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v \ C ABSTRACT

k]

I‘v"
"y

Despite the qu;ntity ofv research exploring - the
asseéement, treatment} conttoi and manegement- ot
incentihence, there has been llttle research on thewu
experiente of the “problem.~ This study explored that
experie%ce from the perspective of clder individuals liVing
in tne community to gain an gnderstanding~of thevimpact of
incontinence on daily life. Semi-structured telephone
interviews were cenductgd»witn.60 men and women aged 51 to
Sé, with a mean of 70.6 years. Data were analyzed using a
quaiﬁtative approach. _ -

Most, respondenﬁs;were active, independent pecple , who.
managed urine loss with‘innoﬁative strategies. Incontinence
seldpm dntetfered with‘outinés; ~although activities were
- . planned accorddng to. the proéimity of the next available
f_~toflet.‘ A few individuals with excgssive urine lo;s found
tne:i‘r ’"condition' very distressingi 'desperately sought
help, Only 75% had reported urine loss to a physician, and
even fewer had dlscthed the problemvto a nurse. Thirty
~ percent "had not discussed incontinence ~with friends or
family and most said ‘it is "not talked  about". |

’ Implicetions for nursing  have been .'identified;'
Research is needed to develop and i test - effective

. non-intrusive interventions. New practlce settings must be '

planned to prov1de approprlate and avallable serv1ces.

a
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I. INTRODUCTION

-

The involuntary loss of urime has been described as a

distressing and often devaStating problem and, for the
elderly, it has been called the "ultimate humlllatlon"
(ﬁalmer, 1985) . Incontinence, consldered by .some, to be a

loss of personal control, ﬁay lead'those who - -suffer ~to

'censor themselves or be subject to censor by others: (Mulr’

2o

Gray, 1986). One meanlng of 1ncont1nence :whlch ,was. in"

common use untll the last. half of the Century “(Smith &

Smith, 1987) - that defined Aby,v7 Webs_er's

\ ' . A

v

Dictionary (1981) as tHe "failure - to restrain sexual

appetites, unchastity...“ ThlS deflnlt;on,,whlch llnks the»

involuntary = loss of urine to immoral sexual conduct, has

increased the perception of‘many older adults'that urinath

incontinence is somethlng shameful (qmlth & Smlth l987);

In the western world the excretion of body waste is a
very prlvate functlon..~T01lets are enclosed ‘and -usually -

“locked. . Pa851ng qglne in any place other '!than- an

TN e

appropriate receptacle is a taboo (Wells, 1984y ‘and even

communlcatlon about excretlon is. av01ded regarded as " not

a subject talked about in pol1te7~soc}et?“77}erston, 1981,

p. 39). .In fact, both health care"professionals and ‘lay

people commonly ‘use: euphemisms, such as "water" ' when -

talking of urine. v
-Although’ incontinence is' a serious "and sensitive
: . N R L -

r
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issue, it has historicélly been neglected by health { care
ﬁrpfessionals.‘vThis fact is made\particularly evident . by
. - - . .

Kirshen and Cape (1984) who conciude a stuay of the medical

history of urinary incontinence with‘the‘obsérvation that,

© although "major strides in the diagnosis,ahd treatment of

#.

_urinéry 'incontinence' haye " been made: recently, current
rcéncepts arg'lit -e:différentvfrom those of‘400 years ago"
P SO
(p. 688). In‘suppgrt of that stétement, the aﬁthors quote a
pre-eminent vphysician 7of the mid-eighteenth century ;ho'
wrote thét incontinence is "a distemper very hard to be
cufed::;in5nold‘persons.it is altogether inéurablé, unleés

‘hot baths relieve them..." (p. 686). Such an attitude

prevails” to the present, professionals still tend to

consider incontinence in the elderly difficult or
impossiﬁle to treat (Simons, 1983; Mitteness, l987a;ﬁ
fMitteness & Wood, 1986). | -

3Stewar£ (1986) reinforces the notion that both health
qare‘ professiggals and their elderly. Client;’ have long
accepted incogtinence as the unp%gaéant but 1inevitable
result of old_age, while }reed il982) makgg a strong point

noting that incontinence is usuaffy considered a diagnosis,

"when it ig, fn fact, a symptom.” Even the measdresfuaed to

L)

- manage incontinence, such as catheters -and jpads, may

contribute to pessimism and inhibitva thorough -assessment
:gnd. diaghOsiSlof théipréblem"(Blumé[ 1983; Freed, 1982).
wAlso; th¢ 1ongésténding apathy toward the investigation and

8 . A ' v
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treatment .offincontinence in the elderly is' testimony. toc
the lack of knoﬁﬂeoge and education among health care
professionale £Smith, l9éé).

With little encouragement - offered from the health. care
field, often older individnals do not seek’ help for
incontinence and some ~even deny an apparent problen

(Manley, 1984; wells, 1984). Many attempt to cope on their

own by wusing pads, restricting fluids and withdrawing

. socially (Brink, Welis, & Diokno, 1983; Brocklehurst,

1973).

~

A contrary view to the ,difficclties imposed by
incontinence is‘foand in some of the recent professional
research, disputing éuggestions‘ that incontinence is
devastating for the older individual. These studies suggest
that many'older(adults with b}adder control problems manage
very well in spite of‘receiving little or no. help ‘Jfrom
health care professionals. In fact, the major isene " of .
incontinence may be ‘the attitude of the health care
providers (Mitteness, léS?a;nMitteness & Wood, 1986).

.Such opposite positions reinforce the fact that little
ts known about the day—to-day experience = of incontinence

for the individual. Increased understanding of the issue is
\ ) :

-critical - for health care [ -ofes ionals (particularly

niurses) if they are to cevelop programs and strategies that
are' appropriate and usefu:l to their clients.  Incontinence

must be brought out of the closet and accepted as a subject

~



v
of discourse. It is unacceptable for people to "continue to

endure recurrent incontinent episodes without benefit of

appropriate ¢«health carergervices" (Mitté?ess, 1987b, p.
185). A

Statement of the Problem

The purpose of this study.is to examgine the experience
‘of incontinencé for older adults living in the, community,
ahd - to gain an .understanding of the ipdividual's
perspect;ve. The study haé been guided by the following
guestions: What is the impact "of incontinence on day-to-day
life? "What strategies do individuals use to manage . the
problem? How do people perceiye the care they receive Zrom
Pealth care profeséionals?‘What are the social implicatiéns
'of inéohtinence? - And, what are the individual's

expectations of the future?
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II. LITERATURE REVIEW
. . \ h .‘

Despite increased liter&pure in,profegsional'journals
and texts devoted to thegassessment, tgeatment,'control ahd
management of incont{nence,', only a few studies have
focussed on the impact of bfgddef controi problems on the
individual. The purposé of this review of the literature is
to summarizeAthe current knowledge abouﬁ incont}nence and
to ‘'examine studieswabout the individual's response to this

problem. Relevant 1literature was located in hﬁrsing,

medical and gerodntological journals and texts.

Defining Incontinence

The International Continence Society Committee for
Standardization ~of Terming&ogy (1979) was éstablished to
develop terminology for incontinence so that studies could
éhen be compafed. ‘The society described urindry
incontinence as "a Eond}tion in which the invoiﬁntary' oss
of urine is a social or_hygiénic‘pfoﬁlem and is objectively
demonstrable" (p. 551). Unfortunateiy, even this definiéion
has. limitations; it allows for a subjective decision on
what constitutes a 'sociél or,hygienic'problem.'

Brocklehurst (1984) suggested that incontinence be

defined by the clients' affirmative answer to the question

"Does urine ever come away unexpectedly and without you

4
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‘being able to stop it and you get wet?" (p. 4). This latter
. \
defipition was chosen for the present study.- is a very

broad description and does not quantify inccatinence but

variations of it are widely used in the literature. ‘The -

frequency of urine loss identified as incontinence differs

considerably. For example, Mitteness (1987b) includes only-'

those who report a loss of bladder control more than onge a

week. Thus, the term 1ncont1nence" is very vague as it
includes a wide variety of experiences’ (Wells & Brink,
- - 7 E

1988).

i
Prevalence

Studies on the prevalence4of‘urinary cqntrol‘ problems
»in older adults sudgest that it is a common condition of
[varled severity. Although many‘%urveys have ‘-been completed,
the extent of 1ncont1nence in the community remains unknown
becauseythe surveys include only selected age groups and in
many cases use different deflnltlons for 1ncont1nence. ‘With
the exception of the survey results, llttle is documented

a

abouﬁklncontlnence as a result of "the 1ceberg phenomenon”

(Muir\Gray, 1986, p. l35), that is, because incontinence is

not reported to health care professionals the  prevalence
remains unrecognized 1in the community. In fact,  Haber

(1986) reported a study in the United States~ which

. indicated  that. less than 10% of incontinent adults "had

Sy

&



' sought medical help beéaﬁsé most of them "donsidered
&ncontinence to be untreatable” (p. 43®). E”
_Somé eyidence' ofhthe prevalence of incontinence is
.évailégle in preliminary data from the 1984 National Health
Interview Sur&ey in the United States (Harris, 1986). Data -
about elde:ly.‘pédéle livi-g in “the community . includes
responses fr&@ 5,637 people /,7er the “ge of 65 to questions
1 urinary ﬁontrol difficulties. Nine percent of the total
group' and - 13% of those over 74 years 6f ageu report some
difficulty with urinary control, . indicating an increased
prevalence with age. Womeh'wereislightly more likely that
men to report such difficulty. -
Similar results (i.e. prevaléﬁce of 12%) were revealed
in a community—wide‘survey completea on all residents over

1

the ~age of 75 in_ a British 'market town (McGrtother,
Castleden, puffin -& Clérke, 19865} which also found .én
8 ‘ .
increased prevalence with advancing age. A wide range of
rdyéfunction waé‘ identified in the study: 7% were
incontinent; 5% of the respénaents repérted difficulty with
urinary control at least twiceia week; 2% had o&ert
inqgntinence ~ (wetting Jexternal clotﬂing);; while 1%
¢oh;idéred the broblem ‘to be minimal. This survey was
undertaken to éid in planning specialist services for thé'
area, and the authors conclude that "the problem that

- 4 . . . . !
continues to undermine rational planning is where to draw

the - e between trivial and important' disorders"

\ .
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(p.-l37); Mitteneés (1987a) concurred that there is a lack
;f agreementv on the volume of urine 1loss necessary to.
consider it a problem. This reinforces the need for health
care professionals :to reach a . better understanding of.
i§§qntinénce_as a perceived problem.

" Two other large surveys to determine the prevalence of
incontinence were undertaken in communities in South Waiesi
- Yarnell and Sf Leger (1979) drew é random sample of "~ men
over the age of 70 and women over 75 years' and found a
pre&alence of 11% inéontinence in'the males égd 18% in the
females. A follow-up study on those who reported
incontinence was completed in the following year with the
indiéation "that approximately a tHird of subjects with
incontinence have the disofaer for only a short period of
time" (p. 85), suggesting that some incontinéﬁce)bad been
temporary (or resolved. A similar survey was conducted by
Vetter, Joﬁes and Victor (1981) on 1280 peaple ?ver the age -
of 70 who 1ived at h6me} The researchers found that 7.3% of
the men Band 18.1% of the women 'reéponded ‘with an
affirma&iQe answer to the qugstipn . of incontinence. In
accordanii with the qﬁher survéys, they found an incréased
incidencé with age. Also, aithéugh 5% of the population was
severely incontinent with urine loss at least once a day;
they fouﬁd that almost three quarters of thevbstudy gfoup
h&d only a very small loss of urine.

'With the estimates of incontinence ranging from 7% in

“ ’
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men to 18% in women,_ Smitﬁ (1982)k suggested that a
feasénable estimate would be "about 3'million people who
are incontinent living in the United Kingdom..." (p. 5).
“Similar surveys of the commuﬁxpy dwelling elderly in Canada
have ngt been done. Howe?éf, based on the British and
American findings, a Cgﬁadian prevalence may be .estimated
f;om population :figurés provided by 'Stééistics Canada
(ZQB?). ﬁsing a conservative éstimate that 10% of the
”Kéenior population have ihcontinence, thén more than one

Quarter of a million are affected across the natién, with

some 19,000 in Alberta alone.

Micturition and Aéing
| 4

Although incontinence is not the inevitable result OE’
aging, Brocklehurst (1984) suggests that the two -are
closely linked as he notes "incontinence is one ofb the
prime presenting causes of illneés in the eldefly...it is
theréfore 'reasonablé to regard aging' as a predisposing
factor'as far as iﬁcontinence is concerned” (p.-s). Thomas
(1980) §upports this éonclusion; stating "the elderly__aré
a .high risk group for developing disorders of micturitidn
due to phyéiological changes" (p. 533). Williams and
Pannill (1982) ‘bffer é physiological basis for bladder
fchanges during ‘normal aging, explaining that "a gradual

decline in overall muscular tone results in diminished



strength  of the pelvic floor 'musries and external

1t‘“‘ / sp incters which can contribute to invollntaryvurine loss"

(ﬁ. 896) . Post-menopausal women may develop atrophic

changes of the urethra due to estrogen depletion, whicp may

also lead to urinary dysfunction and incontinence

- -~ (Reid, 1985), as estrogen maintains the thipkness of jthe

‘ urethral mucosa (Williams & Pannill, 1982). Elderly men may

develop hyperplasia of- the ’prostrate, | Qith resulting

symptoms oflurinary obstruction (Thomas, 1980). Changes in

the neurons of‘the cerebral cortex and )n the long 4;nd

complex tracts vof the nervous fystem that occur, with

advancing age may interfere with bladder fuﬁctidn andbkwith

the brainfs ability to successfully inhibit detrusor

contfactions (Brocklehurst,. 1978; Thomas, 1980). Wells

'(1980) also notes'&b?t mental impgirmént decreases the

individual's ability té reSpond to body signals and ch?onic

disease often impacts on mobf&ity xagd the subsequent
ability to:reéch a toilet in time.

A " further factor in_incontinence is the decreased

capacity of the bladder with age, demonstrated in part by

4

increased urinary frequency and nocturia (E?QCklehurst,

1978; ‘Palmer, 1985). As well, the reduced ability of |
kidneyé to concentrate uriné in older people (Kenney, ngﬁj/\\/
contributes added urine volume, particularly at night. 1In

\\ fact, Ba.ker and-Mittepess‘(1988) found hpctufﬁg to be very

| coﬁmon ir: their Study of community dwelling elderly,‘vwith

v - | - ‘

™~

—
-~
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33% of the sampie report{yg at least one night time trip to
the toilet. Howéver,' it was not clear in their study how
much nocturia was related to:bladder capacity or. &%dney
function and how mucH’was-due to sleep distufbance: ‘One

» \
might predict that high urine output overnight would be -a

contributing factor to incontinence. ‘ '

Overall, many‘ agé related factors predispose older ’

adults to the development of incéntinénce ~(Wells} 1980),

'and as Williams (1983) points out, thé complexity of age
o c :

related changes and pdtential causes of incontinénce in the

elderly make assessment and diagnosis complicated. Zawada
(1985) goes so far as to suggest Fhat "voiaing problems aré
so common in this popﬁlation asnfo represent, almost a
normal consequence of aging/itself" (p. 317), aIthough most
authérs are quick to point out, that which ié common is not

necess%rily_normala

Types of Incontinence

" o

ey

Identif;ing types ;f.iqc55§$@ence in the literaturev
‘may ' be a ¢onfusing process} Different terms for the samé.
Eype of intontinence are often-used, ~and séme categories
overlap. = Some authors, such as Brocklehursy (1984),
identified * incontinence | according to ‘the pathdlogy.\br
diséase involved, while Overstall, Rounce and Palmer,

(1980) élassified it by the physiological cause or

£
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diagnosis. Others (Thomas, 1980; wWilliams & Pannill, 1982)
categoriie incontinence into broad types, such aé stress,
Urge or neurogenic incontinence. As well, it may be.
‘considered as transient or ;stablished (Griffin. 1983). The
confusion has been resol&ed to some extent by -he work &f
the Internat}onal Continence Society Committae ‘on
-Stahdardization of Terminology (1981) which has defined
.some types of incontinence, and as Feneley (1986a) notesg,
gives - a consistent framework to assisf the clinician in’
identifying causes. The categories are nct mutually

exclusive, and éifferent»types of, incontinence may be found

in the same patient.
"\

1. Stress incontinence vis the involuntary .loss of
urine when the pressu;e within;ﬁhe ~bladder exceeds the
,maXiﬁum urethra pressure in  the absence  of detrgsor
contractions _(Internationél Continence Sopiety Committee
for Standardization ofkTerminglogy, 1579). The condition is
common in women of all . ages (Brocklehurst,
1978; Kendall & Stein, 1983) and may "also occur in meﬁ
(Oﬁslander & Elhilali, 1987). Poor perineal muscle tone
reiatedbto‘aging, mhltiparity, peivic surgery or estrogen
‘depletion' decreases the closing power of the wurethra and
altersv§thé*crucialqangle 6f the bladder/urethra junctiph
(Reid, 1985; ﬂﬁomas, 1980; williams & pannill, 1982), and
this "allows thzxyroximél urethra to become functionally

part of the bladder" (Marchant, 1983, p. 57). A sudden

.
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increase in inter-abdominal pressure, aa whén coughing or
laughing, results in an unexpected loss of urine. For some
individuals with an unstabl~ bladder, a sudéen increase in
abdominal pressure will stimulate a detruﬁgr contraction,
and they will have\£he symptoms of stress incontinence
(Feneley, 1986b). It is «critical to differentiate the
diagnosis of genuine étress incontinence{from an uhstablé
detrusor prior to aay' treatment ‘(Br6cklehurst, 1978).
However, a combination of stress \ncontinence and an
unstable bladder may also be pge§£:t ~(Kendall & Stein,
1983).

