal daily lifestyle. A male participant, who had not previously 

sought help but managed for years with pads, stated that because the UI was "starting to 

interfere now with ... the daily routine" he intended to see a doctor. Four others reported 

they had sought help when they realized they could no longer go for walks, hike, run, do 

aerobics, or play baseball, while two were motivated by severe UI episodes that had 

occurred in public. 

Participants appeared to have sought help when they believed the UI was not 

manageable; that is when it could no longer be concealed from others and they were 

unable to do all they were used to doing. They reported being "fed-up" and "open to 

anything" that would assist them in returning to a normal lifestyle and reduce the 

potential for embarrassment. Whether motivated by a severe incident or the necessity for 

lifestyle change, participants had recognized on their own that they needed help. Two, in 

fact, had delayed help-seeking stating, "I didn't think it was that big of a problem .. .It's 

not that I had it every day," and "I didn't think it was necessary." 

Fear or concern. 

Fear or concern about the future appeared to motivate help-seeking for several 

participants. A younger participant who was very incontinent following childbirth stated, 
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"that was frightening .. .I would always have to wear depends for the rest of my life." 

Several participants assumed that incontinence increases with age, and it was apparent 

that the older they became the more motivated they were to seek help. As one participant 

said, "incontinence increases with age and I'd like not to be sitting in a puddle 20 years 

from now, so I have more commitment now that I'm in my fifties." Another stated, 

''When you 're young you don't know about all these things." 

Several others were as concerned about being "smelly" as being wet. A female 

participant remarked, for example, "I don't know what is in the future, and if anything 

happens to me I don't want to be smelly." 

Knowing someone with VI. 

Several participants were motivated to seek help because they knew someone 

with Ul and wanted to do whatever they could to avoid their incontinence worsening, 

particularly as they got older. One participant spoke about acquaintances in nursing 

homes, while numerous others had mothers or sisters with UI and didn't want to end up 

like them. As one participant summarized, "I guess I'm motivated, 'cause, you know, I 

saw my morn." 

Others were motivated to seek help by someone they knew whose UI had 

improved. One had sought help, for example, because a surgical procedure a friend had 

had "just cleared the whole thing up," although when the specialist did not mention this 

as an option the participant did not ask. A focus group member reported she was 

requesting a referral to a specialist after hearing the "surgical success stories" of two 

others in the group. In contrast, first-hand knowledge of an unsuccessful and irreversible 

surgery had acted as a deterrent for another participant. 



Self-Care for UI 63 
Barriers to Help-Seeking 

Participants described several factors that had negatively impacted their 

professional help-seeking behaviour. Upon analysis these factors were categorized as: (1) 

embarrassment, (2) lack of information or misinformation, (3) realities of daily living, 

and (4) factors associated with the health care system including responses of health 

professionals and prior interventions. 

Embarrassment. 

Several participants reported that embarrassment had impaired their ability to seek 

professional help. One stated, "Even being able to say to them yes, I have problems with 

incontinence, that was a huge hurdle to overcome ... because wetting your pants is 

something that babies and toddlers do." She commented further that even the language 

(wetting your pants) is difficult. Another had never mentioned her UI to her doctor 

because "it's a personal thing ... a private thing," while a participant who had been 

incontinent since childhood had been deterred because "it was shameful for me ... you feel 

quite like a freak, plus embarrassed." More distressingly, one participant who was teary 

throughout the interview blamed herself for her current bladder condition because she 

had been unable to discuss the condition with her family or her physician. Her self-blame 

appeared to further deter help-seeking. 

Lack of information/misinformation. 

Numerous participants had not sought help recently because they did not know 

where to go or because of misperceptions. One participant commented, "I couldn't get 

anybody to tell me who I could see," and another at the time of the interview "didn't 

know there was anybody you could see." A third participant, who had had surgery 
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approximately 30 years ago, hadn't had anybody advise her about current treatment 

options. 

Misperceptions related to these options also impeded help-seeking. Two 

participants believed they had to live with UI because they "just figured nothing could be 

done about it." Others believed UI was an old age condition and "there was nothing out 

there to help." 

Still other participants had not sought help, or not returned for help, because they 

believed surgery was the only option available to them. One reported, "I was not keen on 

surgery because I knew it didn't always work." Another, who had had surgery 

approximately 40 years ago said, "I don't really want to have to go through that again .. .l 

don't want to have to take several months out of my life when I can't do anything," while 

a third "wasn't going back because that wasn't what I was going to do." As a final 

participant summarized, "When I figured I didn't want the operation, I figured I had to 

handle it myself." In contrast, five participants who were aware of their options, 

including three from a single focus group, had opted for behavioural treatment over 

surgery. 

Realities of daily living. 

Participants reported several factors associated with their daily living had 

negatively impacted their ability to seek help and to follow through with referrals. Two 

female participants in their fifties noted work had interfered, delaying a physiotherapy 

appointment for one and a cystoscopy for another. The latter, in fact, had seen a specialist 

but could not find the time for the recommended tests: "I got really busy at work and now 

I'm in the process of trying to get back into that line to see what can be done." Another 
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participant had not mentioned her UI to her physician because her husband had been ill 

and she didn't want to burden him with any more problems. 

Prior help-seeking and the health care system. 

Participants discussed several factors associated with health care and the health 

care system that had affected their ability or desire to seek professional help. Five 

reported the responses they received from health professionals when they did seek help 

had been problematic. As reported earlier, a female participant who had been very 

motivated to seek help was told, "I doubt that exercises would do you any good," but was 

not given alternate advice. She had deduced there was no use trying to seek further help, 

and had waited as her UI worsened over the next two years. Another remarked, "I never 

really felt.. .they realize the significance of incontinence in somebody's life." Finally, one 

participant had sought help for troublesome UI and reported that when she asked for 

surgery "just to be over the problem ... they kept putting me off'. She had not since 

returned for professional help. 

Perceptions regarding prior interventions also seemed to negatively impact further 

help-seeking for three participants. All three had had surgery, two were reluctant as their 

surgeries had been unsuccessful, and another commented, "If I get somebody messing 

around in there again, there may be problems coming out of that." 

Finally, several participants stated they either had difficulty finding a family 

physician who was still taking new patients, or maintaining continuity of care. One said, 

for example, "I do believe if family physicians do ask that question (about bladder 

trouble) they should know where to send you next." Discouraged, she had concluded, "If 

he can't help me how can I help myself?" Two others had previous surgery for their 
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bladders and reported they were surprised that health professionals had not 

recommended follow-up or strategies, such as exercises, they might maintain at home. 

Results suggest that numerous participants who did seek help experienced 

arduous and long care pathways. Several had seen four or more health professionals and 

expended considerable time and/or effort determining where to go next. As reported 

earlier, an older participant who had learned about PFME from the Internet was deflated 

when her family physician said the exercises wouldn't help but offered no alternatives. 

She turned to a public health nurse, was advised to see a specialist, went back to her 

family physician for a referral, on to the specialist, then to a physiotherapist to learn the 

pelvic floor exercises. Another participant had seen her general practitioner and been 

referred to a specialist, then had to "visit a couple of dieticians" to assist her with dietary 

recommendations the specialist had made. Several participants also described problems 

moving between health care resources, particularly related to waiting times. There was a 

general sense that the appropriate care pathway is unclear to the public and to many 

health professionals alike. 

Summary of help-seeking behaviour. 

Participants' help-seeking behaviour was, in summary, variable. Many had 

refrained from seeking professional help until their UI impacted their lifestyle and was no 

longer manageable, while fewer had sought help as soon as symptoms appeared. Fear 

seemed to motivate help-seeking for some, particularly fear of the incontinence 

worsening with age, while knowing someone who had improved with treatment 

motivated others. Barriers included embarrassment, not knowing help was available or 

where to obtain it, and a misperception that surgery was the only option. Realities of 
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daily living also got in the way, as participants were too busy or had other priorities to 

attend to. Finally, participants spoke about factors associated with the health care system, 

particularly prior experiences, responses of health professionals, and arduous care 

pathways. 

UI Self-Care Strategies 

Participants described a variety of strategies they believed enabled them to cope 

with and/or to treat their incontinence. They had learned about these strategies from 

several sources, including word of mouth, the Internet, and health care professionals. 

What was perhaps most notable was that regardless of the original source of their 

information, most had experimented in one way or another, using trial and error to learn 

what worked best for them. For example, a male participant had been given information 

about two pelvic floor muscle exercise routines, one from a urologist and the other from a 

physiotherapist. He had combined what he perceived as the most useful of each 

remarking, "That worked better than anything." Moreover, after several years of working 

with exercise, he reported his most effective strategy was ensuring an empty bladder, but 

stated he wasn't sure why. To that end, he would do certain pelvic floor exercises, "cough 

about ten times ... bend over and push underneath." Others had discovered their bladders 

"worked better" when their bowels were empty. Another had experimented with dietary 

changes noting, "I just kind of play with it. .. but sometimes I have increased urgency and 

I really can't figure out what I had the day before that contributed to it." 

Participants appeared to have weighed the consequences of their behaviour. A 

female participant, who had discontinued her PFME in favour of yoga, stated, "I'll keep 

doing what I'm doing until I perceive there's a better way." Several reported they had 



Self-Care for UI 68 
decreased their evening fluids because they noted a direct relationship with getting up 

overnight to void. One participant, however, reported she was still drinking coffee and 

tea, but had increased her water intake. 

The remainder of this chapter comprises findings related to participants' strategies 

to manage or cope with their UI and/or treat their UI, including perceived barriers, 

facilitators, and benefits as appropriate. As reported earlier, strategies have been 

classified as management-based if they facilitate coping, such as the use of pads or 

decreasing fluids, but are not directed towards treatment of the underlying condition. In 

contrast, treatment-based behavioural strategies include bladder retraining and urge 

control strategies that can impact bladder capacity, dietary changes that may, for 

example, decrease the irritability of the bladder lining, and strategies to rehabilitate the 

pelvic floor muscle. 

Strategies that Enhance UI Coping/Management 

Participants described numerous past and current strategies they had initiated to 

cope with their UI. Strategies generally involved adaptations rather than strict limitations 

to activity. Some had become part of participants' daily routines and others were useful 

only in particular situations. All, however, involved a particular sense of caution and 

planning to enable social continence; that is to avoid being noticeably wet in public. As 

one participant noted, "You just have to plan what you 're doing." Participants, for 

example, had learned to watch the time when involved in physical activity or out 

shopping, with heightened awareness of when they might need to visit a washroom next. 

A grandmother described the anxiety associated with counting her bladder medication 

each morning of a family vacation because she "didn't want anything to happen." 
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Another had made a skirt to wear over her bathing suit so that she could continue to 

take long walks on the beach. Finally, a male participant routinely spent one hour every 

afternoon doing exercises and voiding at specific intervals to empty his bladder in order 

to go out in the evening with more self-confidence. 

There were particular similarities in participants' management strategies. These 

included the need to always know where bathrooms are, using them at frequent intervals, 

wearing pads, and limiting fluids. 

Knowing where the bathrooms are and using them. 

The majority of participants described some means of coping that involved 

focusing their days around voiding. One participants remarked, "At least I knew enough 

in advance that I could sort of pace myself and think, okay, I've got 20 minutes until I get 

to the next washroom." Knowing where bathrooms were was an important issue for 

many. As one said, "I locate all of the bathrooms in all of the stores wherever! go .. .I 

have to know where they are, because I can go to the bathroom when I leave home and 

get to my destination and I have to go again." Another stated she was able to continue to 

do what she enjoyed doing in part by making sure she always knew where the bathrooms 

were. 

Several participants routinely voided before going out, as well as frequently while 

out. As one participant reported, "you know when your time is getting close." This 

behaviour seemed to provide a sense of security. For one participant, each bathroom felt 

like it was the last she ever was going to see. Another remarked matter-of-factly, "I've 

been in the middle of Superstore or the middle of Safeway and I just leave my cart, come 

back, and pick it up again. It's just the way I've handled things." In contrast, a participant 
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commented on the consequences of not being able to void often enough while out 

stating, "I tried another place and I couldn't get in there, and by the time I got home I had 

not only lost urine, I had an involuntary evacuation." 

Wearing protective pads. 

When discussing strategies that enabled them to cope with or manage their UI, 

participants spoke most often about the use of pads. Pads were generally associated with 

the ability to maintain lifestyle by again enabling social continence. As one participant 

noted, "they saved my life many a time." Another remarked, "I think the goal was, yeah, 

for comfort, for assurance, like I can still go on walks .. .I can still do things." Participants 

referred to the additional confidence and security pads provided, stating, "I just don't feel 

secure if I don't wear them," and "It gave me confidence so that I could go out, and if I 

dribbled, well, it wasn't too bad." One, who had undergone what she described as 

successful bladder surgery, stated, "Rather than have an accident, I always wear a pad but 

very often they are dry at the end of the day." Another commented that the wetness was 

not an issue as long as the pads were able to contain it: "I've got protection, so I'm not 

worried about the dampness." 

Although certain participants stated they used pads all the time, ten reported 

wearing them only as necessary. As one remarked, "If I were doing something that might 

be problematic I might wear a pad." Most relied on pads only when going out rather than 

"around the house," in part because there was a bathroom available and in part because 

there are fewer consequences of being wet: "you just change." Pad usage had been 

progressive for others, increasing concurrently with perceived severity: "I used to wear 

just the .. .light panty liner. Well, that's not enough so I've gone to the ones now that are 
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for bladders." Several began by using pads designed for menstruation, however most 

were unaware at the time that pads specifically for UI were available. 

Finally, participants learned which pads worked best by trial and error. Few 

seemed to have had professional advice; most had experimented with several sizes and 

types before determining which one was the most suitable. As might be expected, 

participants' preferences generally involved pads that were slender and small, yet 

effective. 

Decreasing fluid intake. 

Seven participants reported they had altered their fluid intake in some way to help 

them cope with their bladder trouble. The caution and planning evident in other strategies 

was also evident here. Two participants, for example, gauged their fluid intake carefully 

on trips, when washrooms were less available. Several reported they had cut down on 

drinking altogether. One stated, "I know you should have lots of water, but. . .it just seems 

to go straight through me." Another reported she would not drink before going out, while 

four had stopped drinking in the evening to avoid or reduce the need to get up overnight. 

Finally, one participant altered the time she took her Metamucil on days she went out 

noting, "with Metamucil you 're supposed to drink two big glass of water." 

Summary of Coping/Management Strategies 

In summary, it was apparent that participants had experimented with numerous 

ways to maintain continence. In particular, they were cautious about only going places 

with washrooms, and planned much of their outings around the timing of their next visit 

to one. The use of protective pads provided them with an enhanced sense of security and 

comfort, and most had learned through trial and error which pads work best. Finally, 
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several participants reported limiting their fluid intake at certain times to avoid being 

wet while out. 

Treatment-Based Strategies 

Numerous participants who had initiated self-care strategies to cope with their UI 

also had experience with specific treatment-based strategies designed to eradicate, or at 

least reduce, UI symptoms. Strategies included surgery and the use of medication, 

however since the focus of this research was ·behavioural strategies most discussion 

related to the following: dietary changes, urge control strategies, bladder training, and 

pelvic floor muscle rehabilitation. Data reflected not only which strategies participants 

had initiated, but also how and why they had maintained certain strategies over others. 

