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Abstract

Purpose: We investigated the strategies used by older and working-aged women to manage urinary
incontinence (U1) in their daily lives.

Design: Cross sectional, descriptive study.

Subjects and Setting: The sample was comprised of 103 older (> 65 years; mean =74.6) and 104
working-aged (18-65 years; mean = 50.3) community-dwelling Australian women with self-reported
Ul. They had experienced Ul for an average of five years and a majority rated their Ul severity as
moderate to severe.

Instrument: Based on a comprehensive literature review, a 93-item author-developed questionnaire
was developed and pilot tested to identify the type and frequency of strategies used by participants to
manage Ul. Questions also addressed demographic and urinary symptom characteristics (type,
severity, duration).

Methods: Participants were recruited via public and privately-funded continence clinics and an
advertisement in a local paper, with a 66% retention rate following recruitment. Questionnaires were
posted to participants with a reply paid envelope for return.

Results: The women used a range of strategies to manage Ul in their daily lives, with a large
proportion of women from both groups choosing to: go to the toilet immediately after urge (older
94%; working-aged - 92%); make managing leaking a normal part of everyday life (older 81%;
working-aged 78%); stop activities that make them leak (older 85%; working-aged 83%), and use
pads and aids (older 87%; working-aged 73%). Older women were more likely to use most of the
strategies and this was statistically significant in 19 of the 61 strategy items, including: stop drinking
in the evening (older 64%; working-aged 43%, p = 0.003); organise their bedroom close to the toilet
(older 61%; working-aged 36%, p =0.001); limit travel (older 45%; working-aged 18%, p = <0.001);
socialising (older 30%; working-aged 11%, p = 0.001) and new relationships (older 25%; working-
aged 11%, p = 0.01); and engage in a wide range of hygiene measures such as washing (older 86%;
working-aged 60%, p = <0.001), changing pads frequently (older 76%; working-aged 58%, p =
0.008), and using deodorisers (older 68%; working-aged 50%, p = <0.008). Working-aged women
were more likely to modify (older 17%; working-aged 70%, p<0.001) or avoid (older 8%; working-
aged 32%, p = 0.001) sexual activity.

Conclusion: Both groups of women aimed to normalize urinary incontinence in their daily lives
using strategies aimed at keeping the bladder empty, maintaining secrecy and preserving social
continence. In addition to using pads and aids, they used toileting, fluid manipulation, social, daily
routine, hygiene and body care strategies to manage and maintain social continence. Of concern were



the restrictions on multiple aspects of their lives, particularly when out socially. Knowledge of these
strategies and the difference between older and working-aged women will enable health

professionals to initiate more targeted support and advice for women with Ul.
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Introduction
In Australia, more than 4 million people living in the community experience urinary incontinence;

approximately 80% of these persons are women®. These data are consistent with prevalence rates
reported in other countries. Although Ul can be alleviated or improved with treatment, many still

must live with Ul and manage its consequences in their daily lives.

The experience of losing bladder control breaks fundamental social taboos, often leading to feelings

of embarrassment and shame.? ® Evidence reveals that Ul exerts a negative impact on multiple
4-10 11 12

components of health related quality of life, including working life,” emotional and social life,
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and self-esteem.'®? Little research, however, has investigated the
|21

13 finances, sexual life,

way in which women manage the distressing symptoms associated with Ul“~ and how self-

management strategies vary, depending on work and lifestyle commitments.

Understanding the strategies women employ to manage Ul in their daily lives will enhance the health
professional’s role in providing tailored advice. The aim of this descriptive study was to examine
strategies used by older and working-aged community-dwelling women to manage the impact of Ul

in their daily lives.

Methods

This study was part of a larger mixed-methods study investigating self-management strategies of
community-dwelling people with UI. A cross-sectional survey design was used to capture the ways
in which women manage Ul in their day-to-day lives. For the purposes of this study, women were
grouped as older (> 65 years of age) or working-aged (18 - 65 years of age), because women in these
age groups may have different lifestyle and daily living issues. Ethics approval for the study was
gained from the University and participating health care agencies. Participants were recruited from
South-East Queensland and Northern New South Wales, Australia. Health professionals from public
and privately-funded continence clinics assisted recruitment. Participants were also recruited via
advertisements run in local community newspapers over a period of 4 weeks. Inclusion criteria
included > 18 years of age; UI for more than 6 months; living independently in the community (i.e.
not dependent on a carer for toileting); and English-speaking. People with cognitive impairment and
those living in residential care were excluded, because they were less likely to be autonomous in
developing self-management strategies. Clinical staff of continence clinics identified potential
participants, explained the study and gained consent for participation. Participants recruited via the