2. Urge incontinence, further divided into motor and
sensory, 1is associated with a strong desire to void which
cannot be postponed. Motor urge incontinence,}alSOlreferred

to as an unstable bladder (Overstall, Rounce & Palmer,

1:980), is associated with  uninhibited detrusor
contract'ions. Sensory urge incontinence, often called

uninhibited neurogenic bladder, is characterized by a loss

of sensation related to neurological,disease (Brocklehurst,

1984; Thomas, 1980). Sensory urge incontinegce also refers
N . , . N ‘\

to\a condition of bladder hypersensitivity which interfere
with normal filling (Fenéley, 1986b), and mway be related
to‘infection, .iaflammatioa,‘or obstruction (Thom:s; 1980;
Williams & Pannill, 1982).

,Williamsjkahd Pannill (1982) also discuss detrusor

instability resulting from a‘deéonditiqned'vqiding "reflex.

L)
. .

-~ »
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Chronic ' low VOIumew-voiding“ with resulting decreased
capaéity and increased detrﬁsor'tone is éitea as one cause.
This may be related to anxiéty abou% poss;ble.incsntinence.'
Alternately, Brink (1980) refers to a type' of reverse
~conditioning with a resulting change in the stimulus to
void as another cause. It has beén noted that "the
institutionalized elderly are especially vulnerable to a
form of reverse conditioning" (Williams & Pannill, 1982, p.
990).‘ A lTack of privacy, inability' to. use the toilet
indepenggntly, humiliatién or the use of pads may céuse
patients to ~lose the incentive to remain continent.
Freeman, McPherson and ‘Baxby (1985) report a study of 57
women which supports a view that detrﬁsor’instability may
also be a psychosomatic disorder. Obviously, diagnosis is
complicated and time consuming, yet classification is often
"critical for appropriate treatment.

3. Overflow incontinence is almost self-explanatory.
Severe retenfion causes distension of ~ the bladder,
resulting in atonia, - and overfiow incontinence occurs. A
- common cause is obétruction of the bladder outlet by
prcstatic hyperplasia (Ouélan@er & Elhilali, 1987). It may
‘also be related ) to severe constipatiogi tumgrs, -
anticnolinergic = drugs and neurological 1é§fons
(Brocklehurst, 1984; Williams & Pannill, 1982)i Resnick and
Yallab(i987) report that the detrusor may be overactive but

ineffective, with the result of urinary retention whic
. A . -

-
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presents as outlet obstruction. '

~ 4, Neurogenic incontinence is the loss of>ur1ne in the

o

absence of any sensation or desire to void.- It may be
réferred to as autonomous, atonic,  uninhibited or ‘reflex
ne rogenic bladder, and it is caused by neurological
destruction above the’sacral reflex cente5 (Thomas, 1980).
Williams and Pannill 11982) also idgntify functional
and iatrogenic incontinence. Normally continent individuals
may be unable to get to toilet in time due to functibnal
causes, such as poor;imobility, which -may then "act
synergisti ally with other urinary'problems"‘ (Wijliams &
PannillA 1982, p. 899). Iatrogenic factors includé
pharmacological treatments, . such as diuretics,/ sedatives
and muscle relq#ants,. which may.cause or aggravate urinary
problems: Physical 'restraints are also Aresponsihle “for
incontinence in some cases. |
’ "The literature presents a somewhat confusing picture/
.on the prevalence of different types of incontinence.
Ouslander, Hepps, Raz & Su (1986) studied 1ncont1nence in
263 elderly people at an 1ncont1nence clinic and found that
most presented with a\mixed type, followedwby urge and
stress incontinence respectively. Overstall, Rounce &‘l
<_Pa1mer'(1980)-had-similar_findings in a study of 309 older
people as.57% were diagnosed as having-an unstable bladder

- (urge incontinence); stress incontinence was rarée and in

most instances the loss of urine when laughing or coughing
. _ A » ] ‘
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wa97due to an unsﬁéble Bfédder;m'ln“contrast, Wells (1987)
\ . . . ’ . -
found 84% of a sample of 338 yomén‘aged 55 and over had

stress incontinencé_diagnosed by urodynamic studies.

Professional Attitudesk

s

Q ‘ ' , L
Although little has been written about the perceptions
of the elderly in gealing with incontinencg,u there are

reports in  the litefatufe ‘about  the attitudes of |,

profeésionals. Wells (1975) . notes that . nurses  have

traditionally ‘accepted 'incontinencef as one of the

"expectations for the old" (p. 1908). 1In fact, ‘Tallis and

Norton ’(1995) sta;e that ngfses tend to simply ~cope " with
incontinence in their patients, often Qithou£ any: fﬁrthér
inquiry into causes or possible,treatments; ndr with much -
knowledge(f or understanding of athe' expe;iéncg  6£
incontinence. ‘Harris‘(1984)1desc:ibe§fﬁhefrééCtions of her
colleagues to her decision to speciélize‘ as a ﬁurse

Continence Advisor- as "mostly horrified: You're going to do

what...? You can't, what a waste..." '(p. 158). -Theséf 

- attitudes may inhibit the investigation and ‘treatment of

incontinence, and perhaps”sUbtly,Hémper the client's desire
tolfevedi4problems with bladder control.
Breakwell. and Walker (1988) found that professioﬁal'

nursing staff in a community home health agency "were aware

of fewer than half the cases of incoptinénce found:by the



17

researcher" (p. 29). This findihg points out the frequent
lack of awn:eness of the probiem by health professionals.
In their excellent article on urinary incontinence, Wells
and Brink (1988) admonish nurses for Fheir .neglect of
assessment and suggest ‘that this mgf be related to
profession§l and social repugnance toward . excretéry
behavior. As well, the nurse:“may not know how ta assess
urine control difficulty or what to do with the data
collectéd" (Wells & Brink, I9§h,'p; 493). Wells (1975) also
suggests that nursing staff have been satisfied in ménaging
incoqtinence YWith pads, emphasizing ~the importance of
education for nurses on promoting continence. ' The value of
assessmént and investigation is élso‘stressed by Palmer
(1985)‘and reinforced by Millard-(lQBl) stating that no-one
should b¢ condemned to life.with pads or a catheter without
evaluation. |
Mitteness and Wood (1986) studied the response of
sociai workers to clients with incontinence as compared to
those with confﬁsion’and_mobility probiems. They found that
sdcial workers tend to have less sympathy for those with
incontipénce, and it is more likgly atttibuted to old age.
Williams (1983, p. 663)_emphasizeg that:
| The degree to which we, as health care providers, can
assist incontinent elderly may reflect our
understanding of human discomfort and our sensitivity
to " personal distress. It is unacceptable that  over

one-half of incontinent elderly feel they have to hide
their difficulties and are not receiving treatment.
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It is apparent that some health care providers
recpgnize the nééd for more active intervention to help
those with incontinence but many who are giving the direct
care need education about effective assessment, diagnosis-
and treatment. Many approaches are 'identified in the

literature and a description of some of these follows.

Assessment and Diagnosis ™~
As Williams (1983, p. 657) notes, "the complex>
 interactions between the presence of multiple

disease-related physical limitations and the possible
causes of incontinence can make the evaluation éf éldérly
patients especially problematic." The medical diagnosis of
urinary 1incontinence begins with a complete history,
physical and basic . laboratory tests (Keegan &
McNichols, 1982). Diagnosis may often be made on the basis
6f a thbrough office evaluatioh (Griffin,- 1983; Gregcry &
Purcell, '1986; Williaﬁé & Pannill, 1982). Treatment depends
most on identifying the type of incontinence, not on
’establishing the underlying cause (Williams, 1983). An
incontinence chart, documentigg thé frequency and volume of
voiding, 1is used as a valuable aid (Feneley, 1986b;
Williams & Pannill, 1982). The wvast aésortment of
sophisticated medical tests and studies available for the

assessment. of bladder and urethra functiocr may " be found

r
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outlined by Keegan and McNichols (1982), Robinson (1984)
and Feneley (1986b).

Some authors suggest the aésessment and treatment of
the incontinent elderly should be considered the joint

a

responsibility of ‘medicine and nursing because of the
coqtrigution each discipline makes (McCormick & Burgio,
1984; Willington, 1975). Wells (1987) found that a
clinical nursing investigation was very useful in
establishing the diagnosis. Hargreave and Galloway (1983)
advise that the first assessment of the elderly patient
‘with incontinence be done at a home visit by a nurse,
folldwed by referral £o a medical specialist if necessary.
The assessment of urinary inéontinence falls into the
realm of nursing diagnosis. The purpose of r. ing
diagnosis 1is to "define nursing's domain, to facilitate
communication and documentation, and to provide frameworks
for research and educatior .o improve patient carg" (Voith
& Smith,’,1985; p. 723). Tunink (1988) repor£s‘that "at the
1986 Biennial Meéfing of the North Amer;pan Nursing
Diagnosis Aésodﬁation, six diagnosis related to _urinary
incontingnce were submipted for validation ana tesﬁing" (p.
25). These diagnoses descripe types of incohtinence;
stress, urge, ‘feflex, retentién, functional and total.
Alﬁhqugh somewhat contradictory toithe definition of a
nursing diagnosis as a 'patient response', Voith and Smith

(1985) suggest these physioldgical terms are necessary for
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nurses to use as labels for the assessment of urinary
problems and evaluation of interven£ions. Work is currently
underway to validate these diagnoses. | .

A specialist role in nursing ig developing in the
United States and Great Bri?ain to promote continence and
assist clients and other care givers in managing
intractablé incontinence (Hamilton, Badger, Drummond, &
Issacs, 1985).  At a nursing clinic in one area .0of Great
Britain, nurses assess and institute treatment, provide
management advice or reassurance as appfopriate and refer
clients to medical specialists when the need is indicated
(Shepherd, Blannié, & Feneley, 1982); Clients are given

~help with thei: immediate problems and advice on measures
that may be instituted to promote continencef the diagnosis
of physiological cause is secondafy.- At the Univefsity of
Michigan, nurses have been instrumental in establishing a
-Continence Clinic for the elderly (Brink, Wells & Diokno,
1983). The term continenée was chosen to provide a positive
%ocﬁs on attainment rather than the negative associatibn
with urine losé. Shepherd and Blannin (19823 outline the
role of the continence nurse‘advisor és providing nu;sing
advice to patients in all seétings, ‘aciiné as- a resourcé
and ‘eéucapor to other professionals and as a researcher
collaborating with ﬁpanufacturers in the develobmént _éf

effec ive incontinence products.

5
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Nursing Interventions

Urinary“ incontinence mﬁst always be considered
curable, controllable or,. at fhe‘very least, manageable.
Many r interventions are well within the scope Qf nursing
(McCormick & Burgio, 1984; Wells & Brink, 1988). For
example, Maney (1976) suggests a fluid intake of
approximately 2500 cc. per day may relieve incontinence. A
full bladder is considered essential for normal bladder
stimulation and funct;on. Ebersole and Hess (1985) suggest
drinking fluids, such as cranberry juice, to maintain an
'acid urine and reduce bladder infections. The control of

r's -
constiipation may relieve or prevent urinary incontinence

(Perston, { 1981). Wells and Brink (1988) also advise nurses

to fi alternatives to the use of hypnotics and
tranquilizers and adjust the timing of diuretic *drugs to

early morning.

Training programs

The terms 'bladder training', 'habit® trainihg',z
'scheduled" or 'timed" ‘toileting and other concepts are
d ’ : . :

used almost interchanc2ably in the literature (Greengold &
l
Ouslander, 1986; Hadley,'1986),,mainly'as interventions for
. N _
urge incontinence.

. Despite the confusion of terms, there are two general
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types of training programs reiated to timed voiding. Oﬁe
program aims tovtrain the bladdér to "restore‘ a normal
p;ttern of voidiﬁg and‘continehce" (Oﬁslander & Elhilali,
1987, p. 19) by gradually increasing the time betweeﬁ
voiding. The other type trains the individual to ’void _éf
regular intervals and this is 'useful for those with
cognitive impairments or a neurogenic bladder (Hadley,
1986; Ouslander & Elhilali, ’1987). Hadley (1986), in

reviewing a number of clinical studies on bladaer training,
asserts ;hat there 1is still much to learn about which

programs work best with different ¢lient groups.

Contingency management

a Contingency manggement or behaviof modification is
- somewhat more complék as reinforcers are uséd to establish
behavior. Attention to client rights and coﬁsept is
stressed by McCormick and Burgio (1984), while Wélléi and
Brink (1988) advise Guidance from someone skilled in the-
technique and suggest much more ré;earch is needed in this
area. It woulds be inappropriate té institute behavior
management when treatable underlYiné_causes have not been
e;tablished., |

Another form of Behavioral thérapy is biofeedback,

which 'provides the individual with - visual feedback of

bladder and sphincter activity. Findings from a number of
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studies describing biofeedback programs are very
encouraging (Gregory & Purcell, 1986; McCormick & Burgio,
1984). The opportunity for this method is 1fmited by the

requirement of special training and equipment (Ouslander &

Elhilali, 1987).

Pelvic floor exercises

I3

Pelvic floo} exercises may be taught to men and women
affected by Qecreasea pelvic muscle tone (Shepherd,
/,Blannin, & Feneley, 1982). Although improvement has been
esﬁablished in a much shorter time (Castleden, Duffin, &
Nitchell, 1984), patience is vital as the program may'tak;
several months for success (McCprmick & Burgio, 1984). The
method named after it's advocate, A. H. Kegel (1951), has
been clearly outlined by Mandelstam (1980). In one exampie,
Taylor aqd Henderson (1986) report improvement in the
pubococcygeal strength of all sﬁbject in a small pilot
study of older women using Kegel exefciSes. ~This study
included biofeedback as thé éubjects used an eiectrénic

device to register and display muscle activity. -

Environmental interventions

s _ ; _
Ebersole and Hess (1985) suggest that- environmental

‘modification is often overlooked and state the importance’
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of calculating the time and distance a person must travel

.to reach the toilet. Chalifoux (1980) found that some

~

.cbntinent older women had a warning time of less than three

minutes between the urge to void and the need to void.

Interventions include environmental modification and

adaptive cls}hing (Peréton,'1981; Wells, 1975).

Medical Treatment

Diagnosis is essential for effective medical
treatment. Underlying or associated conditions must treated
and iatrogenic causes eliminated (Williams & Pannill,
1982). When appropriate, surgery iS»considered for bladder
neck prolapse or obstructlon (Wllllams & Pannill,' 1982);
Drug therapy may be combined with bladder training programs
(Griffin, 1983; williams & Pannill, 1982). Treatment
outcomes are optimistic. Williams and Pannill (1982, p.
903) state that "most patients can expect significant
improvement or cure with different pharmacological
regimens." Castleden, Duffin, Asher and Yeomanson (1985)
found that two thirds of the clients treated with drugs ‘and
habit retralnlng 1mproved, and almost one- half were cured.

Drug therapy for incontinence includes medlcatlons
from i1ive categories: cholinergics, anticholinergics, -

’ . 3 » . . ' ' "’
alpha-acrenergics, combined anticholinergics and

-alpha—-adr2nergics and estrogens (Griffin, 1983). Gregory
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and Purcell (1986, p. 258) caution that drugs used to treat
incontinence are "not specific to micturition recgptors and
large doses are often required,”™ with attendant side

effects.

Incontinence Aids

h

Pads vand pants are at pfesent the best means iof
managing int;actable incontinence in women. They ’provide
security and‘protection, but it is stressed they should not
be used instead of toiletingv(duslandér & Elhilali, 1987).

