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Knowledge and understanding of urinary incontinence
Survey of family practitioners in northern Alberta
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Abstract
Objective To investigate family physicians’ knowledge of, attitudes toward, and understanding of urinary 
incontinence (UI), as well as their perceptions of barriers to continence care, as a foundation for designing 
interventions to improve service provision for those in northern Alberta who suffer from UI. 

Design Descriptive survey using a standardized instrument. The survey instrument was completed either by 
telephone interview or on paper copy faxed back to the researchers, depending on participant preference. 

Setting Northern Alberta.

Participants Random sample of family physicians (N = 158). 

Main outcome measures Physician knowledge of and attitudes toward UI, UI management practices, and barriers 
to providing UI care.

Results Survey response rate was 10.6% (158 of 1488); 84.2% (133 of 158) of respondents practised in urban settings, 
44.9% (71 of 158) had been in practice for fewer than 15 years, 24.1% (38 of 158) reported having no training in UI 
management since graduation, and 53.8% (85 of 158) reported that they proactively discussed UI with their patients. 
Overall, 70.0% of respondents felt fairly confident in managing UI. Most family physicians referred patients for 
specialist care, with few referrals to community services. Respondents thought that continence services were scarce, 
with long waiting times, and that such services were generally overstretched; they believed that although high-quality 
continence care was a personal priority, it was not a priority focus for their practice partnerships or networks. In 
terms of the highest ranked areas for improvement in UI management, increased awareness and understanding 
among physicians (ranked first by 28.5% of respondents), followed by dedicated incontinence clinics or nurses for 
referral (17.7%) and improving patient awareness and understanding 
(12.0%). 

Conclusion There continues to be considerable variation in knowledge 
about UI management and a relative overreliance on specialist care, 
despite well recognized difficulties in gaining access to services. 
Respondents believed that increased awareness among patients and 
health care providers coupled with greater access to continence services 
were key factors in improving care delivery.

EDITOR’S KEY POINTS
• Urinary incontinence (UI) is a common 
and distressing condition associated with 
adverse effects on quality of life and work 
productivity, but many of those affected 
by UI do not discuss it with their doctors.

• In total, 53.8% of the physician 
respondents to this survey reported that 
they proactively discussed UI with most 
or all of the patients they suspected had 
incontinence problems; 29.7% indicated 
that they proactively discussed UI with 
some of their patients, and 15.2% 
indicated that they did not discuss UI 
with anyone unless the patients raised 
the issue themselves. But despite the high 
prevalence of UI, many respondents in this 
study estimated the frequency to be low.

• This study was limited by its low response 
rate.
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Connaître et comprendre l’incontinence urinaire
Enquête auprès de médecins de famille dans le nord de l’Alberta

Katherina Nguyen PhD RN NP NCA Kathleen F. Hunter Adrian Wagg MB BS FRCP FHEA

Résumé
Objectif Déterminer les connaissances des médecins de famille sur l’incontinence urinaire (IU), leur attitude et leur 
compréhension à l’égard de ce problème, de même que leur perception des obstacles au traitement de l’incontinence, 
comme première étape menant à l’instauration d’interventions pour améliorer les services aux personnes du nord de 
l’Alberta qui souffrent d’IU. 

Type d’étude Enquête descriptive à l’aide d’un document standardisé. Le document d’enquête a été complété soit 
par interview téléphonique ou par copie papier devant être retourné aux chercheurs par télécopieur, selon le choix 
des participants.

Contexte Le nord de l’Alberta.

Participants Un échantillon aléatoire de médecins de famille (N = 158).

Principaux paramètres à l’étude Connaissances et attitudes des médecins au sujet de l’IU, leur façon de traiter ce 
problème et les obstacles à son traitement.