print media contacted the university directly. Selection criteria was clarified and an explanation of



the project provided. All participants were then posted an information sheet, questionnaire, consent
form and reply paid envelope for return of the questionnaire. Follow-up letters were sent if surveys

were not returned within four weeks, and were again followed up via telephone at six weeks.

Instrument

A search of the literature revealed that, although multiple instruments measure the impact of Ul, few
were identified that focus on how people managed Ul in their daily lives.?* Furthermore, none were
designed to enable clarification or deeper analysis of the types of daily-living strategies used.
Consequently, we developed a questionnaire to gather descriptive data on the specific strategies used
to manage Ul in everyday living. In total, the questionnaire consisted of 93 items and took
approximately 15 minutes to complete. Section A (26 items) sought information about Ul type
(stress, urge, or mixed Ul) and perceived severity of Ul (mild, moderate, severe) using Coyne and
associates’ classification criteria® and the Incontinence Severity Index * respectively. Section B
asked about a range of functional strategies potentially used to manage Ul on a daily basis. These
items were based on a comprehensive review of the research literature.?! Sixty-one items with
Likert-type responses of ‘never/rarely’, ‘sometimes’ and ‘often’ were listed under functional
headings: Fluids, Toileting, Pads and aids, Social strategies, Daily routines, Hygiene and body care,
and Physical activity and exercise. Questions related to demographic characteristics and normal
physical activity were included in Section C. The questionnaire was reviewed by a statistician and
two continence nurse specialists, and piloted with nine women living with Ul who completed the
questionnaire and an accompanying evaluation form. The questionnaire was revised to make it

shorter and simpler, and again piloted with an additional three people living with UlI.

Data Analysis

Data were entered into SPSS version 12.0.1 (Statistical Package for Social Sciences Chicago IL,
USA). Descriptive statistics were generated to provide an overview of the demographic and clinical
characteristics of the sample. Scores were calculated to determine severity and type of Ul.
Percentages were used to describe the most common strategies used to manage Ul; use of a particular
strategy was based on a response for using that strategy at least ‘sometimes’ or ‘often’. Chi-square
analysis was used to compare differences between older and working-aged women when the
outcome variable was categorical, and the t-test was used when the outcome variable was
continuous. Statistical significance was determined by a p-value less than or equal to 0.05. Strategies
within each functional category were then ranked from most popular to least popular according to,

first, older women and then working-aged women.
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Results

One hundred and three older and 104 working-aged women living with Ul completed the survey.
One-hundred and sixty-seven (109 older; 58 working-aged) women were recruited from clinical
environments and of these 60% returned a completed survey. One-hundred and fifty-eight (66 older;
92 working-aged) women were recruited directly from the community and of these 68% returned a
completed survey. Women recruited via clinical environments were screened for selection criteria by
clinicians. The few women recruited from the community who were ineligible to participate were

excluded because they experienced Ul for less than six months or urgency without incontinence.

Participants’ demographic and clinical characteristics are presented in Table 1. The older women
were aged between 66 and 94 years (74.6 + 6.5 years; mean + SD). The age range of the working-
aged women was between 30 and 65 years (Mean 50.3 + 8.9 years). The two groups differed
significantly on all demographic and continence characteristics except duration of Ul. In addition,
more working-aged women had completed education beyond high school (12 years of education),
more were currently engaged in paid employment, and more lived with their partner. Almost all the
older women were retired or described home duties as their primary occupation. Although both
groups’ day-to-day activities were predominantly standing and light physical work, more working-
aged women identified ‘sitting’ or ‘moderate-heavy physical work’ as their main level of activity

when compared with the older women.