Individual product selection is made on the basis of

absorption, size, esthetic needs, cost, laundry services
. -

~and the dexterity . needed to manipulate the product

(Kennedy, 1984; Shepherd, Blannin, & Smart; 1980). Although
necesséry, incontinencg pads - may not 'be appropriately
designed or accessible, and there is a need for further
developments in tﬁis area (McGrbther, Castleden, Duffin, &
Clérke,_l986).»Many use ganitary Pads which have advantages

for those Gith light in as they are available and

"normal" fof wémen (Nortwena

Aithough éxternal collecting devices ére,available fof
both men and women, they are more s€tisfactory for men
(Shephérd Blannin, & Smarﬁ, 1980X. King (1984) notes that
the use of condogAE?theters réﬁuires dexte;ity, cogniﬁive

ability and an adequate penis ‘s§ize while female urinals may

o
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be used by some women and are of value to individuals
confined to a chair. Occlusive devices, such as, penile
clamps and intrabaginal devicee, are noted but, not
recommended in geriatrics (Gregory & Purcell, | 19%6;
Shepherd, Blannin, & Smart, 1980): Indwelling catheters,

always a last resort, are still the most appropriate method

of management for some individuals (Shepherd, Blannin, &

“Smart, 1980; Weiss, 1983). Self-catheterization 1is a’

valuable aid for those with overflow incontinence. An
outline of the-technique and a follow-up study may be found

in Champion (1976); however, little literature specific to

"the use of self-catheterization in geriatrics was located.

The -Experience of Incontinence A

Throughout the professional literature reoiewed, almost
every article is introduced with a statement‘on the social
conseqguences of incontinence, which are described as
devastating, humiliating and embarrassing for the
individual. These statemeﬁts are apparently based on the
experience or the peroeppions of the authors as research
refefences are abseot,' adding further support to the need

for a clearer understanding of the social implications of

-,

. ~ -
incontinence. For example, it has been safad that
"incontinence can have a devastating effect on domestic

lifeﬂi.the offensive nature of the condition can be the
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culminating factor in the final breakdown of familf
support” (Shepherd, Blannin, & Smart, 1980, o. 142).
Ouslander and Elhilali (1987) suggest that the problem
leads to placem?nt in long-term care institutions. Maney
(1976) s&ates _that incontinence  leads to decféased
self-esteem, éocial participation and, ultimately,; social
disengaéement. Haber (1986) adds that on  becoming
incontinent ind%riduals "musg disengage themselves from
society" (p. 42). Tt must be learned whether this is the
‘nerception of health professionals or a reflection of the
experience of elderly individuals.

Statements about the impact of incontinence on the
individual must be critically examined to avoid projecting
an inaccurate image. For example, Yu (1987) developed an
Incontinence Stress Index in a ‘long-term care setﬁ&ng. She
Hstates the findings . prov1de '"tanglble \éQ}dence that
suggests what the literature has been saylng,\lgke urinary
incontinence: is stressful for patlents" (p. 25).,/Yu limited
her ' sample to 27 patients with incontinence 4nd did not
provide comparative results from a continent group. The
‘identified stress may have been related -to many other
factors. -

Wells and Brink (1988)'describe some of the taboos
whiCh' exist Jin our society. As nrevionsly mentiﬂngd,
excretion is avoided as a topic of social conversatign;

professionals wuse euphemisms such’as "water works" to

o
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describe wurinary function, and public toilets tend to be
hidden and difficult to find or access quickly. Similarly,
Perston (198l) states that individuals with incontinence
"often feel unable to discpss their problem with others--it
is not a‘shbject talked about in 'polite’ socieﬁy. They are
embarrassed abou; having to wear padé or appliances \which
tﬁey feel afe detectable by all and‘ worry about the-
presence of any odor or dampness on their»clothes" (p. 3?).'
Mitteness (1987a) adds a further dimension by suggesting
that incontinence i;Anot’discussed because it 1is not a
'polite! popic and beca;se it is not seen as a problém by
professionals and lay people.

Lay literature describes similar sentiments. In a

recent article about incontinence, the Edmonton Journal

("Millions live," 1988) states "it's talked about only in
whispers and those who suffer seek to hide their

shame...when a family discovers the problem it becomes the

-
. .

impetus for placing the individual in an institution."
However, there is movement to change these social ?oncepts.
Time Kiitled_ an article on incontinence "The last of the
closet issues" (Toufexis, l986)land described attitudes as
the major ﬁroblem for the victim of incontinence._ McCalls
(1986) also . published a positive article, desc;ibing
incontingncé and its'cghtrol, ﬁy a leading® geriatrician.
Support groups like the Simon'Foﬁndation have . emerged to

help more individuals with incoht;nenCe deal with the
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social and psychological problems of “incontinence {Resnick,

1986; Toufexis, 1986). F

o~

Recent studies on incontinence

a

Recent 1literature has counteredithe view held by
health professionals that the incontinent elderly. lead
~lives of shame'and’deSpair. Simons }1983) in noting that
"no studies dealing with the eldegly'person's petception of
urinary incontinence and the impact it has on the image of
self were found in a review of the literature" (p. 7)
undertook a .survey to investigate the} potentia;
relationship between these variables. Of the 43 elderly
female .fsubjects who participated in her st;dy,_. no
statistically" significant differences were found/ in
self-esteem ae measured between the incontinent group (51%
of %fhe sample) and the continent group. Of thehgroup‘ who
reported incontinence, onei‘half had not , discussed the
problem with a health care profession primarily because
they accepted it as a normal part of aging. Several of.
those who did seek advice from tneir physician were told

not to worry about it or that it was normal for yheir age.
The results of this study‘eupport the view that both
individuals with incontinence and health professionals have
an _attitude of resignation-toward tne condition. It! did

not, -however, give support to the concept of devastating
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conseqnences as the snbjects "responded that _nrinary
incontinence was not avgreat problem..:" (Simons, 1983, p.
52). ,

Mitteness (1987b) further confirmed‘ that the
incontinent elderly were able to enjoy a fulfilling and.
independent life iniﬁhe community. In-avsthdi (involving 30
. seniors living inéEpendenﬁly in subsidized apartments)
designed to explnre the stfategies older people used tn
manage incontinence itfwas fonnd that "many elderly people
displayed great resonisefulness | and considerable
psycho-social ability in organizing their lives so. that
they c;uld 'effectively manage their bladdex control
probiems" (p. 1929, Siénificantly, she also fonna,that most;
of the individuals managéd‘their;incontinénc¢~without the
.intervention'l of héélth caré professionals. Mitteness
(l987a) furthef concluded’ﬁnég there were stfong contrasts
between asseésmént and treatmenﬁ‘objectives, professional
and iay stereotypes, and the "experience oﬁ,incontinence. On
one hand, incontinence was passed‘off as a norma. part of
aging,.rand on the other, the social consequences were seen
as’ oVerwhelming to the individual. Even though the.
literature redommends‘assessment énd treatment, the reality
for many people with incontinencé was quite different and
sgecializedvhelp was not available.

o Breakwell and Walker (1988) stu&ied the physical and

psychological impact of incontinénce and report that "no
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4
significant difference - in personal adjustment between

continent and 1ncont1nent women was’ contrary to what was

~expected" (p. 286 after a review . of the literaturer

However, they found a statisﬂically significant difference
in social interactions ~between these groups as  the
incontinent women had less social contact with family

members. The conclusions of these researchers were tempered

. with the noted llmitation of a small convenience sample.

Preliminary data from the Natlonal Health . Interview
Survey, Supplement on Aglng (Harris, - 1986) included
1nformation 'on the prevalence of"urinaryv incontinence,
social activities and health status from ‘interviews. with

5637 people 65 and over. The findings conclude that "those

with  urinary problems have lower slevels of social
‘.participation than did_those who were ‘continent...[and]
b R-\

mere more”likely to report their health as tair to poor and
to report that their health had deteriorated over the past
year" (p‘ 5). Thus, 1ndiv1duals With 1ncont1nence may also{
have other health factors that llmlt act1v1ty and,

therefore, incontinence should not be singled out as the

‘factor responsible for sociqlﬂ%ﬁplation.
T or B

Conclusion
Much of the llteraéure rev1ewed empha51zed the role of |

health care professlonals in the assessment, diagnosis,

v
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treatment and management of incontinence. Howevér, many
individuals must Still‘manage on their own, without the
expertise - described in . the literafﬁre, because
professionals are ﬁot aware of the impact of this problem
.on‘théir clients. DespiteAthe prévalence of approximately

'10% of older adults in the community with ihcdntinence,

) l

there was e?idence that only é few reported the condition
to health éare professionals, partly becéuse'méchanisms are
not in plaée‘to encourage such reporting.

Almoét ébery pgblicatioh‘ was intfoduce& Qiﬁh' a
statement on the devastating social consequences of

'
incontinence for the individual and family but seldom  were
these statements based on- empirical findings. In fact, only
a few recent studies were located that examined ahybaspects
ofvthe expe%ience of bladder dysfuhction and gererally the
"findings have disputed these sta£ements.

Smith (l982§, in reporting on a large
.mﬁlti—discipl%nary British workshop on incontinence, nbtes
that‘ﬁmore réséarchvin this field is importapt, not only to
identify.,néeds and probiems more accurately, but alsg to
create the knbwledge to be taught td’practitioners so that

their practice can be effective, efficient and appropriate"
] 4

(p. 9). Mitteness (1987b) goes’ further and says, "if

effective interventions are to be designed to reduce thé

negative consequences of urimary incontinence among the

o

2

eldegly, then an understanding of the strategies curr “:ly

N
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used by elderly people to manage this probleh is sorely .
needed" (p; 185). | |

The purbbsé of this projec£ is to st&ay the experience

of . incohtinénce as percéived by those most affected--the

:g}ﬁerly individualé who expe;ience it. It is vital to gain
an appreciatidn of their viéw of the conéition and the

cbnsequeqces it has in their life. How does incontinence

impact on day-to-day life? Does this prbblem keep people at

home? . Do ‘older adults, seek help from ~health care

"érofessioﬁalsé Do they égbsequently receive advice and
treatment? How do older adults ‘feel about bladder- céntrél
problems? How do they manage to éontrol urine 1loss?

Therefore, this research will addres’s thé Question: What 1is

ﬁhe day-to-day 'Ekpfrience of incontinence for the older

individual who lives independently in the community?

e : .

AR



IIT. METHODS

As stated earlier, professional literature has
addressed  the assessment, diagnosis, treatment and

management of wurinary incontinence, but little * is known .

'
L

about the iﬁpact this problem has on day-to-day 1life;
therefdfe, the method chosen must Se one which would éllow
‘the 1issue to be studied from the perspective of the
individual. . A‘ qualitative research method met  this
criterion. As Leininger (1985) .notes, "the goal of .
qualita?ive reseagch is to document and interpret as fully
as possible the totality of whatever is being “;tudied in
particular contexts from the people's viewpoint or frame of
reference" (p. 5). As fﬁf&ejunct to the‘m "hod chosen, a
Semi—st;uctured questiognairé~ as used because some aspects
of,tbé experience of incontinence have been réportgd in the
literature, howéver, sufficient iﬁformation waé not fbund
related'tégthglsocial implications, feelihgs_or self-care
pyactices. Therefore, unkrwwn aspects of the experience of
incontinenée would be missed with a more strucﬁured
approach. Such a use is acceptable when "not enough is
known to be able tbd predetermine;a;l poséiple responses to
a question or. all areas of the domain"-(Morse, 1986).

This chapter is a description®of the process used to
colléut and analyze data ffgg‘a volunteer sample of ‘older

adults. The meaSures 'used'to}enhance-Athe* validity and

34
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reliability of the study are - inq{;ded, and ethical

considerations are noted.

Data‘Collection

Telephone interviews were convenient as the
respondents were able to be interviewed in their own homes
at a time of their choice. 1In a study comparing telephdne

) .
and face-to-face interviews, Janefsky (1971) found that "in
10 minute-'experimehtal interviews between strangers,
interviewees were equally willing to tqlkvabout themselves
aﬂd express their feelings id'teiephone as in fsce—te—face'
1nterv1ews" (p. 101). Rogers (1976) also reports that'the

!

quallty of data obtained by telephone is eomgarable 'rov
face-to—face interviews -and ‘notes ‘that the.! telephone_
prov1des for greater anonymity. As telephones are used as. a
means of normal discourse, these 1nterv1ews are considered
" valid and reliable; whereas,—. during face-to-face
interviews, the tape recorder and the stranger eonducting
the interview may interfere with disclosure (Coldmbotos,
1969). Also, the telephone reduces the awareness of’ the

tape recorder, and "as people are used to«speaking on the,

phone, jt is easier for them to speak freely" (Field &

&

Morse, 1985, p. 69).



Instrument

The semi¥struqtured questionnaire (Appendix A) was
used to guide tape recorded telephone interview. The
questions covered the féllowing aréas: (1) the day-to-day
experience of incontinence, (2) the perceived cause and
course of the problém over time, (3) ﬁhe self-care
practices used to manage and contrel incontinence, (4) the

professional advice and treatments received, (5) the social

ramifications of the problem for the individual and (6)

expectations of the futuré. The types of questibns used by
Mittenéss (1987b) énd Simons (1983) were used as é basis
for the interview guide. Each interview lasted an average
.0of 30 minutes, with a range from 15 to 90 minutes.

The guestionnaire was revised following a criﬁique by

a nurse-researcher. The questionnaire was then pretested on

two elderly individuals with urinary incontinence to gasure.

’

that the gquestions were understandable, would elicit the
. , . :

type of information required and that the questions were in
a logical order. A second revision followed a review of the

pretest interviews with the thesis supervisor.

[§

)

Sample selection

Th2 sample selection was based on the following

criteria:

-»
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1. The ability to communicate in English and to
converse over the telephone.' |

2. Self-described incontinence ‘that matchFd | the
definition from Erocklehurst (1984, p. 4): "Dbes urine ever
come away unexpectedly and withbut your being able to stop
it and you get wet?2"

3. The individual was an older adult. (All notices and
handouts asked seniors to respond and share their
prefience.‘ As people over the age of fifty often
participate in seniors activities and séniors centers, they
were therefore contacted through the advertising).

4. The individual voluntéered to participate in study.

5. The individual provided verbal (telephone) consent
(Appendix A). ’

6. The individual was living in the community, in his

o
L C

A volunteer sample of respondents was solicited by the

or her own home, apartment or lodge.

Sample recruitment

following means:

1. A paid advertisement was placed in a weekly paper,

4

the - Edmonton Examiner on six occasions over the course of

the 'study. This paper is delivered free' of charge to
143,000 homes in the city.

2. A noticé was submitted to the two large city

- -
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newspapers and all of the comﬁﬁnity newspapers in the area
"surrounding the city, with a request that it be placed in a
seniors or neighborhood events section of the newspaper.

The notice 1is known to have appeéred in the Edmonton

Journal, the Edmonton Sun, and the Stony Plain Reporter.
3. A notice  and article were printed in a senior's

néwsletter, News For Seniors, that is distributed free of

cﬁarge to individuals, seniors centers, residences and
other groﬁps in the city. |

4. A handout was distributed to all seniors’ centers
~and most seniors residences and lodges in the c¢ity and
.sur:oﬁnding areé.‘ Approximately 'lOQO handouts = were
distributed in total. The management in each setting was
infor@éd about the study and permission w%? -obtained to
place :the handout 1in an accessible site. A number of
handouts were left in each area to allow‘people to take one
to their home.orbroom-for later reﬁereﬁce,and, thereforé,
eliminate the necessity of poteﬁtial fespondents writing

1

down the telephor.e number.
\ : .
“given at two of

5. Preséntations on incontinence were
the seniors' centers in the city té a total audience of -45
people. The presentations were accompanied by thef handout
.describiﬁgithe study.
6. Poéte;s were placed in the city public healtﬁ‘

centers and a home care office, with business cards 1in

attached envelops identifying the researcher and providing
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teiephone numbers. ‘ '

7. The handouts were provided to the two day'ho§pitals
in the city and were made available to their .élienhs by
staff. !

~ 8. A rural health unit~diStribu£ed the handouts to
clients. _ / . . E N

9. A retail supplier.gf incontinence aids and garments
'made the haﬁdout available in their customer waiting area.

10. Respondents were solicited through a ﬁisitation to
an incontinence clinic.

11. Respondents were asked tQ tell others about the
study.

‘?he individuals who called in response to the handout
or agwertisement were {informed of the purpose of the
reSearéh project. Consert for the research was taped prior
to the interview. |

Copies of the handout»and poster are foﬁnd in
Appendix B. . |

Sample size

Sikty individu?lé over 50 years of'agé"responded to
the request for éubjects, This number represents the
ﬁinimum sample éize as Mofse (1986) reéommends 100 to 200
cases 'fo; quélitatiVe‘qstudies - using sémi;struétured

interviews. Strategies to increase the sample size through

/

i
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staff contact in community health offices and day hospitals
had very limited success, and almost all reépondents caliea

on their own initiative.

Data Analysis

l

All of the taped interviews were transcribed verbatim

and the transcripts were compared co the tapés to ensure

accuracy. A printed transcript was then cut up and sorted-

according to the interview queétioﬁs. Content analysis was

undertaken, and a coding systemz developed. The resulting

categories (Field & Morse, l§85) were sorted and counted.

The data provided a rich source of descriptive information
which suggested a number of areas for future study. Summary

tables were developed to display the frequency of

categorized respanses. Ten year age groupings were
convenient for the purposes of analyzfng possible
relationships between different responses and age.