Résultats Le taux de réponse à l’enquête était de 10,6 % (158 sur 1488); 133 répondants (84,2 %) pratiquaient en milieu 
urbain, 71 (44,9 %) étaient en pratique depuis moins de 15 ans, 38 (24,1 %) déclaraient n’avoir eu aucune formation sur 
le traitement de l’IU depuis leur diplomation et 85 (53,8 %) mentionnaient qu’ils discutaient de l’UI de façon proactive 
avec leurs patients. Globalement, 70,0 % des répondants se disaient plutôt à l’aise pour traiter l’IU. La plupart des 
médecins de famille confiaient leurs patients à des spécialistes pour le traitement, quelques-uns les dirigeant vers des 
services communautaires. Les répondants croyaient que les services de 
continence étaient rares et avaient de longs temps d’attente, et que ce type 
de service était généralement surchargé; ils croyaient que bien que les soins 
de continence de grande qualité soient une priorité personnelle, ce n’était 
pas une question prioritaire pour leurs réseaux et partenaires de pratique. 
Quant aux aspects du traitement de l’IU à améliorer les plus souvent 
mentionnés étaient les connaissances et la compréhension des médecins 
(classés premiers par 28,5 % des répondants), suivis des cliniques ou des 
infirmiers spécialisés en incontinence (17,7  %) et de l’amélioration des 
connaissances et de la compréhension des patients (12 %).

Conclusion Il continue d’y avoir des variations considérables dans la 
connaissance du traitement de l’IU ainsi qu’une certaine tendance à 
trop compter sur les spécialistes pour le traitement, même si la difficulté 
d’accès à ces services est bien connue. Les répondants étaient d’avis 
qu’une amélioration des connaissances des patients et des soignants 
jumelée à un accès plus facile à des services de continence constituait un 
facteur clé pour améliorer la prestation des services.

POINTS DE REPèRE Du RéDacTEuR
• L’incontinence urinaire est un problème 
fréquent et embarrassant qui a des effets 
pervers sur la qualité de vie et sur la 
productivité au travail, mais plusieurs de 
ceux qui en souffrent évitent d’en discuter 
avec leur médecin.

• Dans l’ensemble, 53,8 % des médecins 
ayant répondu à cette enquête disaient 
discuter de façon proactive de l’IU avec 
la majorité ou tous les patients chez 
qui ils soupçonnaient un problème 
d’incontinence; 29,7 % déclaraient en 
discuter de façon proactive avec certains 
de leurs patients; et 15,2 %, ne jamais en 
discuter, à moins que le patient lui-même 
aborde ce problème. Toutefois, malgré 
la prévalence élevée de l’IU, plusieurs 
répondants à cette enquête estimaient que  
ce problème était peu fréquent.

• À cause d’un faible taux de réponse, cette 
étude demeure donc limitée.
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Urinary incontinence (UI) and lower urinary tract 
symptoms (LUTS) are common and are a great 
cause of distress for many women and men of all 

ages.1 According to the 2006 EPIC (European Prospective 
Investigation into Cancer and Nutrition) study, con-
ducted in 5 different countries including Canada, LUTS 
are highly prevalent in men (62.5%) and women (66.6%) 
aged 40 years and older.2 These conditions are asso-
ciated with adverse effects on quality of life and work 
productivity.3 Incontinence in later life is further associ-
ated with substantial morbidity, an increased likelihood 
of institutionalization, and in some cases mortality.4-6 
Despite this, those who suffer from UI and LUTS often 
fail to properly communicate their symptoms and con-
cerns to their family physicians, who are the first point 
of contact for most patients.7 Many are reluctant to 
discuss such a stigmatizing condition with their physi-
cians out of embarrassment, but also because they lack 
knowledge about the condition and its available treat-
ments.8,9 Older people also delay seeking health care for 
these reasons.10