To illustrate the differences as well as the similarities in factors participants 

believed impacted their performance of behavioural strategies, findings have been 

categorized by therapy. Although factors may appear to be specific to each therapy, the 

patterns will be discussed and emergent themes, or unifying links, will be presented in the 

final chapter. 

Surgery and Medication 

Several participants reported they had undergone surgical bladder procedures 

between 20 and 30 years ago with varying amounts of improvement, while two focus 

group members had had surgery within the previous two-year period. As reported earlier, 

however, reluctance and/or fear of surgery had actually motivated others to initiate 

behavioural therapies. 

Ten participants discussed the use of medication in some way. Four, it seemed, 

were opposed to taking bladder-related medications, one because she wanted to become 
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pregnant again and the others because they were viewed as a last resort. Three others 

had tried UI medication, but commented on the perceived side-effects; two found them 

intolerable and had discontinued the respective medications while a third had gotten used 

to them. Finally, four commented favourably, stating their medication "worked 

beautifully," "increased capacity," and "helped a lot." 

Dietary Changes 

Participants commented more often on dietary changes they had made to improve 

their UI symptoms, including reduction in caffeine intake and increase in water intake. 

Nine participants had decreased their caffeine intake, although perceptions of "cutting 

back" varied. One, for example, was still drinking three cups of coffee a day, while 

another had one or two cups a year. Three participants found decreasing tea intake more 

difficult, although one had persisted because she recognized "two or three cups of tea is 

as bad as coffee." A female participant had given up milk because of the potential that 

lactose intolerance was irritating her bladder. Another had been on a rigid diet, avoiding 

most fruit and cheese among other things, for approximately two years at the time of the 

study. 

Finally, numerous participants reported they had increased their daily water 

intake, often in place of caffeinated beverages. As one stated, "I never used to drink 

water, now I'm up to four or five glasses a day." 

Factors that motivate/facilitate dietary change. 

Participants expressed varying degrees of difficulty associated with their dietary 

changes. For some, however, change seemed straight-forward. One reported, for 
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example, "I just changed," while another who had been incontinent for years before 

learning about the effect of caffeine on the bladder said, "psychologically, I just quit." 

Some were clearly motivated by perceptions of UI impact. One who no longer 

drank coffee stated, "I think just cause the suffering was so bad, I was really willing to try 

anything." The participant who had maintained a rigid diet commented several times on 

how difficult it was, but also how devastating her UI had become. In contrast, a focus 

group member who reported her incontinence was not a problem stated, "Every time I 

drink coffee I think, gee, I shouldn't be doing this." 

Several participants reported the perceived consequences of these foods and 

beverages motivated them to maintain dietary changes. One stated, for example, "that 

kind of stuff's easy for me, if I think it will make a difference." Another noted, "drinking 

tea and coffee I just say I've got a direct line, so I don't drink much at all," and a third 

stated, "if I drink lots of water, if I minimize caffeine, and ... just eat sensibly, it all just 

works better." Others, as reported earlier, had stopped drinking in the evenings because 

of the apparent consequences of getting up several times to void. Finally, it is noteworthy 

that one participant was not aware of the impact of cayenne pepper pills on her bladder 

until she stopped taking them and her symptoms improved. She remarked, "that's sort of 

what emphasized to me that there really was a relationship between food and what was 

happening to me." This realization may have been a factor in her ability to maintain a diet 

she described as very confining, for several years. 

Finally, the ability to maintain some dietary flexibility may facilitate on-going 

change. For example, one participant had learned she could "play with foods a little bit 

more" as she determined that some foods on the list really didn't bother her. Another 
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remarked she cheated a bit, stating, "you get tired drinking water all the time," and a 

third participant had learned she could "relax sometimes and have a cup of tea after 

work." 

Perceived benefits of and barriers to dietary change. 

Only a few participants commented .on the positive impact of their dietary 

changes, and all comments related to the benefits of increasing fluid intake. Two noted 

their urine was less concentrated and odorous with increased fluids, and one remarked, 

"The more I drink the easier it is on the bladder ... and I used to think my bladder 

wouldn't hold anything." 

Participants remarked more often on perceived barriers to increased fluid intake. 

Four, for example, reported difficulty decreasing caffeine intake in the workplace 

because of the abundance of coffee and coffee drinkers. Participants also remarked 

frequently on the perceived impact of increasing their fluid intake: "If I drink a lot of 

water I have to make sure that as soon as I feel the urge to go, I go. If I wait even a few 

minutes, I'm not going to make it." Another commented, "The more I drink the more I 

have to go, but I suppose that's normal." Several seemed willing to adapt to these 

consequences stating, for example, "I just make sure I'm near a washroom." For some, 

however, the perception of increased frequency and urgency seemed to impede dietary 

change. One stated, for example, "I know you should have lots of water, but. . .it just 

seems to go straight through me," and another remarked, "The reason I didn't drink water 

was because I used to have to go all the time." 

For certain participants this barrier seemed more pronounced. One reported, "The 

worst thing I can do is drink water." A young mother with daily UI episodes questioned 
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the feasibility of what she had been told by health professionals stating, "which is 

going to make me hold it longer: me not drinking and not having much go through my 

kidneys and into my bladder, or me drinking and having it irritate it less? Like, which is 

going to be the best for me if we have to drive five hours away?" 

Summary of dietary changes. 

Participants, then, had made several types of dietary changes as a group, including 

reducing caffeine intake, increasing water intake, avoiding milk, and avoiding fruit and 

cheeses. Several were motivated, it seemed, by the perceived impact of their UI, and 

others by the perceived consequences of these foods and beverages. Consequences, 

however, were not always readily apparent and perceptions were at times vague. 

Moreover, while few participants commented on the positive impact of dietary changes, 

several noted that increasing their water intake had actually contributed to increased 

urinary frequency and incontinence. Consistent with other potential barriers, some had 

adapted to the situation, by voiding more often for example, and others had reacted by 

reducing their fluid intake. 

Pelvic Floor Muscle Exercises 

As reported earlier, pelvic floor muscle exercises were the most common 

behavioural interventions among participants, who had learned to perform them from 

several sources including the Internet, word of mouth, and health care professionals. The 

implications of these varied sources will be discussed later, however it is clear 

participants had diverse perceptions about the desired consistency and frequency of the 

exercises. One, for example, believed she should perform 50 contractions daily to start 

and ten once her control improved, while others had focused on performing two exercises 
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sessions comprising numerous contractions each day. Participants who had sought 

professional help also varied in the number of appointments, from a minimum of two to 

three to a maximum of 15 to 20 over the period of a year. 

The purpose of this analysis was not to examine the relationship between factors 

such as the number of visits and adherence to recommendations, but rather to explore and 

describe participants' behaviour related to pelvic floor muscle exercises, and their 

perceptions of factors impacting that behaviour. The following headings represent the 

major substantive areas that emerged during individual and focus group interviews. 

Frequency of exercise performance. 

Participants with PFME experience were asked to describe how regularly they 

performed the exercises and how long they had maintained them. Results suggest 

frequency of performance varied considerably. A retired male participant had been 

performing his PFME two to three times a day for three years since prostate surgery, 

"even if we're on holidays or going somewhere." A female participant had been 

performing her exercises twice a day for eight years; "every day, faithfully, except 

sometimes on holiday." Both participants had visited a physiotherapist for approximately 

one year at the start of their bladder trouble. 

The majority of participants who had maintained PFME, however, reported that 

for the most part they performed them daily at best. Two female participants, for 

example, had been exercising each morning before getting up, one for eight months and 

the other for several years. Exercising once a day seemed to be a realistic goal for 

participants, including those who believed they should be doing them more often. As one 

stated, "I still don't do them as often as I should ... more like once a day." A female 
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participant in her fifties, who had previously maintained a more aggressive routine of 

electrical stimulation twice a day for six weeks, reported, "I try to do whatever she tells 

me at least once a day." Another who believed she should do the exercises four times a 

day was doing them once, but trying to perform more contractions each time, while a 

third reported she was doing them "definitely once a day, and probably twice." 

Nine participants reported difficulty maintaining their pelvic floor muscle 

exercises once they stopped seeing a health care professional regularly. A yoga teacher 

who had incorporated other forms of exercise into her daily lifestyle reported, "I basically 

quit doing them, and this isn't the first time." A focus group member said, "I did them for 

a while and I am sure like anything else, like flossing your teeth, you're fine for the first 

little while, and then it's just not something you think of all the time." A male participant 

reported he had maintained the exercises for two months after his appointments ended, 

and an older female participant had "slacked off" shortly after her four appointments. 

Finally, one participant reported difficulty maintaining the exercises while still seeing a 

physiotherapist, stating she would do them for a week or two after each visit then forget 

again. As another commented, "Why don't I floss my teeth- I do the week after I go." 

Participants were encouraged during interviews to reflect on factors that they 

believed impacted their ability to both initiate and maintain pelvic floor exercises. Their 

perceptions, categorized as facilitators of and barriers to PFME performance, are 

presented below. 

Factors that facilitate performance of PFME. 

Review of participants' perceptions suggests factors that facilitated PFME were 

psychologically or pragmatically oriented. The former included (1) having a realistic 
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goal, (2) belief in positive outcome, (3) fear and anxiety, and (4) perceived progress, 

while the latter included (5) progressive introduction of exercises, (6) developing a daily 

routine for some, (7) flexibility of performance for others, (8) follow-up, and (9) other 

factors. 

( 1) Having a realistic goal and expectations. 

It is generally accepted that most people benefit from having a realistic goal to 

work towards. For two participants this goal was fewer episodes of UL As one reported, 

"If it would go down 50% I'd be really happy with that." For several others, the goal was 

resuming what they perceived as a "normal lifestyle." One, who reported she had been 

faithful with her exercises stated, "You've got to have the motivation or the goal at the 

end of the road; with me it was hoping to get back hiking and skiing, which were a big 

part of my life before." Another remarked, "It's just the determination that I want to get 

back to a lifestyle that I used to really enjoy," including her two hour walks to a nature 

area. An older, retired participant summarized these goals stating, "I wanted to be able to 

do what I wanted to do without having to think I can't do that because there's no 

washroom along the way." 

Participants reported a sense of frustration when their goals and expectations were 

not met, and for some this frustration seemed de-motivating. One, who had experienced 

frequent large volume UI episodes post partum, was frustrated because she had believed 

the exercises were a short-term investment, but reported her UI worsened when she 

stopped doing them. She noted, "It was disappointing, I was hoping I was better ... and I 

can get on with my life." Another remarked, ''This has been a year and a half and I'm at 

like, between 40 and 50% of normal. . .it's frustrating, very frustrating." The impact of 
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this frustration varied, however. The former participant was performing her PFME 

sporadically at the time of the study, while the latter had maintained them on a daily 

basis. Another had discontinued her exercise routine in favour of surgery remarking, "it 

seemed so terribly slow." In contrast, a male participant who had persisted with his 

exercises reported, "there's no such thing as steady improvement." Rather than deterring 

him, this understanding seemed to enable his perseverance. 

Such realistic expectations of what can be accomplished and maintained on a 

daily basis may be most important to on-going motivation. A younger participant had 

been very frustrated by her inability to perform six sets of exercises a day while at home 

with a new baby, and had managed three at best. Another participant, facing similar 

frustration, was encouraged by her belief that exercise once a day was sufficient for most 

muscles, noting "I often can't fit in the exercises the number of times she wants." Several 

others commented on the relief they felt when advised they could go to every other day 

exercise schedules, or take the time off when they were on holidays. As one stated, "I 

was thrilled when I got the first weekend off .. .it really is freeing, I mean if somebody 

was working, or with a young family, I don't know how they would cope." 

(2) Belief in positive outcome. 

Several participants who had maintained their PFME continued to believe the 

exercises would make a difference. A male participant who had been performing his 

exercises for more than five years stated, "l 'ma firm believer in exercising, I just think if 

you accept it and figure, okay, keep on working at it. . .it works." Another said, "mentally 

I'm very alert to the fact I have to do them if I'm going to improve." The belief that 

exercising would make a difference had motivated another participant for two years, until 
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a perceived lack of improvement caused him to look for alternate possibilities. In 

contrast, three female participants had not maintained the exercises, one because she 

believed her incontinence was too severe for them to make a difference, one because she 

thought "It can't help, I'm 67," and the third because, "Something about doing them 

regularly hasn't convinced me they're going to work." 

(3) Fear and anxiety. 

Several participants reported they had been motivated to do their PFME by fear 

and/or anxiety. For some, this was associated with a desire to avoid alternative therapies, 

including surgery and self-catheterization. As one reported, "I will do anything to avoid 

the surgery, I just don't want to do that again." Another, who was advised to self-

catheterize reported, "She scared me into it. .. I said no, I've got to get somewhere the 

other way, then I got really motivated about my kegel exercises." 

Participants were also motivated by the fear that the odor of urine would be 

noticeable in public. One reported over-hearing a man say, "Whenever I am in the 

company of old ladies there is a smell of stale urine," and stated, "I don't want to offend 

like that." Another female participant stated, "What motivates me is really having the 

odor of an old person." 

Finally, several participants were motivated by the fear of returning to the way 

they were. A male participant who had been unable to walk a block without being 

"soaked" stated, "You have no choice! If you're going to beat it, you've got to do the 

ruddy exercises whether you like it or not. .. I'm not taking any chances, I don't want to 

go back to that problem again." Similarly, a female participant who had experienced a 
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"devastating" episode in public said, "I just didn't want to go back to that state." Both 

had maintained their daily exercises for several years when interviewed. 

(4) Perceived progress. 

Participants seemed to both need, and be motivated by, an awareness that they 

were performing their exercises properly. An older participant said, "I'd like to rent one 

of those dam little things to tell you when you 're tightening the right muscles." Another 

participant reported the manual assessment of pelvic strength had been helpful because, 

"It made me more aware of what was going on." One who was performing her own 

manual assessment remarked that although she didn't like doing it, inserting a finger 

intra-vaginally was the only way she could affirm correct muscle contraction. 

Several participants who had seen a physiotherapist commented the vaginal 

probe provided them with a better sense of what the exercises were actually doing. A 

younger participant stated, "I sensed more definition, and then I could feel that I did 

squeeze it tighter." The ability to visualize the contraction was also reaffirming. While 

one participant believed she would be able to sense whether or not the exercises were 

working by "whether I have a flood or a dribble," most believed they had benefited from 

additional feedback. As one summarized, "Sometimes you can't tell if you're squeezing 

properly, and it's like, when you see the dial you go, 'Oh, I guess I am', and then you 

begin to figure out where it is you are squeezing." 

Numerous participants reported they had been encouraged and motivated by the 

affirmation of their progress. One reported, "I could see the improvement with my own 

eyes; it would go up one notch the first time, and then when I went the second time it 

went up almost two ... that helped morale more." A second participant said, "You felt like 
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you were doing something worthwhile if you could make it move," and still another 

said, "At least I could see that it was working, and that's encouraging, very much." 