Hypbthesés .wére then developed with regard to selected

variahles. Further tabulations were made and associations

Jpetween the selected variables were tested using Chi-square

analysis.

Reliakility

In qu,litative research, the focus of reliability is

=
k
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on accurate identificatioe end docuﬁentation of the reality
experienced by the participants (Bogdan & Biklen, 1982;
Leininger, ‘1985). In this,study, data were obtained from a
sample of %ndividuals who have difficulties with bladdef
control aea who volunteered information about' their
experiences. As the sample ﬁas a self-selected group, it
was not possibie to seek out informants with different
views in order to examine all aspects ef the experience of
incontinence (Field & Morse, 1985), an” this represents a
limitation of the study. A wide range of advegzzeement

metfhods were usad to solicit informants, and therefofe,. it

is reasonable to expect that a large number of seniors

were given the opportunity to participate in the study.

- The confidentiality of telephone intervie&s assisted
the.respondents in ‘discussing the sensitive nature of this
topic. . However, only those volunteers who were fluent in
English and able to heag.on the telephone were included in
order to eliminate any obvious communication ‘problems.
Although this factor may have contribufed . te

self-selection, no respondents were eliminated from the

study.

Field and Morse (1985) suggest that the status of  the
researcher can-vaffect the reliability of' the data
collected. In this study, the resea;cher was alwa&s cieafly
identified‘ as a nurse, and it was felt ehat -this

information assisted the respondents in& discussing the
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Dy

rather intimate and private nature of this subject. The
guided interviews ensured that all subjects would be asked

;
to respond to the same questions.

validity

Leininger (1985) describes validity  in gqualitative
research as "gaining knowledge and understanding of the
true nature, essence, meanings, attgibutes, \ aqd
characteristics of a particular phenomenon under study" (p.
68). In order to gain an understanding of the experienée of
incontinence, the respondents were asked to aescribe ﬁheir
problems with bladder'control invtﬁeir own words at the
beginnihg of 'the intgrview, and subsequent questions were

used to obtain detail on specific areas. 1In this way, the

focus was maintained on the~ perspective of the
respondents. According to Sandelowski (1986/f\\\\“a
gualitative study 1is credible when - it"préSents ‘such

faithful descfiptions or ‘interpretations of a human
experience that the people having that experience would
immediately recognize it from those descriptions' or

interpretations as their own" (p. 30).

it
The interview transcripts were reviewe with the
thesis supervisor regarding interview style, category
‘ N _
identification, coding and other analysis. As well,

° -

colleagues were consulted with regard to thé understanding
.é ‘ A

o
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of the material (Field & Morse, 1985). The results of the

study cannot be generalized; however, "generalizability is

- not the purpose of'quaiitative researcﬁvggi the purpose is
rather to elicit meaning in a given siéuation.;.." (Field &
Morse, 1985, p. 122). Assuming, as Bogdan aﬁd Biklen (1§82)
do "that humaq behavior is not random or idiosyncratic" (p.

41) a. careful documentation of expefiénce . 7 lead to

understandings of other similar situations.

Al

Ethical Considerations

!

This study relied on a volunteer sample who were

invited to participate through the use of - advertisements

and handouts distributed through a g&?e variety of means.

The study was desc:ibgd to each iﬁdividual who réplied; 'An
informed teiephone consent was obtaineq from eé&h
individual -who met the. study c¢riteria and agreéd td
pafticipate. The respondents were not ‘asked'éo give their
names, and any names mentioned were removed from tﬁe
transcribed interviews. The‘actual_tapes were coded for
reference. All tapes were‘kept in strict confidence and
heard only by the princiéal idbestigator, the thesis
supervisor and the typist. ”The raw Jata Qés viewed only by

the three individuals hoted above.

\u’

At the termination .of each interview, the respon@ents.

were all offered ?n opportunity to ask questions about

3
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incontinence and werée encouraged to seek health care as

indicatéd. As well, referrals were made to" other

AT

appropriate sources of information.

<

AN



IV. FINDINGS

Sixty' indi\Lduéls telephoned in response to the
quéstion ‘posed-pn hundreds of handouts and advertisements
in the city: "Seniors -- what is it like to have g@oblgés
with bladder control?" all met.the selection criteria. and
were interviewed. The ages of the respondents ranged from
51 to 88 years, with a mean age of 70.6 years. Seven were
male and 53 were female. All 1ived indépendently; 56 in
their own home or'apartmenf, three in a lodge angione with
her daughter;s family. | ) | |

All respondents were asked 'to describe, in their own
words, the nature of the problem they experiénced with
b;adder' control. The responses have been broadly '
categorized into the following areas: day4to—day problems
with bladder controi, social ramifications of incéntinence,
history and csurse of'thé problem, professionallaqvice.and
treatﬁent, self-care practices used to.control or reducé\
uﬂéxpéﬁt d wurine loss and expect@tions‘of the future.' The
respondents were also given an oppo;tunity to ask questiéns’
of the researcher. | |
-

Day—td—bay Problems .th Bladder Control

4

The participants described. problems w{;h bladder

S

cdygxol in  terms of being unable to prevent urine loss.

45
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Most (63%) described difficulty holding urine long enough
to get to a toilet (Table I). They spoke of having a
"strong"” and often "sudden" urge to.void. The volume. of

urine loss varied. As one informant reported,
y . .
Suddenly it seems to be that the bladder is full and
don't tell me, and just suddenly it comes and so I get
té +the bathroom or I don't get to the bathrom...but
very often I don't get there in time before I drjibble.

A number of people said that there were environmental

cues that'precipitated the urge to void. Cold weather was

3

frequently identified as a contributing factor, and going
out in the .winter was often problematic. Another very

common cue was unlocking the front door. As one man said,
It's always, 1I'll be all right until I get right to
‘the .door. T feel that when I go to the washroom
uptown, that should do me for at least an hour or so,
or a couple of hours, but it don't seem to, it will
come on all at once.

A number of female respondentis (40%) spoke of 1losing

Urine when laughing, coughing or jsneezing. Again, the

Jambunt lost«mighi be only a few drops ‘or a "pool of urine."

Many said this could present éxtreme éifficulties’if they
had an upper respiratory infection with constant coughing.
As well, some actlvities, like dancing or jog%%?g, resulted
in urine leakage.

If T have a cold and I sneezey I do, it does
spill...If I laugh quite a bit itjgffot as bad as ’it.
used ‘to be since I had it stitchgd up, but there's
still a problem...I have to walk slowly, you know, not

to be a jolt on my body.
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Table i

Descriptions of Problems with Bladder
Control by Age of Respondents

o

-

Age (years)"

N
\

o N Row
Type of - 50 - 59 60 - 69 70 - 79 80 - 89 total
Problem . '

n
Unable to 3 13 10 12 38
Hold Urine : :
' $Loss of ' 5 11 4 ‘ 4 24

Urime on o '

Coughing s

Dribbling ghf  3 '7 3 3 , 16
 / No Contgqi 1 , 3 1 3 8

«_}‘;“L
Column ‘ » S
‘“total 12 34 18 {2 _ 862

| Note an > 60 as 18 respondents descrLbed two or Qéfe\\
Qf types of problems. ' :
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Some respondents L27§5;de5cribed thei: proplé@s withv
blgader COntrol as a "d;ibbie". Most said this’ happened
when they were active. For example, sitting and -watching
telev151on would ‘not present a problem but actlve nousework
or walklng to’ the bus stop would result in a steady, but
%mall, loss Gf urlne . Two men and-two womern desc;ibed a
post—urlnatlon drlbble; -as an 81 jear old.WOMan saiﬂ,‘“"My;
trouble is when I, uh, gogto the batnroom is finishing off;
,ﬁt just,seems;te want to dr}bblevon'and on." Anothet'said,
T don4t' seem to ibe;'able' to completely empty the
bladder..:queel I'm throngh...and I have a\iittle bit more
of a feakage;" | “ ‘ . ' |

. Eight people-desctibed almost cemplete lack of contrel
over bladder= functidn:; "Thete's no :control of it at

> . ,
all...it Jjust  .seeps through." A respondent in her ' mid

sixty's described ailifelong problem of daily incontinencg

and, in fact, had never been continent. Two subjects
o . : \

described;; incontinence .clearly ‘related to diagnosed
nearological conditions. One.had multiple sclerosis and the
~other was paraplegic. Neithef had any sensation of biadder
fullﬁess nor’eftvoiding. Tne fespondents who describea a
total 1loss of bladder control also had a:large Volumev.of

urine loss.
I have to go to the bathroom every half hour.  I. have
no control over my bladder at all, and when I have to
go.to the bathroom, I have to-go right now, and I just
can t make it....It's an awful feellng to go through
this every’ day, wet all the time. ’ \ i
¢ - ' ‘ ’ A
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. For mos£ _individuais, the frequency of urinary
incontinence seemed to fluctuaté'éélsohe days or weeks
would be better than others. Seventy percent of the
réspondents (Table II) indicated that fhey usually had some
urine loss on. a daily basis, for others it was less

1

frequent. One‘person could not estimate any pattern, and
. , A .-
another did not experience any urine loss due to
self-catheterization. Most respondepts found{it difficult
to estimaté the amount and frequency:of_urine lost:

I dribble so much. They give me these pads, but they

sure don't help. My underwear still gets wet.

Sometimes. I dribble all the time, and, then again,

there's a streak when I don't need no pads or nothing.
I don't know why- that is.

As 86% of those over 80 years of age but 63% of those
in their sixties were;incontinent daily it was hypotheszed
that age may be related ta frequency of wurine 1loss. A
Chi—sQuare analysis between the wvariables (two age
categories; 50 to 69 and 76 to 89 and two frequency
categories; daily and weekly/monthly‘were used to fill the
contingency table) revealed no associafion: .X}(l,§=58) =
0.25, N.S.

The need to get up at night was a - common éxperience
for the respondeﬁts (Table III). An age—reléted pattern was
‘not apparent, as an identical ratio (67%) of those 50 to 69
years and those 70- to 89 years of age reported nocturia.

For the most part, needing to get up to void was not

considered to be a major problem, and some respondents
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W,4ﬁ%able II ' : ‘
ﬁt " v :

Freguency of Episodes of ‘Urinary . /\8
Inconti#ence by Age of Respondents

D
Age (yearsf
: ' Row"
Frequency 50 - 59 60 - 69 70 - 70 80 - 89 total
| | n %
Daily 7 14 9 12 42 70
Weekly_ . 1 5 4 1 11 18
r\" .
MoREHly 0 3 1 1. 5 g
Other ) 0 0. 2 0 2 3
Column

total 8 22 16 14 60 100




Table III

«

Described Frequency o$ #octuria

by Age of Raspondents

51

Frequency

Age (years)

50 - 59

60 - 69 70 - 79 80 - 89

Row
total

Seldom or
never up
to void

Up to void
1 - 3 time

" Up to void
more than
3 times

Night time
incontinence

Not
applicablev

4

13 8 10

14 23

34 57

Column
total

4

22 16 14

60 100

¢
&
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related”it to difficvlty sleeping. One 81 year old woman
\ -~ '

said, ‘.

I'm a poor sleeper. I wake up, 3:00, and I have to get

up dand go to the bathroom, and if /1 can't get back to

sleep, I'm up three or four timeg before it's time to

get up in the morning. And then if I do get back to

sleep, I sleep till about 5:00, igé?then, from then on

I'm getting up.

Very - few respondents identified any other physical

) : _ .
symptoms that could be related to incontinence. Some had
- experienced chronic bladder inféctions, but all received

treatment. for the condition when it occurred. ‘Although the

.

“literature describeqvﬁ}in breakdown as a complication of
incontinence, none of the respondents had problems with

irritation in the groin, including‘three individuals who

used a wheelchair on a daily basis. Many were conscious of

the need for careful hygiene and. indicated that they always

washed after an episode of incontinence. Interestingly, one

person had a perinedl skin rash in hospital when required

to use a bed pan. 3he attributed the rash to a lack . of

i .
opportunity to wash after voiding. Perhaps skin breakdown
is 1less of a problem for those 'who control their own

hygiene.

Social Ramifications of Incontinence

a

The literature suggesfé that incontinence 1leads to

humiliation and isolation, and . it was expected that a major

~w,

AN
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!

\componen% of .the day-to- day exéerlence would have to do

with 1a1 fac%&gs.' The reg ndents were asked if they

;,talked toﬁPther$u.a€’ vaofer ccntfol problems, that is,

did they tell others abo'”
g g P RS . SN

know about people in similar 51tua$§9ns. All were asked how .

1nconthence affected their daily activities and if there

was any activity they did not ﬁndertake as a result. The

responses are outlined in the following section.

@

Silence and secrecy v .

3

Incontinenée'is not a subject of social conversation.
Women, in particular, said this was a subject you "just
don't talk‘about." Most respondents (Table IV) knew of at
least one other person with incontinence; a close female
friend, a sister or a.neighbor, but no one really shared
their experiences. As one woman of 61 years reflected:,

I've heard different women say, "Wéll, I get that

" too." But very seldom ever talk about it, [they] just
“ say - "Oh, 1I've had that" or "I get that"....Over the
years Jjust different people have said. “Yeah, "I get

that," it seems to me like they don't want to talk
about it. “ :

e

(/\\\"«L\‘Although 70% had told someone, again usually a <close

friegg or relatlve, about their own problems with bladder

control 30% had not discussed this matter with others.

-

\

Some.. women even kept thelr 1ncont1nence a secret from their

husbaﬁds. In fact, nine women had not told anyone; not
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Table IV
Reported Social Discussion of Problems with
Urinary Incontinence by Age of Respondents ﬂx
; A% Y
?
Age (years)
. Row
Report 50 - 59 60 - 69 70 - 79 80 - 89 total
n %
2
| Aware of -others with incontinence
Friends & = 4 10 6 6 26 43
A . |
Family 0 -4 2 2 8 13
Family : ,
and friends 0 0 2 0 2 4
. N (/\_J
No one 4 8. 6 6 24 \\ 40
Column
total 8 22 16 14 60 100
Told others of own incontinence
Friends 3 7 5 2 172 .e
Family 3 - s 4 4 16 27
"Family ! '
and friends 0 5 2 2 9 15
"No one 2 . 5. . 5 6 18 oo
L ,
Column’ . : '
total 8 22 16 14 60 - 100

‘e



family, friends nor health care proféssionals:

No, 'you don't talk about that....How do you start a

conversation like that? They're not like you, making a

study of this.

I don}t talk anything, « €Xcept casual to most of the

people here....I just have two daughters. I can never

mention to them much.
< . :

No, I ' guess it's mostly¥ because people don't talk

about it too much. Not at my age anyway. If you're in

the nursing home or something, maybe they do.

Interestingly, social discussion of incontinence did
not seem to be an issue for the male respondents. All qf
the men had told either family or friends.//%hey_approached

LD . ’ ’
this topic in a "matter of fact" manner.

A few women elaborated on the  social support of
having someone with whom to share the problem. For example,
one woman of 82 years said, "If ybu can talk to someone
once in awhile it uJnakes all the difference in the
world....I talk to my youngest sister--she has bladder
trouble--we talk back and forth and it helps." Another:
woman remarked: _

I think if more of them talk about it maybe they would

help each other. First time I've had anybody except my

sisters or one sister say anything to me was
yesterday, and this one lady told me what pad she
uses. That's the first time anybody's ever 1let on
2 about it! Most of us, I'm sure, down at the senior's

i
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club must have the troubles....That's the first place

~that's 1looked for--is everybody finds out where the

washroom is. 5

Se
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Socializing: going out

Fifty respondents (83%) said the;m did not
"

significantly limit or reduce activity outs;gp the home. In
fact, they were quite emphatic that activity out of the
home represented an important component of their quality of

3 ; :
life and 'said they made an effort to go out on a daily

’

basis.

| ‘Ten reported limitations due to mobility problems or
other physicalvconditions. Of these ten people six were
over age 80 aéd described restrictions related to

arthritis, cardiac conditions or other physical ailments.

The other four pepple were younger but identified specific

-reskrictions; one was disabled with arthritis,  one with
multiple sclerosis, another: was paraplegic and one
complained of chronic debilitating s fatigue. It is

) "r:("/‘

2

{Qinﬁéresting that of these ten people with activity
limitations, ,eight  denied- that incontinence was a

Contributingﬂ'factor. For example, one 87 year old woman
FIRRON ’ -
said,‘*V

R

i I can't go out anyway very much. I'm not able to go
out on the bus. I'm not able to go shopping unless I
have somebody with me. I've got arthritis very bad. I
get dizzy, and they don't want me to fall. [Does the
incontinence keep you home?] No, I just take extra
pads.. I go [to son's home out of town] for two or
three days[ and I take a lot of extra ones, but when I

¢ go to my son's here [in the city]l, I just go for four
or five hours, and I just take an extra one.
\ : B
\,

.

» A majority of the sample, 53 individuals (88%)}
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clearly stated that problems with bladder control did not
reduce their activities.