Lagace and colleagues found that 72.0% of those 
currently afflicted with UI had not spoken to physi-
cians about the problem, while 37.0% indicated that 
they would have sought care if they had been aware of 
the available tests and effective treatments.11 Men and 
women seeking incontinence help often exhibit similar 
attitudes toward their symptoms, although Irwin and 
colleagues2 found that men aged 50 years and older 
with overactive bladder conditions were more likely 
than women with such conditions (82.7% vs 64.8%) to 
seek health care. Women in particular often believe that 
incontinence is an inevitable consequence of childbirth 
and aging, as only 9% of incontinent women ever con-
sult health professionals about the problem.12

Although the reluctance of patients to openly discuss 
their urinary symptoms serves as a barrier to provid-
ing treatment, UI often remains unaddressed because 
of a lack of awareness among health care profession-
als and care providers.12 It is expected that family phy-
sicians should be able to diagnose and manage most 
problems with UI, but many Canadian family physicians 
believe they are unprepared to deal with UI. Indeed, in 
a 2002 national survey, differentiating types of inconti-
nence was reported as difficult by almost two-thirds of 
family physicians, and managing incontinence was con-
sidered by 60.0% of respondents to be a difficult task.12 
There remain limited data concerning the attitudes and 
practices of family physicians around UI in Canada. In 
the 2002 survey, less than half of family physicians indi-
cated that they clearly understood incontinence, and just 
37.9% identified having an organized plan for continence 
issues. Because of the nature of the problem, the chang-
ing demographic characteristics of the Canadian popu-
lation in terms of aging, and the expected increasing 

demands from the baby boomers for services and 
care,13 there is a need to establish the current level of 
knowledge and awareness of, practice patterns for, and 
attitudes toward incontinence and LUTS among fam-
ily physicians. The purpose of this study was to assess 
family physicians’ attitudes toward and knowledge and 
management patterns of UI, with the eventual aim of 
designing interventions to improve service provision for 
those suffering with UI in northern Alberta.

METHODS

Design
A cross-sectional survey, using a randomly selected 
sample of family physicians practising in Edmonton, 
Alta, was designed. Family physicians were selected 
from the publicly available directory published by the 
College of Physicians and Surgeons of Alberta using a 
computer-generated random-number list. We used a 
standardized survey developed for physicians that had 
been used to assess the same topic across 4 European 
countries,14 adapted for language and terms familiar to 
Canadian physicians. The survey has been validated for 
content only. Ethical committee approval was gained 
from the Health Research Ethics Board of the University 
of Alberta.

Data collection and analysis
The survey was designed for telephone administra-
tion, and potential participants were contacted between 
July and November 2011. Owing to low initial rates 
of participation, physicians who had given their con-
sent to participate were sent the survey by fax, and 
the list of physicians to be contacted was expanded 
to include those located in the entire northern Alberta 
region. An honorarium of $50 was offered for comple-
tion and return of the survey. No identifying informa-
tion was retained following payment of the incentive. 
Recruitment continued until the desired sample size of 
150 family physicians was reached.

RESuLTS

Demographic data and key results are shown in Table 1. 
Of 1488 family practitioners contacted, only 10.6% (158 
of 1488) participated in the survey. Of these, 9 completed 
the questionnaire via telephone and 149 completed it via 
fax. Quality of the data was high, with only 1.5% of total 
data items missing. No nonrespondent analysis was 
performed. On average, respondents estimated that a 
median 11.2% (range 0% to 90%) of the patients they had 
seen in the past 3 months experienced problems with 
UI. Only 18.4% (29 of 158) indicated that they had last 
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received formal training or instruction in the assessment 
or management of people with UI within the past year; 
43.0% (68 of 158) had last received training more than 
5 years ago; and 24.1% (38 of 158) had had no train-
ing or instruction since medical school. Physicians were 
asked about the extent to which they believed speci-
fied conditions (Table 2) had an effect on quality of life. 
Urinary incontinence was thought to affect quality of life 
to some extent or a great extent by 85.5% of physicians, 
ranking behind depression, arthritis, and chronic pain.