Women from both groups reported experiencing Ul an average of 5 years. The range of Ul was 6
months to 65 years among older women, and 6 months to 55 years among the working-aged women.
Although the duration of Ul did not differ significantly between the age groups, chi-square analysis
revealed a significant difference in type (X* = 16.70, p = 0.001) and severity of Ul (X* = 9.773, p =
0.008) between the groups. More working-aged women experienced stress incontinence (older 13%;
working-aged 37%), whereas more older women experienced mixed (older 51%; working-aged 38%)
and urge incontinence (older 35%; working-aged 23%). Most women rated their Ul as either
moderate or severe, however, more working-aged women rated their Ul as moderate (older 37%;

working-aged 55%) and more older women rated their Ul as severe (older 43%; working-aged 23%).



Fluids, toileting, pads and aids

Strategies used to manage Ul in daily living related to fluids, toileting, pads and aids are outlined in
Table 2. Both groups of women commonly avoided or reduced fluids, particularly when out of the
house. Older women were significantly more likely to stop drinking fluids in the evening than the
working-aged women (older 64%; working-aged 43%; X* = 9.083, p = 0.003;).

Respondents indicated that toileting strategies were directed at keeping the bladder empty, for
example, approximately 92% of women indicated going to the toilet as an immediate response to
urge. Furthermore, over half the women from both groups attempted to kept their bladders empty
when away from home, and scheduled regular toilet breaks to aid in this goal. About half of the
women from both groups reported remaining vigilant about toilet access; including staying close to
toilets when in a familiar location and scanning to locate a toilet in unfamiliar places. When
compared with working-aged women, significantly more older women got up at night to urinate
(older 95%, working-aged 78%; X? = 11.985, p = 0.001), and ensured their bedroom was close to a
toilet (older 61%, working-aged 36%; X* = 12.153, p < 0.001).

Pad use was a common strategy for women in both age groups; however, more older women used
pads or incontinence aids (older 87%, working-aged 73%; X* = 6.506, p = 0.011) and were selective
in their choices to enhance protection (older 83%, working-aged 69%; X? = 5.306, p = 0.021), than in
the working-aged group. Respondents indicated that planning was important. More than half of the
women in both groups reported using pads/aids for specific activities and more than 31% selected

different pads or aids depending on whether they were at home or away from home.

Social Strategies

Social strategies and routines used to manage Ul in daily living are outlined in Table 3. Both groups
of women prioritized seeking knowledge and support from professionals and lay people and adopted
social strategies aimed at normalising the management of Ul in day-to-day life. While some used
positive thinking and humour, Ul was perceived as a private affair. Many women kept accidents a
secret (63-72%) and did not discuss their condition with (53%) or seek help from close friends and
family (70% - 76%).

Two-thirds of the women (66% - 71%) adopted precautionary routines to reduce the chance of
leaking in public. Over half of the women (51% - 53%) took an extra change of clothes or underwear

when they were out, and some changed the timing and type of their medications if they were going
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out. Many women also took extra pads/aids with them wherever they went, with significantly more
older women doing this than working-aged women (older 78%, working-aged 61%; X* = 6.779,
p=0.009).

Many women avoided situations as a response to Ul, with 52% - 60% of both groups limiting
situations where access to a toilet was difficult and where they were more likely to leak. Some
women chose to stay at home as a strategy for managing incontinence, with significantly more older
women choosing this strategy than working-aged women (older 39%, 25% working-aged; X* =
4.456, p = 0.035). While women in both groups limited travel, socialising and new relationships,
these strategies were used significantly less by working-aged women. For example, 45% of older
women limited business and leisure travel compared to 18% of women in the working-aged group
(X?=17.001, p < 0.001).

Hygiene and Physical Activity

Hygiene, body care, cleaning, physical activity and exercise strategies used to manage Ul in daily
living are outlined in Table 4. Both groups of women ranked ‘Make sure your bowels stay regular’ as
the most common strategy. Other strategies used included having more showers than usual, using
emollient creams and skin wipes, wearing clothes that are more likely to conceal accidents and losing
weight. Older women were significantly more likely to use strategies that emphasised body and
home care when compared with working-aged women including to manage odour and hygiene, for
example, washing clothing and bedding regularly (older 86%, working-aged 60%; X? = 17.473,
p<0.001) and to clean and protect clothing and furnishings, for example, purchasing clothes that are
easy to wash (older 64%, working-aged40%, X? = 12.135, p<0.001). Similarly, more older women
than working-aged women modified their diet as a self-management strategy (older 66%, working-
aged 48%; X = 6.320, p = 0.012).