No, sph my goodness, no. Oh, no way! Oh my no. No, it
hasn't house—bound me.

I try to gb out every\day. No, I'd'doublé—pad myself
rather than sit here and feel sorry for. myself.

One 79 year old woman with a seven year history of
£ . . ' .
stress incontinence symptoms said,

For awhile I thought my life was just about over--that
I was going to be a prisoner. But it isn*t bad at all,
it doesn't bother me, you get used to evérything, you
know. I thought it would keep me from” doing
things....If I want to go out and I'm going to go out,
it doesn't bother me. I know that I can--I'll be all
right. : : : '

}.\ 2

‘;Q'Thus ~incontinence was something these subjects "got

‘used to" and coped with. They did whatever was necessary to

M
contain u¥ine loss and continued to go out-as they wished..

However, seven others felt restricted in their daily

: adtiVities because of incontinence: "It's not easy to find

a cdnyeqience in the city--So, [I don't go out] because I

don't wah%'to be taken byrsurprisel It's annoying because

it doesn't allow me to do the things that I would like to
. - o ‘ P

do." .Or-as.,a 67 year old 'woman, who said she had lost all

urinary“coptfollfollowing bladder repair surgery 2 vyears

ago, Statéd) "ijust go downtown -for my groceries, I don't

N

.go out- that much, I stay home. It confines me to stay

home." This woman ~was, desperate for treatment and = was

anxiodsly”waiting for a spheduiéd specialist appointment.

\
>
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Feelings

Described feelings abdut incontinence were sorted into

-

four categories: accepting, annoyed or bothered, 6 disgusted
NS
and afraid of smell or embarrassment (Table V). The most

common Tresponse was that incontinence is annoying or a

nuisance: N .

I guess I just feel why do we have to be this .way?
That's what it feels like. You know, you have to be
bothered with these pads all the time....It's
something I have to live with.

Annoyed. That's the best I can tell you, annoyed. But
it's a relief now to have these pads that I'm using
ow. Because I don't have to bother that 1I'll be
gbaked when I get home. :

Others deéqribed incontinence as something‘"you put up
with" ana‘accépted. These people ‘often said they ‘decided
-not to let it bother them. As one 82 year old woman
reportéd, "I got used to it--it's beeh so long. It bothers
me, yes, but I try nét to let it." A male informanﬁ who was
alert, active and happy with his life, described his
perspectiye as: | | ' -
 %Yoﬁ.see, I'm sc lucky in some ways, I'm 86 years old,
tell people--well, I can walk a little bit, I can
,ﬁear a little bit, I can see a little bit and I'm so

lucky that I can't complain about this little bladder
problem as long as I've got it under decent control.

-3
‘Seven people, five women and two men, were much more

trédbléd by their proBlems with incontinence and expressed

feelings of disgust or distress, such as the following

NS
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Table Vv ,
Reported Major Feelings About Urinary
Incontinence by Age of Respondents
,
Agé (years)
_ Row
Report ; 50 - 59 60 ~ 69 70 - 79 80 ~.89 total
n =
Accepting .0 6 "6 5 - 17 28 ¢
Annoyed if 6 7 : 5 ' 6 24 40
Disgusted » 0 .3 2 2 7 12
Afraid of - ‘
smell or 2 6 A3 1. 12 20
embarrassment | '
- : \
églumn

‘total -8 22 16 14 -© ° 60. 100
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comment; "I don't want to express«“lt but--it's reat}y
b \'»r

gomething. lt S hell. I know there are

but...." For these respondents 1ncont1nence 1nterferéd with

‘\ . =m..

daily life and was dlfflcult to manage.

Other respondents expressed their feelings in relatiggh

to concerns about odoz;if possible embarrassment:

I don't feel ¢
kid...getting. be51de'people that smelled, I used to
call them pissy....I don t want to have people feel
that way about me .

I'm alwaYs afraid that maybe there's going to be a
time when I'm not going té be safe. Like it's going .o
let loose on me and I am -eally embarrassed.

-

They described careful attention -to hygiene, washing after

+ incontinence and being careful to change wet pads. or

clothes immediately.. Some women spoke of the dlfflculty

O

trying to wash with paper towels in publlc washrooms..~0ne

said she looked for a wheelchair toilet that had a 31nk Ain

~

the cubicle in order to wash in private. Another said she,

would .go ‘home immediately if her underclothing became wet.

o 7itpwas difficult to divide the responses into discreet

categories as there is overlap in descriptions. In general,

the majority of subjects described feelings  about
incontinence in a passive manner, . as »unpleaSant and
troublesome, but>manageable. "It is however, noted as a

constant worry. Many spoke of planning thei. Jdestination in

relationship to the availability ofr toilets "and ’aIWays

Y N .
taking care to void before leaving home.

I3

,..-,d\any people like me

an.' I remember when I was a

o
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History and Course of the Problem

< /

Most of the subjects reported years of experience with

‘bladder control problems (Table VI). It was interesting to

note that of the subjects over 60 years of age, 42% first

experienced urinary incontinence before their 60th year.
P - . .
Generally, ~ those ‘who had a long history with

-

incontinence had the most difficulty estimating when the
incontinence first occurred. Some had difficulty
identifying when the problem started because the nature of
the incontinence may have changed over time.. One woman who
cdasc rlbed several types of problems with incontinence
stated, . .
I couldn't never tell you the exact year, like it was
always if I sneezed or laughed sometimes, you know, I
would¥pass my water for quite a few years I would say.
Not twenty or thirty years ago, but, 1like I had a
stroke in '84 and that'g when it really started.
A}mgst half of the subjects'%ogld not identify any

particular change in thelr problems w1th incontinence over

the years (Table VII). Thlrty five percent stated that_the

situation had'become worse over time, and .of these, four

people had. received some medical treatment. For others,

treatment had reduced the problem. Nine percent noted an
imp;ovement ‘after "bladder repair" surgery. Twé people
stated they had improved after starting a ﬁedication
specifically for incontinence, and two reported improvement

following pelvic floor exercises. Although almést all
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Table VI ’-%f“g;.
R .
Reported Years Since Start of Urinary
Incontinence by Age of Respondents
s
B ‘ \
: J
Age (years)
. , : Row
Years _ 50 - 59 60 - 69 70 - 79 80 - 89 total
‘ | n %
'Less than _ - , 'f : '
2 years ‘ 2 4 R 7 17 28
From 2 to _‘ , o T .
10 years 3 o6, 7 ) 520 33
JFrom 10 to - - 5o - e i .
20 years ’ . 2 1 8 14
' K "
More than v Ce 2 ' :
20 years 2 e 8 3 2 15 25
Column : o
total ' 8 22 16 © 14 60 100
e
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Table VII o

Reported Course of Urinary Incontlnence
by Age of Respondents

Age (years)

. yF. 2L' . Row
Course 50 - 59 60 - 69 70 - 79 80 - 89 total

No change 2 11 11 3 27 45

Increased _ . ‘ \
frequency 5 7 } 1
or amount

Decreased
frequency . ' : ' :
or amount . 1 2 L 1 1 5 -9
after surgery : ‘ ;

0

Detreased
frequency :
or -amount 0 0 1 1 2 3
after '

" medication

Decreased > 4

frequency 0 : 1 1 0 2 3
Oor amount

after pelvic

‘exercise

Fluctuating o 1 1 1 3 5
pattgrn -

Column “ .
- total 8 22 le 14 _ 60 100
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subjects reported that the . situation fluctuatad from
4 day-to-day or week-to-week, three peopie reported a very

erratic pattern of incontinence. As one man recalled,
4
I had it in, legﬁs see 1945--or 43. 45. Then I had
it--didn't have it--until 1947. Then I had no trouble
" with it until the 60s, -the late 60s, and then it was
gone again beginning of the 70s, I had no problems
until now....

Perceived causes of incontinence

Forty five percent (Table VIII), which included all
vthe'males in the sample, said they had "no idea" why their
problem with incontinencé had started: "I don't know," or
"I have nb idea--it's.too far back now." As the literature
suggests that older adults attfibute'incontinence to age,
it was interesting that a larger percentaée of people ia
‘fhe older agge group said they had "no idea" 'why it stérted
than tﬁosélgggg 50 to 70 years. It was postulated that a
relationship may exist between age_ahd reported! perception

1
conducted

of cause. Accordingly, a Chi—square analeis waf

using two age categories (50 to 69 and 70 to 89) and the

five perceived causes of,ihddntinence_ (listed 1in Table
VIII).  The i analysis did not reveal a’- significant
" relationship between  age and perceived " cause of

inconpinence:‘xz(4,§=60) = 6.66, N.S.

Only. eight people specifically identified age as the

probable cause. One woman expressed this view very

!
succinctly;
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Table VIII
Reported Perception of Primary Caﬁée'of”.. ‘
Urinary Incontinence by Age of Respondents:  *
A : . oo Yoo _
_ Age (years)" 4.' o
( oo Y 3 n
N —
\j . e N ‘
. . . . : o N n, - Row -
Cause .50 - 59 60 - 69 70 - 79. 80 - 89 - total
L | n %
Does not 3 -8 7 9 727 45
know ' g : / : T
0ld age 0 2 4 2 8 13
Decreased - ' _ o
muscle 4 2 2 1. 2 -7 12
tone i : : ‘
Childbirth 2. 4 2 o . 8 132
Illness or
surgery: 1 6 2 T 10 - 17
1
Column .
total . 8 22 ' 16 14 - 60 100
. W B v V ;ﬂ .

Note. @ represents only women
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, I think it's just old age, that's what I think, ‘and
we're like a machine and we wear out. It's kind of sad
after vyou go through an operation and that doesn't

., stop it. ’

Perhaps expressing a concept similar to advancing age,
seven respondents felt‘incontinence was due to decreased
muscle tone. Eight others suggésted childbirth was the
méjqf cause and, of these, several implied that this was
due 1in part to old age. "I didn't have it till after .my
child was born...so I don't know, as I say, it seems Llike

my bladder 1is sagging." As  some of the"respondenps

- indicated, their perception of cause reflected information

provided by health professionals. "I've had...I've
delivered eleven children, and they figured my bladder was

affected.”
Ten people attributed incontinence to the result or

aftermath of an illness or surgery. As one woman said,

]

' hﬁéilvthenrﬂ'l don't knod(zzifher something happened during

the operation or what,Abut I had a terrible time. I was on

the catheter for a number of days:“

"

Reported Medical Advice and Treatment

aazd
e
e

0 o
Almést three quarters of the individuals i tc¢ -iewed
had sought medical advice for bladder controlv problems
(Table;IX);: Of these, two thirds (29) reported that they

had'seen a urologist or a vgyhecoldgist, and the other
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Table IX

Reported Medical Care by Age of Respondents

‘Age (years)

S _ : - Row
Report 50 - 59 60 - 69 70 = 79 80 - 89 total
: & n %
Reported discussion with physici%ﬂ
Has talked - S -
to a physician 6 .18 11 ~ 9 ¢ 44 73
Has ﬁever . - 
talked to a 2 -4 .5 5 . 16 27
physician : '
Column - ) __—
total 8 22 16 14 60 100
n
Reported advice
Surgery 4 8 3 7 3 18
Pelvic : : :
exercise 0 2 .0 0 2
g i ) - i
Medication. - 0. 6 ' 2 3 11
Nothing . 0 1 "0 L 2 3
can be done - - s :
Referral to 3 5 2 2 o 12
specialist ' ‘
Advice unknown 1 4 5 3 13
Column . ;
total 8 26 12 13 \ 592

Note* 2n > 44 due to multlple responses given by several
respondents. .
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P o2

‘#415) indicated only that they had seen a physician.
i | )

number of individuals had not seenx‘a doctor for

: I

years. All respondents indicated, as the following
examplé“: suggest, that ﬁhgy received 1little or no
information about possible treatments, and medical care had

often been sporadic;

-

I haven't talked to my doctor for fourteen years about

it. When he said that the operation was a failure, I

never bothered going back. They did say they could do

an extension [more extensive surgeryl, but I'd have to
take the weight off--cause if I'didn't take the welght
off, there was no sense in doing it.

The medical recommendation most frequently reported by
the respondents was surgery; that is, a bladder repair for
women or a transurethral resection for men. 1In fact, five
of the male respondents had a transurethral resection. 1In
one case, the operation was performed for cancer of the
prostrate, but the other four men were unclear about the
reason for the surgery. One said it had something to do
with incontinence.

- Two men had a "prostate operation" about two yeafs ago

and had subsequently started taking Ditropan (Oxybutynin,

an anticholinergic drug). Both said they had not seen the
surgeon since the operation and had remained on the
medication without any further advice. Neither knew if they
were expected to return for a follow-up appointmént. One
man called the researcher, in Qarpi to Question if he

should remain on this medication.

ST
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bf the 14 womeh for.whém surgery had been suggested,
three chose not to have the operati a. These individuals
considered surgery ‘'to be a more u- desirable alternative
than the”incbntinence they experienc Of the 11 women who
reported\thaé they had surgery at some time, five felt that
the problem was lessened while six stated that there Qas no
improvement. ‘None reported a total cure. One 73 year. oid
woman had suréery four.times in twenty yéérs, and only the
final operation provided any substantial relief. She said,
"It was just like, well, just like a miracle."

S Only two women said that their physician had told them

to try pelvic flgor exercises. One of these women was also
‘advised  that  her incontinence éould\ be  surgically
corrected.

Medication -was prescribed for the treatment of
incontinegbeﬁ.for eleven subjects. Two respondents were

taking Ditropan " at the time of the interview (as noted
above). One stated that the drug was of some help and the
other ‘had feit there was no. improvement. One reépondent
refused medication (a bladder .installation), and two others
discontinued medication (Ditropan) without medical advice
because of side-effects. Another two were wunable to
identify the medication they used except to say that it was
intended to reduce. the sensé of wurgency; neither had
noticed any improvement in their incontinence: Four
subjects had been treated with medication for chfonic

- ~—

B
b
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urinary tract infections on several occasiogs, One noted a
decréase in incor “inence as a result. |

Three women were told by a physician that "nothing
could be done" to control their incontinence. One woman had
lifélong incontinence of unknown cause, one reported no
sphincter control and lost urine without any awareness, and
the other, in her eighties, was told that surgery may help,
bu£ that she would not be able to tolerate the operation.

Over 20% of the rgspondehts were unable to describe
any medical advice. They said their physician knew of ;heir
problem but haa not "said anything", or they were unsure as
to the response. Some believed that no response from their
physician meant that nothing could be done.

Twenty seven percent of_the sample had not reported
the condition to a physician. This group was comprised of

)

one man and 15 women. Of these a slightgly higher percentage
were those in the older age divisions . (70 to 89f; A
Chi-square analysis did not reveal an association between

the variables of age (again, two age cagegories) and report

to a physician: X}(l,§=60) =1.36,

The problem with incontinence was\often considered too

~

“insignificant to report to a physician:

I'm not a person that runs to a doctor with every
little thing. " '

No, I've never mentioned it to my doctor at all. I
have a young lady doctor now and I am very pleased
with her. I was down to see her last week but I didn't
mention that. Because I just™take it for granted.
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Other respondents indicated that they ‘didn't think the
doctor would be interested in the condition or there was
not enough time when other more "serious" conditions had to

¥

be addressed:.

I feel I'm taking up too much time, and so I think,
"Oh, old lady, get out of there and go home!"' I sort
of think they're not that interested, - and quite often
‘if I've been in there, say fifteen minutes, she'll say
"Well you've taken up all your time, I can't spend any
more time with you."

 One woman said she just didn't want to talk to the
doctor about it:
No, I haven't, because the last time I went .to the
doctor he asked me how my water works were, and I said
"okay"--ha, ha! I just didn't want to talk to him
about it, I guess. : '
This woman was unable to say why she did not respond
to the physician's question, -~ but digd say it was different
when she’ telephoned the ;researcher because ‘“you're a

woman."

Reported Care’ From Other -Health Professionals

Only 28% of the respondents had. at seme timeldieeuseed
urinary incont%nence with a nurse. Two had alse talked to a
ph&siotherapist (Table X). This cenﬁact. was more
coincidental than planned. Ten of ‘these people ihad

«

discussed their need for urinary incontinence garments with

a nurse, and arrangements had then been made to eupply the

[y



Table X

Reported Care From Other Health Care

Professionals by Age of Respondents

72

Réport

Age (years)

.

50 - 59 60 - 69 70 - 79 80 - 89

e

Row
total
n

Reported discussion with other health care professional

Nurse j@;” ' 7 3 6 17
Phy51d-ﬂ-

therapig 2 0 0 2
No othe 15 13 8 43
discussicn’

J
“Column total 8 1 24 16 14 622
Reported advice

Incontinence 0 3 -2 ~ 5 10
garment

Pelvic ‘
exercise 0 1 -0 ., 1 2"
Referred to

physician 0 0 0 1 1
Other 1 1 -1 0 3
Advice unknown 1 2 1 1 5
Column total 2 7 4 8 21P
Notes. @n > 60 as two pérticipants,diécussed their condition

b

with both . a nurse and a physiotherapist.

n>17
respondents.

o

due to multiple responses

given

by several



Y

. «*
4

garments through\the Alberta Aids to Daily Living Program.