When asked to identify and rank factors that placed 
people at risk of UI, respondents ranked age, and 

pregnancy, parity, and parturition disorders as being 
the most important (Figure 1). Among the 158 partici-
pants, 53.8% (85 of 158) indicated that they proactively 
discussed incontinence with most or all of the patients 
they suspected had incontinence problems; 29.7% (47 
of 158) indicated that they proactively discussed incon-
tinence with some of their patients, and 15.2% (24 of 
158) indicated that they did not discuss incontinence 
with anyone unless the patients raised the issue them-
selves. After initial management, such as providing life-
style advice, prescribing medication, recommending 
incontinence products, or providing referral to special-
ists, 78.5% (124 of 158) of physicians sometimes, if not 
always, arranged follow-up appointments specifically to 
deal with the incontinence; 21.5% (34 of 158) rarely if 
ever arranged follow-up. Reasons for lack of confidence 
in management included concerns about the level of 
training, drug side effects, a lack of support services in 
the area, and the general embarrassment around UI. 

Figure 2 shows the distribution and variety of allied 
health professionals, if any, that respondents referred 
their patients to for the management of incontinence. 
When asked about the extent to which they agreed with 
the statement that “support and care services for UI 
were easy to access,” 15.8% (25 of 158) strongly dis-
agreed, 26.6% (42 of 158) disagreed, 23.4% (37 of 158) 
either agreed or strongly agreed, and 29.7% (47 of 158) 
had no opinion. Sixty-nine (43.7%) family physicians 
either strongly disagreed or disagreed that the current 
range of continence care and support services was ade-
quate for their patients needs; only 22.8% (36 of 158) 
were in agreement, and 62.7% (99 of 158) of respondents 
thought that the currently available services were over-
loaded. When asked to what extent they believed their 
patients were satisfied with the management options 
currently available for incontinence, 46.2% (73 of 158) 
indicated that their patients were very to fairly satisfied 
with the options; 41.1% (65 of 158) reported that their 
patients were not very or not at all satisfied with the 
offered resources, and 5.1% had not asked their patients.

Table 1. Demographic characteristics and key 
responses of respondents: N = 158.

CHARACtERiStiC VAlUE

Male sex, n (%)   81 (51.3)

Urban practice location, n (%) 133 (84.2)

Mean (SD) time in practice, y 11.0 (17.4)

Fewer than 15 y in practice, n (%)    71 (44.9)

Median estimated patients seen in previous 
3 mo (95% CI)

1458  
(524-2392)

Use of integrated care pathway, n (%)   41 (25.9)

Confidence in management of UI, n (%)

• Very confident   10 (6.3)

• Fairly confident  109 (69.0)

• Not at all confident   39 (24.7)

Management of continence in past 2 y, n (%)

• Improved   59 (37.3)

• Same   95 (60.1)

• Worse   2 (1.3)

UI—urinary incontinence.

Table 2. the extent to which family physicians thought different conditions affected their patients’ quality of life: N = 158.

PAtiENt CoNDitioN

PHySiCiAN RESPoNSE, N (%)

to A gREAt ExtENt to SoME ExtENt HARDly At All Not At All DoN’t KNoW

Arthritis 114 (72.2)     27 (17.1)     4 (2.5) 13 (8.2) 0 (0.0)

Chronic pain 115 (72.8)     23 (14.6)     7 (4.4) 13 (8.2) 0 (0.0)

Dermatitis    9 (5.7) 105 (66.5)     37 (23.4)     6 (3.8) 1 (0.6)

Incontinence    68 (43.0)     67 (42.4) 11 (7.0) 12 (7.6) 0 (0.0)

Menopause    26 (16.5) 106 (67.1)     21 (13.3)     5 (3.2) 0 (0.0)

Depression 110 (69.6)     32 (20.3)     2 (1.3) 13 (8.2) 0 (0.0)