The most commonly used physical activity strategy for both groups of women was restriction of
activities thought to trigger Ul episodes (83-85%). However, despite restricting activities, 44% to
45% or respondents modified activities and 44% to 51% selected activities for times they were more
likely to be continent. In addition, 44% to 51% pre-emptively tightened the pelvic floor muscles
when Ul was anticipated. More working-aged women modified sexual activity, including using
different positions for sex (older 17%, working-aged 70%; X* = 53.629, p<0.001) and avoiding
intercourse or orgasm (older 8%, working-aged 32%; X* = 17.634, p<0.001).



Discussion

The retention rate in this study was relatively high, with a total of 66% of women recruited to the
study returning a completed survey, reducing the risk of non-response bias. According to Polit and
Beck*® a response rate greater than 65% is satisfactory for most studies; indeed a response rate of
50% or lower is not uncommon for postal surveys. The high response rate is possibly attributable to
the purposive sampling strategy, which targeted both people living with Ul who were willing to
contact the project officer in order to be recruited to the study and clients of continence clinics.
Personal contact preceding recruitment, either by telephone or face-to-face in the clinical setting, is

likely to increase questionnaire completion compliance.*

Our results showed that the women used a suite of strategies to manage Ul in their daily lives.
Making ‘managing a normal part of everyday life’ was one of the highest ranked strategies for both
groups suggesting that, overall, women plan and modify elements of their daily lives to manage Ul.
Strategies likely to promote normalisation were equally valued by older and working aged women,
including seeking help and knowledge, maintaining secrecy and using humour.

Absorptive pads were a predominant approach to managing Ul in our sample. This finding is
consistent with results of other studies.?>? 2829 30 31 32 \wa a1s0 found that both older and working-
aged women selected certain types of pads, based on considerations of anticipated activities and the
social situation. Our respondents also reported using multiple other strategies to cope with Ul,
including restriction of activities to prevent Ul, keeping Ul a secret, body vigilance and personal

care.

The older and working-aged women in this study differed on a number of lifestyle and continence
characteristics, including: work, living arrangements, Ul severity, Ul type, and many of the strategies
used to manage Ul. Only a third of the 61 strategy items in the questionnaire were adopted by a
similar proportion of both older and working-aged women. The older women tended to use more
strategies to manage their Ul, including greater restriction of activities. In contrast, only 2 of the 61
strategies were used by significantly more working-aged women, and these related to sexuality.
Older women were more likely to engage in strategies that involved pre-planning, particularly those
related to routines, physical activity and socializing. These differences may be the result of older



women having less flexibility and more stability in their lives, or because working-aged women’s

lives are more likely to require wider considerations such as work and caring for family.

Attempting to maintain a relatively empty bladder was a major focus for managing Ul in daily life
including toileting, fluid restrictions and routines, particularly when out socially. These findings

confirm previous research that suggested that people will modify behaviour,** manipulate fluid

24 25 26 33 33 26 27 35-

intake, and change toileting patterns® ** by frequent, scheduled or regular urination
*in order to achieve “dysfunctional continence.” While manipulating and restricting fluids to keep
the bladder empty may assist in maintaining social continence, it runs counter to advice on good

bladder habits.

Of concern was the proportion of women from both groups who restricted multiple aspects of their
lives, especially particularly when out socially. The high proportion of women from both groups who
stopped activities that make them leak suggests that Ul has a major impact on physical activity,
which is consistent with findings from previous research.?” Although reduction of fluids was by no
means universal in our sample, more than 50% of women in both groups reduced fluid intake. More
older women tended to adopt fluid reduction strategies than working-aged women, except for
modifications related to alcohol intake. While reducing alcohol and caffeine may be protective for
women with Ul, restrictions on fluid intake over time may have negative health impacts. While most
of the women in both groups aimed to make managing Ul a part of their lives, it was concerning that
many of the older women limited travel, avoided new relationships or simply stayed at home. Indeed,
they were significantly more likely to choose these restricted social strategies than the working-aged
women. Thus the contribution of Ul to social isolation should be considered by clinicians,

particularly for older women.