Six respondents had spoken with a nurse .during a past
hospitalization; however, only'three could recall receiving
any,advice.or teaching. One was told to aliow herself time
to sjt on the toilet to empty her bladder: "I remeﬁber her

WO;ds. .She said that I should sit there and allow it time

PN

to drain. _So I try to do that." One was told to drink less

fluid:-in the evening. Another stated that when bothered

with urinary retention, she would "even straddle a little

cap of hot water to let the steam on me. A nurse told me

this}years and years. ago. An ol'd wife's tale most likely!
But anyway, I WOu%d even do that!" This indicates that

nursing adv1ce, ‘even when doubted, is followed. One woman

,

"recalleé*»iearnlng ’oprelvie floor exercises at a Health

Centet, apparently' f}om a . Comﬁhnity ‘Health Nnrse -.and
another learned of the exercise from a - physiotherapist.
Others, however, could not recall any suggestions' or .
counselllng from the nurses they had seen.

Mo§t ) respondents : " had not spoken to a- _nufse,5

-~ ~

_phy510theraplst o; other health care professionalu about.

o

1ncont1nence. They 51mply answered "no" to_this-questioh;

"however, .tWo people remarked that they did - not "have a

nurse in their family", suggesting that they.did not know

how to c¢contact a nurse, One 85 year old woman said that she»

. thought health prohlems wer~ o be managed by her doctor. A

few had regularxcontact with a Communlty Health Nurse bqt

>
» [



did not ask about incontinence:

Lots of nurses come here [senior's residence], but I
Jnever say anything to them--I haven't got the gall.

" No, the health nurse comes periodically...she said we
could talk to her about any problem, but it never
occurred to me to talk to her about this.

It's a long time since I had children. I thought the
health unit was just for babies. o

One respondent recalled her attempts to approach a nurse as

v o . . . .
demeaning. She said the nurse was a student doing a
presentation at a senior's center.

She was askingrdifferent ones at the table...well, I
was sort of a little embarrassed. - There was a lot of
men sitting there and I talked to her kind of on the
Q.T. She said "Oh, I have nothing to do with that and
that's, not a subject 1I'd like to ®bring up with
seniors."” I felt kind of, I -don't know how to put it,
but I was ., asking a sensible question and she was
putting me - down as though nobody else would have,
something like that. And I thought to myself, we don't
know wa many. people in this room might be going
through the same thing and they re -embarrassed to talk
about it.

The expressed reluctance of some respondents to 1nform
health care profe551onals about | problems with bladder
lcontrol led to lhe hypothe51s that a relatlonshlp may exlst
ibetween feellngs. aboutv 1ncont1nenge and the report of
symptoms.,to* a profess1onal A. Chi- square ianaly51s” was
completed (Table/XI) to examlne“the potentlal relatlonship

between these Jarlables. 'The analysis did not reVeal an

association.

T
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Table XI
Contihgency Table: Major Feelings About

Urinary Incontinence and Reported Discussion
With Health Care Professional

°

Accepted Annoyed Disgusted Afraid Row

e

% total
Reported = 14 17 5 ' g 45
Not ’ 3 7. 2 3 15
reported ‘ : a -

‘. 1 ]
Column C ‘ ) ' v PR .
total 17 24 7 12 60
. . ) o “ . [ .3

Chi-square=0.762 df=3 N.S.




Reported SelfQCare Practices

Predictably, reported self-care strategies included
the use of aifférent pads, self-imposed fluid restriction
and‘ frequent or regular tdileting pattérns (Table XII5.
Most respondents used more than oﬁe method, evalmating each
through an ongoing trial and error process. Few self;care
practices reflected professional advice, ‘however, women
sometimes passed informgtion on pads;tb a confidant.

A

" ‘Pads and padding

Some type of pad was used to control urine 1loss at.

least some of the time by 78% %f the +trespondents. . Twénty.

seden \used ,'sanitanyvﬂfpads{" nineteen -a - commercial
“incontinence garment and seven a"bomemade pad of cloth,
‘facial tissue or toilet papéf.' These groups are not

"mutually exclusive. Many used homemade or sanitary ﬁadé at

) . . . [ :
home, reserving the heavier, more absorbent garments yfor

,outings. . . '

Generally, commércial incontinence garments were .. not

" considered to be. very comfd:table nor acceptable and were

.used only out of.necessity to absorb the,volume of urine.
They were described as hSt, bulky'ahd diaperQIike. One 82

year old wohan, who said she had briefs and pads - supplied
by "the government" for th#” past five-yééfs,.complained
. : S e
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Table XII

Reborted Self-Care Practices
by Age of Respondents

’

K Age (years)
P . ‘ Row
Practice 50 - 59 60 - 69 .70 - 79 80 - 89 total
- n
? Management of urine loss
Incontinence 0 8 3 | 8 ) 19 ,
garment : e : A
- Sanitary pad 6 12 5 4" 27
Home made 4 :
pads 1 - 4 2 0 7
. Frequent . R '
voiding 3 A 2 4 2 ©11
Changing ' . '
~underwear 1 5 4 ) -3 13,
Self | : | . |
catheterization 0 0 ‘ 1 Bl 2
Limit fluids 2 6 3 1 12
Column A ’ ' '
total - 13 37 22 19 912
L“\ ' . ] : . o "
Self;treatment'for&fhbbﬁtinencé
':Othér ‘ '”° S Of. w2z (9 1 ;," 3
Pelvid . R _ . , l . -
exercise - 0 3 -1 1 5

-

) Columh ; ' _ : ' : ' \
total = © . uig\f‘ 5 1 2 8

Note. 8h > 60 as sdme,participahts reported more than one
' practice.. LA :



_of_purchas;ng pads.

78

- that the brief had a rubber lining which was hot at times

.

and the pads were "much too wide" to be comfortable. She
added that' they did "work well." She wore the pads night
and day because she would get wet "as soon as my feet

)

touched the floor." Four of the seven men in the study used

ihcontinence pads, and all of these individuals had a

commercial product supplled by the Alberta AldS to Daily
L.7ing PrOgﬁam,

ﬁ%&hlrteen

used these garments on a daily basis, " usually night and

day. Two. 'people said they even had to use two pads at a

(“‘

time, onéron top of the other, to adequately absorb urine.

Another complalned that desplte the bulk of the garment,

A

urine leaked around the edges " Five. others who purohased

‘commegc;all products used them only on special “occasions

. when'a toilet might ‘not be quickly accessible, such as on-a

trip or when out in the evening. One individual who said

she had garments donated by a nurse?when she was- a 'patient'
Coin the hospltal did- not ‘know where to obtaln more At home

she used a pad made bf fac1al tissde to av01d the expense

il N

only women reported the use of sanitary and homemade -

o

pads. Of the twenty seven women who used a sanitary ‘pad,

nine used a small mini pad or panty b&ner,'land‘the” others

used a regular sized napkin. Again, a heavier pad was:often



used“when_out of the home and a min} pad or facial tissne
when' at home. Some used the mini pad as a back up
precaution: "I wear these pads. Not very big ones, Jjust
little tiny ones because I seem to get to the bathroom
before anythlng too much happens." Cost was a consideration

for some people, ' and a number of older women remarked that

" they purchased sanitary pads at seniors sale days in

department stores or collected coupons. One woman was not

satisfied with the sanitary pegs: "It's soaked enough --
it's different than when you're menstruating.” Although not
satisfied, she was not prepared, to request a supplied

commercial product: "I don't figure;'we should take

-
Vo,

advantage of the extended services." She Went‘ on to
~describe her system of reusing pads during the day to save

money:
‘The last time T, went, I mean I try to get the coupons

and all that, but I got the regulars.. because they're

. thicker. They had a new one’ called "Maxi", = it's

- thinner but . it's supposed to absorb as much....The

cheapest you can get them is three and a half or

something like that....I only use one {(at a time‘'. . &«
kind of frugal, I have a spot where I'1l put ‘¢ up to
.dry and put the other one on.

‘The use of a homemade paques‘a matter'of prefe?ence.
‘.:"3:: > . .
Some- used- them part of theé time and others on a regular

.

basis.

I Bought some of these thlngs (pads) but I never
trusted them that much. - What I do use, and’I find it
very convenient for me, [is] an o0ld wash cloth that I
‘fold lengthwise and over again. And then I use, in

«~ case something happens, I use a plaSth bag all folded
up under that. That works for me.

“\
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" People have suggested those pads and. panty liners.
They'd probably be okay, but I have found that when I
go to the bathroom I just change it...so to me toilet
-paper's better ‘Whereas, if I was using pads and every
‘time I went to the bathroom, it would be kind of

. if""“\ expens ive.

Thirteen people chose not to wear a pad at all but to
Eimply change any wet clothing. . Laundry was not considered
to be a problem. A few people said that they had extra
‘washing,'they either washed underwear daily by hand br used
aatematic washers in their home. For most of this group,
urine loss was'infrequent, but three respondents indicated
that they have s%ge incontinence every day:

I did far awhile [use pads]. I thought it would keep
from staining my pants because it's just a spot about,

I think maybe three inches in diameter...but then like

I say, they get smelly so fast. [Now] I don't do

anything. I have pants that are all stained up.

i

Other self-care methods

»

a3

‘Another common strategy to prevent ineentinenee was.
frequeht and regular t011et1ng As ‘one 73 year old woman®

descrlbed ker management°

I got the daytime business straightened out by - timing
. myself, - you know, at least every hour....If I've gone
. at 2:00, 1I'll.go at 3:00. I have these pads...which I

never use in the daytime....No, not if I time myself.

L

~The most extreme example was that of one woman who
voided every half hour during'the day. Her-life~style was

controlled bt~ extreme incontinence.’
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Respondents were questioned about fluid intake, to
determine if increasing or decrea51ng flwid intake or
'changlng the type of fluid consumed was a st- ategy used to

control incontinence. Over half of the subjects (32) said

they did not gery their fluid intake because  of:

incontinence (nineégeaid that they drink a lot of fluid
generally because they have. been told it is considered to
be a good health practice). Seven people said they were now
drinking more water or fluid than befg{e, usually beceuse

of adv1ce from others.

I had a friend, a pat, in the renal functions
area, and they were alwa
juice and cranberry jHl;
each 'in my refrigerat

keep flushlng it out.

so I've got a "gallon of
.I feel that I've got to

If ° he, my doctor, had his way he wouldn t have me

sivodrink  tea, but he likes me to take cranberry juice

“which is good for bacteria....I've been drinking. a
lot, so maybe this has been helping me. ‘ :

A further twelve'people indicated they did cut down or
reduced the amount of fluid consnmed on a daily basis: "Not

-

as much [fluid]l as I'd like, because I want to be careful."

- The most extreme,exampleqwee'a rettospective story,told " by

one woman who- had prac¢ticed sevére fluid restriction in the
‘past:

Ordinarilyvl'try to control the amount that I drink. I
did it to the extent that I had to go to the hospital
and that was foolish really I woulé irink as 1little
as -possible....I would cnly drlnk a “p oferoffee in
the morning.' ’ ,

! o

£



‘year‘old”woman"said, o . I <
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A common strategy was planned f;uid reduction prior to
special events (sdehzes.travel or an.evening ”but), those
times when a toilet may not be easily available.

Sometimes if I'm going to go out I think, well, I
won't have a cup of tea.

~

There are time when I'm tra%ellingvl make very sure

that I cut back on fluids....Then I make up for it
later. ’ .

——

Only three people reduced poffee or tea because they found
incontinence was worse if they drank these liguids. Several
had tried this strategy without any noted results. They

said the type of fluid consumed did not seem to make any

"difference.

- Five women stated that they practice a pelvic floor

exercise. One individual was taught to do this exercise by

1

a physiotherapist, -one person learned of it from a public

R

health nurse, two people were toYd“by their physician, %?d””
}’:’1

the remaining person learned about this from a newspaper”t

A1l of these women used pads as well to manage the1r“~’~

incontinen@e “wWhen asked how the. exercise was dgne, one 78

tﬂ?

be -

-

. ﬁ%

It's good, you could. be urinating and you as;op
;~suddenly....The -best thing is, if you're, sittingsdg '
the toilet, and you're urinating, to stop and hold® :-J“ﬁv
then release....You -'can do that when you're  J¥SC¥E

-

sitting around....I saw that in the paper. ' That \ e
Donahue! - : Y

. R ] : o ) . _:.%
Despite the. Ffact that all respondents had invented o ]

their wnoo ostrategres for coping with  incontinence on .a
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day-to-day basis, only two peoble identified a practice
that could be considered unusual. For the first practice, a
82 year old woman said she sometimes drank a little "pickle
juice™ (the vinegar from a jar of mixed pickles) just
before going out of her home as "I think it restrains it
[the bladder]...like an astringent". She was careful to
'point out that she only used a very small amount, "about
half a teaséoon". The secoﬁd practice, described by a male
cespondent who heard of a "cure" from a friend years ago.
,was to socak in a very hot bath until the ‘"kidneys weue
heated. " This man believed that a chill contributed to his
problems with bladder control thch he tried to prevent by
wearing warm clothing. "I've switchéd to long johns now, it
helped me when I lived in Saskatchewan." A nuﬁber of others
also expressed the view that one could be "chilled" sitting
: s

on cold ground or cement and this could cause problems with

the bladder or kidney.

' Expectations of the Future

o Over-ﬁalf Sf the respondg%ps'(SS%[ expressed a rather
accepting view of the future, s;ating that they had éivén
it little thought, and expected the incontihence ‘would
continue és at present or that they hoped the situation

would not become worse. Incontinence. was simply dealt with

as part of day-to-day life. One'rgspondent said, "I don't
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know, so far I'm getting along all right. Maybe something
else, maybe. I'll have a heart attack ‘or something else
might knock me over and the bladder‘won't count, I. don't
know, it doesn't bother me too much.ﬁ_

‘n The other réspondents (27) expressed a plan or wish to
have more control, particularly if incontinence increased
in frequency or amount. 1In fact, over half of this group

said they would seek treatment if the problem got worse: "I,

‘don't know if it increases more so, 1I1'll either go to my

déctor and get a referraLr—maybe to a urologist--I don't

know whether that would be right or not."

; o
i

When eéch_'inEQidﬁal was asked 1if they had any
guestions that »they would like to ask the investigator.
Nineteen people said they had nothing they wanted to ask,

and four asked if they had been any help to the study.

3

-

However, 37 requested more information about incontinence
or asked if there was anything else that they could do
about it. As one 85 year o0ld woman said.

I .picked up the sheet [handout on the studyl quite
awhile ago. I kept thinking 1'd call., I was curious
more than anything else. plso I thought--well, maybe
it's good to confer with somebody. Maybe they can tell
me . how to handle this so that it doesn't get any
worser--because if I live much longer....

Another woman of 55 said, "I would like to get a start on
the exercises. I know there is a book of exercises that are

supposed to give you bladder control or help, and I. don't

want to have to pay a doctor's fee to get this." A number

~

¥

4
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of people called primarily for the opportunity- to ask
questions. In all these sithationsAthe respondents were

directed to other sources of information for follow—-up.

Case Study

\“\This f%se study is presented to illustrate a number of
key points from the findings. It describes the experience
" of Mrs. A. a 67 year old widow who: 1) has mana e A ily

i

exceeeive incontinence for years without assiztanc or
advice from health cafe professionals, elthough sue. is
under regular medical care;and was aware of commenity
health ‘nursing services, 2) managed urine 1loss through
trial—and-error “methods using products that were easily
available and  familiar, 3) has tried to hide her.
ineontinence and had not spoken to anyone about it until
ehe }ead the advertisement about, this study in a . local
newspaper, 4) passively accepted incontinence as a normal
part of the aging process, .5) avoidedi strange places
because of difficulty fihding toilets and 6) stated she
benefited from the opportunity to diecues “the, probiem
openly. ’ -
It took awhile for Mrs. A. to gather enough
courage. to call‘ in response to .the newspaper

.advertisement about this study. She $aid “she felt

very self-conscious and had not spoken to .anyone

&
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about her iﬁEGntinence before. Mrs. A. was' aware
of ~the 1local community- health services and
although she knew some of the staff at the health
ceﬂter,‘ she had not thought tovask fhem for helé:
"I -don't even«talilto my docggr. He's always in
such a_@earing hurry....If I can hide it I will.
It's jugﬁ one of those things I don't want to talk
to anyone about it; [bﬁt] YoB're interested in it
and you're a laay." .

Mrs. A. first noticed incontinence Qhen
laughihg about ten years ago. Since then, it has
gradually becbme worse, and now "I can;t ho%d‘any

urine...[it] trickles betwegn voiding evety day."