Finally, this need for affirmation of progress was best illustrated by a participant 

who had not maintained her PFME. When asked what she believed would enable her to 

maintain a routine, she reported, "As long as I can see some results in doing it." She had, 

in contrast, maintained an exercise routine to prevent osteoporosis and noted, "When I 

went back for my last appointment I had improved, so I thought well, I see that, so I keep 

doing it." 

(5) Progressive introduction of exercises. 

Most participants who had sought help from a health care professional reported 

their exercises had been introduced progressively. The majority were able to recall to 

some extent how the exercises differed from one another, and although they did not 

always comment negatively or positively, there was a clear sense participants believed 

the gradual introduction of exercises had been important to their progress. One 

participant stated, "we started out really slow, and I really did them," and another added, 

"she started off slowly, and then she had about five or six different exercises, and they 

were for different reasons ... some were for strength and some were for endurance." 

Participants also believed the ability to learn one exercise at a time was important. 

One stated, "she would do one exercise at a time, and give me a range of that" and 

another added, "there has to be an appropriate protocol of exercises that starts with the 

very, very easiest and moves from there, otherwise you get discouraged before you start." 

Finally, two participants related the importance of progressive introduction to 

physiological ability stating, "there's no way I could have done it all the first time ... the 
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muscle fatigue was- I just couldn't do anymore," and "she said that my pelvic structure 

was so badly innervated ... we have just progressively done different exercises." 

( 6) Having a routine to follow. 

There was also much discussion during interviews about how participants had 

managed to fit their PFME in during the day. Perceptions ranged from the need for a 

definite routine and schedule to follow to the importance of being able to do the exercises 

whenever possible, day and night. 

Most participants believed it was important to commit specific time to the 

exercise routine. One, in fact, had done her PFME four times daily while seeing a 

physiotherapist, and cited having a definite routine to follow as the main enabling factor. 

Another, who had tried to be more flexible with her exercises reported, "that absolutely 

did not work for me," while a third participant reported, "I can't just do them 

spontaneously." 

For a few participants, the PFME routine was best performed in the evening, 

watching television when the household was quiet, or later while in bed. Most, however, 

both employed and retired, reported they did their exercises every morning before going 

out. Responses included," I was up and had had a shower and then I would do them" and 

"I do them in the morning before I get dressed." As the latter concluded, "If I don't, well 

then, it (the time needed) is usually gone." Participants who were exercising twice a day 

generally added an evening session to their morning routine. Only one, a retired woman 

living alone, reported doing them in the afternoon. The evening session, however, was 

not as consistent and most participants seemed satisfied, as reported earlier, with their 

ability to fit the exercises in once a day. 
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Participants who had established regular PFME routines reported they took 

fifteen to forty-five minutes to complete, thereby explaining the need to set time aside. 

Those who had maintained their exercises for eight months and longer seemed to have 

made them a habit. As one stated, "you always feel guilty if you haven't done it." 

(7) Having flexibility. 

It must be noted that, in contrast to the preceding emphasis on routine, several 

participants believed the only way to get the exercises done was to fit them in whenever 

time allowed. One participant in her forties who was working full time stated, "You have 

to work it into your day ... and I think then you do it more often." She reported doing her 

PFME while in the bathroom and often while standing at her desk. Another who 

described herself as quite rebellious stated she would not stick to a forced routine, and 

therefore fit her exercises in while driving or reading. 

Other participants, however, questioned the ability to do the exercises while 

driving, or with other activities. One remarked she did the exercises with her face as well, 

and wondered what people in other cars would think. Several others commented on the 

need to concentrate, both on the exercises and on other things they might be doing. 

Position was also a factor, as exercises done lying down could not be done anytime or 

anywhere and therefore could not be fit in as easily. 

Finally, it did appear that participants who worked without specified daily 

routines were less consistent in their performance of PFME, and several reported they 

had really not maintained them at all. In fact, only one participant who was doing her 

exercises sporadically believed she had her UI under control and rarely required a pad. 
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(8) Follow-up. 

Numerous participants commented on the perceived benefit of monitoring their 

performance of PFME and their progress. For a few, the benefit was heightened 

awareness of the exercises, and encouragement to continue performing them. Participants 

commented frequently on the positive impact of regular visits to a health professional to 

assess their progress, particularly in light of the fact that minor improvements might be 

difficult to detect without specific monitoring. For example, as one remarked, "At the 

next appointment we would go over whatever I had done." Only two commented 

negatively, stating it was difficult to get to the appointments due to transportation issues 

and distance. 

Several participants believed they needed a "watch-dog," someone observing 

their progress, to remain motivated. One commented that even the researcher's visit had 

motivated her to re-focus on her therapy. She reported, "If I have homework, if I'm going 

to see the person .. .l'm more motivated." Another participant, who recognized she was 

doing the exercises for herself, stated she was motivated nonetheless by the desire to 

impress her physiotherapist. 

Other participants thought they could benefit from a pep talk, to encourage them 

to continue and remind them of the benefits of maintaining the exercises. As one noted, 

"I've always led a busy life, and the things that aren't, that don't give you a reason to be 

on top of them, you forget- now if you were encouraged." Another, who had discontinued 

earlier physiotherapy visits, due in part to cost, remarked she would "be willing to go a 

couple of times a year for a refresher." 
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(9) Other factors. 

Finally, participants commented about the usefulness of hand-outs and of 

reminders in facilitating their performance of PFME. Two had made good use of the 

written instructions a physiotherapist had provided; one kept them on her mirror, 

available at all times, and still referred to them eight months after finishing therapy, and 

another kept them accessible in plastic covers. 

Other participants commented on the usefulness of reminders in triggering 

exercise performance. A younger participant had done her exercises regularly while 

breast-feeding because it was an "easy reminder, an easy connection," but reported she 

had difficulty remembering when things became more distracting. She reported, "It's just 

mindset, I just have to do something every three hours and use that as a reminder." Two 

others were performing their PFME in the car, using red lights as reminders. 

Barriers to performance of PFME. 

The majority of participants had initiated pelvic floor muscle exercises, however 

abilities to maintain them varied substantially. Some had discontinued the therapy 

because it was not making any perceivable difference. This included a female participant 

with multiple sclerosis who had stopped after three months of effort, and a male 

participant who had performed his PFME for two and a half years before accepting they 

were not helping. Most, however, reported other perceived barriers including insufficient 

information, characteristics of the exercises themselves, competing interests, and cost 

( 1) Insufficient information. 

Participants, as reported earlier, learned about PFME from a variety of sources 

including the Internet, word of mouth (family, friends, acquaintances), reading, and 
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health care professionals. A common barrier to both the petformance and maintenance 

of the exercises was the apparent insufficiency of written information alone, whether 

from the Internet or hand-outs from health professionals, and subsequent lack of 

understanding. One participant reported she had sought information from the Internet but 

had not been able to figure it out; that is to understand the technique. It is noteworthy that 

at the time of the interview she had been petf orming her exercises for eight months 

following instruction from a physiotherapist, and was pleased with her perceived 

improvement. She emphasized, "Unless you went to someone who helped you I don't 

think you would ever be able to do them." A younger post-partum participant reported 

she had required several visits to a physiotherapist to petform them correctly: "I think I 

was tightening up my bum- you can't tighten your bum or your abs." A third had read a 

booklet instructing her to do her kegels, and reported thinking at the time, "I don't even 

know where my kegel is." In contrast, she had learned to differentiate the "front, middle, 

and back of her pelvic floor" and had maintained the exercises for eight years following 

several sessions with a health care professional. 

The majority of individuals who said they had read or heard about the exercises 

somewhere had either not maintained them or were not petforming them consistently. 

One participant reported she had only been doing her exercises sporadically, "not enough 

to make a difference," and another had not maintained them for "more than fits and 

starts." Many were also unaware that it could take several months to notice improvement. 

One participant stated, "I tried them a few times and said they're useless." 

Several participants were also unaware that PFME needed to be maintained to 

avoid recurrence of symptoms. One participant had stopped her exercises when she 
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noticed improvement: "I couldn't seem to keep it up, and I didn't realize that I should 

have." They also had varying perceptions of the appropriate frequency or number of daily 

contractions. One, who had read about PFME in magazines, said, "I would kind of think 

in terms of 10, 50, you know, something like that at a time." Another remarked, "You 

should do them a hundred times a day .. .I've read that's what you should do." Two 

others had been given written instructions from their family doctors but reported they had 

not been told about "any length of time or routine to it." Both had performed the 

exercises sporadically at best. 

Finally, three participants were performing other, more generalized exercises 

because they believed these could be substituted for the PFME. As a male participant 

noted, "I did most of the other isometrics and stuff until we started swimming about two 

or three years ago, and I figured an hour in the pool was exercise enough." 

(2) Characteristics of the exercises. 

It is of particular interest that participants who had maintained other regular 

exercise routines were unable or unmotivated to maintain their PFME. For example, one 

participant had been a runner and was currently a yoga enthusiast. She had maintained 

both activities on a daily basis yet had difficulty answering her own question, "Why am I 

not doing this?" A male participant was walking two miles a day for exercise following 

advice from a health care professional, but also had not maintained his PFME. 

It was clear that characteristics peculiar to the PFME impacted participants' 

ability and/or motivation to maintain them. Several commented on their obscure nature, 

including how hard it is to tell if you are doing them correctly and whether or not you are 

actually improving. As a participant remarked, "A lot of exercises, you go to the gym and 
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there's an external benefit that provides general reinforcement, but you don't really 

know about this one." Another commented, I can't exactly say I know what I'm doing 

with my pelvis all the time, but I know what I'm doing with my stomach when I'm doing 

those (other) exercises." Similarly, a participant noted while flexing her bicep muscle, 

"It's not like this. I can tell if I'm using this muscle." Another summarized, "It felt so 

insignificant to try and use these muscles." 

The obscure nature of the exercises seemed to contribute to their perceived 

difficulty. Participants, as recently noted, had trouble performing their PFME from 

written instructions. Several who had sought professional help also remarked on their 

difficulty: "She told us to do that in and up movement- that was confusing to some 

people." Another stated, "I was tightening everything- the stomach, everything. It's like 

wiggling your ears; they're dam hard to control." Still another, who had been very 

incontinent following childbirth noted, "At that time they all felt the same; there was no 

distinguishing the rectal muscles or vaginal or urinary." A focus group member attributed 

some of the difficulty to her age noting, "we're trying to do it after having a couple of 

kids, and we don't even know where those muscles are anymore. It's hard to visualize or 

feel those muscles when you haven't used them for years." Perhaps another best captured 

these comments when she said that even while doing the exercises with a physiotherapist, 

she wasn't really sure if she was doing them correctly. Two participants did note, 

however, that the exercises became easier with time, enabling those who persisted. 

Finally, participants who had not maintained the exercises, as well as a few who 

had, commented on how long it took to see any real progress. One reported, "I was so 

good about doing these exercises, two and sometimes three times a day, and I got there 
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and I'd made no progress- so that makes it hard!" Another stated, "You just feel like 

something should have happened by now." A very active female participant who was no 

longer doing her PFME sounded discouraged as she stated, "It felt like it would take so 

long to get some control; this was something that I had to do all my life." To help keep 

track of when she had started the exercises and any changes, one participant had marked 

monthly intervals on the calendar noting, "Otherwise, it's just like, now when did I 

start?" 

(3) Competing interests. 

There was a general sense throughout much of the interview data that participants 

faced so many competing interests that it became difficult for many to fit one more thing 

in, particularly two or three times a day. Numerous participants (n=lO) commented on 

how time-consuming PFME were. Of interest, three of these participants were retired, 

while seven were employed outside the home. Perceptions of time required varied from 

15 to 45 minutes, however in almost all cases the need to set this time aside appeared to 

have impeded participants' abilities to maintain the exercises. One participant, who had 

been advised to do three sets a day, stated, "I'm sorry- like, there's no way I can do stuff 

when I'm at work ... and sometimes I don't come home for supper." Another commented 

that finding the half hour she needed twice a day was the biggest problem she faced, 

while a third remarked, "It was taking me an hour to do. I guess that's why I kind of 

didn't do them in the end." A retired male who was no longer doing the exercises stated 

he "begrudged the time; a quarter of an hour in the morning and a quarter of an hour in 

the evening." Finally, a participant who had stopped doing her PFME remarked, "I had a 
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very busy lifestyle: I'm an executive, I have two children, I was always going places. I 

just couldn't find the time." 

Participants had clearly been faced with choices as life and activities of daily 

living tended to interfere with opportunities for exercise. For some, the exercises became 

just another thing to remember and fit into a day. As one participant summarized, "It's 

(UI) very troublesome and inconvenient, but I just feel that I don't have the time to be 

worrying about one more thing ... so we just kind of adjust for that with wearing 

Depends©." A younger participant with a baby described how difficult fitting the 

exercises in can be: "It's do the exercises and skip everything else or do those other 

things and skip the exercises. I'd have to take 20 minutes out of my day to lay down and 

do it." In spite of the severity of her incontinence and her apparent motivation to 

improve, she had trouble adhering to a recommended regimen. Instead, she did her best 

to do some exercises once or twice a day. As still another noted, 'We women are so 

geared to looking after everyone and not ourselves," and a third stated, "everything takes 

precedence over yourself!" 

It is important to note that certain participants were able to work around 

competing interests. In particular, a retired participant who had been doing his exercises 

daily for over two years noted, "The biggest nuisance is if you're playing golf. .. then I've 

got to get up at about 4:30 or 5:00 to get the exercises done ... but that's the only nuisance, 

you can live with that." Another managed to fit her PFME in by doing ten contractions 

after voiding, four or five times a day. Finally, several participants commented on how 

difficult it can be to fit the exercises in at night. As one remarked, "Sometimes I come 
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home and I'm just too tired, I'm just too tired." She reported she often fell asleep in the 

middle of sessions when she tried. 

(4) Minor psychosocial impact. 

As noted in the preceding section, there were several factors related to the pelvic 

floor muscle exercises that seemed to negatively impact participants' abilities to maintain 

them. As data analysis progressed, it also became apparent that participants who 

believed their UI was not a severe problem were less motivated to perform the exercises 

on a regular basis. Several participants, discussing why they had not maintained the 

exercises, made comments such as, "I think as much as anything, because I'm getting 

by," and "it was something I lived with, I guess; I didn't think it was that big of a 

problem." Another noted, "I will sometimes run a short distance and I might dribble a bit, 

but it's nothing really serious, I just sort of get damp a bit. I guess had I serious 

problems." A participant in her eighties reported she had trouble motivating herself to do 

the exercises, and commented she hadn't let the UI interfere with her life. Three others 

had maintained a pelvic floor muscle exercise routine until their UI had improved, but 

once better had to really "think about it" or they would not do them at all. 

(5) Financial cost. 

Participants frequently commented about the amount they had paid for continence 

care. In most cases this related to the cost of seeing a physiotherapist. Only one 

participant had sought help from a nurse in private practice, while a physician had 

assessed the rest. Comments by one participant were non-committal; she reported the cost 

but did not comment negatively or positively. Another noted the therapy was expensive 

but added, "I guess it was worth it." The majority, however, were surprised at the cost 
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and annoyed it had not been covered by Alberta Health Care. A younger participant 

noted, "I spent a fortune on physio- about thirteen hundred dollars." Another stated, "It 

annoys me that health care doesn't cover this because UI is one of the primary reasons 

people are admitted to nursing homes." Another, who was still performing her exercises 

regularly said, "It should be covered, cause my doctor recommended (the 

physiotherapist), but it doesn't matter: it's not covered." 