Toilet vigilance and routines became part of everyday life for many women from both groups, which
involved using strategies from all functional categories. Most of the respondents in our study
scanned for toilets, stayed near toilets and avoided places with no toilets. The women developed
routines and activities that were less likely to cause leaking, in particular scheduling regular toilet
breaks and organising their day. Routines and being prepared for an accident have been identified in
previous research;*>** however, it was of interest that our results showed that this was not universal.
Health professionals should be aware that some participants changed the timing and type of

medications before going out socially to reduce the chance of Ul.
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Personal hygiene practices, such as cleaning and managing odor was a priority for our participants.
Regular washing and pad changes, deodorisers and appropriate clothing were common strategies
reported by both working-aged and older women groups. However, older women were more likely
than working-aged women to use a wider range of hygiene and cleaning strategies, including
protecting bedding, furnishings and the home environment. Use of hygiene routines to conceal
incontinence is consistent with previous research that identified concealment, constant awareness and
body vigilance as common responses to UI. *> ¢33 However, our study showed that strategies
related to public exposure of Ul were more commonly used strategies than those related to private

care matters.

Consistent with the literature, respondents in our study kept Ul a secret and the majority dealt with it
alone. It was clear that the women were more likely to seek help from a health professional than
from their friends or even their family. However, research suggests that, apart from continence
specialists, generalist health professionals may lack knowledge and confidence about continence
care, leaving patients disappointed in care provided.*® Although assistance with the activities of
daily-living is a nursing role, it is arguable that many generalist nurses could have limited knowledge

about how to advise on managing Ul in everyday life.

Implications for practice

The results of this study support the need for continence clinicians to consider each woman’s
individual circumstances, and the strategies they are currently using to manage Ul in their everyday
lives. Identifying women’s personal circumstances, goals and strategies for social continence, and
reviewing their currently used strategies could enable education, discussion and individually tailored
advice of a wider range of strategies that would assist more effective daily-living management of UI.
Health care professionals caring for women with Ul should develop a trusting relationship in which
patients feel comfortable discussing current strategies that may adversely impact on health, such as
toileting behaviours, fluid restrictions and manipulation of medications. Furthermore, opening up
discussion about daily living strategies may generate patient teaching opportunities and discussion of
new strategies, such as garnering support from close family and friends, developing plans and

routines, managing toileting and fluids more effectively, and personal issues.

The results of this study also suggests that there is a need to explore how working-aged women

manage Ul to take account of the demands of their lives and any restricting strategies they may be
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adopting, particularly social restrictions. Older women may use more strategies to manage their Ul,

but many benefit from advice on strategies that could give them greater flexibility.

Limitations

A convenience sample was used for this study. Furthermore, it was not possible to calculate a
participation rate, although once participants were recruited into the study, the retention rate was
good. Participants included people who had lived with Ul for substantial periods of time, and who
may or may not have accessed specialist continence health services. The older and working-aged
groups were from diverse backgrounds, with a range of ages, socioeconomic profiles and clinical
presentations for Ul, including severity. Thus, caution must be exercised if generalizing these results

to the general population for older and working-aged women.

Conclusion

In addition to using pads and aids, older and working-aged women used a range of other toileting,
fluid manipulation, social behaviour, daily routine, hygiene and body care strategies to manage Ul.
Older women used more strategies than working-aged women. These findings suggest the need for
health professionals to individually tailor discussion and advice to take account of women’s social
realities, to enable choice and flexibility and to promote quality of life. There is also a need to
discuss the health implications of strategies such as restricting fluids, socialization and physical
activity, and the implications of striving to keep the bladder empty.

12



Key Points

Older and working-aged women aim to normalise urinary incontinence in their daily lives.
Although pads and aids are a major strategy, they also use many other toileting, fluid
manipulation, social, daily routine, hygiene and body care strategies to manage and maintain
social continence.

Older women use more strategies to manage urinary incontinence in their daily lives than
working-aged women.

Predominantly used strategies for managing urinary incontinence in daily living are aimed at
keeping the bladder empty, maintaining secrecy and preserving social continence.