Erectile dysfunction     28 (17.7)    97 (61.4)     22 (13.9)     7 (4.4) 4 (2.5)
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Figure 1. Risk factors and ranked perceived importance
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Figure 2. The distribution and variety of health professionals, if any, to which respondents referred patients 
for the management of incontinence
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In total, 70.9% (112 of 158) of family physicians 
reported that improving the treatment and manage-
ment of patients with incontinence was a fairly high if 
not a high priority to them personally, with 25.9% (41 
of 158) reporting it to be either a fairly low or a low 
priority. When asked about the priority of improving 
continence care within the context of their office or 
institutional practice, 62.7% (99 of 158) believed that 
it was a very high to fairly high priority, while 32.9% 
(52 of 158) reported continence to be a low or very 
low priority. 

The top ranked factors that respondents thought 
would contribute to improved management of 
continence problems included increasing awareness 
and understanding of incontinence among physicians 
(ranked first by 28.5% of respondents) and patients 
(12.0%), and ensuring dedicated referral resources 
(incontinence clinics or nurses) were available 
(17.7%). Barriers to the management of UI are shown 
in Figure 3. Respondents identified lack of awareness 
among patients and care providers along with inade-
quate services to which their patients could be referred 
as important barriers. In terms of physicians’ expecta-
tions of advancements in the treatment of incontinence 
within the next 2 years, 45.6% (72 of 158) expected to 
see some improvements, 27.2% (43 of 158) believed that 
there would hardly be any change, and 7.6% (12 of 158) 
expected great advancement.

DIScuSSION
Urinary incontinence is a common condition, with a 
demonstrable effect on everyday life. Despite the high 
prevalence of UI, many respondents in this study 
estimated the frequency to be low. In total, 67.1% of 
responding physicians had received no training on UI 
and its management within 5 years, and approximately 
a third of these had received none since medical school. 
Although most respondents did not think it was a main 
cause of impairment of quality of life or associated mor-
bidity, they did recognize that UI did certainly have an 
effect on patients’ lives. In our study, family physicians 
were able to identify some of the common risk factors 
associated with the development of UI, but important 
factors such as depression and diabetes were not iden-
tified as risk factors for UI, similar to the findings of 
other published studies.15-20 These common risk factors 
are shown in Box 1. Most respondents reported that 
they proactively asked their patients about incontinence; 
a case-finding question is certainly recommended in 
international guidelines, owing to the prevalence of the 
condition.21,22 Data from a national audit of continence 
care in the United Kingdom show a high level of adher-
ence with this recommendation, although patients do 
not always recall being asked.23,24 There are validated 
case-finding tools available for patients to complete that 
can be of use in primary care settings,25,26 and there is 

Figure 3. Ranking of barriers to improvement in continence care
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evidence that management of UI in primary care by 
family physicians is effective.27 Additionally, initial man-
agement in primary care is in accordance with many 
national and international guidelines on the subject.28

Most of our respondents sometimes offered follow-
up appointments for their patients with UI, and most 
also felt confident in their management of incontinence. 
Many offered lifestyle and behavioural advice to man-
age incontinence, but there was little evidence that struc-
tured, supervised programs of treatment were used, such 
as pelvic floor muscle therapy for which evidence of 
efficacy exists.29 Medication also appeared to be used 
rarely by our family physician respondents, despite plen-
tiful evidence of benefit from antimuscarinic drugs in the 
pharmacologic treatment of overactive bladder.30 The 
coverage for these drugs in Alberta requires an initial 
prescription for immediate-release oxybutynin, which, 
owing to side effect concerns, might lead to a relative 
undertreatment of this condition.31

Despite professed confidence in the management of 
continence, there were considerable referrals to spe-
cialist services. The pattern of referrals included other 
specialist physicians, physiotherapists, and nurses. Wait-
list times to see specialist community practitioners after 
referral are not known, but there was a relative paucity 
of referrals to specialist community practitioners, perhaps 
reflecting the extent of coverage and availability of these 
services in the region. Certainly our respondents thought 
that the services available to people with UI were stable 

or had improved, with only a small number believing that 
there had been deterioration. Overall, 42.4% of family 
physicians agreed or strongly agreed that services for UI 
were difficult to access, and only 23.4% thought that this 
was not the case. To what extent this is similar for other 
common conditions within Alberta is not known, but this 
might reflect the relative paucity of services in the com-
munity specifically for continence care.