Several participants reported the cost of continence care was a barrier. Two were 

concerned that many on lower incomes must do without the care. Others noted they 

would return to a physiotherapist as long as their insurance paid for it. One, whose 

insurance had run out, was not be able to return until the following year. Another 

participant stated she would go for follow-up if it were covered by health care. She stated 

she was on a fixed income and added, "Why don't they go the other way and prevention. 

Instead it's the other way around." Somewhat in contrast, a participant who had 

discontinued her physiotherapy partly due to cost, reported she would be willing to pay 

for follow-up care about every six months to help motivate her to continue with the 

exercises. 

Perceived benefits of PFME. 

Participants who had been performing PFME commented frequently on the 

perceived changes in their UL Several remarked on changes in UI symptoms. Four 

reported they were getting up less at night, while another noted, "I don't have to rush into 

the bathroom with my jacket on when I come in from the outside." One participant 

commented on the control she had gained stating, "I find if I do the kegel exercises, it 

helps until I can get (to the washroom); it might be an hour, half an hour, five minutes." 
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Finally, a participant who was unsure about changes said, "Maybe it's helped in the 

fact that, when I get to the bathroom, I maybe don't dribble." 

Most apparent in these reflections was the ability of participants to recognize or 

describe UI change only in association with specific activities. As one noted, "I golf 18 

holes, and I was always running to the bathroom ... Now I can golf nine and then go to 

the bathroom, so that's progress." Another remarked, "It's amazing, I can go out walking 

the dog and I don't have to wear anything." 

Summary of perceptions related to PFME. 

Pelvic floor muscle exercises were, as reported, the most commonly 

recommended behavioural therapy for participants in this study. Yet their know ledge and 

understanding of the exercises, as well as frequency of performance, varied considerably. 

Participants who set goals to complete one set of exercises a day appeared to have 

maintained them most consistently, while participants who believed they were best to fit 

the exercises in whenever they could reported less success. 

Numerous factors motivated and facilitated participants' on-going performance of 

PFME. These included having a realistic goal, such as returning to a valued activity. 

Participants also needed to believe they could perform the exercises properly and that 

they would help. Fear was another motivating factor, as participants worked to avoid 

alternatives such as surgery or self-catheterization, or to avoid ending up like someone 

they knew. Findings also suggested that follow-up to maintain awareness of exercise 

technique, to provide encouragement, and to assess progress facilitated on-going 

performance of PFME. Positive feedback was important, as participants were often 

unaware of the progress they had made and benefited from affirmation. Finally, 
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progressive introduction of exercises and a daily routine of exercising facilitated 

maintenance of PFME for others. 

Participants commonly reported, however, that insufficient information had 

negatively impacted their ability to perform and maintain the exercises, particularly those 

whose sources included the Internet or written information alone. This was compounded, 

it seemed, by the obscure nature of PFME, as participants commented on how difficult it 

was to visualize whether they were doing them correctly, and to notice improvement. 

Finally, those leading busy lifestyles with multiple competing interests also reported 

difficulty maintaining the exercises, while participants who thought their UI was less of a 

problem seemed less motivated to persist. 

Bladder Training 

Participants discussing strategies they had initiated to manage or treat their UI 

were asked about bladder training. Nine reported they had some know ledge of, or 

experience with, bladder training (trying to lengthen the periods between voids), however 

none had maintained the strategy with any consistency or for any period of time. One 

participant stated, "I didn't do that consistently, and when I tell you it's an hour and a 

half between times, I'm not even positive about that." Another had tried to lengthen the 

intervals while measuring her intake and output for a bladder diary, but again with no 

apparent consistency. 

It appeared participants had little understanding of the therapy's underlying 

rationale as they continued with their usual voiding patterns. For example, one who had 

been advised to void every hour and a half remarked, "I don't know- I find my mornings 

are worse, and I'm forever going, and then after lunch, perhaps I'll not go until 
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suppertime." Another stated, "sometimes when the hour was up, I didn't have to go 

and I thought, 'why am I going', you know?" Finally, one participant remarked, "I don't 

really focus on it; I just feel like, if you've got to go you've got to go." 

The most apparent barrier to bladder training, however, was daily lifestyle. One 

participant who reported the therapy had helped a bit added, ''The trouble is the routine 

gets messed up, and once that happens, I've sort of lost it." An older participant who was 

consistent with her PFME but had not maintained her bladder training noted, "You can't 

gauge your life." 

The desire to live what participants perceived as a normal lifestyle conflicted with 

the need to maintain a pre-established voiding routine. A retired participant decided, 

"I've got to get on with my life, in some sort of manner." Another, who had performed 

his PFME regularly and consistently for several years, remarked, "That's virtually 

impossible. If you're out to dinner you can't get up and say pardon me, I've got to go, 

then sit down, and get back up again. That's the one exercise that I just couldn't do." 

Urge Control Strategies 

Participants commonly spoke about the strategies they had been taught by a health 

care professional to control the perceived urge to void. All strategies involved stopping 

what they were doing and concentrating on something that would distract them, such as 

swallowing several times, counting backwards, or opening and closing their hands. As 

one participants summarized, "If I can think about something else, if I can really take my 

mind away from 'Oh my God, I really need to pee."' 

Participants reported varied degrees of success with urge control strategies. A 

younger participant, who continued to experience daily episodes of UI one year post-
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partum stated, "Every time I push myself, which is what I'm supposed to do according 

to these ladies, the chance of leaking is more and more." Several remarked on their 

inconsistent outcomes, stating for example, "Sometimes it works and sometimes it 

doesn't." One participant tentatively commented, "I've tried it, but I'm very glad to get to 

the washroom anyway." 

Urge control strategies were associated with a consistent sense of anxiety. As 

several remarked, "The first message one gets is 'Hey, get in there, before you get 

leakage."' Another stated, "I can't really trust it to hang in there for another hour." One 

participant who stated, "I can never think clearly enough to count backwards," reported 

she often practiced urge control in the shower because it's safe there. 

Of particular interest, however, were participants' comments related to perceived 

benefits of urge control strategies. Several reported they had a renewed sense of their 

ability to control their bladder. As one remarked, "I've learned not to be a slave to my 

bladder." Another stated, "I feel empowered. I have much more confidence of having the 

urge come, knowing I don't have to find a bathroom right away. I never knew that I had a 

choice." Of particular benefit to the latter participant was a chart graphing the increase, 

peak, and ultimate decline of the urge sensation that conf'mned, ''This will pass, if you 

can just hang on." 

Perceived Benefits of UI Care 

Participants frequently commented on the benefits of their help-seeking and the 

interventions they had initiated. They remarked most often on their renewed sense of 

understanding and knowledge. One for example, had attended continence class and 

stated, ''The first thing that I learned was that it wasn't an old person's disease, that I 
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could do something about it." Another appreciated knowing help was available, while 

still others believed they had benefited from the general awareness that they could control 

their bladders, instead of their bladders controlling them. 

Participants also referred to a renewed self-awareness that emerged, at least in 

part, from completing bladder diaries. Although two had found it difficult to complete the 

diaries, the majority emphasized what they had learned. They commented on their 

voiding patterns, the amounts they were voiding, and the relationship between their 

intake and output. For example, one participant noted, "You're more aware and clicked in 

to how often you really do go" and another stated, "I didn't know how often during the 

day I was going ... that was really a surprise." Two others stated, "It helped to have the 

measurement of how much urine I did pass, and for the most part it was just a small 

amount," and "I never knew how much I voided at a time." Still others reported, "I have 

learned the more I drink the easier it is, and it comes through better" and "I was aware 

that I do actually drink a lot, and I probably don't empty." 

Participant Suggestions to Enhance Continence Care 

Towards the end of each interview, participants were asked to reflect on 

suggestions they might have to enhance continence care. As discussed earlier, several 

commented on the need for increased funding to enhance accessibility. Participants also 

commented on the need to encourage family physicians to raise the issue, particularly 

with female patients. One participant commented on the usefulness of posters in family 

physician offices, saying "I quite often sit in there for at least ten minutes, and I read 

everything on the wall." 
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Participants also commented on the potential benefits of Ul support groups. A 

male participant who had not previously sought help stated he would like to attend a 

group if one was available. Another remarked that if her UI worsened she would prefer to 

find a support group to share ideas with rather than seek further professional help, while 

an older participant who had attended an Alzheimer support group when her husband was 

ill thought a group for individuals with UI would be beneficial. 

Finally, two participants suggested PFME be integrated into fitness classes, both 

preventatively and as treatment. One noted, "So many men and women go to exercise 

classes: why don't aerobic instructors include a little bit on kegels?" 

Summary of Findings 

The focus of this chapter has been the presentation of qualitative findings. 

Findings were organized into the following major categories, reflective of the substantive 

content areas that emerged from individual and focus group interviews: (1) Perceptions of 

UI, (2) Help-Seeking Behaviour, (3) Strategies that Enhance UI Coping/Management, 

and ( 4) Treatment-Based Strategies. 

It is quite apparent participants spoke openly about their perceptions of UI and, in 

particular, how it had impacted their personal lifestyles. Many spoke about being fearful 

and embarrassed, and all had gone to varying lengths to cope with their incontinence in 

what they perceived as the most effective way. As participants reflected on these 

strategies, they discussed numerous factors that had both positively and negatively 

impacted their help-seeking behaviour, as well as their management and treatment of the 

condition. 
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In order to remain true to the data (Sandelowski, 2000), these factors were 

presented in context; that is within the category of intervention participants were 

discussing. Taking the analysis one step further, it was important to reflect on the themes 

that resonate beyond these categorical borders to give the data a deeper sense of meaning 

and perhaps clarify, if not illuminate, the implications. These themes are presented in the 

first section of final chapter in order that the reader may better understand and evaluate 

how they emerged from, and are connected to the findings , while acknowledging the 

additional level of interpretation required. 
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CHAPTER FIVE 

DISCUSSION OF RESEARCH AND RESULTS 

All stages of a research project, from developing the research question to 

assessing the implications of findings, require strategic decision-making. As Angen 

(2000, p. 392) acknowledged, "there is no choice but to be responsible for choosing." 

While decisions ultimately reflect the researcher's values and beliefs (Angen), they must 

also promote study integrity by remaining true to its purpose and the questions it seeks to 

answer. 

The purpose of this chapter is to discuss the choices made within this study, to 

explain and support them as relevant while acknowledging limitations. Since the integrity 

of a study is unavoidably linked to its usefulness (Angen, 2000), the chapter begins with 

discussion of emergent themes, locating them within the context of existing theoretical 

and empirical understanding. It continues with reflection on the relevance and 

implications of the findings for those the research was designed to serve, individuals 

coping with UI and health professionals involved with their care, with particular attention 

to on-going research needs. Finally, issues that may have positively or negatively 

impacted the integrity of the study are presented. The chapter will have served its purpose 

if readers can judge for themselves the rigor of the research, relevance of the findings, 

and overall usefulness of the project. 

Emergent Themes 

Frank (1997) emphasized the importance of extending qualitative findings beyond 

categories to themes, suggesting the former should rarely be considered a meaningful 

end. This transition requires an additional level of interpretation, going beyond manifest 
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meanings (Sandelowski, 2000) to capture the unifying links or threads within and 

between categories (Sandelowski & Barrosso, 2002). There can be no doubt that the 

theoretical perspective, professional commitments, and expertise of the researcher 

contribute to all aspects of a research study, including how themes unfold. Yet, as noted 

by Frank (p. 93), to omit this final phase of analysis would be to drain the "life blood of 

experience" from the research project. 

The three themes that emerged following careful readings and in-depth reflection 

on the findings were: (1) The major emphasis of UI self-care was maintaining a normal 

lifestyle (2) Seeing enhanced believing and (3) Barriers to UI care persist at personal, 

health care, and societal levels. These themes, and the numerous findings that contributed 

to them, will be discussed in the following sections. Although certain quotes and 

statements may be repetitive, they have been included to provide necessary background 

and inform the process of thematic development. 

Theme One: 

The major emphasis of UI self-care was maintaining a normal lifestyle. 

Participants had initiated varied strategies to manage or treat their UI, and results 

suggest most of these endeavors were directed towards the maintenance or recovery of a 

normal lifestyle. As reported in qualitative studies by Skoner (1994) and Mitteness 

(1987), many participants initially normalized their conditions, ignoring symptoms 

altogether and/or attributing them to other conditions or lifestyle factors. As the UI 

became more of a nuisance participants adapted various aspects of their daily routines 

and learned to work around it. Changes included wearing protective pads for additional 

confidence and reassurance. Similar to findings reported by Kinn & Zaar (1998), some 
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relied on pads only when out, but maintained a sense of self-control by not using 

them at home. Many participants also focused their days around regular and frequent use 

of bathroom facilities, planning outings based on their knowledge of where bathrooms 

existed. Still others adapted activities as necessary, for example substituting walking for 

running to remain active. 

Numerous researchers have reported similar coping strategies (Brink et al., 1987; 

Engberg et al., 1995; Fonda et al., 1996; Klemm & Creason, 1991; Milne, 2000; Thomas 

& Morse, 1991). Mitteness and Barker (1995) emphasized the amount of planning 

required as spontaneity becomes risky for those with UI, while Bush et al. (2001) 

described the "step-by-step" process individuals go through to make such changes and 

the vigilance required to maintain them. Yet participants in this study generally perceived 

their adaptations as minor provided they allowed them to carry on with their daily 

routines. Several reported they were getting up three to four times a night to void, and a 

male participant spent approximately one hour trying to ensure his bladder was empty 

before going out in the evening. These strategies, however, were not perceived as 

problematic and were considered effective as long as they enabled performance of other 

daily activities. 

There is increasing evidence that individuals may judge the severity of their UI by 

its impact on daily lifestyle (Burgio, Ives, Locker, Arena, & Kuller, 1994; Milne, 2000; 

Wyman et al., 1987). There is also evidence that those who interpret UI as a personal 

problem are more likely to seek professional help (Umlauf et al., 1996). Alewijnse et al. 

(2001) recently reported the most frequent reason given by individuals who chose not to 

be part of a study offering behavioural treatment for UI was their symptoms were minor 
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and not enough of a personal problem. Participants in this study who were no longer 

able to pursue what they perceived as normal lifestyles, for example those who 

experienced severe episodes of Ul in public, became more assertive in their help-seeking 

and therapeutic efforts. As one remarked, they were open to anything that would help 

control their UL Those who had given up certain aspects of their lives such as running or 

skipping with grandchildren, and particularly those who described the UI as a 

"dominating force," seemed more motivated to perform and maintain behavioural 

strategies. Once again, however, all strategies appeared to be directed towards 

maintaining or regaining a normal lifestyle. 

Consistent with this goal, participants also reported difficulty performing and 

adhering to treatment-based strategies that were, in and of themselves, personally 

disruptive. Of particular note, those who had been advised to perform PFME three to four 

times a day were more likely to have altered this frequency than their lifestyles. PFME 

are the most commonly recommended behavioural strategy and may be most preferred by 

clients (Cammu & Van Nylen, 1995), yet as noted in another qualitative study they can 

be perceived as a "major life project in themselves" (Ashworth and Hagan, 1993, p. 470). 