Many women restrict fluids, physical activities, socialisation and travel to manage urinary

incontinence in their daily lives.
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Table 1:  Demographic and continence characteristics of participants by age group

Older women Wo;\lf(i)rr}g];ésged X%, p value®
Characteristics >6N5:31%a3rs < 65 years
N=104
Demographic Characteristics
Age (years)
Mean (SD) 74.9(6.6) 50.6(8.9) N/A
Highest level of education n(%o)
Less than year 12 56(55.4) 40(39.2)
Year 12 19(18.8) 16(15.7)
TAFE/Trade 12(11.9) 24(23.5) 10.5; 0.033
University degree 7(6.9) 16(15.7)
Other 7(6.9) 6(5.9)
Living arrangements n(%o)
Lives with family 52(51.5) 81(80.2) _
Lives alone 49(48.5) 20(19.8) 13.7;<0.001
Occupation n(%o)
Not in paid employment 95(97.0) 47(48.4)
Non-professional 3(3.0) 32(33.0) 60.2; < 0.001
Professional 0(0.0) 18(18.6)
Level of physical activity day to day
(n %)
Sitting 16(19.8) 32(33.7)
Standing — light physical work 62(76.5) 52(54.7) 9.7, 0.008
Moderate — heavy physical work 3(3.7) 11(11.6)
Continence Characteristics
Severity of incontinence n(%)
Slight 20(19.6) 22(21.4)
Moderate 38(37.3) 57(55.3) 9.8; 0.008
Severe 44(43.1) 24(23.3)
Type of incontinence n(%o)
Stress 13(12.6) 38(36.5)
Urge 36(35.0) 24(23.1) )
Mixed 52(50.5) 39(37.5) 16.7;0.001
Incomplete emptying 2(1.9) 3(2.9)
Duration of Ul (years)°
Median (Inter-Quartile Range 5(7.9) 5(7.0) NS

[IQR])

a: X“ and p value only reported when < 0.05
b: n may vary due to incomplete data for some questions
c: Median and IQR, due to a skewed distribution
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Table 2:
Fluids, toileting and pads

Ranked daily-living strategies for managing urinary incontinence (by group):

Older Women Working- X?: p value®
>65 years Aged Women
Type of Daily-Living Strategy N=103 < 65 years
N=104
Rank n(%)? Rank n(%)*

Fluids
Stop drlr_lklng fluids at a particular time in 1 65(63.7) 3 44(427)  9.1:0.003
the evening
Reduce fluid intake 2 58(57.4) 1 52(51.5)
Avoid fluids when you are out 3 58(56.3) 2 50(48.5)
Avoid/eliminate caffeinated drinks 4 53(53.5) 5 42(41.2)
Reduce alcohol intake 5 33(33.7) 4 43(42.6)
Avoid alcohol when you are out 6 31(32.0) 6 41(40.2)
Toileting
Go to the toilet as soon as you get the urge 1 95(94.1) 1 93(92.1)
Get up at night to urinate 2 94(94.9) 2 79(78.2) 12.0;0.001
Ip_lc;c(::aete toilet on arrival at an unfamiliar 3 79(78.2) 3 67(66.3)
Organise your bedroom close to the toilet 4 59(60.8) 8 36(36.0) 12.2;<0.001
Schedule regular toilet breaks 5 58(59.8) 5 51(51.5)
Stay close to a toilet 6 53(56.4) 6 47(47.0)
Keep your bladder empty when you are out 7 50(52.6) 4 54(55.1)
0Kuntow where all the toilets are before you go 8§  45(45.5) 7 42(41.2)
Plan outings which are close to toilets 9 43(43.4) 9 34(33.7)
Make excuses about frequent toilet visits 10 26(26.8) 10 24(23.8)
Pads and Aids
Use protective pads / aids 1 88(87.1) 1 75(72.8) 6.5;0.011
Choose pads or devices that will absorb the 2 82(828) 2 71(68.9) 5.3:0.021
amount you leak
Use protective pads / aids for specific
activities 3 56(57.7) 3 53(53.5)
Use different aids/devices for when you are 4 38(39.2) 4 31(30.7)

at home and when you are out

a: n may vary due to incomplete data for some questions

b: p value only reported when < 0.05
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Table 3:  Ranked daily-living strategies for managing urinary incontinence (by group):
Social and routines

Older Women Working- X?; p value®
>65 years Aged Women
Type of Daily-Living Strategy N=103 < 65 years
N=104
Rank n(%)* Rank n(%)*
Social
Learn as much as you can about urinary 1 86(87.8) 2 71(77.8)
incontinence
Make managing leaking a normal part of
everyday life 2 79(81.4) 1 78(78.0)
Seek help from a health professional 3 73(74.5) 3 70(70.0)
g(?neﬁ;cmdents a secret from close friends and 4 70(72.2) 4 63(63.0)
rL]Jse humour or positive thinking if an accident 5 48(51.6) 5 48(49.5)
appens