Despite the views of the family physicians about the 
limited support from and difficulty in gaining access to 
continence services, approximately half of them thought 
that their patients were largely satisfied with their treat-
ment. There are no patient outcome or satisfaction data 
with which to qualify this opinion, and physicians might 
overestimate outcomes with regard to UI treatment,32 
so this might truly overestimate the level of satisfaction. 
Our respondents showed a clear desire to improve the 
care they offered to patients with incontinence; this was 
seen as less of a priority to the practice partnerships or 
networks that they worked within.

Respondents identified raising both patient and 
health care provider awareness as a key step forward 
in improving the care of people with UI, and there was 
a reasonable level of optimism among the physicians, 
with 45.6% considering it likely that there would be 
some advances in care during the next 2 years.

limitations
The response rate from family physicians was low and 
our findings might not be generalizable. Response 
rates to surveys such as ours appear to be in decline, 
either owing to “survey fatigue”33 or to suspicion of the 
underlying motive of the survey. Likewise, there might 
be bias in the obtained results because of unidentified 
motivation to participate, such as either a markedly 
positive or negative outlook on the subject of inquiry. 
Some of the more positive results might reflect this. 
We did not consider the $50 incentive to be exces-
sive or likely to potentially skew results. Similar stud-
ies in other areas would be expected to achieve a 
50% response rate,34 although it is well recognized 
that participation rates have been falling consistently 
over the past 2 decades.35 Published evidence suggests 
that a combination of Web surveys and mailed self- 
completion questionnaires might achieve a slight 
increase in response rate compared with a single-
pronged approach.36 We assumed that physicians would 
be more likely to respond to a telephone questionnaire, 
but we were clearly wrong. Family physicians, when 
they could be engaged and were interested, preferred 
to complete a faxed questionnaire. Data quality using 
this method was high, with only 1.5% of data items 
missing, in contrast to a previous study that reported a 
much higher rate of incomplete responses.37 However, 
regardless of the low response rate, there are some 

Box 1. common risk factors for the development of 
urinary incontinence

The following are common risk factors for the development of 
urinary incontinence:
• Age
• Parity/no. of pregnancies > 20/40
• Parturition injury
• Being obese or overweight
• Race
• Heredity (stress incontinence)
• Chronic constipation
• Smoking (cough, chronic lung disease), although there is con-

flicting evidence
• Neurologic conditions (eg, multiple sclerosis, stroke, Parkinson 

disease, multisystem atrophy)
• Post-prostatectomy
• Drugs (eg, a-blockers, diuretics, cholinesterase inhibitors, sys-

temic hormone replacement therapy)
• Diabetes mellitus
• Urinary tract infection
• Cognitive impairment
• Low physical function
• Diet and lifestyle factors (eg, high glycemic index, low fibre 

intake, low vegetable intake)
• High caffeine intake
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general and common themes that arose from this study 
that should inform health service provision and appear 
to reveal that, as was similarly suggested by the find-
ings of Swanson et al in 2002,12 there is a continuing 
need to pay more attention to continence and its man-
agement in the community.

Conclusion
Participating physicians identified increased awareness 
and understanding of incontinence as well as availabil-
ity of referral resources as key issues in improving the 
management of UI.

Physicians in our survey reported that the ini-
tial treatment of UI in primary care was satisfactory. 
Further research with patients is needed to corrobo-
rate this finding. A survey of available referral resources  
(community-based continence clinics, specialist nurses, 
urologists, and urogynecologists) to determine wait-
list time and variation between urban and rural access 
would also be helpful to policy makers in planning to 
meet the needs of the population. 
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