Participants in this study, most of whom had been instructed by a physiotherapist, 

remarked the exercise sessions took between 30 and 45 minutes to complete. As a result 

most performed one session a day, usually in the morning. This routine seemed to serve 

two purposes: (1) the exercises were done before participants left the house, and (2) once 

done they could keep their U1 as much in the background as possible. Most commented 

on the difficulty of fitting the exercises in throughout the day, particularly those who 

were working. It seemed this flexibility necessitated bringing their problem to the 
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foreground and therefore conflicted with the goals of maintaining a normal lifestyle 

and minimizing UI impact. 

Dietary modification was also personally problematic for some participants. 

Although supporting evidence is predominantly anecdotal, the most common dietary 

recommendations for individuals with UI are to increase fluid intake and reduce caffeine 

consumption (Wyman, 2003). Most participants were aware of these recommendations, 

yet only a few commented on their perceived benefits. Conversely, many reported a 

direct relationship between drinking more and experiencing increased urgency and urge 

incontinence. The negative impact this had on their ability to maintain a normal lifestyle 

seemed to contribute to their decisions to restrict fluids. Similar to findings reported by 

other researchers (Brink et al. , 1987; Engberg et al., 1995; Fonda et al., 1996; Klemm & 

Creason, 1991), participants limited fluids before going out and at other strategic times 

throughout the day and evening. 

Finally, the disruptive impact of treatment was perhaps most noticeable when 

participants were asked to maintain a voiding schedule for bladder training. According to 

a recent review of the literature, there is good evidence bladder training can reduce UI in 

women (Wyman, 2003). This evidence, however, tells us little about the ability to adhere 

to voiding regimens as part of daily lifestyle. Such regimens may be difficult and, for 

many, unrealistic. As a participant commented, "You can' t gauge your life." Rigid 

voiding schedules appeared to be in direct conflict with their desire to live a normal 

lifestyle, and in most cases participants had not initiated bladder training or had 

discontinued it shortly thereafter. 
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The need to maintain a normal lifestyle may have been the biggest factor 

affecting participants' care-related decisions and may explain the predominance of 

management-based strategies found by other researchers. As noted by Thome (2002, 

p.64), the major concern of individuals experiencing chronic conditions is "how to live as 

well as possible." In such circumstances health behaviour reflects an individualized 

balance between what is recommended by health care professionals and the client's own 

sense of what is best (Michenbaum & Turk, 1987; Thome). In order to persist with 

strategies, most participants in this study needed to incorporate them into what they 

viewed as a normal lifestyle. 

Theme Two: 

Seeing enhanced believing. 

According to Wright (2000), the majority of individuals make health-related 

decisions based upon what they know about the disorder, and perhaps more importantly, 

their direct experience of it. Direct and indirect experience related to U1 in general, and 

specifically to self-care behaviours, seemed to have important impact on participants in 

this study. To begin with, those who had experienced severe episodes of UI in public 

were more cognizant of the threat UI could pose. Actual rather than perceived 

susceptibility seemed a strong motivating influence; most of those who described a 

humiliating or traumatic experience had maintained a regular and consistent schedule of 

PFME. Chiarelli and Cockburn (1999) conducted four focus groups and similarly 

reported only those participants with personal experience of UI believed they were 

susceptible. 
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Participants were also motivated by what they saw in others. Several 

commented they had a relative or friend who was incontinent, and for many this 

awareness had apparently motivated help-seeking in an attempt to avoid similar 

circumstances. Others were motivated by successes; that is by knowing of individuals 

whose UI had improved following treatment. 

Experiencing both positive and negative consequences of their own self-care 

behaviour, however, seemed to exert much more influence on participants. Much of their 

learning, in fact, seemed to have occurred through an on-going process of trial and error 

that enhanced their ability to cope with "real life challenges" (Thome, 2000, p. 63). For 

example, participants who commented that water went right through them generally made 

a conscious decision to restrict fluids, particularly before going out. Such experiential 

learning seemed to have lasting behavioural impact; as one participant reported, "If I 

drink lots of water ... and minimize coffee, it just all works better." Another, who noted her 

bladder symptoms improved when she stopped taking cayenne pepper pills, had made a 

direct connection between diet and bladder function that likely facilitated her adherence 

to a strict diet for over two years. Finally, participants who had successfully initiated urge 

control strategies even once to avoid a public accident had a renewed sense of confidence 

and control. Of interest, one participant remarked that before this experience she had not 

realized she even had a choice. 

Participants were more likely to make these connections, it seemed, when they 

were aware of what to look for. Many reported a general lack of understanding regarding 

normal bladder function and their own bladder habits until they sought professional help. 

In a recent study (Dowd, Kolcaba, & Steiner, 2003), researchers emphasized how 
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surprising this lack of generalized knowledge is, noting the positive impact basic 

information on bladder health had on their participants' (n=39) perceptions of well-being. 

It seems, however, that habitual behaviours such as voiding are often as unconscious as 

they are repetitive (Michenbaum & Turk, 1987). Participants therefore had no baseline by 

which to judge their improvement, or lack thereof. Several commented on what they had 

learned completing a bladder diary, including how often they were voiding, how much 

they were drinking, and the relationship between what they drank and bladder symptoms. 

Moreover, completing the diary at regular intervals seemed to increase their awareness of 

even minor change and, as such, may have indirectly enhanced their self-efficacy and 

performance of behavioural strategies (Alewijnse et al., 2001; Culos-Reed, Rejeski, 

McAuley, Ockene, & Roter, 2000; Pender et al., 2002). 

As reported by Herzog, Fultz, Normolle, Brock, & Diokno (1989), participants 

also appreciated the ability to manipulate and combine strategies and learn first-hand 

what worked best for them; that is, to make decisions based on their own realities. The 

ability to try different therapeutic combinations or to alter routines by, for example, not 

doing exercises on the weekend, promoted first-hand understanding of consequences. A 

male participant who combined pelvic floor exercises from two therapists believed the 

routine was not only easier but also had better results. Of interest, he was still performing 

his routine twice daily two years later. A younger participant stopped her PFME for a 

week and was frustrated yet motivated when she realized her UI had worsened. Another 

had stopped her PFME altogether because she had not noticed improvement after three 

months, yet was running daily because of the awareness her bone density had improved 

between check-ups for osteoporosis: "I see that, so I keep doing it." 
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The benefit of not only understanding but also experiencing consequences 

likely has particular relevance to pelvic floor muscle rehabilitation. Although certain 

participants seemed motivated by the belief their PFME would make a difference, most, 

it appeared, had to see the difference to believe it. Participants commented frequently on 

their need for affirmation of progress through vaginal probes or at the very least digital 

assessment, stating the exercises by themselves felt insignificant and they felt they were 

doing something worthwhile if you could make the probem move. Other researchers have 

noted similar concerns. Kincade et al. (1999) reported participants (n::::::10) found the 

pelvic exercises boring and were unsure of their technique, while participants in an earlier 

study (Ashworth & Hagan, 1993, p. 468) remarked they were unsure if they were 

performing their PFME correctly or making a difference due to their "nebulous payoff." 

There is little empirical evidence that biofeedback-assisted PFME are more 

effective than PFME alone in reducing UI or improving adherence (Hay-Smith et al, 

2001). Participants, however, reported they were motivated by the ability to visualize 

their progress and by the knowledge they were getting somewhere. They also emphasized 

how difficult it was to learn PFME from written information alone, including pamphlets 

provided from physicians and/or instructions on the Internet. Several, in fact, reported it 

took numerous visits to a physiotherapist to master the exercises. Other researchers have 

reported similar findings (Shinopolous & Jacobsen, 1999). Bump, Hurt, Fanti, & Wyman 

(1991) assessed the ability of 47 women to initiate an appropriate pelvic muscle 

contraction after brief verbal instruction. Forty-nine percent of participants demonstrated 

an effective contraction, while 25% demonstrated an ineffective contraction with the 

potential to actually worsen their UL 
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Finally, the theme Seeing Enhances Believing was highlighted by 

participants' repeated emphasis on the importance of follow-up. This finding is not new; 

Diokno and Yuhico (1995) advocated the importance of close initial follow-up, noting it 

can take two to three months to notice change associated with PFME and frustrated 

clients may give up before that. Alewijnse et al. (2001) reviewed seven studies with 

follow-up intervals of one to seven years and reported the poorest UI outcomes were 

associated with participants who practiced PFME at home with minimal guidance from 

health care professionals. Participants in this study, however, had varied perceptions of 

why follow-up was important. Some thought it was helpful to know a health professional 

would be checking up on them, a sort of "watch-dog effect" to keep them motivated. 

Others believed they could motivate themselves as long as a health professional kept 

them informed of their progress, while a third group believed they needed regular pep-

talks and encouragement. Perceptions regarding ideal follow-up intervals varied, but were 

generally between 6 and 12 months. Only three participants reported they would rather 

continue on their own, due largely to difficulty getting to appointments and the relative 

cost of care. 

Participants, then, were motivated by what they had seen in themselves and in 

others. Change, however, was often slow and apparently insignificant and frustrated 

participants gave up on therapies such as PFME. Knowing what to expect made goals 

more realistic and provided context for their perceptions, while awareness of progress 

facilitated persistence with exercises that, for seemingly long periods of time, provided 

little external reward. Follow-up, participants believed, enhanced awareness of change 

and provided the encouragement necessary to carry on. 
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Theme Three: 

Barriers to UI care persist at personal and societal levels. 

Continence care has received increasing international attention since the 1970's. 

In spite of three decades of progress, however, most participants in this study had 

experienced numerous personal and social barriers that impacted their own health 

promoting behaviours and the accessibility of health care. Perhaps most concerning was 

the belief that their bladder trouble was "all in their heads." Participants' acceptance of 

self-blame reflected a lack of understanding of the underlying physiological causes of UI, 

and in particular the sensitivity of the relationship between the nervous system and 

bladder function. Moreover, several reported their self-blame had at some point 

contributed to the belief they had to cope with the condition on their own and, as a result, 

many had not sought help until the symptoms were severely impacting their lifestyle. 

Cochran (1997) reported similar findings when she interviewed older women with UL 

Several blamed themselves for their incontinence because, for example, they had ignored 

the urge to void on several occasions. When Ashworth and Hagan (1993) explored 

women's perceptions of PFME they found several blamed themselves for a lack of 

improvement because they had not performed the exercises regularly. Of greater concern, 

some believed they had no right to return for help because of what they perceived as 

personal failure. 

Participants in this study also reported that embarrassment had negatively 

impacted their help-seeking behaviour. One remarked, "It's a huge hurdle to overcome ... 

wetting your pants is something babies do," while an older participant who had delayed 

seeking help for many years said, "You feel like a freak." Yet several also emphasized 
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their fear of being old and smelly, fear heightened by remarks such as, "every time I 

am in the company of old ladies there is a smell of stale urine." 

Embarrassment and self-blame, then, had negatively impacted participants' help-

seeking behaviour as they experienced on-going difficulty admitting their condition to 

others. Recurrent myths, including the inevitability of UI with aging, deterred some from 

seeking help while several others believed that since surgery was the only treatment 

available, they had to handle the condition on their own. Such myths have persisted for 

decades (Alewijnse et al., 2001; Holst & Wilson, 1988; Jeter & Wagner, 1990; Keller, 

1999; Mitteness, 1987) and continue to impact perceptions and actions of individuals 

with UI and health care providers alike. As emphasized by Bush et al. (2001, p. 189), "in 

the social imagination UI is linked with frailty , disintegration, incompetence, and a 

general discrediting." 

Such misperceptions continue to abound among health care professionals. Several 

participants reported their family physicians had not responded to what they thought were 

clear requests for help, and reported feeling alone as a result. As one concluded, "If he 

can't help me, how can I help myself?" While this lack of response may reflect 

inadequate communication between clients and practitioners, it may also reflect a general 

disinterest among certain health care professionals and the lack of priority placed on 

continence care. Researchers (St. John, James, & McKenzie, 2002) recently conducted 

in-depth interviews with ten adults in Australia to explore their perceptions of UI service 

provision. Participants frequently commented on practitioners' lack of interest and 

empathy for their condition. There was a general perception practitioners were not 
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knowledgeable about UI and did not consider it a priority, which only furthered 

clients' reluctance to seek help. 

Participants in this study also felt compromised in their ability to seek 

professional care. For example, one reported that since her husband was ill she could not 

"put any more problems" on her physician. In several other cases participants simply did 

not know where to go. It is particularly disconcerting that many had learned about 

relevant resources from friends and acquaintances, often in passing, rather than from 

health care professionals who should be enabling an efficient and client-focused care 

pathway. 

Several participants had, in fact, followed arduous care pathways as they moved 

between four or five different health care professionals. Many had expended considerable 

effort searching out professional help on their own including a registered nurse who had 

been frustrated in her search for answers in spite of the fact that she working within the 

health care system. Those with the confidence, strength, and stamina to stay with the 

process had, it appeared, obtained the help they needed, although the route to that help 

had been circuitous. 

Finally, cost had presented a considerable barrier to certain participants. While 

several reported the cost was simply annoying, others had not maintained appointments 

with physiotherapists because their insurance had run out for the year or they lacked 

private insurance altogether. The cost of physiotherapy had particularly impacted 

participants' abilities to return for follow-up as they weighed this barrier with perceptions 

of what they might gain from a return visit. 
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It is clear that barriers continue to challenge individuals with incontinence at 

all levels. Persistent myths about the causes of incontinence, social stigmatization, 

embarrassment, and self-blame deter help-seeking behaviour and also negatively impact 

the ability and/or motivation of health care practitioners to provide help. Financial 

barriers also persist and make it more difficult for some than others to obtain the 

information, advice, or treatment they need. Yet incontinence continues to impact the 

overall health and well-being of over two million Canadians (TCCF, 2001) as they work 

with numerous strategies to improve their conditions and maintain their quality of life. 

Relevance of the Findings 

Self-care is the preferred route for many who experience incontinence. It is also a 

necessary component of the majority of behavioural strategies recommended and, given 

the chronic nature of UI for so many, may require a life-long investment of energy, time, 

and commitment. It is therefore important to enhance our understanding of the health-

related behaviours individuals maintain at home and the factors that enable or hinder 

these behaviours. The findings from this qualitative descriptive study should contribute to 

this understanding. The following sections comprise a discussion of their relevance and 

potential implications for theory, practice, and research. 

Theoretical Relevance 

At the broad theoretical level, findings from this study have supported the 

relevance of several HPM concepts (Pender et al., 2002). It was clear that perceived 

benefits and barriers had impacted participants' health-related behaviour, however as 

reported in numerous other studies (Pender et al.) participants were particularly aware of 

the latter and often remarked about such factors as time restrictions and competing 
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demands. Potential hurdles, however, seemed less problematic to those who were 

highly motivated to maintain continence and there was, as noted by the theorists, 

complex interaction and interdependence between factors. 

There was also evidence that perceived self-efficacy impacted self-care 

behaviour, as participants who exhibited confidence in their abilities to effectively 

perform therapies such as PFME were more inclined to have persisted. In contrast, three 

who had attributed UI to aging or believed their UI was too severe to respond to exercise 

had not. Once again first hand experience, for example noting improved pelvic strength 

on biofeedback assessment, seemed to promote self-efficacy. 