Discuss your condition with close family
and/or friends so that they understand about 6 46(47.4) 6 47(47.0)
accidents

Limit business and leisure travel 7 44(44.9) 8 18(17.8) 17.0; <0.001
ﬁi\;?:gssomallsmg, except with close family and 8 30(29.7) 9 11(10.9) 11.0: 0.001
Get help from close family and /or friends 9 29(30.2) 7 24(24.0)

Avoid new relationships 10 24(25.0) 9 11(10.9) 6.7 0.01
Routines

ggke spare pads/aids with you wherever you 1 78(78.0) 2 63(61.2) 6.8: 0.009

Develop a routine to reduce the chance of
leaking in public
Avoid situations where you can’t get to a toilet

2 68(70.8) 1 67(65.7)

) 3 59(59.6) 3 53(52.5)
easily
Take an extra change of clothes and/or 4 54(52.9) 5  51(50.5)
underwear when you go out
Avoid situations where you are likely to leak 5 53(54.6) 4 53(51.5)
Stay home when you are more likely to leak .
eg. if sick or the weather is cold 6 38(39.2) 6 26(25.2) 4.5,0.035
Stay at home 7 35(35.4) 7 24(23.8)
Change the timing or type of medication you 8 18(18.2) 8 12(12.0)

take before you go out

a: n may vary due to incomplete data for some questions
b: X?and p value only reported when < 0.05
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Table 4:  Ranked daily-living strategies for managing urinary incontinence (by group):
Hygiene, body care, cleaning, physical activity and exercise

Older Women Working-  X%; p value®
>65 years Aged
. . N=103 Women
Type of Daily-Living Strategy < 65 years
N=104
Rank n(%)? Rank n(%)?

Hygiene, body care and cleaning
Make sure your bowels stay regular 1 88(91.7) 1 84(84.0)
Wgsh clothes and bedding regularly, whether 2 87(86.1) 2 60(60.0) 17.5: <0.001
soiled or not
Srri\sgge pads frequently to avoid the smell of 3 75(75.8) 3 60(58.3) 7.0:0.008
Use deodorisers/perfume 4 66(68.0) 6 50(49.5) 7.0;0.008
Modify your diet 5 65(65.7) 7 48(48.0) 6.3;0.012
\Ijvl;rschhase clothes and underwear that are easy to 6 63(64.3) 8§  40(39.6) 12.1: <0.001
Carry a special bag for disposal of pads 7 51(51.0) 11 28(28.0) 11.1;0.001
Use creams to protect your skin 8 49(51.0) 9 38(37.6)
Have more showers than usual 9 49(49.5) 4 55(54.5)
Wear clothes that conceal accidents eg. dark 1
coloured, patterned, skirts 0 49(49.5) 5 54(529)
Lose weight 1 38(44.2) 10 37(38.5)
Make sure your home’s floor coverings are easy 1 36(38.7) 13 16(15.8) 12.9: <0.001
to clean 2
Using protective aids for bedding % 32(32.7) 15 14(13.6) 10.3;0.001
Protect soft furnishings at home i 28(28.6) 14 15(14.9) 5.5;0.019
Use skin wipes é 26(27.4) 12 21(20.8)
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Physical Activity & Exercise

Stop doing activities that make you leak eg.
jogging, dancing, standing for long periods

Plan activities for when you are less likely to
lose control eg. after passing urine, when rested
Modify the activities you engage in eg. walking
instead of jogging

Tighten your pelvic floor muscles if you are in
danger of leaking eg. coughing, sneezing, lifting
Urinate before and/or after sex

Use different positions for sex

Do pelvic floor exercises before particular
occasions

Avoid having sexual intercourse or orgasm

w

~N o o1 b~

8

80(85.1)
41(44.0)
42(43.8)

39(42.4)

36(38.3)
16(17.4)

10(10.6)
7(1.7)

~N o0 N O O

85(83.3)
51(51.0)
46(45.1)

43(42.2)

41(40.6)
70(70.0) 53.6; <0.001

18(17.8)
32(32.3) 17.6; <0.001

a: n may vary due to incomplete data for some questions

b: p value only reported when < 0.05
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