She said she was not sure what may hav= caused the

problem: "I thought it was something older persons
had to put up with."‘ As commercial . incontinence
briefs from the store, were expensive, she uses
seven or eight large size saritary. pads a day
whici keep her outer clot%ing dry. Odor or
embarrassment frém wéﬁﬁeSs are a constant wdfry:
"I would die of shame if I had an accident." She

has bken ldoking for a waterproof panty that was

‘available years ago for use with sanitary products

and asked the investigator how to obtain this

product.

At the age of 67, Mrs. A. cannot walk. far or

P
—
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drive a car. She said incontinence does not ' keep

her at home buf "If I'm asked to" gQHXto a’

' i .
strangeriﬁ placey I just won't ggﬁ" She travels

consi;éyable distanceg (by car and By air) »én as
“ 4
regular basis to visit her children. She has not

-

; discussed incontinence "with her '%aﬁily, even

‘ﬁhoggh';he suspects Mmost family members are aware
:of. he: problem b;causé of thg conﬁﬁnuél need £5r
k.rsuppl'ies‘,':“‘About the future—shé reporte%4 "I dén't

know. If it gets any worse I will have to  find

i
~

more effective protection. 1I'd be scared 'of\ an
’ X . )
anesthetic."” h ﬁ‘. ‘

. .
At the conéﬂusioﬂ,of the interview Mrs. A.

.

<8

said she felt much more comfortable ."You made me
~ -

feel a lot easier about the subject,  maybe now I

can even talk to my'dbctog.;..Inéontinence is the

Vﬁ

last thing that's coming out of the woodwork. "

7L
'

‘\\.

DLy



. I V. DISCUSSION

\J

In summary, the purpose.of this study was to gain an
)
understanding of the experlence of 1ncont1nence for older

1 -
adults. Data - were- obtalned about day- to—day problems,d
.

self-care practices and social implications that are unlque,.

L

to the llterature. The puﬂbose of this chapter 1s to, 1)
A\

‘discuss the research method, 2)’exam1ne thexflndlngs 'wiéh_

reference to relevant llterature, rand  3) detail .
L) .
recommendatlons for nursing practlce and research ~
»

Discussion of Research Methed

- .

N

Sixty resoondents were recruited through posters,
'advertisemencs, presentations,' handouts and referrals
(fable XIII). All were useful methods to obhain-respondents
wiiling to discuss incontinence. As well, older' adults
often” do not report- incontinence to‘health care providers
(Breakwell & ﬁalkex, 1988; Mitteness, 1987, Simons, 1983)
and, therefore could not.be'reached by other'means.

The single mosr successful strategy for obtaining
respondents was- through the advertisement in a seniors'
newsletter rand alll who responded ‘indicated that ‘they
regularly read the entire»paper. ‘Seueralr—sehiors stated
;%at they H&d‘kept the newspaper noﬁice or. handout rfor
seVeral weeks or even months'before‘calling Some said- that -

~ . S -

it requ1red a certaln amount of "nerve" to make tbe call,

gg &
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. Table XIII
"Response to Methods of Advertisements
for Study by Age of Respondents . . °
\ AN
Age ﬁyears)
' . : Row
Source 50 - 59° 07 - 69 70 - 79 - 80 - 89 total
¢ ) ‘ n
. .
City or N
community 2 7 2 0 Il
newspaper
-
Seniors 3 3 4 2 12
.newspaper i
Presentation 0 1 0 1 2
‘Seniors , ‘ "
center 2 6 5 2 15
Seniors )
residence, 0 2 1 6 9
‘Referred , .
from health 0 1 2 3 6
professional s
Snowball 0 1 0 0 1
Incont. - .
.clinic 1 0 - 1 0 2
'Lodge 0 0 0 2 2
- ®
.; g
Column )
total 8 21 15 16 60
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Most reSLdences,‘ lodges and centers were. cooperative_
and helpful readily agreeing to display handouts or
posters. Two centers further agreed to facilitate an 'oral
preSEntation to a group of older adults,' although in one,

males were excluded from the presentation. Most newspapers

*were receptive, however, one large 01ty newspaper refused

-

to place an advertisement in the seniors section in  case
- e

readers might be of fended at "the impllcation ‘that they all

wet their pants" '~ Clearly some agencies were ° not

comfortable with the topic.
£ The semi-structured.telephone interviews were ideal
for collecting 1nformation ‘on - the i experience of
incontinence. The open-ended format allowed for an informal
conversatlonal tone and ‘proyided‘~;freedom ' for the
respondents to relay their story "ﬁ‘ their own words,
followed by an opportunity for the researcher‘to proba- for
detail‘ or explanation. When asked to describe day-to-day
experience, some respondents went on to’provide a lengthy‘
dialogue that covered most of._the Questions on the
interview guide. Use of the,'guide ensured that all
informants were asked the same questions.

Telephone interyiews were convenient for both the
participants and_the researcher and a separate telephone
line_ in the home of the researcher made it p0551ble for

interviews to be conducted during the evening or weekends..

"Only three face-to-face interviews were done:  one .

N
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respoqdent came to. ‘thHe researche;s hogfice .{without aﬁ —
appointment) gnd two wérg conducted in a ciihiéal: setting.
Most * subjects were réaésured by thex’anonfmity. of the ’
telephoné, whilefotheés were unagnéerned and volunteered
their name. Several had not told anyoﬁe of © their
inqontinence and said the{ would not haVe béen abié to talk
'about.it‘without~anonymity: k

As_idata were collected, it became obvious that . most
wrespohdenés were independent people who mdnaged{
ihcontinenée and maintained an active dail life. Iq- an
7éffont to broaden the.saﬁplé to inélﬁde people who had

o Rt .
greater difficulties in managing urine loss, two health

units, two day hospitai prbgramé»and an‘incontidence clinic
were approached and asked to inform their clients about tEﬁ(f\
study. Qnevhealth unit agreed to display posters but would
not allow staff to distribute handéuts at cliﬁics or on’
home visits, explaining.that their clien;s‘are asked_, too
often to participate in‘fesearch. 'If was unfortunate that
the cliepts themselves weré‘ not given‘ the choice to
participate:‘ | |

i‘A nﬁmber of péople'who were unwilling to participate
in this = study or who did not meet the criteria (yqunger

adults or family members) telephoned to request information

on incontinence. For example, one  woman who was  not:

ihcontinent telephoned to say_shé had "something hanging

out" of‘her'vagihag She_was7VéryAconcerned and to unable to

-



obtain a medical appointment for three days.\ She'said‘;she7'
‘was afraxd ”everything would fall out, £ . did not know where
to turn for‘help, and from her description 1t was apparent
“7that, she had a prolapsed uterus. It is clear that many ‘of
;these people were looking for new sources of 1nformat10n.
:This demonstr;tes a need-éor‘additional serv1ces,.such as a
telephone 1nformation and referral line or an ,1ncont1nence
CllnlC open to self referrals. ’ | |

Given the range of advertising.Strategies'over%a " five
month period, 60 people aéreed to be 1nterv1ewed Thls
sample size was adequate as major categories were saturated
with data. Additional respondents may- have prov1ded a w1derv
range of experiences. For example, .it_would have beenv
useful to have interviewed people vith more extreme

difficulties, and in retrospect presentations to clients

in the day hospitals may have regulted in more respondents.

Limitations of the study

)
_The,major limitation of this ‘ y was that tlea sémple
: waé' self—Selected It represents an 1ndependent group of
older adults llVlng in the community who are able to manage
urlnary incontinence with little outside help. The sample
included only those able to ‘speak English and converse over
the telephone -Future surveys conducted on a random sampleA

3
of community dwelling adults would be useful to examine the”
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impact of:incoﬁtinehce en daytto—day life in all groups;_

| - Another llmltatlon is that 1nformat10n about care and
advice from health profes51onals ls based on'vlthe‘
‘recollection rand perspective ‘of the part1c1pants"fand
‘presents only- one side of the story;v ﬁowever, it is'
lmpqrtant to know how older adults perceive the™ 1nformat10n
and . service provided to them, even though thelr
recollectien may be inaccurate. A study that ‘1ncludes
" interviews with professionalsdwould provide data.to eoﬁpare
what was said or done with what was understood. Thig, typev
of pro;ect could also investigate the knowledge and

attltudes of profe551onals.

Only seven men participated, which limits the

understanding of a male perspectj e. These data suggests
that there are some:differences between the‘experiences‘ ef
mehﬁahd women. For example; ix (86%) of the men had seen
and were treated 'by a physician, whereas only 38 (70%5:‘of
the women had consulted a doctor. The’small number of'male\
partlcipants made an ahalysis of differences betweeh male
andtfemale experiehces impossible.' Future researeh -shou1d
include\rstrategies to increase male part1c1patlun tp_ a-

e _

level that f‘is- more representatlve' df‘ the general- .

‘population. Men could poSsiblyﬂbe contacted through service
clubs or organizations such as The Royal Canadian-Legion.
~ }
These llmltatlons do not detract from the value of the

study. As little research has doeumented the perspectlve of»
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‘the individual, ‘the data 4 collected , contributesi

51gn1flcantly to 1nformatron about incontinence in the welﬁ

e a_elderly who live 1ndependently. Furtﬁér knowledge may be

- obtained through future research projects that"examine

51m11ar guestlons with alternate approaches.

-

Findings: the Experience of Incontinence

C&* The participants in this study outlined a wide range

of problems with~uncpntrolled»urinedloss'that varied from'

the womanv who lost a few drops (just enough to make her

underwear damp as she rushed ‘to the toilet) and the man who

- had _seconds"- to the WOman who emptled her bladder w1thout

¥
~any control or awareness that 1t was about to happen. ‘Some

had ,llved w1th 1ncont;nence for many years, whlle for

others it was a recent problem ‘The 1nformants managed
* these problems without professional . help and related

innovative strategies to preVent or absorb urine loss and

i

- maximize their quallty of llfe From these descrlptlons,A

\nd . n . the social 1mp11catlons andA feelanS‘ about

- incontinence..

N

~

History of the problem

‘Many informants in this study had incontinence

\ Some v1v1d concepts emerged on profe551ona1 and self-care

A

g
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' throughout adult life as 3§%lrepqrtéd a history jméfe' than
>'£env years and 25% reported mofé.than then;y years. These
finaing : support ‘those of Wells'(l§87)'who found that 37%
of her/Zamplé of 3§8 womehr;ver age 55 had incontinence for
more than-'teﬁ'yéars; however, few other studies ,havé‘
fecordéd the 1éngth‘of time people.experience"incpntinenCe;
Fufthermoré,, théy support the view of Wells (1984)  tha
eldefly people: with.incontinence:comprisé three g:oubs:
" those who have contfﬁued incontingﬁce for yéars, those who
haQe_ maintained continence until agé changes precipitate
problems with bladder control_»and_ those who deve}ép
iﬁcontinence in later 1life. It copld}be.thap‘ incdntinepée
is aﬁ ;adult'health issue, as.well as .a seniors health
issue, &nd therefoge,. érograms“that prqy&ae rgsources énd
interventiohs'shoula be widely available.

Day-to-day management

Respondénts tended to organize their day around the

Pt

problem of unexpected urine loss. 'They wore pads for
seéﬁrity ‘when going out (but not at “home), woreivslacks

(noting that wet spots are more obvious on a skirt), often

tdelayed drinking for _several hours at a time and went to

the toilet before leaviné for an event. In many ways, ' they

. ' Ve .
described ‘the management of uriné““loss as a routine

personal care issue, like dressing for the weather.. It was

-



: : : . . 96
@ - P ; , \ : ¥
always "in mind": few allowed the p0551b111ty of unexpected
urine loss to limit day -to-day. act1v1ty, and in fact, ~many
were quite emphatic that it would: take far more than

incontinence to keep them home, -even though it-.reguired
: ' . ¢

constant -vigilance with hygiene,-jcarefdl calculations of
the location of tollets and manipulation'of flnid intake.
When 1ncont1nencé became overwhelmlng, with large _amoupnts

of urine lost at one tlme,. it became a serious management
problem, ‘and JfOr some it limited activities outside the

home, so we know that everyone is not coplng well
Mltteness (1987b) describes three groups of -elderly .
(ihcontlnent people from her study of 30 subjects'i(all
residents . in three apartment buildings) dirferentiated by d
§i>their level of(success in managing urine loss. aOne group
g (10% of the sampleS'are resourceful} capable ‘and generally
well seniors who manage 1ndependently to prevent external
wetness or odor and publlc knowledge of their problem. The -
second group (80% of the sample) are described as having
fewer resources, "physically ill or just less able to olan
or work so effectively" (p. 190), and having to resqit to
some degree of social isolation. The thlrd group are unable
to manage and leir flagrant »incontinence . 1s, public
. 1nformat10n due to thedr phy51cal or cognitive 1nab1l;ty to
keep it secret" (p. 191).

In the present study, 88% of the respondents were

2 - ' ) ) . . )
resourceful, capable and were obviously representative of
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the . highly successful group identified bfiMitﬁenéés. Only

12% said theyllimited their social activities because of

.

incontinence. -None were unable to manage or were publicly

<

shamed and only a few reported  ever 'having had an

embarrassing accident’, and - then only as an isolated

incident; although, many worried . about possible

embarrassment and odor. This differs with the sample

2 - A .
studied by Mitteness as she apparently encountered a- more

frail gfoup of respondents.

R

Harris (19867 found that people with urinary.'problems

reported lowe5nlevels of social activity and? more health
problems than a.comparative cbntinent group which ‘suggests
‘that "the impact bf urinary incontinence shoula be execnined
in the framework of .other medical illnesses and
limitatidné" (p. 3). For this reason respondents in this

study were asked to report the reason for limiting their

activiﬁy. Most'said.other conditions, -uch as arthritis,
created greater restrictions than incontinence. PossiRly,
soc’a . isolation is frequently attributed to incontinence

because authors pave failed to clarify the reason -their
subjectsfstay"at home. g!'

It wag» evidenﬁ that most of the ihdividuals in tﬁe
sample undértook self—care} through a trial-and-error

process, using‘What worked the best in each situation. For

many wolneh sahitary pads were convenient, familiar, easily

available and satisfactory. Men and women both used the
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commercial.adult briefs and pads when necessary, but they

Were considered "diapers": clumsy and uncomfortable - There
is little, if anyi reference in the literature W1th regard
to the type of pads people use or their preference. Manley
(1984) suggests that some women use sanitary pads, rather
than incontinende products; whereas, Jeter (1986, p. 5)
states that "makeshift products such as sanltary napkins
and paper towels may seem to be an 1nexpen51ve reyedy but“
they are rarely effective", however, .in this,study, many -
~women found- sanitary pads_preferable. Mitteness (1987, p.
189) notes-only that the'use of "urine follectlng dev1ces":
was the most common strategy. employed by subjects ~in her
sample.‘ Descrlptlons of other methods could not be located B
in the literature. | ‘

! Theh fact that people used a. varlety of \products @in o
different ‘ 51tuat10ns v(but seldom found ,*éHy . product
lcompletely approprlate) Cis. a testament to the llmlted,/
choice of .a person exper1enc1ng incont: negse j Tﬁi§~$1éafi§
is'v‘,‘\ ‘an _area that deQerves attentlon, '1 and it 'seems

;funfortunate' that,-the multi—million 'dollar bu51ness in/
incontinencefrproducts does not prov1de a w1der varlety of
designs. The dlaper style garment ' be satlsfactory for
bed patients, but for moblle, uprlght adults, there is "a

- lot of padhin the wrong place. The 1nformants in- thlS study
provided = new 1nformatlon about» the product needs ofy“

, 7
incontinent people.

[T
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Other .self-care practices reflected similar analysis

and decisioh-making of the individual. Fluid reStrict&on

<.

and frequent - voiding were use? to -reduce - incontinence.

4

Falconer (1979) found that 28% of her small sample of older

women (14) ‘reduced. evenlng flulds to - try to prevent

nocturla. Mitteness (1987b) states that‘26% of her sample

~reduced fluid, 1ntake and 27% used frequent toileting. The

literature maintains that bladder function is dependent - on

-

an adequate'volume of fluid-and that some incontinence may

even be reversed with a moderate to high fluid intake. Also

the management ‘of wurgéncy by bladder training - is

recommended; None of the respondents in the current stqdy

expressed. any»knowledge of these strategies. Some people~

. - . . ’

thought that drinking extra fluid would reduce infections,
but no one said' that they ‘thought - it would . reduce
incontinence; Knowledge aboat bladder function and programs*

to promote bontinence must be made available to the public.