Also theoretically relevant was the fear and/or anxiety associated with the threat 

of incontinence. Although Pender (1996) suggested fear and anxiety are not consistently 

associated with health-promoting behaviour, participants who experienced what they 

described as severe incontinence and/or large UI episodes in public seemed motivated to 

avoid recurrence and had, for the most part, maintained treatment-based strategies. It 

appeared, however, that personal experience, or knowing someone else with troublesome 

incontinence, was necessary for the threat to impact behaviour. 

There was, therefore, general support for concepts within the HPM. Particularly 

noteworthy was the condition-specific as well as behaviour-specific nature of relevant 

factors. Although a few participants who had maintained PFME exhibited generalized 

health-promoting tendencies, for the majority the exercises were unique and required 

specific understanding and effort. Participants, for example, spoke about the obscure and 

apparently insignificant nature of the exercises and the lack of any obvious external 
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reward. Problems associated with bladder training, such as the strict schedule 

required, also seemed unique to the strategy. 

Findings suggest, however, it may be useful to broaden outcome variables beyond 

specific behavioural markers to quality of life. A predominant theme emerging from this 

study was that participants' self-care behaviours were motivated by, and directed toward, 

maintaining or improving quality of life. For some this was associated with resuming 

specific physical activities and for others it equated to the freedom of going out without 

knowing where all the bathrooms are. For the majority of participants, however, a desire 

for quality of life affected performance of management as well as treatment-based 

strategies. 

Quality of life is not a new concept in UI care. Numerous general as well as UI 

specific quality of life measures exist (for example, DuBeau, Kiely, & Resnick, 1999; 

Kelleher & Khullar, 1997; Wagner, Patrick, Bavendam, Martin, & Buesching, 1996; 

Wyman et al., 1987), however they have generally been operationalized in association 

with other tools to investigate UI impact. In a model that may be of particular relevance 

to UI self-care, Stuifbergen and Rogers (1997) conceptualized the three components of 

health behaviour as (1) antecedents to behaviour, (2) health-promoting behaviour, and (3) 

quality of life. Briefly, antecedents include barriers that inhibit selection or use of health-

promoting behaviours, resources (personal or environmental characteristics) that 

encourage them, and perceptual factors such as self-efficacy that influence them. Health-

promoting behaviours are mediating influences rather than behavioural outcomes, while 

quality of life, subjectively perceived by the client/participant, is the outcome and/or 

goal. 
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Stuifbergen and Roger's model (1997) was developed to explore health 

behaviour among individuals with chronic illness, specifically multiple sclerosis. As 

noted by Skoner and Haylor (1994), UI shares many characteristics of chronic illness, 

such as insidious onset, changeable and uncertain trajectory, and on-going management 

effort. Of particular relevance, for individuals coping with such conditions success may 

be commensurate with not letting the illness get the best of them. 

In summary, study findings have supported the important role that concepts such 

as perceived barriers and benefits, perceived self-efficacy, competing demands, and, as 

will be discussed shortly, individual and social factors can play in self-care behaviour. 

They suggest the importance, however, of moving beyond specific behaviours to quality 

of life as the outcome variable. Such conceptualization affords the opportunity to view 

health behaviour in terms of self-regulation and to recognize the importance of subjective 

perceptions. Practically, it recognizes that maintaining a specific regimen may be less 

important to clients than living as well as possible with a particular condition and, as 

such, enables a more holistic perspective of health (Sieber & Kaplan, 2000). 

Relevance to Practice 

According to the HPM and consistent with an ecological perspective, health and 

health behaviour are impacted by individual as well as structural and societal factors. The 

importance of understanding individually relevant factors was clear in this study. 

Participants were motivated to initiate, maintain, or discontinue specific strategies by a 

wide range of factors including fear of alternate therapies, persistent myths, and personal 

experience. For some, competing demands such as employment were on-going while for 

others they were often unanticipated. Participants also reported a variety of goals, such as 
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being able to ski again, and exhibited varying ability and motivation to overcome 

barriers. 

Acknowledging such variation in perceptions, the importance of understanding 

individual goals and realities cannot be over-emphasized. Therapeutic regimens should 

be developed as a team effort, wherein the health care practitioner may be viewed as 

expert in his/her knowledge of interventions but the client is viewed as expert in his/her 

realities of daily living. Exploring what is possible at the beginning of such partnerships, 

and maintaining sufficient contact to reassess each situation along the way, will be 

important to enabling on-going performance of behavioural strategies. Moreover, as 

noted by Michenbaum and Turk (1987), what we say may be less important than how we 

say it. Clients need to feel they are involved in a collaborative and ·supportive 

relationship. Most importantly, however, they should understand they have a choice and 

that, as one participant reported, the potential exists for them to take some control back 

from their bladders. 

Recommendations should also be somewhat flexible. Participants, it appeared, 

needed room to maneuver, to adapt strategies in order to maintain quality of life. Several 

appreciated knowing they could take an occasional break from their exercise routine, and 

others were particularly relieved when told they could take weekends off altogether. 

Finally, clients should be reassured that those who experience difficulty or "fall off the 

wagon" should not allow self-blame to prevent them from returning for help. 

Support and encouragement can be provided in the form of follow-up. Pelvic 

floor muscle exercises can be difficult to perform correctly and may seem obscure, 

insignificant, and boring. Moreover, it can take several months to notice any 
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improvement in symptoms. Clients may benefit from regular affirmation of progress 

and encouragement to persevere depending, of course, on their personal goals. Of 

particular interest, two participants who had visited a physiotherapist regularly for a year 

were still performing their PFME daily one to two years later, while nine who had 

infrequent contact had not maintained them. 

Perhaps central to individual decision-making regarding continence care is the 

need to be informed. It is clear that, in spite of the years of progress in the field, 

numerous myths persist and many with UI continue to feel ashamed and stigmatized. It is 

important we increase our efforts to inform health care professionals and the general 

public about UI, and in so doing encourage open discussion. In particular, members of 

the public need to understand what is normal in order to make informed decisions about 

self-care, when to seek professional help, and when to initiate therapeutic strategies. They 

also need to be aware of what is normal for them, as those with no baseline understanding 

may be less cognizant of the subtle yet important changes that occur. Finally, information 

provided must be complete and accurate, acknowledging that written instruction alone 

may be inadequate. Many participants had tried to perform PFME from the Internet or 

pamphlets; few were successful and most had given up. One, in fact, reported it had taken 

several visits to a physiotherapist to master the exercises. 

It is important to note, however, that no matter how well informed an individual 

is, behavioural choice may be self-limiting due to social factors and restraints (Wright, 

2000). As emphasized by study findings, it is important to consider structural changes to 

UI care that promote easier access and follow-up and facilitate on-going health promoting 

behaviour. Group teaching may be a relevant and helpful strategy. As noted in the 
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findings, individuals experiment with numerous strategies and use trial and error to 

learn what works best. Group sessions can provide a valuable resource for sharing such 

information, and as noted in focus group interviews individuals with UI are generally 

anxious to share their experiences and to hear what others have encountered. Several 

seemed motivated by the successes of other participants, and reported their intention to 

return for professional help and re-initiate their pelvic exercises following group 

discussion. Of interest, participants also suggested incorporating PFME into other group 

exercise sessions to enhance motivation and reduce the loneliness of doing them at home. 

Finally, as reported in another study (Milne & Moore, 2003) there is a need to 

ensure an effective, efficient, and client-focused care pathway. Of utmost importance, 

primary health care professionals need to become more knowledgeable about UI and ask 

clients about bladder control problems as part of routine examinations. Moreover, once 

the issue has been raised, primary health care providers should at minimum be able to 

provide information about what is normal versus abnormal and where the client may go 

for help. Several participants in this study continued to believe surgery was their only 

option, others were frustrated by the apparent lack of coordinated effort between health 

professionals, and still others had seen four to five health professionals over a span of 

years to get the help they needed. Those working in the field of UI, particularly within 

specific health regions, need to come together as a team to provide coordinated care that 

enables rather than discourages help-seeking. Multidisciplinary care centers, as 

recommended recently by a panel of experts for the Canadian Continence Foundation 

(2001), would be particularly effective in easing client burden and promoting efficient 
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and thorough care. Cost must also be addressed, however, if UI care is to be truly 

accessible to all. 

In summary, study findings suggest the need to focus on individual as well as 

social realities of UI care. Those affected experience a wide range of symptoms and 

perceived impact, and attempt to manage and treat the condition within their own unique 

realities. Moreover, the majority may learn best by trial and error; that is by taking what 

they have learned and discovering on their own what works best. Therapeutic 

interventions must be developed within client-practitioner partnerships that acknowledge 

these realities and enable sufficient choice and flexibility to promote quality of life. 

Interventions, for example, may need to be adapted in recognition of a client's ability to 

perform PFME once daily at best, while bladder training may be more successful if 

barriers are understood at the start and voiding regimens initiated when they can actually 

be maintained. At the same time, however, structural and social barriers, such as the cost 

of UI care and insufficient support at the primary care level, must be confronted to enable 

health-promoting behaviour among individuals of all ages experiencing UL 

Directions for Future Research 

This study was qualitative descriptive in design with a relatively small sample 

size (n=38). Findings, therefore, have theoretical resonance but cannot be generalized to 

the broader population of community-dwelling individuals with UL It is important to 

expand this research to understand if findings are consistent across populations, 

particularly varied cultures and health care systems. Adhering to a similar qualitative and 

interview-based design would enable comparison, however it will be of particular 

importance to note differences in how UI care is delivered and how these differences may 
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relate to perceived barriers/facilitators. It would also be of interest to design focus 

groups consisting of health professionals working in the area, to explore their perceptions 

of factors that enable or hinder effective self-care and benefit from their experiential 

learning. 

Results of this study do, however, suggest complex interaction between personal, 

contextual, and social factors that may be hard to predict and likely reflect the 

unpredictable nature of life itself. Rather than looking for ways to measure the 

explanatory power of these variables or objectify self-care behaviour, it may be more 

relevant and useful to explore ways to enable it. Participants in this study reported 

numerous factors that may enable initiation and maintenance of specific self-care 

behaviours for Ul. It will be important to explore these factors in future research projects 

to understand how, when, and where they may be most effective and, of course, their 

ultimate impact on quality of life. For example, several participants emphasized the 

potential benefits of group learning and support, yet little is known about how likely 

clients are to actually attend such sessions, how often they might occur, and whether they 

are helpful over the short and/or long term. 

Participants also commented on the importance of biofeedback and follow-up in 

remaining motivated, informed, and encouraged. Although there is little evidence 

biofeedback-assisted PFME are more effective than PFME alone in reducing UI (Hay-

Smith et al., 2001), few have explored its impact on motivation and long-term 

maintenance of behavioural therapies. Similarly, little is understood about long-term 

follow-up, including whether or not those who attend regular appointments are better able 

to maintain improvement and what an appropriate schedule would comprise. 
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There are also gaps in our understanding of PFME that need to be investigated 

if we are to provide fully informed care, advice, and recommendations. For example, 

findings suggest performing PFME once daily enabled participants to maintain normal 

lifestyles however little is known about the quantity of pelvic floor exercises required to 

maintain improvement in muscle strength. Findings to date have been confusing and in 

certain studies participants who performed PFME less frequently reported greater 

improvement in symptoms (Dattilo, 2001; Hahn et al., 1993). As noted by Michenbaum 

and Turk (1987, p. 32), there is a need to investigate the "most functional adequate level 

of adherence that provides a therapeutic result rather than the ideal level." 

Finally, there is a need to explore the introduction of therapeutic regimens for UI, 

to learn more about ways to enhance self-efficacy, enable positive outcomes, and reduce 

impact on quality of life. For example, one of the most fundamental recommendations for 

clients with UI is to ensure adequate fluid intake. For most, this requires a conscious 

increase in volume, yet numerous participants reported they limited their fluid intake to 

reduce the incidence of frequency and urgency and the risk of incontinence. There is a 

clear need to learn more about the order in which we introduce therapeutic 

recommendations and whether, for example, some clients would benefit from gaining 

bladder control through PFME and urge control strategies before they attempt to increase 

fluids. 

In short, this study may have raised as many questions as it answered. Yet as the 

first to explore individual perceptions of self care behaviours and factors that facilitate 

and hinder the performance of behavioural strategies, its findings suggest the importance 

of client-practitioner relationships that acknowledge the unique realities of clients' daily 
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lives and the ultimate goal of enhanced quality of life. The remainder of this chapter 

examines the decisions made throughout the study, to allow readers to judge for 

themselves the integrity of the research and, therefore, the trustworthiness and usefulness 

of these findings. 

Integrity of the Research 

Criteria by which to judge good qualitative research have been debated for 

numerous years. Angen (2000) suggested research be judged by its practical value, the 

visibility of the work done, the attention to the "complexity of human experience" (p. 

392), and the ability of the findings to open new possibilities, while Sandelowski (1993, 

p.l) noted, "true to life meaningful portraits and landscapes of human experience 

constitute the best test of rigor in qualitative work." 

The purpose of this study was to enhance our understanding about the self-care 

strategies individuals with UI perform and the factors that they believe have influenced 

their self-care choices. The broad focus of data collection and analysis, therefore, was 

participant perceptions related to UI and the study's integrity or rigor depended largely 

on the researcher's ability to explore these perceptions and represent them as accurately 

as possible. Strategies initiated to enhance rigor and related issues/concerns are presented 

in the following section, under headings consistent with the methods chapter to facilitate 

going back and forth as necessary. 

Issues Related to Participant Recruitment 

Recruiting for research studies that focus on UI has traditionally been somewhat 

onerous. In a recent study, researchers (Alewijnse et al., 2001) recruited 364 participants, 

or just over eight percent of the 4,255 individuals who received mailed advertisements for 
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their UI study in the Netherlands. Of particular interest, only 12 additional 

participants were recruited by placing posters in the waiting rooms of 13 general 

practices. 

It is perhaps not surprising, therefore, that the advertising for participants in this 

study resulted in a smaller sample (n=38) than originally designed (n=50 to 70), yet it is 

impossible to draw conclusions regarding recruitment difficulties. Convenience sampling 

was used and potential participants were asked to call the researcher, therefore no data 

are available on individuals who chose not to be involved. It is possible that social 

stigmatization and embarrassment, which continue to hinder help-seeking behaviour 

among individuals with UI (Milne, 2000), impacted participation. It is also possible that 

busy lives and competing interests depleted individuals' willingness to be involved in 

hour-long interviews. Of particular relevance, however, when participants were asked 

where they had learned about the study only one had responded to information on a 

poster while 29 had responded to advertisements delivered to their homes. This finding is 

similar to a previous study by the researcher (Milne) in which participants were recruited 

most successfully through home-delivered community newspapers, and likely reflects the 

fact that people need time to think about participating. An individual in the current study, 

for example, noted she had looked at the advertisement periodically over a three-week 

period before calling the researcher. It is also possible that potential participants may not 

be willing to stand in front of a poster about such personal issues. 

As reported earlier, however, a sample size of 38 enabled 26 individual and three 

group interviews, enhancing both depth and breadth of data. Participants were mostly 

female (86.49%) with a mean age of 65.38 years. All resided in Alberta, Canada, and 
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were independent in their activities of daily living. While the two former 

characteristics may reflect the increased prevalence of UI among females and older adults 

(Hunskaar et al., 2002), it is important to note that 55% of participants had a minimum 

college education and the sample, therefore, may not be representative of the population 

· of individuals experiencing UL Moreover, while purposive sampling of clients from a 

physiotherapy-led, nurse-led, and multidisciplinary continence clinic was intended to 

ensure a range of therapeutic experience and length of time since treatment, the majority 

of participants who responded had seen the same physiotherapist. Although the existence 

of multidisciplinary clinical care guidelines (TCCF, 2001) suggests advice regarding 

behavioural therapies may be consistent, there are likely differences in professional 

emphasis. It is important to recognize these potential limitations, however it is also 

important to acknowledge the exploratory nature of this research and its situation within a 

growing body of knowledge. 

Issues Related to Participant Assignment 

Participants were assigned to individual or focus group interviews, as reported, 

based mostly upon the order of their call to the researcher and their willingness to speak 

about their condition in a group forum. It was originally proposed that between ten and 

twenty individual interviews would be conducted to enable the emergence of patterns and 

themes to guide focus group interviews. As previously identified, however, a total of 25 

individual interviews were conducted. Although this reflected participant choice, it is 

clear that personal biases and concerns of the researcher impeded assignment to groups. 

Verging on paternalism and even ageism, decisions to participate alone or in groups were 

likely swayed when the researcher advised older adults the individual interviews would 
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be conducted in their homes, averting their need to contend with winter conditions. 

The desire to make the interview as easy as possible for older participants not only 

reduced the numbers in focus groups but may also have done them a disservice. Those in 

groups commented frequently on how much they had learned from each other, and 

several left the interview with apparently renewed vigor to initiate strategies and/or seek 

professional help. One participant who had been interviewed in her home actually asked 

to attend a group interview when she heard they were being conducted. 

The desire among participants to be part of a focus group should not have been 

surprising. As one reported, not talking about her UI had been the hardest part of coping 

with the condition. Several participants asked about the existence of support groups for 

UI, and one stated that if her UI worsened she would prefer learning from others with the 

condition to seeking professional help. Individuals with UI often feel they are alone 

(Bush et al., 2001; Milne, 2000) and the recognition of shared experience that results 

from group participation can be helpful as well as therapeutic (Goss, 1998; Robinson, 

1999). 

Issues related to recruitment and assignment did, however, result in fewer and 

smaller focus groups than originally proposed. As noted, two groups comprised only 

three participants and one comprised seven. While this may have reduced the breadth of 

data, it may also have promoted depth as members of the smaller groups had more time 

to reflect upon and respond to what was said. In contrast to findings reported in an earlier 

study (Diiorio et al., 1994), discussion in the two smaller groups did not seem shallow 

and little additional prompting by the moderator was required. Participants, it seemed, 

had a vested interest in the topic and required little to no encouragement to contribute. 
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It is possible, however, that additional focus groups would have enhanced the 

integrity of findings. Sim (1998, p. 348) emphasized the potential for "group polarization 

effect," whereby strong viewpoints at either end of a continuum tend to be amplified at 

the expense of divergent viewpoints. Strengths of opinion, therefore, may be context 

dependent and conducting multiple interviews could work to balance this effect (Sim) 

and/or to increase confidence in findings (Kidd & Parshall, 2000). 

Finally, the perceived need to ensure a certain amount of homogeneity impacted 

participant assignment to focus groups. As reported earlier, the researcher attempted to 

group individuals of similar gender, age, and therapeutic experience together. Of 

particular interest, however, conversation was stimulated rather than inhibited when 

participants of varying ages and experiences were, for pragmatic purposes, interviewed 

together. Participants in one group (n=3) ranged from 36 to 54 years of age, and in 

another (n=7) from to 47 to 78 years. Older participants commented they were grateful to 

know UI was not just an "old person's disease" while those who were younger 

appreciated the opportunity to learn from their varied and considerable experience. 

Participants in the larger focus group (n=7) had different perceptions about the 

effectiveness of therapeutic interventions such as PFME, and became involved in 

informative and even intense discussions. It was clear that, as suggested by Diiorio et al. 

(1994), the diversity that resulted from relaxed standards of homogeneity promoted 

livelier discussions. 

Issues Related to Data Collection 

As reported earlier, data were collected through individual and focus group 

interviews to enable depth as well as breadth. The focus of these interviews was 
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participant perceptions related to self-care for UI, why they chose certain strategies 

over others, and factors that inhibited or facilitated performance of behavioural therapies. 

Central to the outcome of these interviews was the role of the researcher and, most 

importantly, her ability to remain open to participants' worlds (Beer, 1997). Particularly 

within individual interviews, such openness required knowing when to step back and let 

the participants "follow their thoughts" (Tollefson, Usher, Francis, & Owens, 2001, p. 

262), while also paying attention to cues and probing more deeply as appropriate. It also 

required a level of comfort with silence, and initial transcripts suggest the researcher led 

participants at times, changing the direction of the conversation when it lapsed for even 

brief periods. Since such interruptions can pose a threat to the integrity of participant-

driven data, it was important to pay attention to the context of participants' responses. 

A second and related threat to the integrity of data collection was the researcher's 

alternate role as clinician. Participants commonly asked questions of the researcher, and 

answering those questions and/or offering unsolicited information did, at times, change 

the direction of conversation. In particular, the provision of unsolicited information 

actually halted certain conversations, as participants replied with one-word answers such 

as "ya", and "okay." Again, analysis required paying special attention to the context of 

such responses. To foster participant-driven data, the researcher learned to make brief 

notes and return to topics as appropriate and/or to ensure the relevant information would 

be provided once the interview was completed. 

The duality of the researcher/clinician role, however, should not be perceived as 

entirely negative. Clinical expertise and knowledge of the subject area enabled the 

researcher to pick up on cues and probe more deeply as required. For example, none of 
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the participants spoke about bladder training as a therapeutic option, however several 

mentioned somewhat related strategies and probing elicited useful information about 

perceived barriers. Particularly during one-on-one interviews, the researcher's interest in, 

and knowledge of UI enabled a sense of partnership between interviewer and 

interviewee, whereby both were involved in finding ways to help those with UI help 

themselves. Rather than imposing the researcher's perspective on the interview, sharing 

information seemed to encourage participants to reflect more deeply on barriers and 

possible solutions. 

Maximizing the role of the researcher, therefore, required a careful and ever-

changing balance between being in the background and foreground of the conversation. 

Remaining in the background was particularly feasible and appropriate in focus group 

interviews. As described by Robinson (1999), more vocal and confident members opened 

conversations and cleared the pathway for others to recount their UI histories. Interviews 

became increasingly interactive as participants responded to each other's comments as 

desired, without being put on the spot and required to respond at any particular time 

(Goss, 1998). Participants seemed to respect each other's differences in opinion and 

were, for the most part, open to learning. As noted by Kidd & Parshall (2000), such 

agreements and disagreements are fundamental to the nature of focus group interviews. 

The role of the researcher was therefore altered in focus group interviews and data 

were more clearly participant-driven. Less probing was required as participants, in 

listening to each other, recalled situations and experiences they had forgotten. Comments 

such as, "As you were talking I was thinking," and "I remember that now that J. brought 

it up ... " were common. Moreover, as group members looked for answers amongst 
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themselves they delved more deeply into areas such as the impact of increasing fluid 

intake and the relationship between constipation and UI, enhancing depth as well as 

breadth (Sharts-Hopko, 2001) of data and clarifying their perceptions. 

Potential influences on participant discussion, although infrequent, came from 

other participants rather than the researcher. One participant, for example, seemed to 

have censored herself, reporting she had little to contribute to the conversation because 

she was "luckier than others"; her UI was not as severe. In another group, a younger 

participant dominated conversation by providing an in-depth UI history for the first part 

of the interview. The role of the researcher, therefore, became one of moderator, planning 

the groups, calling the day before to promote attendance, identifying goals at the 

beginning of the interview, and both encouraging and enabling participation from all 

(Morrison-Beedy et al., 2001; Goss, 1998). It was apparent that shared or common 

experience can "prove a strong bond" (Carey, 1995, p. 491) that facilitates disclosure, 

and that such disclosure can have a therapeutic effect as participants learn from each 

other, make connections they might not otherwise have made, and are motivated by each 

others successes. 

In summary, the researcher was able to play a less active role during focus group 

interviews and data were more clearly participant-driven as members responded to each 

other's perceptions and questions. There was a sense of partnership between group 

members as they worked together to understand the choices they had made and the 

options available, and discussions were particularly effective in highlighting the 

similarities and differences in their perceptions. One-on-one interviews, however, 

enabled an important depth of understanding as the researcher learned more about the 
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individual participant, was able to pick up on cues that could be missed in a group 

setting, and to pursue individual perceptions more fully. Although additional focus 

groups could have enhanced the breadth of understanding related to emergent patterns, 

the triangulation of individual and group interviews seemed a relevant and effective 

strategy for this exploratory study. 

Issues Related to Data Analysis 

Qualitative data analysis is a dualistic process that combines technical sorting of 

data with intuition, insight, and interpretation at many levels (Downe-Wamboldt, 1992). 

Data from multiple sources must be brought together and "re-presented" (Sandelowski, 

2000, p. 338) in a way that ultimately remains true to the purpose of the research and its 

target population (McKenzie, 1994). The integrity of this study depended in large part on 

rigorous processes that enhanced the researcher's ability to remain true to participant 

meaning through transcription, coding and categorizing of data, as well as through the 

exploration of patterns and eventually themes. 

Transcription. 

Conversion of the spoken word into written text is often taken for granted and 

infrequently alluded to in research papers (Wellard & McKenna, 2001), yet accurate 

word for word transcription is key to the scientific and ethical integrity of a qualitative 

study (Mason, 1998). The researcher, who was familiar with both the subject area and 

common terminology, transcribed the majority of interviews (n=21) in this study. 

Although the potential for interpolation existed (Wellard & McKenna), whereby 

transcriptions reflect what was expected or anticipated rather than what was actually said, 
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accuracy was enhanced through two re-readings of transcriptions while listening to 

the tapes. 

This accuracy check was of particular importance when an assistant, skilled in 

transcribing yet unfamiliar with the subject area, was asked to transcribe focus group 

interviews. It can be difficult to reproduce any group session completely, as members 

frequently talk at once and microphones fixed in position may not pick up all speakers 

equally (Kidd & Parshall, 2000). The researcher therefore reviewed transcriptions 

carefully and used the observer's notes to correct speaker designations as necessary. 

Certain parts of conversations that were inaudible to the assistant could be clarified, 

likely because the researcher was familiar with the terminology and had been present at 

the interviews. 

It is important, then, to reflect upon who does the transcribing as well as its 

timeliness. Transcription is, at best, only partial because of its inability to portray the 

non-verbal aspects of an interview (Mason, 1998). When transcriptions were completed 

shortly after an interview, the researcher was able to include, through memory and field 

notes, relevant non-verbal communication by recording, for example, that a participant 

was weepy during a pause. While some might argue such inclusions are unnecessary if 

recorded in field notes, they are an important component of contextual understanding that 

can be lost when an outsider to the research project does the transcribing and/or if a long 

period elapses following the interview. 

Finally, transcribing interviews shortly after their completion was useful in 

highlighting aspects of data collection that could be improved upon. For example, missed 

opportunities seemed to jump off the page and inspired the researcher to probe more 
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deeply during subsequent interviews. Transcribing, then, while perhaps one of the 

most taken for granted aspects of data analysis (Wellard & McKenna, 2001), was critical 

to the integrity of this study. 

Coding. 

It is increasingly acknowledged that the researcher asking a particular question 

has a broader understanding of the phenomenon and that this understanding should be 

valued rather than discredited (Downe-Wamboldt, 1992; McKenzie, 1994). Yet 

confidence in qualitative findings requires, at the very least, acknowledgement of where 

the researcher was situated, including his/her theoretical assumptions that impact not only 

the question asked, but how it is answered as well. 

As reported early in this thesis, the conceptualization of this study was guided by 

the HPM (Pender at al. , 2002). The study was designed to explore the self-care 

behaviours individuals with UI initiate and maintain, and why they make the choices they 

do. Underlying assumptions were that people desire to maintain or regain continence and 

select strategies based on their beliefs and abilities to weigh barriers and expected 

outcomes. The very inclusion of barriers and facilitators to behavioural therapies in the 

topic guide (Appendix E) inferred they existed and could be found. 

Remaining open to the data throughout analysis was therefore of paramount 

importance and, as noted by Cavanagh (1997), findings that seemed obvious towards the 

beginning of analysis became less and less so. Relevant data, as reported earlier, could 

not be restricted by the research questions or the codes applied, and inferences were 

drawn from, and linked back to their context by direct quotations (McKenzie, 1994). 

Adhering to two broad principles enhanced the integrity associated with all stages of data 



Self-Care for UI 136 
analysis: (1) remaining true to participants' perceptions by letting the data speak for 

themselves and (2) keeping the data in context. 

(1) Letting the data speak for themselves. 

One of the primary goals of analysis, reiterated throughout the preceding chapters, 

was to remain true to participants' perceptions and the meaning they attach to the 

phenomena described. It was of utmost importance, therefore, that the codes emerged 

from the data rather than being superimposed upon them (Sandelowski, 2000). The 

original coding scheme involved organizing data according to the research question they 

answered, a method used by the researcher in a previous study (Milne, 2000). This 

strategy, however, required an interpretive leap from what participants were saying to 

why, and it seemed the researcher's knowledge in the area might be contributing to 

premature theming and closure. For example, "increased awareness about UI" was a code 

that emerged directly from participant discussion, however categorizing it as a "facilitator 

of adherence" presupposed such a relationship. Coding was therefore restarted, such that 

the first level identified the substantive area of discussion and subsequent levels became 

progressively defined to reflect particular perceptions. 

Remaining true to the data was also necessary as categories were established to 

group data with similar meaning together. The true test of analytical integrity that 

emerged was: Do these data fit this category or are they being made to fit? As new codes 

and categories emerged, it became clear that analysis was in fact an on-going iterative 

process (Scherer & LaPier, 2001) of re-examination and reflection. Data were moved and 

reorganized based upon the most appropriate fit. For example, when the code 

"psychological overlay" emerged directly from a participant's statement of UI impact, 
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review of existing categorizes suggested certain data fit more closely with this new 

one. In other cases, categories were merged as it became increasingly difficult to define 

their boundaries, such as those between/actors affecting care choices and/actors 

affecting help-seeking. What became most evident, however, was that categories did not, 

in fact, define the data. Rather, data defined the categories and, as such, categories were 

only as descriptive as the data within. 

(2) Keeping the data in context. 