Social activity

AN .
Incontinence 1is a very private and secret problem, a

,smbject to be avoided and only talked about ‘in whispers.

i

Mitteness ‘ (l987b) describes this as a psychological

approach people use to deal w1th 1ncont1nence T%e silence -

surroundlng 1ncont1nence was 1dent1fLed by most respondents'

they told only a close frlend of the same-sex, spouse

-
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or relétive. ‘Women might tell a friend abouF the type of
pad used or about surgery but little more. And; in fact,
15% hadi>not éiscuésed ‘the matter with anydné.‘-A few
individualsﬁrewarked that it helped to have someone eise to

laugh with apnd share. Aas well, - some respondents commented

I3
1

that it was easy to talk to'the researcher as a femaie and
a nurse. Again, these comments poi?t to the ne¢d~’f0"
nursing services that provide opbbrtunities for clients,
singly or in gfoups, to talk and obtain - accurate
informétion from professionals.A

Twenty seven - percent had not told their doctor .and
. indicated that‘tﬂey did not think the problem was important
or serious enough to "bother" their physician. Some asked
the ;eée;fcher ébout the point at which tﬁey should consult .
a doctor. Béth Simons (1983) ‘and Mitteness (1987b) founc
that up to one half of their samples had not' consulted a
_éhysician for similar reasons. Simmons-Tropea, Osborn and
Schwenger (1986) reflect this problem in a broader context
by noting that older Canadians do not ‘report healﬁh
conditions ‘that. are not perceived. as serious or are-
éonsidered‘under control. - -

| Most responden£s described incontinence as m nuisance
or a bothér. Mitteness (l987b)-reported'similarv results,
but considered this to répresent' positive thinking, a

psychological strategy used to "protect the sense of self"

(p. 189). It is beyond - : sc oe of the current stuqy
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to draw coﬁclugﬁons abouyt the feelings described by the
subjects, alfhough it 1is evident that the independeht
elderly may develop é/;assive approéchvto'incontinence.
’ { . ¢
Professiogfl care ’ \ ’
N\

ngfe is reason to suppért the arguments put forth by
Wells (

1975) and  Mitteness  (1987b)  that  health
professionals .do 1little to assess‘orY reat symptoms of
incontinence. ‘Alfhough most respondehts had at éome time
toldl their physician and several had been referred for
specialist' care“and treaﬁment, none recalled receiving
specif%c inforhqtion about the medical findings or the
range of possible treatments. For example, only a few had
received instructions on tﬁe use of Kegel exercises.

-Few respondents recalled discussing incontinence with
a nurse. &s thirteen subjects had incontinence pads and
garments supplied through the Alberta Aids to Daily Living
Program, they had discussed éﬁgir needs with a professional
authorized to order the product. vHowever, there waél no
indipation‘ that any kind of assessment pgécess was‘
undertaken and very few were advised of measures, such as
incre: ,ed fluid. intake or pelvic floor exercises,  to-
contr 1 urine loss. This suggests that nursés manage, but

do not seek to prevent or reduce, incontinence.

. In general, nurses ' were apparently not seen as
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approachable. rAlthough several seniors knew of Commﬁnity
Health Nurses, they had not asked about problems with
\bladder control. Further, as some of the advice that was
provided by nurses'is questionable, it may'be that ndrses
do not have adequate basic knowledge. ~These problems would
be overcome with an incontinence ¢@linic 'Staffed by
nurse-clinicians as the sgecialists would be a source of
information for the public and the professionals. Mitteness
and Wood (1986) .Suggest that a fellable referra] source« is
critic;l if profe551onals are to respond’ appropriately.
This would appeal to those reSéondents that raised
questions about bladder control and management. As well, a
.l program of this nature would enhance public awareness that

: ®
incontinence is a treatable symptom.

“The Implications_for Nursing

S e

Effectlve nur51ng practlce mnst develop the follow1ng'
protocols _for_ the assessment and ‘management - of urlnary
incontinence}'ﬁstrategles to énsure that nur31ng knowledge
is available to the publlc, and further nursrng research on

1ncont1nence. Each 1s 1mportant, and to a large extent, aﬁﬂgﬁ

dependent on the other.‘-fi ' ", ‘ k--

In Alberta,; Communlty Healfh Nurses' are potentially

acce551ble to any member of the public. A medical referral

is not’ requlred nor 1is coverage -under health care
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. .
insurance. The service is.free' of charge: Nonetheless,
community health nursing was not rééogniied by the
_respondénts as a source of information or assistance with
incontinence. Comminity Health Nurses are well sit:ated to
be instrumental in the establishment of new s:zcvices and

programs and their role and availability of could be more

widely publicized. 4

Strategies to provide nﬁrsing;kndwledge to the pﬁblic
;" ' K
.

1. Recqmmendétion: A public telephone information and
.referral line be developed to p{pvide Nexpert - information
and counselling on incontinence. #

\ Today, sbphisticatéd telecommunications systgms‘offer
multiple options fér telephone services. Networks may
§perate 24 hours a day, play prerecorded tapes, offer
personal counselliné and store messages for follow-up
during‘wofking hours. One alternative may be an expansion‘
of the ‘city "Health. Line", "which now offers only
prerecordéd tapes 6n a wide variety of subjects, to include
access to professional advice. At the International
Conference on Incontinenle in Australia a‘public telephbne
adviiory service was'maae available by specialist nurses.
Thé  responsé eXxtended Beyond all expectation as "hundreds

of pecple sought advice from nurse tontinence advisors"

- (Fine, 1988, p. 32).
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2. 'Récommendation: Establishment of a nurse managed
incontinence clinic  that will - accept public . and
préféssionalvreferrals. o -

Mitteness and Wood (1986, p. 77)‘étress_the‘need for
ﬁﬂm:"devalbpment of continance clinics or similar programs

’at the local level so that service provideré would have a

place to refer incontinant clients where staff aie trained
and knowledgeablé in the diaqnosi§ and treatment of urinary‘
incontinence." A number o= incorzinence clinics have been
developed in the United States and G;Eat Britain. Some are
‘pecialist medical clinics that accept refatrals only froﬁ
other physicians, but others are nurse-operated prdgramé
that provide.asséssment and intervention, starting with the
least intrusive measu}es (Brink, Wells, & Diokno, 1983;'
Shepherd, Blannin, & Feneley, 1982) and referral services.

3. Recommendation: Nurses facilitate the organlzatlon
of local chapters of ex1st1ng self-help organizations or
encourage of informal support nétWorks.

Two _organlzatlons have been establlshed /// help
//?contlnent people by prov1d1ng information and organlzlng

self-help chapters. the Slmon Foundatlon of Canada, P.O.

Box 3221, Tecumseh, Ontarlo _QSN 2M4 ("Millions 1live",

1988) and Help for Incontinent People, P.0O. Box 544, Union,

S.C. 29379 (Resnick, 1986). This type of organlzatlon would
provide the soc1a1 support that many informants said would

be helpful.
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Suggestions for future'nursing research
. ,

The * development of} nursing knowledge leading to
protocols for the assessment- of bladder dysfunction and the
development of effectivehinteryentions_ is- dependent 'Qn
clinical research. It is hypothesized that only when nurees
have the skills and information to aesist their clients to
alleniate incentinence wilf‘they use those strategies and
‘begin to routinely introéuce the snbject in a manner that
demonstrates interest, knowledge and resources. Perhaps
then, people. who suffer with the problem will feel
comfortable ;evealing their symptoms. It is therefore.
critical for nurses to conduct and support research on-
incontinence in order to utilize the findinge in current
and future practicei /

Nursing research must éxamine the experience of
incontinence for adults from other groups, such as, those
who are unable to menage personal care independentiy, those
who livejin long-term care institutions, patiengs in acute‘
care hoséitals,' other cultural groups, older aéuits with
‘cognitiwe loss and family care givers.

Seif—care practices must be explored in depth. Studies
‘that identiff}interventions and develop products that  are |
acceptablé/and praetiéél based on clinical trials conductea

in the community environment are needed. Although it is-

repotted that the use of pads should be a last reeort,n the

Eo
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i

‘respondents in this study found, - notwithSténding their
dissatisfaction with the design, that the use ©»f these
products provided the security required for an active
independent life. For some, ~surgery was considered a last

_resort. | |

Further investigation on the advice and support given
by health care préféssionals is also needed.,'Pafticipapts
in this study reported on their perspectiv? of the advice
or treatment given, but it is not’ kﬁown what the
professional said or did. Health ca?e\teaching can only be

'ﬁ\mofe'effective if communication gaps are identified.

The movement toward the implemeﬁtaﬁion of nursing
diagnosié is well underway in many  practice settings
including community health nursing (Rantz & Maés, 1987).
The use of these diagnosis assist nurses to identify and
classify observations and to plan effective interventdions.
The current nursing éiagnosis on urinary incontinence names
catégories, such aé "urge" and fstress" incontinence
(Tunink, 1988). These labels are 'helpful to identify
non-invasive measures for alleviating incontinence and to
effectively communicate with other professionals. For
example, the usefulness of increased fluid intake, ,biadder
drill and pelvic fiaor exercises with biofeedback needs to
be identified and established for different types of
incontinence. Other nhrsing diagnosis on coping,

-

self-perception or health management (Rantz & Mass, 1987)

f .
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are needed to address the issues :elative to ;he impact of

incontinence on daily 1life.

Research is also required to address‘ broader health
issues: What conditions are deemed tco trivial to seek
advice or care? What attitudes need to be demonstrated by
health care professionals to gncourage clients to aiscuss
their problems? What types of self-care practices do people
use? e |
The 1list is qgt endless. It begins‘with the attitude
that it is no longer enough'té gimﬁly prescfibe, and ends
with/ research that 1is  designed to understand the
perspective of the client. Only then will ‘interventions be
vdevelobed that will achieve success with the client as a
willing and active partner. '

’

Summary and Conclusions
e:’ '{\\) o § -
From this study, the major findings related to the

day~-to-day experience of incontinence are:

1. Older adults 'who suffered with urinary

/ ,
incentinence did so, to a large extent, iﬁ\ silence. The"
'taboos against'discussing excretion remain, and for many

.people{ itf@as something "you ‘just don't talk about.”



‘ioa
2. Incontinence was a nuisance, a bother, something
to Jjust put up with or get wused to, unless it was
uncontrollable. Incontinence was also a constant concern;
always "in mind." When :large amounts of wurine were
unexpectedly lost, it was very distressing and
uncomfortable. 4

\

*
S

3. Quality of life and independence were paramount to
these respondents. Well older adults maintained an active
soc1al life through careful plannlng to- av01d 1ncontinence

during social occasions. ¢ o ,

4. People managed incontinence themselves 2using a
variety of ingenious self-care methods that had been
derived by trial-and-error. They were often unaware of

measures that could promote continence.

‘ng It was expected that the future would hold 1little
change, although many wanted more control, better

protection and access to acceptable treatment.

% ‘ ey

ﬂ ,
6. Consistent with other research, ' few obtained help -
from health care professionals, and ‘often, if first
attempts were not successful, they did not pursue treatment
: -
options.

U
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7. Ndrses were under wutilized for resolving the
problem of incontinence. Furthermore, those nurses who were
aware of these problems in older clients did 'not provide
nursing resources or corrective advice, but rather only
proviéed access to incontinence~products. Opportunities to
provide health teaching and to dévelop strategies to assiif
clients in managing, minimizing or eliminating ircontinence

s
were lost.

The respondents'in this study all initiated conta t
with ‘the researcher and were not reticent about reportiﬁ
their experiences because they believed the -essarcher was
interested in the topic. Despite the fact that they often .
managed their problem independently, they wére still
seeking information and wanted ‘to know if there was(
anything else that they cogl%_do tO'remédy the probiem. It
is clear that, given opportunities, these inaiviauals would
also avail theméelves of sbecialized nuréing service.

In this study incontinence we not a catastroéhe for
most individuals. But neither was it a trivial matter. With
an fattitude :commitﬁed to research and education, future
_6ursing services willlreflect well informed professionals
in'a rélatiohsﬁip‘thét fosters understanding of the clients
perspec;ive.‘ Th}s ig':a client and 'héélth professional
‘paftnership;‘a joing approach ﬁo the manaéemént anq control
of individual JQealth problems and ~issues, such as

o , -
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incontinence. The challenge fé?gthe professional is to be

able to provide help, promoting, rather than )thréatening,

the independence of the client.

»/
A
o
/////\
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$
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SEMI-STRUCTURED GUIDED INTERVIEW

INTRODUCTION

S~

Thank you for calling. My name is Anita Thomas. I am a
nurse studying at the University of Alberta. I would like
to ask you questions about any problems you may have with
bladder control as part of a nursing research project on
incontinence. I am doing this project as part of a Master
in Nursing degree.

TELEPHONE CONSENT

The purpose of this study is to learn more about
urinary incontinence from individuals over the age of 50
who experience this type of problem. : '

I would like to spend 20 or 30 minutes talking to you
on the telephone. I will be asking you.some questions. The
conversation will be tape recorded.

"~ You do not have to answer any question that you do not
~wish to, and you can stop the conversation at any time.

You do not have to give me your name, and I will not
" identify you on the tape recording. :

All of the information yéu give me will be kept
anonymous . ' '

Do you have any questions?

INTERVIEW SCHEDULE

1. Tell me in your own words about your problem with
bladder control. -

2. What habpens day to day? e _ N



- 17%

3. Does urine ever come away unexpectedly and without your
being able to stop it and you get wet?
* ' .

4. How many times a day do you go? How often are you
incontinent of urine? :

‘5. Wwhat happens at night?

6. Do you have any other symptoms (i.e. burning, pain)?

7.. Does your skin (groin) get sore or infected?

8. Have you seen a doctor about the problem with bladder
control? : :

9. wWhat did the doctor tell you?
. 10. Have you had any treatment or medication? Did it help?

11. Have you talked to any other heaith care professional
(i.e. a nurse or physiotherapist) about thig? :

12. what did this person tell you? Did that help?
13. How is your health otherwise?

14. Do you take any medication?

15. When did this problem first start?

16. why do you think it started? (what do you think caused
it?) p

17. Has there been a change since it started?  (Is-it worse
gf better?) Why'dq you think thgt happened?

18. %hat do you ‘do about thié éroblem? (How do you cope?)
(a) What do you do ‘to control t: = loss of urine?
(b) Do you wear anything special?
(c) Where do you get the supplies?
}(d) bq you have to pay for the supplies?
(e) How much do you épend?
(f) Do you have extra laundry?

(g) How do you manage?

19. How much fluid do you drink? Do you cut down?



20.

21.

22.

23.

24.

25.

26.

- 27.

28.

29.

30.
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Have you told anyone about your incontinence? Has

anyone given you any advice? What has this person said
about it? .

How does this prbblem make you feel?

s

Has anything embarrassing happened'> Can you tell me
about the most embarrassing time?

Da you get out much? How often? Do you, stay home
because of your difficulty with urine control?:

How has your daily life changed since the problem
started? : ' :

//

What do you think will happen about this 1n the future?
What you like to happen?®

Do you .know anyone else with this kind of problem?

What is your age?

Do you live in your owg‘!ome, or apartment or a lodge7

Do vyou live alone? Who lives in the house with you?
Does he (she) know about your problem?

Is there anything you would like to ask me about your"
1ncont1nence9
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SENIORS |
TELL ME —

WHAT IS IT LIKE TO HAVE PROBLEMS ‘
\ _
WITH BLADDER CONTROL?

L4
«

The involuntary loss of urine is something people seldom talk _
about. It is a very private matter but it often has far reaching
effects on daily life. At present little is known about how
peopfe managé. If ‘nurses understood the feelings people have and
‘the,ir, ways :.of managing lncontinén_ce, then more help could be

given to those who suffer from this type of probiem.

v
2 .

Can you help?

My néme is Anita Thomas and | am a graduate stu&ent at the
University of vAlberta ‘in» the Faculty of Nursing. | wouldv like
vsesl"niors who have ‘difficulti‘es with bladder - contro! to telepho'ﬁe. |
me. | ask them to - describe their experiences and tell me how
they manage this type of préblem on a day to day basis. All

interviews are anonymous.

~ Please call it you can share your experiences and help' me learn

more about this problem.

Call Anita Thomas at the Facultty of Nursing
432-8233 Monday- to Friday .
-481-3315 evenings and weélgends; o
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SENIORS
WHAT IS IT LIKE TO HAVE PROBLEMS
WITH BLADDER CONTROL?

The involuntary loss of urine is something people seldom talk about
it is a very prlvate matter but it often has - far reaching effects on daily
life. At present little is known about how many peop!e have this type of
problem or how they manage w:th it.

Anita Thomas is a graduate student at the .University of‘ Alberta in
the Faculty of Nursing. She would like iniors who have‘diffic':ulties with
bladder control to telepF\one her. She asks peo.ple'to descfibe their
experiences and tell her how they manage this on a day to day basis. All
interviews are anonymous. § ‘

" Urmary Incontinence is a hlddera problem. Many people never ask for
help because of the mistaken belief that the Ioss of bladder control is
Just the result of agmg, and nothing can be done. It is important for nurses
to understand the feelmgs people have and thenr ways of managing
mvoluntary urine loss so that more’ help can be given to those who suffer
Please call me if you can share your experlences and help me learn more
about thlS problem

| 0 |
Please call Aniéaéﬁohomas at the Faculty of Nursing |
' 432-8233 Monday to Friday
call - \

481-3315 evenijngs and weekends;