Contextual awareness was of paramount importance to remaining true to the data, 

particularly as units were moved between categories for better fit. As noted by Angen 

(2000), understanding is inseparable from context. The integrity of the findings depended 

upon the researcher's ability to ensure attention to context relevant to the participant, the 

conversation, and the interview. As reported in the methods chapter, individual 

participant descriptions were written combining what was learned from several re-

readings of the transcription, field notes, and demographic data. Field notes were of 

particular importance, as they captured those initial impressions that, no matter how 

diligent the researcher, time can erase. Although necessarily intuitive and requiring a 

certain level of interpretation, participant descriptions were derived primarily from the 

data and provided valuable context for analysis. They painted a picture of the participant 

as a whole, or of as much of that participant as could be known within the study. 

Remaining true to the context of each conversation was also important to the 

integrity of findings. As data were reduced through coding and categorizing, the potential 

existed that their true meaning would be lost and/or misinterpreted. To that end, data cut 

and pasted to categories were frequently larger "narrative units" (Kidd & Parshall, 2000) 
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that included, for example, what the researcher and/or group participants had said. To 

avoid duplication among categories, extraneous data were italicized. Returning to the 

tapes frequently throughout analysis to listen to the tone of participants' voices and the 

pauses in conversation further contextualized the written words and gave them added 

meanmg. 

It was also important to acknowledge the context of the interview as a whole to 

maintain research integrity (Beer, 1997). Field notes written immediately following each 

interview enabled the researcher to record factors that could impact the data, such as the 

interviewer-interviewee relationship and apparent openness of the participant. Observer 

notes and debriefing sessions between the moderator and observer were of particular 

importance to contextual understanding of focus group data, and enabled recognition 

throughout analysis of potential influences such as group composition and potential 

censoring of self or others (Kidd & Parshall, 2000). 

Finally, it was important to reflect upon the role of the researcher throughout 

analysis, particularly as related to thematic development. As noted by Angen (2000, p. 

387), "All knowing is perspectival knowing." Researchers, as humans, can never be truly 

neutral or impartial, however their so-called biases can provide a focus for more intense 

insight (Frank, 1997). 

Summary of Research Integrity 

Judging the integrity of qualitative research has been the subject of vociferous and 

on-going debate. Strategies are promoted by groups of researchers and discredited by 

others, however the bottom line may be the need for well documented research such that 

readers, whether researchers, professional, or members of the general public, can assess 
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the findings and their resonance. A study's integrity begins with the framing of the 

research question and ends with its implications, however all stages ultimately define its 

usefulness. 

The researcher in this study employed numerous strategies to maintain the 

integrity of the study. Reflexivity was a key component, requiring constant awareness of 

why choices were made and their implications (Frank, 1997). Reaffirming participants' 

perceptions at various points throughout interviews facilitated understanding and led to 

deeper discussion at times. Remaining true to the data by ensuring codes, categories, and 

themes emerged from within and keeping data in context enabled closer and more 

accurate representation of participant meaning. 

Finally, all stages of the research were made as transparent as possible. Findings 

were related back to the context from which they emerged and supported by quotations in 

order that readers could judge their relevance and meaning. Although the development of 

themes required an additional level of interpretation and insight to assess patterns and 

links, they too emerged from the findings as presented and are therefore open to dialogue; 

dialogue that can only enhance understanding. As noted by Sandelowski and Barrasa 

(2002, p. 216), "Scholarship in the practice disciplines is not merely about showing, but 

fundamentally about telling and taking a view." The ultimate test of the study's integrity, 

however, may be how the findings resonate with the target population: individuals coping 

with UI and the health professionals working to help them meet their goals. 

Conclusion 

The purpose of this study was to explore self-care behaviour among individuals 

with UI and the factors influencing their choice of strategies, particularly factors that 
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facilitate and/or hinder on-going performance of behavioural strategies such as 

PFME. Participants (n=38) were community-dwelling adults with UI who self-selected to 

participate and were willing to attend either individual or focus group interviews. 

There were numerous study findings that related, in general, to participants' perceptions 

of UI, their help-seeking behaviour, and their management and treatment-based self-care 

strategies. The themes that emerged from these findings reflect the relevance of quality of 

life to participants' self-care decisions, the importance of learning through experience, 

and the personal and societal barriers that continue to negatively impact continence care. 

The implications of these findings have been discussed in detail, however at the 

very least they provide a picture of the relationship between advice given by health 

professionals and the day-to-day realities clients endure. It is clear that nurses have an 

important role to play in furthering continence care. Individuals with UI continue to 

hesitate seeking help, yet have difficulty helping themselves with the often scant 

information they are able to access. As members of the largest health profession, nurses 

have a tremendous opportunity to open the doors to discussion, to ensure clients are as 

informed as possible about bladder health, and to spread the word among health care 

professionals who are not. Perhaps most importantly, nurses must continue to ask 

questions while looking for ways to improve care, to dismantle barriers at individual and 

societal levels, and to ensure our holistic focus enables realistic and feasible 

interventions. 
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APPENDIX A 

PARTICIPANT SCREENING QUESTIONNAIRE 

1. Male__ Female __ 

2.Age __ 

3 a. Do you ever leak urine when you don't want to? __ Yes 

__ No 

b. When was your most recent episode? 

4.Please describe briefly how you have tried to manage or treat your bladder control 

trouble: 

5. Are you able to manage your daily activities, such as getting dressed and going to the 

bathroom, by yourself? 

Yes __ No __ 
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APPENDIXB 

PART 1: LETTER MAILED FROM CLINICS 

October, 2002 

Dear Client, 

To assist a nurse colleague, I am mailing the enclosed flyer with information about a 
University of Calgary study to a random selection of my past and present clients. Please 
note that you are in no way obliged to participate. If you choose to call for further 
information or to be enrolled in this study, your call to the researcher will be confidential 
and will not be known to any of our clinic staff. 

Sincerely, 

Clinician's Name 
Clinician's Title. 
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APPENDIXB 

PART 2: ADVERTISEMENT MAILED FROM CLINICS 

DO YOU ]H[A VJB 
JBLA[))[))EJR CCON1rROL TROUIBJLE? 

Participants needed for a University of Calgary study! 

More than 1.5 million Canadians of all ages have bladder control trouble, or 
urinary incontinence. While a variety of therapies exist to treat the 
condition, little is known about how, and if, clients are able to maintain 
these therapies at home. 

To help ensure that the teaching and advice health professionals provide is 
realistic, a nurse researcher is interviewing individuals with bladder control 
trouble about how they have managed or treated the condition at home and, 
in particular, what makes it easier or more difficult to maintain certain 
therapies. 

Participants can choose to be interviewed as part of a group, to stimulate 
discussion and ideas, or individually. Interviews are approximately one and 
a half hours long, and are conducted at a time and place convenient to those 
involved. 

If you are 18 years of age or older, have experienced bladder control 
trouble, and might be willing to participate ( or would like further 
information) please call: Jill Milne at 255-1781 

rob.alexander
Rectangle
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APPENDIXC 

LEITER OF INFORMED CONSENT 

Research Project Title: Self-care behaviours following help-seeking for unnary 
incontinence 
Investigator(s): Jill L. Milne, RN, PhD (candidate) 

Faculty of Nursing, University of Calgary 

Dr. Kathleen Oberle, RN, PhD, Associate Professor, 
Faculty of Nursing, University of Calgary 

This consent form, a copy of which has been given to you, is only part of the process of 
informed consent. It should give you the basic idea of what the research is about and 
what your participation will involve. If you would like more detail about something 
mentioned here, or information not included here, you should feel free to ask. Please take 
the time to read this carefully and to understand any accompanying information. 

The purpose of this study is to learn about: (1) how people with bladder control trouble 
manage, or treat, their problem at home and (2) why they do what they do. 

If you take part in this study, one of two things might happen. Either the researcher will 
interview you once by yourself OR you will take part in a group interview. The group 
will consist of 6-10 people experiencing bladder control trouble. Individual interviews 
will last approximately one to one and a half hours in place that you choose. Group 
interviews will last approximately one and a half hours and will be held in a location that 
is agreeable to all members of the group. You may choose the type of interview 
(individual or group) you are willing to participate in. 

During the interview, I will ask you to talk about ways you have managed or treated your 
bladder control trouble. I will also ask why you chose particular methods and how you 
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think they have helped. You will also complete a one-page questionnaire with 
personal information as well as information about your bladder control trouble. 
Individual and group interviews will be audiotaped. The taped material will be typed for 
later analysis. To analyze the interview data I will look or common ideas or themes that 
might be used for questions on a questionnaire for a larger study. 

All information gathered in this research study will be confidential. The questionnaires 
and interviews will be analyzed using a code number for each participant. Only the 
student and supervisory team will have access to the raw information. The list of 
participants and the audiotapes will be destroyed after the study is completed. Results 
may be published or presented to groups of health care professionals. However only 
general themes will be presented so no individual can be identified. The data will be kept 
in a locked cabinet, to which only the supervisory committee and student will have 
access, for 7 years. 

You do not have to take part in this study. There are no known risks of participation. You 
don't have to answer any questions that make you feel uncomfortable. Taking part in this 
study may not benefit you directly, but sharing concerns and experiences with the 
researcher and/or other group members may be helpful to you. Finding out more about 
how people manage their bladder problems may help us help others in the future. 

Your signature on this form indicates that you have understood to your satisfaction the 

information regarding participation in the research project and agree to participate as a 

subject. In no way does this waive your legal rights nor release the investigators, 

sponsors, or involved institutions from their legal and professional responsibilities. You 

are free to withdraw from the study at any time without jeopardizing your health care. 

Your continued participation should be as informed as your initial consent, so you should 

feel free to ask for clarification or new information throughout your participation. If you 

have further questions concerning matters related to this research, please contact: Jill 

Milne 255-1781, or Dr. Kathleen Oberle at 220-6268. 

rob.alexander
Rectangle

rob.alexander
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If you have any questions concerning your rights as a possible participant in this 
research, please contact Pat Evans, Associate Director, Internal Awards, Research 
Services, University of Calgary, at 220-3782. 

Participant's Signature Date 

Investigator and/or Delegate's Signature Date 

Witness' Signature Date 

A copy of this consent form has been given to you to keep for your records and 

reference. 
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PARTICIPANT QUESTIONNAIRE 
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Interview Date ____ _ ID Number 

1. What is your current age? __ _ 

2. Are you: male __ female 

3. Are you currently living: __ with spouse/friend/relative 

__ by yourself 

4 Highest level of education completed: 

__ up to grade 6 

__ grade9 

__ high school (please specify grade) 

__ college/university 

__ post-graduate 

5. How long have you had any amount of bladder control trouble? 

1-11 months 

12-24 months 

__ 25 months- 5 years 

__ longer than 5 years 

6a. Have you ever seen a health care professional for help with your bladder control 

trouble? 

__ yes no 

b. If yes , when? _______ _ 
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c. What did the health care professional recommend you do? 

7. Do you currently leak urine: 

__ rarely 

__ sometimes, but not every day 

__ most days 

__ 1-2 episodes daily 

__ 3-4 episodes daily 

__ more than 4 episodes daily 

8. How often do you wear protection because of the bladder control trouble? 

__ never or rarely 

__ sometimes but not every day 

__ most days 

__ daily 

__ only at night 

9. On average, how wet is your protection ( or clothing if you do not use protection) when 

you leak urine? 

__ moist or damp 

__ clearly wet 

__ soaked through 

10. If you had to live the rest of your life with the way your bladder control is now, how 

would you feel? 

0 1 2 3 4 5 6 

delighted pleased mostly satisfied mixed mostly dissatisfied unhappy terrible 
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INTERVIEW TOPIC GUIDE 
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1. (To open discussion): Could you please talk abut your bladder trouble, in terms of 

when it started and how it has progressed? 

2. What have you done to help cope with the problem? 

Possible probes for each strategy: 

Where/how did you learn about the strategy? 

What do you see as the benefit(s) of the strategy? 

Why do you think you chose to perform this strategy? 

3. What are you doing, or have you tried, to treat your bladder trouble, or to make it 

go away? 

Possible probes: 

Where/how did you learn about the strategy? 

Why do you think you chose to try this strategy? 

What do you think has made it easier form you to maintain this? 

What has made it harder? 

**May need to ask specifically if tried: PFME, 

bladder training 

dietary adjustments 



Self-Care for UI 167 
APPENDIX F 

EfHICAL APPROVAL FOR STUDY 



2002-02-19 

Dr. K. Oberle 
Faculty of Nursing 
University of Calgary 
PF 2222 
Calgary, Alberta. 

Dear Dr. Oberle: 

Re: Self-care Behaviors Following Help-Seeking for Urinary Incontinence 
Student: Ms. Jill Milne Degree: PhD 

GRANT ID: 16359 
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FACULTY OF MEDICINE 

Office of Medical Bioethics 
Heritage Medical Research Building/Rm 93 

Telephone: (403) 220-7990 
Fax: (403) 283-8524 

The above-noted thesis proposal, the consent form, the questionnaire and the poster have been submitted for Committee 
review and found to be ethically acceptable. Please note that this approval is subject to the following conditions: 

(I) a copy of the informed·consent form must have been given to each research subject, ifrequired for this study; 
(2) a Progress Report must be submitted by 2003-02-19, containing the following information: 

(i) the number of subjects recruited; 
(ii) a description of any protocol modification; 
(iii) any unusual and/or severe complications, adverse events or unanticipated problems involving risks to 

subjects or others, withdrawal of subjects from the research, or complaints about the research; 
(iv) a summary of any recent literature, finding, or other relevant information, especially information about 

risks associated with the research; 
(v) a copy of the current informed consent form; 
(vi) the expected date of termination of this project; 

(3) a Final Report must be submitted at the termination of the project. 

Please note that you have been named as a principal collaborator on this study because students are not permitted to serve as 
principal investigators. Please accept the Board's best wishes for success in your research. 

Christopher J. Doig, MD, MSc, FRCPC 
Chair, Conjoint Health Research Ethics Board 

cc: Dr. M- Reimer (information) 
_,Ms.Jill Milne 

3330 Hospital Drive N.W., Calgary, Alberta, Canada T2N 4N1 • www.ucalgary .ca 
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APPENDIXG 

ETHICAL APPROVAL FOR MAILED ADVERTISEMENTS 



July 3, 2002 

Dr. K. Oberle 
Faculty of Nursing 
University of Calgary 
PF 2222 
Calgary, Alberta 

Dear Dr. Oberle: 
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FACULTY OF MEDICINE 

Office of Medical Bioethics 
Heritage M edical Research Building/Rm 93 

Telephone: (403) 220-7990 
Fax: (403) 283-8524 

RE: Self-care Behaviors Following Help-Seeking for Urinary Incontinence 
Student: Ms. Jill Milne Degree: PhD 

Grant-ID: 16359 

I am pleased to advise you that it is permissible for you to use the letter and attachment (to be mailed to clients 
who previously sought continence care from one local physiotherapy clinics and two nurse-led clinics), based on 
the information contained in your correspondence of June 20, 2002. 

We have forwarded the advertisement to Lisa Shea in the Dean's Office for approval since you will be using the 
University of Calgary's name. 

Yours sincerely, 

Christopher J. Doig, MD, MSc,k FRCPC 
Chair, Conjoint Health Research Ethics Board 

/nv 

cc: Ms . Lisa Shea 
Ms. Jill Milne I 

I 

333 0 Ho spital Drive N.W. , Calgary , Alberta , Canada T2N 4N1 • www .ucalgary.ca 
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